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Foreword

Speaking as a born optimissee much to celebrate in this audit report. We have again
managed to get data from all hospitals delivering acute stroke care, despite the amount of
time already being devoted to getting data on virtually every stroke patient admitted to
hospital in thecountry for the clinical SSNAP audit. We have seen improvements in the
structure of services in many areas. 99% of sites now provide a 24 hour a day service for
patients who might benefit from clot busting treatment, which is an extraordinary
achievement onsidering that only a few years ago it was a treatment being delivered in just
a few centres of excellence. Nurse staffing levels have increased a bit but as we have shown
using previous audit data the staffing ratios need to be even higher to reducé datas.

We have been pushing for what feels like generations to get clinical psychology recognised
as an essential component of routine stroke care and the figures are better than they were
in the last audit in 2012 with nearly twihirds of sites havingccess to some psychology
support. And perhaps best of all the proportion of areas of the country with early supported
discharge services has risen from 66% to 75%.

But even the most fervent optimist has to recognise that there is still a lot to do and as
every year passes of financial stringency it gets harder to achieve. The 25% of recalcitrant
Qinical Commissioning Groupst commissioning &ly Supported Dischargehave to

somehow be persuaded of the hard scientific arguments that such services prbetiee
outcomes at lower cost. The stroke units that are still not offering all the five key quality
characteristics need to urgently improve. We have to find a solution to the medical
workforce problem that there are a quarter of sites with an unfilledlse consultant post
mainly as a result of us failing to train enough junior doctors and this is only going to get
worse as nearly half of sites are hoping to appoint to new positions in the next year

| want to personally thank everyone who has workecdhard over the years to transform
servicesfor stroke patients from the worst in Europe to some of the best and who continue
to strive under difficult circumstances to ensure that their patients receive the best possible
OFNBd [ SiQa O2héridnyakizSureibg theaighédf thein&xBr&part on the
structure of stroke services we have even more to celebrate and less to feel ashamed of

Tony Rudd
Chair, Intercollegiate Stroke Working Party



TenKey Recommendations

1. Overall improvements in strokeare that have been made over successive rounds of
the audit have generally been maintaineavhich in the recentlomate of change
within the NHShas to be seen as a positive achievement. There is no room for
complacency however, and all providers ob&e care and CCGs/commissioners
should continue to review service performance and improvement by participation in
the prospective clinical component 8SNAP.

2. There is now 24/7 access to thrombolysis throughout the audit which is excellent for
patients. Quality of thrombolysis services will be monitored and driven up through
SSNAP, with the aim of giving thrombolytic treatment to appropriate patients in the
most timely and safest way. Thrombolysis performance in SSNAP should be regularly
reviewed at proviér and CCG level and compared to national benchmarks.

3. Average staffing levefer nurses and care assistarus stroke units have increased
in terms of numbers frona median oB per 10 strokeunit bedsin 2012 to 9 in 2014.
This may still not be enougBkill mix and training are still too variable across the
audit.

4. Clinical psychology involvement in the stroke multidisciplinary team has significantly
improved to now @%of sites but many patients still have no access at all. All stroke
units should haveccess to clinical psychology.

5. Social work presence within the stroke multidisciplinary team has decreased and is
now only seen in 57% of sites. With a growing need for joint health and social care
planning for stroke patients this trend is worrying anil likely lead to prolonged
hospital length of stay for stroke patients with complex social care needs and
potentially increase burden on carers and family. All stroke units need formal
working arrangements with local social services and ideally héia& saocial worker.

6. Stroke specific early supported discharge (ESD) has also improved gudeat
quartersof units have access which is a further step change in accessing evidence
based community stroke care. All stroke patients should however hawesstc
stroke specific ESD.

7. Access to stroke units has now become standard care for patients with suspected
stroke. All stroke units however, need to deliver the altdl@ Unit TNRA I £ A 4G a Q
Gollaborationcharacteristics in order to demonstrate the bengfof stroke unit
care. The fact that this is not universally happening is no longer an unfilled aspiration



but a necessity. In the same way acute admitting umésd to offer a 7 day week
service in line with all acute medicine conditions.

8. There are cosiderable concerns about the consultant stroke physician workforce,
with 1 in 4 hospitals having current vacancies and almost halfiingsb further
expand their consultant stroke physician clinical time in the near future. The shortfall
will likely impat on leadership of stroke services within the NHS and needs to be
addressed immediately through training programmes in both geriatric medicine and
neurology.

9. With a transition from PCTs to CCGs, commissioner involvement in service
development and strateg planning of stroke services has apparently fallen away to
only 65% of services. We hope this is not a trend and that the CCG specific reporting
of SSNAP, this and future planned apditl serve to encourage CCGs to act upon
variance with best and behmarked National practice. All CCGs should have a
nominated lead for commissioning and developing stroke services that is registered
with SSNAP.

10. Stroke services in Northern Ireland have declined across almost all domains. The

review of stroke care in Ntrern Ireland undertaken earlier in 2014 should help
guide future service improvement and organisational change.
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Executive Summary

Introduction

This is the second acute organisational report published under the auspices of the Sentinel
Stroke NationalAudit Programme (SSNAP). It provides continuity from the 2012 acute
organisational audit and previous biennial NSSA audits. The audit is based on standards
agreed by representatives of the ICSWP questions are well understood atide majority
comparatke with the 2012 audit. The organisational audit complements the continuous
prospective clinical audit which reports quarterly
(http://www.strokeaudit.org/results/NationalResults.aspx). At the time of submitting data

for this organisational audit, 74,30records had been analysed for stroke patients admitted
between April 2013 and March 2014.

The Aims of the Sentinel Stroke National Audit Programme 201

1. To benchmark services regionally and nationally

2. To monitor progress against a background of organisational change to stroke services and
more generally in the NHS

3. To support clinicians in identifying where improvements are needed, planning for and
lobbying for change, and celebrating success

4. To empower patients to ask searching questions

Organisation of the Audit

This audit is commissioned by the Healthcare Quality Improvement Partnership (HQIP) on
behalf of NHS England as part of the National Clinical Audit and Patient Outcomes
Programme (RAPOP) and run by the Clinical Effectiveness and Evaluation unit (CEEu) of the
Royal College of Physicians, dlon. Data were collected at sitevel withintrusts (or Health
Boards in Wales) using a standardised method. Clinical involvement and supeatitéam

level is provided by a leadlinicianin each hospital who has overall responsibility for data
quality. The audit is guided by a multidisciplinary steering group responsible for the RCP
Stroke Programmeg the Intercollegiate Stroke Working PartflCSWP). Details of
membership of the ICSWP can be found in Appendix $wew.rcplondon.ac.uk/stroke
(Appendix }.

11
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Availability of this report in the public domain

Site results will be available fdHSEnglandand the Care Quality Commission in England,
NHS Wales (Welsh Assembly Government), and the Department of Health, Social Services
and Public Safety in Northern IrelanBor the first time, we will publish a full results
portfolio including resultgor all data items by named hospital and a summspyead sheet

which will include key indicators from the organisational audit along wibhal
organisational scoreand total score by named hospital. Thesemed hospitareporting
outputswill be uploaed separately to participants xcel formashortly after the report is

made available to trusts. We hope to make these tables public in time for the UK Stroke
Forum in December 2@k & dz0 2S04 G2 I vLtQa &adl yRFNR NBLR
make public your individual site level report on the RCP websi2erember2014 in line

with the transparency agenda. We will inform you when dates are finalised giving you as
much notice as possible.

Participation
There is 100% participation efigible trusts (50) in England139), Wales(6) and Northern
Ireland(5).The Isle of Man (1) also participated.

12



Audit results

This section presentn executive summary of the findings of the audit. It brings together
the clinical commentary from $gons 2¢ 4 of the full report. For ease of reading it does not
contain the full findings which are presented in the tables inrlevant section of the
report.

Presentation, assessment and initial treatment

1 FAST has become standard as-pospital screening for suspected stroke with 165/167
sites having a FASmck pathway for potential thrombolysis patients. A third of
hospitals now have a direct transfer policy from ambulance to stroke unit for suspected
stroke patients bypassing Emergency departments all together.

1 Whilst use of telemedicine has continued to grow, there is concern that it has not
incorporated the use of videenabled clinical assessment (71% in 2014 compared with
76% 2012 In over twathirds of cases currently, telemedicine is reserved for acute
stroke patients as part of a thrombolysis treatment pathway only and in only 10% of
services using telemedicine to assedbsuspected stroke patients. All acute stroke
patients need access to spalist stroke neurological diagnosis and opinion when they
arrive at hospital.

Thrombolysis for strokdfor 167 sites providing care within the first 72h)

1 As in 2012, 90% of hospitgdsoviding care within the first 72provide a thrombolysis
service howevein 201499% of hospitalsiow either offer onsite thrombolysis or else
have a formal arrangement to transfer patients to a site that does offer it.

1 With the increasing implementation of centralised models of hypetaairoke care
this may reducethe provision of onsite thrombolysias thrombdysis services are
concentrated in some parts of the country into larger single centres. Therbdasan
increase to 83% of hospitatew providing orsite, 24/7 thrombolysis s.opposed to a
shared care arrangement and 99% of sites now provide 24/7 cover with eithsiten
or local arrangements This is a significant improvement in access to thrombolytic
therapy from only 50% in 2010.

1 Assessment and decision making for throryises hashanged littlesince 2012 in terms
of staff groups involved, with an understandable difference betwtenpercentage of
sites withconsultant in person decisiamaking inhours(99%) and out of hourg¢50%.
However consultant led thrombolysising telephone only remains a very questionable
practice in terms of speed, effectiveness and safety when compared to onsite presence
or video enabled telemedicine. The responsible thrombolysis decision maker needs to
be clear on the diagnosis of strokaming of onset of symptoms, results of brain
imaging and the presence of contraindications. There needs to be clear clinical
governance around such arrangements.

1 A broad range of consultant specialities continue to support thrombolysis rotas with the
majority being stroke physicians armdre of the elderlyspecialistsit is important that
all those participating are confident and competent in stroke thrombolgsigiich can
be challenging when managing and diagnosing acute stroke is not part of the
consult y i1 aQ NB3Idzf I NI TRe Biitisth AsSociaBod @f Strdkd Bhysicians
(BASP) hadefined definitions for physicians with stroke skills which should be the
minimum applicable criteria for any doctors supervising a thrombolysis deciSton.
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Health Tehnology Assessment 2002 also supports this by recommending that
administration of acute stroke treatments such as thrombolysis should be carried out
only by stroke specialists (stroke team or neurologist) who have received specific
training on how to doa.

The median number of doctors on a thrombolysis rota remairgss® almost half of
rotas have fewer than 6 consultants. Shortfalls in current consultant stroke physician
appointments (seaVorkforce Panning page 8] will make addressing this challenging

in the short term.

Endovascular treatment for acute stroke (Inteterial thrombolysis and or mechanical
clot retrieval) remains an exciting but as of yet, unproven treatment. Very small
numbers of patients are ctently being treated nationally. Appropriate patients should
be offered treatment in specialist centres as part of a randomised clinical trial and
outcomes published in a registry such as SIBS. It is concerning that nearly 30% of
sites using intrarterial treatments are neither entering them in to a triaor
submitting data to a registry. These sites urgently need to address the clinical
governance issues around delivering unproven treatments.

Stroke units

T

Nearly all sites have a direct admissioni@p to stroke units which is the standard
recommended in all recéamational guidelines althoughs in 2012, there are still three
units where this is not the casBirect admission exists in almost all sites 24/7 and the
number of sites with exclusioniteria for patients accessing acutegake unit care has
reduced to three

Over 90% of units have 5 day a weekmore consultant ward rounds. Sevelay
consultant ward rounds have increased to almtgb-thirds of Type 1 beds. The HASU
model of care reques this to be 100% to ensure all patients with suspected stroke are
reviewed by a stroke consultant on a post emergency admission ward round.
Compliance with theacute quality criteria on stroke units have improved in relative
terms but still the vast mayity fall below the gold standard of meeting all 7 criteria.
Type 1 beds only meet this in 37% of cases Bk 3 bed#n 17%c¢ which needs to be
addressed through service specification and commissioning to make a significant step
change. Most units fallown on organisational issues such as stroke unit admission
procedures and weekend stroke consultant ward rounds.

Exclusion criteria folype 2beds(post 72 hours) cannot be condoned or justified. No
patient should be excluded on the basis of age, strakeserity or cemorbidity.
Rehabilitation potential is difficult to predict early after stroke and even if uncertain or
thought to be poor, stroke unit multidisciplinary teams are best placed to provide
disability management and inform transfer of careargements for severely affected
stroke patients. There has been an increase in the number of stroke units using
exclusion criterissince 2012. We ask the eigi¢dicated postacute stroke units which
currently have exclusion criterito reconsider.

Stroke consultantvard round frequency folype 2 bed$as reduced slightly since 2012
from 77% having deast 5 days a week rounds 8% now.

Nursing staffing levels in hospital are important and associated with patient safety and
mortality. There has 8Sy Y dzOK RAa0dza&dA2y | o62dzi WwWalF fF$S
nursing staff by NICE ht{p://www.nice.org.uk/Guidance/InDevelopment/gid
safenursestaffingdultwardsacutehospitals and we have recently published that in
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acute stroke units there is an association between higher nursing numbers and lower
mortality

(http:// www.plosmedicine.org/article/info:doi/10.1371/journal.pmed.1001A0Bue to

the complexity of stroke patients it should be expected that nursing levels should be
above the average for acute hospitals. The difference at national levedgistered
nursinglevels in Type 1 beds between 10am and 10pm seen in the audit may be cause
for concern. The fact that nursing levels agproximatelythe same across days of the
week and publicholidays is reassuring. Units with below average stroke unit staffing
shouldurgently address this issue and increase their establishment. Poor care resulting
from low nursing levels is clearly unacceptable and should be an issue addressed by
commissioners and the Care Quality Commission.

There has been an incase in whole timesquivalent (WTEglinical psychology posts
such that now 54% of sites have some clinical psychology service however when
compared to absolute numbers of staff per stroke unit, clinical psychology input
remains pitiably small with a median of 0.04 WTE per ten beds. Otberwi
multidisciplinary staffing, in terms of median numbers per 10 beds, hasgrestly
changed in the face of a further small increment in delivering weekend occupational
and physiotherapy services. Units moving to provide 7 day a week therapy services
need to ensure that this does not come at a cost of reducing therapy services within
normal working hours.

Junior doctor support for stroke units is provided predominantly by early years trainees
with relativdy little registrar grade input. Training specsilregistrars in stroke is crucial

to meeting the unmet demand for stroke specialist consultants and training posts need
to be reviewed and increased to match current and future consultant demand.

Access to clinical psychology has increased with the fuitheestment in staffing from

52% in 2012 to B% in 2014. This makes the lack of access to such support seem even
more inequitable for the89% of units that have no clinical psychology input. Access to
social work expertise remains high but key servicestimke patients such as orthotics,
orthoptics and in particular podiatry, are still shamefully lacking in a number of units.
Commissioners should look towards using service specifications with providers to
ensure stroke patients who require these keywees have timely access or expect a
negative impact on quality of care and likely prolonged length of stroke unit stay.

The practice of keeping stroke patients in bed until reviewed by a therapist remains at
the same level as in 2012 (22 sites 2012, 23%014). We would strongly recommend
those trusts with this policy to provide training and competencies for stroke unit
nursing staff to be able to make this key early management decision. Even with an
increase in 7 day therapy, many patients will arrougside of normal working hours

and a clinical decision about early mobilisation is required to prevent patients who are
medically stable otherwise being inappropriately kept on bed rest.

The composition of multidisciplinary stroke team meetings has greatly changed

from 2014 other than a small increase in clinical psychology participation (31% from
26%). More teams than before (69% from 61%) are meeting more than twice a week
indicative of the importance placed by hospitals on formal MDT communication
order to optimise stroke unit care.

Palliative care treatment remains an important aspect of stroke unit care and in the
aftermath of the controversy surrounding the withdrawal of the Liverpool Care Pathway
from hospitals in 2013, it is reassuring thespital guidance on end of life care is still in
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place for 96% of stroke units. The 8 sites that do not have such guidance should
urgently address this.

1 We now have good RCT evidence not to use compression stockings after stroke and the
single unit wherethis is still practiced should stop. Since 2012 there is new RCT
evidence to support intermittent pneumatic compression device use in selected stroke
patients. We will look to monitor the implementation of this at a patient level in SSNAP
although alreadyl2% of units state they are using such devices. The patient level audit
suggests that the proportion of patients actually receiving Intermittent Pneumatic
CompressiorfIPC)Yreatment currently is very small.
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1 The aspiration for all stroke units must be to fulfil all 5 of the SUTC key characteristics.
With the enormous investment and the many improvements in all aspects of stroke
care nationally, it is then hugely disapptiiny that we have not made more significant
improvements over time here. The shortfalls are in particular in providing formal links
with patients and carers, patient information and a programme of continuing education
for the stroke MDT staff. The fact thdormal links with patients and carers has
decreased is concerning particularly as the 2012 SSNAP acute organisational report
OFftft SR F2NJ Iy AYLNE JS YHis imayiby consideredl a leg¢B | 0
important component of care than some of the eth but we would suggest this it is
critical for a stroke unit to perform effectively. Without direct involvement of patients
and carers it is very unlikely that the unit will address their needs adequately. We
consider this to be one of the major areas iimprovement over the next 12 month$2
We would like to reiterate this for 2014.
These criteria do not necessarily require financial resource and should be considered as
fundamental for all stroke units. If your site does not meet all 5 criteria, thenshould
consider addressing the deficiencies as a priority.

Management of stroke services

1 Other than clinical psychology there has been little increase (absolute numbers or
relative by site) in stroke specifgenior multidisciplinary team NIDT) resource since
2012. Indeed only clinical psychology has expanded whilst physiotherapy, occupational
and speech and language therapy have all decreased in absolute numbers. This may be
explained by changes to skill mix seniority in order to finance se&lan therapy
services. The most senior posts (8b and 8c) remain predominantly within clinical
psychology. According to this audit there is still no stroke specific 8c OT(paestall it
appears that investment in senior stroke MDT posts has plateauedfaamyihing is
decreasing in keeping with the recent fallow period in NHS investment.

1 Overone in tenstroke services have now made appointments of the new allied health
professional grap of physician associatespredominantly to make up for shortfalls in
junior doctors (or senior nurses)h¥sician associatesre likely to expand and play an
important role in particular, in futurehospital stroke services

1 Overridingly the numbers of senior stroke nurse paggorted to the auditare small
given the mare towards 7 day services

1 The practice of the most senior nurses not working nights or weekends will likely need
to be reviewed although with such a rare resource, stroke services will need to consider
carefully how best to use especially the band 8{reke specialist nurses.
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1 One in fourhospitals currently hafull time vacancies for stroke consultants whilst
almost half of all hospitals plan to increase their current stroke consultant sessions. This
highlights a clear concern in terms of shortfall in appropriately trained stroke
consultants. The median numbef stroke consultants per hospital is thregith 72%
coming from the speciality of geriatric medicine. Only 53 hospitals (29%) currently have
specialist registrar training posts in stroke and this has not chaggeatlyfrom the 49
hospitals (26%) from 2@.

1 Over %% of hospitals have a strategic multidisciplinary group responsible for stroke
and 89% of sites hauwegular reporting to trust board<Commissioner involvement in
such groups has reduced in relative terms since the advent of Clinical Conminigsio
Groups from 76% in 2012 to 65% in 20T4is is understandable perhaps given the
organisation change in commissioning within England but is important for CCGs to
address going forward to ensure the full implementation of the 10 year National Stroke
Stategy for England published in 2Q@atient involvement has also not improved with
66% in 2014 compared with 73% in 2012. Putting the patient voice at the heart of
service improvement needs to be a consideration for all such groups that currently do
not include lay representation, particularly as there has been in the same period a
significant increase in patient surveys of stroke servicesth now half of hospitals
implementing continuous patient surveys (compared to 36% in 2012).

1 Doctors continue to & the dominant profession leading hospital stroke services.
However, successful stroke teams are multidisciplinary and with the advent of an
increase in consultant grade posts in nursing, therapies and allied health professions
this need not be the cas&iven the issues with current shortfalls in consultant stroke
physicians (see section 3.10) Trusts should be encouraged to develop multidisciplinary
leadership of stroke services.

1 With the organisational changes associated with the Stroke Research Nebsory
integrated into the Comprehensive Research Network in April 2014, it is reassuring that
at least at the current time, there has bedittle evident impact in stroke research
activity with the median number of stroke studies and WTE allotted for etrdéta
collection remaining unchanged from 221

1 Whilst clinical ownership is vital for validation of clinical research and data collection
there has been a reassuring relative increase in administrative support for such activity
with a relative reductionn the time spent by doctors and nurses.

Patient support and communication

1 Patient involvement in discharge planning is largely unchanged from 2012. It is routine
in the majority but not all stroke services. Services that do not positively report on the
patient involvement in discharge plannirsipould consider why they are at odds with
the majority of providers.

91 Clinicians working with stroke patients know that there l@&snentable access to
vocational rehabilitation for patients with neurological deficgach as aphasialhe
data reported does not have face validity and should not induce complacency from
commissioners there is not an issue that needs to be dealt with. It more than likely
represents a very loose definition of vocational rehabilitation thagthing else.

17



Pathway at discharge

1 Access to strokspecific Early Supported Discharge (ESD) has continued to increase
from 44% in 2010, to 66% in 2012 and now 74% in 2014. Commissioners in the quarter
of the country where there is no strok&pecificESD team should consider themselves
now in a minority and not offering best and evideruased services. In the SSNAP
clinical audit currently around one in four patients discharged alive from stroke units
are already being discharged with ESD.

1 Access to noispecialist ESD has also increased from 2012 from 26% to 36% in keeping
with the impetus to reduce length of stay for all hospitalized patientshigklighted in
2012 this is an unproven intervention in the context of stroke where for the was
majority of cases a stroke specific service will produce the best outcome.

1 Access to a specialist community rehabilitation team has increased significantly from
2012 ¢ with 131 hospitals (72%) having access compared with 108 (57%) in 2012. As
length of say in hospital decreases this is increasingly important to good outcome after
stroke and commissioners should be aiming to provide this for all stroke patients.
Almost 30% ofhospitals patients have no access to specialist community stroke
rehabilitation.

1 Access to nomspecialist community rehabilitation has increased since 2012 (49% to
70%) but perhaps at the expense of developing specialist community stroke services in
the community which are still lacking in 28% of the country (see above). In future
rounds of the SSNAP clinical audit it may become clearer as to whether this influences
clinical outcome and such therapy should be seenadditional as opposed to an
alternative to specialist neurological rehabilitation for those recovering with the effects
of stroke.

