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14 July 2010
9.00 – 10.45 am
Room 4.1, NHS Hammersmith & Fulham PCT, 1 Hammersmith Broadway, W6 9DL 

	AGENDA



	Item


	Discussion
	Lead
	Papers
	Time

	1

	Welcome, Introductions and Apologies 

	Peter Smith
	
	5

	2
	Minutes of 14 April 2010 and Matters Arising


	Peter Smith
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	10

	3
	Pan London Cardiovascular Review 

- An Update 

- Implications of the Cardiovascular Review for NWL         


	PSmith/HWalker
Antoinette Scott 
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	15

	4
	NWL Performance Update 
· Cardiac Performance and Dashboard 

· Revascularisation/Inter-hospital web based transfers
· 
	Antoinette Scott 

Iqbal Malik


	Available to download from nwlcn website
	15

	5
	Cardiac Work stream – An update 

· Primary Care

· Rehabilitation 

· Heart Failure (TM/HEIC)

· Revascularisation 

· London C&A Joint working 


	Clinical Leads:
Adrian Brown

Dr A Sethi

Mark Dancy

Dr I Malik

Antoinette Scott 
	
	30

	6
	Cardiac Imaging – Developments of the Sector wide Cardiac Imaging report

	Antoinette Scott/

Peter Smith
	   Available to download from nwlcn website
	5


	7
	Commissioning Intensions 2010/11


	Antoinette Scott
	
	

	8
	AOB

	All
	
	

	9
	Date, Time, Venue of next meeting
The next meeting in scheduled for Wednesday 13th October 2010 in Room 4.1 of NHS Hammersmith & Fulham at 9.00am.
	All
	
	

Total

90 mins 
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CARDIAC STEERING GROUP MEETING


Wednesday 14 April 2010

9.00 am – 10.45 am 


Room 4.1, Hammersmith & Fulham PCT


1 Hammersmith Broadway, W6 9DL


		MINUTES





		Item

		Discussion

		Action/


Lead/Papers



		

		Present


Pete Smith, Cardiac Surgeon and Clinical Lead, ICHT (Chair)

Kathryn Wickham, PA & Administrator NWLCSN (Minutes)


Hilary Walker, Director, NWLCSN


Antoinette Scott, Assistant Director, NWLCSN


Mark Dancy, Consultant Cardiologist, NWLHT 


Angela Newman, Commissioning Manager, London Specialised Commissioning Group


Temo Donovan, Senior Project Manager, NWLCSN


Ann Miskin, Cardiology Manager, NWLHT


Susie Pemberton, Nurse Consultant, Ealing and Harrow Community Services

Mark Mason, Consultant Cardiologist, RBHT

Vias Markides, Consultant Cardiologist, RBHT


Miles Dalby, Consultant Cardiologist, RBHT


Adrian Brown, Public Health Lead, NHS Westminster

Alison Rochelle, Cardiology Manager, THH


Sarah McInnes, PbC Commissioning Manager, Ealing


Matthew Noonan, Service Manager, Cardiology, ICHT


Apologies


Amarjit Sethi, Consultant Cardiologist, EHT
Julian Collinson, Consultant Cardiologist, Chelsea & Westminster


Tony DeSouza, Cardiac Surgeon, RBHT

Jason Parker, Hillingdon PCT

Roy Oliver, Chair, Heart 2 Heart PPE Group 

Nigel Stephens, Consultant Cardiologist, NWLH


Margaret McLennan, Pathways Lead, Brent PCT



		



		1.

		Welcome, Introduction & Apologies  


PS welcomed all to the meeting and apologies were noted. 

		



		2.

		Minutes of Previous Meeting (7 October 2009) and Matters Arising


There were two corrections: 

- Alison Rochelle is the Cardiology Manager, Hillingdon NHS Trust and not a nurse specialist as mentioned in the previous minutes

- Susie Pemberton is a Nurse Consultant for Ealing and Harrow Community Services and not just Harrow, as mentioned in the previous minutes. 

