Stroke Services for Staffordshire
A briefing report for Staffordshire LINK

Lesley Pattenson
May 2010



Stroke Services in Staffordshire i a report for Staffordshire LINk

FOREWORD

Background to the report

Staffordshire LINk has selected stroke services as a priority work area of work. To support
and underpin this, the LINk commissioned a briefing report to enable it to better understand
current issues in relation to stroke services across Staffordshire. This will enable the LINk to
progress a project that would enable a patient and public viewpoint to influence how services
are planned, commissioned and delivered in the future. The LINk selected Lesley Pattenson,
an independent consultant and researcher with a strong NHS background, considerable
experience in patient and public involvement and a specific interest in stroke to undertake
this review.

The scope and scale of the task

The various elements of the stroke pathway, the complexity of the County and particularly
the number of organisations and individuals involved in commissioning and delivering stroke
services has made this exercise very challenging to deliver in the very compact time-scale
allowed. Changing roles, changing organisations, changes in commissioning patterns, new
services being introduced and the rapid pace of change in service delivery has all com-
pounded this. Many people were asked to take time out from their normal work to supply
information in a very tight timescale at time when several national reviews of stroke services
are also taking place. Unfortunately this meant that not all the information requested has
been supplied in time to include in the report. Consequently there are sections which have
not been explored in as much depth and there is missing information about some services.
The priority has been to provide the LINK with a picture of which organisations are providing
what services to residents from the different localities in Staffordshire, which includes a
number of provider organisations outside the County boundaries. This has been set in the
context of information about national standards and targets which set the performance goals
and benchmarks for organisations providing services to people with TIAs and strokes in
Staffordshire. It also identifies recent and imminent reports of relevance, and provides many
suggestions to the LINk of areas which they may wish to pursue further or focus their atten-
tion on in the action plan which they will be developing.

Methodology

Lesley Pattenson and her colleague Susan Fallon identified various key people in all rele-
vant commissioner and provider organisations as well as other groups and bodies. By
means of emails, phone calls and meetings, supplemented with extensive web searches,
requests for information and documents, a large amount of national and local information
and material was gathered together.

Not all requests were responded to and in some cases there were inconsistencies in infor-
mation from different sources as well as gaps. It has not been possible to verify all informa-
tion which was provided by a third party and not direct from source. Sources of information
are provided as footnotes and in the Section L i Sources and References.

An extensive and comprehensive contacts list has been gathered and provided to Stafford-
shire LINk as a supplement to the report but is not included within it.
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Next Steps

The report is being presented to the LINk at a workshop in May. The report should act as a
guide to help the LINk decide which areas of interest or concern to include in their action
plan but they are advised to recheck and update specific details when pursuing further
actions.

In any case, the pace of change in development in commissioning and delivery of stroke
services is unprecedented and information will quickly become superseded as services
continue to develop improved facilities, teams and protocols. Furthermore, there are a
number of reports and evaluations of stroke services nationally due out in the next few
months which will provide ample additional data and may lead to further changes in targets
and quality standards. This report is therefore only a guide to the complexity of the service
and the many stages on the patient pathway.

The LINk will need to consider issues highlighted and suggested areas of further enquiry or
development and devise a plan of action.
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SUMMARY OF CONTENT AND RECOMMENDATIONS

This briefing report for Staffordshire LINk looks at stroke and its consequences for individu-
als and communities, guidance and performance standards for commissioning and provi-
sion, local factors which have influenced commissioning decisions, broad infrastructure and
general issues around the delivery of the Stroke Strategy. It then follows each stage of the
patient journey from prevention and management of risk factors for stroke, including Tran-
sient Ischaemic Attack (TIA) through awareness of and fast action following stroke symp-
toms, hyperacute and acute care, in-patient and community based rehabilitation and longer
term support in the community. Each section is summarised and included in each section
are a number of specific issues and suggestions which the LINK may wish to look at in
further depth. The sections are summarised below. However it is for the LINk to decide
which to prioritise and how to plan and deliver a work programme around stroke.

Overview of Section AT Stroke T Background Information

Stroke is a life threatening condition which can result in significant problems for individuals
and their families, yet is to a large extent preventable. The majority of strokes are ischaemic
strokes caused by a blockage or clot. Stroke accounts for a third of all deaths and is the
largest cause of acquired disability.

In Staffordshire 10% of deaths and 6% of premature deaths are caused by stroke.

Risk factors for and patterns of stroke are linked to patterns of mortality, deprivation and risk
factors across Staffordshire. Stroke disproportionately affects older people and people from
Afro-Caribbean and South Asian backgrounds.

Overview of Section B i Guidance, Quality and Performance Review

Stroke has been identified as a national priority for the NHS. As well as the National Stroke
Strategy and its Quality Markers, a number of clinical and organisational guidelines, stan-
dards and targets have been developed against which progress and performance can be
measured, notably NICE/RCP (National Institute for Clinical Excellence / Royal College of
Physicians). The pace of change is significant particularly in hyperacute care, and Vital
Signs performance targets are being set higher each year. Organisations have been slower
to address rehabilitation, community based care and longer term support for stroke survi-
Vors.

Several key reviews have recently been published and several more national and regional
audits are underway including Sentinel Stroke Audit 2010 and the Care Quality Commission
review. These will provide up to date information on progress and performance of the rele-
vant local commissioners and provider organisations.

Overview of Section Ci The Local Health Economy

The pattern of commissioning and delivery of stroke related services for Staffordshire is very
complex due to a combination of geography, the number of commissioning organisations (2
Primary Care Trusts [PCTs] and 6 Practice Based Commissioning [PBC] Consortia and the
County Council), recent commissioning decisions (including the decommissioning of care
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from Stafford Hospital), the delivery of acute care by a number of different providers and the
evolution of a variety of models of delivery of rehabilitation and support in the community.

The main providers are University Hospital North Staffordshire (UHNS) and Burton within the
county, Wolverhampton and Good Hope outside the county with additional care provided
from a number of other hospitals in the Midlands. Following Stroke Sentinel Audit concerns
about poor performance, and a negative Health Care Commission Review, in 2008 South
Staffordshire PCT reviewed stroke service provision and subsequently decommissioned
Stafford General Hospital for acute stroke care in June 2009. Protocols for rerouting patients
to UHNS and Wolverhampton were agreed with West Midlands Ambulance Service

(WMAS).

Both PCTs have produced new TIA/ stroke pathways. South Staffordshire PBCs have or are
commissioning new community support contracts including care provided by Walsall Com-
munity Trust in the South West of the area.

Several of the main providers have recently opened or developed new facilities and services
in 2009 including new acute and rehabilitation stroke units and a trial of 24/7 thrombolysis at
UHNS, 24/7 thrombolysis at Wolverhampton, and 9am i 8pm thrombolysis at Burton. New
community teams for East Staffordshire, Cannock and Stafford have been contracted during
2009/2010.

Overview of Section DT Implementation of the Stroke Strategy in Staffordshire

Stroke was included in the remit of the Shropshire and Staffordshire Heart and Stroke
Network (SSHNS) from 2008 creating a clinical network which leads the local Stroke Strat-
egy Acceleration Programme and decides priorities.

The North Staffordshire Stroke Strategy Group has been working on a service development
programme with a focus on the acute pathway.

The Stroke Association is a significant provider of information on stroke and stroke preven-
tion. The Care Quality Commission (CQC) review requires a local evaluation of patient
information provided on discharge. An online resource is being developed by the SSHNS.

The Networkés PPI (Patient and Bmbbrs oncPPllbatv ol v e me
there was limited evidence of widespread involvement of stroke survivors and their carers in

planning of services in Staffordshire. A North Staffordshire workshop concluded there should

be advice and support available at all stages including acute care. A Stroke Association

Community Voices project survey found that lack of feedback and training were reducing the

effectiveness and satisfaction of patient and carer representatives nationally; national devel-

opments are underway. The Stroke Association is firmly rooted in the experience of stroke

survivors and their families, their priorities are more support from hospital to the community

and better support for life after stroke.

There is much scope for developing more channels for user engagement including links with
stroke clubs.

PALS and LINks offered little user feedback. Several recent reports and Stroke Association
literature offer personal testimony of experience of accessing services and life after stroke.

Staff can now access specialist training on stroke. Local research into hyperacute care and
rehabilitation of stroke is increasing with most hospitals now involved in studies, many in
conjunction with the local University.
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There is not a lot of evidence that there has been much engagement with TIA/stroke patients
and their families to enable them to input into planning and reviewing service provision.

Overview of Section E 1 Prevention and management of risk of stroke

The risk of stroke can be reduced through general health education, particularly from primary
care teams. This also applies to recurrent stroke.

Detecting and managing clinical risk factors for stroke can potentially reduce the numbers of
strokes occurring in the population. Primary care practitioners could routinely assess risk
factors such as atrial fibrillation (AF), raised blood pressure, cholesterol, diabetes and also
any relevant family history.

Atrial Fibrillation (AF) is common in older people and is a leading cause of stroke, yet could
be prevented by routine screening and clinical management in primary care. The SSHSN is
prioritising work to develop AF management in general practice.

Transient Ischaemic Attacks (TIAs) are warnings of full-blown stroke. Around 300 strokes a
year could be prevented in South Staffordshire alone by appropriate clinical management of
TIAs. High risk patients should be seen by a stroke specialist within 24 hours, low risk within
a week. North Staffordshire PCT is not meeting its Vital Signs performance target for TIA
because UHNS has not been delivering an efficient service but they have been piloting a
24/7 high risk TIA service since February 2010. South Staffordshire PCT is performing
above the national target in spite of their patients being treated at a number of different
hospitals.

