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SUMMARY

1 A stroke is the brain equivalent of a heart attack. the NHS about £2.8 billion a year in direct care costs
Stroke is one of the top three causes of death in England — more than the cost of treating coronary heart disease
and a leading cause of adult disability. Approximately - and costs the wider economy some £1.8 billion more
110,000 strokes and a further 20,000 transient ischaemic in lost productivity and disability. Additionally, the annual
attacks (TlAs) occur in England every year. There are at intormal care costs (costs of home nursing and care borme
least 300,000 people in England living with moderate to by patients’ families) are around £2.4 billion. Figure 2
severe disabilities as a result of stroke. Stroke care costs outlines ather key tacts about stroke.

n ‘What is o stroke?

Cerebral arteries
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A streke is o type of brain injury. Most commanly a stroke is coused when blood flowing fo the brain is blocked |by a chot or when blood
vossals hove become foo norrow]. Strokes of this kind, which eccount for around 85 per cent of all sirokes, are called ischaemic. In o
heemorrhogic stroke the blood vessel bursts. In both cases, the disruption of the blood supply to the brain causes brain cells to die.

Strokes range in severity from getling better within 24 hours — known as a fransient ischoemic atiack (TIA] or a ‘mini stroke’~ to o sroke
which may couse severe broin domoge or death. A TIA is a sirong warning sign that, unbess prevenbative measures are loken, o further and
perhaps mojor siroke, is likely to occur soon. The impact will vary depending on which port of the brain is affected, how many brain cells
have died, how mony cells thoi hove been domaged can recover, and if other parts of the brain con loke over from the areas that died

Advoncing oge;

Key symploms of stroke Risk factors for stroke
Sudden onset of ane or more of: m High blood prassure;
B Weakness or numbness in face, arm or leg, especially on one B Previous siroke or TIA, or o fomily histary of stroke;
side of the body; m Arial fibrillation (iregular haart rhythm);
m Difficulty speaking or understanding; B High blood cholesterol;
W Loss of balonce or coordination such as difficulty walking L5y
m Diabetes;
B Smoking;
| |
| |

Unhealtvy dist.

Stroke is a medical emergency. B you suspect someone is having o stroke, dial 999.




| B Stroke accounts for 11 per cent of the deaths in England and

| ‘Wales o yeor, Between 20 ond 30 per cent of people wha
have a siroke die within @ menth. Every five minules someone
in England will have a siroke, and around one in four
paople can expect o have o stroke if they live to B5 years
of oge. However, awareness of siroke and haw 1o recognise
symploms is low,

B The incidence of, and manality rates for, stroke and coranary
heart disease have declined in recent Wiears, u|H:-n-ugh drake
mortality has declined ot a slower rote. Between 1992 and
2002 stroke death rates in those aged under 75 declined
by 30 per cenl, and heart disease death rates declined by
dd per cent. However for siroke patients the chance of
dying from their siroke hos remained constont [af around
24 per cenl] over that fime, while for heart ottack patients tha
chance of dying from their heart ofiock hos declined by obout
1.5 per cent each year

m There are maore than 900,000 people wha have had o strake
living in England. Around half of stroke survivars are left
dependent an others for everyday activities.

Source: MNational Audit Office analysis

2 The cost of stroke to both the NHS and the wider
ECONOmy is :_'iv..llh.- hip‘h, and the number of mu:;ﬂv

living with or at risk of stroke is significant. We therefore
examined whether the NHS is providing effective and high
quality stroke care services in England, in terms of acute
response, rehabilitation and prevention, and whether

the Department of Health (the Department) is managing

d I'Id SI:J[JIJI:}F[II'I.E_" lhE‘ |,!|ELIHF.;,!I'I"IIT1E\,‘ Hl‘. 'ﬁ"l’l]l:l" Cang ".'I."{"'EI, KL"?’
parts of our methodology included: a public awareness
survey: analysis of data on GP practices; a review of the
2004 National Sentinel Stroke Audit (the Sentinel Audit)
published by the Royal College of Physicians; a survey of
hospitals to update Sentinel Audit data; economic research
to model the burden of stroke and the benefits of different
interventions and prevention measures; case 5tud':.r visits;
and a patient/carer web forum and focus groups. Further
details on our methodology are at Appendix 1,

m There is high wariability in the ovaroge lengths of stoy across
hospitals. The overage length of stay is 28 doys, which is a
raduction from the 34 day average in 2001, At any one fime
one in five ecule hospitel beds, and a quarter of long term
beds, are occupied by stroke patients.' Stroke patients aceupy
one of the largest numbers of acule hospilal bed days - aver
2.6 million per year - of oy patient group

m Stroke will become increasingly expensive as the number of
people living with siroke increases. People aged &5 years
and over increosed by nearly Fowrr million between 1952
and 2002 and the percentoge of older people in England is
projected fo rise from 14 per cent in 2003 to 23 per cent in
2031. The tolal costs of siroke care ore predicied to rise in
real terms by 30 per cent between 1991 and 2010.¢

m Stroke affects young pecple as well as old: o quarter of
sirokes occur in people oged under 45, People of African or
{::lrll::-'!nr(_m ¢I|'|1'i-:_:||:|.- arg af |1|-;||'|:r ri;iﬂ. p[ :.'!r-::-|-c¢_ |_‘.:.p|':r_|-;:||:\I,r n.‘
howving strokes while young, Incidence rabes af first ever stroke
adjusted for age and sex have been found to be twice os high
in block people compared with while people

B Pofients cared for in o defined stroke unit with organised
strake services are more likely o survive, have fewer
complications, relurn home and regain independence than
patients that stoy on a general medical ward

Overall conclusions

3 Historically stroke has been seen as an inevitable
risk of growing old, with little to be done for those who
suffer a stroke other than trying to make them comtortable,
However, recent clinical, fed hr‘m!c:gic al and organisational
developments in acute stroke care mean that patients

who a few years ago would have died or been seriously
disabled after their stroke now have a much better chance
of making a pood recovery, provided they receive fast and
effective access to appropriate care. The Department has
responded positively to the emerging evidence base, for
example it included some stroke milestones in the Older
People’s Mational Service Framework, and there have been
real gaing in the provision of organised stroke services

in NHS hospitals. However, progress in the efficiency

and effectiveness of treatment provided 1o stroke patients
varies cansiderably, with some pockets of excellence but

REDUCING BRAIN DAMAGE: FASTER ACCESS TO BETTER STROKE CARE
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also areas where the response is not as fast and effective as
it could be. Overall we have identified scope for potential

savings as a result of more efficient practice: some

£20 million annually, 550 deaths avoided and over

1,700 pecple fully recovering from their strokes each year

who would not otherwise have done so. More specifically:

a A key feature of effective stroke care is rapid access
tor S ialised acute stroke services, ine |LH:“I'IH' ii|l1ir|','
brain scanning. A delay in treatment increases
the risk of death and disability. We identified
scope for the NHS to prevent more strokes and
drastically improve trealment, care and oulcomes
by re-organising services within hospitals and using
more wisely the capacity that is available,

b For most patients and carers the impact of stroke
starts following discharge from hospital. Over a third
of stroke patients are left dependent or moderately
dizabled recuiring support, rehabilitation ancd
nursing care. Many patients feel abandoned. The
division of responsibility between health and social
services often acts as a barrier to integrated care
and the scarcity of health professionals within the
community care sector means that patients do not
receive the professional support they need. As a
result there is a reliance on informal carers and the
»‘ulunl;lr'g sechor,

¢ Forevery patient who experiences a stroke, the cost to
the MHS in the UK is around £15,000 over five years,
and when informal care costs are included this
increases to around £29,000.° Campaigns to reduce
smoking and improve diet should have a positive
impact on primary stroke prevention. However,
public awareness of stroke remains very low, as is
awareness of the need for an emergency response if
stroke is suspected. The new GPs” contract” has
improved the prevention of stroke although some risk
factors are still under-treated. There are also
inefficiencies in the organisation of outpatient care
where improvements, particularly in accessing scans
aned specialists, would ensure an appropriate response
to transient ischaemic attacks (TIAs) and help prevent
SEC UI'E[]:II"'," s :II“.""'-.

Key Findings

The Department has encouraged
improvements in stroke services but has not
given it as high a priority as other conditions

4 In setting out plans for investing in developing

and improving health services it was necessary for

the Department to set priorities for action due to the
limited resources and management time available, The
initial priorities focused on cancer and CHD with the
Department publishing separate dedicated strategies to
mocdemnise services in these areas, and there is evidence
of progress in key areas. * The framework for delivering
stroke care, however, is part (Standard Five) of the
Mational Service Framework for Oider People (2001). Its
inclusion in the Older People’s framework has helped
kick-start the widespread development of stroke services
in most NHS hospitals. There is now scope o give stroke
care increased priority given its impact and cost - the
costs of stroke care are more than those for heart disease,
and a quarter of strokes occur in people aged under &5,

5  In most European countries stroke is regarded as

a neurological condition first and foremost, rather than

an older people’s condition. The Department’s National
Service Framewark for Long-term Conditions (2005} focuses
on the needs of patients with neurological conditions,
including those who have neurological damage as a result
of a stroke, although it does not specifically mention stroke
other than to state that it is covered in the Older P‘q:ﬂpiir’ﬁ
National Service Framework. Most people who survive a
stroke will live for the rest of their lives with minor to major
disabilities as a result, and will be dependent to varying
degrees on health and social care. However, less than a
fifth of the number of consultant sessions a week that the
British Association for Stroke Physicians recommends are
currently being provided for stroke patients.

i The Caeneral Mecheal Semvices contract for OPs sets oat o Ouality and Outcomies Frameewoek under which G remuneration s detenmined by hoaw well thay

|:-e'll-|r|~| o a st ol climical autoome indu Als Feed i ||,|.'||_l:|:-|
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SUTTHITIETY

6 There have been some welcome developments.

In 2004 the Joint Committee on Higher Medical Training
accredited stroke as a sub-specialty which means there
is now a formal training structure for a career in stroke
medicine. Since July 2004, the Department’s Vascular
Programme Board assumed responsibility for driving
improvements in stroke services, and in 2005 the
Department established a Stroke Research Network

to coordinate and champion research in stroke.

An emergency response to stroke with efficient
and effective acute care is generally lacking

7 Research shows that a fast response to stroke reduces
the risk of death and disability. Our survey showed that
many people do not know how ta recognise the sympltoms
of stroke, or that the correct response if someone is
suspected of having a stroke is to dial 999, The Stroke
Assaciation has recently introduced a campaign 1o alert
the public to the symptoms of stroke and to call 999 if
they suspect someone is having a stroke. The Ambulance
Service Association has introduced training and guidance
for paramedics in diagnosing and responding to stroke,

g8 Coordination between stroke teams in hospitals
and ambulance services can reduce the time between
when a stroke starts and accessing a stroke specialist.
However, only 16 per cent of hospitals have protocols
in place with ambulance services for the rapid referral
of stroke patients. In some services the protocol enables
ambulances to take the patient direct to a stroke unit,
helping to bypass any delay that might occur in the
Accident and Emergency department.

9  The clinically optimal model of stroke care is care
delivered in a specialised stroke unit, but the interpretation
of what constitutes a stroke unit varies consiclerably
between hospitals. The Department’s 2001 target, that
100 per cent of all general hospitals should have a
specialised stroke service by April 2004, has nearly been
met in 2005. Hospitals told us that two-thirds of patients
had access to good or very good specialised stroke
services. However, the extent of clinical services
provided varies widely (Figure 8 in main report), for
example 54 per cent of dedicated stroke beds are
rehabilitation only beds.

10 Owerall, the number of patients treated on a siroke
unit during their stay in hospital has increased - up from
36 per cent in 2001 1o 47 per cent in 2004 — and the
mean length of stay has fallen from 34 days in 2001 to
28 |:|.'_iw_\-'£. in 2004, Despite this improvement, stroke units
are of insufficient size, with only 41 per cent of patients
in 2004 spending more than half of their stay there,
Economic modelling suggests that if access to stroke units
were increased to 75 per cent of patients, then about

550 deaths could be prevented, and 205 more patients
would not be disabled and dependent on discharge from
_hospital, each year. These beneiits could be obtained at
no additional cost if the average length of stay on a stroke
unit was three days shorter than staying in a general
medical ward,

11 Rapid access lo a brain scan is critical for stroke
patients. Trealments such as aspirin or clot-busting drugs are
danperous 1o give to a patient with a haemaorrhagic stroke
as these increase bleeding tendency and may increase the
damage. For this reason, getting brain imaging to diagnose
the type of stroke is crucial because until this has happened
treatment cannot commence safely. Less than 20 per cent
of stroke units have access to scans within three hours of
atmission. Although maost hospitals have the capacity to
provide CT scans within 24 hours of admission, an audit

by the Royal College of Physicians found that in 2004 only
22 per cent of stroke patients had a scan on the same day
as their stroke - indeed, most patients waited more than
two days. Scans for stroke patients are being delayed, even
though “time lost is brain lost’, and recent research shows
that scanning all stroke patients immediately is the most
cost-effective strategy.,

12 T scans show whether brain damage is caused by a
clot or a haemorrhage, but there can be further delays in
getting the diagnosis if no one is available to read the scan
once it has been done. Hospitals need to provide not only
access to scanning equipment and to radiographers, but
also access to staff who can read and interpret the scan
itself (such as radiologists, neuroradiologists or stroke
consultants who have been trained in this area).

Such access is rarely available 24 hours a day and

seven days a week,

UM DAMAGE: FASTER ACCESS TO BETTER

REDLICIN
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13 The development in the late 1990 of thrombolytic
(clot-busting) drugs, which can reduce mortality and
maorbidity in eligible patients, was an important step
forward in the acute treatment of stroke. Although such
drugs have had a conditional license in England since
April 2003, thrombolytic treatment is not yet a routine part
of acute stroke care despite evidence showing it would
benefit a significant minority of stroke patients. In leading
hospitals in Australia around nine per cent of patients are
thrombolysed and about 40 per cent of these patients

then fully recover from their strokes. Rates of thrombolysis
in England are below one per cent. Achieving rates of
thrombolysis in England in line with those currently being
achieved in leading Australian hospitals could generate
net savings to the health service of over £16 million a year
in care costs avoided, with mare than 1,500 patients fully
recovering from their strokes each year who would not
otherwise have done so.

14  Current thrombolytic drugs should only be given
within a few hours of the onset of stroke and the

patient must have a brain scan to determine whether

the treatment is possible. The low rate of thrombolysis

in England is partly due to a lack of public awareness

of the fact that stroke is a medical emergency, and that
appropriate treatment within the first few hours can make
the difference between recovery and serious disability. It is
also partly due to the fact that Ambulance Trusts, Accident
and Emergency departments, Radiology departments

and specialist stroke teams do not routinely provide an
effective, integrated emergency response to stroke that
includes rapid triage and access to scanning.

Following discharge patients need improved
access to rehabilitation and support services

15  Stroke patients require services and therapies from
many disciplines in health and social care. If people

do not get good rehabilitation after their stroke, such as
early access to physiotherapy 1o restore movement, their
paralysis or weakness can produce stiffness and spasticity
which in turn can lead to painful spasms and abnormal
posture. Many stroke survivors have difficulty speaking
and 1'::r1|mu:\i(_'dl:iﬁﬂ. However, access 1o pm&'sﬁiun;ﬂs
such as psychologists, dietitians, physiotherapists,
occupational and speech therapists and social workers
can be patchy within and between stroke units, even
though access to social work and occupational therapy

PN BRAIMN [

is likely to result in fewer delayed discharges. This is in
strong contrast to the leading examples of rehabilitative
care provided in Sweden.

16 A third of acute stroke patients are left dependent

or moderately disabled. During their hospital stay,
patients have access to on-call help and care, however
on discharge they have to adjust suddenly to the impacts
of the stroke on their life at home. Hospitals told us that
around half of patients receive rehabilitation services that
meet their needs in the first six months after discharge, but
this falls to around a fifth of patients in the 6-12 months
after discharge. Data from South London showed that
anly 26 per cent of patients in need received physical aned
occupational therapy and 14 per cent received speech
anid i.!ngu;lgﬂ lhul.;‘lpy 3-12 months after d'i'!.f‘hmgr‘. E.Ir|1_,.'
Supported Discharge, facilitated by a multi-disciplinary
team, reduces Iength of stay — thereby increasing inpatient
bed capacity — and can help the patient adapt to their life
at home,

17 There is also a serious impact on carers which is
inadequately addressed. The Sentinel Audit recognises

that carers are a vital resource and it is known that carers’
morbidity is high, with around one third experiencing
problems with their jobs and just under two thirds
experiencing physical and mental health problems. Yet in
over half of cases in the Sentinel Audit, carers’ needs were
not assessed, despite carers now having a legal entitlement
to request an assessment. Recent research® indicates that
providing carers with training improves their psychological
outcomes. It also reduces the total health and social care
costs of the patient and carer, in particular the costs of the
patient needing to be re-admitted to hospital. There is scope
to increase the numbers of carers receiving training: over a
third of carers in the Sentinel Audit did not receive training.