The remainder of the minutes were agreed and signed off as an accurate record of discussions.


Matters Arising There were two:  

Lipid Guidance The group agreed that the evidence base for lipid guidance along the NICE guidance 5 & 3 is clear and that the CSG will act as cardiology advice to the primary care group.  HW mentioned that a new Chair will be appointed to the primary care group and lipid guidance will be a key area for the Chair to take forward. Action: AS to pick the Lipid guidance up with the new Chair of the Primary Care group 

Heart Failure Tele-monitoring at the RBH TD informed the group this is a new service, which started on 1 April 2010.  Led by Prof Cowie and a multi-professional HF specialist team at RBH, the service enables remote monitoring of HF patients from their homes.  High risk HF patients, who frequently attend clinic, will be selected to undergo high quality monitoring.  The service will enrol a minimum 20 HF patients over the next 12 months using the TeleHealth system.  Daily tests carried out at the patients’ home (includes weight, symptom level, blood pressure, and blood tests) are entered into the TeleHealth monitoring system which is then received at the RBH HF service, where a specialist nurse monitors data received.  Any deterioration detected in the patients’ condition prompts a call from the nurse specialist to the patient in order to make a fuller assessment in which the outcome could lead to changes in drug therapy or the patient is advised to see their GP or attend the HF clinic.   


Ealing PCT and Harrow PCT added that they are also in the process of developing HF tele-monitoring service within their localities.   Action: TD to link in with SP and SM to support these projects.

  

		AS

TD





		3.

		Update on Pan London Cardiovascular Review


PS informed the group that the case for change for the three work streams: Cardiac Surgery, Cardiology and Vascular Service has now been agreed and signed off by the HfL board and the case for change documents are available on the HfL website at http://www.healthcareforlondon.nhs.uk/cardiovascular/

PS mentioned that the London Networks have been asked to take on Vascular Surgery however, the detail of this is still being discussed.

On behalf of Mark Hindmarsh, HW gave a presentation on the Cardiovascular project (see attached).  The focus of each work stream will include:

· Vascular Services


· Abdominal Aortic Aneurysms


· Carotid Endarterectomy


· Emergency Services


· Cardiac Surgery


· Coronary artery bypass graft


· Valve surgery


· Thoracic aortic surgery


· Cardiology


· Complex and emergency interventions


· Electrophysiology


Electronic systems were raised with discussions around the quality of patient care and the need to treat near to home.  

A discussion followed on the models of care for vascular surgery and the proposed sites.  PS stated that Mr Chris Young, consultant cardiac surgeon at Guys & St Thomas’ is leading on the vascular surgery project and there is a proposal to centralise sites across London, however this is not yet confirmed.  A question was raised on the viability of having just 3 centres and whether this will cost lives.  PS added that in the UK, outcomes following a dissection is poor and an experienced intervention team supported by a hybrid theatre laboratory is required for achieve good results.  Therefore a site with a fixed specialist team is preferable over a movable team.


HW stated that the model of care document for Electrophysiology is being written by Prof Edward Roland and it is not clear when the document will be published given the imminent election.  HW added that it is important for the Network to have a clear plan for the implementation of the cardiac surgery and cardiology models of care and that these areas will be incorporated into the workstreams and reported in the cardiac update.   Action: AS 



		AS



		4

		A case for screening for Familial Hypercholesterolemia

AS presented a paper, produced by the Network, which outlined FH, NICE guidance and toolkit, together with the current position in NW London and proposed costs for setting up a service within each locality.  A national meeting was held in January, organised by Heart UK, NHS Improvement and supported by NICE to raise awareness of the prevalence of FH in the UK.  Roger Boyle indicated that Networks are an ideal vehicle to implement FH.  FH is a genetic condition that leads to a high cholesterol concentration in the blood which is present from birth and may lead to early development of atherosclerosis and coronary heart disease.  It affects 1 in 500 individuals in the UK.  