Carotid Doppler ultrasound scans are helpful in detecting blockages of the carotid arteries
which may cause a stroke; if so, minor surgery should be performed to clear it within 2
weeks in suitable patients.

The North Staffordshire Stroke Strategy group is looking at TIA service redesign. Burton and
Wolverhampton offer weekday clinics only but often keep patients in overnight to ensure
they are seen the following day.

The FAST (Face, Arms, Speech, Time to call 999) campaign aimed to increase recognition
of signs of stroke and awareness that stroke is a medical emergency. It was effective na-
tionally and locally. There is scope for further awareness raising. 999 calls for suspected
stroke increased, and more people with milder strokes got to hospital faster, as well as
people who turned out not to have had one.

Prevention of TIAs and stroke through health promotion, clinical management of risk espe-
cially AF and carotid screening could make a big impact in reducing mortality and morbidity
from stroke alongside FAST awareness.

Overview of Section Fi Ambulance response to actual/suspected stroke

As well as responding to more calls categorised as stroke, ambulance staff are now more
effective in recognising and recording stroke symptoms including taking the FAST test, onset
of symptoms, blood pressure. They have been following new protocols to blue-light eligible
patients to the nearest hospital providing thrombolysis, taking into account the time of day,
driving distance and road conditions. Following the decommissioning of Stafford General
Hospital patients have been taken to UHNS and Wolverhampton. Overall performance is

Vi
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high with an aim of arrival within an hour. A lower % is achieved in the rural areas of North
and South Staffordshire than urban areas and the regional average.

Ambulance services appear to be working well as can be; communication of changes in
protocols is important.

Overview of Section G 1 Hyperacute and acute hospital care

Stroke patients do better when cared for on a specialist acute unit. All Staffordshire patients
receive care on a specialist acute stroke unit.

A hyperacute service delivers a high level of access to a range of imaging and other diag-
nostic techniques including CT, MRI and Carotid Doppler scans with specialists available to
interpret tests and initiate treatment, specifically, thrombolysis for patients with ischaemic
stroke meeting certain criteria. All the providers offer hyperacute care during the week and
overall the patch is well covered in terms of being able to access a unit. UHNS, Wolver-
hampton, Walsall and Solihull provide a 24/7 hyperacute service: Burton hopes to extend but
needs investment.

Provided they met the eligibility criteria (based on age, time since stroke, and taking into
account travel time), people having a stroke in the evening would be taken to one of these.
Increased rate of thrombolysis for ischaemic stroke reduces mortality and improves recov-
ery. UHNS, Wolverhampton and Walsall are meeting national targets. An increased time
window for thrombolysis is being tested at UHNS along with intra-arterial thrombolysis which
is expensive and would need additional resources if proved cost effective. Wolverhampton is
also achieving beyond the door to needle target of 60 minutes.

Wolverhampton and Burton are aiming for new scanning equipment. Scanning times have
improved from 2008 i 2009 but rapid access remains an issue, particularly out of hours,
although most strokes are admitted during the day. Following urgent assessment patients
should be admitted to a specialist stroke unit for further multi-disciplinary assessment includ-
ing swallow test within 24 hours. In 2009/10 70% of patients should have spent 90% of their
stay on a specialist stroke unit; some are initially admitted to Medical Assessment Units due
to pressure on stroke beds. As a Stroke Improvement Programme pilot site Burton improved
its performance by revising the pathway to get patients onto the stroke unit more quickly.
Vital Signs figures for South Staffordshire PCT are close to target with NHS North Stafford-
shire exceeding it. Patients should be discharged or transferred from acute beds to specialist
rehabilitation as soon as medically fit to do so. Protocols for repatriation of Staffordshire
patients from UHNS and Wolverhampton have been implemented, patients mostly go to
Cannock Chase from these hospitals.

Stroke patients who are dying should have access to specialist palliative care.

There have been tremendous leaps in clinical care and implementation of effective hy-
peracute pathways leading to an increase in patients receiving thrombolysis but out of hours
there may still be delays accessing specialists.

Overview of Section H - Life after stroke

While there has been rapid development of hyper and acute care, rehabilitation services
have not followed as quickly. Strokes affect people differently but survivors face a range of
common problems; some resolve, most need a combination of specialist support including

Vii
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Speech and Language Therapy (SALT), physiotherapy, Occupational Therapy (OT) and
psychological support.

Rehabilitation in hospital should be in a specialist treatment unit with multi-disciplinary teams
operating at least 6 days out of 7. Patients should have 45 minutes of each relevant therapy
per day. However, it appears that rehabilitation stroke units are not meeting these stan-
dards, and teams are short particularly of SALTs and clinical psychologists.

Although patients may be treated outside the county, if not able to be discharged home they
are then likely to be repatriated for longer term inpatient rehabilitation. Patients from Wolver-
hampton are generally transferred to Cannock Chase Hospital except Seisdon Peninsula
patients who remain in Wolverhampton at West Park Hospital. Patients at Good Hope may
return to Sir Robert Peel Community Hospital at Tamworth or Samuel Johnson at Lichfield:
the former has neuro rehabilitation. Stroke patients should expect certain standards of
facilities, amenities and environment and specifically a range of other requirements on the
wards.

The Stroke Co-ordinator and the Stroke Association Family and Carer Co-ordinator would
help with discharge arrangements with an aim of seamless transfer of care to health and
social care in the community along with other relevant services. Patients have complained
that they get too little rehabilitation, starting late and stopping too soon. Increasingly there
are community support teams in place, but only UHNS has an Early Supported Discharge
Scheme offering intensive therapy in a home setting for up to 3 weeks on discharge which
has reduced length of stay and improved benefits for the patients.

Overview of Section I'T Community based rehabilitation

A person-centred multi-disciplinary package of care should be provided in the community
covering all aspects of life. It may take months or years to achieve full potential. New ap-
proaches to therapies continue to be developed and tested. There is a national shortage of
clinical psychologists to work with the mental and emotional difficulties experienced by many
stroke survivors. OTs can help with general activities of daily life and help is also needed
ranging from benefits to equipment, breaks and activities.

Recent impetus to develop community support for stroke survivors has led the PBCs in the
county to tender for and appoint care from different providers including, for Stafford and
Cannock, NHS Walsall Community.

NHS North Staffordshire is reviewing community provision including stroke services; cur-
rently when the Early Supported Discharge Team (ESDT) withdraws they then hand over a
care plan to generic workers and there is no further specialist stroke care for North Stafford-
shire patients. They are also looking at whether they can fund additional support from the
Stroke Association similar to that funded in South Staffordshire.

A Community Stroke Rehabilitation Team (CSRT) managed by NHS Walsall Community has
provided support in Cannock since August 2009 and Stafford since April 2010. They will
provide immediate care on discharge but can continue to support for up to three years.
Working to rehabilitation goals they will be reviewed at a week, 6 weeks, 6 months and a
year, continuing support until the person reaches maximum potential. There is the intention
to be able to pick up recent patients who need additional support, up to 3 years since the
stroke. Referrals have been low in Cannock but the Interim Care team has passed on 50
names of pre-existing patients to be picked up by the new Stafford team once in post. The
teams will liaise with the hospitals and take part in multi-disciplinary team meetings.

viii
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Seisdon Peninsula PBC are currently out to tender for services for the second time.

South East Staffordshire (Lichfield, Tamworth and Burntwood) have had a stroke co-
ordinator employed by the PCT since 1998, joined by a stroke nurse in 2005. They have well
established networks with health and social care professionals and other support agencies.
They receive patients mainly from Burton or Good Hope and liaise with the stroke co-
ordinators there. They follow up to 18 months but keep the files open in case of future
problems. They work closely with the Stroke Association Family and Carer Support Co-
ordinator, and also support patients in care homes. They have noted an increase in young
people having strokes, perhaps drug-related. Although this does not constitute a multi-
disciplinary team and there are no dedicated therapists, so does not meet current standards,
the system and individuals are long-standing, well established and effective.

East Staffordshire Community Stroke Team (CST), run by South Staffordshire PCT has
been taking patients since November 2009. The service is for people in their own homes.
They are reviewed at 6 months and everyone will have an annual check up for life. They
have to refer back to out-patients for SALT and there is no access to clinical psychology.
They can only take new patients, not pick up any pre-existing ones.

The Stroke Network is considering who should undertake annual assessments; clinical staff
will need to develop experience and knowledge about the long term impact of stroke. Con-
sideration of broader support to enable people to live a full life in the community including
return to work, if wanted, is a much wider topic and not covered in this report.

Staffordshire County Council provides a range of support relevant to stroke survivors and
their families. Stroke awareness training for care home staff has been provided in South
Staffordshire by the Stroke Association, The SSHSN PPI lead is also looking at this area.
Personalised budgets and direct payments offer future opportunities for control over support
provided.

The Stroke Association has been providing a Family and Carer Support Service across the
county for a number of years, through a County Council contract funded by carer grant
money including family and carer support co-ordinator posts across the whole county;
referrals are made by hospitals around the time of discharge and they take a person centred
approach providing information, sign-posting, advocacy and practical help. Communication
support is provided for Mid-Staffordshire and the Seisdon Peninsula with tailor made home
care or access to a communication group in the community. A small amount of Stroke
awareness is also delivered.