18 There is a lack of coordination of support services
for stroke patients after they are discharged from hospital
which can leave patients feeling abandoned. The
Department has recognised that stroke survivors need

to access many different health and social care services,
and that the lack of clarity of responsibilities between
health and social services is a barrier o the delivery of
person-centred care. But these issues are still unresolved
despite the fact that it is in the months and years after
discharge that patients, their families and carers will
experience the full impact of the stroke.
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More emphasis is needed on primary and
secondary prevention measures

19 Over three times as many women died of stroke
than of breast cancer in England and Wales in 2002, but
40 per cent more women mentioned breast cancer than
mentioned stroke when we asked them what the top
causes of death were. Indeed, many people still do not
realise that strokes are largely preventable and cannot
list the main risk factors for stroke, or how to manage
them. The Department has run national campaigns which
highlight the benefils of a healthy diet and lifestyle, and
these may help to reduce the incidence of stroke,

20  GPs have a key role to play in managing risk factors
and the new GPs' contract, in place since April 2004,

is focussed on issues that have helped to provide better
and more systematic prevention of stroke. Wee found that
people on GP lists were more likely to have their blood
pressure and cholesterol recorded than was the case a
year previously, that more people who were smokers
were receiving cessation advice, and that more people
with recorded blood pressure had levels meeting the
recommended targets.

21 Positive changes were also apparent for secondary
prevention activities with trends so far suggesting that
nearly all the desired GP activities, such as measuring and
controlling blood pressure and cholesterol in those people
who have had a previous stroke or transient ischaemic
attack, will soon be achieved (Figure 14 in main report).
There are exceptions, however, such as a very low

referral rate for scans for people who have had a stroke
(47.5 per cent in 2004 down to 43,5 per cent in 2005
compared with a target of 80 per cent).

22 Delays in getting appropriate outpatient treatment
fiar patients who have had a TIA mean that strokes are
occurring that could have been prevented; and some
preventative interventions, such as surgery on the carotid
arteries, are being carried out after the time when they
would have been of benefit. Ultrasound scans can show if
a thickening of the carotid arteries in the neck is the cause
of a previous stroke or TIA. If that is the case, surgery
should be performed preferably within two weeks of the
stroke or TIA. Yet the Roval College of Physicians' stroke
audit in 2004 showed that enly halil of stroke patients
_had an ultrasound scan within twelve weeks, despite the
majority of hospitals having scanning available. Providing
carotic surgery within two weeks 1o patients who are
indicated for it could prevent around 250 strokes, and
result in a net saving to the health service of around

£4 million, each vear.

23 If a person has a stroke or TIA this is a major
indicator that there is high risk of further stroke, heart
attack and other vascular events, The risk of stroke in

the seven days following a TIA can be up to ten per cent

- around 45 times the ‘normal” sk — and within four
weeks of TIA the risk of stroke can be 20 per cent. This
increased risk means that patients need to be seen rapidly
in a TIA clinic. UK national stroke guidelines recommend
that all patients with suspected TIA should be assessed
and investigated within seven days. However, only a
third of people with TIA are seen in a TIA clinic, and the
medlian waiting time is twice as long as the waiting times
recommended in the guidelines.

IAMAGE: FASTER ACCESS TO BETTER STROKE CARE
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24 Clinical puidelines for optimal stroke care are clear

and many of the individual components required for
effective stroke services are already in place, but that
capacity is largely not being utilised. The Department
and NHS must now focus on removing the barriers to the
delivery of responsive, integrated stroke care, in order to
save lives, reduce disability and reduce the cost of stroke

1o the health service.

Preventing more strokes

a Incidence rates tor vascular disease have fallen
over the last decade, probabily in part because of
preater awareness of the benefits of making lifestyle
changes such as eating more healthily and taking
more exercise. Public health campaigns such as
Five a Day’ have helped to raise awareness of these
issues. There is still more to be done, however, to
raise awareness of the fact that such lifestyle changes
can prevent strokes as well as heart disease, and in
particular, that high blood pressure is a key risk factor
for stroke. The Department should refer explicitly
to stroke in more of its campaigns (at no or an
insignificant additional cost) to ensure that the
public and the NHS benefit from preventing more
strokes. For example, preventing just two per cent of
strokes that occurred in England last year would have

saved care costs of more than £37 million,

REDUCING BRAIN DAMAGE: FASTER ACCESS TO BETTER STROKE CARE

Reducing delays in access to outpatient services,
such as diagnostic testing at a neurovascular clinic
for patients who have had a TIA, is likely to prevent
strokes and hence reduce the overall cost of stroke
ta the health service. All Primary Care Trusts should
ensure they provide access to an outpatient stroke
and TIA service. Primary Care Trusts should also
ensure arrangements are in place between GPs
and secondary care to ensure outpatients are
referred efficiently and effectively. One way of
daoing this would be to use the GP contract to lever
improvements in the number of TIA patients referred
to neurovascular clinics,

Rapid response to stroke

c

A key component of effective treatment of stroke

is that a suspected stroke should be treated as a
medical emergency in the same way a suspected
heart attack is. The Department should work to
raise public awareness of the signs of stroke, and
the fact that stroke is a medical emergency that
requires a 999 response. This should be integrated
with the provision of information and guidance to
GPs, Accident and Emergency department

staff and ambulance staff to prepare for the
increased demand and expectations of a more
informed public.




Improving acute care: brain scanning, thrombolysis
and acute stroke units

d

Greater uptake of thrombolysis would improve stroke
outcomes. There are several models of practice

that could be adopted to overcome the barriers

to delivering thrombaolysis routinely for eligible
patients. These include: greater use of telemedicine
to access expertise in reading brain scans; protocols
between Ambulance Trusts and hospitals to ensure
that all suspected stroke patients are delivered to a
designated hospital that is equipped for thrombaolysis;
and more widespread training of triage nurses,
r;\g!inh]giﬁiﬁ and stroke consultants in how to work
together to deliver thrombaolysis. The Department
should, in conjunction with the National Institute
for Health and Clinical Excellence, appraise the
costs and benefits of different approaches and
provide guidance to the NHS on how to deliver
thrombaolysis in practice.

A key requirement for all acute stroke treatment,
including thrombolytic treatment, is rapid access to
brain scanning. Our audit revealed existing capacity
for scanning stroke patients that is being under-used.
The Department should explicitly address the issue
of improving emergency scanning capacity in its
strategic work on improving stroke management.
For example, it should explore the possibility of the
extension of training so that stroke consultants can
read scans to a sufficient level to be able to make
decisions about immediate acute treatment without
having to wait for specialist radiological input.

In commissioning stroke care services, Primary Care
Trusts should ensure that acute stroke services are
delivered through acute stroke units. As a minimum,
all stroke patients should have a stroke care plan
and access to specialist stafi. The Department
should make available best practice guidance on
the provision of an acute stroke unit, to reduce
regional variations. If patients can be admitted more
|:'|4_|i¢'|-;|'§,f into a stroke unit, 10 access f.lmt'i.ﬂiﬁl acute
care, damage and deterioration in their condition can
be maore efficiently controlled, reducing morbidity
and mortality. This increase in efficiencies should also
reduce overall averages for lengths of stay.

Coordinating post-acute support services

B

The Department should ensure that its initiatives to
support more coordinated and cohesive health and
social care services take into account the need for
joined-up services to reduce the disabling impact

of stroke on peoples’ lives following discharge

from hospital. Arrangements must be put in place

to ensure that where responsibilities are divided
between health and social services the responsibility
is not neglected by either party. The Department has
set aul eleven quality requirements for delivering
care to people with long term neurological
conditions in its National Service Framework for
Long-term Conditions. These quality requirements
apply to people with neurological damage as the
result of a stroke, and commissioners should refer
to them in planning post-acute stroke services.

Voluntary and community organisations can provide
effective long term support for people who have
suffered a stroke. Dur report Working with the Third
Sector (HC 75, 2005-06) sets out how povernment
departments can build effective partnerships with such
organisations, The Department should be informed
by the recommendations in that report in working
more closely with the voluntary sector on the issues
surrounding the provision of long term rehabilitation
and support services for stroke patients.

Better management of stroke services

Stroke costs the NHS more than heart disease.

In order to reduce these costs, it is important that
commissioners and clinicians in the NHS are as
aware of the need to improve the capacity and
responsiveness of stroke care services as they have
been for higher-profile diseases. To support this,
the Department should work with the Healtheare
Commission and the Royal College of Physicians
to build on existing guidelines and audil processes.
This should include considering appropriate
benchmarks for stroke care = for example, for the
proportion of suspected stroke patients receiving
a brain scan within three hours, or the proportion
of eligible patients receiving thrombaolysis - as
part of its strategic approach to taking forward an
integrated vascular care programme.

The Department should take a unified approach

lo stroke, awarding it appropriate priority and
supporting its stroke programme with strong
leadership for vascular disease management. This
would build on the Mational Service Framework for
Coronary Heart Disease; the stroke section of the
National Service Framework for Older People; and
the quality requirements listed in the National Service
Framewark for Long-term Conditions.
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Responding to Stroke
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1.1 Stroke is the leading cause of death in England after
cancers and heart disease. Approximately 110,000 strokes
and a further 20,000 transient ischaemic attacks occur

in England every year. Around two-thirds of people will
survive their stroke, but half of them will be left disabled
and dependent. Historically stroke has been seen as an
inevitable risk of growing old, with little to be done for
those who suffer a stroke other than trying to make them
comfortable. However, many strokes are preventable and
recent developments in the last decade have shown that
fast and effective acute treatment and care can save brain
from further damage and hence significantly reduce death
rates and disability. In some cases clot-busting drugs can
effect a complete recovery.

The status awarded to stroke has
not been commensurate with other
leading diseases, such as heart
disease, and more can be done to
lever improvements

1.2 The Department has published separate strategies

for cancer” and for coronary hean disease®, setting out
their strategy to modernise services in these areas. But the
framework for delivering stroke care is part of the Mational
Service Framework for Older People (Standard Five) (2001),

even though the costs of stroke care are more than those
tor heart disease and a quarter of strokes (approximately
28,000 a year) occur in people aged under 65.

1.3 The Department has had considerable success in
improving services for people with coronary heart disease
and in decreasing mortality rates. Figure 3 shows how
coronary hean disease mortality rates have fallen at a
faster rate than stroke mortality rates, especially since the
late 1980s.

1.4 Services for coronary heart disease have been

“well established and mature for some decades; services
for stroke are still in their infancy. For example, by the
early 19805 most English district general hospitals had a
specialist coronary care unit and at least one consultant
cardiologist. In contrast, 1980 saw the publication of the
first British clinical trial of stroke unit care (the Edinburgh
Stroke Unit trial). The results were inconclusive and it was
only later that a consensus on the value of stroke unit care
emerged. Thus, the position of coronary heart disease in
the health service has had several decades to develop,
mature and consolidate whereas stroke, as a specialist
service, is a recent concept. A comparison of key elements
of coronary heart disease and stroke illustrates the
disparity in status and priority that stroke services have
historically had (Figure 4 overleaf).

Deaths! per 100,000
300
Cardievascular Disease [lotal)
250 ‘
200 '
Cﬁ.rﬁnﬂf}" m” DI!E{H,& \\‘_\_\__\_\__ !
150 ——— -
—_— —
— oy
100 __q"'-______ —n_
Stroke e |
50 —— |
0 Ciimn e e
1970 1972 1974 1978 1978 1980 1982 1984 1985 1988 1990 1992 1994 1995 1998 2000 2002
Year |
Source: MNational Audit Office analysis of dodo from the Deporimant of Health i
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Benchmarking stroke service provision against services for coronary heart disease reveals disproportionate

differences in resourcing and status

Annual direct healthcare costs

Mumber of in-potient hospital bed days annually

Average length of say

Propartion of deaths in |.'|'|g|tu'|l:'t| and Walas it caused in 2002
Ancraximale prevalence of people disabled or dependent as a result

Status in the Joint Council for Highe‘:l Medical Train 1+

Muriber of frainees regratered in F!';J:il!'l]
Charity research L_l:':_hng in the Linited Kingdom in the finoncial year 2000-2001

Mumber of research posts funded by chorities and Genernment agences in e
Linited Kingdom in the financial weor 20002001

Department of Health Research Fl,lndlr:g 200304

Respondents to MAOD public owareness survey who listed the disease in the top fawr
couses of death

Mumber of points in the GF controct allecated specifically to secondary prevention of
this condition [plus points owarded for hypertension)

Preportion of GPs that have no system or are unsure if they hova a system for
identitying repect events

Propertion of GPs with a special interest in the condition
Propartion of GPs thot would refer o patient with this condifion within o bew minutes

Froportion of GPs that have local protocols in ploce for rapid referral and monogement

I:ZII: OCule COia

Proportion of GPs that have local profocols in place for rapid referral and manogement
af miner coses

Parcentage of hospilals with profocols with the ambulance service for managing
pahents [over and obove e regular system)

Percentage of patients seen as an cufpafient within 14 days
Percentage of palients frealed at some fima on o specialist unif
Mumber of polients par consuliont

Patients discharged with an identified help contac! paint

REDUCING BRAIMN DAMAGE: FASTER ACCESS TO BETTER STROKE CARE

Stroke

£2.8 billion
2.6 million
28 days
11 per cent
300,000

As of 2004, stroke
is o sub-spaciolity

[+
2.4 million
i

£9 4 millian

21 per cent

31 [+103)

]5 pear cend

1& per cant
55 per cent
73 per cent

71 per cenl

14 per cent

37 per cant
47 per cent
540

48 per cent

e

200304

T

Coronary Heart
Disease

£1.2 billian
3 millian

7 doys

1% per cend
n/fo

& speciality

430
£43 million

455

£52 million

77 per cenl

121 [+103)

=3 per cent

39 per cent
24 par cent

B& per cent

92 per cenl

100 per cent

95 per cent
100 per cant
360

86 per cenl




1.5 Appendix 2 summarises key initiatives that relate
to stroke care. In December 2004 the Department
established a Vascular Programme Board to take forward
policy development in vascular disease management in

a coordinated way. A stroke sub-group of the Board is
rdl!"nr'['ltn||:}ir‘|13'l a strategy fior IMproving stroke services and
decreasing stroke mortality rates. This is an important and
significant step towards prioritising the management of
stroke services and driving forward improvements.

The Department of Health has

encouraged improvements, but
stroke services vary and many

patients have limited access to
stroke services

1.6 A key milestone set by the Department in its
MWational Service Framework for Older People was that

h1..' April 2004, 100 per cent of all gwwr.;al hl,:l'j.[}i[\Ll& should
have a specialised stroke service. We asked hospitals 1o
rate patients’ access to specialised stroke services.

The results showed that although nearly two-thirds of
patients had access to good or very good specialised
stroke services on the day of the survey, over a thousand
patients (27 per cent) were judged to have limited, very
limited or no such access (Figure 5).

1.7 Evidence-based clinical guidelines from the Royal
College of Physicians” show that the most effective model
for specialised stroke care, shown o save lives and reduce
disability for those who survive, is care delivered through

a specialised stroke unit: a peographically distinet unit
staffed by a multidisciplinary team of stroke specialists,
including consultants, therapists and nurses trained in the
management of stroke, Stroke units are more successful at
preventing complications and shortening the time 1o starting
rehabilitation and bencfit all types of patients irespective

of gender, age and severity, A meta-analysis shows an

18 per cent reduction in mortality, a 29 per cent reduction in
death or dependence and a 25 per cent reduction in death
or need for institutional care in patients treated in a stroke
unit {:nrn|;|‘tr{rd oa Hl_']'bl_’r..li medical ward. 'Y This evidence
is recognised internationally, for instance with hospitals in
Australia adopting a specific model for delivering stroke
services through stroke units (Case Study 1).