In NW London it is estimated that approximately 4000 individuals are undetected with FH.  There are 8 Lipid clinics in NW London but it is difficult to obtain information on the current pathways for FH.  A 3 year costing template was drafted estimating that the cost of implementing FH across the sector would be in the region of £1m.   

PS highlighted where subsets of the population are either not treated or are not known to have FH should be screened.  One method is to link FH screening into the NHS Health checks programme.  PS invited the group to suggest how best to take this forward. MN raised the issue of managing patients who have been screened, then go onto have a family and keeping track of those patients.  This is difficult and MD noted that there is no national database for this.  Most patients tend to show up in following a health check and are then managed in a general lipid clinic but not in a specialist lipid clinic. 

AN suggested speaking to Fiona MacKay who is the National Screening Lead for suggestions.  PS proposed setting up a small specialised group to consider and advise.  HW agreed that screening should be done via the health checks process as this will be the most cost effective method and with regard to the developing a clear pathway, this would naturally sit within the remit of the  Primary Care work stream.  Action Point: AS and PS to discuss next steps



		AS/PS






		5.

		NWL Performance Report & Cardiac Dashboard

Performance Reports


AS reported on the cardiac performance across the sector.  At the last meeting in January, the board requested a one-off report showing activity for elective electrophysiology and echocardiograms.  The group were assured of the high level of activity for echos and EP and agreed it would be useful to continue to monitor echo activity across the sector.  Action: AS 

Trust Performance 


Quarter 3 2009/10, show the majority of trusts across the sector were meeting the national targets for diagnostics and procedures.  However, there were a few exceptions, with under-performance or discrepancies in the data where trusts were contacted to clarify the position and what steps would be taken to improve performance.  

RBH Quarter 3 reported an underperformance for echos and elective angiography.  AS responded that the data was collected from national data sources. There was a discussion in which RBH were unhappy with the data presented and requested that the Network approach the trust direct for data requests and that the clinicians would like to see the draft dashboard before it is made public.   Action: AS

Ealing Of particular note, given the poor performance highlighted at previous meetings, the percentage of patients waiting within 6 weeks had significantly improved to 98% at the end of January 2010.


PCT Performance 


Quarter 3 2009/10 data reveal there continues to be variation for smoking cessation and generic statin prescribing and there were no exceptions to report. 

Pan London Cardiac Dashboard AS informed the board that the London Cardiac and Stroke Networks are developing a pan London cardiac dashboard based on the existing dashboards used by the Networks.  The dashboard will incorporate 


· investigations and procedures carried out along the patient pathway from  primary care to secondary care


· indicators to support the 4 cardiac national priorities (Prevention, Cardiac Surgery, HF and Rehabilitation)


· indicators for health checks 

· relevant QOF data from PCTs (annual)

· relevant targets that are currently not being monitored, e.g., acute MI 

· new targets that may emerge from the Cardiovascular Project 


The cardiac dashboard will not include diagnostic EP.


The dashboard will be standardised and once agreed, will be used across the London C&S Networks.  Networks will have the opportunity to add performance indicators should a local performance issue arise that will require close monitoring.  The dashboard will also be made available to the pan London Cardiac and Stroke board of performance across London.   

Inter-hospital web based transfers A letter was sent from the Cardiac Revascularisation group, to the medical directors at RBH and Chelsea and Westminster in February the trusts regarding concerns raised in data submission and the lack of engagement in the use of the IHT system.  RBH had responded in their letter dated 1 March with an invitation for a meeting to discuss further.  To date, there has been no response from Chelsea and Westminster.  The Network will chase responses.  Action: AS  

The Chair of the Network had also sent a letter to the CE at EHT in February and EHT had responded with an action plan of their participation in data submission to the Network.  Action: AS to ensure that Ealing data is included in the June revascularistion report.  



