cPomyaene  SSNAP
Sentinel Stroke National
Audit Programme (SSNAP)

Clinical audit July - September 2015
public report

Clinical audi

National results

January 2016

Based on stroke patients admitted to and/or
discharged from hospital between July - September
2015

Prepared by

Royal College of Physicians, Clinical Effectiveness and
Evaluation Unit on behalf of the Intercollegiate
Stroke Working Party



Document To disseminate results for the process of stroke care for patients admitted and/or discharged in

purpose the period between July — September 2015.

Title Sentinel Stroke National Audit Programme (SSNAP) Clinical Audit July —September 2015 Public
Report

Author Royal College of Physicians, Clinical Effectiveness and Evaluation Unit on behalf of the
Intercollegiate Stroke Working Party

Publication January 2016

Target General public, stroke survivors and carers, health and social care professionals, stroke

audience researchers

Description This is the eleventh report on the clinical component (process of care) of the national stroke
audit, the Sentinel Stroke National Audit Programme (SSNAP). It publishes national and named
team results on the quality of stroke care for patients admitted and/or discharged between
1 July and 30 September 2015. It covers many processes of care across the entire inpatient stay
including comparisons with the October-December 2014, January-March 2015 and April — June
reports where applicable.
The report findings enable the processes of stroke services at national level to be compared
with national standards outlined in the fourth edition of the National Clinical Guideline for
Stroke (2012) published by the Intercollegiate Stroke Working Party, the NICE (National
Institute for Health and Clinical Excellence) Clinical Guidelines, the National Stroke Strategy
2007 and the NICE Quality Standard for Stroke (2010).

Supersedes SSNAP Clinical Audit April-June 2015 public report

Related National clinical guideline for stroke 4™ edition (Royal College of Physicians, 2012):

publications http://www.rcplondon.ac.uk/resources/stroke-guidelines
SSNAP Clinical audit public report — September 2014
http://www.strokeaudit.org/results/National-Results.aspx
SSNAP Acute Organisational Audit Report — December 2014:
http://www.strokeaudit.org/results/Organisational/National-Organisational.aspx
National Sentinel Stroke Audit Clinical Report — May 2011:
http://www.rcplondon.ac.uk/sentinel
SINAP Combined Quarters 1-7 Report — February 2013 and SINAP Comprehensive report —
March 2012: www.rcplondon.ac.uk/sinap
National clinical guidelines for diagnosis and initial management of acute stroke and transient
ischaemic attack (NICE, 2008): https://www.nice.org.uk/guidance/CG68
Stroke rehabilitation: Long-term rehabilitation after stroke (NICE 2013):
www.nice.org.uk/CG162
NICE Quality Standard for Stroke 2010:
https://www.nice.org.uk/guidance/qgs2
National Stroke Strategy (Department of Health, 2007):
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/en/Public
ationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH 081062
Department of Health: Progress in improving stroke care (National Audit Office, 2010):
http://www.nao.org.uk/publications/0910/stroke.aspx
National Cardiovascular Outcomes Strategy:
https://www.gov.uk/government/publications/improving-cardiovascular-disease-outcomes-
strategy
CCG Outcomes Indictor Set 2013-14: http://www.england.nhs.uk/ccg-ois/

Contact ssnap@rcplondon.ac.uk

SSNAP July - September 2015 Public Report (January 2016) 2




Report prepared by:

Ms Anna Argyrides BA
SSNAP Project Coordinator, Clinical Effectiveness and Evaluation Unit CEEu, Royal College of
Physicians

Ms Lizz Paley BA
Stroke Programme Intelligence Manager—Data, CEEu, Royal College of Physicians

Mr Mark Kavanagh BA
SSNAP Programme Manager, CEEu, Royal College of Physicians

Ms Emma Vestesson MSc
SSNAP Data Analyst, CEEu, Royal College of Physicians

Mrs Alex Hoffman MSc
Stroke Programme Manager, CEEu, Royal College of Physicians

Professor Anthony Rudd FRCP CBE
Chair of the Intercollegiate Stroke Working Party, Associate Director for Stroke (CEEu)
Consultant Stroke Physician, Guy’s and St Thomas’ Hospital, London

Supported by:

Mr George Dunn BA
SSNAP Project Coordinator, CEEu, Royal College of Physicians

Dr Geoffrey Cloud FRCP
Associate Director for Stroke (CEEu)
Consultant Stroke Physician, St George’s Hospital, London

Dr Martin James FRCP
Associate Director for Stroke (CEEu)
Consultant Stroke Physician, Royal Devon and Exeter Hospital, Devon

Professor Pippa Tyrrell FRCP

Associate Director for Stroke (CEEu)

Professor of Stroke Medicine, University of Manchester; Consultant Stroke Physician, Salford Royal
NHS Foundation Trust

SSNAP July - September 2015 Public Report (January 2016)



Table of Contents

LG Lo 117 T 2SRRIt 7
FOP@WOIM ...ttt sttt e s bt e st e e s bt e sbe e e sab e e s abeesabeeesabeesabeeeabeeeasaeesas sareeesnneesares 11
Key RECOMMENTALIONS ..ciieviiiiiiiee ettt e e st e e st e e e sbte e e s ssbaeeesntaeeesbeeeeesnsaeeesnes 12
2ol 4= o1 U o Lo RS 15
AImMs Of SSNAP clinical QUIt.....ccueeiiiiiiiiiee e 15
Organisation Of the QUIT.......c.ueiiieiiiec e e e e e tre e e e ebae e e s eate e e e eneeeeeenes 15
Evidence based standards and iNdiCators..........ccoouviiiiiiiiieie e 15
Y= d o To e £ TSP TSR 16
Eligibility and QUAIt SCOPE .uvviiiiiiiiie ittt e e st e e e sbae e e ssabre e e sntaeeesraeeeeanes 16
Availability of SSNAP reports in the public domain .........cceeiiiiiiiiic e 17
U VY =T o1 d=T 0] o 1o g A 01 BT =T e Jo ] o PSPPIt 17
Aims of the July - September 2015 r@POIT.....cccuviieeciiieecciee et e et e e e e e e e are e e e sanaee s 17
Organisation Of this rEPOIt........ueiii i e e e e e e e e e e e s araraeeeaaeeeas 17
Supplementary reporting OULPULS ...ciiiiiccciiiieee et e et e e e e e et e e e e e e e anrre e e e e e e e eanrraaeeaenas 18

Key indicators, domains and SCOMNE ......ceivcuiiiiiiiieeeiee et erree e e e sree e s e e e s rae e e esabeee e enees 18
Participation and Case ASCErTaiNMENT.......ccviiiiciiie ettt e e e rate e e e sbae e e sentaeeesareeeeans 19
Inclusion in NatioNal [EVEl rESUILS........eiiiiiiieiieeee e 19
Inclusion in this report (individual team [evel results) .......cccceecieeeicciie e 20

F XU e [ A 0o Y0 0] o] [T Lo Tl SRS 21
HOW 10 r€ad this FEPOIt e e st e e st e e e e sbte e e e sbaeeesansaeeesans 22
Section 1: Summary of domain and key indicator reSUlts ...........eecoiveiciiiiieec e 25
SSNAP LEVEL ..ttt sttt et st sttt ettt b e b e s bt e s b e bt e nheeeneeeaeeenee eenneen 26
[DToT o o= 11 I B Y ot- [ o] Vo V- N 28
DOMAIN 2: STrOKE UNTT..ccuiiiiiiieiiie ettt st s s s sree e smreesnee e 30
DOmMaiN 3: TArOMBOIYSIS ...vviiiiieieeee e e e e e e e e e e e et e aa e e e e e esennrreaeaeeeeas 32
Domain 4: SPecialist ASSESSIMENTS ...icvuiiiiiiiiie ittt ettt e et e e e st e e e s sbaeeesbtaeeesbaeeesanseeeesnns 34
Domain 5: Occupational TREIAPY .ueeiccuiiiiiiieee ettt e e etre e e s sata e e s sbreeeesbaeeesansaeeesans 36
DOMaIN B: PRYSIOtNEIAPY .. .uviiiiiiiiee ettt e s e e e et e e e seate e e e s baeeeeentaeeesastaeeessaneaeanes 38
Domain 7: Speech and LangUage Therapy ...ccccueeeeeiiiiciieeee e eeccirree e e e e ssctrre e e e e s s s santreee e s e e ssnvenneeeee s 40
Domain 8: Multidisciplinary team WOrKing.........ceueo oo e 42
Domain 9: Standards BY DiSChArZe ......cuee oot e et e e e e aa e e e e s 44
DoMain 10: DiSChArge PrOCESSES ...ciiicuiiiiiiiieie ittt eitieee e ecttee e sttt e e setteeeesbeeeesssbaeeesestaeessseaeesanseeeesnns 46
Y= Tot o] o I = R0 =T o 1 PP OPRT 48
2.1 PatienNt NUMDEIS .ceeeeiieeeecee et st sttt ettt ettt e b e b e e nns 48

SSNAP July - September 2015 Public Report (January 2016) 4



B Y -1 PP PP PP PPPPPPPPPPP P 48
2.4 CO-MOIDIITIES. ceueeeieiiecieeee et st sttt sttt et be e 49