Hospitals roted patients” access to specialised
stroke services

Mo speciclised stroke services
Very limited spacialised
h_lrﬂkl'. ServVICES

Limited
specialized
stroke services

F
Very good 4
S el

sirake services
Aocherahely

good
spacialised
stroke services

Good specialised

siroke services

CASE STUDY 1

Adepting stroke unit models in Auvstralia

G-q‘;lﬁfc;:rd |"|f§-§|:|:||:r|'.‘. 5.|r-;,.||-cr€.L TR 1 of 22 units in ew South
‘Wales that hos been established occording bo o deloiled model
dcu’lacrj |a|n‘.|:,' b}-’ c|-n|c|;_|-'|5 und I|'|r',. Avmli] Dup(!lh‘ucn.‘ nl: I-J,-:|-'|'|
Cwer the last sevan years, overage length of stay has fallen from
16 ko nine days {compared with 28 days overage sioy in the UK
Sentinal Audil of siroke]; morality has follen from 24 per cent

to 13 per cent inpakient death wos 28 per cend in the Sentinel
Audit]; n:]u.chl:::rgt': fex mursang hormes has follen from 30 par cent io
13 per cent [compored 1o 18 per cent af surviving polients in the
Senhinel Audil who were discharged to o resicentiol or nursing
home] and refarrals bor further inpofient shays for rehabilitation
have fallen from 40 per cent to 20 per cent, enabling people o
have outpatient rehabilitation services instead.

sowres! MNabcnal Auvdd Lifics

1.8  The Department recommends that |‘|l::l.|‘.|il.1| SOV ICDS
for stroke should be reviewed using the clinical audit
methodology developed by the Intercollegiate Stroke
Working Party. The Mational Sentinel Audit of Stroke (the
Sentinel Audit), run by the Roval College of Physicians
and sponsored by the Healthcare Commission, was
published in 2004, 1f found that Provision of stroke unit
care improved significantly over the last three years: mone
patients are treated on a stroke unit during their stay — up
from 36 per cent in 2007 to 47 per cent in 2004 - ancl
the mean length of stay has fallen from 34 days in 2001 to
28 days in 2004, indicating an average saving per stroke
patient of six bed days. Appendix 3 shaws the key Sentinel
Audit results across the UK; England compares favourably
with Northern Ireland and Wales
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1.9 Overall, most hospitals are now incorporating some 1.10 However, there is regional variation in the

of the organisational features recommended for stroke percentage of hospitals incorporating the criteria from the
units, such as having literature available for patients, service model. There is a lower than average proportion
weekly meetings and a consultant responsible for stiroke, of hospitals in the South with specialist stroke consultants
as shown in Figure 6. and London has lower than average percentages of

hospitals with formal links with patient/carer organisations
and hospitals with stroke coordinators (Figure 7).

u Most hospitals incorporate some orgonisafionol criteria from the siroke service model

R rrerey
f.:-:Jrl'i'n.lrlg aducation programime “
Farmal links with patient/carer cigonisiations | NG
Agreed T prolocols behween ocule N |
primory care
Agreed siroke protocols beneen acule 01 |
pr Oy Care

Mamed contact an wransfer  [IKEGEGEG

Stroke coordinalor _
0 10 20 30 40 50 &0 70 80 0 104

Parcentoge of hospitals

ﬂ Regional variation in the percentage of hospitals incorporating organisational criteria for stroke

The percentage of hospitals that meet the indicated criteria

Londaon South Midlands & East Marth Mational Tokal [%)
Weekly meetings about patients or 2 o4 100 o7
Stroke literature for potients 94 25 o0 Q3 23
Specialist siroke consuliant 24 82 25 Q92 21
Hove a siroke unit N Firs B7 7B gz
Continuing edecation progromme 1 79 ] 7& B0
Formal links with patient/carer organisations 53 &1 &HG 73 &
Agreed TIA prolocols betwesn acute and primary care 50 33 e 28 35
Agreed sirake profocols between acute and primary care 44 [ 43 46 4%
Momed contact on transher 50 53 43 49 48
Stroke coordinator 28 44 42 n 37

Ml Al Audie Ol

MOTE

Mumbars hmdlhmm*nugmdm&hmhh mhm usﬂmmmmhﬁmhmdmma
green one 5 parceniage poinks or mnbmu Mﬂﬂm

16 REDUCING BRAIN DAMAGE: FASTER ACCESS TO BETTER STROKE CARE




1.11 Although treatment in a stroke unit is the clinically
optimal model of stroke care, the Sentinel Audit showed
that stroke units remained of “insufficient size”, with no
increase in the number of stroke beds between 2001

and 2004, In 2004, around half of eligible patients were
freated on a stroke unit at some point and t:|‘||3.' 41 per cent
spent more than half of their stay there. The median time
to get admitted to the stroke unit was two davs, and

70 per cent of hospitals were using a set of criteria to
select which patients could access their stroke unit.

We found evidence of some improvement over the last
vear. Sixty-three per cent of the 5044 stroke patients in the
hospitals we surveyed in 2005 were in a stroke unil.

u Service provision varies

Units providing services

Lhnit has access 1o toans within 3 hours of cdmission
Linit has o policy for direct odmiszsion from ASE
Linit provides continvous physiologizal monitoring
Linit has specialist ward-rounds at least 5 imes o week
Unit hos access to scanning around the clock
U:'!if |‘||:.|5 e m Tyl :.'II:;IlCI!!' g.,.ldl.-:'lrlm.
Patients occessing services across all units
Pofients gefting o brain scon on the same day as their siroke
Patients” mood ossessed
Patients weighed
Pafients recaiving occupational tharapy within 7 doys
Patiants screened for swallow
J':'(J.'I{!!"'l:‘ r-&rn}wll*.!:_;. pl'.:,-sia.'herap-,- wi'hil‘l ?‘2 hours
Patients QIvIEn asann |;:|:|.' 48 hoyrs
Patients® rehobilitation goals ogreed
Potients receiving a home visit before d-s:hnrge

Patients cn anfithrembaotic theropy by discharge

HOTE

o

1.12 Service provision in one stroke unit may vary
significantly from services in another stroke unit. For
instance, just over half of hospitals said that patients
could access ‘very good specialised stroke services” in
their stroke unit and 15 hospitals claimed that patients in
their stroke unit had access to limited, very limited or no
-,-.|,1{lt;i.1|iuw1 stroke services, The Sentinel Audit also showed
that stroke units varied considerably in terms of providing
clinical services for acute stroke management (Figure 8)
Incleed, our survey showed that 54 per cent of dedicated
stroke beds were rehabilitation only beds
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o
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o
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Percentage

Percentoges: Units, obove, measure siroke units providing services. Patients, lower, ore occessing services across oll shhoke units
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part one

There are barriers that prevent stroke
patients from receiving rapid and
responsive emergency care

1.13 Stroke is a medical emergency. Over 25 per cenl of
stroke patients show significant neurological deterioration
during the first 72 hours after admission to hospital. With
active management in the initial hours after stroke onset,
brain may be saved from further damage. Thrombolysis

is a clot-busting treatment that, if administered to eligible
{ischaemic stroke) patients within three hours of onset,
can clear the blockage causing the damage 1o the brain.
In some patients the impact of this can be to reverse most
or all of the damage, sometimes with complete recovery.
Figure 9 {on page 20) shows that there are several key
areas along the critical path at which urgent medical
treatment can be delayed. Particular pinch points are: the
emergency response and triage; getting a brain scan® to
diagnose stroke; and accessing the expertise to read the
scan and administer treatment,

From onset of stroke to arrival at A&E

1.14 In 2004 the Sentinel Audit showed that only

five per cent of hospitals had protocols with the ambulance
service for the rapid referral of stroke patients. Our survey in
2005 showed an increase in this, to 16 per cent, although
protocols for managing TIA patients were still low at

six per cent. Protocols with an ambulance service |:|mn.'i;k-
explicit guidance on where the patient should be taken
(less than a fifth of hospitals enable stroke patients to access
scans within three hours and ambulance stafi will not
necessarily know which do) and who in the hospital should
be notified that a suspected stroke is being brought in. The
Face Arm Speech Test was developed in the Morth East as a
paramedic stroke identification instrument. The Ambulance
Service Association is implementing the use of the Face Arm
Speech Test in other parts of the country and contributed

to the expert panel for a 2004 report called Act Mow!!
which highlights how a coordinated approach can improve
patient management and oulcomes in acute stiroke, This
capacity can be drawn upon effectively to reduce delays in
the acute stroke pathway, as shown in Case Study 2 and in
Case Study 3.

CASE STUDY 2

Treating stroke as an emergency: The Freeman Hospital
and the North East Ambulance Service

Paromedics hove a protocol to loke oll suspected siroke pafiants
in Mewcastle upon Tyne to the Freeman Hospital, oveiding the
city's Rowal Vickoria Infirmary, becousa it doas not hove an acute
sircke service. The Morth East Ambulonce Service will arrive
within 1.4 minutes of a 999 call for suspected stroke patients.
Faramedics ere trained o recognise stroke wsing the “Foce

Arm Speach Test® [FAST] which ossasses whather the potient is
showing the typical signs of siroke: facial palsy, orm weakness
and problems with speech.

The latest estimate for the median time from onset of siroke
symploms fo presentation ot the emergency unit is around

1 hour 12 minubes. Batwean August 2001 and Juby 2002,
ambulonce crews referred 278 suspecied siroke patients o the
Freeman hospitol, of whom 217 (78 per cent| hed the diognaosis
confirmed as siroke or TIA.'? Paramedics will notify the stroke
unit at tha Freeman Hospital that o suspecied siroke potiant is
caming in, which in lurn enables a more repid responzse once the
pafient arrives af the hospital as the sroke lsom ore prepared fos
their arrival and to deliver emergency reaiment,

Al Accident and Emergency in the Freeman Haspital, patients
with suspeched sirake whe are not blpugiﬁ in dir{:-cﬂ',' b:,'
paramedics ore assessed using the Recegnition of Streke in the
Emergency Room (ROSIER] tool, o further developmant of the
FAST test, which reduces misdiognosis of stroke ‘mimics” such
as seizures, Using the ROSIER tool, over %0 per cent of strokes
wara initially recognised as o stroke ond 75 per cent of non-
stroke mimics were identified correctly as non-strokes.

These management fools reduce the time and monage the |
pativway between when the symploms are recognised, arriving
at hospital, and than accessing expert siroke care.

Sowrea: National Audii O

] L fefised R prry T scan) o Magnetic Resonance Imaging (MR ane imaging technigues which allow the assessment of soft Bissues = in this case

larain fistue. Theste scans can shosw whaether or ol the steokoe | A .||,|5.:'d ||-. F] |||ﬂ_'|_| W a g |||I'_ and |'H,'|'||, i, aneE Crlic ..1| 1k tl|1.1|||:|:;.1l Eneatmsnt.

BELHHCISG BRAIN DA

E: FASTER ACCESS TO) BETTER STROKE CARE




CASE STUDY 3

‘Ropid Ambulance Protocol for IDentification of Stroke’ (RAPIDS]: The Mational Hospital for Neurology & Neurosurgery and

the London Ambulance Service

The Mational Hospital for Meurclogy & Meurosurgery and the London Ambulance Sarvice sat up o muliidisciplinary project to redoce the
dalay between when the siroke pafient wos picked wp by the ambulonce end their ockuol odmission ko the Acute Brain Injury Unit in the

hospital. The project infroduced:

m Simple guidance 1o ambulance crews on diognosing acule stroke:

F-uuﬁmSpouhE:l[MFﬂhrMa

Facial weakness - Ask patient fo smile showing ieeth
Unequal smila

Arm weakness - Lilf pafient’s arm, ask them to held for 5 secs
Arm drifts,/Falls

Speech - Attempt o conversation

Slurred speach/word finding difficulties

Unable to Afected side
LEETEE Left Right

Yes [+

If patient score =1/3 stroke or TIA is likely

m The protocol that the Lendon Ambulance Service calls the Acute Brain Injury Unit at the hospital fo forewarn of o strake patient arriving

B The profocol that $92 stroke colls are token directly to the Acute Brain Injury Linit

T1N3 pn:\rn-:i ;un:l;c'ssFu"'f rl;llscd OwWanEngss -;,:F :.Ir-c!:.:: 1 b:}-lh 'I|'|l:: |.¢|'||:':||:'§-n ."-".rl'l|:|'J!|:||‘.|'.rt‘.~ Samvies and across tha Ul'l:ve‘:ls.i!'r' ':D”Egﬂ r_'li: Lﬂ"lﬂlill'l
Hospitals; it successhully enobled siroke patients o bypaoss ARE; and it significanty reduced fime from onset to odmission

- Pl it CHfice

Diagnosis and access to stroke specialists

1.15 In many cases of acute stroke where an ambulance
has been called quickly after the onset of symptoms, the
majority of the delay is likely to be after the patient has
arrived at hospital."* It is partly due to these delays that

so few patients receive thrombaolysis, although there are
also contraindications that mean not all ischaemic siroke
patients are eligible for it. However, less than one per cent
of stroke patients are receiving thrombaolysis annually in
England when around nine per cent of stroke patients are
receiving thrombolysis in other places, such as in Box Hill
hospital (Case Study 4 on page 22) in Australia.

Large numbers of acute stroke
patients don’t get a scan within the
critical time period

“my hushand was turned away [from A&E] and told to go
to his GF - It actually took me two hours to get him up

. he has had

A carer

the stairs at home on that particular evening .

another minor stroke and three TIAs”

1.16 Treatments such as aspirin or thrombolysis may be
dangerous to give 1o a patient with a haemorrhagic stroke
as these increase bleeding tendency and may increase the
damage. For this reason, getting a CT scan to diagnose the
ype of stroke is a critical pinch point because until this
has happened treatment cannot commence safely.
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part one

T dial 999/ ambulance pick up and siroke
symploms recognise conlac] deliver patient either 1o team
as medical emargency emergency =4 ARE or directly 1o the - OSSEES !

services stroke leom patient
| dinl
| [ MHS direct
- . may nob hove patient arrives
tald to oo E’l gppc.inrrngnl Spéﬂlﬂllﬂd at A&E
to GF . with siroke care; oo e, e
GP sought patient either
| = odmited and/or
sant to anclher
haspital
GP oppointmant

sympioms recognised as siroke odmit pofient

may send patient home/do nothing

B irdicates the appropriate sleps to occess thrombelysis
R indicates deloys that put at risk treatment being accessed urgantly
B indicates severe delays

Sowce: Malional Audit Office analysis
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CASE STUDY 4

Stroke teams in Australia are orgonised for a fast-siream disease

In leading stroke wnits in Australia, siroke is rected as o tastsiream
disease. This enlails:

m Stroke being clossified os @ medical emergency (ambulance
paramedics ore frained lo diognose stroke and con notify the
hospital when a stroke is coming in]

m Conlinuing educafion of trioge nurses about the emargency
ofus of siroke and the need for urgent sconning and traatmant

B Stoke paotients having immediole occess o
scanﬂing,-"ne-.ura-nmagifg

B Skroke consulianis ond regisirors having the nevwrclogical
expartisa bo read scon: - digitol rodislogy technology enobles
consuliants bo see scans immediately off-site and al hame it
necessary, so radialogists do not need 1o be involved which
speeds up the process

Availability of thrombolysis

Commitmen to the professional development of the
multidisciplinory team. Stroke care is seen os o career with
a r{}wﬂrdlng mixlure of up-ikilli-"lg oppariunilies, a commibed
team has the skills to prevent commen complications such os
-;J:.F:u:l:lllun ar F:n{:qmuma -;;u‘ld CONE 15 MOre acule [ram ti:r:r
ang. The average length of sty ocross Ausiralio s 11 doys
compared with 28 days across England

e Mational Audit Ofice

1.17 In fact, a study by Wardlaw and others in 2004
found that scanning patients immediately is the most
cost-effective strategy.'® They found that compared

with strategies such as ‘scan all within 48 hours of
admission” or ‘scan only patients with a life-threatening
stroke immediately and the remaining within 14 days of
admission’, the strategy ‘scan all immediately’ cost the
least and provided the best health outcomes. Independent
survival increased because appropriate war|j,.r manageméent
was then possible. CT scans distinguish between brain
1!.;|m.-131_' caused by a clot — which a ppears dark on a

scan — and haemorrhage — which appears white. But
bleeds eventually become darker on a scan so over

time, depending on the size of the bleed, the ahility to
differentiate is lost. This is another reason why scanning
quickly is important for stroke. Wardlaw points out that
when it comes to scanning “stroke has traditionally

been assigned a low priority” and that radiologists, with
many demands for CT investigations, might not know the
benefits of immediate CT scanning for stroke patients.

REDLICING BRAIN DAMAGE: FASTER ACCESS TD BETTER STROKE CARE

Recent results from Box Hill hospital showed that 41 per cent of
thrombaolysed potients fully recovered from their stroke.

Box Hill hospital is o metropolitan hespital serving o population

of approximatehy 800,000 people (13 per cent over the age of

&5 years) in the eastern suburbs of Melbourme, Australia. It has o
four bad ccute stroke unit siteated within o 20 bed Meurology ward
and admits approximately I00 stroke potients per year. Around
ten per cant of ischoemic strokes [nine par cent of all strokes) are
thrombabysad. Since the introduction of thrombolysis, staff are

now seeing patients, who pravicusly would have bean saricushy
disabled or killed by their siroke, moke o full recovery. Additionally,
digital scanning copability enoblas pafients to be diognosed and
thrembolysed cutside normal working hours bacause the consultant
can occess digital imoges of te scons af home and discuss the
diagnasis aver the lelephone.