		AS


AS


AS



		6



		Cardiac Update April 2010 

AS and the clinical leads of the cardiac gave an update to the board on developments in the cardiac work streams.  AS shared the good news that the Network had won two awards at the annual National Heart Conference held in March 2010.  An award was awarded for projects in Cardiac Rehabilitation in increasing uptake into rehabilitation and End of Life Palliative care for HF patients.  PS said this was a great achievement and on behalf of the steering group, expressed a huge well done to the teams involved.  

Health checks programme Future cardiac updates will include progress by PCT on the implementation of health checks with numbers offered and checked compared against PCT target population.  Action: AS 



		AS



		7.

		Development of the Network Strategy


AS informed the board that a Network strategy is currently being drafted and aims to be finalised by the end of April.  The strategy will incorporate national initiatives as set by the Cardiac and Stroke teams as well as a strategy to deliver the recommendations from the Healthcare for London Cardiovascular project for 2010-11.  Cardiac initiatives in the strategy will include the 4 national cardiac priorities, as mentioned above. 

Evaluation of workplan 07/09 AS stated that the Network had prepared a report to evaluate the Networks’ progress and achievements against the Networks’ strategy and work plan of 2007-09.   A questionnaire was sent out to all the clinical leads of the work streams.  The report indicates that overall the Network has achieved almost all the key priorities set out in the work plan.  One area where more work is needed is more GP involvement in Network activities.  The group would like an opportunity to review and comment on the evaluation report.   


Action: KW to circulate the evaluation report to the board members.  Any comments to be sent to KW. AS to feedback comments received at the July meeting 

		KW/AS 





		8.

		TAVI


MD gave an update on the Harefield TAVI programme.  To date the trust has reviewed 140 cases, where 6 patients went onto have a TAVI procedure.  The trust reports a zero mortality rate.  The trust covers a large catchment area beyond London and has a large demand of patients.  

In light of the 3 TAVI presentations presented to the board, PS asked if there too many TAVI centres to meet the needs of patients requiring a TAVI procedure in the sector and across London?  PS added that the University College is expanding to include a TAVI service which will be led by Mike Mullen who used to run the TAVI service at Harefield. HW mentioned that the London Specialised Commissioning group is carrying out a review of TAVI services across London and the Networks await their recommendations which will be reported to the pan London C&S Board.  AN confirmed this and added that the review will take into consideration activity through TAVI centres over the coming year. 



		



		9.




		A.O.B.


AS reported that at the end of March 2010, the Atrial Fibrillation Association (AFA) and the Arrhythmia Alliance (AA) welcomed the decision by NICE to recommend approval of Dronedarone as a second line treatment option for Atrial Fibrillation patients with an AF score of 1 or more, reversing its previous draft guidance published in December 2009.

HW informed the group that the Network will be moving base from NHS Hammersmith and Fulham to NHS Westminster and notifications of the new  address, contact numbers, etc will be sent out shortly.




		



		10.

		Date / Time / Venue of next meeting


The next meeting is scheduled for Wednesday 14th July 2010 @ 9.00 am, Room 4.1, NHS Hammersmith & Fulham followed by the Network Board.  Please forward any apologies to Kathryn.wickham@nhs.net



		All





END OF MINUTES


PAGE  
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Cardiovascular project summary and implications for North West London sector – discussion paper
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7. Overall conclusions


1. Introduction

The purpose of this document is to provide a summary of the cardiovascular project work to date and relate it to the North West London integrated strategic plan. An initial site by site analysis of what this means for the North West London sector is then described.

The cardiovascular project was split into three distinct workstreams around vascular surgery, cardiac surgery and cardiology. The project was informed by three panels of clinical experts from across London and a patient panel. The project produced three principle outputs, a case for change, model of care and a document around cardiovascular co-dependencies.