B Y o1 = Y/ oYU 50
2.6 Modified Rankin Scale scores before Stroke.........ccouiiiiiiiriiieeeeee e 51
2.7 Completion rate of NIHSS itEMS ......eeiiiiiiei e e e raee e e e s 51
2.8 SUMMary Of tOtal NTHSS SCOTE ...uviiiiiiiii ettt e e e e e tae e e sate e e e sbaeeeeans 52
2.9 Palliative Care WIithin 72h ......c.coiiiieieee e e e e 52
2.10 ONSEL Of SYMPLOMS ..uiiiiiiiiieicciiie ettt e e et e e et e e e st e e e esbaeessataeeesstaeesansaeessnssaeaeanes 53
Section 3: Processes of care in the first 72 hours .......cocooiiiiiiiiiin e 54
A T YT Y =30 1 o Yo £ Y USRS 54
3.2 Arrival BY @mMBUIGNCE ... e e e e e e e rar e e e e e eeaan 54
3.3 TimiNgs from ClOCK STArt ......coi it e e e sbee e e s saba e e e senraeeeeans 55
3.4 Period OF ArTIVAl ..eoeeeeieieee ettt 55
3.5 Brain Scanning (DOM@iN 1) ...ccccciiieiiiiieeciiiee ettt e et e e et e e e s ta e e e sate e e e ebteeeeentaeeesnntaeaeanes 56
3.6 Stroke Unit AdmisSion (DOM@IN 2) ....euueeeiiiiiiiiiiieeeeec et eeereer e e e eessaaae e e e e e eeeaareneeeeees 57
3.7 First ward of @dmiSSION .......coiueiiiiieiiecee ettt 58
3.8 Thrombolysis (DOMAIN 3) ....cccciieiiieiiieciee ettt ettt e eetee e sre e ste e s beeesbaeesabeesareestaeessaeesaseenns 59
3.8.1 Thrombolysis tIMINGS ....uvviiiiiiie e e s et e s s bte e e e sbaeeessataeeessreeaennes 61
3.8.2 Thrombolysis based on eligibility.........ccoeeiiiiiiiiiie e 62
3.8.3 Complications following thrombolySis..........cceeiiiiiiiiiiiiee e 63
3.8.4 NIHSS 24 hours after thrombolySis ..........eeiieiiiei i e 63
3.9 Specialist assesSMENtSs (DOMAIN 4) .....ooccccuiieieeiiie et et eecee e e et e e e eear e e e eetaeeeeenraeeesbreeaenns 63
3.9.1 Swallowing screening and aSSESSMENTS. .....cccuiiiiiiiieeiiireeeeiiiee et eesreeeesereeeseareeeesssreeeens 64
3.9.2 ASSESSIMENT DY NMUISE..citiiiiiiiiieeeciiee ettt e sttt e et e e st e e e sbee e e esbteessbteeeessteeesanseeessnstaeananes 66
3.9.3 Assessment by stroke specialist consultant..........ccceeveiiiiiiiiiiii e 66
3.10 Therapy Assessments in first 72 hours (Part of Domain 8)........ccccccvveeviiieeeicieee e, 67
Yot (o] o B 1T ol o T o S T U] TR 69
4.1 AssesSMENS DY AiSCHAIEE ... ..uiiiiiie e e e e e e et e e e e e e e e nnraeeeeaeean 69
4.3 Multidisciplinary Working (part of DOmain 8) .......ceivciiiiiiiiiieeiiieee et aee e 722
4.4 Standards by Discharge (DOmain 9) .......ccicciiiei ettt e e e stae e e sbre e e e eaaaeeeans 733
4.5 Patient Condition UP tO diSCRAIZE ......uveiieiiiee et e s e e s aaeeeeans 766
4.5.1 Worst Level of consciousness in first 7 days......cccocceeeeecieeiccciee et 766
4.5.2 Urinary tract infection in first 7 days ...t 766
4.5.3 PNeumonia in firSt 7 daysS. ... ettt e e e e e e e e e raae s 766

SSNAP July - September 2015 Public Report (January 2016) 5



4.5.4 Modified Rankin Scale score at diSCharge ......c.ccoevevveeiecieii e 777
N - | =Y 1Y of- 1 I PRSP 777

4.5.6 Intermittent Pneumatic Compression (IPC).......ccoocviiiiiiieie et et 788
4.5.6 Mortality Data in SSNAP

R T o T=ad a o) ] - VAU 79

4.7 Discharge Processes (DOMain 10) ......ccceeccueeeiiieiiieiieeeiteeesseesreesreeesseeessseessseessessssssessessseeans 811

Section 5: Therapy INTENSITY ...uuiiiiciiee e e e s e e et e e e e satr e e e sabeeeesntaeeesnsaeeean 855

5.1 Occupational Therapy (DOmMain 5) ..c.uveieiciiieeciiie ettt e e e e e saaee s 877

5.2 Physiotherapy (DOMAIN B) ......ccueeeiiciiiieeeiieeeeiieeeeecitee e eette e e eetteeeeeetseeesssseeeesnsaeeesssaeesenseeens 888

5.3 Speech and Language Therapy (DOMaiN 7) ....cccueieecuiieeeeiiee ettt e e et e aree e e 888

R B oY 1ol o To] [ =4V 2P 89

Section 6: Early supported discharge and community rehabilitation preliminary results ................. 900

6.1 INTrOTUCTION ..ttt st sie e s s s st e eaneeneeas 900

6.1.1 Domiciliary teams aNd SSNAP .........uviie e s e st re e e e naraeas 900

6.1.2 Early supported discharge and community rehabilitation ..........ccccooveeeiiiiiiiinns 911

6.1.3 Interpreting the SSNAP FESUILS .......uviiiii et e e e e e e e ea e e e e 922

6.2 Preliminary Results for DoOmiciliary TEAMS ....cccuiiiiiciiieeiiiiee e ciieee ettt e s vre e s sarae e 933

LI R N 1=T T o A T ] PSPPI 93

Section 7: Six month fOllOW UP @SSESSMENTS .....cccccuiiiiiiiieee ettt e e e e e senra e e e sneneeens 96

7.1 Interpreting the RESUILS .......uviieei it e e e e e st rre e e e e s e s ennreneeeeee s 97

7.2 Preliminary RESUILS ..ceiii ettt re e e e e et e e e s e e s e e e e e e e e s e nnnennaeeeeean 98

Section 8: SSNAP Performance Tables (by named team) .......ccc.eeeeiiiiiciiiii e, 103

CONCIUSION ...ttt sttt et sttt et s et et et sea bbb ses b ebeae et ses ek eae ebees et ea et senbeseas sbeaesbetenesennabess 121
Appendices

Appendix 1: Membership of the Intercollegiate Stroke Working Party
Appendix 2: SSNAP Core Dataset

Appendix 3: Comparisons between SSNAP and previous stroke audits

SSNAP July - September 2015 Public Report (January 2016) 6



Glossary

Activities of daily living

Acute ischaemic stroke

Acute stroke unit

Anticoagulation

Antihypertension

Antiplatelet

Aphasia

Accelerating Stroke
Improvement Metrics

Audit

Atrial fibrillation (AF)

Cardiovascular Disease
Outcomes Strategy

Care home

Carer

Casemix

Refers to activities that people normally undertake (e.g. bathing, dressing,
self-feeding).

A type of stroke that happens when a clot blocks an artery that carries
blood to the brain, causing brain cells to die.

An acute stroke unit is one which treats patients usually in an intensive
model of care with continuous monitoring and nurse staffing levels.

Treatment to reduce the likelihood of blood clotting.

A drug that reduces high blood pressure.

A drug that helps prevent the formation of blood clots by affecting the
function of certain blood cells; examples are aspirin and clopidogrel.

A condition that affects the brain and leads to problems using language
correctly.

Stroke indicators measured to accelerate the implementation of the
National Stroke Strategy.

An audit compares clinical process for individual patients and national
guidelines.

This is an abnormal heart beat which can result in the formation of blood
clots. Warfarin is prescribed for people with AF to thin the blood and
prevent clots forming.

Provides advice to local authority and NHS commissioners and providers
about actions to improve cardiovascular disease outcomes.
https://www.gov.uk/government/publications/improving-cardiovascular-

disease-outcomes-strategy

A residential setting where a number of older people live, usually in single
rooms, and have access to on-site care services.

Someone (commonly the patient’s spouse, a close relative or a friend) who
provides ongoing, unpaid support and personal care at home.

A measure of the characteristics of people included in a study such as age,
gender, ethnicity and co-existing illnesses.
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CCG Outcome Indicator Set
(CCG OIS)

ccu

Cohort

Co-morbidity

Community rehabilitation team

Continence plan

Congestive heart failure

Domiciliary Care

Dysphagia

Early Supported Discharge

HDU

Haemorrhage/
haemorrhagic stroke

Hyperacute stroke unit

Hypertension

Incontinence

Infarction

Interquartile range (IQR)

A set of measures by which commissioners of health services (Clinical
Commissioning Groups) are held to account for the quality of services and
the health outcomes achieved through commissioning.
http://www.england.nhs.uk/ccg-ois

Coronary Care Unit.

Group of patients included in analysis for report. It comprises patients
admitted and/or discharged to hospital during a defined date range.

The coexistence of two or more diseases.

Teams working in the community delivering rehabilitation services.

A plan to help a patient increase their control over urinary and fecal
discharge.

Poor heart function resulting in accumulation of fluid in the lungs and legs.

The delivery of a range of personal care and support services to individuals
in their own homes.

Difficulty in swallowing.
A service providing rehabilitation and support to stroke patients in a

community setting by a multi-disciplinary team with the aim of reducing
the duration of hospital care for stroke patients.

High Dependency Unit.

Bleed on the brain caused by a rupture or burst artery.

Some stroke services designate the most intensive treatment as
hyperacute. This would be where patients are initially treated and usually
for a short period of time (i.e. up to three days).

High blood pressure.

Inability to control passing of urine and/or faeces.

Stroke caused by a blocked artery.

The IQR is the range between 25th and 75th centile which is equivalent to
the middle half of all values.
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Intermittent Pneumatic
Compression (IPC)

ITU

Joint care planning

Level of Consciousness

Lipid Lowering

MAU

Median

Mood screening

Motor deficits

Multidisciplinary Team

Myocardial Infarction

National Clinical Guidelines For

Stroke (2012)

National Institutes of Health

Stroke Scale (NIHSS)

National Sentinel Stroke Audit
(NSSA)

National Stroke Strategy

A mechanical method of preventing deep vein thrombosis in the legs.

Intensive Treatment/Therapy Unit.

A process in which a person and their healthcare professional work
together to create a personalised package of care.

A medical term used to describe a patient's awareness of his or her
surroundings and arousal potential.

Reducing the concentration of lipid, such as cholesterol, in the blood.
Medical Assessment Unit.

The median is the middle point of a data set; half of the values are below
this point, and half are above this point.

Identifying mood disturbance and cognitive impairment using a validated
tool.

These include phenomena such as lack of coordination in movement, lack
of selected movement, and lack of motor control.

Refers to several types of health professionals working together,
physiotherapists, occupational therapists, speech and language therapists,
nurses and doctors.

A heart attack.

National evidence based guidelines for stroke care published by the
Intercollegiate Working Party for Stroke third edition 2012.
http://www.rcplondon.ac.uk/stroke/guidelines.

A validated international tool used by healthcare professionals to
objectively quantify the impairment caused by a stroke.

A national audit conducted by The Royal College of Physicians monitors the
rate of progress in stroke care services in England, Wales and Northern
Ireland in a two year cycle www.rcplondon.ac.uk/sentinel. The NSSA has

been replaced by the Sentinel Stroke National Audit Programme (SSNAP).

Provides a quality framework to secure improvements to stroke services,
offers guidance and support to commissioners and strategic health
authorities. http://clahrc-gm.nihr.ac.uk/cms/wp-content/uploads/DoH-
National-Stroke-Strategy-2007.pdf
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NICE Acute stroke guidelines

NICE Rehabilitation stroke

guidelines

NICE Quality Standard for Stroke

Nutritional screening

Palliative care

Rankin score

Rehabilitation stroke unit

Sentinel Stroke National Audit
Programme (SSNAP)

SINAP

Specialist

Thrombolysis

TIA

Urinary tract infection

The NICE Clinical Guideline CG68 Stroke Diagnosis and initial management
of acute stroke (NICE 2008). http://guidance.nice.org.uk/CG68

Stroke rehabilitation: Long-term rehabilitation after stroke (NICE 2013):
www.nice.org.uk/CG162

NICE quality standards define high standards of care within stroke. It
provides specific, concise quality statements, measures and audience
descriptors to provide definitions of high-quality care.
http://pathways.nice.org.uk/pathways/stroke

A first-line process of identifying patients who are already malnourished or
at risk of becoming so.

Treating symptoms for end of life care.