1.18 However, only 22 per cent of stroke patients in the
Sentinel Audit received a scan on the same day as their
stroke. Most waited two or more days. For patients who
were registered as requiring an urgent CT scan (within

30 minutes), only 30 per cent actually got the scan on the
same day. But nearly all hospitals (91 per cent) have the
capacity to be able to provide CT scans within 24 hours
of admission. This means that scans for stroke patients are
being delayed, even though ‘time lost is brain lost’,

1.19 We asked hospitals whether the number of scans
achieved met a reasonable potential; we were tald five
tlimes as many MR scans and over twice as many CT
and Doppler scans could be achieved without unfairly
compromising necessary scans for other patients (by
changing, for example, the way scans are planned,
managed and carried out, including staffing and time
changes). Over a quarter of respondents suggested that
having protocols such as set ‘slots’ for CT scanners to
serve stroke patients would reduce waiting times for
scans, and nearly a third said that the scanners should be
available more of the time, for instance in the evenings
and at weekends.




1.20 The Audit Commission reported in 2001 that in
England and Wales around 80 per cent of CT scanners
operate for nine hours or less on weekdays, They nated that
“radiclogy departmenis face increasing pressures to provide
out-of-hours services, for instance to support the diagnosis
and management of emergency cases, such as suspected
stroke”, That report also suppests that possible solutions
mi|:thl be 1o sel LIy CHY-L all arrangemaents, or J{Lt[n tor an
extended-hours service during the week, or offer a 24-hour
seven-day service (which is rare). Case Study 4 shows how
telemedicine (digital technology that allows scans to be
read remotely) is being used in Australia; and this approach
has also been used in Germany, Austria and North America
to facilitate centres delivering thrombaolysis. At Western
Ceneral Hospital in Edinburgh, close links between the
racliologists and the stroke unit and training of stroke
physicians to read scans is seen as essential in facilitating
tlimely scanning and enabling the thrombaolysis of stroke
patients (Case Study 5).

Achieving thrombolysis rates in line
with those in leading Australian
hospitals would deliver savings to
the NHS

1.21 Using data on average mortality and recovery

rates for thrombolysed patients, we made an indicative
assessment of the costs and benefits of delivering
thrombaolysis to nine per cent of all stroke patients

in England. Mine per cent is the rate curmently |]-Uir11_1
achieved at Box Hill hospital in Australia (Case Study 4).
We used cost data collected by the London School of
Economics and Political Science to calculate the costs that
wiould be avoided by the NHS in not having to provide
care for those stroke patients who would make a good
recovery from thrombolysis, but would not have done so
without the treatment. We netted off the cost of providing
thrombalysis to nine per cent of all stroke patients. We
found that it would cost about £9.9 million a year to
provide thrombolysis for these patients, but would save
around £26.4 million a vear in care costs: a net saving of
maore than £16 million a year.

CASE STUDY 5

Speeding up access to scans for stroke patients:
Western General Hospital in Edinburgh

In most hospitals, consuliants must request scans from the
rﬂdiﬂ|ﬂgi51, who will then pass it on ko the radiographer. At the
Western General Hospital the consuliant can go straight fo the
radicrgrapher with a ||3-.|::||.l|_'.':.r [-;,:-r .rnmt,:d.l;llc scanning F-:;:' 1|'||jse-
potients whe might ke thrombolysed, Elsewhers the scans are
read by generol radiologists or neuroradiclogists who will then
poss on the diognosis bo the stroke consultant, which of course
invalves a delay. At Western General Hospital some siroke

= physicions have bean successfully froined to read the scans
This means the diagnosis can be reviewed ab a laler date by the
radiclogist, but the consultants will be oble ta initiale rectmen
immediately, based on thein own diagnosis. In any cose,
geneml rm:‘iu:-lagisrs may not hove af up-bo-date knowledge
on brain seans and sireke diagnosis as thal which would be
availoble for specialist stroke consuliants

The limited numbers of health
professionals with training in stroke
care is a barrier to delivering high
quality care across the country

*IThere are] still problems with the ambulance crew whao
assess TIA as nothing wrong and tell [the patient] to see
ftheir GF at] some time. TIA is seriows and needs taking
serioushy, NHS Direct and other Iriage systems are also
guilty af this" - A GP
1.22 A study in 2003 showed that misdiagnosis of stroke
is common in the emergency room and I:l'l. rimary

care doctors.!? Only one in five GPs told us that most

of their TIA referrals are subsequently confirmed to be
TlAs. More worrying though is if stroke patients are not
being recognised as such. Patients and GPs described
examples where people were sent home from Accident
and Emergency departments, or from GPs’ surgeries, when
attending with stroke symptoms (Case Study & overleaf).
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1.23 In England there are currently 86 whole-time-
equivalent stroke consultants. This is only 20 per cent of
the requirement recommended by the British Association
for Stroke Physicians for a specialist-led acute stroke
service, Based on an average district of 250 000 E‘H.‘-l]i".hfl:‘
which would be expected to have about 400 first strokes,
150 repeat strokes and 150 transient ischaemic attacks
annually, the British Association for Stroke Physicians
recommentd that two whole-lime-equivalent consultants
would be needed o provide 16 sessions a week to
deliver a comprehensive stroke service. A median of three
consultant sessions a week are currently being provided
for stroke patients,

1.24 Stroke units also need to be able to attract and retain
staff in order to build a high-quality and well coordinated
service. The Sentinel Audit warned that “it is of grave
concem that only two-thirds of patients have a record
madle as to whether they are safe to swallow™. Difficulty
swallowing is a common complication in stroke and
aspiration pneumonia and chest infections are serious
further complications that can result; staff need to be
knowledgeable about how to feed and position a stroke
patient appropriately to prevent this. Training on how to
care for stroke patients has not been mainstreamed and
although sites with stroke units are more likely than other
wards to provide continuing stroke education for staff,

a significant proportion of stroke patients are managed
elsewhere than on stroke unils.

1.25 Stroke patients require services and therapies from
many disciplines in health and social care. If people

do not get good rehabilitation as soon as possible after
their stroke, such as early access to physiotherapy to
restore movement, their |'.l<'ll'n'|t'{.’5-i5 or weakness can
produce stiffness and spasticity which in turn can lead
to painful spasms and abnormal posture. However,
Acoess o pre Wessionals such as psvchologists, dietitians,
physiotherapists, occupational therapists and social
workers can be patchy within and between stroke units,
)| 1|‘|nug|} access o social work and oo upational
therapy is likely to result in fewer delayed discharges.
The provision of psychological support is particularly
low (Figure 10).
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CASE STUDY 6

Stroke patient: Eve®, Age 40, South Londen

Eve is a 40 year old Asion-Coribbean mother of four children
whao has had three strokes and o heart offock. She has baan
dicbetic for about ¢ yeors and had her first streke when she
was 37 years ald. Howevar, of tha time of her first stroka
doclors thought she had meningifis. it was not unfil she had

her second stroke several months later that she wes informed
about the first. Eve says that doclers treafing her demonstrated
a lock of owareness about siroke omong younger peacple. Eva's
second stroke was detected when she went to visit her local GP
— several hours afier the sircke hod occurred

Eve is now disabled and unaoble ho work. She is inconfinent,
hos exireme mobility problems and is porolysed olong her righi
side. She received speach therapy from the local primary core
irust after her sacond siroke and her speech is now almest fully
regained. The primory care frust’s odull therapy team refemed
Eve o the Stroke Associalion, which now provides a family
support organiser do visit her approximotaly every month,

* Mame hos been changed

Source: MNofional Audid O

m Ranges in the provision of multidisciplinary care

Whale-time-equivalents for staff Inter quartile range
on siroke units (per ten beds)

Qlualified nurses/assistants on duty 27=3.8
Junior decior sessions 2.7-7.1
Clinical psychology 0.0-0.1
Dietitian 0.1-0.2
Ciccupational Therapy 0.7-1.3
Physictherapy 0.5-1.7
Speech ond Language Theropy 0.2-0.5

Source: Mafonal Avdit Office analsis of Sentined Avdit dalk




1.26 Hospital episocde statistics show that the bed days for
stroke patients are among the highest, at over 2.6 million
bed days in 2003-04, of any patient group. Responsive
care in a stroke unit has been shown to reduce death and
t|i5..a!:|i|i|:~..'. It patients can be admitted more quickly into

a stroke unit to access specialist acute care, damage and
deterioration in their condition can be more efficiently
controlled. This increase in efficiencies should reduce

overall averages for lengths of stay.

1.27 The stroke unit triallists showed that for 100 patients,
26 less bed days would be used if patients were treated

in a stroke unit rather than in a peneral medical ward.'®
The updated Cochrane Library!” stroke unit review shows
a reduction in length of stay of about & days. The Sentinel
Audit showed that average lenpth of stay decreased
considerably since 2001 by just over 6 days, and that the
proportion of stroke patients spending the majority of their
stay on a stroke unil increased from 27 per cent to

41 per cent. The decrease in length of stay by 6 days
indicates, for the cohort of 7619 patients in the 2004
audit, a saving of around 45,000 bed days. If extrapolated

m Average length of stay varies ocross hospitals

Average |mean) length of stay |[doys]
100
g0
20
70
&0
50
40
30

Owvarall overage is 28 days

te the 110,000 strokes that occur in England annually,

this suggests a saving of 660,000 bed days, which is 1800
bed years - or more simply 1800 beds, to the NHS, At an
average cost of £125 per bed day, a reduction of 660,000

bed days represents a saving of over E82 million

1.28 Length of stay tor the cohort of patients in the
Sentinel Audit varied considerably, as shown in

Figure 11. Undoubtedly in some hospitals, if not all, there
will be opportunities lo improve efficiency and therefore
length of stay. However it is critical that this is not the sole
measure of guality. Discharge to inappropriate commumnity
sfacilities before the patient is ready will have dire long
term consequences, both for the patient and society in
terms of the effect on long term dependency and may
offset any apparent cost savings from shorter length of stay
in hospital. Mortality can also appear to shorten length

of stay {(some trusts may have high mortality and have

low length of stay) although this also is clearly not a pood
outcome, Mevertheless fast access o treatment and acute
rehabilitation on a stroke unit should reduce morality,

disability and length of stay

=

A Il\IHHI

MNHS hospitals

MOTE

of sty were recorded at each sile during the three month period of the Senfinel Audi for o cobori of potients. Eoch bor refers io one hospial sit,

Thosa hoapi

that had sample sizes of kess than 20 potients were exclidad. The doto should be inlenprated with the undersionding thot stroke services vary
in thair operational policies 8.5, typo of polients odmited ond of whal stloge in their odmission they go

io the units, and what hospitals qualify

considerably
as “discharge’. Mot oll hospitals contributing b0 the oudit provide acute care ond soma provide the lenger rehabilitation patbvary only, Case mix may vary

between dislices.
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Life after Stroke
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Most of the burden of stroke is in
the cost of rehabilitation and life
after stroke

“If wish I had known] how devastating the effects of a siroke
can be, and the effect that it has had on the whole family.

the isofation and loneliness” —~ A patient

2.1 The Department noted in its 1993 ‘Coronary Heart
Disease and Stroke Key Area Handbook' that stroke
accounts for a higher proportion of NHS expenditure than
heart disease because of the greater burden of disability.
Although the average length of stay in hospital for a stroke
patient is around 28 days, the costs, of stroke are incurred
to a larger extent after the patient leaves hospital. The
disabling impact of stroke continues for as long as the
person who had a stroke lives, A disabled stroke survivor
needs continuing support and community care, including
social services and primary care; income is lost (by
|J,'||iL=r11*_i who are no Iurq_;i_'r able to work and also h}- CArers
whao leave work in order to care for their loved onel. We
commissioned King's College, London, and the London
School of Feonomics and Political Science to calculate the
cost of stroke to the NHS and the economy more widely
(Appendix 4 gives further details of their work). Figure 12
shows the analysis of how the costs of stroke break down,
with around £2.8 billion of direct care costs, £2.4 billion
of informal care costs (e.g. costs of home nursing borne
by patients’ families), and a further £1.8 billion of wider
SCONMMIC COsls.

2.2 Owr survey of a hundred nursing homes indicates
that stroke will have been a contributing factor for entry
into a care home for between 20 and 40 per cent of
residents. Other surveys of nursing homes, in 1985'%
and 19919, estimated (respectively) that 14 per cent
and 23 per cent of nursing home beds were occupied by
people who have had a stroke. The Audit Commission®”
found that out of 55 homes, 19 had less than a 20 per cent
complement of siroke patients but 11 homes had over
30 per cent. Information from our survey on the average
cost of nursing care (around £420 a week) suggests that
if around 20 per cent of nursing home residents are
there as the result of a stroke, the total annual care costs
for these people will be around £680 million. During
the three months of the Sentinel Audit, 662 people in
the sample (14 per cent of stroke patients) who were
living independently pre-stroke went to nursing home
accommodation after their stroke: the annual cost of
nursing home care for that group alone will be arouned
£14 million.

The burden of illness; a breakdown of the

costs of stroke

£ millian
Diognosis costs &0
Inpatient core cosis 530
Ohtpatient costy A
Chipotient drug costs 507
Community care costs [including nursing homes| 1 700
Total Annual Direct Care Costs ESDD
Infarmal Care Costs 2 400
Income lost due o marality 480
Income lost due to morbidity &S00
Benatit poyments 590
Total Annual Indirect Costs 1,800
Tetal Annual Cost @

Living with stroke starts after
discharge, but the transition
from hospital to home can be
extremely traumatic

2.3 Stroke patients and carers told us that the experience
of stroke really starts when a patient leaves hospital, as
once discharged, patients and carers have 1o learn o cope
with a new way of life. A third of acute stroke patients

are left dependent or moderately disabled. Although for
the 28 days the average stroke patient spends in hospital
on-call help and care is available, on discharge patients
have to adjust suddenly to the impacts of the stroke on
their life at home.
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2.4  There are many services commonly needed by
people who have had a stroke and are living with some
disability or disabilities, such as paralysis, incontinence or
problems using and understanding speech or the written
word (known as aphasia). For l‘H:!I'I’JFllI:', !}|‘1}’hi11!|‘lt'm|':l'5-',
pccupational therapy and adaptations of the home,
wheelchair and other n'lnh-ilﬂg..- services, incontinenoe
suppor, respite support for carers, nursing and social
and benefits services may be needed. Coordination in
delivering these services in good time is vital for people
living with stroke in order that they have access 1o the
services they need to be able to cope and live in comiort
Appendix 5 gives further details of services stroke
survivors need and examples of problems they can have
accessing those services,

2.5 We cbserved how two hospitals in Sweden had

put in place integrated care pathways to provide I:'.-'Il‘l':.'
rehabilitation for stroke patients from a range of providers,
including coordinated working with social services al
admission and after discharge. A 2001 International
Stroke Trial identified Sweden as a leading provider

of rehabilitation for stroke patients.”’ Rehabilitation is
characterised by:

m atients commencing rehabilitation within a few
hours of arriving in hospital

m A strong emphasis on patient participation in their
owvn rehabilitation

[ Continuing .-IruL‘1'—F~|]1'c ific education of the
multidisciplinary team

B Anintegrated care pathway with a range of
providers of rehabilitation

These examples of good practice in providing effective,
early and patient-centred rehabilitative care are
summarised in Appendix 6.

2.6 Successiul coordination includes planning support
for the patient after they are discharged from hospital, and
planning the support services delivered in the community.
In a patient survey”™ conducted by the Stroke Association
in 2001, 38 per cent of respondents said they were given
a name and number to contact if they needed help after
leaving hospital, In 2004 the Sentinel Audit showed an
improvement on this, with 48 per cent of patients given

a named contact, The Sentinel Audit also showed that
Prognosis was discussed with 63 per cent of patients and
therapy goals with 65 per cent of patients, and in four

out of five cases the plan for follow up was discussed

AGE: FASTER ACCESS TO BETTER STROK

with either the patient or carer. Cur survey showed
that 53 per cent of patients were receiving a care |:|.m,
identifying the services they would need, and who was
responsible for providing those services.

2.7 In 1995, Newcastle and North Tyneside Stroke
Rehabilitation Services began developing Early Supported
Discharge services for stroke survivors, enabling some
stroke patients to undergo a substantial part of their
rehabilitation in their own homes, reducing the length
of their stay in hospital and in turn increasing the bed
capacity on the stroke unil. International studies have
demonstrated that Early Supported Discharge services
reduce stroke sufferers” long term dependency as well
as their chances of being disabled at six months 3
Stroke patients who received Early Supported Discharge
have a higher independence score than those receiving
conventional care®? (Case Study 7).

CASE STUDY 7

Early Supported Discharge at Newcastle
and Morth Tyneside

In 1995, the median length of stay for eligible patients in
Mewcaste fell from 22 doys to 13 doys following the intraduction
of Early Suppored Discharge. The treatment of stroke patients
discharged under Early Supported Dischorge in Mewcostle costs
an overage of £500 less per patient than thase who receive
conventional care. Curnently between 10 and 20 per cent of
stroke pofients receive Eorly Supported Discharge services,

The rationale for praviding rehabilitation in the hame is that
this is the envirenment thet patients need to cdapt to for their
evaryday lives affer stroke. Even in designated rehabilitation
units patients spend long periods of time inaclive or bedridden
and offen express a desire o raturn home more swifily than
thay are allowed. Addilionally, the emetional impact a

potient experiences upon discharge oppears to be the same
irrespective of the stage of the patien! pathway at which they
leave hospital.