2. Main messages from the case for change


2. Vascular

The UK has amongst the poorest mortality outcomes for arterial vascular surgery in Western Europe. National bodies now agree that to improve outcomes complex arterial vascular surgery must be centralised. The current distribution of arterial surgery in London is not appropriate. About 75% of surgery takes place in six centres and the remaining 25% is spread across about 13 – 14 sites.

2. Cardiac surgery 


Mortality outcomes following cardiac surgery in London are comparable with the best in the world. In order to provide patients with a world-class service, there must be a focus on non-clinical aspects of care.


In some parts of London, patients having a coronary artery bypass graft have an average total pathway length of 52 days. Internationally, patients achieve a total pathway length of only 14 days, and the UK average is 20-25 days. Hospitals do not always have efficient transfer and networking arrangements in place, leading to blocked beds, repeat diagnostics being performed and poses a clinical risk to urgent patients. 


In London, the death rate for patients suffering from a life threatening aortic dissection is around 20%. The current emergency service provision for these patients means that patients are not always receiving the specialist care this condition demands.

Patients having surgery on their mitral valve obtain better outcomes when they have their mitral valve repaired rather than replaced. Currently about half of patients having mitral valve surgery are having a replacement. To achieve better outcomes, more patients undergoing mitral valve surgery should have their valve repaired.

2. Cardiology


Despite significant improvements in cardiology services in the last decade, coronary heart disease remains the biggest killer in London and the UK. 


Emerging evidence shows that management practices for acute coronary syndrome patients (e.g. patients having a minor heart attack and/or those with angina) need to change to improve outcomes for patients. Those at high risk or going on to develop a serious heart attack achieve better outcomes if they have access to early angiography and angioplasty as appropriate.


The uptake rates of electrophysiology interventions in the UK are considerably below those of other western European countries. In London, uptake rates for these procedures and devices vary considerably between PCTs meaning there is considerable unmet need.


3. Main messages from the model of care

3.1. Vascular

All elective and emergency arterial vascular surgery should be centralised to 5 sites, across London. Central sites should work in partnership with local sites to deliver a comprehensive vascular service. Each central site would operate a 24/7 emergency service, staffed vascular surgeons and interventional radiologists. 


Local sites would continue to provide the full range of outpatient, diagnostic and day surgery procedures. This would include the delivery of procedures such as varicose vein surgery, amputations and selected limb angioplasty procedures. These procedures represent around 75% of total vascular surgery. Elective arterial patients would have their diagnostic work and outpatient consultation at a local site, before going to the central site for their surgery. 


3.2. Cardiac surgery


To reduce transfer waiting times for surgery, non-elective patients should be investigated using agreed pan-London clinical protocols. Those needing surgery should be risk stratified using set criteria to gage their urgency for surgery. Surgery would be offered within specified timeframes according to set protocols, and non-elective patients should have a total pathway length of no more than 21 days.


All referring and receiving units should use the existing electronic inter-hospital transfer system to transfer and receive patient referrals. The use of this system has been mandated in commissioning intentions for 2010/11. Trusts and hospitals should have appropriate discharge plans in place to reduce post-operative length of stay (LoS). LoS would be compared across London in benchmarking groups, and changes to working practices considered to facilitate improvements. 


Only designated sites should provide a service for the treatment of acute type A aortic dissection. To deliver these procedures, sites must demonstrate that they have the full range of supporting services as outlined by the co-dependency framework. 

Mitral valve surgery should be performed by teams with a special interest and expertise in these operations. To achieve this, there should be a reduction in the number of surgeons performing mitral valve surgery. Units should declare at the start of the contracting round each year which surgeons will be undertaking mitral vavle surgery at their site.

3.3. Cardiology

Acute coronary syndromes patients should be diagnosed early and risk stratified at local A&E departments. Patients assessed as being at high risk should be admitted to a site capable of undertaking early angiography (and PCI) within 24hrs (this may be the site where risk stratification is undertaken or may require a transfer to another site). A proportion of these patients who are deemed to be at low risk , may be suitable to be sent immediately home and will not need to be admitted as often currently happens. 