Recently, funded by the new Stroke Strategy grant, the Joint Commissioning Unit has placed
new Stroke Association contracts for South Staffordshire including Communication Plus, Life
After Stroke, and a Long Term Support Co-ordinator whose main role is establishing new
self-sustaining Stroke Support Groups.

There are a range of long established and newly set up Stroke Clubs and Stroke Support
Groups across the county and Stoke-on-Trent. Some are run by the Stroke Association,
others are affiliated. They offer a range of social support and activities and provide immense
support to many stroke survivors.

Broader third sector networks for carers, older people, and disabled people may also offer
support to stroke survivors and their families.

While the new investment in community and long term support is long overdue and very
welcome the coverage across the County remains variable with different models of care
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operating in every patch. More is needed especially support after the immediate discharge
period in North Staffordshire.

Overview of Section J 1 Serving the community

There was no explicit reference in either commissioning plans or provider information about
the needs of diverse groups which may have particular needs or perspectives.

Specifically, although higher amongst some black and Asian groups there was no reference
to targeted prevention; similarly in relation to low income groups associated with higher
levels of risk behaviours. The support needs of younger stroke survivors or of lesbian, gay,
bisexual or transgendered people and their carers or families were not mentioned either.
There are specific issues for rural communities around accessing primary and follow up
care, emergency journey times and transport to hospital for visitors.

The whole range of general equal access issues applies to stroke patients receiving hospital
and community care and needs to be addressed.

Experience of organisers of stroke clubs and groups recognised that there had been an
improvement in acute services but reiterated that rehabilitation and support is often patchy
and inadequate.

Overview of Section KT Developing an action plan

The LINK will make its own decisions about priorities for action and approaches to influenc-
ing service commissioning and provision on behalf of and from the perspective of the wider
public, stroke service users and their families. The work plan could include:

9 Further information gathering and amass- { Visiting specialist stroke units to look at

ing a reference and resource data base

general standards of care and specific
delivery against stroke best practice

1 Monitoring progress against performance
and targets i comparing quality markers Joint work with other agencies with
and outcomes from different providers shared interests
1 Inviting key people to LINk sub-group Joint work with neighbouring LINks which
meetings share providers of stroke services
1 Engaging with, seeking views from, and Supporting public campaigns such as
empowering representation from stroke FAST awareness
survivors and carer . :
Increasing LINk and service user repre-
9 Obtaining systematic feedback from sentation on decision=making bodies
service users about quality of experience Pairs or small groups of LINK participants
1 Focusing on needs of high risk and looking at geographical locality or section
diverse communities of the stroke pathway
i Raising awareness of services and

support for stroke survivors
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SECTION A STROKE 1T BACKGROUND INFORMATI ON

11

Haemorrhagic Ischaemic

/ /
Haemorrhage/blood Clot stops blood
leaks into brain tissue supply to an area of

the brain

Definition, description and conseguences of stroke

What is a stroke? A stroke is not a condition or a disease, it is a sudden event
which can kill, or leave survivors with a range of consequences often for the rest of
their lives. A stroke is one potential outcome of cardiovascular disease (CVD), a
preventable disease. A stroke, (cerebral-vascular accident) can be thought of as a
kind of 'brain attack' resulting from a sudden interruption to blood vessels supplying a
region of the brain. There are two types of stroke: * ?

Ischaemic stroke. A clot narrows or blocks an artery carrying blood to the brain re-
sulting in a 6c eindeobstreké is genefably rmore disabling.hGlder
people are more likely to suffer this kind of stroke. (80-85% of strokes)

Haemorrhagic stroke. A blood vessel bursts resulting in a cerebral haemorrhage,
i.e. bleeding into the brain. Younger people (those under 40) generally tend to have
haemorrhagic strokes and will normally experience a good level of functionality re-
turning. (10 -15% of strokes)

The only way of distinguishing between these two types is with imaging of the brain
(using a CT scan); it is vital to find out because the immediate treatment for the two
types of stroke is very different.

1

2

Definition from Department of Health Stroke Strategy Equality Impact Assessment, 2007
Diagram from National Audit Report

k
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A transient ischaemic attack (TIA), or mini-stroke, happens when the oxygen
supply to the brain is interrupted for a short time only. The symptoms are very similar
to a stroke but are only temporary, lasting a few minutes or hours and normally
disappearing completely within 24 hours. People who have had a TIA are more likely
to go on to have a full stroke although preventive measures can be taken to reduce
this risk.

Main clinical consequences of stroke

20-30%° die within a month* and about a third of people having a stroke have died
within three months.®

Of those who survive, about 40% are left with some degree of functional impairment.

Depending on which part of the brain the stroke occurred in, these may include a
combination of: problems with mobility and movement; dexterity and everyday tasks
like washing, dressing and cooking; communication including speaking, reading and
writing; sight or hearing problems; swallowing, eating and diet; continence and using
the toilet; relationships and sex; memory and concentration; emotional difficulties
including depression, distress and lack of confidence.

A third of survivors have problems with speech or understanding.

A third of people who have had a stroke develop depression.

Wider consequences
Stroke is the commonest cause of hospital death.®
Stroke is the commonest cause of severe acquired disability in the UK.

Stroke impacts on whole families. Not only may the stroke survivor not be able to
return to work (if of working age), but also a relative may have to give up or reduce
work to become a carer.

Stroke accounts for over 5% of NHS resources nationally, estimated at £2.8 billion.’
(In 2007/08 the total hospital related cost for all stroke and TIA activity in South
Staffordshire was £3,079,417)®

The 2005 National Audit Office report found that, compared to other countries,
England has a higher rate of mortality and disability caused by strokes, despite
stroke care in England being among the most expensive internationally.

In addition there are the costs of long term support provided by social services,
private and residential care homes and voluntary and charitable agencies such as
the Stroke Association and local stroke clubs. There is the cost of benefits such as
Disability Living Allowance, Attendance Allowance and Carers Allowance paid to

The mortality rate has been reducing since thrombolysis has been more widely available
From Care Quality Commission

From National Stroke Strategy 2007

From Royal College of Physicians

From AService Needs and Delivery f oBrhdfon Instityte fSrt r o k e :

Health Research.

From South Staffordshire PCT Options for Stroke Services, August 2008

€
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stroke survivors and their carers. There is also the equivalent economic value of
unpaid carers.

In England, stroke is estimated to cost the economy around £7 billion per year. This
comprises direct costs to the NHS of £2.8 billion, costs of informal care of £2.4 billion
and costs because of lost productivity and disability of £1.8 billion.®

Incidence, prevalence and distribution of stroke

General population health statistics for the county of Staffordshire (population
825,800'°) can be found in the Joint Strategic Needs Assessment undertaken in
2008 by the County Council with the two PCTs'. There is much useful information
about mortality, morbidity, disability, risk factors and use of services, based on data
mostly collected between 2002-7. Various county maps show patterns of deprivation,
risk behaviours, information about ethnicity and relationship to health and information
about people living with long term conditions and use of services™. There is a very
clear relationship demonstrated between premature mortality and deprivation for
wards within Staffordshire.™® For example North Staffordshire found that an estimated
gain of approximately five months of life for women in Staffordshire Moorlands could
be achieved by focussing on reducing stroke and respiratory disease™.

The LINk may wish to look particularly at those geographical areas where
there are greatest inequalities and highest risk factors.

Incidence of strokes - there are approximately 110,000 new strokes a year
nationally and the number is expected to rise over the next two decades. 90% of
strokes occur in people over the age of 55. A further 20,000 people a year have a
TIA™. Most people survive a first stroke but are often left with significant morbidity. It
has proved difficult to get comparable figures for incidence of new strokes right
across the county'®. During 2006/07 there were 918 emergency admissions for
stroke across South Staffordshire. The average number over a four year period prior
to 2009 in East Staffordshire was 325 strokes and150 TIAs.'’. However, rates in East
Staffordshire are significantly higher than the England average.

9

From NICE guidelines

1% Mid-2007 population estimate; from Health Profile 2009 for Staffordshire at www.healthprofiles.info
™ Joint Strategic Needs Assessment, Staffordshire County Council and North/South PCTs

'2 Not reproduced because of copyright infringement. See p18 for health deprivation and disability.

'3 Additional information can be found in the Annual Reports of the PCT Public Health Directors

 There is also a summary Staffordshire health profile on
http://www.apho.org.uk/default.aspx?QN=HP METADATA&ArealD=50258

'* From NICE guidelines http://www.nice.org.uk/nicemedia/live/12018/41363/41363.pdf

YNorth Staffordshire PCTéds Stroke Business case

hospital based activity included Stoke but projected an increase in prevalence year on year

" Hyperacute/Acute stroke care in East Staffordshire, South Staffordshire PCT 2009 , an average
from 61l ast 4 year s 0-pdtients ComchenfMinimendDataBed s pi t al I n

at

dc
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Mortality from strokes - Cardiovascular disease (CVD) kills nearly 198,000 people
in the UK every year; more than a quarter of these deaths are from stroke.*® Overall
11% of all deaths in England occur as a result of a stroke, making it the third largest
cause of death in the country.”® Many of these deaths are preventable. Circulatory
diseases make up 37% of all deaths in Staffordshire and 29% of premature deaths
(i.e. those occurring before the age of 75). Stroke makes up 10% of all deaths and
6% of premature deaths. See Table 1. Overall in Staffordshire premature mortality
rates from circulatory diseases are significantly below the national average but
remain significantly high in Cannock Chase. Newcastle-under-Lyme and East
Staffordshire also have above national average rates while Stafford and South
Staffordshire are low.