Discharge planning starts af the very beginning of a stroke
patient’s fime on o stroke unit and will assess a patient’s
oRGoIng rehabililation and care needs and determine whather
or not these can be provided of home. If it is oppropricte,

the patient will be discharged but will receive the same lavel

of rehabilitotion services at home that they would have on o
stroke unil, including physictheropy, occupationol theropy and
speech ond languaga therapy. A patientheld record is kept in
a pafient’s heme and freatment is planned arcund their specific
goals. Thera is no fime limit for this service and this leams
continue io be involved for os long as the patient has some
goals that they are able o wark with, The overage input that o
shroke palient receives from the Early Supperied Discharge leam
is 1-2 months,

Source: MNaovional gl Ofice




People living with stroke need
coordinated services from both
health and social care, but resources
are disaggregated

“We need a seamless transition fram hospital to home,

I was dumped after weeks of twenty-four-seven care, and

it was weeks Wil therapy was arranged and implemented”
A patient

2.8 A common complaint that stroke patients make
about their care is that they feel abandoned when they
leave hospital. Only 27 per cent of hospitals in England
have specialist community stroke tgams: and the number
of community stroke teams across the UK appears 1o be
falling (31 per cent in 2002 and 25 per cent in 2004).
One-third of the GPs we surveyed said they did not, as a
matter of routine, receive information about the secondary
prevention arrangements for their patients, suggesting

a lack of coordination between some primary and
secondary Care services.,

2.9 In 2004, 20 per cent of eligible patients did not
receive a visit to their home belore discharge, which
wiould assess their needs and ability to live there
comfortably. This is an improvement since 2001, when
48 per cent of patients said they did not receive one,
However, there does not seem to be any improvement

in accessing social services before leaving hospital, with
40 per cent of respondents in both years not doing so.
Fifty-nine per cent of people in our patient and carer
forum who were using social services scored the support
provided by those services as four or below on a scale of
one (‘not providing any support at all’) to ten (‘providing
excellent supporn’).

2.10 The Department recognises in Action on Neuvrology™®
(2005) that the care pathway “includes a range of

services from different professionals and organisations
spanning health, social care and other sectors. However,
barriers between the different professionals, whether

real or perceived, often seem to impede the delivery

of person centred care”. In Independence, Well-being

and Choice: Our vision for the future of social care for
adults in England the Department recognises the need to
improve the early identification and response to people’s
needs through better assessment and intormation sharing
between local councils and MHS services, and the need to
ENSLITE: o T {_f“]rflin-“l‘d [l“‘;FHJ“ﬁf‘.".

211 I 2000, the Audit Commission=" emphasised the
importance of a ‘whole systems approach’ to delivering
[HETSOM-1 entred care, This is not ¢ urrently being achieved,
which means patients do not receive a coordinated o
cohesive service, The Department is cumrently consulting
on how to improve community health and social care
services for everyone through the Your Health, Your Care,
Your Say consultation, which will consider how services
can be better integrated.

Post-hospital support services for
stroke survivors can be difficult
to access

“ am unsure as o what my entitlfements are regarding
losing rmy job as [ am unable to work. The forms for
henefits claimants should be made easier or they should
have benelits officers who are trained to deal with people
wiha frave had a stroke ™ A patient
2.12 We asked hospitals to estimate whether stroke
services after discharge met patients” nee s, Hl*h;:lmth-nh
felt unable 1o give an answer for the service provision
heyvond 12 months after discharge, but Figure 13 shows
that about half of stroke patients were estimated (o e
receiving services that met their needs in the first six

maonths and that this fell to about a fifth by 12 months
atter discharge.

The propertion of siroke patients receiving
rehabilitation services that meet their needs

in the first |
& months
after discharge |

below neads

12 months
after discharge

0 20 40 &0 a0 100
F'¢||. ] I-'i'lﬂt"!
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2.13 The Picker Institute's survey of stroke patients in
2005, commissioned by the Healthcare Commission,
surveyed stroke patients who were in or recently
discharged from across 50 hospitals. Questions focussed
on the inpatient stay, and did show some positive results,
with patients showing satisfaction with their treatment anc
care. For instance, 90 per cent of patients said they pot at
least some help with swallowing, 84 per cent got at least
some help with speech and communication problems,
92 per cent got help with their mobility, and 76 per cent
got at least some help with emotional issues. Although
the survey could not capture patients’ experience of care
once they had been discharged for a significant length

of time {(although a follow-up survey is plannec), it dicd
ask questions about care immediately after they had left
hospital. These results were less positive:

B 48 per cent of respondents said that hospital staff
dlicl give them information about local voluntary and

support groups,

B 69 per cent said they got enough help with speaking
difficulties after they left hospital,

B 63 percent of patients said that all the services
they needed after they left hospital were arrangee
tor them,

m 59 per cent said they pot enough help and suppon
with emotional issues atfecting them after they had
left hospital.

2.14 Data from the S5outh London Stroke Register (the
most IJI'I"I[':IH‘I"II:'r'IHi'I.'I.' source of r'callu'.\.'-up information

on stroke patients in England) showed that in 2002,

71 per cent of those with clinical need received physical
therapy and occupational therapy, and &0 per cent
received speech and language therapy, at the onset of
their stroke. However, this dropped markedly between
three months and one year after stroke, Only 26 per cent
of patients in need received physical and occupational
therapy and 14 per cent received speech and language
therapy during this period.
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Stroke survivors require informal
care and nursing, and a heavy
burden falls on carers

“We are astounded by the lack of assistance our parents
have had. My father is 91 years old and Mother 84 ..
Everything has been left to us”® A carer
2.15 The Sentinel Audit states that carers are a vital
resource for patients and it is known that carers” morbidity
is high. The Department has developed a Mational Strategy
for Carers, granting carers the right 1o request their own
needs assessment, and introduced a £450 million Carers’
Grant. However, in over half of the cases in the Sentinel
Audit the carers’ neads were not assessed, In the 20010
patient survey, 59 per cent of patients with carers said
their carer received little or no support,

Twenlty-eight per cent of carers had experienced

problems with their jobs, 63 per cent had problems with
their physical health and 56 per cent hacl experienced
problems with their mental health since becoming a carer
of someone with a stroke. Carers said they had problems;

B getting advice on benefits (40 per cent),
B getting support from social services (49 per cent) and

m  gelting support from local health services
(52 per cent).

2.16 The burden of care can be very great, and many
families will want to care for the person who has had a
stroke at home rather than for the stroke sufferer to 20 into
institutional care (Case Study 8). Figure 12 indicates that
the economic cost of income lost, benefit payments, and
informal care, is around £4.2 billion.




CASE STUDY 8

Barbara has suffered five strokes and Derek is her carer

Before her first siroke, Borbearo, o groduate physicist with o
taleni for water-colour painting, was in good health and led
an active lifestyle. Barbara’s first skioke occurred in 1999 and
caused memory loss. This was followed by another stroke

a yeor loter, afier which she wos paralysed but waos able o
recover. However, she experienced o third severs stroke in
2001, leaving her with inconfinence and dementia but not
physically disabled. Barbara experienced two further strokes
in 2003, cousing her 1o lose the obiliky io walk ond speak and
leaving her left arm paralysed.

Borbara’s strokes initially required significant adoptations lo

her home, including an additional handrail on the siairs and

the instollation of a realaling seat in e bath, Later, a3 Barbara’s
condifion worsened, o hospital bed, cyclic pneumatic matiress,
romp and hydraulic hoist wene abso odded 1o the house. Barbora
receives abendance allowance, which porticlly pays for twa visits
a day from corers who help clean her ond change her bedding.
She is also visited hwice a week by district nurses who dress

the wounds coused by her disability - whera the contractions in
her hands hove coused her fingers fo penetrate the Aesh on her
thumbs. Incontinence suppart is provided by a weekly service of
clean replacement bed linen. In addition Borbara is occasionally

visited by a sociol worker, and by her GF.

By Far the greatest provider of care is Barbora's husband of

50 years, Derek, who is also 73 years old and is ovaoilable

for his wile 24 hours o day, seven doys o week. The ongoing
emotional distress experienced by Derek as o resull of coring
for his wife is extremely high. However, his burden is somewha!
lightened when Barbara is boken into hespital for respite care,
for bwe weeks in every eighl weeks, o service which is provided
free of charge by Stackport Primary Care Trust, to give carars

a break

The voluntary and community
sector can provide effective support
services for stroke survivors but
demand outweighs supply

2.17 The impact of a stroke and the amount and kind of
disability that results depends upon where in the brain the
damage has occurred. However, some parts of the brain
can take over trom other parts that have died. A stroke
affecting the lefl side of the brain causes symploms, such
as paralysis, on the right side of the body, and in most
right-handed people, the left side of the brain controls
language and speech. This is why many people living
with stroke have ditficulty communicating. People with
aphasia may have difficulty in finding the right words,

or may misunderstand what they hear, or they may have
Fy_-rl'l_w_ﬂ :_41:T1Fm_~|wr11.iur1 yel be unable o !,-|_]E'.,LLL. They

may also have difficullies with writing or recognising the
written word. People with aphasia can be encouraged to
re-learn how to communicate: with the ri:.;hl h{~||: patients
can significantly increase their communication abilities.
These kinds of improvements can make the difference for
a stroke survivor who wants to be able 1o work. One stroke
survivor told us that she could hardly speak at all initially
after her stroke, but that attending an .!i}h‘!'«ifl group had
helped her enormously (Case Study 9 overleaf). The Stroke
Association provide this kind of support to around 4,000
people a year, which is around a fifth of the number of
patients that are discharged with a continuing need for
therapy addressing communication problems.

2.18 Voluntary organisations can promote alternative
but effective Support ti'II"H'lIHh events and BrOuUps, rather
than on an individual basis, and so can deliver services
at a significantly lower cost than the nearest comparable
type of service provided by the NHS. An external
evaluation®” of the services of Connect, a national charity
for people with aphasia, showed that people with stroke
and aphasia whe parlicipate make statistically significan
gains in both their quality of life and communication
skills (Case Study 10 overleaf). Through these kinds of
opportunities people with aphasia have gained increased
confidence and well-being, new interests and skills,
regular opportunities to participate in activities outside the
home, and have created new and sustaining relationships
with ather people with aphasia in the process.
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CASE STUDY 9

Aphasia Group = Speech and Language Therapy

We visiled on aphasia group in Morth Londen, run by the
Stroke Associotion and funded by Barnet Primary Care Trust,
There is o home visiting programme where wolunfeers spend
ane hour per week with a clent in their own home fo work
fegether on communication skills. Ten wolunteers ond one paid
employee olso run 45 theropy sessions a year, each lasting
two hours with on average caseload of 30 clients.

These sessions are designed to help clients prachize their
communication abilities such as reading maps or wrifing
cheques, improving their word-refrieval ond word-recognition.
The sessions also provide o network of friands in the local
communibty and hwo hours respite @ week for the client’s carers.

In total the funding is £21,643 o year, which equoles to
approximately £16 per client per session, although small
donations are also asked of the clients or carers. A private
Speech and language Therapy session would cost around
eight times that amount [around £50-100 per hour depending
on the complexity of the cosa).

.
W

2.19 Stroke sufferers often have unmet needs in areas
such as dealing with the trauma of having a stroke and
getting ongoing support and ideas for how to manage life
with disability, Just under a third of respondents to our
patient forum said that they were using voluntary and
community services and a third were using social services.
Almost half of the people who were using voluntary
services rated them as six or above (on a scale of one
‘not providing any support at all” to ten “providing
excellent support’) compared to a third of users of social
services who rated those services as six or above,

REDUCING BRAIM DMMAGE: FASTER ACCESS TO BETTER STROKE CARE

Events at galleries for people with aphasio

The notional charity far poecple with aphasia, Conmect, has
developed porinerships with orts organisations in London such |
as the National Portraif Gollery, Dulwich Picture Gu”cr:,', thi |
Tate Gallery and others. In partmerships with the gu“arias.
Connect has exploined the needs of people with ophasia,
enchkling the golleries to provide o range of events specifically
aimed af people with ophasia, such as art workshops through
which they explore the impact of their siroke and disability.

This advice on how to make fociliies more accessible for

people with physical and communication disabilities means

the galleries are now also wellploced fo enable peopba with
aphasia fo participate in mainstream evanis, which pecple

living with stroke otharwise might not have oftempted.

Connect has estoblished stralegic partnarships with acute and
primary core MHS trusks in the South West and with the Siroke
Association o colloborate on a three-year project beginning in
2006 to test haw 1o expand the type of services described here.

2.20 There is an aclive V[}lul'tt.;tr'f sector presence for
supporting people with stroke which some primary care
trusts are r11-chir1g use of, However, although around
300,000 people across England are living with disability
after their stroke, only around five per cent of families
{15,000) are receiving Family Support services from the
Stroke Association, which seek to provide emotional
support and information on a range of issues including
secondary prevention, transport and mobility, and
housing and benefits. The Department of Health is
currently working with voluntary and community sector
organisations and the NHS to dewelup in'rps:_r'.-m'nents n
the procurement of health services from the third sector.”®
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Preventing Stroke
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There is insufficient public awareness
of what a stroke is and its seriousness,
how to recognise symptoms and what
to do if they occur

“she had been warned about a stroke unless she pot her
weight and blood pressure down but ignored 1t saving
‘a shovt life and a gay one! 5he is now unable 1o walk,
incontinent, epileptic and has reduced comprehension”

— A carer

3.1 Although stroke is one of the top three diseases
causing death, our survey showed that public awareness
of stroke is low. People are unsure what a stroke is, and
only 21 per cent of respondents to our public survey
mentioned stroke as one of the top four causes of death,
compared with 77 per cent who mentioned heart disease
and 89 per cent who mentioned cancer. Only one in five
respondents mentioned reducing blood pressure as a way
of reducing risk of stroke.

1.2  Ower three times as many women died of stroke
than of breast cancer in England and Wales in 2002, but
40 per cent more women mentioned breast cancer than
mentioned stroke when we asked them what the top
causes of ceath were,

3.3 We asked pu{q‘]h: what lhew_.' wiould do if they
experienced “Numbness or paralysis in one anm or

leg, perhaps blurred vision and confusion, and maybe
slurring of vour speech, lasting possibly a few howrs bt
gone away completely and feeling normal the next day”,
Sixty per cent said they would go to or call their GP or
NHS Direct; 30 per cent would call an ambulance or go
to hospital; ten per cent would ignore it or phone a friend.
Although these proportions do not vary by ethnicity or
region, men are more likely to ignore it than women,
and older people are less likely to say they would call an
ambulance than yvounger people.

Public health campaigns have had
modest success in raising awareness
specifically about stroke and the least
success with ethnic minority and
deprived groups

*I wish | had known what a TIA was prior (o my major
stroke, | had four of these but oicd not know what was
going on” - A patient
3.4 The 2004 Choosing Health White Paper sels oul

a range of actions o reduce the number of |]:1r|.11|{- whis
smoke, encourage sensible drinking and encourage
healthier eating. Campaigns on reducing smoking and
encouraging healthy eating should have an impact, but the
link between adopting the behaviours encouraged in the
campaigns and reducing the risk of stroke is not generally
Ewin;; made. For example, 46 per cent of respondents o
our survey who had heard of the Department’s ‘Five a Day’
campaign thought it related to heart disease, but anly

eight per cent said it related to stroke — even though
healthy eating applies equally 1o reducing the risk of heart
disease and stroke. Similarly, 50 per cent of respondents
who had heard of the Food Standards Agency’s *Sid the
Slug’ campaign (which concentrated on reducing salt in
the diet as a way of reducing blood pressure) thought it
related to heart disease, and 11 per cent thought it related
lo cancer, in comparison with six per cent who thought

it related to stroke. Respondents to our survey who had
heard of ‘Sid the Slug’ were no more likely than those whao
had not heard of it o mention that reducing high blood
pressure can reduce risk of stroke. However, those who
had heard of “Sid the Slug” were more likely to mention
that cutting down on salt infake can reduce the risk

of stroke.