The review also advocates that further modelling is undertaken to establish the feasibility of London ambulance service undertaking a bigger role in patient triage. 


Sites delivering electrophysiology (EP) services would operate within networks. Each network would comprise a specialist site(s) and several local sites. Within these networks, specialist sites would deliver most complex EP procedures; including ablations and complex device implantations. They would also operate a 24 hour emergency service. 

Local sites would deliver pacemaker implantation, follow up care and support for patients carrying a complex device. Physicians and supporting staff would work across the network performing both outpatient clinics at local sites and complex EP procedures at specialist sites.


4. Co-dependencies framework 

A framework was established to develop a clinically agreed statement of the relationships and dependencies between acute and complex cardiovascular services and other supporting hospital services. The framework should be used to help inform commissioners during future service re-configuration and can also be used by providers to benchmark their services against a world class service. 

The framework shows that there are several essential dependencies between cardiovascular services and that cardiovascular services should be located together on the same hospital site.

5. Summary of the North West London integrated strategic plan (ISP)

The North West London ISP states the following aims that have implications for the implementation of the healthcare for cardiovascular review:

· Implementation of all HfL pathways by 2013


· Provide specialist care at “centres of excellence” to increase volumes and improve training and outcomes for patients


· Review specialised services to be concentrated in fewer centres by 2014, in line with HfL reviews, e.g. cardiovascular and cancer


· Emergency surgery and expert opinion should be available 24/7 and should be supported by an appropriate critical mass 


· There should be a maximum of three major acute hospitals in the sector, and one of them should be St Mary’s Hospital (Imperial Trust).


6. Trust by trust implications of the cardiovascular review for hospitals in North West London

The following section will bring together the conclusions of the Healthcare for London cardiovascular review and the North West London ISP and apply them to each acute Trust within the sector that will be affected.

6.1. Imperial College Healthcare NHS Trust

St Mary’s Hospital

St Mary’s has already been identified as a major acute hospital in the North West London ISP. The hospital has also been designated as a major trauma centre. This means that complex vascular surgery and other emergency services (e.g. 24 hour access to CT scanning) will have to be located on site.


The sector should therefore work to confirm which other services would benefit from being located on the St Mary’s site given its status as a major acute hospital. Presently, there is no one agreed definition of what constitutes at major acute hospital in terms of it’s portfolio of services. The sector clinical working group should agree which other services would benefit from being located on a major acute site. 

The pan-London consultation on the future of stroke services stated that if Charing Cross Hospital was designated as a hyper acute stroke unit (as it was), then the Trust should develop plans to move the hyper acute stroke facility to the St Mary’s site. This is so to realise the benefits of co-location with a major trauma service. The sector should scrutinise the Imperial plans for this service movement.


Hammersmith Hospital

Current plans will see Hammersmith Hospital become the focus for the Trusts’ cardiac work. This will include interventional cardiology, cardiac surgery and a heart attack centre. The cardiovascular co-dependencies framework encourages the co-location of all cardiac services. However, it also recommends that where there exists a cardiac service, it should be supported by a vascular surgery service too. Given St Mary’s status as a major acute hospital and major trauma centre, and in order to comply with the cardiovascular co-dependency framework, the way in which the vascular surgery service is organised across the Trust should come under clinical scrutiny.


In addition, the vascular surgery component of the cardiovascular model of care states that there should only be five units in London that provide a vascular surgery service. Clearly, from a pan-London perspective splitting the service across two units in the North West sector would leave one sector without a vascular surgery provider. The sector should therefore review the Imperial proposals with NHS London to confirm that their plans relating to the provision of vascular surgery are aligned with other pan-London priorities.