Transient Ischaemic Attack (TIA) / neurovascular service

1 Rapid access TIA clinics are now well established. The median number of neurovascular
clinics has increased from 20 in 2012 to 24 $eveek periodvith more patients being
seen on average (median 54 patients seen in last 4 wieek814 compared with 46 in
2012), although there remains a differential of service between 5 day and 7 day services
in terms of access to vascular imaging for high riskp@tiénts.
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Changes over time

Acute stroke care organisation (Domain 1)

There have been some positive but modest improvements in terms of increased quality in
acute stroke care organisation, as judged by the proportion of sites fulfilling all 7 acute
criteria. However, Type 1 beds should be commissioned to provide all Facutghin a

service specification. The shortfall in specialist weekend ward rounageemonethird of

such units is a concern.

Although the proportion ohospitalssites offering thrombolysis onsite has remained similar
since 2012, the number of siteshere this is the case has decreasdaich may reflect the
adventof centralisednodels of hyperacute car&@he numbers of potentially eligible

patients for thrombolysis and theoutcomes ieingprospectively recordeds part of

SSNAP clinical audit, vwehiwill help judge the success of any future organisational changes
in terms of effectivenessf thrombolysidreatment by population.

Specialist roles (Domain 2)

Whilst the audit continues to demonstrate regular MDT meetings with multidisciplinary
representation, the frequency of multiple weekly meetings seems now to have plateaued
across sites at around 80%. This is likely to reflect the differences between patterns
working between Type bedded units(for the first 72 hours of care onlyJype 3 for the

first 72 hours of care and beyohdnd Type2 (for post72 hour carelnits.

Given the importance of joint health and social care planning in transfers of care of stroke
patients into the community, the diminishing amount of social work representaaboMDT
meetings is a major concern. Social workergemgresent at MDT meetings in 78% of sites

in 2010and now in only 57% in 2014.

Access to psychology has improved froB¥bin 2012 to 61% of sites in 2014, which means
patients inapproximately40% ofsites do not access this key component of specialist stroke
care. More7 dayward rounds are taking place on Type 1 beds in keeping with the general
increase in consultant weekend ward rounds in acute hospitals. However, this does not take
place in 36% ofiospitalssites withType 1beds, which means that patients being admitted

at weekend in such units are not being reviewed by stroke consultamsts they are on
weekdays. The neurological diagnosis of stroke and its differentials is best made by
consultants with training and experience in stroke. All patients admitted to hospital with a
suspected stroke should have the expectation of being reviewed by a stroke specialist
consultant within 24 hours of admission. It is very unlikely that a patient witheacut
myocardial infarction admitted to a coronary care unit would not be seen over a weekend
by a cardiologist. Why should stroke be different?

Inter disciplinary services (for sites with a stroke unit) (Domain 3)

Multidisciplinary care is integral to strokenit care and whilst there has been steady
improvements towards 100% access to all the allied health professgpusted there are

still significant deficiencies. This should be picked up using service specifications by
commissioners in order to providbe very best stroke care for patients.
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We know that nursing numbers are key to patient safety in hospital and whilst the median
number of nursing staff (trained and untrained) had previol&gn steadyetween 2008

2012at eightat 10am on weekdays, is encouraging to see ithhas increased to a total of

ninein the 2014 audit. The amount of 7 day a week physiotherapy and occupational therapy
remains low at 28% and 22% respectively with speech and language therapy available 7 days
a week in only 5% dites.

Transient Ischaemic Attack (TIA) / neurovascular service (Domain 4)

Neurovascular clinics are now well established throughout the audit with almost all sites
offering such services with average waiting timeg ofays Severday a week services have
increased modestly but it is surprising thagh risk TIA patients admitted #0% ofhospital
sitesare stillnot investigated and treated on the same day. High risk TIA patients are by
definition at risk of early recurrence stroke symptoms and should be treated urgently.
After all, patients with unstable angina admitted acutely to hospital would not be left
without same day investigation and initiation of preventative treatment.

Quality improvement and research (Domain 5)

With all the changes to NHS organisations it is reassuring that there has been no decline in
the elements of quality improvement and in particular stroke research. Whilst nationally the
response to each of the items within Domain 886 or more weshouldaspire to 100% for

all fourof them.

Communication with patients and carers has generally improved with each audit which
shouldbe congratulated. Sites where this is not happening are firmly in the minority and
should be looking to address this aspect of their service as a priority. The expectation is that
we should see 100% positive responses to the same questions in the néixt aud

Planning and access to specialist support (Domain 6)

The median number of stroke unit beds per ditas remained reasonablyconstant over

time since 2008, at@ beds Access to ESD has increased but still a quarter of sites do not
transfer care into he community using this evidence based approach. Access to specialist
community neurorehabilitation has improved from 57% in 2012 to 72% of sites in 2014, but
still 28% of sites have no access at all.
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Audit results by country

Thrombolysis provision angatients thrombolysed

We are pleased to report that there is now effectively 100% access to thrombolytic
treatment for acute ischaemic stroke across England, Wales and Northern Ireland. Over half
of sites have access toter-arterial treatmentsand 93%of sites in Wales reported that they
useinter-arterial treatments for acute stroke.

The evidence base for prevention of venous thromboembolism after stroke has been
transformed by the CLOTS trials and it is good to see very little variation in theratiut i

use of compression stockings, which has effectively disappeared from clinical practice. Use
of Intermittent Pneumatic @mpression(IPG may well increase in England after review and
recommendation by NICE. Currently there is low take up of IPC in Wales compared to
England and drthern Ireland.

Stroke unit provision

The median number of beds in a stroke unit varies considerably by ccamdrwill relate to
catchment area and demographics. However, the need for stroke units to be geographically
distinct clinical areas with dedicated and 7 day specialist multidisciplisiaffing means

that small units may struggle to be affordable andgdrey to economies of scale

Stroke care in the first 72 hours

There are currently no Type 1 beds in Northern Irelandboth England and Wales the
aspiration must be that allevencriteria for acute stroke units are met in such units and this
is not happening at all in the current tw@Velsh units and in only 38% of the English HASUSs.

The median number of Type 1 beds per site in England renagisixbut has increased in
Wales fromfive to eightsince 2012 The increase in Type 1 beds has toaoceompanied
with the quality assurance of meeting all sevacute criteria.

In Type 3 stroke unit beds there is alsmarkeddifference by country in acute criteria
being met, vith units in England achieving sixmore criteria in 63% of sites comparefth
25% of units in Wales and 30% of units in Northern Ireland.

The 5 SUTC characteristics for all stroke units (type 1, type 2 and type 3 beds)

With respect to the 5 SUTC criteria which should be present in all stroke units there is again
markedvariation by country. Welsh stroke units report atag all fivecriteria in 86% of

sites, whilstEnglish units only report all filieing met in 41% of sites and the percentage is
even lower in Northern Ireland at 18%. This variation is unacceptablehandidsbe

addressed by commissioners through service specifications.

Whole Time Equivalents (WTE) of staff across all stroke units

The median number of nursgser 10 beds on duty at 10am isetween three and four
across all threeountries. The median totaVTE equivalent of trained nurspsr 10 stroke
beds is ninen Englad and Northern Ireland and eightt Wales. Only England has senior 8b
or 8c stroke nurse consultant posts. There are no seniond®) nursing posts at all in
Northernlreland
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Junior doctor time is also variable across countries with England having twicargg30)
junior sessions than Northern Ireland (15). This picture has not changed significantly from
2012 and has implications for training of future stroke consultantsadoyty.

The median WTE of MDT stafbi®adly similar across all thremuntries but weekend
therapy provision is maly happening in England, with tvgites in Wales offering weekend
stroke physiotherapy ando weekend therapy working in Northefrelard at all reported
currently.

Management of stroke services

There has been largeincrease in accredited registrar sle training posts in Wales to five

in 2014 from onen 2012. At the same time Northern Ireland has now lost its single training
post, whch does not bode well for the speciality going forward. Variations in direct clinic
consultant time exist between countries between a median opd&yrammae activity (PAS)
per site in England and 5 PAs pesspitalin Northern Ireland. These numbers anet

however adjusted for total numbers of stroke unit bedshich we know are much smaller

in Northern Ireland. All countries are looking to invest in additional stroke consultant clinical
time in the future but a quarter of stie consultant posts acrosdl threecountries remain
unfilled currently. The situation appears worst in Northern Ireland where 36% of sites have
unfilled posts and with no currémecognised training post in Northefreland recruitment

will be dependent on overseas applicantadw seems. Hopefully this apparent workforce
crisis will be addressed by the recent stroke services reviewithéin Ireland.

Quality improvement

As in 2012, Wales is leading the way in terms of Quality Improvement initiatives including
preparingreports for Trust boardsin stark contrast to the situation in N. Ireland, where
such reports have been presented in less than half of sites.

Research studies

Most countries remain research active although sites in England have a greater proportion
of sites withthree or more research studies artdis number in Northerrnireland has fallen

from 64% in R12 to 36% in 2014.

Patient support and communication

Wales continue to perform well compared to the other countriesagpectto patients

support andcommunication and performance in Northern Ireland has seemingly

deteriorated significantly from the audit results of 20Idsseminating national audit report
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Early Supported Discharge Teams and CommuRighabilitation Teams

Stroke specific ESD is still significantly under provided in Wales, where there is also no
stroke or neurology specific community rehabilitation provision (there was one reported in
2012).
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Introduction

This is the second acute organisational report published under the auspices of the Sentinel
Stroke National Audit Programme (SSNAP). The Clinical Effectiveness and Evaluation Unit in
the Clinical Standards Department of the Royal Collegehg$i€ians first conducted the
National Sentinel Stroke Audit (NSSA) in 1998 and subsequently a tetalesfrounds have

been undertaken with 100% participation achieved since 2006. SSNAP combines the NSSA
and the Stroke Improvement National Audit Program (SINAP) which audd care in the

first 72 hours after strokeln addition to this acute organisational audit, SSNAP comprises of
the SSNAP clinical audithich has prospectively collectesl minimum datasetfor every

stroke patient, including acute care, rehabilitation;nm@®nth follow up, and outcome
measuressince December 2012s a result of this SSNAP is now the single source of stroke
data for EnglandWalesand Northern IrelandAll results from the AP clinical audit are
available to \vaw using the new Results Portattps://www.strokeaudit.org/results/national
results.aspxLater in 2014 SSNAP will carry out an organisatiandit of postacute stroke
services.

The Aims of the SNAPAcute Organisational Audit

1. To audit against the National Clinical Guidelines for Stroke

2. To enable trusts to benchmark the quality of their stroke services nationally and
regionally.

3. Tomeasure the extent to which the recommendations made in20&2 SSNARcute

4. Organisational Audit have been implemented.

5. To measure the rate of changes in stroke service organisation since the implementation
of the National Stroke Strategies andetpublication of the National Audit Office Report.

Organisation of the audit

This audit is commissioned by the Healthcare Quality Improvement Partnership (HQIP) on
behalf of NHS England as part of the National Clinical Audit and Patient Outcomes
Programme (NCAPOP) and run by the Clinical Effectiveness and Evaluation unit (CEEu) of the
Royal College of Physicians, Lond@uata were collected within trusts using a standardised
method. This audit was overseen at a site level by a lead cliniciastriike who was
responsible for the quality of data supplied. The audit is guided by a multidisciplinary
steering group responsible for the RCP Stroke Programntiee Intercollegiate Stroke
Working Party (ICSWHR@dpendix ).
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Availability of this report in the public domain

Site results will be available tfdHS Englandnd the Care Quality Commission in England,
NHS Wales (Welsh Assembly Government), and the Department of Health, Social Services
and Public Safety in Northern Ireland. We will publsiiull results portfolio including
results for all data items by named hospital and a summary spread sheet which will include
key indicators from the organisational audit along withtal domain scores and total
organisationalscore by named hospital. Thgortfolio will be uploaded separately to
participants inan Excel format shortly after theite levelreport is made available to trusts.

We hope to make these tables public in time for the UK Stroke Forum in Decembgr 201
adzo 2S00 (2 | wdingpioceduiel ASRN2BIRtiisNaBnned to make public
your individual site level report on the RCP websiteDecember2014 in line with the
transparency agenda. We will inform you when dates are finalised giving you as much
notice as possibleAll results from the SSNAP clinical audit are available to view using the
new Results Poal https://www.strokeaudit.org/results/nationaresults.aspx

Eligibility and recruitment

All sites that routinely admit patients within 7 days of stroke were eligible to participate.
Previously, only sites which directly admitted acute stroke patients were eligible, but due to
the centralisation of stroke services and the establishment of a laqui#e model of stroke
care in different parts of the country this was changed in 2012. Registration forms were
submitted for each site which confirmed service configuration and details of the lead
clinician and clinical audit lead.

Due to changes in sdéce configurations and trust mergetbe total number of sites
decreased froml90to 183 since the 202 organisational audit.n total there were 15%ites
in England, 14 in Wales, 11 in Northern Ireland amslands.

Participation

There is 100%participation of eligible trusts160) in England/sle of Man,Wales and
Northern Ireland. Please see Appendix 3 for more details of participating sites.
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Methods

Standards in the audit

A number of changes were made to tl2814proforma of quetions (Appendix Xrom the
2012 audit Due to the significant growth of information being obtained from the SSNAP
clinical audit, more data linkages were possible to acquire figures previously requested

a number of questions were therefore remove8&everal questionsvere alsoadded to
enable a more comprehensive snapshot of acute stroke servi€hs focus of these
additional questions included interventional neuroradiology, total nursing establishments
for stroke beds, specialist nurses within theogte workforce and workforce plannir(gith

the latter as a part of a national BASP initiative tklat workforce planning forattors).

We are aware of the ogoing reconfiguration of services across geographical areas and this
audit has been devisetb take account othis dynamic process. The audit reflects this in
the formulation of questions to obtain information about what stroke services are available
for the population served by the acute trusts. Therenisw an increasingneed to
understand wilat happens to stroke pants after their hospital stayin order to establish
this SSNAP has been commissioned to carry out an audit ofapost services. This new
snapshot auditwill start in autumn 2014 andpproachcommissioning bodies (CC@s
England Health Boardén Walesand Local Commissioning GroupsNorthern Irelangl for
information on what services are being commissioned and in phase 2astacute
providers for information on a) what services dreing commissionednd b) what toke
services are providedithin the community.

Data collection tool

As with the 2012 audit data collection was carried out using the SSNAP internet based
webtool. wo nominated leads from every site weigentified andgiven unigue usernames

and passwrds which enabled them to access the webtool. Security and confidentiality
were maintained through the use of site codes. High data quality was ensured through the
use of built in validations which prevented illogical data being entered. Data coulavied s
during as well as at the end of an input session. Once data entry was completed, sites were
advised to export and check their responseath clinical sign off

Data were entered betweet6 Juneand 18 July2014. Sites then had a week to checleth
accuracy of their data; afte25 Julyno changes were permittedEach participating site was
provided with a standardised help booklet containing data definitions clarifications and
context specific online help was available on the wehtoél telephore and email helpdesk
was provided by the CEEu to answer any individual queries.
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Definitions
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Lead clinicians were asked to collect data on the basis of a unified service typically within a
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each offering a discrete service. A site may include severalithlssand some include

more than one trust.

Stroke Unit
The definition used for a stroke unit (and used in this audit) is:
Stroke unit- a multidisciplinaryteam including specialist nursing staff based in a discrete
ward which hadeendesignated for stroke patients.
Participants were asked to state the number of bededfor patients at different points in
GKS LI GKglre (42 RAFTFSNBYGAFIGS GKS wiewsaq 27
admitted. The three categories of steunit beds are outlined below:
1 Type 1: beds usesblelyused for patients in the first 72 hours after stroke
1 Type 2: bedsolelyused for patients beyond 72 hours after stroke
1 Type 3: beds used fdmoth the first 72 hours of care and beyond

5 SUTC key chacteristics of all stroke units

Five key characteristics were chosen from the Stroke Unit Trialists' Collaboration (SUTC) and
subsequent papers, as markers of good stroke unit organisation. The audit has assessed
how many of these are in place. Thesd e referred to in the document as the 5 SUTC
characteristics and are:

1 Consultant physician with responsibility for stroke

1 Formal links with patient and carer organisations

1 Multidisciplinary meetings at least weekly to plan patient care
1 Provision of iformation to patients about stroke

1 Funding for external courses and uptake

7 Acute Criteria for beds used for the first 72 hours of care

To evaluate specifically the quality afutestroke unit organisation we determined whether
the following 7 criteria were met. These criteria are not all evidence based but were
developed using the consensus of an expert working group.

The 7 acute criteria for units with beds providing care in the first 72 hours:

1 Continuous physiological monitoring (ECG, oximetry, blood pressure)
Immediate access to scanning for urgent stroke patients

Direct admission from A&E/front door

Specialist wardounds on 7 days a week

Acute stroke protocols/guidelines

Nurses trained in swallow screening

Nurses trained in stroke assessment and management

=A =4 -4 -4 -4 4
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How to read this report

This report presents national and hospital level data for many important aspédctseo
organisation of stroke services. National results are presented as percentages, and site
variation is summarised by the median and Ir@uartile Range (IQR). Ratios of staffing
numbers per 10 stroke unit beds are given rather than staffing numberse so as to allow

an interpretation more relevant to national standards.

Denominators

The denominators within the report vary depending on the number of sites to which the
data analysed relate. To illustrate, denominators can include all siteshwdarticipated

(183), sites which treat patients in the first 72 hours = aAGSa KA OK KI @S
of stroke unit beds, or sites which provide thrombolysi$5)1 A summary of the
denominators used in the report is given in the table below.

Where the numerators and denominators do not add up exactly this is due to differences
between the denominators within the table, the ability to select more than one answer
option and the rounding up or down of the individual percentage values.

Summay of denominators used in report

N sites 183
N of sites with a stroke unit 183
N hospitals covered by sites 206
N sites that treat some or all patients in the first 72 hours 167
Number of sites that do not treat patients in the first 72 hours 16

N stroke units with bedsolelyfor thefirst 72 hours 75

N stroke units with bedsolely forbeyondthe first72 hours 99

N stroke units withheds forfirst 72 hours and beyond 109
N sites currently providing thrombolysis onsite 151
N sites providin@4/7 thrombolysis onsite 138

N sites providing 24/7 thrombolysis onsite or through local arrangements 165
N sites with access to stroke specialist early supported discharge team 135

N sites with access to nespecialist early supported discharge team 66

N sites with access to specialist community rehabilitation team 131
N sites with access to nespecialist community rehabilitation team 128
N sites with access to TIA/neurovascular clinic (onsite or within Trust) 183
N sites with access ftBlA/neurovasculaclinicon siteonly 179
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Evidence
No references have been quoted in this report for reasons of space. All relevant evidence
and standards are available in the following:
1 National clinical guideline for strokd'4dition (Royal College of Physicians, 2012)
http://www.rcplondon.ac.uk/resources/strokguidelines
1 National clinical guidelines for diagnosis and initial management of acute stroke and
transient ischaemic attack (NICE, 20@8)w.nice.org.uk/CG68
1 NICE Quality Standard for Stroke 2010
http://www.nice.org.uk/quidance/qualitystandards/stroke/strokequalitystandard.jsp
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Section 2provides a trust level summary of audit results. Results have been divide into
domains covering key aspects of the organisation of stroke services, with an overall total
score. A breakdown of the standards within each domain, the criteria requiredhieve

the maximum score and the national spread of results are presented. The algorithm for the
domains and total organisational score is describefippendix 4.

Section 3gives individual site results for every data item benchmarked against thenaét
average.

Section 4compares the2014 SSNAP acute organisational audisults with those of the
2012SSNARcute organisationadudit and previous rounds of the NSSA for those standards
where comparison is possible.

Section 5gives a regional coparison between England, Wales and Northern Ireland.

Section 6is an overview of site results and scores by named tefon the acute
organisationabhudit. We haveublisted total domain scores and totalrganisationakcore

by named hospital and thesperformance tables have been uploaded separately for
participants. We hope to make these tables public in time for the UK Stroke Forum in
December2014 in addition to the fullresults portfolio of named site resultssubject to

| vLt Q& &l ypdeedire. NB LJ2 NIi A y 3
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This section providegou with the equivalent of your own site level executive summdty.
gives a comprehensive overview of the organisation of your service and provides
information on your performance and relative position compared to all participating sites.
It should point to key areas of good practice and areas requiring improvement.

The results are divided int@ix domains covering key aspects of the organisation of stroke
care. A domain comprises several elements that relate to the topic. The chapter starts with
your $btal organisational sco®and summarised results of your domain sr This is
followed by detailed information for each domain for your individual site. Individual results
are given alongside the criteria required to score the maximum.

The chapter also gives a comparisbetween SSNAP clinicaludit, which prospectiely
measures the processes of stroke care for every patamd the biennial organisational
audit.

2.1 Domain scores for 2@1

A scoring system was developed to enable sites to compare their organisation of stroke care
with other sites. The scores fgixseparate components of organisation each range from 0

to 100, with 100 being the optimal score. A total organisational score is obtained by
calculating the average of tre@xdomain scores.

There are now six domaingom 8 in 2012,containing 46 &y indicators. De to some
guestions being removed from the 2014 proforraad one new key indicator relating to
weekend nurse staffing levels being added it was necessary to alterutimder of domains
and their structure Thenew indicator has been incled due to the new evidence around
nurse levels and the reduced risk of mortality. Htengent scoringriteria for all the pre
existing key indicators remalargely the samésee appendix 4 for scoring algorithm)

For each domaimand overalkites wil be given a performance level. In order to do this
SSNAP will use an absolute scoring method. The aim is for this to allow sites to benchmark
their performance against all other sites and for this to be comparable to all future acute

organisationahudit results.