3.5 Improving people's understanding of stroke and
teaching the signs of stroke should achieve sustainable
changes in attitucles and behaviour that increase the
likelihood that acute Ireatments and preventative measures
are initiated. The Choosing Health White Paper includes
commitments to increase health literacy, focusing first

on the most deprived areas and building on existing
information resources, such as NH5 Direct. The strokesafe™
campaign in Australia was developed to comvey the fac
that people can be safe from stroke (Case Study 11).
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CASE STUDY 11

Raising public awareness: the strokesafe™ campaign
in Australia

The Maticnal Stroke Foundation is o notforprofit organisotion
that werks with gevernment, health professionals, patients,
carers and consumers on minimising the impact of siroke on the
Ausiralion commenity. In order 1o address the escalafing rise

in the number of sirokes occuming it kaunched the sirokesabe
campaign™ in Seplember 2004,

Prior 1o the launch, every GP in Australia received o
strokesale™ promotional pock which included on educofive
component and an award for GPs that did the mes! o

keep their potients safe from stroke. strokesale™ involved o
significont television, redio and print compaign supplemented
with a public free-phone information line. Calls to the Nalionol
Stroke Foundalion freephone number increased from around
100 calls & month to over 800 calls in the six weeks of the
campaign. Baseline research in 2003 indicated that only half of
those oged 40 and aver were able to comrectly identify signs of
sroke. Following the strokesafe™ launch period, the ability 1o
correctly identify at leasi one sign of siroke hod increased fram
&8 per cent o 73 per cent and awareness of more subtle signs
of siroke [such a3 dizziness and numbness] hod increased

_'—-_‘_‘_""‘--.
strokesafe
for life

[RTL i H e
Ity speaking
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pas of vision
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3.6 Incidence rates of stroke are higher in the black
population (even after adjusting for social class, age

and sex). Black respondents to our public survey were
significantly more likely to mention stroke in the top four
causes of death than white respondents, but they were
less likely to say that they recognised named public health
campaigns than white respondents were. Thinty per cent
of respondents in the two hij.;h:}.l.r SOCIO-LOONOMIC @roups
mentioned reducing blood pressure as a way of reducing
the risk of stroke, qumpurvd with 19 per cent in the
fourth socio-economic group and 15 per cent in the fifth
socio-economic group. Sixteen per cent of respondents
in the bottom fifth income bracket mentioned reducing
blood pressure, compared with 23 per cent across the
top four fifths. This variation has implications for future
public health campaigns that seek to contribute o the
Department’s aim, as described in its Public Service
Agreement, of ac hjm'in;; a “40 per cent reduction in

the inequalities gap, in relation to mortality from heart
disease, stroke and related diseases, between the fifth of
areas with the worst health and deprivation indicators and
the population as a whole”,

3.7 Seventy-five per cent of respondents to our patient
forum said that they knew nothing about, or had only

a hasic awareness of, stroke before it happened. When
wer asked respondents to tell us what they wished they
had known before the stroke, they most commaonly said
they did not know about the causes of and risk factors
for stroke and how to prevent it, particularly that it was
important to manage high blood pressure. People also
told us about the unexpected impact of the stroke on their
own and their loved ones' lives. Commonly, respondents
wished they had known:

] what the f.i;;n.r. ancl symploms of stroke were
(e.g. weakness or slurring of speech);

m  that stroke is not as broadly understood in the
medical community as they had expected;

m that the services they needed after their stroke were
difficult to access and they would feel left alone to
cope; and

] that urgent action (contacting emergency services
rather than their GP; not having to wail for a scan)
was s0 important for the outcomes of the person
wha has a stroke.




3.8 Stroke consultants estimated that five per cent of
patients who initially attend at an outpatient clinic chose
not 1o finish the entire course of their investigations and
therefore did not receive feedback on their results and
what to do next. Al current levels of outpatient treatment
this mighl be 12 pnjpii_' per year per clinic = a total of
around 1,500 people a year who are not aware of the
importance of the tests and results for initiating therapy
that can prevent further, and erhﬂph major, strokes, This
is specifically a problem for people who have a TIA, as the
symptoms (which are Fminlvﬁ.l pass usually within an hour
and |3|:"u|‘.||i= will feel ‘back to normal” soon after the TIA
occurs. It can be easy to put the symptoms down to

a I'uun'!.' turn’ when a TIA is actually a serious event,

The new GP contract and more
widespread protocols between
primary and secondary care have led
to improvements in stroke prevention

3.9 In 2001 the ﬂvp..irlj'rwl'lt puh|i5|m{i milestones to be
achieved by April 2004 which stated that protocaols for
treating stroke and TIA should exist between all providers of
secondary and prirn.lrg.' care, The results from our SUTVEY af
hospitals show that protocols for referring TIA were in place
at 55 per cent of hospitals in 2004 and in 76 per cent of
hospitals in 2005; and protocols for primary care referral of
acule stroke increased from 49 per cenl to 60 per cent.

3.10 The Department’s new GP contract came into place
in April 2004. This awards points (which translate into
funding) to GPs for recording particular interventions

or treatments they have given lo their patients. As a GP
increazes the delivery of treatments or interventions from
a minimum to a maximum threshold of relevant patients,
l'unding increases, We commissioned an examination

of the achievement of the indicators in the contract that
relate to the secondary prevention of stroke (further details
are in Appendix 7).

3.11 Evidence suppests that controlling blood pressure
has a significant effect at a population level in terms of
preventing first ever stroke. The percentage of patients
aged 45 and aver who had had their blood pressure
recorded increased from 77 per cent in 2004, 1o

81 per cent by 2005. Of patients who had had their blood

pressure recorded, 77 per cent had their blood pressure
controlled in 2004 and by 2005 this had also increased

to 82 per cent. Many patients (83 per cent in 2004 and

87 per cent in 2005) have a record made of whether they
are smokers, and around one in five of those people are
smokers, However, smoking cessation advice was given 1o
more smokers overall in 2005 (52 per cent) than in 2004
(38 per cent).

3.12 The stroke-specific indicators in the GP contract
relate to controlling and assessing risk in patients
whao have already had a stroke or TIA. Mationally, the
percentage of patients achieving those indicators rose
between April 2004 and April 2005 for all indicators
except that which asks that GPs refer patients with
suspected stroke tor an MR or CT scan (Figure 14)

3.13 The level of improvement in measuring and
controlling blood pressure in people who have already
had a stroke is likely to signiticantly reduce the incidence
of further strokes. '.~ii|‘|1ii.u|1_.-, if the trend in Improving the
measurement and control of cholesterol in patients with

a history of stroke continues (which is likely) then the
maximum threshold should be met in the next twelve
months. Patients who have had a non haemorrhagic

stroke should be |}ri,*s-.|;'r:|i:|(~(| aspirin or an eguivalent
anti-platelet drug or warfarin. Al a national level the
threshold was not met in 2004 or in 2005, but if there

15 a similar improvement over the next bwelve months
then the threshold should be achieved by Apr il 2006, The
publication of an additional chapter to the Coronary Heart
Disease Mational Service Framework covering arrhythmias
and sudden cardiac death is another enc OUFAZING SIgn as
atrial fibrillation, the most common arrhythmia, is a major
risk factor for stroke,

3.14 There is no evidence to suggest that GPs treai
patients with stroke or TIA from rural or deprived areas
in a different way from other patients with stroke or

TIA. Deprivation or rurality had no eftect on whether
patients achieved the thresholds in the indicators. Since
there have been a number of earlier studies showing
differential access to care tor patients from deprived areas
with coronary heart disease or diabetes, this is a positive
result and is in line with the Department’s Public Service
Agreement target to reduce health inequalities between
the most and least deprived areas.
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Since the introduction of the GP contract, more stroke patients are receiving freatment to prevent a second or

further stroke
indicater description Thrashald
Mewly dicgnosed stroke potients referred for MBI or CT 80
Stroke or TI& patients with smoking status 20
Stroke or TIA current smokers ofterad cessotion advice iy
Stroke or TLA patients with blood prassure recorded B0

Stroke or TIA potients with blood pressure <=150/%0mmHg 70
Stroke or TlA potients with cholestercd recorded a0
Stroke or TLA patients with last cholesteral <= Smmol/| fali]

ton-hoemarrhagic siroke ar TIA patients faking aspirin
or antiplatelst or anticoagulant 0

Flu vaccination in the preceding 1st Sept - 313 Mar a5

GP behaviour still varies and needs
to be better managed

“My wite had several TIAs which were not FECOgnised as
such by several GFs” - A carer
3.15 Thresholds for achieving the indicators are set and
apply at individual practice level so a threshold can be
exceeded in the overall national sample but not met in

a significant number of individual practices. A practice
level analysis showed substantial variation. In 2004 the
proportion of practices achieving the maximum threshold
ranged from five per cent (recording cholesterol) to

B8 per cent (recording blood pressure) and in 2005

from 11 per cent (referring for a scan) to 99 per cent
irecording blood pressure). The largest increase is seen

in recording smoking status where the percentage of
practices achieving the maximum threshold increased
from 16 per cent in 2004 to 68 per cent in 2005, Thera
are increases for all other indicalors except referring

for a scan, where 23 per cent of practices achieved the
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Patients Threshald Patients Threshaold

achieving achieved? achieving achieved?

indicator indicatar

2004 (%) 2005 (%)
455 X 45.5 X
70.9 X 91.1 v
7 ¥ 21.8 v
88.5 v 4.7 W
6.9 X B3 v
42.1 X i X
41.0 X 54.% X
789 X 84.3 x
79.4 8a.1 v

threshold in 2004 but only 11 per cent in 2005. Maximum
thresholds for key interventions, such as providing
smoking cessation advice, controlling blood pressure

and controlling cholesteral were achieved in 94, 89, and
40 per cent of practices respectively.

3.16 Although 70 per cent of GPs in our survey said

their practice had a way of i{it'r'llfl"_.'ir'lj; patients at risk of
first-ewver stroke, it is not clear how far these systems are
used to actively prevent first strokes, Where there were
systems in place they were unlikely to monitor when a
patient reaches a certain age: only a guarter of practices
do this, even though age is a key risk factor and is easy to
monitor. Data from the Sentinel Audit (2004) suggests that
risk factors could be better managed (Figure 15).

3.17 The Bournemouth Primary Care Trust and the Royal
Bournemouth and Christchurch Hospitals NHS Trust ran

a programme to promote better management and primary
prevention of stroke; it shows how active engagement with
CPs can improve GP awareness (Case Study 12).




part thine

Risk factors for stroke are not being treated in
‘some pafients
| m Of English patients wha had an irregular heartbeat [airial
| fibrillation) pre- sirake, :}-n|':.l gppfq:-:cim:hl{r|:p 24 per cent wane
on warlarin, when clinical opinion suggests that at least
| 75 per cent should be on warfarin,

B One in five patients were known to have high blocd
pressure [hyperiensive) befare their siroke but were not on
svitoble blood pressure-lowering medication pre-siroke

B 44 per cent af diabetic patients with siroke were b{.-lng
fresabed [with angictensin |l recepior onfogonists or ACE
inhibitors) before their stroke when clinicol cpinion suggests
of least 5 per cent should be en either drug.

m For patients who hod known heart disease before they hod
their stroke, 40 per cent were being treated (with an ACE
inhibitor or angiotensin |l receptor anfogonist] when clinical
opinion suggests that af least 75 per cant of these patients
should have been on this rectment prior to their stroke.
With Bela Blockers the case was very similar, with
37 per cent of people on the appropriate medication.

Source: NMabonal Audi Ohce anatyars of Soniing Avdf dafa and achvice
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CASE STUDY 12

Improving GP awareness of stroke: Bournemouth

A specialist nurse in sfroke, who held honorary contracts with
both the primory care irust and ocute inust, was appeinted
far one year, Funding was obtained from a phormaoceutical
company af o cost of approximately £20,000. The nurse
visiled all 25 GP prochices within Bournemoauth Pl’in‘lrhr:,r Care
Trust, and worked closaly with practice monogers fo help each
praclice create registers for those patients considered to be at
risk of stroke and TIA. Proctice-based lunchfime educotional
maeetings ware hald of different locations around the frust's
catchment crea, ond the e-bocking process fer the ccute rust’s
TiA clinic was promoted. As a result of the nurse outreach
progremme more praclices were oble to idenfify patients ol
risk of stroke and implement o prevention policy; there was
higher awareness and use of referral and prescribing practices
ond profocols and there wos on improvement in the number of
| culpatients opproprictely referred to the TIA clinic of the Royal
Bournemouth Hospital.

Source: Naotional Audi Ofice

3.18 Two-thirds of GPs in our survey said they received,
as a matter of routing, information about the secondary
arrangements for their patients but nearly a thired

were unsure if their patients received their outpatient

appointments. This sugpests that even for the patients being

referred for scans (less than half of all patients), there are
communication breakdowns, Not all of the patients who
are referred will have their results fed back to their GPs,
and GPs will not necessarily be informed about their
treatment and care needs,

3.19 Just over half of GPs said they would refer a stroke
patient immediately, and maore than a third of GPs are
|i|-;g'11_.' to wait more than six hours to refer a patient

with TIA. Mearly one in five GPs said they do not refer

20 per cent or more of their TIA or stroke patients. GPs
said the likelihood of rL*r'E'rrillu their patients fwr outpatient
appointments would vary, depending on factors such as
the severity of the stroke (Figure 16),

m GP raterral behaviour varies

When we odked about referral behavicur, some GPs mode the
fellewing commenis in our survey

"[Thcrc |5] no r_s-n:unf n ||;'.|‘;-|d r{:-fe!!l-:;ﬂ [ 1] |'|'||‘!r1’= i!.-l (=]
rapid response”

“[I reter] when | hove time fo write the lether”
“[1] would nat abways refer for First TIA

*| write the leHer in the consuliation but the pafient will wail
weaks o be seen so if's poinfhess realy”

“It varies depending on severity of symptoms - usually [| moke
the referral] within a bew hours®

*“Infarmation cn invest golions carried out as inpatients are not
effactively communicoted to GPs”
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Removing delays in providing
interventions that can prevent stroke
would save money

My mother s scan has taken four wesks to happen
although she was seen by the GP on the day of her stroke.
He won't do anything until he has seen the results, ime
cluring which she should have been receiving treatment ™

- A carer

3.20 Nearly a third of the patients who had a stroke in
the three months of the Sentinel Audit had had a previous
TIA or stroke. If a person has a stroke or TIA this is a major
indicator that there is high risk of further stroke, heart
attack and other vascular events. Symptoms of stroke,
however milel, require urgent medical attention because
further and mare serious strokes can be prevented. The
risk of stroke in the seven days I’c:llnwjng a TIA can be

up to ten per cent — around 45 times the ‘normal’ risk

- and within four weeks of TIA the risk of stroke can be
20 per cent. This increased risk means that patients need
tor be seen rapidly in a TIA clinic. Guidelines published
by the Royal College of Physicians state that all patients in
whom a diagnosis of TIA is suspected should be assessed
and investigated within seven days.

3.21 The Sentinel Audit showed that overall, only a
third of people with TIA are seen in a TIA clinic within
14 days. The median waiting time for those that do

et an appaintment is twice as long as the seven days
recommended in the clinical guidelines as the maximum
time patients should have to wait, In 2005, the stroke
consultants we surveyved confirmed that around half of
the patients that get an outpatient appointment will get
a CT scan within 14 days of their first visit to hospital.
There may well be a delay between the TIA event and
the person's appointment with their GP, and if the GP
does make a referral to a TIA clinic, they may not make
this referral urgently. There may be further delay before
patients start their treatment for secondary prevention
because they may not get results and feedback on the
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day of their scan. Although some clinics are run as
‘one-stop-shops’, some patients can wait up to 14 days
after their first visit to the clinic for their feedback and
results. Figure 17 shows how there are several barriers
that can preclude getting effective early treatment.

3.22 When stenosis (narrowing) in the carotid arteries in
the neck is found to be the cause of a previous stroke or
TIA, surgery 1o remowve the dt:Fh:lsits. should be prranrrni:fI
preferably within two weeks of the stroke or TIA. Yet
surgery cannot be performed until a carotid Doppler scan
tan ultrasound scan of the carotid arteries) has assessed
whether or not surgery is needed. The Sentinel Audit
(2004) showed that only half of patients had a Doppler
scan within 12 weeks. Research shows the greatest benefit
is from early surgery and there is little or no benefit if
surgery is delayed bevond 12 weeks.

3.23 The Sentinel Aucdit also showed that 39 per cent

of hospitals had no outpatient scanning of any kind (CT,
Daoppler, or MRI) available within 14 days and 58 per
cent of hospitals cannot provide outpatient CT scanning
within 14 cf.—rfs of a TIA. Even where there is 51_';||'rr1ir‘|g
capacity, the majority of scans are not made available for
striake uutFmii:ﬂnI_ga within the critical period (within 48
hours for CT or MRI scans, or within 14 days for Doppler
scans) as shown in Figure 18 on page 42, Half of the
stroke consultants responding to our shart questionnaire
suggested (unprompted) that better access to CT and
Doppler scanning would be a key way of improving the
efficiency and effectiveness of TIA clinics.