Charing Cross Hospital

Charing Cross Hospital currently hosts the hyper acute stroke unit within the Trust. Although the cardiovascular review makes no explicit recommendations about how hyper acute stroke units link to cardiovascular units there are clearly links between the two. These relate specifically to the provision of some diagnostic and support service facilities (e.g. CT scanning, interventional radiology). As discussed in the St Mary’s section, the pan-London consultation on stroke services stated that although the hyper acute stroke unit would be on the Charing Cross site for an initial period, in the long term it should be co-located with the major trauma unit at St Mary’s. The sector should encourage Imperial to develop these plans.

Conclusions for Imperial College


In order for the Trust to comply fully with the recommendations of the cardiovascular review and the sector plans, the aim should be to centralise everything as far as possible onto one site with the St Mary’s Hospital site being the most obvious choice currently. This will align most closely with pan-London and sector aims around developing centres of excellence and developing major acute hospital sites.

Outstanding issues to address for Imperial College

· The sector clinical working group should agree which other services would benefit from being located on the St Mary’s site, given it’s status as a major acute hospital.


· It may be necessary to split vascular surgery across two sites, at St Mary’s and Hammersmith Hospital. How the service is split will need to come under clinical scrutiny.


· Review proposals to have vascular surgery across the St Mary’s and Hammersmith Hospital sites with NHS London to ensure that they align with pan-London vascular surgery strategy.


· The sector should scrutinise the plans of Imperial to move the hyper acute stroke facility (currently at Charing Cross) to the St Mary’s site, as per the pan-London consultation.


6.2. North West London Hospitals NHS Trust


Northwick Park Hospital


Northwick Park hospital is a designated hyper acute stroke unit and would be an obvious alternative site within the sector to develop a major acute hospital because of this. The site has also recently absorbed the emergency surgery service from the other site with the Trust. In order for Northwick Park to achieve major acute hospital status, the sector will need to clarify the other services that Northwick Park should take over from surrounding Trusts/sites or develop itself. It is likely that even though St Mary’s hospital and Northwick Park hospital will both be “major acute hospitals”, they will have different services on site. 


Also, the sector needs to determine if Northwick Park is to have a vascular surgery provision. The cardiovascular review states that there should only be five central vascular sites across London, and so the sector will need to establish how by centralising vascular surgery onto one site (likely St Mary’s), services at other hospitals can be supported, or if they cannot be supported where and how they should move.

Northwick Park currently provides an interventional cardiology service, including a seven day elective angioplasty service. According to the cardiology section of the cardiovascular review, sites should develop a service for high risk “NSTEACS” patients. That is to say those patients arriving at A&E with a high risk acute coronary syndrome should be offered an angiogram within 24 hours. If Northwick Park is to provide this service, it will need to continue to develop its services in-line with the Healthcare for London service specification.

Central Middlesex Hospital


The vascular, cardiac surgery and cardiology recommendations of the cardiovascular review apply to complex services that are not provided on the Central Middlesex site. The sector should continue to encourage the movement of complex/specialist services from the Central Middlesex Hospital site to Northwick Park in line with the ISP aims.


Conclusion for North West London hospitals NHS Trust


The sector need to make a decision around how specialist they want the Northwick Park hospital site to become. If it is to become a true major acute hospital it will need to absorb services from other neighbouring trusts/sites and may also need to develop other emergency services (e.g. specialist diagnostics) on site.

Outstanding issues to address for North West London Hospitals NHS Trust


· Will Northwick Park have a vascular surgery provision available on site and how will Trust/sector ambitions to become a major acute site be aligned to the Healthcare for London recommendations around vascular surgery.

· Should Northwick Park develop a service for high risk acute coronary syndrome patients inline with Healthcare for London cardiovascular review?

6.3. Royal Brompton & Harefield NHS Foundation Trust


As part of the review of cardiovascular services across London, the project undertook work looking at flows of patients residing outside London into hospitals based in London. Only 20% and 23% of patients having cardiac surgery at the Royal Brompton and Harefield Hospital sites respectively actually reside within a London PCT. This compares with 58% and 77% for St Mary’s and Hammersmith Hospital sites. The trust therefore is not providing the majority of it’s service to patients from within the sector.