Domain scoreand total organisational scomill be made public by named hospital.
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Your otal organisational score is

80 Total organisational score

70

1
1
1
1
60 Median :
73.5 |
1
1
1
1
1

50+

40+

30+

20+

10+

0 T T
0 20 40 60 80 100

Source: SSNAP Organisational Audit 2014 National results
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Summary of domain
scores

Your site

B

21sites (11%) 15 siteg(8%) 45 sites (25%) 86 sites (4%) 16 sites (9%)
D1 Acute care scored 900- scored 800 scored 650 scored 500- scored <50%
100% 89.9% 79.9% 64.9%
45 sites (25%) 40 sites (22%) 51 sites (28%) 39 sites (21%) 8 sites (4%)
D2 Specialist roles scored 900- scored 800~ scored 650 scored 500- scored <5M%
100% 89.9% 79.9% 64.9%
L 7 sites (4%) 42 sites (2%) 45 sites (2%) 65 sites (386) .
SD;\I/?Ct:dlsmplmary scored 850~ scored 700 scored 600- scored 45.0 ::;:(354(51?/1
100% 84.9% 69.9% 59.9%
D4 88 sites (480) 45 sites (2%) 37 sites (200) 5 sites (80) 8 sites (86)
TIA/Neurovascular scored 900- scored 800~ scored 700- scored 600- scored<60.0%
clinic 100% 89.9% 79.9% 69.9%
D5 Quality 55 sites (3@) 30 sites (186) 48 sites (266) 26sites (1460) 24 sites (1%0)
improvement, scored 850 scored 750- scored 650 scored 500- Scored
training & research 100% 84.9% 74.9% 64.9% <500%
. 94 sites (5%) 37 sites (28) 15 sites (86) 12 sites (o) .
5363':)::::?2;2?3:;:523: scored 900- scored 750~ scored 600- scored 500- jfofggiéﬁ;
100% 89.9% 74.9% 59.9%
Organisational audit 12 sites (7%) 46 sites (25%) - 61 sites (3%) - 44sites (&%) 20 sites (11%)
total score scored 900-100 scored 800- scored 700- scored 600 scored <60%
89.9% 79.9% 69.9%

The medianatal organisational score wa3.5 Please note that all scores rounded to one
decimal place aftecalculation of each domain

*16 sites which do not treat patients during the first-i@urs afterstroke have been allocated the Domain 1
score of the site where their patients are treated during this initial phase.
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Domain 1- Acute care organisation

Standard A stroke patient should always be cared for on a stroke unit which has the
necessaryequipment and procedures in place and is staffed with trained multidisciplinary
clinicians.
Patients seen within fouand half hoursof developing symptoms should be considered for
thrombolysis. Not all patients are suitable and giving the treatment taiidable patients
can be dangerous. However when given to the right patients, at the right time and in the
right way it can dramatically reduce the risk of long term disability.

Standard: Effective communication between all the stroke team members is .yital
Expertise from nursing, medicine and all the therapy professionals including clinical
psychology is required.

16 stes which do not treat patients during the first 72 hours after stroke have been allocated the
Domain 1 score of the site whetleeir patients are treatedduring this initial phase.

Your site Maximum score if,

Quiality of care of stroke units treating patients within tt

) ] 7 features
first 72 hours of stroke applying seven acute features*

Level of thrombolysis provigic hours per day and days
perweek on and oftsite

24/7 on- and/or off-site

Ratio of nurses per ten beds duty at 10am on
weekends

3 or more nurses

Score domain 1 100

* Continuous physiological monitoring (ECG, oximetry, blood pressdomajediate access to scanning for

urgent stroke patients, direct admission from A&E/front door, specialist ward rounds on 7 days a week, acute
stroke protocols/guidelines, nurses trained in swallow screening, nurses trained in stroke assessment and
managemat
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The table below shows the range of scores for Domain 1. The median national &&fe is

Summary of domain C
scores

D1 Acute care 21 sites (11%) 15 sites (8%) 45 sites (25%) 86 siteg(47%) 16 sites (9%)
0

scored 900- scored 800- scored 650- scored 500 scored <5@M%

100% 89.9% 79.9% 64.9% ’

80- Domain 1: Acute care organisation

70

60 Median
62.5

50
40
30
20+

10+

O T T T T T 1
0 20 40 60 80 100

Source: SSNAP Organisational Audit 2014 National results

33



Sentinel Stroke National Audit Programme (SSNAP)
Acute Organisational Aitd2014

Domain 2- Specialist roles

Standard Stroke is a complex disease and is best managed by staff with specialist knowledge and

experience both in the initial phase where diagnosis and attament is a priority and
subsequently during the period of rehabilitation.

All patients who are dying from their stroke should have care provided by staff experienced i
recognising the need for palliative care and delivering it.

>

Your site Maximumscore if,

Frequency of consultant ward rounds per
week*

Presence of senior nurses and therapists
(band 7 or above) on the SU

Access within 5 days to social work
expertise, orthotics, orthoptics, podiatry

Palliative care patients treated on the SU

Access to clinical psychologists and
provision of following aspects of
psychological care
i. mood assessment
ii. higher cognitive function
assessment
iii. mood treatment
iv.  higher cognitive function
treatment
V.  non-cognitive behavioural
problems assessment and/or
treatment

on 7 days a week

Yes

Yes to all four
specialties

Yes

Inpatient Outpatient

Access and all five
aspects of
psychological care
provided for
inpatients and
outpatients

i. Provision of service which suppol
stroke patients to remain in, retur
to or withdraw from work

and/or

ii. Provision of educational or

vocational training

Patients stay in bed until assessed by
physiotherapist

Yes to either
services provided

No

Scoredomain 2

100

*16 sites which do not treat patients in the first 72 hours are removed from the denominator for this element
of the domain i.e. they are scored out of 8 rather than 10.
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The table below showihe range of scores for Domain Zhe median national score7g.5.

Summary of domain C
scores

D2 Specialist roles 45 sites (25%) 40 sites (22%) 51 sites (28%) 39 sites (21%) 8 sites (4%)
0

scored 900 scored 800~ scored 650 scored 500 scored <5@MY%

100% 89.9% 79.9% 64.9% ’

80 Domain 2: Specialist roles

70

60 Median
77.5

50+
40+
30+
20+

10+

0 T T T T T 1
0 20 40 60 80 100

Source: SSNAP Organisational Audit 2014 National results
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Domain 3- Interdisciplinary services (stroke unit)

Standard Effective multidisciplinary working is the most important aspect of stroke care.
Staff should cerdinate their treatments, involve patients and carers in the process |and
be able toprovide as much therapy as the patient can tolerate.

Your site Maximum score* if,

Qualified nurses on duty at 10 am weekdays per 10 SU 2.308or more
Care assistants on duty at 10 am weekdays per 10 SU | 1.7020r more
Qualified therapy stafavailability in WTE (Whole Time Equivalents) per 10 SU beds

Clinical psychology 0.1920r more
Dietetics 0.286 or more
Occupational Therapy 1.5000r more
Physiotherapy 1.6320r more
Speech & Language Therapy 0.7500r more
Pharmacy 0.238o0r more

6 or 7 day working

7 king f i | th hysiother:
6 or 7 day working for occupational therapy, physiother o at least 2

speech and language therapy

disciplines
Frequency of formal team meetings more than twice a
week
Disciplines that attenthe teammeetings* 8 disciplines
Score domain 3 100

* The scoring and position in the quartiles for each of the specialties is based on thei0tariation.
** Clinical psychology, Dietetics, Medicine (senior doctor), Nursing, Occupational Therapy, Physiotherapy,
Social Work and Speech and Language Therapy.

Staffing levels have been grouped according to quartiles, where the first quarter represents
the highest staffing levels and the fourth represents the lowest.
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The table below showihe range of scores for Donma3. The median national score@6.4.

Summary of domain B C
scores

D3 Interdisciplinary 7 sites (4%) 42 sites (23%) 45 sites (25%) 65 sites (36%)
services scored 850- scored 700- scored 600- scored 45.0
100% 84.9% 69.9% 59.9%

24 sites (13%)
scored<45.0%

80 Domain 3: Interdisciplinary services (stroke unit)

70

60 Median
60.4

50+
40+
30+
20+

10+

0 T T T 1
0 20 40 60 80 100

Source: SSNAP Organisational Audit 2014 National results
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Domain 4- TIA/ Neurovascular clinic

Standard Highrisk TIA patients should bgeen,investigated and treatment initiated
within 24 hours of onset of symptoms. For loisk TIA patients the time frame is one

week.

Your site

Maximum score if,

TIA service can see, investigate & initiate treatment f
ALLHIGHRISKoatients within 24 hours

TIA service can see, investigate & initiate treatment f
ALLLOWRISHKoatients within one week

Usual waiting time to get carotid imagingGHRISK

Same or next day (7 da
a week)

Within aweek

Same or next day (7 da

TIA) a week)
Usual waiting ti L CWRISK

sual waiting time to get carotid imagingd S Within a week
TIA)
Score domain 5 100
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The table below showihe range of scores for Domain #he median national score&3.5

Summary of domain B C
scores

D4 TIA/Neurovascular 88 sites (48%) 45 sites (25%) 37 sites (20%) 5 sites (3%) 8 sites (4%)
0

clinic scored 900- scored 800- scored 700 scored 600- scored <600%

100% 89.9% 79.9% 69.9% °

Domain 4: TIA/Neurovascular clinic
80
70
60 Median
875
50
40+
30
20

10+

0 T T T T T 1
0 20 40 60 80 100

Source: SSNAP Organisational Audit 2014 National results
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Domain 5- Quality improvement, training & research

Standard High quality leadership is the cornerstone for developing and delivering|high
quality stroke services. Poor quality services invariably have poor quality clinical and or
managerialeaders.

Your site Maximum score if,
Report on stroke service produced for trust board (e.g. on a Yes
results)
Members of srategic group responsible for stroke
Ambulance trust representative Yes
Clinician Yes
Patient representative Yes
PCT commissioner Yes
Social services Yes
Stroke Network representative Yes
Trust board member Yes
Funding for external courses available for nurses & therapis
and at least 10 stugddays funded between April 2013 and Yes
March 2014
Clinicalresearch studies 5or more

Formal links with patients and carers organisations on ALL ¢
following: services provision, audit, and serviegiews and Yes
future plans

Continuous or more

Patient/carer viewsought on stroke services .
than 4 timesa year

Report produced within past 12 months whichadysed views

. Yes
of patients

Score domain 5 100
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The table below showihe range of scores for Domain 3he median national score?8.5

D5 Qualityimprovement, 55 sites (30%) 30 sites (16%) 48 sites (26%) 26 sites (14%) 24 sites (13%)
0
training & research scored 850- scored 750- scored 650- scored 500-
Scored <5@%
100% 84.9% 74.9% 64.9%

80 Domain 5: Quality improvement, training & research

70

60 Median
73.5

50
40
30
20+

10+

O T T T T T 1
0 20 40 60 80 100

Source: SSNAP Organisational Audit 2014 National results
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Domain 6¢ Planning and access to specialist support

Standard Patient and carers should be provided with comprehensive information about
the services they may need and how to access them on discharge from hospital, as |well as
on how to prevent further strokes.

Your site Maximum score if,
Availabilityof patient information on each of the
following topics for stroke units & outpatients
1 Patient version of national or local Yes on both
guidelines/standards
1 Social services Yes on both
1 Benefits agencies Yes on both
1 Secondary prevention advice Yes orboth
Patients are given a personalisezhabilitation Yes
discharge plan
Access to a stroke/neurology specialist early support Yes
discharge (ESD) multidisciplinary team
Access to a stroke/neurology specialist community te Yes
for longer termmanagement
Score domain 6 100
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The table below showihe range of scores for Domain @he median national score98.2

D6 Planning & access to 94 sites (51%) 37 site(20%) 15 sites (8%) 12 sites (7%) 25 sites (14%)
. 0
specialist support scored 900 scored 750~ scored 600 scored 500-
scored <500%
100% 89.9% 74.9% 59.9%

Domain 6: Planning and access to specialist support
80

70

60 Median
92.2

50+
40+
30
20+

10+

0 T T T T T 1
0 20 40 60 80 100

Source: SSNAP Organisational Audit 2014 National results
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2.3 National SSNAP Clinical Audit vs. Organisational Audit performance
results

In addition to measuring the quality of strokervices through a biennial organisational

audit, SSNAP prospectively measures the processes of stroke care for every patient through
the longitudinal clinical auditSSNAP clinical results are publically reported on a quarterly
basis*. In the scatterpld below, the relationship between performance in the most recent
SSNAP clinical report (Apridune 2014) and the 2014 acute organisational audit (services

on 1 July 2014) is shown.

It has been shown that patients admitted to stroke services with higgesls of

organisation are more likely to receive high quality care and better outcomes (Bray et al
2013www.ncbi.nlm.nih.gov/pubmed/24052531

For the regression analysis of the SSNAP cliafm@lJune 2014 score and the SSNAP
organisational overall score, the regression coefficient is 0.78 with a 95% CI of 0.61 to 0.95
p<0.001. This means that for every 1% the organisational score increases, the average
increase in the clinical score was 048
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SSNAP organisational score 2014

*A suite of SSNAP quarterly reports, including named team results and interactive maps, can be accessed via
the reporting portalhttps://www.strokeaudit.org/results/nationaresults.aspx
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Section 3: Audit results for individual sites 2014

3.1 Overview of stroke services

Denominators for this section

N sites 183
N hospitals covered by sites 206
N sites that treat some all patients in the first 72 hours 167
Number of sites that do not treat patients in the first 72 hours 16
N sites with a stroke unit 183
N hospitals covered by sites with a stroke unit 206
N stroke units with bedsolelyfor thefirst 72 hours(Typel beds) 75
N stroke units with bedsolely forbeyondthe first72 hours(Type 2 beds) 99
N stroke units with bedfor first 72 hours and beyon{Type 3 beds) 109

3.1.1 Who completed the organisational audit profornf@A.1)

National Your
(183sites) site
Doctor 83% 152
Nurse 68% 124
Manager 28% 52
Therapist 36% 65
Clinical Audit / Clinical Governance 25% 46
Stroke coordinator 5% 10
Stroke/Data analyst 2% 4
Other* 5% 10

*comprises Data administrator (2), (Stroke) Data officer (2), Information officer (1), Stroke (service)
administrator (2), Secretary (1), Stroke data staff (1), Community stroke team (1)

3.1.2 Site description

Out of 183 sites patrticipating in the atld®0% (164) covered 1 hospital, 8% (15) covered 2
hospitals and 2% (4) covered 3 hospitals.

Your report covers stroke servicesXixhospital(s):
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3.1.3 Type of service provided overall

To take account of service reconfigurations, in particularithglementation of centralised
models of hyperacute care, sites were asked about the extent to which they treat patients in
the first 72 hours after stroke.

The SSNAP clinical audit produces a transfer tree for all acute providers in order for them to
see their patient flow across different providers. This is included as a tab in the full clinical
audit results portfolios. Sites are able to map their patient flow across different providers
using this tool and it may be useful in terms of context forsstteat do not treat patients in

the first 72hours (http://www.strokeaudit.org/results.aspx).

National
Care in the first 72 hours after stroke (Q1.1 , Your site
(QL.1) (183 sites)
Care provided for ALL patients in the first 72 hours after stroke 83% 152
Careprovided for SOME stroke patients in first 72 hours after stro 8% 15

Care is NOT provided for patients within first 72 hours of stroke 9% 16

There are 16 sites in the audit which do not treat patients within the first 72 hours of stroke.

Following this model of stroke care, these sites did not answer Section 1 of the
organisational proforma which covers acute care (See appendix 2 for proforma). Nor did
they answer any questions related to stroke beds used solely for the first 72 hostr®lké

care (Section 2A) or beds used for both first 72 hour care and beyond (section 2E).

3.1.4 Type and number of stroke unit bé@2.1)

All 183 sites which participated in the audit had a stroke uAttross these sites, there are a
national total d 5250 stroke unit bedsnedian 26 per site and interquartile range (IQR) 20
36 per site

The 183 sites were made up of 206 hospitals, of which 205 had stroke unit bé8ssites
had stroke unit beds in one hospital, 14 in two hospitals and 4 in thospitals. There is a
median of 24 stroke unit beds and IQR3®per hospital with a stroke unit.

Your sitehad TOTAL BE#oke unit beds irKXhospitals.
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Total N of Site level
Type and number of SU be@32.1) beds % N Median (1OR) Your site

National (167 sites)

Beds solely used for patients in first 72
hours after stroke (Q2.1c) 681 45% 75 6 (412)

Beds f d post72 h
eds 1or preand pos our care 2391 65% 109 22 (1?26)

(Q2.1e)
Beds solely used for patients beyond 72 National (183 sites)
hours (Q2.1d) 2178 54% 99 21 (1626)

Of the 183 sites with a stroke unit, 167 stated that they provide care to patients in the first
72 hours after stroke (from Q1.1). These sites were asked to provide information on the
number of beds usedolelyfor patients in the first 72 hours (Type &ds) and the number

of beds used foboth the first 72 hours and post 72 hour care (Type 3 beds). 16 sites stated
that they do not treat patients in the first 72 hours so were not asked about these types of
beds. All 183 sites were asked about the numbiebeds used solely for patients post 72
hours after stroke (Type 2 beds).
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Key: Type 1: Beslsolelyfor first 72 hours of care
Type 2: Bedsolelyfor beyond 72 hours of care
Type 3: Beds fdvoth first 72 hours of care and post 72 hour care

Type of SU bed: National total
. % (N) of National Total 3 o o
l2vorylaarzya cMNo Median (IQR) o onatfoall g k5 3
. type of bed of all SU beds = o~ a
SU beds (183 sites): L of all SU beds — N ™
combinations (N =5250) © © ©
o o o
7 F P
Type 1 only 1% (2) 16 (1219) 31 31 0 0
Type 2 only 9% a7 22 (2024) 356 0 356
Type 3 only 40% (74) 22 (1826) 1676 0 0 1676
Type 2 and Type 3 9% a7 36 (2644) 597 0 254 343
Type 1 and Type 3 4% (8) 27 (2333) 224 35 0 189
Type 1and Type 2 30% (55) 32 (2640) 1901 547 1354 0
Type 1, Type 2 and Type . 5% (20) 47 (3953) 465 68 214 183
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Type 1 beds

Type 2 beds
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3.2 Presentation, assessment and initial treatment

The denominator for this section is 167 sites which provide care to patients in the first 72

hours after stroke.

3.2.1 Presentation at hospité@1.1, Q1.2, Q1.3)

NICE Quality StandardPeople seen by ambulance staff outside hospital, who have sudq
onset of neurological symptoms, are screened using a validated tool to diagnose strok
transient ischaemic attacld’1A). Those people with persisting neurological symptoms wi
screen positive using a validated tool, in whom hypoglycaemia has been excluded, ant

den

e or
10

1 who

have a possible diagnosis of stroke, are transferred to a specialist acute stroke unit within 1

hour.
Ambulance National (167 sites)  Your site
Arrangements in place with local ambulance services to HASK
(rapid blue light transfer to hospital) patients presenting with acut 99% (165)

stroke who may be appropriate for thrombolysis (Q1.2)
There is aragreed pathway for ambulance clinicians to transport
appropriate patients directly to a stroke unit (Q1.3)

34% (56)

Comment:FAST has become standard as-ipospital screening for suspected stroke w|
165/167 sites having a FABack pathway for potential thrombolysis patients. A third
hospitals now have a direct transfer policy from ambulance to stroke unit for susp
stroke patients bypassing Emergency departments all together.

3.2.2 Use of telemedicir{®1.4)

National clinical guideline recommendationA telemedicine service in an acute stroke ur
should consist of:
- avideo link which enables the stroke physician to observe a clinical examinatio
and/or
- atelephone which enables the stroke physician to discuss thewdb a trained
assessing clinician and talk to the patient and carer directly.
All telemedicine services should have a link which enables the stroke physician to revi
radiological investigations remotely.

nit
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National Yoursite
Telemedicine (Q1.4) 2010 (201 sites) 2012 (176 sites)  20++ (167
sites)
Stroke unit uses telemedicine to allow
remote access for management of acute 33% (67) 61% (107) 70% (117)
stroke care.
If YES:

Remote viewing for brain imaging is use 100% (67) 96%(103/107) 97% (113/117)

Video enabled clinical assessment is use  24% (16/67) 76% (81/107) 71% (83/117)

There is a telemedicine rota in operation

N/A 4% 107 % (70/117
with other hospitals / 64% (69/107) - 60% (70/117)
Groups of patients arassessed using telemedicine (Q1.4(c)) National Your trust
(117 sites)
Only patients potentially eligible for thrombolysis 68% (80)
Some patients (regardless of eligibility for thrombolysis) 21% (25)

All patients (who require assessment during timé®en telemedicine is in use) 10% (12)

CommentWhilst use of telemedicine has continued to grow, there is concern that it ha
incorporated the use of video enabled clinical assessment (71% in 2014 compared wi
2012). In over twehirds of cases currently, telemedicine is reserved for acutekst
patients as part of a thrombolysis treatment pathway only and in only 10% of services
telemedicine to assesall suspected stroke patients. All acute stroke patients need acce
specialist stroke neurological diagnosis and opinion when theyeaat hospital.
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3.3 Thrombolysis for strok€Q1.5, Q1.6, Q1.7, Q1.8, Q1.9, Q1.10 and Q1.11)

Denominators for this section

N sites providing care for patients in the first 72 hours 167
N sites currently providing thrombolysis onsite 151
N sites providing 24/7 thrombolysis onsite or through local arrangements 165
N sites providing 24/7 thrombolysis onsite 138
N sites providing <24/7 thrombolysis onsite 29
N sites with consultant on thrombolysis rota 149

NICE recommendation®lteplase is recommended for the treatment of acute ischaemic

stroke when used by physicians trained and experienced in the management of |acute
stroke. It should only be administered in centres with facilities that enable it to be used in
full accordance wh its marketing authorisation. (Alteplase TA122 2007).

Alteplase should be administered only within a well organised stroke service with:

¢ staff trained in delivering thrombolysis and in monitoring for any complicatjons
associated with thrombolysis

1 levell and level 2 nursing care staff trained in acute stroke and thrombolysis

1 immediate access to imaging and-ireaging, and staff trained to interpret th
images.

D

Staff in A&E departments, if appropriately trained and supported, can administer
alteplase or the treatment of acute ischaemic stroke provided that patients can be
managed within an acute stroke service with appropriate neuroradiological and stroke
physician support.

In the financial year April 2013 to March 2014, 11.6% (8607/74307) of all stroke patients
entered into the SSNAP Clinical Audit were thrombolysed. Of those considered eligible for
thrombolysis, based on the RCP national stroke guideline fourth editiol3%v4vere
thrombolysed (7618/10250).

Thrombolysis availabilit§Q1.5) National (167 sites) Your site
Thrombolysis currently provided for stroke patients on site 90% 151

Comment:As in 2012, 90% of hospitals providing care within the first 72h provi
thrombolysis service however in 2014 99% of hospitals now either offesiter
thrombolysis or else have a formal arrangement to transfer patients to a site that does
it.
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3.3.1 Level of Thrombolysis servi¢®@1.6, Q1.11d)

The table below summarises the service available be-gitnonly or in collaboration with

neighbouring sites.