3.24 The Sentinel Audit showed that 58 per cent of new
patients with TlAs do not get their CT scans within two
weeks, The annual cost of providing those scans outside of
the two-week time wincdow is approximately £1.2 million
(14,250 scans at a unit cost of £85). This is an inefficient
use of those funds because risk of further stroke or other
vascular events is highest early after stroke or TIA. Risk of
recurrent stroke is high in the first two weeks so delays in
being seen in a TIA clinic mean there are second strokes
that could have been prevented.
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Providing better secondary
prevention would be cost effective

“The NHS will spend hundreds of thousands on someone
post stroke but not a few hundreds in preventative steps”,
- A patient

“I'was not fully informed that if | ceased taking my
medication o control hypertension that | fell into one
of the risk factors — had | been told I would have
continued taking the medication and | would not
be currently disabled”™ A patient
3.25 Improvements to acute care, rehabilitation, and
service organisation can reduce the cost of stroke services
by improving the efficiency with which resources are
used and by improving morbidity levels. Better primary
and secondary prevention would reduce the annual
incidence of stroke and so also reduce costs. For example,
the economic modelling we commissioned from King's
College, London and the London School of Economics
and Political Science showed that:

®  If the proportion of patients spending the majority
of their time on a stroke unit increased from current
levels (around 50 per cent) to 75 per cent, then
550 deaths could be prevented in a year. There
would also be an increase of 205 in the number
of independent cases at an additional cost of
£32 million. If access to stroke units i further

42 REDAUMCING BRAIN DAMAGE: FASTER ADCESS TO BETTER STROKE ¢

increased 10 95 per cent then 441 mare deaths
could be prevented and 163 more cases would be
independent at an additional cost of £22 million.
However if the average length of stay is three days
shorter in stroke units than in general wards then
there would not be an increase in costs, with the
same number of deaths prevented and same number
of increase in the independent cases.

m i the proportion of stroke patients on antiplatelets is

increased from the current situation (85 per cent) o
95 per cent, then 17 deaths and 45 recurrent strokes
wiould be prevented. This would also lead to an
increase of six independent cases at an additional
cost of £56,000 annually.

3.26 We examined the benefits of providing faster access
to carotid surgery for TIA patients with moderate to severe
stenosis (narrowing of the artery). To provide the maximum
benefit, surgery should be performed within two weeks

of the TIA 2 Nearly all T1A patients with stenosis who are
referred for surgery in England, however, are not operated
on until much later than this. Using data from studies on
the efficacy of carotid surgery, and unit cost data collected
by the London School of Economics and Political Science,
we estimated that providing surgery within 14 days of TIA
for patients with stenosis could prevent about 250 strokes
a year, and yield a net saving to the NHS in care costs
avoided of around £4 million.




Investing in clinical best practice can
deliver improvements in meeting
high-level targets, although managers
and commissioners are not always
aware of the potential dividends

3.27 We ran a structured group activity with
commissioners and clinicians to look at the issues around
effective and coordinated working in providing stroke
services. We found that the two groups can appear to each
other as separate ‘tribes’ speaking separate ‘languages’
where different levers impact on how they appraise
priorities and approach resource allocation. Although this
was only a small exercise our expert advisers confirm thal
the issues are commonplace. Clinical evidence generally
concentrates on quality improvements for the patient. But
if stroke services are to be appropriately prioritised among
all the other services being demanded from the NHS, then
evidence also needs to be explicit about other impacts
such as improvements in service delivery, or the potential
for financial benefit as indicated by the example of faster
access to carolid surgery in the previous paragraph. This
is particularly important from a commissioning point of
view, where clear implications of service re-design would
need to be explained and justified with references to key
strategic and local targets.

3.28 For stroke services, easily identifiable linkages
can be made to targets such as re-admission rates
(through better secondary prevention) and lengths of
stay (through increasing the capacity of stroke units and
developing early supported discharge teams), as well
as to reducing mortality from cardio-vascular disease
ithrough better primary and secondary prevention, and
faster access to treatments such as thrombolysis) which
is in the Department’s Public Service Agreement in the
2004 Spending Review. Commissioners and clinicians
can deliver clinical and management priorities by
working together and considering the implications of
evidence-based good practice in terms of both patient
outcomes and sound financial management.
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APPENDIX 1

Methodology

We designed this study to examine whether the NHS is
providing effective and high guality stroke care services,
and whether the Department of Health is managing and
supporting the stroke care programme well. Our study
methodology involved the collection and analysis of
primary data o provide evidence on |1:||1|i|: awareness of
stroke; the impact of stroke on patients and their carers;
the numbers of nursing home residents whio have entered
residential care as a result of stroke: the behaviour of GPs
in managing and preventing strokes and TIAs; the cost of
stroke to the health service and the wider economy; and
the extent to which hospitals are providing specialised
stroke and TIA services and patients are accessing them.
We also carried out secondary analysis of the extensive
data collected by the Clinical Effectiveness and Evaluation
Lnit of the Royal College of Physicians and the patient
survey data collected by the Ficker Institute for the 2005
stroke patient survey commissioned by the Healthcare
Commission, as well as reviewing relevant literature and
speaking to a wide range of stakeholders such as patients,
carers, GPs, consultants, nurses, commissioners, managers
and voluntary sector workers. Details of the main strands
of our methodology are set out below,

Public awareness survey

We commissioned Ipsos UK 1o run a telephone survey

of the public in February 2005, They provided responses
for a representative national sample of 1,650 people

in England on questions about stroke, together with
demographic information about respondents. This enabled
us to gauge overall levels of knowledge of stroke, and

to test for statistically significant variations by subgroups
such as gender, age, region and socio-economic status.
The results of these analyses are used particularly in
paragraphs 3.1 to 3.6.
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Telephone survey of nursing homes

We conducted telephone interviews in March 2005 with a
simple random sample of 100 nursing homes in England.
We asked about the care prm-'i{lud for residents with
stroke, the number of peaple who had entered the home
as the result of a stroke, and the cost of their care, The
results are used particularly in paragraph 2.2.

Survey of members of the British
Association of Stroke Physicians

We surveyed members of the British Association of

Stroke Physicians in January 2005 via a self-completion
questionnaire, and received 90 responses (an approximate
50 per cent response rate for English members). We asked
about staffing and the provision of outpatient TIA services,
The results are used particularly in paragraph 3.8, 3.21,
3.24 and in figure 17.

Survey of GPs

We commissioned Medix PLC to run a web-survey of GPs,
with questions on the primary and secondary prevention
of stroke, and the treatment of stroke patients, The SLrvey
was run in March 2005. There were 568 respondents. We
supplemented this with a further web-survey of 511 GPs
to provide benchmark information about the treatment of
angina. Medix checks when the summary statistics for the
data converge to values that do naot significantly change
with the collection of more data to ensure that the sample
size is sufficient to provide a nationally representative
response. The results of these surveys are used particularly
in paragraphs 2.8, 3.16, 3.18, 3.19 and figures 4 and 16.




Economic analyses of the cost
of stroke, and the benefits
of interventions

We commissioned King's College, London and the
London Schoal of Economics and Political Science to
carry oul an economic burden of illness study to calculate
the cost of stroke to the NHS and to the wider economy,
and to model the costs and benefits of interventions that
have the potential to improve stroke care. Further details
are given in Appendix 4, and a full repart of the work is
available on the NAC website (www.nao.org.uk). Special
thanks are due to R. Omer Saka MD, M5c, Research
Associate, King's College, London, Division of Health and
Social Care, tor his commitment to this project. The results
are usedd F}.jrti:,'l_ll.;lll‘_,.‘ n p.'_ir..igr..lphf. 1.21, 2.1, 3.25-6 and
figure 12,

Analysis of anonymised patient
records from GP management
information systems

We commissioned QRESEARCH, a not-for-profit
organisation developed by the University of Nottingham,
1o examine achievement against the patient outcome
indicators for stroke set out in the Quality and Outcomes
Framewaork for primary care practices in the UK.
QRESEARCH analysed 2,934,111 patient records for

the period 1 April 2004 to 31 March 2005 against these
indicators. Further details of the analysis are given in
Appendix 7, and the full report from QRESEARCH is
available on the NAD websile {www,nau,urg,ulr.}. The
results are used especially in paragraphs 3.9 to 3.15 and
figure 14.

Analysis of data from the Sentinel
Audit of Stroke

We used the data collected by the Royal College of
Physicians for its 2004 National Sentine! Aucit of Stroke,
sponsored by the Healthcare Commission, 1o examine
stroke care provision in England. We should like 1o thank
the Clincal Effectiveness and Evaluation Unit at the Roval
College of Physicians for their help in running analyses
for England alone, and for responding so helpfully to
our requests for additional analyses. The results are used
throughout the report.

Web-survey of hospitals

We ran a short web-survey of hospitals in March 2005

to update some of the data in the Sentinel Audit, and to
collect responses on some other issues not raised in the
Sentinel Audit. We received responses from 192 hospitals
(an 86 per cent response rate). The resulis are used
particularly in paragraphs 1.6, 1.11-12, 1.14, 1.19, 2.6,
2.9, 2.12 and figures 5 and 13,

Patient and carer web forum, and
carer focus group

We set up an interet-based forum {which we also made
available in paper form on request} to enable people
whao hacl had a stroke and/or their carers, 10 answer

the question ‘what would you like Parliament to know
about stroke care?’. We advertised the forum through the
British Association of Stroke Physicians and the Stroke
Association, and via links from other internet sites such
as Connect (the national aphasia charity) and the BB(
news health webpages, We received 209 responses, We
triangulated these against our other evidence sources to
ensure we avoided bias or undue attention to anecdotal
evidence in building up a picture of the patient and carer
experience of stroke care. We also ran a focus group of
carers to explore issues affecting them. The results are
used, and quoted in places, throughout the report.

Case study visits and interviews

We identified examples of pood practice in stroke
prevention, treatment and rehabilitation, and visited
centres ancd organisations in TI'IHI.-I['II'ZL Scotland, Sweden
and Australia to collect evidence of how barriers to the
delivery of more efficient and effective stroke care services
were being addressed and overcome, The results are used
and illustrated in case studies throughout the report.

Benchmarking of stroke against
coronary heart disease

We benchmarked the provision of stroke care in England
against the provision of care for patients with coronary
heart disease, The resulls are summarised in Figure 4 in
the main report.

%5 TO) BETTER STROKE CARE



Expert group activity

We ran a structured group activity to examine explicitly
the different trade-offs that clinicians and commissioners
of healthcare services make in designing and delivering
stroke care services. The results are used particularly in
paragraphs 3.27 and 3.28.

Consultation and expert panel

Owur partnerships with the following organisations
underpinned our work: The Clinical Effectiveness ancl
Evaluation Linit at the Roval College of Physicians, the
Stroke Association, King's College and the London School
of Economics, Connect, the British Association of Stroke
Prhvsicians, the Intercollegiate Stroke Working Party and
the Healthcare Commission.
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The Intercollegiate Stroke Working Party acted as a
reference panel for this study. We thank them for their
time and assistance. The following provided extra
individual input to this report, for which we are grateful:

Dr Tony Rucdd Chair of the [ntercollegiate
Stroke Working Party and
Consultant al Guy's and
5t Thomas's Hospital, London

Professor Derick Wade  Professor and Consultant in
Neurological Rehabilitation,
Oxcford Centre for Enablement

Professar Gary Ford Professor at the University of
Mewcastle, Consultant Stroke
Physician at the Freeman
Hospital and Director of the
UK Stroke Research Metwork

Dr Helen Rodgers Reader in Stroke Medicine,
University of Newcastle
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APPENDIX 2
Recent Initiatives in Stroke

2001 The Department of Health published the National
Service Framework for Older People; Standard Five relates
to stroke care, and contains the following milestanes for
April 2004:

PCCGTs will have ensured that:

m every peneral practice, using protocols agreed with
local specialist services, can identify and treat patients
identified as being at risk of a stroke because of high
blood pressure, atrial fibrillation or other risk factors

B every general practice is using a protocol agreed
with local specialist services for the rapid referral
and management of those with transient ischaemic
attack (TIA)

m every general practice can identify people who have
had a stroke and are treating them according to
protocols agreed with local specialist services

m  every general practice has established clinical audit
systems for stroke

m 100 per cent of all general hospitals which care for
people with stroke have a specialised stroke service
as described in the stroke service model

MNone of these milestones refer to rehabilitation or
integration between the different sectors to deliver
stroke-specific care. For issues of long term care, the
reader is directed to Standard Two, on person-centred
care, One of the milestones for this specific standard is
to introduce a single assessmenlt process for health and
social care for older people by April 2002. There is also
a milestone for integrated communily equipment and
incontinence services,

2004 The Joint Committee on Higher Medical Training
(JICHMT) has the authority to oversee training in all
medical specialties. Upon recommendation of the
JICHMT, a Certificate of Completion of Specialist
Training (CCST) will be awarded, which grants entry in
the Specialist Register, allowing trainees to practise as

a consultant. The JCHMT announced a sub-specialist
training programme “in response to the clear need for
the NHS to train physicians in the specialist expertise of
stroke medicine”. Prior to this programme there was no
formal training structure for a career in stroke medicine.

The training programme expects all stroke specialists to
have core knowledge and skills in all areas of diagnosis,
investigation and treatment relevant to the care of stroke
patients. After satisfactory completion of subspecialty
training in stroke medicine, trainees would be eligible to
have the subspecialty of stroke medicine included in their
entry in the General Medical Contract’s Specialist Register,
after the award of CCST in their parent specialty.

2004 National Clinical Cuidelines for Stroke 2004

i2nd edition), prepared by the Intercollegiate Stroke
Waorking Farty. These guidelines pravide a framework for
best care and are intended for use by clinicians and all
members of the multidisciplinary team invalved in the
management of the stroke patient — bath in hospital and in
the community. Since the first guidelines were published
in 2000, several hundred new references have been
published, many indicating major changes in the way
stroke care should be delivered
{httpawww.replondon.ac.uk/pubs/hooks/stroke/index. htm).

2004-05 The Royal College of Physicians' Clinical
Effectiveness and Evaluation Unit publish the fourth
organisational and clinical audit of stroke services funded
by the Healthcare Commission. The project was guided by
the Intercallegiate Stroke Working Party. This audit relates
to patients admitted from 1 April 2004 to 30 June 2004
and takes place exactly three years since the last audit.

2005 The Department of Health established the Vascular
Programme Board 1o take forward monitoring of the
Public Service Agreement target to reduce mortality rates
in cardiovascular disease by at least 40 per cent in people
under 75, by 2010. The Board created a stroke sub-group
to concentrate on improving stroke care, in order that the
target remains achievable.

2005 The Department of Health launched the Stroke
Research Network (SRN), funded with £20 million over
five years, which is part of the UK Clinical Research
Metwork (UKCRM). The SEN Coordinating Centre is
based in the Clinical Research Centre, Newcastle
University. The aim of the Network is “to facilitate the
conduct of randomised prospective trials and other
well-designed studies of stroke, including those for
prevention, d:iq'l;gnu:;i" and freatment”.
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APPENDIX 3

Key UK results from the Sentinel Audit

The fourth round of the Mational Sentinel Stroke Audit (The The arganisational audit (part 1) was followed up with a

Sentinel Audit), prepared on behalf of the Intercollegiate clinical audit of the process of siroke care (part 2) in 2005,
Stroke Working Party, was conducted in April 2004 to The full reports can be found at www.replondon.ac.uk
coincide with the stroke milestones within the Mational The NAC worked with the authors of the Sentinel Audit to
Service Framework for Older People. The total number of generate some further analyses {for English patients only)
hospitals participating (the Audit achieved a 100 per cent and the results are captured throughout the report,
response ratel was 256, with 220 in England, 20 in Wales, Figure 19 provides a summary of some key indicators and
19 in Narthermn Ireland and 3 in the Channel Islands. the achievement levels across the nation.,

m A summary of key findings from the Sentfinel Audit

Percentage of opplicable patients: England Wales Marthern Matianal
Ireland Averoge

Treated in stroke unit during hospilal stay 47 28 62 46

Spent more than 50 per cent of sioy on stroke unit 41 23 55 40

Screaned for swallowing disorders within first 24 howrs of admission b 51 (+7+] &3

Commencad aspirin 48 hours alter stroke &8 73 63 68

Physiotheropy assessment within first 72 hours offer siroke &5 49 59 &3

Assassment by an Occupational Theropist within seven days of admission 57 ] &7 57

Waighed of least once during admission 52 | 4% 52

Mood aszessed by discharge 46 47 53 a7

On anfithreambotic '|'|t‘:r-:1|::-:|.' by discharge o5 oF o8 o5

Rehobilitation goals agreed by the multidisciplinary team &9 a7 58 13

Home visit performed before discharge 70 a9 50 &%

Discharged with a high 1o moderate disobility score 20 18 14 19

Discharged with o “hully independent’ disability score 37 a9 42 38 |

Discharged to residential accommodation if living independently pre-stroke 13 1[4} o 12 |

Mean [median) lengih of sioy to death or discharge 28 [15) 28 [14] 24 [12) 28 [15)

|

-
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APPENDIX 4

Economic é]r‘“lfl|‘}f5i5 of the costs of stroke care

1 King's {,'u”[';.;v, London and the London School of
Economics and Political Science undertook a ‘burden of
illness’ analysis to calculate the direct and indirect costs
of stroke to the health services and the ECONOMY mone
widely. They also developed a model 1o examine the costs
and benefits of potential interventions to improve stroke
care, A very brief summary of their methodology is set out
below. The full report is available on the NAD'S website, at
www.nao.org.uk.