Average number per year Percentage
Males Females Persons Males Females Persons

Coronary Heart 814 648 1,462 21% 15% 18%
Disease
Stroke 328 526 854 8% 12% 10%
All circulatory

) 1,444 1,559 3,003 37% 37% 37%
diseases

Table 1: Deaths from Circulatory diseases across Staffordshire, 2003-2005%°

Prevalence 1 There are over 900,000 people who have ever had a stroke living in
England. 300,000 people in England live with moderate to severe disability as a
result of stroke. 546 people aged between 18 and 64 who have a stroke in 2010 in
Staffordshire are predicted to require help with daily activities*.

General Practices maintain disease registers for selected long term conditions. The
figures for patients with stroke registered with GPs in Staffordshire in 2007 are
shown in Table 2%

18 British Heart Foundation, 2008
19 care Quality Commission and National Stroke Strategy
2 www.staffordshire.gov.uk/NR/rdonlyres/96368880-0BBD-434C-8BCO-

B45BD10D0416/109074/JointStrategicNeedsAssessment.pdf

%! Staffordshire Joint Strategic Needs Assessment - Estimating current and future prevalence of
physical and sensory disabilities in Staffordshire - 2009

2 These figures are not the same as those quoted by South Staffordshire PCT which includes TIAs


http://www.staffordshire.gov.uk/NR/rdonlyres/96368880-0BBD-434C-8BC0-B45BD10D0416/109074/JointStrategicNeedsAssessment.pdf
http://www.staffordshire.gov.uk/NR/rdonlyres/96368880-0BBD-434C-8BC0-B45BD10D0416/109074/JointStrategicNeedsAssessment.pdf
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North
South Staffordshire PCT (by council area, not PBC) Staffordshire
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1,326 2,050 1,686 1,261 1,495 2,162 1,895 2,617 13,166 862,873

Table 2: Selected Long Term Conditions from Disease Registers i actual numbers as

at March 2007 %

Variations across populations - Equality Impact Assessments (EIAs) by the
Department of Health?® (DH) and the Care Quality Commission?® (CQC) examine
differences in risk of and incidence of stroke in relation to key equality
characteristics.

Age and stroke i 90% of strokes occur in people aged 55 and above. Nevertheless
10,000 people under the age of 55 suffer a stroke every year of which 1,000 are
under the age of 30. Prevalence of stroke rises according to age from 0.1% amongst
16 to 34 year olds to 11.6% for over 75 year olds®’.

Stroke affects several hundred children in the UK each year and is one of the top ten
causes of childhood death. However there will only be an extremely low incidence in
Staffordshire.®® Many children who have a stroke have another medical condition
(such as a cardiac disorder or sickle cell disease) and, therefore, are already vulner-
able to adverse neuro-developmental effects but also likely to already be under
medical supervision and management. The cause is generally unknown. However
the focus and scope of this study is on adult stroke.

If the LINK wish to pursue childhood strokes as a special area of interest
they should liaise with the Paediatric Consultants.

Gender and stroke - By the age of 75, stroke is commoner in men than women
(13.1% compared to 10.7%). Because there are more older women than men in
England, there is less difference in the overall stroke prevalence rates for all adult

% NHS North Staffordshire Director of Public Health Report predicts numbers would have risen to
over 5000 by March 2010

** From Quality Management and Analysis System (QMAS) quoted in Staffordshire County Joint
Strategic Needs Assessment, January 2008

25 www.dh.gov.uk/prod _consum_dh/groups/dh digitalassets/documents/digitalasset/ 081052.pdf

26 From CQC Equality Impact Assessment
*" Health Survey for England 2006: Latest Trends (ONS and IC, 2008)
8 Childhood Stroke Guidelines - Royal College of Physicians, November 2004.
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ages which are 2.4% for men and 2.2% for women. However, more women who
have strokes die from them compared to men.
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Table 31 Incidence of stroke in relation to age and ethnicity

Ethnicity and stroke 7 Stroke is 2.2 times more common in people of African or
Caribbean origin compared to white people (adjusted for age and gender). Men of
South Asian origin and Irish origin are also disproportionately susceptible to stroke®.
Bangladeshi and Pakistani women are reported as having relatively high levels of
stroke: 12% and 10% respectively by comparison with the general population
equivalent of 9%. Chinese people appear to have the lowest rates of stroke.*
However, the proportion of people from minority ethnic groups in South Staffordshire
PCT is small (4.9%) compared to that of the West Midlands (13.9%) and England
(11.8%). With the exception of White British, the largest ethnic groups in the PCT are
white other (1.2%), Pakistani (1.1%) and Indian (1.0%). East Staffordshire has the
largest proportion of people from a minority ethnic group (7.6%), with high numbers
of ethnic communities concentrated in Burton on Trent. The lowest proportion of
people from minority ethnic groups is in Cannock Chase (3.3% of the population)*.
However although the ethnic population is increasing, the increase is predominantly
of children and younger age groups so any impact on incidence of stroke is likely not
to show for several decades. The benefit of this is that there is time to target these
groups to encourage healthy life styles.

Religion and belief T other than the relationship between faiths practiced by
particular ethnic groups, neither of the Equality Impact Assessments identified any
specific indication that religion or belief has any additional impact on risk of stroke.

* Health Survey for England 2004: The health of minority ethnic groups (ONS and IC, 2006)
%0 Reducing Brain Damage: Faster access to better stroke care (National Audit Office, 2005)
% Ethnic population profile for South Staffordshire Primary Care Trust July 2009
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(Although some religious beliefs do affect potential risk factors, such as dietary
restrictions or alcohol consumption).

Sexual orientation and stroke i Around one in 16 people, 6% of the population, is
estimated to be lesbian or gay.** However neither the DH nor CQC cited any
information about stroke in relation to lesbians or gay men, though they did note that
this group often had more negative experience of using health services. A
comprehensive peer review by Birmingham University*® found no reports or data
comparing incidence of stroke amongst lesbian, gay, bisexual or trans people
compared with the general population®*. This study did however, identify an increase
in some risk factors associated with stroke and vascular disease, hence it could be
assumed that there might be a correspondingly higher incidence of stroke.

Pre-existing disability i the EIAs did not find any evidence of difference in
prevalence for stroke according to pre-existing disability.

Household income - For both men and women, prevalence is highest amongst
households in the poorest quintile of households (measured by household income).
However the differences are small and there is no consistent tendency for higher
income groups to have lower prevalence.®*® Smoking is a major factor in the
development of cardiovascular disease and is a key indicator in health inequalities,
for example the difference in death rates between rich and poorer populations. There
are an estimated 159,600 adult smokers in Staffordshire with the highest percentage
in Cannock Chase, Tamworth, Newcastle-under-Lyme having higher smoking
prevalence than England. The highest levels of deprivation are in Newcastle-under-
Lyme.

% Official government estimate

% A systematic review of lesbian, gay, bisexual and transgender health in the West Midlands Region
of the UK compared to published UK research, University of Birmingham March 2009

* The lead author is unaware of any recent research focusing on stroke (private communication)

% Health survey for England 2006: Cardiovascular disease and risk factors in adults (ONS and IC,
2008) quoted in Care Quality Commission Equality Impact Assessment

% staffordshire County Joint Strategic Needs Assessment, January 2008
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SECTION B GUIDANCE, QUALITY AN D PERFORMANCE REVIEW

3 National quidance and good practice

With so much focus on stroke in recent years, a number of bodies have developed
guidance and gold standards for the organisation, commissioning and delivery of
clinical and non-clinical care and support for people having a TIA or stroke.

3.1 The National Stroke Strategy was launched on 5 December 2007. It stated that
stroke was the Onext ma j oget aclraa tlirecdom fpetide
development of stroke services in England over the next ten years®. The strategy
does not act as a detailed clinical guideline i the latest version of the Royal College
of Physicians (RCP) guidelines, incorporating the National Institute for Health and
Clinical Excellence (NICE) guidelines fulfil these roles®. (See section x) The Strategy
identifies twenty quality markers covering all aspects of stroke from prevention
through long term support and review, listed in Appendix 1. Table 4 shows the
markers as they relate to the patient journey and wider infrastructure.

Table 4 Stroke Strategy Quality Markers Summary

Prevention } First contact * m;ﬁn‘o”: * Long-term support and review ‘ E
""" -~

=4}

QM2. Managing rsk —
=~

Q3. information, advice and support 2

wy

ones, ing n ping services =

OMS. Assessment (TIA) OM6. Traatment (TIA) 3

j=%)

OM7. Urgent response <

QME. Assessment QM9 Treatment
{stroke} {stroke)
QM 10. High-quality spedialist OM11. End-of-life
rel qkamn care
QM 12. Seamless transfer
of care
OM13. Long-term care QM 14, Assessment
and support and review
QM 15. Participation In QM16. Retum to
community itfe work
CM17. Networks

OA18. Leadership and skills

19, Warkforce review and

QM20. Research and audn

The LINk may feel that it is most appropriate to consider elements of the
Stroke Strategy and general progress against its quality markers will be
more appropriate than getting too involved in the detail of clinical stan-
dards. Within the strategy, the LINk may wish to focus its attention pre-
dominantly on the patient journey Quality Markers 17 16.