Thrombolysis service offered

National (167 sites)

Your site

9 24/7 service provided osite
1 Less than 24/7 service provided-eite but a 24/7
service provided overall involving local arrangements

1 No onsite service but a 24/3ervice provided involving
local arrangements

1 Less than 24/7 service provided-site, with no local
arrangements

9 Less than 24/7 service provided overall including loca
arrangements

9 No onsite service and less than 24/7 serpcevided
including local arrangements

9 No provision at all

83%

8%

8%

0%

0%

1%

1%

(138)

(13)

(14)

©)

©)

1)
1)

Level of thrombolysis service offered

National (167 sites)

24 hours per day 99% (165)*
Weekdays 9-23 hours per day 1% (1)
1-8 hours per day 0% (0)
0 hours per day 1% (1)

24 hours per day 99% (165)*
Saturdays 9-23 hours per day 0% (0)
1-8 hours per day 0% (0)
0 hours per day 1% (2)

24 hours per day 99% (165)*
Sundays / Bank Holidays 9-23 hours per day 0% (0)
1-8 hours per day 0% ©)
0 hours per day 1% (2)

*These 165 sites provided a 24/7 service either onsite (n=138) or through local arrangements (n=27)

Change over time National

Level of thrombolysis service offered 2010 (201 sites) 2012 (179 sites) 2014 (167 sites)
24/7 service provide@ither onsite or oftsite 50% 90% 99%

24/7 service provided osite 28% 74% 83%

No provision at all 12% 2% 1%
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Comment: With the increasing implementation of centralised models of hyperastiteke
care this may reduce the provision of onsite thrombolysis as thrombolysis service
concentrated in some parts of the country into larger single centres. There has be
increase to 83% of hospitals now providing-ote, 24/7 thrombolysis agpposed to a
shared care arrangement and 99% of sites now provide 24/7 cover with eithsiteir
local arrangements. This is a significant improvement in access to thrombolytic th
from only 50% in 2010.

3.3.2 Joint arrangement@Q1.10, Q1.11)

138 sites currently provided a 24/7 esite thrombolysis service. The other 29 sites were
asked about arrangements to provide cover.

National (29 sites) Your site

Your hospital has a formal bypass arrangement with the loc
ambulance service to takaroke patients to a hospital wherea  90% 26/29

thrombolysis service is available (Q1.10)
2013 8% (2/26)

2012 4% (1/26)
2011  35% (9/26)
Pre 2011 54% (14/26)

(If YES), Start date of this arrangement (Q1.10a)

There is an agreement with (an)other sitet@)provide
thrombolysis for patients during the hours when your site doe  97% 28/29

not provide it (Q1.11)

Out of the 28 sites which have a thrombolysis agreement, 13 provide some thrombolysis
onsite. 5 out of these 13 sites have a joint on call mebieaa for thrombolysis. The
remaining 15 (out of 28) sites, which provide no onsite thrombolysis, were not asked about
the joint on call medical rota.
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3.3.3 Patient assessment for esite thrombolysis(Q1.7)

Patient assessment for thrombolysis National Your site

(151 sites)

Wh 2 NI I £ Consultant physician 72% (108)
(up to and Registrar 62% (94)
including 10 Lower grade doctor 22% (33)
consecutive hours Stroke nurse or therapidtand 8 11% a7
on weekdays)  Stroke nurse or therapist band 7 54% (81)
Stroke nurse or therapist band 6 59% (89)

Stroke nurse or therapist band 5 9% (14)

Whdzi 2 F Consultant physician 44% (67)

(Weekend/ Bank Registrar 68% (102)
Holidays and  Lower grade doctor 20% (30)
more than 10 hrs Stroke nurse or therapist band 8 4% (6)
weekdays) Stroke nurse or therapist band 7 28% (42)
Stroke nurse or therapist band 6 45% (68)

Stroke nurse or therapist band 5 11% (16)

3.3.4 Decision makingpr thrombolysis(Q1.8)

- . . National Your site
Decision making for thrombolysis (151 sites)
Consultant physician in person 99%  (150)
Consultant physician via 8% (12)
Wb 2 NJY | telemedicine
| 2 dzZNJBA Q Consultant physician via 17%  (26)
and including telephone
10 Registrar 11% (16)
consecutive  Lower grade doctor 2% 3)
hours on Stroke nurse band 8 0% 0)
weekdays)  Stroke nurse band 7 2% 3)
Stroke nurse band 6 4% (6)
Stroke nurse band 5 0% 0)
Consultant as most senior 99% (150)
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Consultant physician in person 50%  (75)

Consultant physician via 61% (92)
Py telemedicine
LIJ(\r/]VSeZIL(Jen df 1 t(;?enps;:sgt physician via 32%  (48)
Bzr;llzl-::cljl:ieays Registrar 10%  (15)
than 10 hrs Lower grade doctor 0% 0)
Stroke nurse band 8 0% 0)
weekdays)
Stroke nurse band 7 1% (2)
Stroke nurse band 6 2% 3)
Stroke nurse band 5 0% 0)
Consultant as most senior 94% (142)

No sites during normal hours report that decision making for thrombolysis is undertaken
a2t Ste o0& I O2yadzZ (Fyd LIKeaAOAlYy @Al (St SLK?2

CommentAssessment and decision making for thrombolysis has changed little since 2
terms of staff groups involved, with an understandable differencevieen the percentage
of sites with consultant in person decision making in hours (99%), and out of hours
However consultant led thrombolysis using telephone only remains a very questio
practice in terms of speed, effectiveness and safety whempared to onsite presence (
video enabled telemedicine. The responsible thrombolysis decision maker needs to b
on the diagnosis of stroke, timing of onset of symptoms, results of brain imaging ar
presence of contraindications. There needske clear clinical governance around su
arrangements.

3.3.5 Specialty on a thrombolysis ro{§1.9)

National (151 sites)

Consultant level doctors on an on call thrombolysis rota Median IOR Your site
Number of consultant level doctors ortlombolysis rota* 6 3-8

Specialty on thrombolysis rota % of sites  n of sites Your site
Stroke physician 85% 128/151

Neurologist 29% 44/151

Care of the elderly 34% 51/151

Cardiologist 4% 6/151

General medicine physician 9% 14/151

A&E 7% 10/151

Acute Physician 15% 23/151

Other 2% 3/151

No consultant 1% 2/151

*2 of the 151 sites had no consultant level doctors on the thrombolysis rota. 26 sites had 10 or more
consultant level doctors on the thrombolysis rota.

55



Sentinel Stroke National Audit Programme (SSNAP)
Acute Organisational AutcR014

. . National National total of consultants

Consultant specialty othrombolysis rota . .
(151 sites) across sites

Stroke physician 85% 409
Neurologist 29% 153
Care of the elderly 34% 145
Cardiologist 4% 11
General medicine physician 9% 48
A&E 7% 39
Acute Physician 15% 47
Other 2% 3
No consultant 1%
Total 855

Comment:A broad range of consultant specialities continue to support thrombolysis 1
with the majority being stroke and care of the elderly physicians. It is important thz
those participating are confident and competent in stroke thrombolysiwhich can e
OKFffSyaAay3a 6KSy YIylFr3aAy3a |yR RAIFIIy2aj
regular daytime job plan. BASP has defined definitions for physicians with stroke
which should be the minimum applicable criteria for any doctors supervisithgpenbolysis
decision.The Health Technology Appraisal 2002 also supports this by recommendin
administration of acute stroke treatments such as thrombolysis should be carried oulf
by stroke specialists (stroke team or neurologist) who have redespecific training on how
to do so.
The median number of doctors on a thrombolysis rota remaimssé almost half of rotas
have fewer than 6 consultants. Shortfalls in current consultant stroke phys
appointments (see Workforce Planning, page 80) miake addressing this challenging
the short term.

3.3.6 Intraarterial neuroradiology(Q1.12)

Large artery occlusive stroke in general is associated with higher NIHSS score on
presentation and a worse prognosis. Inagerial clot removal (IAhrombectomy or IAT) in
acute large artery occlusive stroke is an exciting but as yet unproven treatment. Indeed
where thrombolysis is contraindicated IAT offers the only realistic option to achieve
recanalisation of the occluded artery. Currently, relalyvsmall numbers of patients are
treated in specialist neuroscience centres, some within randomised trials. This is a new
section of the audit which aims to ascertain accurately the current levels of IAT activity,
document key parts of the IAT processfiegrathways and the NHS workforce required. As
such it will have a pivotal role in informing future service provision.
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Use of intraarterial (e.g. thrombectomy) to treat National (167 sites) Your site
patients with acute stroke (1.12)
Does your sitaise intraarterial treatment Yes 13% (21)
Yes, by referral 42% (70)
No 46% (76)
If yes National (21 sites) Your site
What hours is the service available? (1.12(a)
Monday¢ Friday, 9anbpm 67% (14)
Monday¢ Friday, extended hours 14% (3)
Extendedhours including weekends 14% (3)
24 hours a day, 7 days a week 5% (1)
How is large artery occlusive stroke detected at you National (21 sites)
site? (1.12(b)
Not specifically done 0% (0)
Analysis of nortontrast CT 0% (0)
CTA (MRA) by ad hoequest 29% (6)
CTA (or MRA) by local protocol 71% (15)
National (21 sites) Your site
How many interventionists undertake stroke 3 (24), 61
thrombectomy at your/the referral site? (1.12(c)) '
Does thIS- centre partmpate in a multisite rdta 19% Yes (4/21)
Interventional Neuroradiology procedures? (1.12(d)
How many patients presented to your site with acut
stroke were treated intraarterially between April 1, 11 (517), 295
2013 and March 31, 2014 (1.12(e))
If >1 National (21 sites) Your site

How were these procedures performed?

All performed under General Anaesthetic 29% (6)

All performed under conscious sedation 14% (3)

Mixture of both techniques (1.12(f)) 57% (12)
Was clinical data for ALL of these patients:

Collected as part of a randomised trail 29% (6)

Entered onto an international registry 57% (12)

Neither of the above (1.12(g)) 29% (6)

Comment: Endovascular treatment for acute stroke (Inteterial thrombolysis and o
mechanical clot retrieval) remains an exciting but as of yet, unproven treatment. Very
numbers of patients are currently being treated nationally. Appropriate patients ghioel
offered treatment in specialist centres as part of a randomised clinical trial and outc
published in a registry such as STESY. It is concerning that nearly 30% of sites using-i
arterial treatments are neither entering them in to a trial newbmitting data to a registry
These sites urgently need to address the clinical governance issues around de
unproven treatments.
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3.4 Stroke units

NICE Quality StandardPatients with suspected stroke are admitted directly to a specialist

acute stroke unit and assessed for thrombolysis, receiving it if clinically indicated.

2]

All of the 183 sites had a stroke unit.

{A0Sa B6SNB Fa]1SR | 02dz2i RIRFONBWIKSHEe LU9122QISaA
mutually exclusive i.e. sites could have more than one type of bed. The terminology used in
this section adheres to the following key.

Key: Type 1 beds: Bedwlelyfor first 72 hours of care
Type 2 beds: Bedwlelyfor beyand 72 hours of care
Type 3 beds: Beds fboth first 72 hours of care and post 72 hour care

Denominators for this section

N sites 183
N sites with a stroke unit 183
N sites with stroke unit that treat some or all patients in the first 72 hours 167
N sites with stroke unit that do not treat patients in the first 72 hours 16
N stroke units with Type 1 beds 75
N stroke units with Type 2 beds 99
N stroke units with Type 3 beds 109

3.4.1 Service provided on stroke units in the first 72 hours afsénoke (Q2.1)

167 sites which provide care to patients within the first 72 hours after stroke were asked
about the service they provide during this acute phase.

Of these 167 sites, 75 have beds used solely for patients in the first 72 hours (Typ® 1 bed
and 109 have beds used for both the first 72 hours of care and beyond (Type 3 beds).
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Patient admission to stroke unifQ2.3, Q2.19)

Description of direct admission of patients National Your site
to Type 1 stroke unitbeds (Q2.3,2.19)  Type 1 beds Type 3beds Type 1beds Type 3 beds
(75 SUs) (109 SUs)
All patients are always directly admitted 16% (12) 10% (11)
All patients are directly admitted except foi  48% (36) 39% (43)
those who have another predominant acut
condition which demands management on
anotherward
All patients are directly admitted except foi  35% (26) 45% (49)
when there is not a bed available in the
stroke unit
Only those patients who may be eligible fo 0% (0) 0% (0)
thrombolysis are directly admitted
Only those whaeceive thrombolysis are 0% (0) 0% (0)
directly admitted
Some patients are directly admitted but na 1% (1) 3% (3)
as outlined in any of the categories above
Patients are never directly admitted to the 0% (0) 3% (3)
stroke unit
Availability of direct admission to Type 1 National Yoursite
stroke unit beds(Q2.3a; 2.19p ngg éSg’s Tg’lpoefsﬂeso)'s Type 1 beds Type 3 beds
Weekdays (hours per day)
T O 0% (0) 3% (3)
7 8 1% (1) 0% (0)
1 10 0% (0) 0% (0)
1 24 99% (74) 97% (106)
Saturdays (hours per day)
1 0 3% (2) 3% (3)
1 24 97% (73) 97% (106)
Sundays /Bank Holidays (hours per day)
1 0 3% (2) 3% (3)
1 24 97% (73) 97% (106)

Comment: Nearly all sites have a direct admission policy to strakés which is the
standard recommended in all recent national guidelines although as in 2012, there a
three units where this is not the case. Direct admission exists in almost all sites 24/7 a
number of sites with exclusion criteria for perits accessing acute stroke unit care |

reduced to three.
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Admission exclusion criteria for stroke uni{2.2, Q2.18)

Stroke unit exclusion National Your site National Your site
criteria Type 1
(02.2a, 2.18a) Type 1 beds beds Type 3 beds Type 3beds
2010 | 2012 | 2014 2010 2012 2014
(75 (83 (75 2014 (146 (122 (109 2014
SUs) | SUs) | SUs) SUs) SUs) SUs)
Type of exclusion 7% 5% <1%
6% (9) | 0% (0
criteria used (5) 4) 3) 6 ) 60 ©
1 Agerelated 0) (0) (0) (0) N/A 0)
9 Stroke severity 0) ©) 0) (2) N/A 0)
1 Preexisting
0 1 0 1 N/A 0
dementia © | @ | © (1) (0)
1 No rehabilitation
1 1 1 2 N/A 0
potential @ o o 2) (0)
9 End of life care (5) 3) (2) (8) N/A 0)
Continuous physiological monitorinQ2.4, Q2.20)
. . . National Your site
Continuousphysiological
Type 1 beds Type 3 beds

monitoring

(75 stroke units) (109 stroke units)

Type 1 beds Type 3 beds

% of beds with Continuous

physiological monitoring Median 100% Median 20%

(ECG, oximetry, blood IQR 86100% IQR 1229%
pressure) (Q2.4, 2.20)
Ward rounds(Q2.5, Q2.13)
National Your site
F f k
requency of stroke Type 1 beds Type 3 beds

consultant ward rounds

(days per week) (Q2.5, 2.21 (75 stroke units)

(109 stroke units)

Type 1 beds Type 3 beds

7DAYS: 64948)
5-6DAYS: 33% (25
<5SDAYS: 3% (2)

National

7DAYS: 30% (33)
5-6DAYS: 61% (66)
<5DAYS: 9% (10)

Comment: Over 90% of units have 5 day a week or more consultant ward rounds. Sev

consultant ward rounds have increased to almost ithods

of Type lbeds. The HAS

model of care requires this to be 100% to ensure all patients with suspected strok
reviewed by a stroke consultant on a post emergency admission ward round.
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Acute criteria on stroke unit§Q2.32.7, Q2.90Q2.192.21, Q2.23, 2.25)

blood pressure.

National clinical guideline recommendation:All hospitals receiving acute medig
admissions that include patients with potential stroke should have arrangements to @
them directly to a specialist acute stroke unit (onsite aira neighbouring hospital) t
monitor and regulate basic physiological functions such as blood glucose, oxygenatid

al
admit

|®)

n, and

Acute criteria for stroke unit beds

National (75 stroke units)
Type 1 beds

National (109 stroke units)
Type 3beds

Number of Acute criteria

37% (28/75) with all 7
31% (23/75) with 6
25% (19/75) with 5

5% (4/75) with 4

0% (0/75) with 3

1% (1/75) with 2

0% (0/75) with <2
YOUR SITKpre72_total»

17% (18/109) with all 7
39%(42/109) with 6
34% (37/109) with 5
9% (10/109) with 4

0% (0/109) with 3

2% (2/109) with 2

0% (0/109) with <2
YOUR SITEmixed_total»

Acute criteria for stroke unit beds

National (75 stroke units)

National (109 stroke units)

Type 1 beds Type 3 beds
Criterion is 100% of beds are Criterion is at least fnonitored
a) % of beds witleontinuous monitored bed

physiological monitoring ECG,
oximetry, blood pressure)
(Q2.4, Q2.20)

MET BY 72% (54/75)

YOUR SITE:

MET BY 88% (96/109)

YOUR SITE:

b) Immediate access to scannirigr
urgent stroke patients

YES for 99% (74/75)

YES for 99% (108/109)

(Q2.6, Q2.22) YOUR SITE: YOUR SITE:
¢) Admission procedurédo stroke unit 64%(48/75) 50% (54/109)
(Q2.3, Q2.19)

YOUR SITE: YOUR SITE:

d) Specialist ward rounds on 7 days
week (Q2.5, Q2.21)

Criterion is 7 days a week
MET BY 6% (48/75)

YOUR SITE:

Criterion is 7 days a week
MET BY 3% (33/109)

YOUR SITE:

e) Acute strokeprotocols/guidelines
for these bedqQ2.7, Q2.23)

YES for 99% (74/75)

YOUR SITE:

YES for 99% (108/109)

YOUR SITE:

f) Nurses trained in swallow screenin
(Q2.9i, Q2.25i)

At least one on at 10am,
7 days a week
MET BY 99% (74/75)
YOUR SITE:

At leastone on at 10am,
7 days a week
MET BY 96% (105/109)
YOUR SITE:

g) Nurses trained in stroke assessme
and management{QZ2.9ii, Q2.25ii)

At least one on at 10am,
7 days a week
MET BY 100% (75/75)

YOUR SITE:

At least one on at 10am,
7 days a week
METBY 95% (103/109)

YOUR SITE:

* criterion is eitheri) All patients are always directly admitted or ii) All patients are directly admitted, except
for those who have another predominant acute condition which demands management on another ward
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The percentages in this table show how many sites, of those achieving a given number of
the acute criteria, are achieving each individual criterion. The shading shows cells with less
than 75% of sites achieving the criterion.

Comment: Compliance with theacute quality criteria on stroke units have improved
relative terms but still the vast majority fall below the gold standard of meeting all 7 crit
Type 1 beds only meet this in 37% of cases and Type 3 beds ig Wihéh needs to be
addressed throgh service specification and commissioning to make a significant
change. Most units fall down on organisational issues such as stroke unit adm
procedures and weekend stroke consultant ward rounds.

7 Acute criteria (Type 1 beds)

e g E 0 é
o m a 3 E = 2 <
E Q [} Q T x [} - S S
£ @ < 2 3 g3 o3 3 o3¢
S = =9 X 5 £ 5 £ c g
S 5 =2 g o s % > S % S 3 Soe
S S ': L — — o — - e m
z 3 g8 gt 3 g9 s 28 2295
g E 25 E g E 28 ERS s 28¢5
z z < E E B < 3 ~ <5 Z3 Z 3 €
2 1(1%)  0(0%)  0(0%) 0 (0%) 0 (0%) 0(0%)  1(100%) 1 (100%)
3 0(0%) . . . . . . .
4 4(G%)  0(0%)  4(100%) 0 (0%) 0(0%)  4(100%) 4 (100%) 4 (100%)
5  19(25%) 11(58%) 19 (100%) 4(21%)  5(26%) 19 (100%) 18 (95%) 19 (100%)
6  23(31%) 15(65%) 23 (100%) 16 (70%) 15(65%) 23 (100%) 23 (100%) 23 (100%)
7 28(37%) 28(100%) 28 (100%) 28 (100%) 28 (100%) 28 (100%) 28 (100%) 28 (100%)

For Type 1 beds
w Immediate access to scanning, acute stroke protocols/guidelines and nurses trained in
swallow screening and stroke assessment and management on duty at 10am 7 days a
week appear to be the most readily achieved.
w Beds with monitoring, direct admission toelstroke unit, and specialist ward rounds 7
days a week appear to be the most difficult criteria to achieve.
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7 Acute criteria (Type 3 beds)

o 3 °

B 2 S E 4 > B
g m IS 2 3 S £ c £ <
L Q s 3 3 T x 3 o5 T o
3} @ 2 @ a g3 = 2o e .- c
5z o s, 5 : 32 &% E8¢f
o = = 82 2 2 B g @ 3 )
o o S = 2 8 o 8 [oRNe} ORI
= £ fy E§ £ 2E g2 fs Eic
P e < 8 = < D~ <& zZz Z 3 E
2 2 (2%) 0(0%)  2(100%) 0 (0%) 0(0%)  2(100%) 0 (0%) 0 (0%)
3 0(0%) . . . . . . .
4 10(9%) 4(40%) 10 (100%) O (0%) 0(0%)  9(90%)  9(90%) 8 (80%)
5 37(34%) 34(92%) 36 (97%) 5(14%)  1(3%) 37 (100%) 37 (100%) 35 (95%)
6  42(39%) 40 (95%) 42 (100%) 31 (74%) 14 (33%) 42 (100%) 41 (98%) 42 (100%)
7  18(17%) 18(100%) 18 (100%) 18 (100%) 18 (100%) 18 (100%) 18 (100%) 18 (100%)

For Type 3 beds
w Immediate access to scanning, having acute stroke protocols/guidelines for these beds
appear to be the criteria most readily achievable but this isuroversal.
w Direct admission to the stroke unit, at least 1 monitored bed and specialist ward rounds
7 days a week appear to be the most difficult criteria to achieve.

3.4.2 Service provided on stroke units beyond the first 72 hours

Out of 183 sites witlstroke units, 99 have beds used solely for patients beyond 72 hours
(Type 2 beds).

Admission exclusion criteria (Q2.12)

Stroke unit admission exclusion criteria National Your site
(Q2.123) Type 2 beds Type 2 beds
2010 2012 2014
(87 units) (93 units) (99 units) 2014
Type of exclusion criteria used 20% (17) 5% (5) 8% (8)
1 Agerelated (0) (0) (1)
 Stroke severity (4) (0) (1)
 Preexisting dementia ) (1) 1)
1 No rehabilitation potential (11) (3) (6)
1 End of life care (15) (4) (5)
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Comment: Exclusion criteria for Type 2 beds (post 72 hours) cannot be condong
justified. No patient should be excluded on the basis of age, stroke severityroodndity.
Rehabilitation potential is difficult to predict early after stroke aeden if uncertain ol
thought to be poor, stroke unit multidisciplinary teams are best placed to provide disa
management and inform transfer of care arrangements for severely affected s
patients. There has been an increase in the number of sttokis using exclusion criteri
since 2012. We ask the eight dedicated pastite stroke units which currently ha
exclusion criteria, to reconsider.