A scale used to measure the degree of disability of dependence in the daily
activities of living.

Stroke units generally accepting patients after 7 days or more and focussing
on rehabilitation.

SSNAP is a new continuous audit that collects data for every stroke patient
along the entire stroke care pathway up to six months:
www.strokeaudit.org

Stroke Improvement National Audit Programme. A continuous acute stroke
audit which measured the process of stroke care in the first 72 hours
www.rcplondon.ac.uk/sinap. The Sentinel Stroke National Audit
Programme (SSNAP) has replaced SINAP.

A clinician whose practice is limited to a particular branch of medicine or
surgery, especially one who is certified by a higher educational organisation.

The use of drugs to break up a blood clot.

Transient ischaemic attack — a stroke which completely recovers within 24
hours of onset of symptoms.

An infection of the kidney, ureter, bladder, or urethra.
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Foreword

This report on the Sentinel Stroke National Audit Programme (SSNAP) uses data collected between
July - September 2015. It includes named hospital results for the entire inpatient care pathway,
where the numbers of patients entered in SSNAP for this quarter make this viable.

In this reporting quarter, an unprecedented number of hospitals, 36 in total, achieved an overall ‘A’
score in SSNAP, which indicates a world-class stroke service. This is a marked increase in the
number of hospitals achieving the highest possible banding this quarter, up from 14 hospitals in
April-June 2015.

The improvements in results are symptomatic of the continued efforts made by teams to use SSNAP
data as a tool for continuously improving the quality of the stroke services they provide to patients.
The genuine commitment to submitting timely and complete data each quarter and acting on audit
results to improve clinical care should be celebrated. Even more teams would have scored an ‘A’ if
they had not been marked down because of issues around the timeliness and quality of data
submission, which should be fairly easily solvable. These latest audit results reinforce our belief that
although SSNAP has set stringent, aspirational targets the top score is achievable and sustainable
over time.

It is also encouraging to see that steady and continuous improvements are being made across each
scoring level and there has been yet another decrease in the number of services scoring an ‘E’ across
the quarter. SSNAP has moved to absolute measurement of results which means that all teams are
capable of showing improvement.

At national level, we are beginning to see improvements in the results for stroke care since data
collection began, both in the first 72 hours of care and in the standards and processes of care by
discharge. However, there remains unacceptable variation across the country. The quality of data
submitted to SSNAP, measured in terms of audit compliance, has also improved each quarter, which
is essential in providing meaningful audit results.

Congratulations to everyone who has contributed to the data presented in this report. Itis a
fantastic achievement that just under 20,000 patient records continue to be available for analysis
each quarter. We estimate that approximately 80,000 patients are admitted to hospital with stroke
per year so we are achieving very high levels of case ascertainment. Complete and high quality data
will be extremely powerful in shaping the future developments in stroke care in England, Wales and
Northern Ireland. They will enable a much stronger case to be made for improvements and greatly
help patients, commissioners and clinicians alike get the best out of the services.

We have received numerous case studies from stroke care providers outlining how they have used
the data to improve their services. It is motivating and encouraging to see that our reporting outputs
are valued and we hope to see continued improvements in results in future quarters.

Professor Anthony Rudd FRCP CBE

Chair of the Intercollegiate Stroke Working Party

SSNAP July - September 2015 Public Report (January 2016) 1



Key Recommendations

1.

SSNAP collects data on the whole care pathway from initial arrival at hospital, through all
inpatient settings, across ESD and community rehabilitation (if provided) and up to a six
month follow-up appointment. It is vital that all teams treating at least 10 stroke patients a
year are part of the audit, as it is only when we have full participation across the care pathway
that we can get the complete picture of the care stroke patients receive up to six months.
Acute providers, as well as CCGs, should be encouraging the post-acute providers to register on
SSNAP and enter data.

It is extremely important that data regarding a patient’s six month follow up is recorded on
SSNAP. These data have the potential to reveal variations in access to six month assessments
across the country. In cases where six month assessments are being provided but are not
recorded on SSNAP, valuable information about patient outcomes post stroke is being missed.

While SSNAP results at national level are largely in line with previous national stroke audits,
there remains unacceptable variation across the country. This needs to be addressed. With the
shift to absolute measurement of results, it is possible for all teams to demonstrate
improvement.

SSNAP should suffice as the single source of stroke data for commissioners and we hope that
they will use the detailed information provided by SSNAP rather than asking providers to give
additional stroke data. SSNAP will be the source of the stroke measures in the CCG Outcomes
Indicator Set and the NHS Outcomes Framework.

All teams should be aiming for complete case ascertainment. The majority of routinely
admitting teams are now submitting over 90% of their patients to SSNAP. For these teams
SSNAP is providing an accurate local and regional picture, and the volume of data allows robust
conclusions to be drawn at national level. The remaining teams need to focus on achieving this
high level of case ascertainment as they will have a less representative (and therefore less
valuable) set of results.

Teams should examine the audit compliance score and determine how this can be improved.
While there have been improvements in audit compliance scores, particularly as a result of
increased completion of NIHSS data items, there are still some teams achieving a low audit
compliance score. It is vital that teams are collecting full and accurate NIHSS scores, as it is the
foundation for casemix adjustment particularly when used for adjusting mortality results (not to
mention its importance in clinical practice). The casemix measures should be looked at closely
in order to determine if there are any significant differences from the national average.

Teams are encouraged to make use of an array of valuable tools and resources available to
help monitor and improve SSNAP performance, and ease the burden of submitting data to the
audit including: a revised DIY analysis tool, a data analysis tool for key measures, designed to
aide local reporting; an updated thrombolysis tool which provides a detailed patient-level
breakdown of the characteristics of patients receiving thrombolysis, or deemed to have been
eligible for thrombolysis; a Best Practice Tariff (BPT) tool, which allows for teams to identify
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10.

11.

12.

13.

whether or not individual patients are eligible to receive each of the three components of BPT,;
a therapy calculator, a simple spreadsheet where users can enter and auto compute therapy
times for patients.

Therapists should use the therapy data provided to identify how their therapy intensity
compares with the national average and with other teams. While we appreciate that the
collection of therapy data in SSNAP is not sensitive enough to determine what should have been
required for each patient, it does provide an overview of therapy intensity across a whole
service (and across whole pathway). Therefore, there is a valuable opportunity for therapists to
engage with SSNAP and use the results to highlight where an increased number of patients
could be getting more face-to-face therapy or where patients could receive more therapy over
a higher number of days and to consider how this can be achieved.

There are a wide range of innovative data visualisation tools available publically including
dynamic maps which have been developed to increase the accessibility and openness of SSNAP
results. These should be used by clinical teams, commissioners, patients and the public to
identify where improvements are needed and drive change.
www.strokeaudit.org/results/Clinical-audit/maps

SSNAP produce an Easy Access Version (EAV) report each quarter, written specifically for stroke
survivors and their carers. This report uses short sentences, simple language, and visual aids
to present results in an easy to read manner. The EAV is publicly available and teams should
ensure that patients and carers who wish to gain a better understanding of the audit are
directed to these reports. https://www.strokeaudit.org/results/Clinical/Regional-Results

Every member of the multi-disciplinary team and managers should have shared responsibility
for discussing and acting on these audit results. Submitting the data to SSNAP constitutes a
huge effort on the part of many members of the stroke service and others, and we hope that
the results will be useful for informing plans for service improvements. There are many teams
already using our reports, presentations, and analysis tools in order to drive change within their
service.

It is being reported that only about 5-7% of patients need psychology after stroke. This is not
consistent with published literature on the prevalence of cognitive and mood difficulties, or the
self-reported, long term, unmet needs of stroke survivors. It is important to clarify that teams
should answer that the patient is applicable if the patient has any psychological difficulty even
if the service does not have access to a psychologist or other mental health professional.

SSNAP users should be aware that, as of 1 October 2015, questions regarding intra-arterial
intervention have been permanently added to our mandatory dataset. The evidence base for
intra-arterial therapy in treating ischaemic stroke has expanded enormously over the past 6
months and ensuring that the treatment is provided safely and effectively is essential, therefore
we believe that the questions we plan to introduce are now of the highest clinical importance.
Currently, the dataset can be found in Section 9 (Other Information) or within the support
section (alongside accompanying help notes).
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14. How SSNAP users are using results to drive change

“All strokes now go directly to CT [scanner], being met by either stroke practitioner or level one
stroke nurse who is then able to swallow screen, etc... patient is taken directly to the stroke unit,
speeding up initial assessments from stroke nurse/stroke specialist consultant and often therapists.
We used SSNAP data to identify that we sometimes only breached [targets] by a few minutes, but
now patients... are reaching the unit in a much more timely way.”

“PowerPoint presentations allow us to look at the results very quickly following release. Previously it
often took some time to interpret the results and produce information in a format useful for team

analysis.”

“We have created a SSNAP notice board in the staff room showing all the reports so ALL staff
involved are aware of the results and show them where we can make improvements, some of the
data is also published throughout the trust on a team brief email and are also discussed at our stroke

steering group”

“We used the slide at our stroke service development meetings which is attended by therapists,
nurses and doctors to highlight areas of good performance and where improvements need to be
made. The data on these slides in compared to local data and action plans are created.”

“Our SSNAP action planning meetings allow us to:
e Focus on areas where improvement is needed, identify cause and agree change strategies

e Share good practice across the 3 units

e Involve the whole team in the process, fostering ownership and a real sense of pride and
responsibility in all staff, not just the senior team.”

“Just to let you know that | think the new analysis tool is really good! It will really help us to get an
earlier insight as to whether we are improving on the various measures and also allow us to assess
our data quality/completeness”

“We have had [used our data] for re-commissioning of existing services and enabled the
development of business cases to gain new Early Supported Discharge services in the areas.”

“[We have] used SSNAP data to drive recording of NIHSS scores, improvements in thrombolysis rates,
and to provide evidence for need for a stroke outreach service, plus much more!”
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Background

This is the eleventh clinical report produced under the auspices of the Sentinel Stroke National Audit
Programme (SSNAP). It reports on patients admitted (or having stroke onset as an inpatient) and/or
discharged from hospital between 1 July and 30 September 2015. The Clinical Effectiveness and
Evaluation Unit (CEEu) in the Care Quality and Improvement Department of the Royal College of
Physicians first conducted the National Sentinel Stroke Audit (NSSA) in 1998
(www.rcplondon.ac.uk/sentinel) and subsequently a total of 7 rounds were undertaken with 100%

participation achieved since 2006. SSNAP combines the NSSA and the Stroke Improvement National
Audit Programme (SINAP) which audited care in the first 72 hours after stroke between 2010 and
2012. (www.rcplondon.ac.uk/sinap).