%" National Stroke Strategy, Department of Health, 2007
38 \www.rcplondon.ac.uk/pubs/contents/6ad05aab-8400-494c-8cf4-9772d1d5301b.pdf



http://www.rcplondon.ac.uk/pubs/contents/6ad05aab-8400-494c-8cf4-9772d1d5301b.pdf

3.2

3.3

3.4

Stroke Services in Staffordshire i a report for Staffordshire LINk

The National Stroke Strategy also proposed a ten point evidence based action plan,
(addressed in the following sections of this report).

0 Awareness | improve public awareness of stroke symptoms

0 Prevention i take action to tackle vascular risk

0 Involvement of stroke patients and their carers

0 Warnings i rapid response to TIAs, warning sign of potential stroke

0 Medical emergency i ensure patients access acute stroke centre

0 Stroke Unit i specialised unit with skilled multidisciplinary team

0 Rehabilitation i specialised rehab and long-term community support

0 Participation i overcome barriers to engage in community activities

0 Workforce 1 skilled and competent stroke team

0 Service improvement i network working across patient journey in order to

redesign acute stroke care pathway to deliver high quality services utilising
local/national audit to drive improvements.

The National Service Framework for Long-term Conditions underpins the Stroke
Strategy and references to it are made throughout the strategy.***° Previously, the
2006 DH White Pap e r 60ur Heal t h, Our Car e, Our
long-term condition should be offered a care plan by 2010, and all PCTs and local
authorities would need to have established joint health and social care managed
networks and/or teams to support those with long-term conditions. Given the
numbers of people with stroke who have long-term needs, the strategy advised
commissioners to look at stroke as a key area in delivering this commitment.**

National Institute of Clinical Excellence (NICE) recommendations for diagnosis
and initial management of acute stroke and transient ischaemic attack were
published in July 2008.** These cover NHS care only.

The National Clinical Guidelines for Stroke were developed by a working party of
the Royal College of Physicians (RCP) and were first published in 2002. They
provide explicit recommendations for practising clinicians, managers, patients and
carers about the management of stroke and TIAs. They cover the whole care
pathway from the acute event to longer-term management in the community and are
based on best available research evidence. The most recent edition of the full
guidelines, published in 2008, incorporates the NICE guidelines and goes far more
into the prevention and long term care as well as acute clinical management. It also
looks at commissioning services and service provision and organisation and
resource issues, so is far more comprehensive than the NICE guidelines. The 21 key
recommendations from the report are extracted and presented in Appendix 2.

39 National Service Framework for Long Term Conditions

40 www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/
DH_4105361

** From DoH Stroke Strategy Equality Impact Assessment
* http://www.nice.org.uk/nicemedia/live/12018/41363/41363.pdf

Say


http://www.nice.org.uk/nicemedia/live/12018/41363/41363.pdf

Stroke Services in Staffordshire i a report for Staffordshire LINk

3.5 Competency for Stroke physicians details the core knowledge and skills in all
areas of diagnosis, investigation and treatment relevant to the care of stroke patients
which the RCP expects all stroke specialists to have, along with skills in service
development, team working, teaching, critical appraisal and service evaluation. They
should be familiar with stroke research methods and keep up to date with relevant
research findings. However, the RCP identified an absence of formal training
structure for those physicians who wanted to pursue a career in stroke medicine, so
recently started providing sub-specialist training, the primary purpose of which is to
promote the development of physicians with the knowledge, skills and attitudes to
function as an expert consultant resource within specialist stroke services.*® Stroke
encompasses elements of neurology, -cardiovascular disease, ageing and
rehabilitation.

3.6 Physiotherapy guidance-i Movi ng on, a vision for communi

after st r ok e sieoentlE begnl produted® follawing consultation with
around 500 physiotherapists and over 600 stroke patients. It presents a vision for
community based physiotherapy care which if implemented, could improve the lives
of many people after stroke, enhance the quality and productivity of services, and
help make long-term cost savings. Detailed recommendations for commissioners,
service providers and practitioners are included along with the findings of the
consultation with users and physiotherapists™®.

3.7 The NHS Stroke Improvement Programme (SIP) supports the implementation of
the Stroke Strategy. The SIP has worked closely with the Department of Health to
develop the key measures and the plan for achieving the improvements.*

The SIP is co-ordinating a number of national projects, each working with ten sites,
looking at different aspects of stroke care®’.

0 Stroke prevention in Primary Care
0 Transient Ischaemic Attack

0 Acute Stroke Care®

0 Rehabilitation

0 Transfer of Care

3.8 Accelerated Improvement Programme. This is the final year of three years
additional funding support to aid implementation of the Stroke Strategy.*® At the
Stroke Public Accounts Committee in February 2010, the Department of Health
committed the NHS to an accelerated programme of improvement in stroke services

43 www.replondon.ac.uk/specialties/Stroke%20Medicine/Pages/Stroke-Medicine.aspx

“AMoving on, a vision for community based physiothera
Society of Physiotherapy with the Stroke Association

*® See section X
*® From The NHS Stroke Improvement website www.improvement.nhs.uk/stroke/

" The only Staffordshire site is Burton Hospitals NHS Foundation Trust within the Acute Stroke Care
element, although Stoke-on-Trent City Council is one of the transfer of care sites.

*® See Appendix 3 for details
* (E130K per annum for Staffordshire, see Sections C and |

10
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for 2010/11°. This accelerated improvement work will form the basis of the Stroke
| mprovement Programmeds (SIP) work for
is to show significant improvement in the following areas:

0 Atrial Fibrillation (AF) Detection and Treatment

0 Timely and effective management of TIA

0 Direct admission to a stroke unit

0 Timely Brain Scan

0 Early Supported Discharge (ESD)

0 Joint care plans using Single Assessment Process
0 Reviews at 6 weeks, 6 months and yearly thereafter
0 Car er ss8meats s e

0 Psychological support

The LINk may wish to review what action and progress is made in the Ac-
celerated Improvement Areas over the next 12 months.

Childhood Stroke Guidelines® were developed by a multidisciplinary working party
of specialists in paediatric stroke in partnership with children, families and support
groups and published by the RCP in 2004. They address the diagnosis, investigation
and management and rehabilitation of acute arterial ischaemic stroke in children up
to 18 years old. At the time the report noted that improvements in diagnosis and
treatment of adult stroke had not been mirrored in the management of childhood
stroke and quality of care across the country was noted as very variable. However it
is beyond the remit of this review to consider childhood stroke.

The West Midlands Partnership of Cardiac and Stroke Networks in conjunction
with the West Midlands Quality Review Service produced a comprehensive set of
quality standards for services for people with stroke (Acute phase) and Transient
Ischaemic Attack in April 2010%. The scope of the standards is the same as that of
the West Midland Service specification and they incorporate quality standards
contained within the NICE guidelines, 2008, the RCP National Clinical Guideline for
Stroke 2008, t he DHOG6s National Stroke
Return, DH 2008,

%0 \www.improvement.nhs.uk/stroke
1 www.rcplondon.ac.uk/pubs/books/childstroke/childstroke guidelines.pdf
52 Quality Standards i Services for People with Stroke (Acute Phase) and Transient Ischaemic

Attack April 2010 West Midlands Partnership of Cardiac and Stroke Networks and West Midlands

Quality Review Service March 2010

*3 The standards dovetail with those already produced for urgent care; cardio-vascular quality stan-

dards will follow
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4 Performance and quality review mechanisms

4.1 National Stroke Sentinel Audit>® was first carried out by the RCP in 1998 and
biannually ever since, with separate reports published for organisation of care and
clinical process standards, although an extra interim study undertaken in 2009 was
published February 2010°°. The overview it provides of provision in Staffordshire is
included in Section C although its value is limited as there have been subsequent
changes in commissioning and improvements in service provision. The objective of
the Sentinel Audit is to assess the quality of care for people who have had a stroke
and to help trusts use audit as a means of quality improvement. The audit is based
on evidence-based standards for the organisation of services and process of care,
agreed by the representatives of the colleges and professional organisations of the
disciplines involved in the management of stroke. This has been an important driver
for improvement, as services are able to judge their standards against their own
performance and that of others.>® The 2008 and 2009 reports produced their top ten
recommendations (see Appendix 4); while progress in some areas has been
positive, the ones that there seems to have been least progress on relate to
rehabilitation and long term support. That includes the need for seven day hospital
rehabilitation teams, introduction of Early Supported Discharge Teams, access to
multi-disciplinary specialist stroke teams including social workers and particularly
clinical psychology expertise for acute and rehabilitation, and more patient and carer
representation.