Ward rounds(Q2.13)

Frequency of stroke consultant ward rounds (days National Yoursite
per week) (Q2.13) Type 2 peds Type 2 beds
(99 units)

7DAYS: 9% (9)
5-6DAYS: 60% (5¢
<5DAYS: 31% (31

Comment:Stroke consultantvard round frequency for Type 2 beds has reduced slig
since 2012 from 77% having at least 5 days a week rounds to 69% now.

3.4.3 Staffing on ALL types of stroke unf2.8, Q2.9, Q2.14, Q2.15, Q2.24, Q2.25)

NICE Quality Standard?atients with stroke are assessed and managed by stroke nursing
staff and at least one member of the specialist rehabilitation team within 24 houts of
admission to hospital, and by all relevant members of the specialist rehabilitation team
within 72 hours with documented multidisciplinary goals agreed within 5 days.

National clinical guideline recommendationgach stroke rehabilitation unit and service

should be organised as a single team of staff with specialist knowledge and experience of

stroke andneurological rehabilitation including:

- consultant physician(s), nurses, physiotherapists, occupational therapists, speech and
language therapists, dieticians, clinical psychologists, social workers

- easy access to services providing: pharmacy; orthoti¢dBpptists; specialist seating;
patient information; advice and support; and assistive devices.

The denominator for this section is 183 sites with a stroke unit. Nursing staff results were
asked also by type of stroke unit bed. Data are presented as ratios of staff per ten stroke
unit beds. For reference, the median (IQR) number of beds is giesowb

Number of stroke unit beds Total stroke units Type 1 beds Type 2 beds Type 3 beds
(183 sites) (75 sites) (99 sites) (109 sites)
Median (IQR) 26 (2636) 6 (412) 21 (1626) 22 (1726)
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Number of nurses and care assistants on duty at 10gp2.8,2.14, 2.24

Registered nurses
usually on duty at 10am (Q2.8(i), 2.14(i) &
2.24(i))

Total stroke units Type 1 beds Type 2 beds Type 3 beds
(183 sites) (75 sites) (99 sites) (109 sites)

Median (IQR) number of nurses 5(47) 3 (23) 3 (25) 4 (35)
Weekdays Median (IQR) number per 10 bec 1.9 (1.72.3) 3.3(2.55.0) 1.7(1.42.1) 1.8(1.52.2)

Your site per 10 beds

Median (IQR) number of nurses 5 (47) 2 (23) 3(24) 4 (35)
Saturdays Median (IQR) number per 10 bec 1.8 (1.62.2) 3.3(2.55.0) 1.7(1.32.0) 1.7(1.52.1)

Your site per 10 beds

Sundays / Median (IQR) number of nurses 5 (47) 2(23) 3(24) 4 (35)
Bank  Median (IQR) number per 10 bec 1.8 (1.62.2) 3.3(2.55.0) 1.7(1.32.0) 1.7(1.52.1)
Holidays your site per 10 beds

Care assistants (CAs)

Total stroke units Type 1 beds Type 2 beds Type 3 bed
usually on duty at 10am (Q2.8(ii), 2.14() & o SUoXe UNis Type 2 beds 1ype £ beds 1ype S beds

2.24(ii) (183 sites) (75 sites) (99 sites) (109 sites)
Median (IQR) number @@As 4 (35) 1(12) 3(24) 3(24)
Weekdays Median (IQR) per 10 beds 1.5 (1.31.7) 1.5(0.82.3) 1.4(1.21.8) 1.5(1.31.8)
Your site per 10 beds
Median (IQR) number of CAs 4 (35) 1(12) 3 (24) 3 (24)

Saturdays Median (IQR) number peiO beds 1.5(1.31.7) 1.3(0.82.0) 1.5(1.21.8) 1.5(1.31.7)
Your site per 10 beds

Sundays / Median (IQR) number of CAs 4 (35) 1(:2) 3 (24) 3 (24)
Bank
Hol?;ays Median (IQR) number 10 beds 1.5(1.31.7) 1.3(0.82.0) 15(1.21.8) 1.5(1.31.7)

Your site per 10 beds

Nurses and care assistantsually on duty at  Total stroke units Type 1 beds Type 2 beds Type 3 beds
10am (2.8(i) & (ii), 2.14 (i) & (ii) & 2.24 (i) & ( (183 sites) (75 sites) (99 sites) (109sites)
Median (IQR) number nurses an
care assistants

Median (IQR) number per 10 bec 3.5(3.03.9) 5.0(3.96.7) 3.2(2.93.6) 3.3(2.93.8)

Your site per 10 beds

9 (712) 4 (35) 7 (58) 7 (69)
Weekdays

Median (IQR) numbaeturses and
care assistants

Median (IQR) number per 10 bec 3.3(3.03.7) 5.0(3.86.3) 3.1(2.93.5) 3.2(2.83.6)
Your site per 10 beds

9 (7-12) 4 (25) 6 (58) 7 (68)
Saturdays

Median (IQR) number nurses ani

9 (712 4 (25 6 (58 7 (68

Sundays / .areassistants (7-12) (25) (58) (68)

HBI?;k Median (IQR) number per 10 bec 3.3(3.03.7) 5.0 (3.85.6) 3.1(2.93.5) 3.2(2.83.6)
olidays

Your site per 10 beds
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Number of nurses and care assistants on duty at 10(2.10, 2.16, 2.26

Registered nurses
usually on duty at 10pm (2.10(i), 2.16(i) &

Total stroke units Type 1 beds

Type 2 beds Type 3 beds

2.26(i) (183 sites) (75 sites) (99 sites) (109 sites)
Median (IQR) number of nurses 3(25) 2(23) 2(23) 2 (23)
Weekdays Median(IQR) number per 10 bed 1.3 (1.01.7) 3.0(1.73.9) 1.2(0.914) 1.2(0.91.5)
Your site per 10 beds
Median (IQR) number of nurses 3 (25) 2 (23) 2 (23) 2 (23)
Saturdays Median (IQR) number per 10 bec 1.3 (1.01.7) 3.0(1.7/3.9) 1.2(1.014) 1.2(0.915)
Your site per 10 beds
Sundays / Median (IQR) number of nurses 3 (25) 2 (13) 2 (23) 2 (23)
Bank  Median (IQR) number per 10 bec 1.3 (1.01.7) 3.0(1.73.9) 1.2(1.01.4) 1.2(0.91.5)
Holidays your site per 10 beds
S:L:ZII&;/ SSLsza&t;ff;;m (2.10(ii), 2.16(ii) & Total strol'<e units Type 1 beds Type 2 beds Type 3.beds
2.26 (i) (183 sites) (75 sites) (99 sites) (109 sites)
Median (IQR) number of CAs 2 (23) 1(01) 2 (12) 2 (1-2)
Weekdays Median (IQR) per 10 beds 0.9 (0.71.2) 1.0(0.01.7) 0.9(0.61.3) 0.9(0.71.1)
Your site per 10 beds
Median (IQR) number of CAs 2 (23) 1(01) 2 (12) 2 (12)
Saturdays Median (IQR) number per 10 bed 0.9 (0.71.2) 1.0(0.01.7) 0.9(0.61.3) 0.9(0.71.1)
Your site per 10 beds
Sundays / Median (IQR) number of CAs 2(23) 1(01) 2(32) 2(%2)
Bank  Median (IQR) number 10 beds 0.9 (0.71.2) 1.0(0.61.7) 0.9(0.61.3) 0.9(0.71.1)
Holidays vour site per 10 beds
Tg;f:?;:éi;rz ZT;SI??EIZI; :La(l:?)/ Zn;;éy(st & Total strol-<e units Type 1 beds Type 2 beds Type 3.beds
(ih) (183 sites) (75 sites) (99 sites) (109 sites)
Median (IQR) number nurses ani 5 (4-8) 3(24) 4 (35) 4 (35)
care assistants
Weekdays \1odian (IQR) number per 10 bec 2.2 (1.92.6) 4.2 (2.75.0) 2.1(1.725) 2.1(1.725)
Your site per 10 beds
Median (IQR) number nurses ani 5 (48) 3(24) 4 (35) 4 (35)
care assistants
Saturdays Median (IQRpumber per 10 beds 2.2 (1.92.6) 4.2 (2.75.0) 2.1(1.72.5) 2.1(1.72.5)
Your site per 10 beds
Median (IQR) number nurses ani 5 (48) 3 (24) 4 (35) 4 (35)
Sundays / care assistants
HZ?;;ys Median (IQR) number per 10 bec 2.2 (1.92.6) 4.2 (2.75.0) 2.1 (1.72.5) 2.1(1.72.5)
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Number of specially trained nurse®2.9, 2.15, 2.2b

Nurses trained iswallow screeningusually Total stroke units| Type 1 beds| Type 2beds | Type 3 beds
on duty at 10am (2.9(i), 2.15(i) & 2.25(i) (183 sites) (75 sites) (99 sites) (109 sites)
Median (IQR) number of nurseg 4 (25) 2 (1:3) 2 (1:3) 3 (24)
Median (IQR b 10
Weekdays beed;an (IQR) number per 1.4(0.91.9) | 2.5(1.73.3)| 1.1(0.61.7) | 1.4(0.91.9)
Your site per 10 beds
Median(IQR) number of nurses 3 (25) 2 (1:3) 2 (1:3) 3 (24)
Median (IQR b 10
Saturdays beeds'an (IQR) number per 1.4(0.81.7) | 2.5(1.73.3)| 1.0(0.61.6) | 1.3(0.81.8)
Your site per 10 beds
Median (IQR) number of nurseg 3(25) 2 (1:3) 2 (1:3) 3 (24)
Sundays / Median (IQR) number per 10
Bank | P 1.3(0.81.7) 2.5(1.73.3) | 1.0(0.61.6) | 1.3(0.81.8)
Holidays
Your site per 10 beds
N i i k
urses trained istroke assessment and ... Totalstroke units Type 1 beds Type 2 beds Type 3 beds
managementusually on duty at 10am (2.9(), (183 sites) (75 sites) (99 sites) (109 sites)
2.15(ii) & 2.25(ii)
Median (IQR) number of nurses 4 (2-6) 2 (1:3) 2 (23) 3 (24)
Medi IQR b 10
Weekdays beeds'a” (IQR) number per 15(1.12.0)  2.5(1.840) 1.3(0.817) 1.5(1.02.0)
Your site per 10 beds
Median (IQR) number of nurses 4 (2-6) 2 (1:3) 2 (1-3) 3 (24)
Median (IQR b 10
Saturdays beeds'an (IQR) number per 15(1.01.9)  2.5(1.84.0) 1.2(0.81.6) 1.5(1.01.8)
Your site per 10 beds
Median (IQR) number of nurses 4 (25) 2 (1-3) 2 (1-3) 3(24)
Sundays / Median (IQR) number per 10
Bank beds P 1.5 (1.01.9) 25(1.840) 1.2(0.81.6) 1.5(1.01.8)
Holidays

Your site per 10 beds

CommentNursing staffing levels in hospital are important and associated with patient sa

FYR Y2NIlFftAdled ¢KSNE KlFIa 0SSy YdzOK RA&O

7z

staff by NICEh{tp://www.nice.org.uk/Guidance/InDevelopment/gid

safenursestaffingadultwardsacutehospitpénd we have recently published that in acute

stroke units there is an association between higher nursing numbers aret lmortality
(http://www.plosmedicine.org/article/info:doi/10.1371/journal.pmed.10017DPDue to the

complexity of stroke patients it should be expected that nursevgls should be above the
average for acute hospitals. The difference at national level in registered nursing levels i
1 beds between 10am and 10pm seen in the audit may be cause for concern. The fact tk
nursing levels are approximately the saawross days of the week and pubiliglidays is
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reassuring. Units with below average stroke unit staffing should urgently address this iss
and increase their establishment. Poor care resulting from low nursing levels is clearly
unacceptable and should @ issue addressed by commissioners and the Care Quality
Commission.
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Breakdown of total stroke unit nursing establishment by band for each type of stroke unit
bed (Q2.11, Q2.17 and Q2.27)

Following the interest in the influence of nurse ratios to stroke beds on duty at weekends
and to obtain further detail of the skill mthis question was broken down by Bands. There

are no comparisons to previous years. There is good evidence about how structure in stroke
services predicts outcomes and we are aware when visiting units that there is great pressure
on nursing levels. lthe London reconfiguration a minimum of 3 nurses per 10 beds was

recommended and the recent paper by Bray et al

(http://www.plosmedicine.org/article/info:doi/10.137jburnal.pmed.100170psupports

this sort of level of nurse staffing to minimise stroke mortality. These data should be of help
to commissioners who are looking at reconfiguring services.

Total establishment of WTE nurses Total stroke Type 1 beds Type 2 beds Type 3 beds

(bands 18c) for all stroke beds unit beds (75 Sites) (99 Sites) (109 Sites)

(Q2.11, 2.17 & 2.27) (183 Sites)

Band Median (IQR) number of nurses 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0)

1 Median (IQR) number per 10 bed 0.0 (0.00.0) 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0)
Your site per 10 beds

Band Median (IQR) number of nurses 12.1 (8.617.5) 3.5(1.57.0) 10.0 (6.013.0) 10.8 (6.114.0)

2 Median (IQR) number per 10 bed 4.6 (3.75.8) 5.3 (1.66.7) 4.6 (3.75.7) 4.8 (3.66.2)
Your site per 10 beds

Band Median (IQR) number of nurses 1.0 (0.03.0) 0.0 (0.61.0) 0.0 (0.62.0) 1.0 (0.03.0)

3 Median (IQR) number per 10 bed 0.4 (0.01.2) 0.0 (0.60.9) 0.0 (0.01.1) 0.5(0.61.2)
Your site per 10 beds

Band Median (IQR) number of nurses 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0)

4 Median (IQR) number per 10 bed 0.0 (0.00.0) 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0)
Your site per 10 beds

Band Median (IQR) number of nurses 18.0 (13.327.2) 9.8 (4.514.4) 14.0(10.317.8) 14.8 (10.918.0)

5 Median (IQR) number per 10 bed 7.3 (5.98.7) 10.3 (7.516.5) 6.8 (5.27.9) 6.9 (5.88.2)
Your site per 10 beds

Band Median (IQR) number afurses 3.0 (2.06.0) 2.5(0.75.4) 2.0 (1.63.0) 2.0 (1.64.0)

6 Median (IQR) number per 10 bed 1.2 (0.72.0) 2.7 (0.96.7) 0.9 (0.61.3) 0.9 (0.61.7)
Your site per 10 beds

Band Median (IQR) number of nurses 1.0 (1.62.0) 0.5 (0.61.0) 1.0(0.51.0) 1.0 (0.81.0)

7 Median (IQR) number per 10 bed 0.4 (0.40.6) 0.6 (0.61.3) 0.4 (0.30.5) 0.4 (0.30.6)
Your site per 10 beds

Band Median (IQR) number of nurses 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0)

8a Median (IQRhumber per 10 beds 0.0 (0.00.0) 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0)
Your site per 10 beds

Band Median (IQR) number of nurses 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0)

8b Median (IQR) number per 10 bed 0.0 (0.00.0) 0.0(0.0-0.0) 0.0 (0.60.0) 0.0 (0.60.0)
Your site per 10 beds

Band Median (IQR) number of nurses 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0)

8c Median (IQR) number per 10 bed 0.0 (0.00.0) 0.0 (0.60.0) 0.0 (0.60.0) 0.0 (0.60.0)
Your site per 10 beds
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Establishment and working pattern of qualified and support staff by disciplii@3.3)

language therapy

% (N 7 day service)

5% (9/180)

8% (8/95)

Whole Time Equivalents Qualified staff Support staff Your site WTE pel
(WTE) (Q3.3) (183 sites) (183 sites) 10 beds
%(N YES) 54% (98) 11% (21)
Clinical % (N 6 day service) 0% (0/98) 0% (0/21)
psychology % (N 7 day service) 1% (1/98) 5% (1/21)
Median (IQR) 0.1 (0.60.5) 0.0 (0.60.0)
Median (IQR) per 10 bed 0.0 (0.60.2) 0.0 (0.60.0)
% (N YES) 98% (179) 21% (38)
% (N 6 day service) 1% (2/179) 5% (2/38)
Dietetics % (N 7ay service) 1% (2/179) 8% (3/38)
Median (IQR) 0.5 (0.30.8) 0.0 (0.60.0)
Median (IQR) per 10 bed 0.2 (0.20.3) 0.0 (0.60.0)
% (N YES) 100% (183) 91% (167)
Occupational % (N 6 day service) 13% (24/183) 7% (12/167)
therapy: % (N 7 day service) 22% (40/183) 21% (35/167)
Median (IQR) 3.0 (2.64.1) 1.0 (0.51.8)
Median (IQR) per 10 bed 1.1 (0.81.5) 0.4 (0.20.6)
% (N YES) 100% (183) 95% (173)
% (N 6 day service) 16% (29/183) 10% (18/173)
Physiotherapy % (N 7 day service) 28% (52/183) 24% (41/173)
Median (IQR) 3.4 (2.55.0) 1.2 (0.91.9)
Median (IQR) per 10 bed 1.3 (1.21.6) 0.5 (0.30.7)
% (N YES) 98%(180) 52% (95)
Speech and % (N 6 day service) 3% (5/180) 2% (2/95)

Median (IQR) 1.4 (0.82.1) 0.1 (0.00.5)
Median (IQR) per 10 bed 0.5 (0.30.8) 0.0 (0.60.2)
% (N YES) 92% (169) 66% (120)

% (N 6 day service)

4% (6/169)

4% (5/120)

Pharmacy % (N 7 day service) 9% (16/169) 8% (10/120)
Median (IQR) 0.4(0.20.7) 0.2 (0.00.4)
Median (IQR) per 10 bed 0.2 (0.20.2) 0.1 (0.60.2)
N (% YES) 100% (183) 99% (182)
N (% 6 day service) 0% (0/183) 0% (0/182)
Nursing: N (% 7 day service) 97% (178/183) 98% (178/182)

Median (IQR)
Median (IQR) per 10 bed

23.0 (17.935.0)
9.2 (7.610.9)

14.8 (10.920.8)
5.4 (4.66.7)

Thirty-four percent of (62/183) sites have 6 or 7 day working for at least two of
physiotherapy, occupational therapy and speech and language therapy (increase from 23%
in 2012).
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Comment:There has been an increase in whole time equivalent (WTE) clinical psyc
posts such that now 54% of sites have some clinical psychology service howeve
compared to absolute numbers of staff per stroke unit, clinical psychology inputimer
pitiably small with a median of 0.04 WTE per ten beds. Otherwise multidisciplinary st
in terms of median numbers per 10 beds, has not greatly changed in the face of a f
small increment in delivering weekend occupational and physiotheragyices. Units
moving to provide 7 day a week therapy services need to ensure that this does not c(
a cost of reducing therapy services within normal working hours.

Junior doctor sessionfQ3.6)

Junior doctor time(sessions) per week for all strokéts

beds: (Q3.6) National (183 sites) Your site
Specialist trainee 3(ST3)/registrar grade or above 7 (210), 1579

Foundation years/core training/ST1/ST2 or below 20 (1630), 3743

Non training grade junior doctor 0 (08), 1014

Total junior doctorsessions 30 (1942), 6335

Comment:Junior doctor support for stroke units is provided predominantly by early y
trainees with relatively little registrar grade input. Training specialist registrars in strc
crucial to meeting the unmet demand for stroke specialist consultants and training
need to be reviewed and increased to match current and future cibastudemand.

Access to clinical psycholodg®3.1 and Q3.2)

Stroke unit hasccess within 5 days to (Q3.1 National (183 sites) Your site
1 Social work expertise 97% (178)
1 Orthotics 86% (157)
1 Orthoptics 85% (155)
1 Podiatry / Foot health 60% (110)
Access to clinical psychologist(®3.2) National (183 sites) Your site
Access to Clinical Psychologist(s) 61% (112)
1 If yes, within 5 days 81% (91/112)
e oo e e prouded by il QBT gt oupatens
1 Mood assessment 84% (94) 70% (78)
1 Mood treatment 82% 92) 72%  (81)
1 Higher cognitive function assessment  86% (96) 73% (82)
1 Higher cognitive function treatment 78% (87) 71% (79)
1 Noncognitive behavioural problems

0, 0,
assessment and/or treatment 84% (94) 2% (81)
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CommentAccess to clinical psychology has increased with the further investment in st
from 52% in 2012 to 61% in 2014. This makes the lack of access to such support se¢
more inequitable for the 39% of units that have no clinical psychology input. s\tzascial
work expertise remains high but key services for stroke patients such as orth
orthoptics and in particular podiatry, are still shamefully lacking in a number of (
Commissioners should look towards using service specifications wothders to ensure
stroke patients who require these key services have timely access or expect a ng
impact on quality of care and likely prolonged length of stroke unit stay.

3.4.4 Other aspect of stroke care across ALL stroke units (Type 1, 2)and 3

The denominator for this section is 183 sites with a stroke unit i.e. it is not broken down by
RATFSNBYG wielrLlSaQ 2F aidNeRr1S dzyAlG oSRao

Early mobilisation(Q3.5)

National Clinical GuidelinePeople with acute stroke should be mobilised within 24 hairs
stroke onset, unless medically unstable, by an appropriately trained healthcare professional
with access to appropriate equipment.

The AVERT trial will be reporting this year with RCT evidence on early mobilisation. The
current guidelines recommend dg mobilisation as good practice.

Patient mobilisation (Q3.5) National (183 sites) Your site

Patients stays in bed until assessed by a physiotherag 13% (23)

Comment:The practice of keeping stroke patients in bed until reviewed by a ther
remains at the same level as in 2012 (22 sites 2012, 23 sites 2014). We would s
recommend those trusts with this policy to provide training and competencies for sf
unit nursing staff to be able to make this key early management decision. Eeranv
increase in 7 day therapy, many patients will arrive outside of normal working hours
clinical decision about early mobilisation is required to prevent patients who are med
stable otherwise being inappropriately kept on bed rest.
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Multi disciplinary team meeting$Q3.7ad)

Patients who need ongoing rehabilitation should be treated in a specialist stroke
rehabilitation unit which should have a coordinated multidisciplinary team that meets at

least once a week for the interchange of infafon about individual patients. This

requirement is part ofthd GNP 1S ! YAG ¢NRARFEAZGAQ /2t

All Stroke Units (please refer to page 49).