Aims of SSNAP clinical audit

The SSNAP clinical audit collects a minimum dataset for every stroke patient, including acute
care, rehabilitation, 6-month follow-up, and outcome measures in England, Wales and Northern
Ireland. The aims of the audit are:

e to benchmark services regionally and nationally

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

e to support clinicians in identifying where improvements are needed, planning for and
lobbying for change, and celebrating success

e 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 (NCAPOP) and
run by the Clinical Effectiveness and Evaluation unit (CEEu) of the Royal College of Physicians,
London. Data were collected at team level within trusts (or Health Boards in Wales) using a
standardised method. Clinical involvement and supervision at team level is provided by a lead
clinical contact in each hospital who has overall responsibility for data quality. The audit is guided by
a multidisciplinary steering group responsible for the RCP Stroke Programme — the Intercollegiate
Stroke Working Party (ICSWP). Details of membership of the ICSWP can be found in Appendix 1 or
www.rcplondon.ac.uk/stroke.

Evidence based standards and indicators

SSNAP is the single source of data for stroke in England and Wales. It provides the data for all other
statutory data collections in England including the NICE Quality Standard and Accelerating Stroke
Improvement (ASI) metrics and is the chosen method for collection of stroke measures in the NHS
Outcomes Framework and the CCG Outcomes Indicator Set. SSNAP metrics are aligned with those in
the Cardiovascular Disease Outcomes Strategy. SSNAP data are being used as risk indicators for Care
Quality Commission’s Intelligent Monitoring and for the Stroke Care in England NHS Marker.

The results from this clinical audit compare delivery of care with standards derived from
systematically retrieved and critically appraised research evidence and agreed by experts in all
disciplines involved in the management of stroke. The strength of evidence is outlined in the
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guidelines. No references have been quoted in this report for reasons of space. All relevant evidence
and standards are available in the following:

e National clinical guideline for stroke 4™ edition (Royal College of Physicians, 2012)
http://www.rcplondon.ac.uk/resources/stroke-guidelines

e National clinical guideline for diagnosis and initial management of acute stroke and transient
ischaemic attack (NICE, 2008) https://www.nice.org.uk/guidance/CG68

e Stroke rehabilitation: Long-term rehabilitation after stroke (NICE 2013):
www.nice.org.uk/CG162

e NICE Quality Standard for Stroke 2010
http://www.nice.org.uk/guidance/qualitystandards/stroke/strokequalitystandard.jsp

Datasets and methodology

A core, minimum dataset (Appendix 2) was developed by the ICSWP in collaboration with key
stakeholders. Prospective data were collected via a secure web-based tool provided by Net Solving
Ltd. Security and confidentiality are maintained through the use of passwords and a person specific
registration process. Detailed help notes and FAQs are provided to ensure standard interpretation of
the dataset questions across all participants. Data are analysed by the Stroke Programme at the
Royal College of Physicians.

Only ‘locked’ data are included in SSNAP analysis. The process of locking ensures high data quality
and signifies that the data have been signed off by the lead clinician and are ready for central
analysis.

To view the SSNAP core dataset and help-notes, and for more details about the methods of data
collection, submission and analysis, please visit https://www.strokeaudit.org/Support/Datasets.aspx

Eligibility and audit scope

SSNAP aims to measure the quality of stroke care along the patient pathway from initial admission,
through all subsequent locations, up to and including six month assessment. Teams which treat at
least 10 stroke patients a year at any point up to six months are eligible to participate. Data are
therefore collected by different types of teams along the stroke pathway. These include:

e Routinely admitting acute teams (teams which admit stroke patients directly for acute
stroke care)

e Non-routinely admitting acute teams (teams which do not generally admit stroke patients
directly but continue to provide care in an acute setting when patients have been
transferred from place of initial treatment)

e Non-acute inpatient teams (teams which provide inpatient rehabilitation in a post-acute
setting e.g. community hospitals)

e Post-acute non inpatient teams (These teams include early supported discharge and
community rehabilitation teams)

e Six month assessment providers.

100% of routinely admitting teams and non-routinely admitting acute teams in England, Wales,
Northern Ireland, and the Islands are registered on SSNAP. Recruitment of non-inpatient teams and
teams providing six month assessments is continuing. Given the fact that these teams have not
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previously participated in national stroke audit there has been a slower uptake but more non-
inpatient teams are submitting data to the audit each quarter.

Availability of SSNAP reports in the public domain

SSNAP results are made public on a quarterly basis by named team. This model provides clinicians,
commissioners, patients and carers, and the general public with up to date information on the
processes of stroke care across the entire pathway and is in line with the Department of Health in
England’s data transparency policy. This is the fourth time that named team results for the entire
patient care pathway, including care provided in the community and the provision of six month
assessments have been made publicly available. In this public report, national level results from the
previous three quarterly reports are presented alongside the April-June 2015 results where
appropriate, allowing comparisons to be made between each quarter.

July - September 2015 report

This report includes complete data for 19,971 stroke patients admitted to and 19,551 stroke patients
discharged from inpatient care between 1 July - 30 September 2015. The volume of records
collected allows robust conclusions to be drawn at national level.

Number of locked records Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015
included

Number of stroke patients

included in the 72 hour results 19,652 19,865 20,049 19,971

section (Section 3)

Number of stroke patients
included in the discharge results 19,194 19,471 19,754 19,551
section (Section 4)

Aims of the July - September 2015 report

e To publish national and team level results for the entire inpatient stroke care pathway in the
public domain.

e To allow comparisons to be made between the July - September 2015 results and the previous
three quarterly reports where comparisons are appropriate.

e To describe the methods for calculating the pre-existing or upcoming national measures for
stroke in England: these include Accelerating Stroke Improvement (ASI) metrics; the CCG
Outcomes Indicator Set; NICE Quality Standard for Stroke measures; and the former Vital Sign/
IPMR for Stroke.

Organisation of this report

e Summary of overall performance by domains and key indicators (Section 1)
e National level results for patient casemix (Section 2)

e National level results for processes of care in the first 72 hours (Section 3)

e National level results for processes of care by discharge (Section 4)

e National level results for therapy intensity (Section 5)

e Early Supported Discharge and Community Rehabilitation Results (Section 6)
e Six month follow-up assessments (Section 7)

e SSNAP Performance Tables (by named team) (Section 8)
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Supplementary reporting outputs

With the exception of Section 8, this PDF report presents national level results. Detailed results by
named teams are available on the SSNAP Reporting Portal www.strokeaudit.org/Results/National

including:

e Summary results spreadsheet (July - September 2015): An overview of performance by
reporting 44 Key Indicators within 10 domains of care by named team.

e Full results portfolio (July — September 2015): A very detailed reference document which
includes 72 hour and discharge results for SSNAP data item by named team in addition to
information about casemix, patient cohorts and pathways, and inter-team variation.

e Regional slideshows: hospital results are grouped by region and presented in graphs and
colour coded maps.

e Dynamic maps: Allow you to find information about stroke services for your local provider.
You can compare different standards of care within your team, and compare your local
provider to other providers and against regional and national averages.
www.strokeaudit.org/results/Clinical-audit/maps

Key indicators, domains and scoring

44 Key Indicators have been chosen by the ICSWP as representative of high quality stroke care.
These include data items included in the CCG Outcomes Indicator Set and NICE Quality Standards
(covering England only). The key indicators are grouped into 10 domains covering key aspects of the
process of stroke care. Both patient-centred domain scores (whereby scores are attributed to every
team which treated the patient at any point in their care) and team-centred domain scores (whereby
scores are attributed to the team considered to be most appropriate to assign the responsibility for
the measure to) are calculated.

Each domain is given a performance level (level A to E) and a total key indicator score is calculated
based on the average of the 10 domain levels for both patient-centred and team centred domains. A
combined total key indicator score is calculated by averaging the patient-centred and team-centred
total key indicator scores. This combined total key indicator score is adjusted for case ascertainment
and audit compliance to result in an overall SSNAP level.

Presenting results in this way gives patients, clinicians, commissioners and the public a simple way of
understanding complex data and make conclusions on the level of service provision at national and
provider level. The themes covered by the SSNAP domains are:

Domain 1: Scanning

Domain 2: Stroke unit

Domain 3: Thrombolysis

Domain 4: Specialist assessments
Domain 5: Occupational therapy
Domain 6: Physiotherapy

Domain 7: Speech & language therapy
Domain 8: MDT working

Domain 9: Standards by discharge
Domain 10: Discharge processes

Section 1 of this report presents summary national level results by overall domain and component
key indicators. Section 8 presents an overview of named team results for domains and scoring with
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more detailed results available on the SSNAP results portal: www.strokeaudit.org/results/national.

For technical information about how scores are calculated, please refer to the ‘Technical Scoring
Info’ tab of the SSNAP Summary Report. www.strokeaudit.org/results/national

Participation and Case Ascertainment

Case ascertainment is a vital component of SSNAP as the aim is to have fully complete data on every
new stroke admission. To be included in the named team results spreadsheets available on the
SSNAP reporting portal (www.strokeaudit.org/Results/National), routinely admitting teams in

England had to submit a minimum percentage of all their cases as estimated based on Hospital
Episode Statistics (HES) or coding data for the previous year, which was subsequently validated by
teams. The threshold for teams in Wales and Northern Ireland was based on the number of annual
admissions as reported in the SSNAP Acute Organisational Audit 2012.

For non-routinely admitting teams, HES projections have not been utilised; rather a proxy has been
generated comparing the number of patients arriving at a team with the number of patients leaving
the team in this July-September 2015 quarter. This is a measure of record completion by
non-routinely admitting teams, rather than a measure of case ascertainment in the true sense. This
methodology will be improved once the transfer rate more accurately reflects the stroke pathway.
It is recognised that neither method can be totally accurate which is why results are presented in
bands. Case ascertainment is included as a component in the overall SSNAP score.

Inclusion in national level results

This national level report includes all locked data submitted by routinely admitting teams,
non-routinely admitting acute teams and non-acute inpatient teams. Data from routinely admitting
teams are included in both the 72 hour results section (Section 3) and the discharge results section
(Section 4); data from non-routinely admitting acute teams and non-acute inpatient teams are
included in the discharge results section only. This is because the results in the 72 hour section are
primarily based on standards which the first team treating the patient should have adhered to,
whereas the discharge results are relevant to all inpatient teams as it is based on all standards
relating to care delivered between 72 hours and discharge from inpatient care. In total 190 teams
contributed data to the 72 hour results and 259 teams contributed data to the discharge results.

The table below shows the number of records and teams included in each national level report for
the last four quarters of reporting. The case ascertainment achieved in this report represents the
substantial effort participating teams have put into collecting audit data for a high number of stroke
patients in the acute phase.

Report Patient records National Percentage
included (72 hour expected*
results)
October-December 2014 Report 19,652 (189 teams) 20,417 96%
January- March 2015 Report 19,865 (184 teams) 20,386 97%
April-June 2015 Report 20,049 (190 teams) 20,411 98%
July-September 2015 Report 19,971 (192) teams 20,351 98%

*as derived from HES (or otherwise in Wales and Northern Ireland) and verified by teams with information
from their coding departments
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Inclusion in this report (individual team level results)

Average patient-centred case Oct — Dec 2014 Jan - Mar Apr-Jun Jul-Sep
ascertainment bandings for 2015 2015 2015

routinely admitting teams
A: 90%+ 119 teams 116 teams 122 teams 124 teams
B: 80-89% 29 teams 27 teams 26 teams 16 teams

C: 70-79% 6 teams 12 teams 3 teams VAGEIS

D: 60-69% 3 teams 3 teams

E: Less than 60% 11 teams* 10 teams*

Total 166 teams 166 teams 160 teams 156 teams
* Great Western Swindon is 1 out of 6 teams which submitted less than 60% the other 5 are teams in Northern
Ireland. These teams submitted no records but are encouraged to follow their colleagues in Southern, Western
and Northern Health Social Care Trusts, and participate in SSNAP.