4.2 NHS Performance data i 6 Vi t al 1 Sinog iAgrib 2008, the performance of
PCTs has been managed agai ns'tThetDbparenent afi er s o
Health made i mplementing the National Stroke
requiremen t in Primary Care Tr ust08t200ple¥aei ng Pl
two Vital Signs measures for TIA/stroke Targets have been increased year on year:

The proportion of patients who spend at least 90% of their stay in hospital on a
stroke unit (2008/9 target =65%, target 2009/10 =70%, target 2010/11 =80%)

The percentage of higher risk TIA cases who are treated within 24 hours (2008/9
target =25%, 2009/10 =45%, target 2010/11 =60%)>°

4.3 National Audit Office publ i shed a report OProgre&sinn |
February 2010%°. Their audit included a census of all hospitals and a survey of 760
stroke patients and carers. The report shows how stroke care has changed over the

** National Sentinel Audit of Stroke (2008)

%5 www.rcplondon.ac.uk/clinical-standards/ceeu/Current-
work/stroke/Documents/Public%20Report%20-
%20Stroke%200rganisational%20Audit%202009.pdf

%6 www.rcplondon.ac.uk/college/ceeu/ceeu_stroke _home.htm

°" See the Department of Health Operating framework 2008/9 2010/11
www.dh.gov.uk/prod consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh 08
2560.pdf

%8 www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_
085930.pdf

%9 Figures will be as recorded within the National Sentinel Stroke Audit

%0 http://www.nao.org.uk/publications/0910/stroke.aspx
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last four years, the extent to which these changes have improved the value for
money of stroke care provision nationally, and the risks and issues to be managed to
ensure that stroke care services continue to improve in future.

While many improvements in acute care in line with the National Stroke Strategy had
been achieved, this progress had not yet been matched by progress in delivering
more effective post-hospital support for stroke survivors, where there are barriers to
joint working between the health service, social care and other services such as
benefits and employment support. Targets for follow-up were not being met and
there is uncertainty how best to implement follow up reviews.

Current and imminent evaluations - results not yet available

National Sentinel Stroke Audit 2010 is currently underway®, with the
organisational part taking place in April and the Clinical part taking place in
October/November (based on patients admitted between April and June).

The LINk may wish to examine the findings of the Sentinel Audit 2010 when
published to see how local services compare nationally.

The Care Quality Commission Stroke Pathway Review started collecting data in
April 2010 and is due to be published in September 2010%. The review will look at:

Ox¢

the hospital care provided to people who have had a stroke or a TIA

Ox¢

how peopl e d sombospitatibreanaged f r

0 access to rehabilitation in hospital and the community

0 what ongoing health and social care they receive

The overall objective of the review is to improve services for people who have had a
stroke or TIA, and their carers. One of the ways in which it will do this is by identify-
ing and focusing attention for improvement on the weakest services. This should
lead to a reduction in variation in the standard of care between the worst and the
best areas. The review is mandatory and is seeking information from Primary Care
Trusts (PCTs) and (Adult Social Services Departments (ASSDs). They are also ask-
ing PCTs to compile the set of information provided to someone who has had a
stroke, and undertake a local review involving a group of stroke survivors and carers.

The CQC will be looking at two clinical indicators.

Indicator 1 will assess trusts based on the percentage of patients recorded within
the Sentinel Audit as having spent more than 90% of their time on a stroke unit®®.

Indicator 2 varies from the Vital Signs in that it incorporates a larger number of fac-
tors, being an unweighted average of scores for the following 8 key indicators from
the National Sentinel Audit of Stroke which will be combined to determine overall
performance:

% Monitoring the first 80 patients seen from 1% April 2010
62 www.cgc.org.uk/_db/ documents/Introduction to the Stroke Review (revised Apr 10).pdf

% This is the same as Vital Sign indicator 1
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Screening for swallowing disorders within 24 hours of admission,
Brain scan within 24 hours of stroke,

Aspirin within 48 hours of admission,

Physiotherapy within 72 hours of admission,

Occupational therapy within 4 working days of admission,
Patient weighed during admission,

Mood assessed by discharge,

Rehabilitation goals agreed.

As part of the exercise, the CQC review is seeking an assessment of printed infor-
mation that is provided to stroke survivors and their carers when they are discharged
home from hospital, by a panel including stroke survivors.

The LINk may wish to acquire copies of the submissions to the CQC Stroke

Review from both PCTs, ASSDs and the evaluation of local information, to

supplement this report and identify any additional areas for consideration.

They may wish to make their own submission to the CQC or comment on

the findings. They may wish to use tle CQCO
oritise their own work on stroke services.

West Midlands Quality Review Service has scheduled a programme of individual
reviews against the newly produced regional standards from May to October,
covering the acute phase of care. The reviews for Staffordshire NHS bodies will be
undertaken before the summer with interim reports shortly thereafter and individual
reports completed by September. A summary overview of progress across the region
will be produced by early 2011.

The LINk may wish to seek information on progress against the quality

standards of individual organisations when available as well as to compare
Staffordshireéds performance against ««thers
of the West Midland Quality Review Service.

The Association of Directors of Adult Social Services is apparently undertaking a
survey to see how the additional funding has been spent across the country and see
whether this has been effective.

The LINk may want to get a copy of the ADSS report when published. *

4.5 As can be seen from the numerous documents cited, there has been considerable
central guidance and monitoring of stroke services over the past three years.
Furthermore various aspects of them have been used as the basis for local

% www.adass.org.uk but no details on site as of May 2010; no response to request for confirmation

14


http://www.adass.org.uk/

4.6

Stroke Services in Staffordshire i a report for Staffordshire LINk

commissioning proposals and decisions. However the rate of service development is
considerable, such that both gold standards and performance reports are already
superseded particularly in acute care.

It is impractical to attempt to incorporate all the standards into this document as a
means of assessing service but they are drawn upon as and when relevant
throughout the rest of the report. All the Stroke Strategy Quality Markers, however,
are highlighted throughout the document.
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SECTION C THE LOCAL HEALTH ECO NOMY

5 Health and Social care commissioners and providers in Staffordshire® - an
overview

Staffordshire LINk is responsible for the population covered by Staffordshire County
Council, which is coterminous with NHS North Staffordshire (the former North Staf-
fordshire PCT)® and South Staffordshire PCT®". The configuration of organisations
within the health and social care economy and networks and add a considerable de-
gree of complexity to the planning, commissioning, delivery and monitoring of ser-
vices for this population.

5.1 Strategic Health Authority - North Staffordshire, South Staffordshire and Stoke-on-
Trent PCTs form one sub-regional cluster as recently created within the West
Midlands Strategic Health Authority®®.

5.2 Primary Care Trusts (PCTs) - Individual PCTs remain responsible and accountable
for their own performance, giving strategic direction and commissioning of services
for their populations.

South Staffordshire PCT serves a population of approximately 604,000 and is co-
terminus with the six lower Districts (Lichfield, Stafford, East Staffordshire, South
Staffordshire, Rugeley and Cannock Chase). The area is largely rural but covers
main population centres of Stafford, Rugeley, Tamworth, Lichfield, Cannock,
Uttoxeter and Burton-on-Trent. The PCT has a central office plus two locality offices
(West and East). South Staffordshire PCT also has provider arms in both localities.

NHS North Staffordshire covers Newcastle-under-Lyme and the very rural
Staffordshire Moorlands District Councils and serves a population of around
210,200%. NHS North Staffordshire has a commissioning arm and a provider arm
providing community services.

Stoke on Trent has its own PCT (and LINK) but in relation to stroke services works
closely with NHS North Staffordshire as they share a common main provider of
services (UHNS).

5.3 GP Practice Based Commissioning Consortia (PBCs)

0 In South Staffordshire East locality there are two PBCs - South East
Staffordshire  PBC (Burntwood, Lichfield and Tamworth) and East
Staffordshire PBC (Burton and Uttoxeter).

85 http://localview.staffordshire.gov.uk/lvinternet/OnTheMap.aspx?layerID=15&scale=825000 pro-
vides a map with county and district boundaries, and the location of the main hospitals

% Renamed in 2008

%" South Staffordshire PCT was created in 2006 from the merger of four PCTs being Burton and
Uttoxeter plus Burntwood, Lichfield and Tamworth which form the East locality of the PCT, and
Cannock and Stafford PCTs which together form the West locality of South Staffordshire PCT.
Each locality has its own locality manager.

68 www.westmidlands.nhs.uk/WhoWeAre/PCTClusters.aspx
%92006/7 figures from North Staffordshire Service and Activity Model for Stroke
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(@]

In the South Staffordshire West locality there are three PBCs - Seisdon
peninsula, Cannock and Stafford

0 When fully operational, practices in North Staffordshire will form a single
PBC Consortium with four PBC Clusters: Leek and Werrington; Moorlands
Rural; Biddulph and Kidsgrove; and Newcastle.

Local government - The two PCTs are in turn coterminous with the external
boundaries of Staffordshire County Council, which in turn includes eight District or
Borough Councils. Although geographically surrounded by the County of
Staffordshire, Stoke-on-Trent is served by its own City Council.

Staffordshire County Council has a Joint Commissioning Unit which works with the
two PCTs to plan and procure health and social care.

Adult social care provision is through the County Council.

The 8 other councils in the county have an interest in related issues through their
health scrutiny committees (HSC) which may be considering relevant topics,
including: "°.

~

0 Staffordshire County Council Overview and Scrutiny Committee have been
focussing on stroke services recently.

0 Staffordshire Moorlands District Council HSC was looking at urgent care and
rehabilitation services at UHNS and including care of stroke patients in
Autumn 2009.

0 Stafford Borough Council HSC is currently monitoring ambulance emergency
response times.

The LINK may wish to liaise directly with the various Health Scrutiny Com-
mittees regarding relevant scrutiny items

Health Care Providers - Three acute hospital trusts within the County serve
Staffordshire patients.

University Hospital North Staffordshire (UHNS) is the main provider for North
Staffordshire as well as Stoke-on-Trent residents. The main hospital is located
midway between Newcastle-under-Lyme and Stoke-on-Trent town centres and has
an acute stroke unit. The Trust also manages the newly developed Haywood
Hospital in Stoke on Trent which includes a new in-patient stroke rehabilitation unit.