2 Incalculating the burden of illness of stroke, the aim
was to develop a snapshot picture of the annual cost of
stroke, including direct healthcare costs such as inpatient
and surgery costs, outpatient costs and community care
costs, and indirect costs, such economic productivity
losses resulting from people being unable to work as a
resull of their stroke.

3  There are two approaches that can be taken to
calculating these costs: bottom-up and top-down.
Bottom-up approaches build up a total cost by using
information on the unit costs for all resources involved
(obtained, for example, from specific local studies) and
then grossing up to generate a national picture. Top-down
approaches use national published sources of costs (such
as the Mational Schedule of Reference Costs), applying
these to the specific population in question. This study
used a bottom-up approach supplemented in places with
top-down calculations where there was a lack of detailed
bottom-up data,

4  The direct costs included inpatient costs (costs

of diagnosis, tests, inpatient stay, treatments such as
thrombwolysis, costs of any surgery, physiotherapy,
occupational therapy, speech and language therapy,
etceteral; oulpatient costs (e.g. medical staff time, drug
costs); and community care costs (costs of staying

in residential homes or sheltered accommaodation,
adaptations to the home etcetera). The indirect costs
included loss of productivity due to mortality or morbidity,
and benefit payments made to people who have become
disabled as a result of their stroke. Similarly, costs of
informal care, such as the loss of productivity of carers,
have been estimated.

5 Direct costs are calculated by establishing, from
epidemiological studies of stroke prevalence and
incidence, and from data sources such as the South
London Stroke Register, the numbers of people annually
falling into each relevant category (e.g. regquiring surgery,
requiring occupational therapy for a specified period of
time) and multiplying these by the appropriate unit cost
for thal particular resource (e.g. hourly salary cosl of a
therapist, daily bed cost in a hospital). Indirect costs are
calculated using actuarial data on expected average lite
expectancies of people having strokes at different ages,
and calculating earnings that are consequently lost as

a result of strokes occurring in |:|{'u[}|[_=- under the age of
65. Data on benefil payments to peaple who have had
a stroke come from official statistics produced by the
Department of Work and Pensions,

i Finallv, using data on the efficacy of various
interventions (such as taking aspirin, or being treated in

a stroke unit as opposed to a general medical ward) from
clinical trials, and combining this with information on
costs, it is possible to model the likely costs and benefits
of different scenarios (such as increasing the proportion of
people treated in a stroke unit by a given percentage from
the current value). Full details of the modelling work are
set out in the King's College and LSE repont.
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APPENDIX 5

Services needed by stroke survivors

Common services needed by stroke survivors and their carers, and issues

accessing those services

Service or adophation

&GP

Haspitad in-patient core

Haspital sul-potient care ar clinic visits
Disiric! rrse

Mursing auxiliary

Community mental handicop nurse
Privale nurse

Oither nurse

Heabth wisitar

Physictheropist

Chirapodisl

Cecupational therapis!

Home carers
Meals on wheels

lncantinence service
Loundry service

Reasons why services are needed by

stroke survivers or their carers

Many siroke survivors are left with
swbytantial medical and core needs

These include secondary prevention ho
reduce the risk of o further stroke, and

the: monogement af canditians such

as diobeles and hyperfension. Stroke
survivors ofien alsa suffer from depression

Stroke affects the ability of survivers to
mowe and walk. Physiotherapists help
survivors bo regain some ability to move
They can also leach carers how o position
and move palients,

Immicibliby of limbs offen resulks in nails
d.‘ggln&] ko b skin, which con lead o
pain and infection

Many peophs will be uncble ko manocewre
arcund their homes. Occupotional theropists
assess and help stroke survivors adaopt their
homes ko malch their new nesds.

'i'r:'l"r_‘twing o stroke, it is common for
people to find everydoy fasks almost
impaossible becouse of mobility problems.

It 13 quite common for stroke survivors ko
exparience difficulty in controlling their
bladder or bowel movements.

PETITI—. —

Problems encountered when aceessing all
of these services '

B Communication:

Acceating services or adopiotions aften
requires communicaling swith pcn'.-ldcu b‘:r
h}lcphnnc of f||||ng in farms bo demonsirate
eligibility, Howewver, many stroke survivors
suffer from memory loss and confusion
and ophasia, which affects their ability to
speak, write ond undershand.

“By the time [ gef through fo somebody
at the council on the phone ['ve forgotien
what | want fo falk to them about”.

® Transportation and mobility:

Stroke survivars may have problems using
or affording the transport nacessary lo
reach services such as GPs and social
clubs. A step of even o few inches can

be an impossible barrier ta enlering or
|¢-::|-.'i|'|.-g a i:u:hdllzg.

*The front of my heuse has a six inch shap
inikz the porch area and the ambulance
personnel refused to [ift and lower my
wife's frolley ocross this step”.

g Informotion:

Srake survivors and their carers
fraquently state that they are ilkinformed
obaut services.

“I'vie been o carer for 7 yeors and ['ve
nover bean lold aboul supporf groups in
my area”.

-l
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appendix five

Service or odoplation

Sacial warkes
Frw!l'l& hgmc hrl..l-'p

Day cenfre
Club for the disabled
Ohher day care
Other social club
| Adult education cenlre

Respite — Locol Authority home
Respite - convalescent home
Respite = hostel far disablad
Eespite = home for disobled
Respite — nursing homa

Might siffing

Mahility officar

Romp oulside house

Hond rails cufside house
E:lm];l |n5:|;1¢ h-{tu..l.'.q:

Hand rails inside house

Doors oltered

Stexir Nkt

Other alierations io improve occess
Fitted Furniruru |F.|I|:|'|r,,:|:-| |:||I¢||:d
Mew bathroom or loilet
Shower installed

Door answering systam

Oither allerations

Hasl

Wheelchairs

Reasons why services are needed by
stroke survivors or their carers

Social warkers help streke survivars come
1o terms wath ||[q: {l[.'{-r stroke and alio
direct them io other services thot they

will require.

Many stroke survivors with disability

teel iscfoled. Many also experience
communicaticn difficulties due lo aphasia
and need to parlicipale in aclivilies such
Qi group COMMunICalion programimes.,

Many carers of siroke survivors are elderly
ar in poor heolh themsshes, Respite care
lasis betwean o bew hours and a COUDE
of weeks and provides o lemporary break
ir-:n'n the shrain c‘: conng

Paople with mobility and coordination
difficulties require a wide range of
adopiotions to help them perform
everydoy oclivities such a3 bathing,
cooking, dressing and walking

Problems encountered when accessing oll
of these services”’”

B Individual and chonging needs:

Tha needs of stroke survivors obten chonge
over lime bul the provision of services and
odaptations does not alwoys respond ta

this in a limely manner

".-".-‘i:,-' husband had ta waoit 1 1 months o
get @ new wheelchair and by the lime if
was delivered he was dead

Eor T
vl'l.' IIIU'r'I:' an awarage winl -C.:.r I:‘.l .'rll'le'r.IZ!r

for an Oeccvpational Theropy assessment”

m Regional variation:

There is variation in the service
o stroke survivers bebween diff
Primary Care Trusts and Local Avthorities

“You can get different services from
somebody |'"\.r|.';;.j in the same sires!, it olf
depends on which Primory Care Trust your

GP s in"

m Disability:

Some people with severe disability will be
excluded from services because they are
foo disobled or medically unstable

“Most support groups con'T foke peopls
with high needs”
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APPENDIX 6

Rehabilitation of stroke patients in Sweden

Umea hospital in northern Sweden:
if patients are medically stable they
will be immediately mobilised and
are seldom confined to bed

According to the Swedish ‘Riks-stroke’ stroke register, on
average F:.11i1'nll. take three hours to arrive LIpOn the siroke
unit (which compares to two days in England according

tor the Sentinel Audit), In Umea, even those who have

had severe strokes will sit up and move their bodies using
specially designed wheelchairs, When they are not engaged
in therapy, patients are encouraged to independently use

a range of devices that practice mobility, dexterity and
memary. Every three to five days patients and their families
and staff hold conferences at which rehabilitation goals

are discussed. Social services are informed about a new
stroke patient as soon as they arrive on the stroke unit.

After dise harge, social services provide training fioor those
patients still requiring further support; training in how to
perform everyday tasks is provided either in the patient’s
own home or in specific training homes, where patients can
stay for between three to six wesks before retuming home.,
If a patient requines further assistance, social services will
provide them with a home help and some stroke patients
will also receive rehabilitation after discharge from a Home
Rehabilitation team.

Lund-Orup hospital in southern
Sweden: on admission to the
outpatient stroke unit 28 per cent

of patients were able to walk
upstairs unaided, which increased to
74 per cent at discharge

Stroke patients arrive on Lund's stroke unit within

five hours of reaching hospital and within 24 hours of
this the occupational therapist and physiotherapist will
have assessed their rehabilitation potential. Goals for this
will be agreed with the patient in relation to their home
living situation. In 2005 a third of inpatients received
rehabilitation within a few days of being discharged. Some
patients attend the outpatient stroke unit, where the ;:u.‘||
is to make independent living practicable, for four days

a week, for three weeks, They followe an individualised
treatment plan which includes sessions with various
therapists and group activities that are designed to help
their memory, speech, cognitive ability and functional
mobility. More intensive rehabilitation is provided for
vounger stroke survivors at the Lund-Orup Department

of Rehabilitation, where patients typically stay for five or
six weeks and receive three to tour hours of therapy per
day and participate in activities designed 1o improve their
physical abilities.
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APPENDIX 7

Examination of GP electronic management

information systems

1 On st April 2004, the Quality and Outcomes
Framework (CHOF) was introduced for primary care
practices in the UK. The QOF sets out a range of clinical
and organizational indicators against which practices

are assessed. Achievement against these indicators eams
practices QOF points with associated financial rewards.
The QOF covers 11 clinical disease areas and one of these
is StrokeTransient lschaemic Attack (TIA), which includes
ten indicators, awarding a total of 31 points. In addition,
there are four quality indicators for the management of
hypertension, awarding 105 points.

2 The NAD commissioned QRESEARCH to examine
the achievement of the indicators relating to stroke and

TIA. QRESEARCH is run as a not-for-profit organization
developed by the University of Nottingham in conjunction
with Egton Medical Information Services (EMIS) — the largest
supplier of general practice computer systems in the country.
The full report is available at www.nao.org.uk; it examines
the achievement of the ten stroke indicators for patients
across the UK and at practice level. It also investigates the
recording of smoking status and smoking cessation advice
and blood pressure measurement and control in all patients
on the GP lists, as a way of investigaling primary prevention
activity (before the patient has a stroke or TIA).

3  There were 413 practices with complete data for the
entire 12 month period between 1st April 2004 and 1st
April 2005. The total number of patients registered with
these 413 practices on 1st April 2004 was 2,901,748 and
on 1st April 2005 was 2,934,111. The median list size

of the 413 practices included in this analysis was 6,324,
The vast majority of practices were from England (398
practices), with nine from Wales, five from Scotland, and
one from Morthern Ireland. Practices within England were
spread throughout every geographical region, with at least
23 practices in each region. The age-sex structure of the
population in 2004 was similar to the 2001 census.

4  Of the 45,538 patients with either a stroke or TIA
registered on 1st April 2004, 51 per cent were females and
49 per cent were male. Of all the patients with either a
stroke or TIA, 52 per cent were from urban areas,

41 per cent from rural areas and 7 per cent had a missing
rurality score; 21 per cent of stroke or TIA patients were

from the most affluent guintile and 18 per cent were
fram the most deprived quintile. The pattern for all these
characteristics was similar in 2004 and 2005.

5 For each patient with stroke or TIA, we determined
whether they achieved each of ten quality indicators as
defined in the contract. We compared levels of achievement
at the start of the new contract with the levels achieved at
the end of the first year. Results are summarised in Figure 15
of this report and further graphics are presented overleal.

QRESEARCH make the following recommendations as a
result of this work:

[ The rationale for the different number of points
atiributed to each of the clinical indicators is not
entirely clear. This should be reconsidered especially
givun the under-achievement of indicator 2 (referral for
MRI or CT scan) which also happens to be associated
with the lowest number of points.

m The Quality and Outcomes Framework should
be revised to include better measures of prirmary
prevention of stroke and TIA. This could include the
following additional measures:

m  Overall population levels of blood
pressure control

m Overall population levels of smoking

m  Owerall population levels of patients who
stop smoking

m  Overall population levels of obesity and exercise

B Consideration should be given o stroke prevention
in patients with co-morbidities which increase risk
of stroke or TIA. This includes patients with atrial
fibrillation (who may need aspirin or an equivalent
antiplatelet or anticoagulant).

m The indicalors could more rigorously address quality
issues, for instance the indicator ‘referral for a scan’
may not trigger the patient actually receiving the
outpatient appointment for a full neurovascular
assessment. And there is also no time-bound element
in this indicator, even though the benefit of the
intervention declines over tirme.
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m Prevalence of sirake or TIA per 1000 registered patients by geographicol area in 2005 adjusted by age
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GLOSSARY

Antithrombotic therapy

Aphasia

A&E

Aspirin (antiplatelet)
Carotid arteries

Carotid endarterectomy

CT scan
Doppler scan
GP

LGP contract

Haemorrhagic stroke
Incidence

lschaemic stroke

MRl scan

Prevalence

Primary prevention

Prevents the blood clotting e.g. aspirin or warfarin.

artial or total loss of the ability to articulate ideas or comprehend spoken or written language,
resulting from damage to the brain cawsed by injury or disease.

Ambulance and Emerpency departmems, where people who require urgent medical attention
can access lreatment al hospital.

A treatment than reduced the stickiness of the blood (platelets) that clump together to form
a clat.

The arteries in the front of the neck which make up two of the four main blood vessels supplying

the hrain,
The surgery which is performed on the carotid arteries to ease blood flow to the brain.

An X-ray scan using Computed Tomography that produces detailed pictures of soft tissues and
shows whether the stroke has been caused by bleeding or a clot in the brain

An ultrasound scan of the carobid arteries in the neck to check tor ease of blood tlow to

the brain.
Ceneral Practice or Practitioner, for instance a local doctor's surgery in the communmnity.

The General Medical Services contract for General Practioners, issued by the Department
of Health, which stipulates the rewards available for the achievement of certain criteria or
indicators in treating patients.

The type of stroke that is caused by a bleed in the brain, causing brain cells to die.
This is the number of stroke events that happen in a vear lalso see prevalence).

The type of stroke that is caused by a narrowed artery or blockage or clot, reducing blood flow

te the brain and causing brain cells to die.

An X-ray scan using Magnetic Resonance Imaging (a more sophisticated technique than
CT scanning) that produces detailed pictures of soft tissues and shows whether the stroke has
been caused by bleeding or a clot in the brain.

The number of people alive in the population who have had a stroke at any point in time. This
differs from incidence in that it includes people who have had a stroke although that stroke

event may |'1.;I'-"1" |J|I'l‘r'| ina lJI"l"n'iﬂlrS '!|'[".'|.I".

This refers to activities that prevent a first-ever stroke or TIA.
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Radiology

Secondary prevention

Sentinel Audit

Telemedicine

TIA

Thrombolysis/

thrombalytic treatment

Inage

Warfarin (anticoagulant)

Is the branch of medical science dealing with the use of X-rays and other penetrating radiation.
Radiologists are qualified to read scans and make an assessment, whereas radiographers are
professionals in operating radiological equipment. .‘H.'t'urthmr|i11]tngi.¢.!.~'- are ‘F-[HH'.ig'IIiSIIS- in the use of
x-rays in diagnosis and treatment of disorders of the nervous system (and brain).

This refers to activities that prevent a second, or further, stroke or TIA.

The Roval College of Physicians published clinical and organisational audit results in February
2005 and in July 2004 respectively. References to the ‘Sentinel Audit’ refer 1o either or baoth of
these pars of the National Sentinel Audit of Stroke 2004,

Medical services provided remotely, such as using digital racliology technology to send scans
electronically to a separate site where they can be read and assessments sent back.

Transient lschaemic Attack, or ‘mini stroke’, where blood tlow to the brain is I{*llli}umr”',r
disrupted, causing symptoms of stroke but they pass quickly {(often people recover within
minutes). Can be a warning that a more severe stroke is about to happen.

Clot-dissolving treatment (appropriate for ischaemic sirokes only) that is given directly into
a vein and currently must be administered within three hours, It is the standard treatment for
blocked vessels in the heart — to treat heart attack.

This is the process whereby people presenting with disease or illness are assessed, often by
nurses or junior doctors in the first place, ane then referred to the appropriate specialist for

further treatment when necessary.

A treatment (tablet) used to prevent further blood clots,
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