The map below shows combined case ascertainment banding achieved by all inpatient teams. Each
symbol represents a team, colour coded by band.
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Audit Compliance

High audit compliance is a prerequisite for meaningful audit results. Individual teams were provided

with a weighted audit compliance score to provide a context in which to interpret their process of
care results and identify areas of improvement. The audit compliance score includes measures of

completeness of non-mandatory data items, in particular the breakdown of the NIHSS and

percentage of ‘unknown’ responses. In response to feedback from post-acute teams, some

measures of speed of data entry and data transfer have been added to ensure that these teams are

able to complete their sections in a timely way so that the rapid turnaround of results can be

maintained.

The graph below shows the distribution of audit compliance bands across all inpatient teams.
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How to read this report

National results (out of all patients submitted to the audit in England, Wales, Northern Ireland and
the Islands): In this report national results are presented as percentages, medians and interquartile
ranges (IQR). The median is the middle point of the data; 50% of patients’ results lie on either side.
The interquartile range is the middle half of values; the bottom 25% of patients’ results are below
this range and the top 25% of patients’ results are above this range. Unless otherwise stated in the
report, 100% is the optimal performance and the higher the percentage, the higher the quality of
care. For timings, the shorter the median time to intervention the better the care.

Clinical Commentary: This report contains clinical commentary from the Stroke Programme Clinical
Director, Professor Tony Rudd.

No, but...answers: The diversity of effects from a stroke creates difficulties for clinical management
and for determining overall standards of care. For example, if someone is unconscious after their
stroke it would not be possible to test their walking or speech difficulties within the time frames
normally required. The audit therefore designated specified circumstances where standards would
not be applicable. The full wording of questions can be found in Appendix 2.

Compliance rates: The compliance rate is recorded as a percentage, with 100% being optimal (unless
otherwise stated). The denominators for the compliance rates are those cases for whom the
standards applied, i.e. any No, but... exceptions have not been included in the calculations of
compliance. There are some time-points along the stroke pathway at which the concept of
applicability is not relevant (i.e. when all patients are deemed applicable for a standard). Please see
the technical guidance on the final tab of the ‘Full results portfolio’ for more details
(www.strokeaudit.org/results/national).

Reference numbers: These refer to the position in the accompanying MS Excel spreadsheets where
individual team level results for standards and indicators can be found.

‘Patient-centred’ and ‘team-centred’ results: SSNAP reports on the processes of care and patient
outcomes in two ways; ‘patient centred’ and ‘team centred’. ‘Patient centred’ attribute the results
to every team which treated the patient at any point in their care. A team’s patient-centred results
demonstrate the quality of care that their patients received across the whole inpatient care
pathway, regardless of how many teams each patient went to, or which of the teams provided each
aspect of care. ‘Team centred’ attribute the results to the team considered to be most appropriate
to assign the responsibility for the measure to. In Section 1 (national level domains and scoring), it is
clearly stated whether team- or patient-centred results are being presented. In Section 8 (domains
and scoring by named team), both team- and patient-centred results are provided.

Both patient-centred and team-centred results are presented on separate tabs in the accompanying
full results portfolio. For the majority of cases, the national level results in this PDF report will match
those in both the patient-centred and team-centred results tab in the portfolio. The exception is
therapy provision, where the national level patient-centred and team-centred results differ. National
level results for therapy intensity in Section 5 of this report are patient centred. For comparisons
between an individual team’s performance (team-centred results) with the national, please refer to
the team-centred national results in the post 72 hour ‘team centred’ tab of the portfolio.
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Definitions

e ‘Normal Hours’ refers to patients who arrived at hospital on a weekday between 8am and
6pm (excluding Bank Holidays).

e ‘Out of Hours’ refers to patients who arrived at hospital on a weekday before 8am or after
6pm or at any time on a weekend or Bank Holiday.

e ‘Inpatient Onset’ refers to patients who were already in hospital at the time of stroke.

e ‘Clock Start’ is used to signify the time at which the ‘clock starts’ for measuring key timings.
This is arrival in most instances (patients newly arriving in hospital) but will be the onset of
symptoms time for patients already in hospital at time of stroke.

e ‘Team’: SSNAP collects self-reported details of care at the level of individual clinical teams
across the stroke pathway e.g. acute teams, inpatient rehabilitation teams.

e ‘Routinely admitting teams’ are defined as teams who typically directly admit the majority
of their stroke patients.

¢ ‘Non-routinely admitting acute teams’ are teams who provide acute care but who are
typically transferred the majority of their stroke patients from other teams.

e ‘Non-acute inpatient teams’: teams who provide only rehabilitation care in an inpatient
setting.

e ‘Early Supported Discharge teams’: multi-disciplinary teams providing rehabilitation and
support to stroke patients in a community setting with the aim of reducing the duration of
hospital care for stroke patients.

e Community Rehabilitation teams’: teams working in the community delivering
rehabilitation services.

e ‘Six month assessment providers’: teams who undertake six month reviews of stroke
patients. They may be acute teams, domiciliary teams or third sector providers.

e ‘Team-centred results’: results are attributed to the team considered to be most
appropriate to assign the responsibility for the measure to.

e ‘Patient-centred results’: results are attributed to every team which treated the patient at
any point in their care.

e ‘Audit compliance’: Measure of completeness of non-mandatory SSNAP data items.

e ‘Case ascertainment’: Percentage of all stroke cases entered onto SSNAP. High levels of case
ascertainment are essential to ensure representativeness.

e ‘Key Indicator’: an important measure of stroke care, e.g. in SSNAP there are 44 Key
Indicators which are considered representative of high quality care.

e ‘Domain’: an important area of care comprising several key indicators related to that topic
i.e.in SSNAP there are 10 domains e.g. scanning.

e ‘Total Key Indicator Score’: the average of the 10 domain levels (separately for patient-
centred and team-centred results).

e ‘Combined Total Key Indicator Score’: the average of the patient-centred and team-centred
Total Key Indicator Score.

e ‘SSNAP Score’: Combined Total Key Indicator Score adjusted for Case Ascertainment and
Audit Compliance.
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Denominators

This report will not contain numerators and denominators for each standard. Please refer to the
accompanying ‘Full results portfolio’ (www.strokeaudit.org/results/national) for this level of detail.
The table below outlines the key denominators in the report. These will vary throughout the report

depending on the number of patients included in the analyses for each standard.

Key denominators Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015
Cases Locked to 72 hours 19,652 19,865 20,049 19,971
Cases with known onset time 13,345 13,463 13,851 13,610
Cases with infarct 17,125 17,311 17,501 17,475
Cases with intracerebral 2362 2,380 2356 2327
haemorrhage

Cases with unknown type of 165 174 192 169
stroke

Inpatient strokes 1,037 1,148 1,059 990
Arrive within ‘normal hours’ 9,120 9,100 8,910 9,307
Arrive ‘out of hours’ 9,495 9,617 10,080 9,674
E‘;Re”ts who went to a stroke 18,736 18,888 19,261 19,267
Patient who had a brain scan 19,487 19,691 19,857 19,802
Patients who had thrombolysis 2,279 2,210 2,293 2,182

Technical information on how the results were calculated can be found on the final tab of the
‘Full Results Portfolio’ www.strokeaudit.org/results

Wherever possible, the audit question numbers have been included in the tables of results to

facilitate reference to the actual question wording.
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Section 1: Summary of domain and key indicator results

This section provides a summary of performance at national level. It is based upon results for 44 key
indicators which are grouped into 10 domains covering key aspects of stroke care.

For Domains 1 — 10 in this section, either patient-centred domain scores (whereby scores are
attributed to every team which treated the patient at any point in their care) or team-centred
domain scores (whereby scores are attributed to the team considered to be most appropriate to
assign the responsibility for the measure to) have been calculated and given a performance level
(A-E). Domain levels are presented in histograms and colour coded point maps. The decision about
which results to present was made on the basis of the appropriateness of assigning responsibility for
a SSNAP domain to a particular team e.g. team-centred results are provided for scanning as these
results can be clearly assigned to the first admitting team; patient-centred results are presented for
the therapy intensity domains as therapy is provided by all teams that treated the patient along the
pathway.

The section begins with the overall SSNAP score calculated as follows:

e Domain levels are combined into separate patient-centred and team-centred total key
indicator scores

e A combined total key indicator score is derived from the average of these two scores

e This combined score is adjusted for case ascertainment and audit compliance

Themes covered by the SSNAP domains:

e Domain 1: Scanning

e Domain 2: Stroke unit

e Domain 3: Thrombolysis

e Domain 4: Specialist assessments

e Domain 5: Occupational therapy

e Domain 6: Physiotherapy

e Domain 7: Speech & language therapy
e Domain 8: MDT working

e Domain 9: Standards by discharge

e Domain 10: Discharge processes

Unless otherwise stated, 100% is the optimal performance. For timings, the shorter the median time
to intervention the better.

36 teams scored an ‘A’ overall this quarter, up from 14 last quarter. This is the top overall
performance level. Several more teams would have scored an ‘A’ if they had not been marked down
because of issues of case ascertainment and audit compliance. Nowhere else in the world has set as
stringent standards and the results should be read in this context. However, what the latest results
show is that although we have set the bar very high to achieve the top score, it is achievable and we
hope will encourage others to strive to improve. Please see Appendix 3 for a summary of changes in
stroke care between the current and previous SSNAP quarterly results, the National Sentinel Stroke
Audit (NSSA) and the Stroke Improvement National Audit Programme (SINAP).
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SSNAP Level

The diagram below demonstrates how domain scores are amalgamated into an overall SSNAP score.
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Distribution of SSNAP levels across inpatient teams

SSNAP levels: Oct — Dec 2014 Jan — Mar 2015 Apr - Jun 2015 Jul - Sep 2015
204 teams 201 teams 206 teams 206 teams

A 16 teams (8%) 11 teams (5%) 14 teams (7%) 36 teams (17%)

B 27 teams (13%) 36 teams (18%) 41 teams (20%) 43 teams (21%)

C 43 teams (21%) 39 teams (19%) 48 teams (23%) 38 teams (18%)

D 89 teams (43%) 92 teams (46%) 82 teams (40%) 73 teams (35%)

E 29 teams (15%) 21 teams (10%) 16 teams (8%)

24 teams (12%)
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The map below shows the SSNAP level achieved by all inpatient teams in England, Wales, and
Northern Ireland. Each symbol represents a team, colour coded by the overall score achieved.
Teams with insufficient or no records submitted are highlighted with an X.
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You may also be interested in...