Mid-Staffordshire NHS Foundation Trust (MSFT) manages Stafford Hospital
located in Stafford, which serves residents in the middle and south of the county. The
Trust also manages Cannock Chase Hospital, which has a rehabilitation unit which
takes stroke patients.

Burton Hospitals NHS Foundation Trust provides general hospital services at
Queens Hospital in Burton-on-Trent serving residents to the east of the county, and
includes both an acute stroke unit and rehabilitation unit.

%It has not been feasible to seek further information in the time scale other than those identified
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South Staffordshire PCT provider services manage two community hospitals which
take stroke patients for longer term care - Samuel Johnson in Lichfield and Sir
Robert Peel in Tamworth as well as community services.

Additional hospitals outside the county are also contracted to provide care to
Staffordshire patients; notably in relation to stroke, New Cross in Wolverhampton
and Good Hope in Sutton Coldfield. (However, dependent on geography, time of
day, traffic conditions and patient needs, some acute stroke patients from
Staffordshire may end up going to or being taken to other hospitals such as Derby,
Manor Hospital in Walsall, Russells Hall Hospital in Dudley, Heartlands in
Birmingham or Solihull).

Rehabilitation and Community Care is provided by a combination of the acute
hospital trusts and PCT provider arms in and out of the county, which, for stroke
support, includes NHS Walsall Community.

Third Sector Providers - There is a significant network of third sector organisations
and umbrella organisations across the County””.

Commissioning of stroke and TIA services to Staffordshire patients

Overview Commissioning in North Staffordshire is extremely straightforward, with
recent changes being about protocols and delivery rather than any changes of
service providers. However there is a complicated pattern of commissioning and
service provision in the South of the county due to a combination of geographical
factors and the drive for quality of care which resulted in the decommissioning of the
acute stroke service formerly provided by Mid-Staffordshire NHS Foundation Trust at
Stafford Hospital and the commissioning of substantial amounts of stroke care
provision by providers outside the area significantly Royal Wolverhampton Hospitals
NHS Trust at New Cross Hospital, Heart of England Foundation Trust (HEFT), at
Good Hope Hospital and NHS Walsall Community. A chart showing, as far as
possible, commissioned and actual care in the different parts of the County has been
created for this report and is shown at Table 5. In the absence of fully updated
information on admissions since the change in stroke service pathway was
introduced from June 2009 this is a mixture of reported and confirmed patterns and
should not be taken as definitive.

North Staffordshire PCT

Because they share a provider (UHNS) North Staffordshire PCT works very closely
with Stoke-on-Trent PCT and most of the work on stroke has been done jointly.

As part of the Fit for the Future initiative, stroke patients, consultants, health service
managers and specialist nurses worked together to design a new care pathway to
improve the care and treatment experience for stroke patients.

! staffordshire Third Sector Network (S3SN) via www.communitiestogether-s3sn.btik.com:80/

2 It has been a painstaking process to establish this, as no clearly tabulated overview appeared to be
available. In the absence of fully updated information on admissions since various changes in
stroke service pathways were introduced from June 2009 this is a mixture of reported and con-
firmed patterns and should not be taken as definitive.
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In March 2009, a Service and Activity Model (SAM) for stroke was produced jointly
by North Staffordshire PCT and Stoke-on-Trent PCT with the full agreement of their
main provider, University Hospitals North Staffordshire (UHNS), along with input from
other stakeholders such as the Social Services departments of Stoke on Trent City
Council and Staffordshire County Council.

The SAM recognised the significant developments in acute care already made by
UHNS but identified that significant work and investment was required to meet the
rehabilitation needs of the population including the provision of new, purpose built
facilities at Haywood Hospital and the expansion of specialist community services.

The SAM was built on a model of care which created a greater concentration of
acute specialist hospital care along with provision of after care at home in a
community setting. Based closely on the national stroke strategy it set out the
elements of the stroke pathway which needed to be commissioned, with detailed
care quality standards at every stage, and presented a comprehensive business
case for the proposed developments needed including costings, current activity,
projected numbers, workforce plans etc. Key messages for the Commissioners
included: increase thrombolysis rates; increase rehabilitation services and facilities;
reduce length of stay on acute ward by discharging patients into specialist
community services. It included a future care pathway flow diagram, see Chart 1.

Good progress has been made on most of the proposed changes in the pathway:

0 Increased access to TIA services (access has increased and is nhow being
piloted for 7 day access)

0 Improved Urgent Care and access to thrombolysis (24/7 thrombolysis is now
in place)
0 Development of both early community based rehabilitation and long term

support and follow up. (Early Supported Discharge is in place and being
developed further, but progress on long term follow up is outstanding;

0 All in-patient stroke rehabilitation has transferred from Bucknall Hospital to a
specially recommissioned Stroke Unit (Sneyd Ward) at Haywood Hospital.

0 Other achievements include lifestyle and FAST awareness; upskilling
primary care staff and the establishment of a very skilled stroke specific staff
providing acute care and meeting the national targets

The two PCTs continue to work closely together on the Stroke Redesign Programme
which has been implemented since agreement on the Stroke Service and Activity
Model (SAM). They are developing a joint specification around the whole health and
social care pathway to enable joint commissioning since they have a shared provider
for both acute and rehabilitation services (UHNS). The PCTs are working with the
provider to make sure that the right levels of care are available.

The Vital Signs targets are the key performance indicators for PCTs, hence the
Stroke and TIA targets are a high priority in terms of achievements. The two
indicators to meet are the proportion of patients spending 90% time on a specialist
stroke unit, and the % of high risk TIAs being assessed within 24 hours.

3 www.fitforthefuture.northstaffs.nhs.uk/current-projects/phase-2/stroke will update on progress
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However work over the next 12 months will also include the introduction of a
Community Stroke Support Team which would follow stroke survivors into their own
homes and residential care homes as well as extending long term support through
the Stroke Association, and establishing the best way to deliver long term annual
clinical check-ups. (See Section I)

The LINk may want to access the latest NHS North Staffordshire Commis-
sioning Plan once updated to review changes and progress and fit of ser-
vice against commissioning intentions.

South Staffordshire Primary Care Trust and GP Practice Based Commissioning
Consortia

The 2006 Stroke Sentinel Audit results revealed that stroke service provision in the
east of South Staffordshire was amongst the worst in the country whilst provision
across the rest of the patch was less than optimal and too few patients were
experiencing the recommended care pathway.

Implementation of the stroke strategy is a Tier 1 Vital Sign in South Staffordshire
PCTO6s 2-210/81/0fe9ating plan. The specific targets for 08/09 were for 65% of
stroke patients to spend 90% of their time on a specialised stroke unit and 25% of
higher risk TIA cases to be scanned and treated within 24 hours.”™

South Staffordshire PCT estimated that if all the recommendations from the National
Strategy were implemented nationally, 8 of 840 strokes prevented annually would be
in South Staffordshire) and 39 South Staffordshire stroke victims (of 3,900 nationally)
would regain their independence rather than experiencing long term dependency”.

In April 2008, South Staffordshire PCT undertook an acute stroke service gap
analysis reviewing all the current providers of acute service provision against
national stroke strategy recommendations and quality standards. The services
surveyed reflected the current pattern of provision around the area and included Mid
Staffordshire (Stafford Hospital), Cannock Chase Hospital, UHNS, Good Hope
(Sutton Coldfield), Walsall, plus Cannock and Stafford ICUs (Intensive Care Units).
Only UHNS, Burton, Walsall and Good Hope reported that they had a dedicated
Stroke Unit, and the scores across the other factors were variable across the
providers.

iOoptions For Stroke Servi c e’ viaggraducesdiny2008
which included workforce planning, a set of questions for consideration and
proposals for an ideal care pathway, shown in Chart 2. They noted that most acute
care was provided by Stafford and Burton Hospitals but that hyperacute care was
only available outside the area and travel times were therefore a barrier. Gap
analysis revealed considerable scope for improvement in all the hospitals providing
care to South Staffordshire patients at that time.