There are also risks to both sites that these flows will be disrupted, due to the opening of the new cardiothoracic centre in Basildon and the aim of the South Central SHA to repatriate their cardiac referrals to hospital sites within their own SHA.


Royal Brompton Hospital


As a specialist provider of cardiac services the Royal Brompton should not be looking to expand into other areas but focus on it’s core activities. The cardiovascular co-dependency framework states that for units providing complex cardiac services they should be supported onsite by vascular surgery and other hospital services, such as renal dialysis and general surgery.


The principle issue with the Brompton hospital site is its lack of on site vascular surgery provision. Given this, the Trust should be encouraged to develop links with other surrounding units and allow these arrangements to be open to clinical peer scrutiny.

The sector also needs to take a view on where it would like NSTEACS services to be developed. Currently there is no 24/7 PCI provision at the Royal Brompton site and any service development would need to be in line with the service specification and reporting framework as set out by the Healthcare for London review.

Harefield Hospital


All of the issues above, around the provision of vascular and other supporting hospital services that relate to the Royal Brompton site also apply equally to the Harefield site. The Harefield site already provides a 24/7 primary angioplasty service to patients having a heart attack. Service developments relating to NSTEACS patients could therefore be linked to the emergency service already in place. 

Outstanding issues to address for Royal Brompton & Harefield NHS Foundation Trust

· Are the flows of patients from outside London into the Trust appropriate and are they sustainable (South Central SHA)?


· Royal Brompton site to develop clear policies and protocols to access vascular surgery. These arrangements should be open to clinical scrutiny.


· Sector to take a view on which sites within the sector should develop an NSTEACS service.

6.4. Hillingdon Hospital NHS trust, West Middlesex University Hospital NHS trust, Ealing Hospital NHS trust and Chelsea & Westminster NHS Foundation Trust 

The 2010/11 commissioning intentions document stated that Trusts undertaking low volumes of complex arterial vascular surgery should be de-commissioned from doing so. The sector should therefore work to ensure that low volumes of these types of surgery are transferred to either Imperial College or Northwick Park Hospital – both sites that meet the minimum volume criteria for this year as set out in the commissioning intentions document.


None of the hospital Trusts in this section provide cardiac surgery or complex interventional cardiology. However, all Trusts will have a role to play in implementing clear triage protocols in their A&E departments in line with the service to high risk acute coronary syndrome patients. They will also need to foster strong links with other centres in relation to referring on patients for cardiac and vascular surgery and working as part of an electrophysiology network.


Outstanding issues to address Hillingdon Hospital NHS trust, West Middlesex University Hospital NHS Trust, Ealing Hospital NHS Trust and Chelsea & Westminster NHS Foundation Trust

· De-commission any site performing low volumes of arterial vascular surgery.


· Ensure that sites deliver the changes and developments in their services inline with the cardiovascular review – this relates to working as part of an electrophysiology network, triaging high risk acute coronary syndrome patients appropriately etc.

7. Overall conclusions

The sector needs to ensure that the changes in where services are provided are aligned to its sector strategy relating to major acute hospitals. Pivotal in this thinking is the location of vascular surgery within the sector. There are at least four sites (St Mary’s, Hammersmith, Charing Cross and Northwick Park)  that appear to have a need for complex vascular surgery to be available on site. However, having vascular surgery on all these sites will not allow the sector to meet it’s stated aim of delivering the Healthcare for London pathways. The sector needs to draw up an options appraisal of where it believes vascular surgery should be and work with NHS London and the NWL cardiac and Stroke Network to deliver the change.

It should not be forgotten that many of the recommendations of the cardiovascular review do not relate to moving services around to different hospital sites. Much of the work relates to changes in working practices and updating process. This is particularly pertinent to the cardiac surgery part of the review and affects every hospital in the sector. Sites should be encouraged to work with the cardiac and stroke network in North West London to deliver these changes. 
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