SSNAP domain and key indicator results are also available in the form of interactive maps on the
SSNAP Reporting Portal (www.strokeaudit.org/results/Clinical-audit/maps). These dynamic maps
allow you to find information about stroke services for your local provider. You can compare

different standards of care within your team, and compare your local provider to other providers
and against regional and national averages.
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Domain 1: Scanning

Domain 1: Brain Scanning — Key Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015
indicators

Percentage of patients scanned 0 0 0 0
within 1 hour of clock start* 44.0% 45.3% 46.2% 47.4%
Percentage of patients scanned 0 0 0 0
within 12 hours of clock start 87.7% 89.9% 90.1% 91.0%
Median time between clock start 1hr 15m 1hr 12m 1h 09m 1h 06m
and scan

*Target is 50% of all stroke patients

Distribution of scores across all routinely admitting teams for Domain 1 (153 teams)
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Source: SSNAP July-Sep 2015
Team-centred results for Domain 1

30

Team-centred Domain 1 score

National results

40 50 60 70 80 90 100

SSNAP D1 Level

Number of teams achieving each level

Oct — Dec 2014

Jan - Mar 2015

Apr-Jun 2015

Jul-Sep 2015

39 teams (25%)

40 teams (26%)

43 teams (27%)

44 teams (29%)

29 teams (19%)

30 teams (19%)

30 teams (19%)

38 teams (25%)

36 teams (23%)

40 teams (25%)

36 teams (23%)

30 teams (19%)

23 teams (15%)

23 teams (15%)
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(
(
31 teams (20%)
(
(

20 teams (13%)

20 teams (13%)

22 teams (14%)

(
(
33 teams (22%)
(
(

15 teams (10%)

SSNAP July - September 2015 Public Report (January 2016)

28




The map below shows the team centred performance of all routinely admitting teams for Domain 1.

Each symbol represents a team, colour coded by the overall score achieved.

Brain Scanning: Domain 1
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Domain 2: Stroke Unit

Oct-Dec Jan-Mar Apr-June Jul-Sep
Key indicators: Stroke unit 2014 2015 2015 2015
Percentage of patients directly
admitted to a stroke unit within 56.9% 53.6% 58.7% 61.8%
4 hours of clock start (CCG OIS)
Medlan'tlme between c!ock start 3h 41m 3h 49m 3h 36m 3h 28m
and arrival on stroke unit
Percentage of patients who
spent at least 90% of their stay 82.2% 80.6% 82.6% 85.1%
on stroke unit

Distribution of scores across all inpatient teams for Domain 2 (208 teams)
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Source: SSNAP July-Sep 2015
Team-centred results for Domain 2

Stroke unit
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50
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Team-centred Domain 2 score

National results

Number of teams achieving each level

Jan - Mar 2015

Apr-Jun 2015

Jul-Sep 2015

36 teams (18%)

36 teams (17%)

42 teams (20%)

31 teams (15%)

35 teams (17%)

47 teams (23%)

52 teams (25%)

60 teams (29%)

58 teams (28%)

30 teams (15%)

34 teams (17%)

29 teams (14%)

D2 Level
Oct — Dec 2014
A 34 teams (17%)
B 36 teams (17%)
C 62 teams (30%)
D 34 teams (17%)
E 40 teams (19%)

56 teams (27%)

41 teams (20%)

32 teams (15%)
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The map below shows the team centred performance of all inpatient teams for Domain 2. Each
symbol represents a team, colour coded by the overall score achieved. Teams with insufficient or too
few records submitted are highlighted with an X symbol.
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Domain 3: Thrombolysis

Key indicators: Thrombolysis Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 Jul-Sep 2015
Percentage of all stroke patients
given thrombolysis (all stroke 11.6% 11.1% 11.4% 10.9%
types) (CCG OIS C3.6)
Percentage of eligible patients
given thrombolysis (according to
the Royal College of Physicians 82.2% 81.8% 83.3% 85.6%
(RCP) guideline minimum
threshold)
Percentage of patients who were
thrombolysed within 1 hour of 57.0% 56.4% 57.7% 59.8%
clock start, if thrombolysed
Percentage of applicable
patients directly admitted to a
stroke unit within 4 hours of
Crlmme e 56.3% 53.1% 58.3% 61.4%
receive thrombolysis or have a
pre-specified justifiable reason
('no but') for why it could not be
given (NICE Quality Standard)
Median time be.tweer.1 clock start 55m 56m 55m 53m
and thrombolysis (minutes)
Distribution of Domain 3 level across routinely admitting teams (147 teams)
Thrombolysis
20+
%
£ 10-
| I I
e B ln L
0 10 20 30 40 50 60 70 80 90 100
Team-centred Domain 3 score
Source: SSNAP July-Sep 2015
Team-centred results for Domain 3 National results
D3 Level Number of teams achieving each level
Oct — Dec 2014 Jan — Mar 2015 Apr-Jun 2015 Jul-Sep 2015
A 15 teams (10%) 7 teams (5%) 9 teams (6%) 15 teams (10%)
B 39 teams (26%) 32 teams (21%) 39 teams (26%) 35 teams (24%)
C 29 teams (19%) 40 teams (26%) 36 teams (24%) 37 teams (25%)
D 44 teams (29%) 45 teams (29%) 49 teams (32%) 42 teams (29%)
E 24 teams (16%) 29 teams (19%) 19 teams (13%) 18 teams (12%)
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The map below shows the team centred performance of all routinely admitting teams for Domain 3.
Each symbol represents a team, colour coded by the overall score achieved. Teams with insufficient

or too few records submitted are highlighted with an X symbol.

Thrombolysis: Domain 3
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Domain 4: Specialist Assessments

Key Indicators: Specialist Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 Jul-Sep 2015
Assessments
Percentage of patients who were
assessed by a stroke specialist
76.59 76.49 78.19 79.69
consultant physician within 24h 6.5% 6.4% 8.1% 9.6%
of clock start
Median time between clock start
and being assessed by stroke 12h 32m 12h 55m 12h 46m 12h 27m
consultant
Percentage of patients who were
assessed by a nurse trained in o o o o
stroke management within 24h of 87.4% 87.2% 88.1% 89.1%
clock start
Median time between clock start
and being assessed by stroke 1h 46m 1h47m 1h 36m 1h 26m
nurse (minutes)
Percentage of applicable patients
who were given a swallow screen 68.7% 68.0% 71.1% 72.8%
within 4h of clock start
Percentage of applicable patients
who were glvgn ? formal swallow 83.9% 82.9% 83.6% 84.9%
assessment within 72h of clock
start
Distribution of Domain 4 level across routinely admitting teams (153 teams)
20 Specialist Assessments
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£
8
S 204
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z
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Team-centred Domain 4 score
Source: SSNAP July-Sep 2015
Team-centred results for Domain 4 National results
D4 Level Number of teams achieving each level
Oct — Dec 2014 Jan — Mar 2015 Apr-Jun 2015 Jul-Sep 2015
A 20 teams (13%) 10 teams (6%) 15 teams (9%) 21 teams (14%)
B 41 teams (26%) 49 teams (31%) 49 teams (31%) 48 teams (31%)
C 25 teams (16%) 21 teams (13%) 22 teams (14%) 21 teams (14%)
D 38 teams (25%) 36 teams (23%) 42 teams (27%) 39 teams (25%)
E 31 teams (20%) 40 teams (26%) 30 teams (19%) 24 teams (16%)
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The map below shows the team centred performance of all routinely admitting teams for Domain 4.
Each symbol represents a team, colour coded by the overall score achieved. Teams with insufficient
or too few records submitted are highlighted with an X symbol

Specialist Assessments: Domain 4
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Domain 5: Occupational Therapy

Key Indicators: Occupational
Therapy

Oct-Dec 2014

Jan-Mar 2015 | Apr-Jun 2015

Jul-Sep 2015

Percentage of patients reported
as requiring occupational
therapy

81.6%

81.7% 82.6%

82.7%

Median number of minutes per
day on which occupational
therapy is received

40 mins

40 mins 40 mins

40.4 mins

Median % of days as an
inpatient on which occupational
therapy is received

58.5%

58.4% 58.6%

62.2%

Proxy for NICE Quality Standard
Statement 7: % of the minutes
of occupational therapy
required (according to NICE QS-
S7) which were delivered

74.3%

74.2% 75.3%

80.9%

Distribution of Domain 5 level across all inpatient teams (207 teams)
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National results

Number of teams achieving each level

Jan-Mar 2015

Apr-Jun 2015

Jul-Sep 2015

84 teams (42%)

81 teams (39%)

96 teams (46%)

32 teams (16%)

38 teams (18%)

39 teams (19%)

51 teams (25%)

55 teams (27%)

48 teams (23%)

19 teams (9%)

22 teams (11%)

10 teams (5%)

D5 Level
Oct-Dec 2014
A 88 teams (43%)
B 30 teams (15%)
C 52 teams (25%)
D 19 teams (9%)
E 16 teams (8%)

16 teams (8%)

10 teams (5%)

14 teams (7%)
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The map below shows the patient centred performance of all inpatient teams for Domain 5. Each
symbol represents a team, colour coded by the overall score achieved. Teams with insufficient or too
few records submitted are highlighted with an X symbol.

Occupational Therapy: Domain 5
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Domain 6: Physiotherapy

Oct-Dec 2014 | Jan-Mar 2015

Key Indicators: Physiotherapy

Apr-Jun 2015

Jul-Sep 2015

Percentage of patients reported

. . 84.7%
as requiring physiotherapy

84.5% 85.1%

85.3%

Median number of minutes per
day on which physiotherapy is
received

33.8% 33.1% 33.1%

33.3%

Median % of days as an
inpatient on which
physiotherapy is received

67.7% 66.8% 67.5%

71.6%

Proxy for NICE Quality Standard
Statement 7: % of the minutes
of physiotherapy required
(according to NICE QS-S7) which
were delivered

70.9% 68.5% 69.5%

74.5%

Distribution of Domain 6 level across all inpatient teams (207 teams)
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Patient-centred Domain 6 score

Source: SSNAP July-Sep 2015
Patient-centred results for Domain 6

National results

D6 Level Number of teams achieving each level
Oct —Dec 2014 Jan -Mar 2015 Apr-Jun 2015 Jul-Sep 2015
A 52 teams (25%) 46 teams (23%) 53 teams (26%) 70 teams (34%)
B 75 teams (37%) 81 teams (40%) 79 teams (38%) 79 teams (38%)
C 30 teams (15%) 33 teams (16%) 30 teams (15%) 25 teams (12%)
D 39 teams (19%) 31 teams (15%) 31 teams (15%) 23 teams (11%)
E 9 teams (4%) 11 teams (5%) 13 teams (6%) 10 teams (5%)
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The map below shows the patient centred performance of all inpatient teams for Domain 6. Each
symbol represents a team, colour coded by the overall score achieved. Teams with insufficient or too
few records submitted are highlighted with an X symbol.
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Domain 7: Speech and Language Therapy

Key Indicators: Speech and
Language Therapy

Oct-Dec 2014

Jan-Mar 2015

Apr-Jun 2015

Jul-Sep 2015

Percentage of patients reported
as requiring speech and
language therapy

48.8%

48.2%

48.0%

48.2%

Median number of minutes per
day on which speech and
language therapy is received

30.8 mins

31.3 mins

31.7 mins

31.7 mins

Median % of days as an
inpatient on which speech and
language therapy is received

40.4%

40.3%

40.0%

44.1%

Proxy for NICE Quality Standard
Statement 7: % of the minutes
of speech and language therapy
required (according to NICE QS-
S7) which were delivered

37.8%

37.8%

37.8%

41.9%

Distribution of Domain 7 level across all inpatient teams (207 teams)
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National results

Number of teams achieving each level

Jan —-Mar 2015

Apr-Jun 2015

Jul-Sep 2015

20 teams (10%)

18 teams (9%)

25 teams (12%)

36 teams (18%)

28 teams (14%)

39 teams (19%)

31 teams (15%)

51 teams (25%)

42 teams (20%)

37 teams (18%)

31 teams (15%)

D7 Level
Oct —Dec 2014
A 22 teams (11%)
B 26 teams (13%)
C 47 teams (23%)
D 28 teams (14%)
E 82 teams (40%)

78 teams (39%)

78 teams (38%)

(

(
40 teams (19%)
61 teams (29%)
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The map below shows the patient centred performance of all inpatient teams for Domain 7. Each
symbol represents a team, colour coded by the overall score achieved. Teams with insufficient or too
few records submitted are highlighted with an X symbol.