Team meetings National Your site
(183 sites)
Frequency of formal tearmeetings for Less than once a week 0% 0)
the interchange of information about Once a week 20% (37)
individual patients on the stroke unit Twice a week 10% (19)
(Q3.7) More than twice a week 69% (227)
Clinical Psychology 31% (57)
Dietetics 62% (113)
Medicine (Senior Doctor) 98% (179)
Disciplines that regularly attend the ~ Nursing 99% (182)
team meetings (Q3.7a) Occupational Therapy 100% (183)
Physiotherapy 100% (183)
Social Work 57% (105)
Speech & Languagénerapy 88% (161)
All stroke unit patients are discussed in the meetings (Q3.7b) 99% (181)
Stroke inpatients on other wards ever discussed in these meetings
(Q3.70)* 77%  (105/137)

ALLstroke patients on other wards discussed in these meetings (Q3. 59% (81/137)
F nckmMyo aAdSa o6wHp:r0 FYyasSNBR Wb2d I|LILX AOlFGESQ
on other wards.

Comment: The composition of multidisciplinargtroke team meetings has not great
changed from 2014 other than a small increase in clinical psychology participation
from 26%). More teams than before (69% from 61%) are meeting more than twice a
indicative of the importance placed by hospg#aon formal multidisciplinary tear
communication in order to optimise stroke unit care.

Palliative carg(Q3.8)

National Clinical Guidelines:

0 2 NJ |

Teams providing care for patients after stroke should be taught how to recognise patients
who might benefitfrom palliative care. All staff caring for people dying with a stroke shpuld
be trained in the principles and practice of palliative care. All patients who are dying should

have access to specialist palliative care expertise when needed. All patiemtsre dying

should be given the opportunity of timely/fastack discharge home or to a hospice or care

home according to wishes of the patient and/or carers.
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Palliative care (3.8) National (183 sites) Your site
Palliative care patients treated on stroke units 100% (183)
If YES:

1 Hospital has documented policy/guidance for clinicians on

96% 175/183
palliative and end of life care ° ( )

Comment: Palliative care treatment remains an important aspect of stroké care and in
the aftermath of the controversy surrounding the withdrawal of the Liverpool Care Pat
from hospitals in 2013, it is reassuring that hospital guidance on end of life care is
place for 96% of stroke units. The eight sites thaindt have such guidance should urgen
address this.

Venous thromboembolism preventiofQ3.9)

In 2012 the University of Edinburgh carried out the CLOTS 3 trial with the aim of establishing
whether Intermittent Pneumatic Compression (IPC) reducesitkeaf a person admitted to

hospital with a stroke developing a deep vein thrombosis (DVhg. trial results showed a

3.6% decrease in absolute risk reduction in the incidence of DVT and that IPC improves

overall survival of stroke patients until 6 mosth-ollowing publications of the results in

August 2013 NHS England and the NHS Improving Quality (NHS 1Q) put forward a bid to
ddzLJLJ & | LIWNBEAYI GStfeé ¢ Y2yGKaQ 62NILK 2F Lt/
the benefits in every day pracg.

In order to establish what preventative methods stroke units are using since the results of
this trial and the distribution of the IPC sleeves the following question was included in the
2014 organisational audit proforma.

First line treatment fopreventing venous thromboembolism (Q3.9) National Your site
(183 sites)

Short or long compression stockings 1% (1)

Intermittent pneumatic compression device 42% (77)

Low molecular weight heparin 35% (64)

None of the above 22% (41)

Comment:We now have good RCT evidence not to use compression stockings after
and the single unit where this is still practiced should stop. Since 2012 there is ne
evidence to support intermittent pneumatic compression device use in selected s
patients. We will look to monitor the implementation of this at a patient level in SS
although already 42% of units state they are using such devices. The patient leve
suggests that the proportion of patients actually receiving intermittent pneum
compression treatment currently is very small.
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{GNRB1S !YAG ¢NRFEAAGAQ /2T 02N GAZ2Y

National Clinical Guideline recommendation$?atients who need ongoingpatient

in a specialist stroke rehabilitation unit, which should fulfil the following criteria:

the interchange of information about individual patients

w Al KFa FINBSR YIylFr3aSYSyid LINRG202f 3
evidence.

rehabilitation after completion of their acute diagnosis and treatment should be treated

o{ . ¢

w A0 aK2dzZ R 6S F 3IS23aINILKAOIffe ARSYGATASR
w AU &K 2 dafdiRated inuii@isciplinaQy team that meets at least once a week for

w GKS aGFIFF akKz2dzZ R KI dS &LISOAlIf A&l SELISNIAA
w SRdAzOF GA2Yy | f LINE INI YYS dor staff, patidnis &r@l bEketsi A 2y | NJ

T2 NJ

¢tKAa aSOGA2y NBFSNAR (2 Fff mMyo adGNB1S dzyAidad

subsequent papers produced by memberfstbe group identified a number of features

common to units participating in the randomised controlled trials of stroke unit care. In an
attempt to identify whether hospitals describing themselves as having stroke units are

meeting a basic standard, fifeatures were included in the audit to define how such units

are organised. These are listed in the next table.

Number of SUTC National
characteristics achieved 2010 (198 sites) 2012 (189 sites) 2014 (183 sites)
2 1% (1) 2% (3) 1% (2)
3 11% (21) 11% (21) 10% (18)
4 51% (101) 44% (83) 45% (83)
5 38% (75) 43% (82) 44% (80)

Comment: The aspiration for all stroke units must be to fulfil all 5 of the SUTC
characteristics. With the enormous investment and the many improvements in all aspe
stroke care nationally, it is then hugely disappointing that we have not made
significant improvements over time here. The shortfalls are in particular in providing f(
links with patients and carers, patient information and a programme of comtm
education for the stroke MDT staff. The fact that formal links with patients and carer
decreased is concerning particularly as the 2012 SSNAP acute organisational repor
F2NJ Iy AYLINRGSYSyld Xhs maykbe Zonsidéwdsl lassedmportait
component of care than some of the others but we would suggest this it is critical
stroke unit to perform effectively. Without direct involvement of patients and carers it ig
unlikely that the unit will address their needs adequat®Ve consider this to be one of t
major areas for improvement over the next 12 modt@ 2 S g2dzf R f A ] §
2014. These criteria do not necessarily require financial resource and should be con
as fundamental for all stroke unitH.your site does not meet all 5 criteria, then you sho
consider addressing the deficiencies as a priority.
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SUTG&ey National Your site
characteristics 2010 2012 2014 2014
(198 sites) (189 sites) (183 sites)

There areclinicians with specialist
knowledge of stroke who are formally
recognised as having principal responsibili
for stroke services

Clinician: (Q6.1) 100% (198) 100% (189) 99% (181)

Stroke service has formal links withtients
and carers organisations for communicatic
on ALL of the following:

1 Service provision

1 Audit

1 Service reviews & future plans

Formal links with
patients and
carers: (Q8.4i,ii,iii)

43% (85)  53% (100) 51% (93)

Formal team meetings, on average at leas
once a weeHor the interchange of
information about individual patients on thi

Multidisciplinary

Team meetings: 99% (197) 100% (189) 100% (183)

(Q3.7) stroke unit
Patient information literature displayed in
. unit/ward on the following: Patient version:
Patient . o
. . of national orlocal guidelines/standards
information:

OR 93% (185) 95% (179) 94% (172)
Patient information literature displayed in
unit/ward on the following: Social Services
local Community Care arrangements

(Q8.2a or Q8.2b)

There is funding for external courses

Continuing available for nurses and therapists
education: AND 88% (174) 81% (154) 88% (161)
(Q7.4,7.4a) At least ONE staff day was paid for betwe:
1 April 2013 and 3March 2014
All 5 SUTC Key Characteristics 38% (75) 43% (82) 44% (80)

The percentages in this table show how many sites, of those achieving a given number of
the SUTC characteristics, are achieving each individual characteristic. The shading shows
cells with less than 75% of sites achieving the characteristic

= 0 2
(/D) § % o é g
5 -2 S ] T © o o)
= ki a g 3 = =
3 G @ T s S = 2=
8g 3, B g S = g £%
Es E3 £ = S 5 =
Z5 ) O S8 it o OB
2 2(1%)  0(0%) 0 (0%) 2(100%) 2 (100%) 0 (0%)
3 18(10%) 18 (100%) 1 (6%) 18 (100%) 9 (50%) 8 (44%)
4 83(45%) 83 (100%) 12(14%) 83 (100%) 81 (98%) 73 (88%)
5 80(44%) 80 (100%) 80 (100%) 80 (100%) 80 (100%) 80 (100%)

From this table,
w Having a clinical lead and holding a multidisciplinary team meeting at least once a week
appear to be most readily achievaldbaracteristics.
w Formal links with patients and carers appears to be the most difficult characteristic to
achieve.
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3.5 Management of stroke services

This section includes all 183 sites which participated in the audit.

3.5.1 Investment in stroke special staff (Q6.2¢ Q6.6, Q7.407.8)

This section reports on the number of whole time equivalents (WTES) of staff.

WTE of stroke

Band 7 (183 sites)

Band 8a (183 sites)

specialist staff Median YES (>0) Your site Median YES (>0) Yoursite
(Q6.3) (IQR) (IQR)

Clinical 0.0 (0.00.0) 14% (25) 0.0 (0.00.1) 27%  (49)
Psychologists

Dietitian 0.0 (0.00.3) 29% (53) 0.0 (0.60.0) 2% (3)

Nurses 1.0 (1.62.0) 93% (170) 0.0 (0.00.0) 22%  (41)
?ﬁ;’;’pai;';”a' 1.0 (0.41.0) 78% (142) 0.0 (0.00.0) 12% (22)
Physiotherapists 1.0 (0.71.6) 86% (158) 0.0(0.60.0) 25% (45)

Speech and

Language 0.6 (0.01.0) 69% (126) 0.0 (0.00.0) 16% (29)

Therapists

WTE of stroke specialist staff Band 8b* (183 sites) Band 8c* (183 sites)
Q6.3) YES (>0) Yoursite YES (>0) Your site
Clinical Psychologists 8% (15) 8% (15)

Dietitian 0% 0) 0% 0)

Nurses 10% (29) 2% 3)

Occupational Therapists 3% (5) 0% (0)

Physiotherapists 2% (4) 2% (3)

Speech and Language 20 3) 1% (1)

Therapists

*Note that the median (IQR) WTE was @jCor all staff in Bands 8b and 8c.

Comment:Other than clinical psychology there has been little increase (absolute nun
or relative by site) in stroke specifgenior multidisciplinary team (MDT) resource i
2012. Indeed only clinical psychology has expanded whilst physiotherapy, occupatior|
speech and language therapy have all decreased in absolute numbers. This n
explained by changes to skill mix seniority in order to finance seven day thezapyges.
The most senior posts (8b and 8c) remain predominantly within clinical psychq
According to this audit there is still no stroke specific 8c OT post. Overall it appeat
investment in senior stroke MDT posts has plateaued and if anythirdpdseasing in
keeping with the recent fallow period in NHS investment.
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Specialist nursing across stroke service

This question was included for 2014 at the request of the National Stroke Nursing Forum to
identify the number of specialist nurses in teeoke workforce. Sites were asked to
provide information for every individual nurse (bané@) working in their stroke service in

order to determine whether these nurse were part of or supernumerary to the general
stroke unit establishment.

Number andworking pattern of specialist nurses (band8t) across stroke servic®3.4)

Specialist nurse numbers and working pattern (Q3.4)

National (183 sites)

Your site (per 10

beds)

Band 7 Number of individualsin band (median (IQR)), Total) 2 (1:3), 395

Number of WTE(median (IQR)) 2.0 (2.03.0)

Proportion of nurses whose shift pattern includes 16% (62/395)

nights

Proportion of nurses who shift pattern includes 49% (195/395)

weekends

% nurses routinely on duty on stroke unit* 43% (168/395)
Band Number of individualsin band (median (IQR)), Total) 0(01), 54
8a Number ofWTE(median (IQR)) 1.0(1.01.0)

Proportion of nurses whose shift pattern includes 9% (5/54)

nights

Proportion of nurses who shift pattern includes 26% (14/54)

weekends

% nurses routinely on duty on stroke unit* 6% (3/54)
Band Number of individualsin band (median (IQR)), Total) 0 (G0), 20
8b Number ofWTE(median (IQR)) 1.0 (0.61.0)

Proportion of nurses whose shift pattern includes 5% (1/20)

nights

Proportion of nurses who shift pattern includes 15% (3/20)

weekends

%nurses routinely on duty on stroke unit* 5% (1/20)
Band 8c Number of individualsin band (median (IQR)), Total) 0(00), 2

Number ofWTE(median (IQR)) 0.6 (0.21.0)

Proportion of nurses whose shift pattern includes 0% (0/2)

nights

Proportion of nurses who shift pattern includes 0% (0/2)

weekends

% nurses routinely on duty on stroke unit* 0% (0/2)

* sites were asked to specify if each individual nurse was included in their earlier response qoettéon
about the number of nurses on duty at 10am/pm (Q2.8, 2.10, 2.14, 2.16, 2.24 & 2.26)

Comment:Overridingly the numbers of senior stroke nurse posts reported to the audi
small given the move towards 7 day services.

The practice of the mosesior nurses not working nights or weekends will likely need tq
reviewed although with such a rare resource, stroke services will need to consider ca
how best to use; especially the band 8, stroke specialist nurses.
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Specialist registrarg6.2) National (183 sites)  Your site

Acprgdlted specialist registrar in post registered for stroke specie 29% (53)

training (Q6.2)

Physician Associates (Q6.8) National .
(183 sites) Your site

Physician Associates as part of your clinical té@68) Yes 11% (21)

No  89%(162)

If yes

How many whole time equivalents do these Physician Associate

work across your stroke service? (Q6.8(a)) 1.0(061.0)

Comment:Over one in ten stroke services have now made appointments of the new
health professional group of physician associagggedominantly to make up for shortfal
in junior doctors (or senior nurses). Physician associates are likely to expand grahj
important role, in particular, in future hospital stroke services.

Education for staff (Q7.4) National Your site
(183 sites)
Funding for external courses available for nurses and therapists 91% (167)
(Q7.4)
Number of staff days paid for betweerApril 2013 and 31 March Median (IQRY):
2014 (Q7.4a) 20 (340),
' Total: 7168
At least 10 study days funded betweerfril 2013- 31 March 2014  66% 121

Workforce planning(Q6.5, Q6.6 and Q6.7)

This section reports on the number of Programmed Activities (PAs) assigned to unfilled,
existing and new/additional stroke consultant physician posts.

Unfilled strokeconsultant post$Q6.5) National Your site
(183 sites)
Number of unfilled stroke consultant posts % Yes 26% (48)
(Q6.5)
. National .
If yes: (48 sites) Your site
How many PAs do these posts cover Median (IQR), Tota 10 (611), 454
For how many monthbave these posts been M (IQR) 8 (219)

funded but unfilled?

The remainder of this section is new and aims to ascertain the type of consultant workforce
that is, and may in the future, be in post nationally and at site level. The aim is to improve
both national planning for training of future consultant physicians working in stroke
medicine and their equitable distribution. The results will be used in inform a study being
undertaken by the British Association of Stroke Physicians (BASP).
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Distribution of PAs and allocation of Direct Clinical Care (DCC) for existing and any planned
future posts(6.6, 6.7)

Existing stroke consultant pog{®6.6) National

(183 sites) Your site
Number of PAs for Stroke Consultant Physiciai Median (IQR), 22(14-34),
(Q6.6) Total 4671
Number of consultants PAs are divided betwee Median (IQR), 3(24),
(Q6.6(a)) Total 656
Number of PAs which are allocated to DCC Median (IQR), 17 (10627),
(Q6.6(b)) Total 3588
Existing postsdistribution of National Your site
Direct Clinical Care P£36.6(c)) (656 consultants)
Accredited speciality Geriatrics (% yes) 72% (470)
Neurology (% yes) 16% (108)
Internal medicine (% yes) 6% (40)
Other (% yes) 6% (38)
Estimate of consultants Direct .
Clinical Care (DCC) PAsimoke Median (IQR) 6(38)
Contributions of consultant Stroke unit (% yes) (N) 92% (606)
TIA clinic (% yes) (N) 90% (590)
Stroke out of hours
(% yes) (N) 81% (529)
fkelyto continse ole T l0YsGoyes) () 67% (441
6-10 yrs (% yes) (N) 11% (74)
3-5 yrs (% yes) (N) 10% (68)
<3 yrs (% yes) (N) 11% (73)
Accredited CCST in Stroke
Medicine after Stroke Training Yes (%)(N) 36% (235)
when SpR or equivalent
Future planned postéQ6.7 National :
P POStQ6.7) (183 sites) Your site
Number of sites with
new/additional posts for Stroke % yes (N) 48% (87)
Consultant Physicians
If yes: (N83t?i?ei!) Your site
Number of PAs planned for
new/additional Stroke Consultant M(IQR), T 10(>10), 829
Physicians (Q6.7)
Number of new/additional
consultants (individuals) will these M(IQR), T 1(%2), 118
PAs be divided between (Q6.7(a),
Number of new/additional PAs
which will be for Direct Clinical M(IQR), T 7 (49), 653
Care (DCC) for Stroke (Q6.7(b))
80
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Future planned postsdistribution of National Your site

Direct Clinical Care PAs (Q6.7(c)) (118 consultants)

Accredited speciality Geriatrics (% yes (N)) 64% (75)
Neurology (% yes (N)) 15% (18)
Internal medicine (% yes 0
() %0
Other (% yes (N)) 15% (18)

Estimate of consultants Direct Clinica Median (IQR) 6 (48)

Care (DCC) PAs for stroke

Contributions of consultant Stroke unit (% yes (N)) 97% (114)
TIA clinic (% yes (N)) 95% (112)
(S'\tlr)())ke out of hours (% yes 84% (99)

Comment: One in four hospitals currently has full time vacancies for stroke consul
whilst almost half of all hospitals plan to increase their current stroke consultant ses
This highlights a concern in terms of shortfall in appropriately tidistoke consultants
The median number of stroke consultants per hospital is three with 72% coming fro
speciality of geriatric medicine. Only 53 hospitals (29%) currently have specialist re
training posts in stroke and this has not changedagsefrom the 49 hospitals (26%) fro
2012.

3.5.2 Quality Improvemen{Q7.17.3, Q7.57.8)

National Clinical GuidelineClinical services should take responsibility for all aspects of [data
collection: keeping a stroke register of all patients admittedtheir organisation with

stroke, and providing leadership in clinical audit. Clinicians in all settings should contipue to
participate in national stroke audit so that they can compare the clinical and organisational
guality of their services againeational data and use the results to plan and deliver seryice
improvements.
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Quality Improvement; Management National (183 sites) Your site
Stroke service report prepared for trust board betweeA(til 89% (162)
2013 and 31 March 2014 (Q7.1)
9 Executive on the Board 70% (129)
Levelof management that 1 Nonexecutive on the Boarc  18% (33)
takes responsibility for 1 Chairman of Clinical 40% 73
follow-up of results and Governance (or equivalent) ° (73)
recommendations of the { Directorate Manager 85% (156)
National Sentinel Stroke { Stroke Clinical Lead 93% (170)
Audit (Q7.2) 1 Other 31% (56)
1 No specific individual 0% 0)
1 Not known 0% 0)
Strategic group responsible for stroke (Q7.3): 96% (176)
1 Ambulance trust

. 55% 97/176
What does it include (Q7.3a)  representative 0 ( )

1 Clinician 100% (176/176)
1 Patient Representative 66% (117/176)
1 Commissioner 65% (115/176)
9 Social Services 47% (82/176)
9 Stroke Netwprk 56% (99/176)
Representative

9 Trust board member 44% (77/176)

Total number of 1 One* 9% (16/176)

professionals in the group 1 Two 9% (16/176)
9 Three 11% (19/176)
1 Four 22% (38/176)
1 Five 21% (37/176)
1 Six 16% (29/176)
1 Seven 12% (21/176)

Median number included in 4

group

*These 16 groups were comprised of clinicians.

Quality Improvement, Management National (167 sites*) Your site

System in place that provides feedback on individual cases to the

0,
referring ambulance clinicians (Q7.5) 52% (87)

*16 sites which do not provide care for patients in the first 72 hours are excluded from this denominator.

Quality improvement; patient views National (183 sites)  Your site
Never 5% (10)
) Less than once a year 13% (23)
Fre.quency of a formal survey seeklng 1-2 times a year 20% (36)
patient/carer views on stroke services .
(Q7.6) 3-4 times a year 2% (4)
More than 4 times a year 10% (29)
Continuous (every patient  50% (92)

Report produced between April 2013 and 3March 2014 which
analysed the views of stroke patients (Q7.7)

Patient surveys and/or reports discussed in a formal meeting and
plans devised to act upon findings (Q7.8)

71% (130)

85% (155)
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Comment:Over 95% of hospitals have a strategic multidisciplinary gresponsible for
stroke, and 89% of sites have regular reporting to trust boards. Commissioner involv
in such groups has reduced in relative terms since the advent of Clinical Commis
Groups from 76% in 2012 to 65% in 2014. This is understangsstgaps given the
organisation change in commissioning within England but is important for CCGs to a
going forward to ensure the full implementation of the 10 year National Stroke Strateg
England published in 200Patient involvement has alsmot improved with 66% in 201
compared with 73% in 2012. Putting the patient voice at the heart of service improve
needs to be a consideration for all such groups that currently do not include
representation, particularly as there has been in tlaane period a significant increase
patient surveys of stroke serviceswith now half of hospitals implementing continuo
patient surveys (compared to 36% in 2012).

3.5.3 LeadershigQ6.1)

National (183 sites)  Your site

Clinician with speciali#nowledge of stroke formally recognised as

99% 181
having principal responsibility for stroke services (Q6.1) 0 (181)

1 Doctor 97%  (176/181)
1 Nurse 2% (4/181)
1 Therapist 1% (1/181)

Comment:Doctors continue to be the dominant profession leading hospital stsmkgices.
However, successful stroke teams are multidisciplinary and with the advent of an incre
consultant grade posts in nursing, therapies and allied health professions, this need
the case. Given the issues with current shortfalls in cdastistroke physicians (see secti(
3.10) Trusts should be encouraged to develop multidisciplinary leadership of stroke se|

3.5.4 Research capaci{®)7.10¢ 7.11)

National (183 sites)

) Your site
Median (IQR) 1 or more 3 ormore

Stroke research studies

Number of stroke studies registered with your Reses

4 (27 89% (162) 70% (129
& Development Department (on 1 July 2014) (Q7.10) @) b (162) 6 (129)

27/183 sites (15%) have 0 WTEs for stroke data collection.