" Both targets have since been raised
" From SSPCT briefing paper June 2009

®“Devel oped by the Long Term Conditions Service
Finish gro20086 Augus
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PATTTERN OF PROVISION OF CARE TO STAFFORDSHIRE PATIENTS (AND CLOSE NEIGHBOURS) AT DIFFERENT STAGES IN THE STROKE CARE PATHWAY
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Strategic Health
Authority

West Midlands Straategic Health Authority

Ambulance Service

WMAS (Birminghar|

and the Black
Country Division)

WMAS - West Midlands Ambulance Service (Staffordshire Division)

Borough Council

Black Country
Stroke Network Cardiovascular Shropshire and Staffordshire Heart and Stroke Network
Network
LINK W°"’T_r|':“"kmpm” Staffordshire LINK Stoke on Trent LINK
. . Wolverhampton
Social Sewlce Metropolitan Staffordshire County Council Stoke on Trer?t County
provider Council

Commissioner

Wolverhampton Cit

South Staffordshire PCT

PCT

West Locality

East Locality

NHS North Staffordshire (North Staffs PCT)

Stoke-on-Trent PCT

Leekand |\ o castie pg| MoOMaNGs | Biddulph& | g pac oygrors (North
. . . Cannock Chase P| Stafford PBC (Stafford and Ston South East Staffordshire PBC (Burntwood, Lichfield & Tamworth East Staffordshire PBC (Burton and Uttoxeter) Werrington PB( Rural PBC | Kidsgrove PBC|
GP Practice Based Seisdon Peninsull (Cannock & Clust Cluster Clust Clust Eastern A, North Eastern|
Commissioning (PB( PBC Rugeley) uster uster uster Western, South Wester
South of Stafford North of Stafford Lichfield Tamworth Uttoxeter Burton South Eastern)
Centre Centre
New Cross Hospit:
Burton / Derby / Good Hope . .
Hyperacute Stroke | New Cross Hospit \VOvérnameton | New Cross New Cross (Sutton Coldfield) (eligible | 004 HOPe Hospital, Sutton Coldfiq o, ooy e N (eligible] ACHte Stroke Unit, Ward 8Queen) o ooy o Unit, University Hospital of North Staffordshire, Ui
(some from Kinve| Hospital, Hospital, UHNS (some eligible patients out of hour Hospital Burton (eligible patients| UHNS
Care Wolverhampton patients out of hours Derby / X patients out of hours UHNS) . Stoke on Trent
or Wombourne to| Wolverhampton | Wolverhampton Solinully Solihull, Walsall?) out of hours Solihull)
Dudley)
. |New Cross Hospit: New Cross New Cross . . N . .
Acute Stroke Care New Cross HOSpltaWoIverhampton (of Hospital, Hospital, UHNS Burton / Derby / Good Hope | Good Hope Hospital, Sutton Coldfig Burton / Derby / UHNS Acute Stroke L'Jmty, Ward 8 Queey Actite Stroke Unit, University Hospital of North Staffordshire, U UHNS
Wolverhampton Hospital Burton Stoke on Trent
Dudley) Wolverhampton | Wolverhampton
West Park Hospita| West Park Hospitg (:F;l:::kvgi
In patient Rehabilitation Rehabll.ltatlon Fglroak Ward, Cannock Chase Hos| or Ward 10 Burton/ Derk?y/ Samuel Johnsd Sir Robert Peel Community Hospi Haywood Hospital, UHNS O,R W Ward 44 - Geoffrey Hodges Unit| Stroke Rehabilitation Unit, (Sneyd Ward)Haywood Hospital, St Haywood Hospital, Stok
S Hospital, Hospital, (Mid-Staffs) (a few to Littleton Ward! K Community Hospital (PCT) 44 - Geoffrey Hodges Unity, X
Rehabiliation X Stafford if X (PCT) . QOutwoods site, Burton UHNS UHNS
(Wolverhampton | (Wolverhampton no room on Fairoak) X . (repatriated from Good Hope) Outwoods Site, Burton
City PCT) City PCT) ongoing medica)
care needed
Wolverhampton Com(r;ir:lri]to c;Ircuk Stafford Community Stroke Ea]fg;]“f‘(’;ﬁid IDE\I:;:?::
Community Stroke | Community Stroke] N/A but currently - »y I Community based Stroke Co-ordinator and Stroke nurse (South Staf{ East Staffordshire Community Stroke Team (CST) (South Stafford . . A P
. Rehabiliation Teaj Rehabilitation Team (NHS Wals . R . X Early Supported Discharge Team (ESDT) provided by UHN Community Stroke Teal
Care Co-ordinators, out to tender X East Locality provider) PCT East Locality provider) . N
Wolverhampton (NHS Walsall Community) in the future) provided b
s Community UHNS

NB Some information provided by commissioners, providers and ambulance service on out of hours destination for patients suitable for thrombolysis does not entirely match up.

Table 571 Pattern of commissioning and provider organisations for Staffordshire including information about key external provider areas
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Chart 1 - NHS North Staffordshire Service and Activity Model (SAM) for Stroke -

Future Pathway

Without changes in the pathway, (Option a) the PCT noted that only a minority of
patients (around 12%) on the fringes of the health economy would receive good care
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from hyper-acute units, whilst the majority will continue to receive suboptimal care
when considering National Stroke Standard Recommendations. Option b was to
commission hyperacute services outside the area for all care along with
telemedicine’’. Option ¢ was an expensive hybrid.

Key areas that were identified included: Awareness raising, detection and
management of Atrial Fibrillation including patients on Warfarin in general practice;
TIA management and increased rates of thrombolysis; capacity for an additional 700
patient episodes in stroke units providing hyperacute care; concerns about the
impact of sending patients to units further from their home, including the impact of
transport times on outcomes; the need for community support for rehabilitation and
ongoing management.

Following this review, journey mapping and capacity at alternative hospitals was
considered. Wolverhampton had capacity to introduce an additional 10 acute stroke
beds; Walsall had no further capacity to accommodate any extra patients in addition
to those already admitted from the Cannock area. UHNS were keen to take on extra
patients, and a two site pathway was deemed easier from the point of view of the
ambulance service.

At around this time’®, following concerns raised by the Healthcare Commission, the
report of the Independent Review of Mid-Staffordshire Foundation Trust was
published raising further concerns about the safety of stroke patients treated at
Stafford Hospital. In his review, Professor Alberti rejected the idea that Stafford
should pursue an interest in developing a dedicated hyperacute stroke unit,
suggesting instead that care this service should be provided at a pre-existing
hyperacute/acute centre. He did however recommend that the Trust should develop
a well-staffed stroke unit for the all important second phase of care with intensive
rehabilitation, sitTed at Cannock Chase. 0

6.4 West Locality of South Staffordshire PCT

| n June 20009, Sout h St af f or ds hi-acete/A&uET pres
provisionof Str ok e Care in West Localityd outlining
decommission the provision of acute stroke care from Mid-Staffordshire NHS

Foundation Trust and to reprovide this capacity through contracts with
Wolverhampton and UHNS.

" The telemedicine option was subsequently not pursued, although Bradford University, and others,
proposed a feasible service model for rural areas of
at the local acute hospital trust with supportive real time linking to an expert stroke physician in a
specialist stroke centre (telemedicine). There is some evidence that telemedicine systems are fea-
sible, acceptable and reliable.
http://www.ruralcommunities.gov.uk/files/ CRC%20web32%20Stroke%20Report. pdf

8 A more detailed time line of relevant events can be found in Appendix 4
" This view was not necessarily shared by clinicians and managers involved in the service.
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Chart 2 - South Staffordshire PCT - Ideal Stroke Care Pathway i Developed in line with National Stroke Strategy with multi-agency

engagement
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It said that Mid Staffordshire had just 4 be
b e d s &taffard Hospital, with 1 Consultant with a special interest in stroke care,

and limited development of care pathways. It failed to meet national stroke standards

in respect of several key measures, including % of stroke patients treated on a

dedicated stroke unit, timely access to CT scanning and administration of
thrombolysis where indicated. Yet it was pr
overall and 65% of the West Locality.

A protocol was agreed with the ambulance service that patients who would otherwise
have been served by Stafford Hospital®®, should be rerouted to UHNS if located
North of Stafford mid-line (A518), or Wolverhampton if South of this line. Map 1
shows the dividing line. Based on 2008/9 an anticipated extra 117 strokes would go
to Stoke and 291 to Wolverhampton, which was acceptable to both acute providers
and the ambulance service. It was additionally agreed that both high risk TIAs and
self presenters at MSFT would be taken by Ambulance to Wolverhampton. Following
the immediate hyperacute/acute phase patients would be repatriated to Cannock
Chase Hospital for in-patient rehabilitation within 3-7 days (depending on patient
condition) with an agreed protocol for accessing Fairoak Ward.

Wolverhampton has always provided acute stroke care to Staffordshire patients from
the Seisdon peninsula, but following the introduction of their 24/7 hyperacute service
the ambulance service had already begun delivering a few more cases® from other
parts of Staffordshire, agpri or to the PCTO6s of

6.5 East Locality of South Staffordshire PCT

Good Hope Hospital (managed by HEFT since 2007) was already implementing an
acute stroke pathway which met the commi ssi
provider from patients in and around Tamworth. In order to establish whether they
needed to choose between Derby Hospital NHS Foundation Trust and Burton Hospi-
tals NHS Foundation Trust as a provider of acute stroke services to the rest of East
Staffordshire (Burton, Lichfield and Uttoxeter), the PCT used a tendering process to
prompt review and development to bring their services up to standard. Both submit-
ted a high standard of proposal and the process led to both Trusts raising their stan-
dards and developing improved pathways. Geographically either would be suitable
so both were awarded preferred supplier contracts to provide enhanced hyperacute
and acute stroke services for patients in East Staffordshire.®” This allows patients
and the ambulance service to make a choice based on proximity, and time of day.
Burt ondbs hyperacute seil8pinweskdays).l y operates 9an

The PCT and Ambulance Service undertook a journey mapping service, to look at
anticipated journey times from call for help to the door of the receiving hospital,
based on town centre postcodes, national speed limits and best road conditions. An
8 minute response for call to help, plus 10 minutes on the scene to gain access to
the property, assess the patient, stabilise them and transfer them to the ambulance
was added (18 minutes per journey).

% In the period April 2008/March 09 Stafford Hospital had admitted 408 cases of stroke from South
Staffordshire patients)

8 11 from January to May 2009
82 \www.southstaffordshirepct.nhs.uk/news/2008/190908b.pdf
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Map 1 7 The dividing line for ambulance routing of hyperacute stroke patients to either
UHNS or Wolverhampton
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