Speech and Language Therapy: Domain 7
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Domain 8: Multidisciplinary team working

Key indicators: Multidisciplinary team
working

Oct-Dec 2014

Jan-Mar 2015

Apr-Jun 2015

Jul-Sep 2015

Percentage of applicable patients
who were assessed by an
occupational therapist within 72h of
clock start

88.8%

89.1%

88.9%

90.4%

Median time between clock start and
being assessed by occupational
therapist

23h 23m

23h 10m

22h 34m

22h 11m

Percentage of applicable patients
who were assessed by a
physiotherapist within 72h of clock
start

93.9%

93.7%

93.2%

94.5%

Median time between clock start and
being assessed by physiotherapist

22h 19m

22h 03m

21h 38m

21h 15m

Percentage of applicable patients
who were assessed by a speech and
language therapist within 72h of
clock start

82.9%

82.9%

82.7%

86.9%

Median time between clock start and
being assessed by speech and
language therapist

25h 5m

24h 55m

24h Om

23h 45m

Percentage of applicable patients
who have rehabilitation goals agreed
within 5 days of clock start

87.6%

87.9%

88.3%

89.0%

Percentage of applicable patients
who are assessed by a nurse within
24h AND at least one therapist within
24h AND all relevant therapists
within 72h AND have rehab goals
agreed within 5 days

52.7%

52.4%

53.1%

57.8%

Distribution of Domain 8 level across all routinely admitting teams (153 teams)
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D8 Level

Number of teams achieving each level

Oct-Dec 2014

Jan — Mar 2015

Apr-Jun 2015

Jul-Sep 2015

4 teams (3%)

4 teams (3%)

5 teams (3%)

12 teams (8%)

41 teams (26%)

44 teams (28%)

46 teams (29%)

54 teams (35%)

42 teams (27%)

39 teams (25%)

37 teams (24%)

51 teams (33%)

47 teams (30%)

43 teams (27%)

37 teams (24%)

mOO|w|>

17 teams (11%)

22 teams (14%)

(

46 teams (29%)
(
(

18 teams (11%)

13 teams (8%)

The map below shows the team centred performance of all routinely admitting teams for Domain 8.

Each symbol represents a team, colour coded by the overall score achieved.

Multidisciplinary Team Work: Domain 8
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Domain 9: Standards by Discharge

Key Indicators: Standards by
Discharge

Oct-Dec 2014

Jan-Mar 2015

Apr-Jun 2015

Jul-Sep 2015

Percentage of applicable
patients screened for nutrition
and seen by a dietitian by
discharge*

69.6%

77.6%

77.1%

80.3%

Percentage of applicable
patients who have a continence
plan drawn up within 3 weeks of
clock start

85.5%

86.7%

89.2%

89.3%

Percentage of applicable
patients who have mood and
cognition screening by discharge

87.2%

87.4%

88.4%

90.0%

* From January — March 2015 onwards, patients who are indicated as being for palliative care (either within 72
hours or by discharge) are now excluded from this measurement.

Distribution of Domain 9 level across inpatient teams (206 teams)
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Team-centred results for Domain 9
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Team-centred Domain 9 score

National results

Number of teams achieving each level

Jan — Mar 2015

Apr-Jun 2015

Jul-Sep 2015

55 teams (27%)

54 teams (26%)

68 teams (33%)

89 teams (44%)

95 teams (46%)

83 teams (40%)

30 teams (15%)

28 teams (14%)

26 teams (13%)

16 teams (8%)

19 teams (9%)

D9 Level
Oct — Dec 2014
A 35 teams (17%)
B 88 teams (43%)
C 37 teams (18%)
D 32 teams (16%)
E 12 teams (6%)

(
(
26 teams (13%)
(
(

5 teams (2%)

11 teams (5%)

9 teams (4%)
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The map below shows the team centred performance of all inpatient teams for Domain 9. Each
symbol represents a team, colour coded by the overall score achieved. Teams with insufficient or too
few records submitted are highlighted with an X symbol.

Standards by Discharge: Domain 9
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Domain 10: Discharge Processes

Key Indicators: Discharge
Processes

Oct-Dec 2014

Jan-Mar 2015

Apr-Jun 2015

Jul-Sep 2015

Percentage of applicable
patients receiving a joint health
and social care plan on
discharge

81.4%

82.7%

84.2%

87.4%

Percentage of patients treated
by a stroke skilled Early
Supported Discharge team*

29.3%

31.0%

31.7%

31.8%

Percentage of applicable
patients in atrial fibrillation on
discharge who are discharged
on anticoagulants or with a plan
to start anticoagulation

95.5%

96.1%

96.9%

97.1%

Percentage of those patients
who are discharged alive who
are given a named person to
contact after discharge

86.2%

88.6%

89.6%

90.1%

* According to literature, approximately 34% of stroke patients are considered eligible for ESD *

Distribution of Domain 10 level across all inpatient teams (206 teams)

Number of teams

Discharge Process
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Source: SSNAP July-Sep 2015
Team-centred results for Domain 10
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National results

D10 Level Number of teams achieving each level
Oct-Dec 2014 Jan — Mar 2015 Apr-Jun 2015 Jul-Sep 2015
A 44 teams (22%) 54 teams (27%) 55 teams (27%) 66 teams (32%)
B 54 teams (26%) 49 teams (24%) 58 teams (28%) 56 teams (27%)
C 46 teams (23%) 44 teams (22%) 45 teams (22%) 43 teams (21%)
D 44 teams (22%) 41 teams (20%) 40 teams (20%) 33 teams (16%)
E 16 teams (8%) 13 teams (6%) 7 teams (3%) 8 teams (4%)

! http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD000443.pub3/pdf/standard
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The map below shows the team centred performance of all inpatient teams for Domain 10. Each
symbol represents a team, colour coded by the overall score achieved. Teams with insufficient or too
few records submitted are highlighted with an X symbol.

Discharge Processes: Domain 10
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Section 2: Casemix

Casemix describes the characteristics of the group (or cohort) of stroke patients treated by a team. It

includes demographics and type of stroke. The figures for casemix will be used in future reports to

adjust for patient outcomes including mortality. It is therefore extremely important that the casemix

data entered is of the highest quality and validated by the lead clinical contact.

The casemix figures in this section relate to those 19,971 patients admitted July-September 2015.

The casemix of the 19,551 patient discharged during the same time period are very similar and have

not been included in this public report.

2.1 Patient Numbers

Number of stroke patients | Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref

(Q1.9) included in report

Number of stroke patients 19,652 19,865 20,049 19,971 F1.1

Patients newly 94.7% 94.2% 94.7% 95.0%

arriving in hospital

Patients already in

hospital at time of 5.3% 5.8% 5.3% 5.0% F11.3
stroke (Q1.10)

N;iz::s(;ﬁzrzzr?ﬁzrtiz 112 patients 110 patients 112 patients 116 patients

P . « (83-157) (80-162) (82-158) (79-162)

audit per team

*only for teams which met the minimum criteria for inclusion in named team spreadsheets

2.2 Gender

Gender (Q1.6) Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref

Male patients 49.8% 49.9% 50.5% 51.6% F3.5

Female patients 50.2% 50.1% 49.5% 48.4% F3.3

2.3 Age

Median age on clock start | Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref

(Q1.5)

Age (years) 77 77 77 77 F4.1
Male Patients 74 74 74 73 F4.10
Female Patients 81 81 80 80 F4.7

% of patients aged >80 Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref

years on clock start (Q1.5)

Patients aged over 80 40 6% 40.0% 39.0% 38.7% F4.6

years

Males aged over 80 years 30.1% 29.9% 28.9% 28.6% F4.18

Females aged over 80 51.0% 50.1% 49.2% 49.4% F4.15

years

Comment The patients being entered onto SSNAP appear to be very similar in terms of age to previous
audits that we have conducted (Sentinel and SINAP).

SSNAP July - September 2015 Public Report (January 2016)

48




2.4 Co-morbidities

These were recorded for all cases.

Number of co-morbidities Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref
(Q2.1)
0 25.3% 25.6% 25.1% 26.1% F5.3
1 35.9% 35.9% 35.9% 35.3% F5.5
2 26.3% 26.1% 26.8% 26.7% F5.7
3 10.5% 10.2% 10.1% 9.9% F5.9
4 1.8% 2.0% 2.0% 1.9% F5.11
5 0.2% 0.2% 0.2% 0.2% F5.13
Type of co-morbidity (Q2.1) | Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref
N= 18839
Congestive Heart Failure 5.8% 5.5% 5.8% 5.5% F5.16
Hypertension 54.0% 54.4% 54.7% 54.0% F5.19
Diabetes 20.1% 20.4% 20.7% 21.0% F5.22
Stroke/TIA 27.1% 26.7% 26.9% 26.7% F5.25
Atrial Fibrillation 21.1% 20.6% 20.4% 19.7% F6.3
3,935 patients were identified as being in atrial fibrillation prior to admission. The audit recorded
whether the patients in atrial fibrillation were on either an antiplatelet or on anticoagulant
medication, none, or both prior to admission and if not whether they had a justifiable reason
(no but).
If patient is in Atrial Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref
Fibrillation, was the patient
on antiplatelet medication
prior to admission? (Q2.1.6) N=4155 N=4100 N=4081 N=3935
Yes 37.3% 35.1% 32.3% 30.6% F6.6
No 49.1% 51.2% 53.6% 54.9% F6.8
No but 13.6% 13.7% 14.0% 14.4% F6.10
If patient is in Atrial Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref
Fibrillation, was the patient
on anticoagulant
medication prior to
admission? (Q2.1.7) N=4155 N=4100 N=4081 N=3935
Yes 41.0% 44.3% 45.6% 46.8% F6.13
No 44.4% 42.0% 40.7% 40.4% F6.15
No but 14.7% 13.7% 13.6% 12.8% F6.17
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If patient is in Atrial Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref
Fibrillation, what
combination of
anticoagulant and
antiplatelet medication was
the patient on prior to
admission? N=4155 N=4100 N=4081 N=3935
Anti I AND
nticoagulant ARD 3.9% 4.0% 4.4% 3.9% F6.20
antiplatelet medication
Anticoagulant 37.0% 40.3% 41.2% 42.8% F6.22
medication only
ﬁ:lt;p'atelet medication 33.3% 31.2% 27.9% 26.7% F6.24
Neither medication 25.7% 24.6% 26.5% 26.6% F6.26

major issues in primary and secondary care about ensuring that patients have effective stroke
prevention. Over one fifth of patients are in atrial fibrillation (AF) on admission. Only 42.8% of patients
in AF on admission are taking anticoagulants with 26.7% taking only antiplatelet drugs which are

considered ineffective for patients in AF. Over a quarter of patients have had a prior stroke or TIA.