Comment With the organisational changes associated with the Stroke Research Ne
(www.uksrn.ac.ul being integrated into the Comprehensive Research Network in

2014, it is reassuring that at least at the current time, there has been little evident imp
stroke research activity with the median number of stroke studies and WTE allotte
stroke data collection remaining unchanged from 2012.
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Stroke data collection@®7.11)

Total number of WTESs allotted for stroke data collection

(Q7.11) National (183ites) Your site
Median (IQR), Total 0.9 (0.41.2),188
WTEsS for stroke data collection (Q7.11(a)) National (156 sites) Your site

Doctor

Manager

Nurse

Therapist

Clinical Audit/Clinical Governance

Data clerk/analyst with specific stroke responsibilities
Data clerk/analyst with general audit responsibilities

16% (25)
11% 17)
47% (73)
17% @7)
13% (21)
72% (113)
11% 17)

Comment:Whilst clinical ownership is vital for validation of clinical research and
collection there has been geassuring relative increase in administrative support for s

activity with a relative reduction in the time spent by doctors and nurses.
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3.6 Patient support and communication

National Clinical Guideline:
Hospital services should have a protodotally negotiated, to ensure that before discharge
occurs:
- patients and carers are prepared, and have been fully involved in planning discharge
- general practitioners, primary healthcare teams and social services departments
(adult services) are all infored before, or at the time of, discharge
- all equipment and support services necessary for a safe discharge are in place
- any continuing specialist treatment required will be provided without delay by an
appropriate coordinated, specialist multidisciplinasrvice
- patients and carers are given information about and offered contact with
appropriate statutory and voluntary agencies.

Patient and carer communication and involveme()8.3, Q8.4 and Q8.5)

Discharge planning (Q8¢3.5) National (183 sites) Yoursite
Patients given a personalised rehabilitation discharge plan 86% (157)
Stroke service has formal links with patients and carers

organisations for communication on any of the following: 91% (167)
9 Service provision 86% (157)
1 Audit 52% (95)
9 Service reviews and future plans 79% (144)
Communication on all 3 of the above 51% (93)
1 Developing research 52% (96)
sttrrg:(ae service has formal links with community user groups 92% (168)

Comment:Patient involvement in discharge plannirgglargely unchanged from 2012. It
routine in the majority but not all stroke services. Services that do not positively repo
the patient involvement in discharge planning should consider why they are at oddg
the majority of providers.
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NICE Quality Standardarers of people with stroke are provided with written informatio
about the patient's diagnosis and management plan, and sufficient practical training to
enable them to provide care

Communication with patients and carers (Q8.1 Stroke unit Stroke unit Outpatients Outpatients
8.2) (183 sites) (Your site) (183 sites)  (Your site)

The organisation of the ward/unit enables
patients to have access to their management p

86% (158) 74% (136)

Patient information literature displayeith ward/unit:
1 Patient versions of national or local

0, 0,

guidelines/standards 7% (140) 61% (111)

9 Social services local community care 89% (162) 70% (128)
arrangements

1 The Benefits Agency 85% (155) 73% (133)

1 Information on stroke 100% (183) 90% (164)

1 Secondary prevention advice 99% (181) 90% (165)

Support for working age patient§Q6.4)
Support for working age patients National (183 sites) Your site

Provision of service which actively supports stroke patients to remair
return to orwithdraw (if appropriate) from work? (Q6.4a)

Provision of service which actively provides educational or vocationa
training? (Q6.4b)

77% (140)

47% (86)

Comment: Clinicians working with stroke patients know that therdasientable access t
vocational rehabilitation for patients with neurological deficits such as aphasia.data
reported does not have face validity and should not induce complacency
commissioners there is not an issue that needs to be dealt witmdte than likely|
represents a very loose definition of vocational rehabilitation than anything else.
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3.7 Pathway at discharge

NICE Quality Standardll patients discharged from hospital who have residual stroke
related problems are followed up withif2 hours by specialist stroke rehabilitation services
for assessment and ongoing management.

3.7.1 Specialist Early Supported Discharge Team (802)

National Clinical GuidelineProvide early supported discharge to patients who are able to
transfer independently or with the assistance of one person. Early supported discharge
should be considered a specialist stroke service and consist of the same intensity apd skill
mix as available in hospital, without delay in delivery.

An early supportedlischarge team is a multidisciplinary team which provides rehabilitation

and support in a community setting with the aim of reducing the duration of hospital care
for stroke patients. A stroke/neurology specific team is one which treats stroke patients
either solely or in addition to general neurology patients.

Specialist early supported discharge (ESD) (Q4.1, 4.1a, 4.1b)  National (183 sites) Your site

Access to stroke / neurology specific ESD multidisciplinary te 74% (135)
M 100%
If yes, percentage of catchment area with access to this team IQR 85100%
91/135 with 100%
Only stroke patients 85% (115/135)

The team treats .
Stroke and general neurology patients 15% (20/135)

Comment: Access to strokspecific EarlySupported Discharge (ESD) has continued
increase from 44% in 2010, to 66% in 2012 and now 74% in 2014. Commissioners
quarter of the country where there is no strolepecific ESD team should consig
themselves now in a minority and not offeringdi and evidencéased services. In th
SSNAP clinical audit currently around one in four patients discharged alive from strok
are already being discharged with ESD.

3.7.2 NonSpecialist Early Supported Discharge Té@m?2)

Nonspecialist earlpupported discharge (ESD) (Q4.2, 4.2a) National (183 sites) Your site
Access to nonspecialist early supported discharge multidisciplinary tean  36% (66)

M 100%
If yes, percentage of catchment area with access to this team IQR 86100%

45/66 with 100%
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Comment: Access to nosspecialist ESD has also increased from 2012 from 26% to 3
keeping with the impetus to reduce length of stay for all hospitalized patients
highlighted in 2012 this is an unproven intervention in the context of stroke where fo
vast majority of cases a stroke specific service will produce the best outcome.

Of the 66 sites with nosspecialist ESD teams, 53 sites also have access to a specialist team.
Thirteen sites use a nespecialist team exclusively.

3.7.3 Longer Ter8pecialist Community Rehabilitation Te@4.3)

Specialist community rehabilitation team (Q4.3, 4.3a, 4.3b) National (183 sites)  Your site

Access to stroke / neurology specialist community rehabilitation te

72% (131)
for longerterm management
If yes, percentage of catchment area with access to this team M 100%
IQR 86100%
88/131 with 100%
The team treats Only stroke patients 36% (47/131)
Stroke and general neurology patients 64% (84/131)

Comment:Access to a specialist communighabilitation team has increased significan
from 2012¢ with 131 hospitals (72%) having access compared with 108 (57%) in 20
length of stay in hospital decreases this is increasingly important to good outcome
stroke and commissioners shoube aiming to provide this for all stroke patients. Alm
30% of hospitals patients have no access to specialist community stroke rehabilitation

3.7.4 Longer Term NeBpecialist Community Rehabilitation Te@d4.4)

. . I National .
Non- specialist communityehabilitation team (Q4.4, 4.4a) (183 sites) Your site
Access to nosspecialist community rehabilitation team for longerm 70% (128)
management
M 100%
If yes, percentage of catchment area with access IQR 106100%

98/128 with 100%

Comment: Access to noispecialist community rehabilitation has increased since 2012
to 70%) but perhaps at the expense of developing specialist community stroke serv
the community which are still lacking in 28% of the country (see above)turefrounds of
the SSNAP clinical audit it may become clearer as to whether this influences
outcome and such therapy should be seen as additional as opposed to an alterna
specialist neurological rehabilitation for those recovering with éfffects of stroke.

Of the 128 sites with a nespecialist community rehabilitation team, 86 sites also have
access to a specialist team. 42 sites use aspatialist team exclusively.
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3.8 Transient Ischaemic Attack (TIA) / neurovascular ser¢i@s.15.5)

National Clinical GuidelinesAll patients whose acute symptoms remit within 24 hours| (ie
TIA) should be seen by a specialist physician (eg in a specialist neurovascular clinjc or an
acute stroke unitithin the time determined by theiclinical features.

Neurovascular service (Q5.1) National (183 sites) Your site
Neurovascular Clinic (Q5.1) %YES 98% (179)
If no (4 sites) , who provides this for your patients (Q5.1(a))

1 Another site within our trust (4/4)

f  Another trust (0/4)
Neurovascular service National (179 sites) Your site
Number of clinics within 4 week period Median (IQR), Total 24 (2028), 4518
(Q5.1(bh)) % more than 4 clinics 95% (170/179)

Number of new patients seen in past 4
weeks(Q5.1(c))
Current average waiting time in days for Median (IQR) 2 (2:3)
an appointnent for clinic (Q5.1(d)) % more than 7 days 4% (7/179)
*National figures are calculated out of the 179 sites providimgarovascular service. However, for the 4 sites
without a service, the results from the other site within the trust are provided.

Median (IQR), Total 54 (3879), 10530

Comment: Rapid access TIA clinics are now well established. The median num
neurovascular clinics has increased fromi2@®012 to 24 per 4 week period with mo
patients being seen on average (median 54 patients seen in last 4 weeks in 2014 col
with 46 in 2012), although there remains a differential of service between 5 day and
services in terms of access to gakr imaging for high risk TIA patients.

The denominator for the remainder of this section relating todask TIA patients is 183.

This comprises 179 sites with an onsite TIA clinic and 4 sites with access to a TIA clinic within
their trust. The 4 sites which do not have a neurovasculacdiave been assigned the

result of the site within their trust which provides this service for their patients.

The denominator for the highisk TIA results is 179. This is because 4 of the 183 sites stated
that they do not provide a highsk TIA serlce.

Highrisk TIA patients Lowrisk TIA patients

Usual waiting time for carotid (ABC@score of 4 or more) (ABCﬁscore of less than 4)
imagin 5.2): i . i .

ging (Q5.2) (i\l;glosr};ﬂs) Your site (Tsagos?;ls) Your site
The same day (7 days a weekl 42% (75) 10% (19)
The same day (5 days a weekl 44% (79) 40% (74)
The next day 9% (16) 1% (2)
The next weekday 4% @) 4% @)
Within a week 1% (2) 40% (73)
Longer than a week 0% (0) 4% (8)

* 4 sites of the 183 only treated lersk TlApatients.
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Sentinel Stroke National Audit Programme (SSNAP)
Acute Organisational Audit 281

Highrisk patients Lowrisk patients
Timescale to see, investigate and initiate (ABCBscore of 4 or more) | (ABCBscore of less than 4
treatment for all TIA inpatientfQ5.3, 5.4): National _ National _
(179* sites) Your site (183 sites) Yoursite
Service provided fONPATIENTS (15846/01/079) ( 10547/1/;3)
If YES as dnpatient

The same day (7 days a week) 60%  (93/154) 40% (42/104)

The same day (5 days a week) 26%  (40/154) 33% (34/104)

The next day 8% (12/154) 7%  (7/104)

The next weekday 5% (8/154) 10% (10/104)

Within a week 1% (1/154) 11% (11/104)

Within a month 0% (0/154) 0% (0/104)

Longer than a month 0% (0/154) 0% (0/104)
Service provided fODUTPATIENTS (1717/?079) (18923;/?33)

IF YES as @utpatient

The same day (7 days a week) 45%  (79/174) 5% (10/182)

The same day (5 days a week) 32%  (56/174) 17% (31/182)

The next day 13%  (22/174) 2% (3/182)

The next weekday 8% (14/174) 7% (13/182)

Within a week 2% (3/174) 63% (115/182)

Within a month 0% (0/174) 5% (10/182)

Longer than a month 0% (0/174) 0% (0/182)

* 4 sites of the 183 only treated lerisk TIA patients.

75% of sites can see, investigate and treat their high risk TIA patients (inpatients or
outpatients) on same anext day (7 days a week).

95% of sites can see, investigate and treat their low risk TIA patients (inpatients or
outpatients) within a week.

TIA patients

The following table relates to the number and location of TIA patients on the day of the
audit (1July 2014)

National Your site
Location of TIA patients Sites Patients per site nF;?itcl)ir;tllsy
N % Median IQR Total % N patients
0,
Total (5.5) 179 (8g;31/709) 0 0-1 258 -
0,
In stroke unit beds(5.5a) 73 (7%5/;8/03) 1 1-2 101 39%
90
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This section shows changes over time since 2006. Results for 2006 to 2010 relate to data
collected for the National Sentinel Stroke Audit (NSSA); 2012 and 2014 data is from the
SSNAP acute orgaational audit.  The section broadly follows the 6 domains of stroke
care; however not all elements of each domain are included due to incomparability between
rounds.

4.1 Acute stroke care organisation (Domain 1)

NSSA SSNAP
2006 2008 2009 2010 2012 2014

% of sites with Type 1 beds achieving all 7 acute
criteria

% of sites with Type 3 beds achieving all 7 acute
criteria

NA NA NA 13% 29% 37%

NA NA NA 3% 12% 17%

100%

80%

60%

37%

40%

29%

0% 12% 17%

0%

2010 2012 2014

12%

% achieving all 7 Acute Critieria *

M Beds used solely for first 72 hours of care
Beds used for first 72 hours of care and beyond

CommentThere have been some positive but modest improvements in ternmscoéased
quality in acute stroke care organisation, as judged by the proportion of sites fulfilling g
acute criteria. However, Type 1 beds should be commissioned to provide all 7 criteria
a service specification. The shortfall in specialistkeeel ward rounds in over onihird of
such units is a concern.
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NSSA SSNAP
2006 2008 2009 2010 2012 2014
% where sites offers thrombolysis onsite (Q1. 18% 42% 66% 74% 89% 90%

100%

80%

60%

40%

20% 18%
0

% of hospitals offering thrombolysis onsite

2006

2008

B % where sites offers thrombolysis onsite

2009 2010

89%

2012

90%

74%
66%
] ““‘\

2014

Comment Although the proportion of hospitals sites offering thrombolysis onsite

remained similar since 2012, the number of sites where this is the case has decrease
may reflect the advent of centralised models of hyperacute care. The numbers of pdlie
eligible patients for thrombolysis and their outcomes is being prospectively recorded a
of SSNAP clinical audit, which will help judge the success of any future organis
changes in terms of effectiveness of thrombolysis treatment by popmriat

4.2 Team working (Domain 2)

NSSA SSNAP

2006 2008 2009 2010 2012 2014
Team meetings (at least) once
wookly % (Q??.?)( ) 100 100 100 99.5 100 100
\':'veezrlzynlzetmgs (at least) twice NA NA NA 51 76 80
Disciplines who regularly attend
teammeetings % (Q3.7a)
Clinical Psychology 18 19 18 22 26 31
Dietetics 61 59 64 65 60 62
Medicine (Senior Doctor) 98 98 29 96 98 98
Nursing 100 99.5 100 99 99 99
Occupational Therapy 99 100 99.5 100 99 100
Physiotherapy 100 100 100 100 99 100
Social Work 77 79 82 78 66 57
Speech & Language Therapy 82 86 82 84 89 88
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Comment: Whilst the audit continues to demonstrate regular MDT meetings \
multidisciplinary representation, the frequency of multiple weekly meetings seems nc
haveplateaued across sites at around 80%. This is likely to reflect the differences be
patterns of working between units with Type 1 beds (for the first 72 hours of care), T
beds (for pos{72 hour care) and Type 3 beds (for 72 hour care and beyond).

Given the importance of joint health and social care planning in transfers of care of §
patients into the community, the diminishing provision of social work representatio
MDT meetings is a major concern. Social workers were present at MDT nse&tii§% of
sites in 2010 and now in only 57% in 2014.

4.3 Specialist roles (Domain 2)

NSSA SSNAP
2010 2012 2014
Consultant ward rounds 7 days per week
1 Type 1* beds (Q2.5) 29% 53% 64%
1 Type 3** beds (Q2.21) 11% 30% 30%
Band 7 Nurse on strokenit (Q6.3) 84% 92% 93%
Palliative care patients treated on stroke unit (Q3 99% 99% 100%
Access within 5 days to social work (Q3.1a) 95% 97% 97%
Access to psychologists (Q3.2) 49% 52% 61%
Vocational training (Q6.4b) 45% 50% 47%
Stay in bed untiassessed by physiotherapist (Q3. 17% 12% 13%

*Type 1: Beds solely for first 72 hours of care
**Type 3: Beds for both first 72 hours of care and post 72 hour care

Comment:Access to psychology has improved from 52% in 2012 to 61% of sites in
which means patients in approximately 40% of sites do not access this key compon
specialist stroke care. More 7 day ward rounds are taking place on Type 1 beds in k
with the general increase in consultant weekend ward rounds in acute hospitals.vdnV
this does not take place in 36% of hospitals sites with Type 1 beds, which mear
patients being admitted at weekend in such units are not being reviewed by s
consultants¢ as they are on weekdays. The neurological diagnosis of stroke ar
differentials is best made by consultants with training and experience in stroke. All pa
admitted to hospital with a suspected stroke should have the expectation of being revi
by a stroke specialist consultant within 24 hours of admission. Verg unlikely that a
patient with acute myocardial infarction admitted to a coronary care unit would not be
over a weekend by a cardiologist. Why should stroke be different?
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4.4 Inter disciplinary services (for sites with a stroke unit) (Domajn

Registered nurse/care assistants at 10al NSSA SSNAP
on normal weekdays (Q2.8, 2.14, 2.24) | 2006 2008 2009 2010 | 2012 | 2014
. 8 8 8
Median (IQR) 7 (611) (612) 612)  (7-12) 8 (711) | 9 (712)
Staff establishment: % YES (Q3.3)
Clinical Psychology 31% 36% 35% 39% 46% 54%
Dietetics 85% 96% 95% 96% 99% 98%
Occupational Therapy 99.5% 100% 99% 99% 100% 100%
Physiotherapy 99.5% 100% 99% 99% 100% 100%
Speech and Language Therapy 94% 99% 98% 98% 99% 98%
Pharmacy 75% 86% 89% 88% 93% 92%
NSSA SSNAP
2010 2012 2014
Access to Orthotics within 5 days (Q3.1)] 76% 83% 86%
Access to Foot health within 5 days (Q3.| 58% 57% 60%
% of qualified 7 day therapy working (Q3.3| 5006 2008NSS§009 2010 201ZSSNAF;014
Occupationall herapy NA 4 4 4 16 22%
Physiotherapy NA 4 7 12 25 28%
Speech and Language Therapy NA 1 0 0.5 3 5%

Comment: Multidisciplinary care is integral to stroke unit care and whilst there has |
steady improvements towards 100% access to all the aliealth professions reporte(
there are still significant deficiencies. This should be picked up using service specifi
by commissioners in order to provide the very best stroke care for patients.
We know that nursing numbers are key to patient safethospital and whilst the median
number of nursing staff (trained and untrained) had previously between 2002 been

steady at eight at 10am on weekdays, it is encouraging to see this has increased to a {
nine in the 2014 audit. The provisiondtlay a week physiotherapy and occupational

therapy remains low at 28% and 22% respectively with speech and language therapy

available 7 days a week in only 5% of sites.
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4.5 Transient Ischaemic Attack (TIA) / neurovascular service (Domain 4)

NSSA SSNAP
2006 2008 2009 2010 2012 2014
Neurovascular clinic onsite (Q5.1) 78% 95% 95% 98% 99% 98%
(C(gg"if))""'th'” a 4 week period 5(48) 8(412) 12(620) 20 (920)| 20 (2628) | 24 (2028)
Average waiting time in days (Q5.1¢ 12 (#17) 7 (512) 6(310) 3 (27) 2 (1-3) 2 (1-3)
‘ 99% ;
,100% - 95% 95% 8% 8% 4
£o0% | 12
o - 12
B go% | /8
3
& 70% - - 10
= v
8 5
5 60% - -8 2
e £
i+ 50% 7 3
£ -
T 40% - 6 E
3 1]
v =
5 30% - S4B
£ =
2 20% - =
= -2
%5 10% -
R 0% T T 0
2006 2008 2009 2010 2012 2014
B Neurovascular clinic
onsite
NSSA SSNAP
2010 2012 2014
See investigate & initiate treatment HIGH risk patients
same day 7 days a week (Q5.3)
1 Inpatients 33% 53% 60%
1 Outpatients 10% 37% 45%
LOW risk patients same day 7 days a week (Q5.4)
1 Inpatients 17% 31% 40%
i Outpatients 2% 6% 5%
Carotid Imaging same day 7 days a week (Q5.2)
1 HIGH risk 10% 36% 42%
1 Lowrisk 2% 14% 10%
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Comment: Neurovascular clinics are now well established throughout the audit with alt
all sites offering such services with average waiting times of 2 d&gven day a wee
services have increased modestly but it is surprising that high risk TIA patientseadtai
40% of hospital sites are stiibt investigated and treated on the same day. High risk
patients are by definition at risk of early recurrence of stroke symptoms and shou
treated urgently. After all, patients with unstable angina admitted acutely to hospital w
not be left withaut same day investigation and initiation of preventative treatment.

4.6 Quality improvement and research (Domain 5)

NSSA SSNAP

2006 2008 2009 2010 2012 2014
Stroke service report produced for trust NA NA NA 88% 93% 899%
board (Q7.1)
Strategic groupesponsible for stroke (Q7.3)| NA NA NA 98% 93% 96%
Funding for external courses available for o o o
nurses and therapists (Q7.4) NA NA NA 90% 88% 91%
1 or more research studies (Q7.10) 56% 68% 72% 81% 92% 89%

CommentWith all the changes to NHS organisations it is reassuring that there has be
decline in the elements of quality improvement and in particular stroke research. W
nationally the responses to each of the items within Domain 5 is 89% or more wedg
aspire to 100% for all four of them.

4.7 Communication with patients and carers (Domains 5 and 6)

NSSA SSNAP
2006 2008 2009 2010 2012 2014

Formal links with patients and carers

organisations for communication on service 74 81 86 90 88 91
provision, audit or futurglans (Q8.4)*
Community user group for stroke (Q8.5) 68 75 81 92** 89** 92

*In 2012, 53% of sites had formal links on all of the three topics. In 2014, this figure is 51%.
** |n 2010 and 2012 we asked for formal links with community user groups for stroke.
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NSSA SSNAP
2006 2008 2009 2010 2012 2014
Patient access to management plan % (Q8. 73 80 79 79 82 86
Patient information literature displayed in
unit/ward on: (Q8.2)
i Papenft versions of national or local 59 77 84 81 82 77
guidelines/standards
1 Social Services local Community Cg 82 81 92 86 88 89
arrangements
1 The Benefits Agency 76 80 88 84 86 85
1 Secondary prevention advice 99 98 98 99
Patientsgiven a personalised
rehabilitation discharge plan (Q8.3) NA NA NA 60 86 86
Patients views sought on stroke service 86 88 89 88 92 95
(Q7.6)
Report produced in past 12 months
which analysed patient views (Q7.7 42 44 51 54 68 n

Comment: Communication with patients and carers has generally improved with each
which has to be congratulated. Sites where this is not happening are firmly in the mi
and should be looking to address this aspect of their service as a priority. Thdatxpes
that we should see 100% positive responses to the same questions in the next audit.