Comment: These data are similar to the last National Sentinel Stroke Audit and reveal that there are still

2.5 Stroke Type

Stroke Type (Q2.5) Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref
Infarction 87.1% 87.1% 87.3% 87.5% F7.3
Intracerebral Haemorrhage 12.0% 12.0% 11.8% 11.7% F7.5
Unknown (not scanned) 0.8% 0.9% 1.0% 0.8% F7.7

cases submitted to the audit.

Comment: The distribution of haemorrhage (11.7%) and infarction (87.5%) is as expected from UK stroke
epidemiology supporting the impression that there has not been significant case selection bias in terms of
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2.6 Modified Rankin Scale scores before stroke

This is fully recorded for all patients in this cohort.

Modified Rankin Scale score | Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref
before stroke (Q2.2)

0 (no symptoms) 55.9% 55.9% 55.7% 55.0% F8.3
1 (no significant disability) 14.8% 14.7% 14.6% 14.9% F8.5
2 (slight disability) 9.8% 10.3% 10.3% 10.7% F8.7
3 (moderate disability) 11.3% 11.7% 11.8% 11.6% F8.9
4 (moderately severe 6.3% 5.8% 5.8% 6.2% F8.11
disability)

5 (severe disability) 1.8% 1.7% 1.8% 1.6% F8.13
Groups

lor2 24.6% 24.9% 24.9% 25.6% H1.12
3,4o0r5 19.4% 19.1% 19.4% 19.4% H1.13

been.

Comment: These data reinforce the message that stroke often occurs in frail patents. Nearly half of
the cohort had restriction of activity before their stroke (Rankin score greater than 0) with nearly one
fifth having very significant pre-stroke problems (Rankin Score greater than 2). These data will be used
in the future to evaluate stroke outcomes at six months to assess how effective treating the stroke has

2.7 Completion rate of NIHSS items

High quality data are needed to assess the severity of stroke at admission. The best way of doing this
is by using the National Institutes of Health Stroke Scale (NIHSS). It is a 15 item scale with one item
that is mandatory (level of consciousness (LOC)). NIHSS completion is included in the audit
compliance score for individual teams with the expectation that completion rates will improve

substantially.

Number of NIHSS Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref
components completed

(Q2.3)

1 (only th |

A cgcc)r; y the compulsory 10.8% 9.7% 9.6% 8.7% F9.12
2-14 7.7% 7.2% 5.9% 5.4% F9.14
15 (all components) 81.4% 83.1% 84.5% 85.9% F9.16

in future quarters.

Comment: It is encouraging to see a consistent increase in the rate of NIHSS completion each
quarter. Completing an NIHSS for all stroke patients is fundamental in quantifying the level of
impairment caused by a stroke and we would expect the level of completion to continue to increase

SSNAP July - September 2015 Public Report (January 2016)

51




2.8 Summary of total NIHSS score

A fully complete NIHSS score was provided for 17,152 patients (Ref F9.17).

If NIHSS fully Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref
completed, severity
groups:
0 6.2% 6.2% 6.7% 7.1% F9.19
1-4= minor stroke 42.1% 41.5% 42.7% 43.8% F9.21
5-15= moderate stroke 35.2% 36.1% 34.6% 34.0% F9.23
16-20= 7.7% 7.5% 7.3% 6.9% F9.25
moderate/severe stroke
21-42= severe stroke 8.8% 8.7% 8.6% 8.3% F9.27
Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref
If NIHSS fully NIHSS score NIHSS score NIHSS score NIHSS score
completed: Median (IQR) | Median (IQR) | Median (IQR) | Median (IQR)
F9.28
Median (IQR) 5(2-11) 5(2-11) 5(2-11) 4 (2-10) F9.29
F9.30
Mean Mean Mean Mean Mean
7.7 7.7 7.5 7.3 F9.31

SSNAP.

Comment: A score of 0 does not mean that the patient did not have a stroke. There are deficits that are
unrecorded by the score and some patients will have presented after the first 24 hours following stroke
and have made a complete recovery. The distribution of the NIHSS scores is in line with what we
expected again reassuring us that a representative sample of stroke patients is being submitted to

2.9 Palliative Care within 72h

It was reported that 1,032/20,049 patients were appropriate for palliative care in the first 72 hours

of admission. Of these, 881 (85.4%) were on an end of life pathway within 72 hours of admission.

Palliative Care Decisions Oct-Dec Jan-Mar Apr-Jun Jul-Sep Ref
2014 2015 2015 2015
Has it been decided in the
first 72 hours that the 5.7% 5.9% 5.1% 5.1% F10.3
patient is for palliative care?
(Q@3.1)
s from Qock Sart t0 107
y. . L 1 day (0-2) 1 day (0-2) 1 day (0-2) 1 day (0-2) F10.8
palliative care decision
. F10.9
within 72h

hours to palliate.

Comment: About 5% of patients have such severe strokes that a decision is made within the first 72
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2.10 Onset of symptoms

The provision of standards of care within a specific timeframe depends on whether or not the day
and time of onset can be obtained. The audit recognises that it may not be possible to identify a
precise time for all patients, in which case the ‘best estimate’ is used.

Date of symptom onset Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref

(Q1.11.1)

Precise 69.1% 67.5% 68.0% 68.1% H2.3

Best estimate 18.5% 19.1% 18.8% 18.7% H2.5

Stroke during sleep 12.4% 13.4% 13.2% 13.1% H2.7

Time of symptom onset Oct-Dec 2014 | Jan-Mar 2015 | Apr-Jun 2015 | Jul-Sep 2015 Ref

(Q1.11.2)

Known 67.9% 67.8% 69.1% 69.2% H2.17
Precise 33.6% 32.6% 33.6% 33.3% H2.10
Best estimate 34.3% 35.2% 35.5% 35.9% H2.12

Not known 32.1% 32.2% 30.9% 30.8% H2.14

Time of onset is an important measure of data quality as it reflects the care taken to ascertain the
time of onset as accurately as possible. From a clinical perspective a known time of onset will
determine whether patients are appropriate for thrombolysis.

The following histograms show the pattern of stroke onset across a 24 hour clock (figure 1) and by

days of the week (figure 2).

Figure 1: Figure 2:
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Comment: It is notable that a low percentage of patients reported as having stroke in sleep at only
about 13%. The data highlights how important it is that specialist services are available 24 hours a

day and seven days a week.

SSNAP July - September 2015 Public Report (January 2016) 53



Section 3: Processes of care in the first 72 hours

3.1 Timings from onset

Timings from onset Oct-Dec 2014 Jan-Mar 2015 Apr-Jun 2015 Jul-Sep 2015 Ref
(using both precise
and best estimate
times) (Q1.11.1 and
1.11.2) Median (IQR) Median (IQR) Median (IQR) Median (IQR)
Time from onset to H3.1
ival + 2h 30m 2h 34m 2h 35m 2h 46m H3.2
arriva (1h 22m—7h28m) | (1h23m—7h40m) | (1h21m—8h08m) | (1h24m—8h25m) 133
Time from onset to H3.4
stroke unit 7h 10m 7h 34m 7h 15m 7h 10 m H3.5
o (4h 10m — 19h 58m) | (4h 15m —21h 23m) | (4h 10m —20h 07m) | (4h 05m — 19h 35m) ’
admission* H3.6
Time from onset to H3.7
scan* 4h 02m 3h 54m 4h 00m 4h 10m H3.8
(2h = 12h 58m) (1h 58m —12h 30m) | (1h 59m —12h 34m) | (2h 01m — 12h 45m) H3'9
Time from onset to H3.10
thrombolysis* 2h 23m 2h 25m 2h 23m 2h 20m H3.11
(th50m-3h01m) | (1h53m—-3h05m) | (1h 50m —3h 05m) (1h 45m - 3h) H3'12

texcluding in hospital stroke onset
*including in hospital stroke onset

Comment: There are clearly major improvements to be made in terms of reducing the time from
symptom onset to arrival in the hospital. This will require further campaigns such as the FAST campaign
to improve the understanding of the public and also work with the ambulance services to reduce the
time from call to hospital arrival.

3.2 Arrival by ambulance

The percentages in the table below are for patients who arrived at hospital by ambulance. Patients

already in hospital at the time of stroke are excluded.

Patient arrived by Oct-Dec 2014 Jan-Mar 2015 Apr-Jun 2015 Jul-Sep 2015 Ref
ambulance (Q1.12)
Yes 82.7% 82.9% 81.5% 81.4% H4.3

can report an accurate account of the whole acute care pathway.

Comment: As in previous audits, over 80% of patients arrive at hospital by ambulance, highlighting the
importance of ensuring that paramedics are seen as an integral part of the stroke team and are included
in training education and quality improvement. We aspire to link ambulance data to SSNAP so that we
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3.3 Timings from Clock Start

Clock start is defined as the time of arrival for newly arrived patients, and the symptom onset time

(precise and best estimate) for patients who have a stroke while in hospital.

Timings from clock Oct-Dec 2014 Jan-Mar 2015 Apr-Jun 2015 Jul-Sep 2015 Ref
start Median (IQR) Median (IQR) Median (IQR) Median (IQR)
(hours & minutes)
Time from clock start H7.4,
to first arrival on a 3h41m 3h 49m 3h 36m 3h28m H7.5
. (2h21m—=7h10m) | (2h16m-8h30m) | (2h 09m —6h 55m) (2h 02m-6h 09m) -
stroke unit H7.6
. H6.4,
Time from clock start 1h 15m 1h 12m 1h 09m 1h 06m H6.5
to scan (29m —3h 08m) (29m - 2h 59m) (28m —2h 53m) (28m-2h 45m) H6. é
Time from clock start 55m 56m 55m 53m Z;gfé’
i 38m-1h21 40m -1h 21 38m