4.8 Planning and access to specialist support (Domain 6)

(Q2.1) NSSA SSNAP
2006 2008 2009 2010 2012 2014

24 25 26 26 25 26
(1630) (20-34) (2036)  (2034) | (20-34) | (20-36)

Median (IQR) number of stroke beds

(Q4.1, 4.3) NSSA SSNAP
2010 2012 2014

Access to a stroke specific ESD team 44% 66% 74%

Access to specialist community rehab 55% 57% 72%

Comment: The median number of stroke unit beds per site has remained reasol
constant over time since 2008, at 26 beds. Access to Early Supported Discharge (E
increased but still a quarter of sites do not transfer care into the community using
eviderce based approach. Access to specialist community neurorehabilitation has img
from 57% in 2012 to 72% of sites in 2014, but still 28% of sites have no access at all.
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This section gives national figures for the organisation of stroke care in England, Wales and
Northern Ireland at 1 July 2014.

Denominators vary within tables because of differing site characteristics. 183 is the total
number of sites that partipated in the audit in England, Wales, Northern Ireland and the
Islands. There are 15 sites in England and 1 in Northern Ireland which do not provide care
to patients in the first 72 hours. These sites are excluded from the analysis of measures
relating to this phase of acute care. Please refer to page 27 for more details on
denominators.
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However, the regional breakdowns relate to results from England, Wales and Northern
Ireland only.

5.0 Type of service overall

: , All sites England Wales Northern Ireland
Care in the first 72 hourdtar stroke (Q1.1) (183siteg  (157siteg  (14site9 (11sites
Care provided for ALL patients in the first 72 hours 83% (152) 82% (128) 100% (14) 82% (9)
after stroke
Care provided for SOME patients in firsthiturs 8% (15) 9% (14) 0% (0) 9% (1)
after stroke
Care is NOT provided for patients within first 72 9% (16) 10% (15) 0% (0) 9% (1)

hours of stroke

5.1 Presentation and initial assessment

All sites England Wales Northern Ireland
(167siteg  (142siteg (14sites (10siteg

There are NO arrangements in place with local

ambulance services to FASTack (rapid blue light

transfer to hospital) patients presenting with acute 1% (2/167) 1% (1/142)
stroke who may be appropriate for thrombolysis

(Q1.2)

0%

(0114) 0% (0/10)
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5.2 Thrombolysis provision

Thrombolysis in your hospital(s)

All sites England Wales Northern Ireland
(167siteg  (142sitey  (14sitey (10sitey
% of sites currently providing an @ite 24/7 83%6(138)  82% (116) 93% (13) 90% (9)

thrombolysis service (Q1.6)

% of sites currently providing a 24/7
thrombolysis servicen-site only or in 99% (165) 99% (141) 100% (14) 100% (10)
collaboration with neighbouring sites (Q1.11

Comment: We are pleased to report that there is nowffectively 100% access
thrombolytic treatment for acute ischaemic stroke across England, Wales and No
Ireland. Over half of sites have access to watri@rial treatments and 93% of sites in Wa
reported that they use intearterial treatmentsfor acute stroke.

Telemedicine (Q1.4)
All sites England Wales Northern Ireland

(167siteg  (142siteg  (14siteg (10sitey

% of sites currently using telemedicine to
allow remote access for management of acu 70% (117) 69% (98) 86% (12) 70% (7)
stroke care

Interventional Neuroradiology (Q1.12) All sites England Wales Northern Ireland
(167sites (142siteg  (14siteg (10sitey

% of sites currently using intarterial
treatment (eg thrombectomy) to treat 54% (91) 51% (72) 93% (13) 60% (6)
patients with acute stroke*

*On site or by referral to another site

5.2.1 Venous thromboembolism prevention

First line treatment for preventing venou

thromboembolism for patients with reduce! G si.tes Englgnd Wa_les Northerr_l JEEle
mobility (Q3.9) (167siteg  (142siteg  (14siteg (10sites
Short or long compression stockings 1%(1) 1% (1) 0% (0) 0% (0)
Intermittent pneumatic compression device  42% (77) 45% (71) 7% (1) 45% (5)
Low molecular weight heparin 35% (64) 34% (54) 29% (4) 45% (5)
Noneof the above 22% (41) 20% (31) 64% (9) 9% (1)

Comment:The evidence base for prevention of venous thromboembolism after stroke
been transformed by the CLOTS trials and it is good to see very little variation in the a
the use of compression stockings, which has effectively disappeared from cliractte.
Use ofintermittent Pneumatic CompressiqiiPC) may well increase in England after rev
and recommendation by NICE. Currently there is low take up of IPC in Wales comp
England and Northern Ireland.
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5.3 Stroke unit provision

100% of sites in England, Wales and Northern Ireland have designated stroke unit beds.

All sites England Wales Northern Ireland
(183siteg (157sites (14sites (11 sites
Median (IQR) number of
stroke beds in stroke units per site 2014 26 (20-36) 27 (2236) 20 (1223) 12 (1619)

(Q2.1)

Comment: The median number of beds in a stroke unit varies considerably by countr
will relate to catchment area and demographics. However, the need for stroke units
geographically distinct clinical areas with dedicated and 7 day specialist multidescif
staffing, means that small units may struggle to be affordable and be prey to econon
scale

5.3.1 Stroke care in the first 72 hours

This section includes
1 Sites with beds used solely for the first 72 hours after stroke (Type 1 beds)
1 Sites withbeds used for both pre and post 72 hour stroke care (Type 2 beds)

The 7 acute criteria for stroke units with type 1 and type 3 beds are:
T Continuous physiological monitoring (ECG, oximetry, blood pressure)

T Immediate access to scanning for urgent strpktients

1 Direct admission from A&E/front door

1 Specialist ward rounds on 7 days a week

T Acute stroke protocols/guidelines

T Nurses trained in swallow screening

T Nurses trained in stroke assessment and management

All sites England Wales Northern Ireland
. . (n=75) (n=73) (n=2) (n=0)
SLELC OISR IS (45% 0f 167  (51%o0f142  (14%of14 (0% of 1Gsitey
site9 site9 site9

Median (IQR) number of type 1 6 (412) 6 (412) 8 (412) i

stroke unit beds (Q2.1c)

% stroke units beds with all 7

0, 0, 0, -
critoria 37% (28/75)  38% (28/73) 0% (0/2)

% stroke units beds with 6 or more

e 68% (51/75)  68% (50/73)  50% (1/2) -
criteria
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Comment:There are currently no Type 1 beds in Northern Irelamdboth England an
Wales the aspiration must be that all 7 critef@ acute stroke units are met in such un
and this is not happening at all in the current two Welsh units and in only 38% of E
units. The median number of Type 1 beds per site in England remains six but has in
in Wales from five to eightsce 2012. The increase in Type 1 beds has to be accomp
with the quality assurance of meeting all 7 acute criteria.

In Type 3 stroke unit beds there is also a marked difference by country in acute criterig
being met, with units in England achievingaixnore criteria in 63% of sites compared wi
25% of units in Wales and 30% of units in Northern Ireland.

All sites England Wales Northernlreland
SIS Ualls Wi 152 & 560k (6(52210291)67 (61(2/0:?142 (855221021‘)14 (1(58:/32 10
site site site9 site9
gfodégnugggggtzggire‘)’f Type 3 22 (1726) 23 (1827) 20 (1522) 13 (1019)
% stroke units beds with all 7 17% (18/109)  21% (18/86) 0% (0/14) 0% (0/10)

criteria

% stroke units beds with 6 arore

eriteria 5506 (60/109)  63% (54/86)  25% (3/14) 30% (3/10)

ppPodH {GNRB1S OFNB IONRaa Fff wieLsSaqQ 27 :

This section includes all 183 sites which have a stroke unit. It is not broken down into
RAFFSNByG wielLlSaqQ 2F adNRB1S dzyAld o0SRO®

The 5SUTC characteristics for all stroke units (type 1, type 2 and type 3 beds) are:
f Consultant physician with responsibility for stroke

1 Formal links with patient and carer organisations

1 Multidisciplinary meetings at least weekly to plan patient care

1 Provisia of information to patients about stroke

1

¢

Funding for trainig (study leave and days taken)*
KS {! ¢/ OKINIYOGSNRAGAO A& RSFAYSR la WI LINRINIYYS

All sites England Wales Northernlreland
(183sitey (157sitey (14 sites (11 sitey
% of sites with stroke units who have all 5 44% 41% 86% 18%
SUTC Key Characteristics (80/183) (65/157) (12/14) (2/11)
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CommentWith respect to the 5 SUTC criteria which should be present in all stroke unit
there is again marked variation by country. Welsh stroke units report meeting all five ¢

in 86% of sites, whilst English units only report all five being met in 4%%esfand the

percentage is even lower in Northern Ireland at 18%. This variation is unacceptable an

should be addressed by commissioners through service specifications.

5.3.3 Whole Time Equivalents (WTE) of staff across all stroke units

The data for nurses/assistants at 10am and 10pm, specialist nurses and qualified staff within
this section are presented as rations of staff per 10 stroke unit beds.

All sites England : Northern Ireland
(183siteg  (157siteg ales (L&itey (11sites)
Median (IQR) number of
registered nurses/assistants  3.46 (3.04 3.46 (3.06
usually on duty at 10am 3.89) 3.89) 3.02 (2.924.17) 3.64 (3.323.89)
weekdays per 10 beds
Median (IQR) number of
registered nurses/assistants  2.22 (1.88 2.22 (1.92
usually on duty at 10pm 2.61) 2.63) 1.67 (1.482.50) 214 (2.082.73)
weekdays per 10 beds
Median (IQR) WTE per 10
stroke unit beds for specialis  All sites England : Northern Ireland
nurses across stroke service (183siteg (157siteg BiENES () (11sitey
per 10 beds (Q3.4)
0.67 (0.44 0.64 (0.43
Band 7 1.00) 0.94) 0.89 (0.531.25) 0.71 (0.381.58)
0.35 (0.20 0.33(0.19
Band 8a 0.45) 0.45) 0.43 (0.210.83) 0.00 (0.060.00)
0.24 (0.13 0.24 (0.13
Band 8b 0.38) 0.38) 0.00 (0.000.00) 0.00(0.000.00)
0.23 (0.04 0.23 (0.04
Band 8c 0.42) 0.42) 0.00 (0.000.00) 0.00 (0.060.00)
Junior doctor time per week All sites England . Northern Ireland
for all stroke units beds (Q3.€ (183siteg (157sitey WHEIEE (A1) (11 sitegy
Specialistrainee
3(ST3)/registrar grade or 7 (210) 8 (210) 4 (310) 0 (05)
above
Foundation years/core
training/ST1/ST2 or below 20 (1630) 20 (1630) 10 (1620) 9 (1-15)
Non training grade junior
doctor 0 (08) 0 (09) 3 (05) 0 (05)
Total junior doctorsessions 30 (1942) 30 (2044) 22 (1328) 15 (826)
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Median (IQR) WTE per 10
stroke unit beds for qualified
staff: (Q3.3)

All sites (183
siteg

England (157
siteg

Wales (14ites

Northern Ireland
(11 siteg

0.04 (0.060.19)
0.19 (0.110.29)
1.13 (0.831.50)
1.33 (1.111.63)

Clinical Psychology
Dietetics
Occupational Therapy
Physiotherapy

Speech & Language Therapy 0-52 (0.340.75)
0.16 (0.090.24)

0.04 (0.060.19)
0.19 (0.120.28)
1.18 (0.921.53)
1.36(1.17-1.64)
0.54 (0.340.76)
0.16 (0.160.25)

0.01 (0.0€0.13)
0.13 (0.070.42)
0.89 (0.861.13)
1.11 (0.931.26)
0.48 (0.430.67)
0.10 (0.070.17)

0.06 (0.060.42)
0.20 (0.110.29)
0.83 (0.641.36)
1.15 (0.771.60)
0.45 (0.260.50)
0.21 (0.120.30)

Pharmacists

9.17 (7.5810.87) 9.22(7.61-10.96) 8.48 (7.089.83) 9.46 (7.5710.49)

Nurses

Northern Ireland
(11 sites)

All sites
(183 sites)

% with 6 or 7 day working for
therapists (Q3.3)

England

(BT sy | Ees (4 siEs)

41% (64/157)
44% (81/183)  50% (79/157)

Speech & Language Therapy 8% (14/180) 9% (14/154%)

0% (0/14)
14% (2/14)
0% (0/14)

0% (0/11)
0% (0/11)
0% (0/11)

Occupational Therapy 35% (64/183)

Physiotherapy

* 3 sites in England do not have any speech and language therapists

% with 5 day access on strok

zjcr;ie,tf;zn)d teammeetings: (ﬁ;"gsslti?;s) (55n7g§tneds) Wales (14 sites) Norzgir;tléil)and
Social work expertise 97% (178) 97% (152) 100% (14) 100% (11)
Orthotics 86% (157) 89% (139) 100% (14) 36% (4)
Orthoptics 85% (155) 85% (133) 93% (13) 73% (8)
Podiatry / Foot health 60% (110) 58% (91) 86% (12) 55% (6)
Clinical Psychologists 61% (112) 62% (98) 57% (8) 55% (6)
Multidisciplinary team

meetings (Q3.7)

Take place more than twice & 69% (127) 74% (116) 79% (11) 0% (0)

week

CommentThe median number of nurses per 10 beds on duty at 10am is between thre
four across all 3 countries. The median total WTE equivalent of trained nurses per 10
beds is nine in England and Northern Ireland and eight in Wales. Onanégls senior 8l
or 8c stroke nurse consultant posts. There are no senior (band 8) nursing posts a
Northern Ireland

Junior doctor time is also variable across countries with England having twice as ma
junior sessions than Northern Irelar{d5). This picture has not changed significantly fr
2012 and has implications for training of future stroke consultants by country.

The median WTE of MDT staff is broadly similar across all three countries but weeken
therapy provision is mainly happemjnn England, with two sites in Wales offering weeke
stroke physiotherapy and no weekend therapy working in Northern Ireland at all report
currently.
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5.4. Management of stroke services

5.4.1 Investment in staff

WTE of Band 7 or above stroggecialist All sites England Wales Northern Ireland
staff (Q6.3) (183 sites) (157 sites) (14 sites) (11 sites)
Clinical Psychologists 0.0 (0.60.7) 0.0(0.60.6) 0.1(0.00.4) 0.2 (0.61.0)
Dietitian 0.0 (0.60.4) 0.0(0.60.5) 0.0(0.00.0) 0.0 (0.60.0)
Nurses 2.0(1.62.0)0 2.0(1.62.7) 1(0.61.0) 1 (0.42.0)
Occupational Therapists 1.0(0.51.2) 1.0(0.61.3) 0.6 (0.01.9) 0.0 (0.01.0)
Physiotherapists 1.0(0.82.0) 1.0(1.62.0) 1.0(0.82.6) 0.0 (0.61.0)
Speech andlanguage Therapists 0.6 (0.01.0) 0.7(0.21.0) 0.4 (0.61.0) 0.0 (0.60.9)
All sites England Wales Northern Ireland
(183 sites) (157 sites) (14 sites) (11 sites)
Accredited specialist registrar in post 0 0 0 0
registered for stroke specialist trainif@6.2) 29% (53) 31% (48) 36% (5) 0% (0)
Number of PAs for stroke consultant
physicians: Median (IQR) (Q6.6) 22 (1434) 23 (1535) 10 (#20) 15 (522)
Number of PAs for direct clinical care for
stroke: Median (IQR) (Q6.6b) 17 (1627) 19 (1328) 10(7-11) 5 (416)
Number of new/additional PAs for stroke
consultant physicians: Median (IQR) (Q6.7) 0(010) 0(010) 0(07) 0(03)
Number of new/additional PAs for direct
clinical care for stroke: Median (IQR) (Q6.7t 7(49) 7(49) 6(7) 3(26)
All sites England Wales Northern Ireland
(183 sites) (157 sites) (14 sites) (11 sites)
(N(;éné))er of unfilled stroke consultant posts 26% (48) 27% (42) 14% (2) 36% (4)
Number of PAs these posts cover (Q6.5a) 10 (611) 10 (811) 8 (510) 2 (07)
All sites England Wales Northern Ireland
(183 sites) (157 sites) (14 sites) (11 sites)
Funding for external courses available for 0 o o 0
nurses and therapists (Q7.4) 91% (167) 91% (142) 100% (14) 91% (10)
Number of staff days paid for betweerpril
2011and 31 March 2012: Median (IQR) 20 (940) 21 (1045) 9 (2:17) 9 (333)

(Q7.4a)
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CommentThere has been a large increase in accredited registrar stroke training posts
Wales to five in 2014 from one in 2012. At the same time Northern Irelanddadost its
single training post, which does not bode well for the speciality going forward. Variatiof
direct clinic consultant time exist between countries between a median of 19 programn
activity (PAs) per site in England and five PAs per hospiddrthern Ireland. These
numbers are not however adjusted for total numbers of stroke unit beglsich we know
are much smaller in Northern Ireland. All countries are looking to invest in additional st
consultant clinical time in the future but aigrter of stroke consultant posts across all thr
countries remain unfilled currently. The situation appears worst in Northern Ireland wh¢
36% of sites have unfilled posts and with no current recognised training post in Northe
Ireland recruitment wilbe dependent on overseas applicants it now seems. Hopefully tf
apparent workforce crisis will be addressed by the recent stroke services review in No
Ireland.

5.4.2 Quality improvement

All sites England Wales Northern Ireland
(183 sites) (157 sites) (14sites) (11 sites)

% of sites with a strategic group responsible for

0, 0, 0 0,
stroke (07.3) 96% (176) 96% (150) 100% (14) 100% (11)

Stroke service report prepared for trust board 89%

0, 0 0,
between 1 April 2018 31 March 2014 (Q7.1) (162) 91% (142) 100% (14) 45% (5)
Report produced between 1 April 20§31 719
March 2014 which analysed the views of patient (130; 72% (113) 79% (11) 45% (5)

(Q7.7)

CommentAs in 2012, Wales is leading the way in terms of Quality Improvement initiati
includingpreparing reports for Trust boardsn stark contrast to the situation in Northern
Ireland, where such reports have been presented in less than half of sites.

5.4.3 Leadership of stroke services

All sites England Wales Northern Ireland
(183 sites) (157 sites) (14sites) (11 sites)

% of sites with clinicians with specialist knowled
of stroke formally recognised as having principa 99% (181) 99% (155) 100% (14) 100% (11)
responsibility for stroke services (Q6.1)
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5.4.4 Research studies

Stroke studies registered with your Researct  All sites England Wales Northern Ireland
Development department (Q7.10) (183 sites) (157 sites) (14 sites) (11 sites)

% of sites with ONE or more research studie 89% (162) 92% (144) 71% (10) 73% (8)

% ofsites with THREE or more research stud 70% (129) 77% (121) 29% (4) 36% (4)

Comment:Most countries remain research active although sites in England have a gre
proportion of sites with 3 or more research studies and this number in Northern Ireland
fallen from 64% in 2012 to 36% in 2014.

5.5 Patient support and communication

. . All sites England Wales Northern Ireland
DUSEEE (I (QEEe) (183 sites) (157 sites) (14 sites) (11 sites)
P.at|ents given a personalised rehabilitation 86% (157) 88% (138) 100% (14) 36% (4)
discharge plan
Stroke service has formal linkéth patients
and carers organisations for communication ¢ 51% (93) 47% (74)  100% (14) 36% (4)

ALL of the following: service provision, audit ,
and service reviews and future plans
Stroke service has formal links with communii

0 0 0 )
user groups for stroke 92%(168)  90% (142) 100% (14) 100% (11)

All sites (183 England Wales Northern Ireland

Support for working age patients (Q6.4) sites) (157 sites) (14 sites) (11 sites)

Provision of a service which actively supports
stroke patients to remain in, return tor 77% (140) 75% (118) 100% (14) 73% (8)
withdraw (if appropriate) from work? (Q6.4a)

Provision of a service which actively provides

0, 0, 0 0,
educational or vocational training? (Q6.4b) 47% (86) 46% (72) 57% (8) 55% (6)

CommentWales continues to perform wetbmpared to the other countries in respect to
patients support and communication and performance in Northern Ireland has seeming
deteriorated significantly from the audit results of 20Dsseminating national audit repol
to patient and carer groupsBa Y S@SNJ 6 SSy SFaASNI gAlGK WY
{{b!'t NBLR2NIlA 06SAy3a NBIRAf& | QOLFLAflLofS
https://www.strokeaudit.org/results/nationakresults.aspx
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5.6 Pathway at discharge
Early supported discharge team refers to a multidisciplinary team which provides
rehabilitation and support in a community setting with the aim of reducing the dumnabi

hospital care for stroke patients.

Access to Early Supported Discharge (ESD) Teams and Community Rehabilitation Teams

' All sites England Wales Northern Ireland
% (n) with access to: (183 sites) (157 sites) (14 sites) (11 sites)
Astroke/neurology specific early supporte 0 0 0 0
discharge multidisciplinary team (Q4.1) 74% (135)  80% (125) 14% (2) 73% (8)
A nonspecialist early supported discharge 36% (66) 34% (53) 36% (5) 64% (7)

multidisciplinary team (Q4.2)

A stroke/neurology specificommunity
rehabilitation team for longeterm 72% (131) 76% (120) 0% (0) 91% (10)
management (Q4.3)

A nonspecialist community rehabilitation

0 0 0, 0,
team for longerterm management (Q4.4) 70% (128)  68% (106)  93% (13) 73% (8)

Comment: Stroke specific ESD is still significantly under provided in Wales, where th
also no stroke or neurology specific community rehabilitation provision (there was
reported in 2012).
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5.7 Distribution of scores for England, Wales and Northéngland

In England, the median total organisational score was 76.4, 157 sites. In Wales, the median
total organisational score was 65.4, 14 sites. In Northern Ireland, the median total
organisational score was 63.0, 11 sites.

Band | England (157 sites] Wales (14 sites) Nort(riirrS]itI(reesl)a i

A 7% (12) 0%

B 29% (46) 0%

C 38% (59) 7% (1) 18% (2)

D 18% (28) 64% (9) 55% (6)

E 7% (12) 28% (4) 27% (3)
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