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Minutes

Stroke Steering Group
Room 3.3/3.4, NHS Westminster
Tuesday 11th January 2011
	Apologies

	Dawn Holloway

Jason Antrobus

David Cohen

Ian Rowlands

John Janssen

Soma Banerjee

Hilary Walker

Harri Jenkins
	John Janssen

Adrian Brown

Elmer Catangui

Jeannie Eng

Ravneeta Singh

Rainer Golombek

Cathy Mason



	Attendees

	Diane Ames (Chair) (DA) – Consultant/Stroke clinical lead, Imperial/NWLCSN

Kathryn Wickham (Minutes) (KW), NWLCSN PA/Administrator

Sue Fenwick-Elliot (SFE)– Clinical manager, Northwick Park

Laura Willoughby (LW) – Service Manager, Imperial

Mark Scott (MS) – Deputy director, NWLCSN

Lisanne Bouma (LB) – Senior project manager, NWLCSN

Gemma Snell (GS) – Data analyst, NWLCSN

Anthea Parry (AP) – Consultant/clinical lead, Hillingdon 

Hasina Hussain (HH) – Assistant director, NWLCSN

John Platt (JP) – Consultant Physician, West Middlesex

Michael Pelly (MP) - Care of the Elderly Consultant – Chelsea & Westminster

	Item
	Discussion
	Actions

	1
	Welcome, introduction, apologies

	

	2
	Review of previous minutes 
Page 1: Clinicenta: SFE confirmed that NHS London have terminated all Clinicenta service contracts. 
Page 2: Item 3 Management of medicines at discharge from HASU to SU: A Pharmacists group has now been set up with a Clinical Lead with recommendations for anti-platelet use.

Page 2: Item 3 Clopidogrel: This will be added to the 8th March agenda for discussion. 
Page 2: Item 4 HASU to SU transfers comparison: Units still receiving patients out of hours and also not on time.  GS confirmed she is still collecting LoS data.

Page 3: Item 5 Anticoagulation project: MR and IM have met.

Page 4: Item 9 AOB: Governance around the management of strokes:  Tony Rudd aware of Pan London issues.

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

Matters Arising

Transfer Protocol HASU to SU: MP reported he was still experiencing problems with receiving scans through IEP.  AP confirmed they were receiving but scans were often muddled.  MP confirmed that IEP was not functioning fully at C&W with scans not available on his ward rounds.

Action Point - After further discussion it was agreed that a meeting be set up between the Network, Imperial and ChelWest to resolve this.  
Action Point – In addition MS will obtain who does and does not have IEP.
Further discussions around the table took place on the widespread transfer of patients, particularly those who are elderly (and present at a non-HASU trust) and whether this is good patient care.

DA noted that the Stroke Project had only been live for 5 months and therefore not enough time had passed to see the full benefit of the project.  Action Point DA to feedback concerns to Tony Rudd.  

MP particularly asked that in a year from going live protocols be re-looked at and an external, wide ranging review take place.

Other Transfer Issues:  MRSA patients – agreement to take but with as much notice as possible as issues with finding side rooms for them.  SFE noted that often they accept a patient the MRSA but then have difficulty with repatriation.  In line with the protocol, trust infection control policies to be modified for repatriations to SU. 
Further discussion on the Novo virus (72 hours clear), C difficile (should be no transfer unless consultant agreement)
SFE queried the use of the escalation policy and whether or not they needed to do this as this can be very time consuming and have an adverse effect on relationships. 

HH this needs to be at the discretion of each trust, one off issues should be dealt with at a local level. However, ongoing issues might indicate systemic issues at a SU and therefore should be raised formally to ensure optimal patient flow. 

	HH /MP / DA
MS

DA

	3
	LoS data (report attached)
GS presented the LoS data to the group:

· Slide 1 - RIP mainly in > 80’s

· Slide 2 – SFE reported they often stepped down patients to the SU.  HH noted that this would have financial implications with a patient possibly receiving 2 lots of SU tariff.  GS confirmed that from the data analysis other units are also stepping patients down.

· Slide 3 – Large proportion of patients are < 60

· Slide 4 – No deaths in the < 50

· Slide 5 – High numbers of patients having difficulty in being transferred to residential care.

· Slide 6 – All below 12%
DA thanked GS on behalf of the group for providing the data report.
	

	4
	TIA update
West Middlesex have had their assessment and received a Silver Award.  The revised TIA referral form may revert back to its original format with a focus on GPs.  Agreed the form needed more space for clinical data/free text.  Action Point:  Form to be amended to reflect comments.
Review of assessments will be completed 6 monthly however the Pan London Group are currently looking at TIA and tracking improvement so no further assessments will take place until we know outcome.

Action Point:  HH to look up review timescales and email out to members.
	HJ
        HH


	5
	Draft Pan-London guidance on prescribing anti-platelet agenda post – stroke and TIA

DA noted that the protocol had been written to outline the potential £2 million saving.  DA asked the members to read the attached document which would be an agenda item at the 8th March meeting.
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	7
	HASU and SU Update

SFE reported that NPH do not always repatriate out of catchment  mimics.  It was noted that HW had written to CEOs to ensure operational teams are aware of the requirements to accept mimic patients in a timely manner via on call medical teams (in most cases).
MP felt that too many patients were being sent to HASU’s and in turn giving us the problem with the repatriation of mimics.  MP requested the protocol be looked at as to who is sent to a HASU.

LW suggested it may be beneficial to look at data Pre and Post roll out of the HASU’s. It was felt that a higher quality of conveyances were made pre full roll out i.e. fewer mimics.  

	

	8
	Monthly Stroke Educational Meeting

DA informed the group of an educational meeting which was held every Tuesday at Charing Cross where cases can be discussed and noted that all were welcome to attend.  Action Point:  DA to send out agenda to the SSG members confirming dates and times of meeting.

MP noted that it would be useful for the Network to help out with the mechanics of units rather than looking at data.  HH responded saying that the Network had found it useful to visit units and are happy to continue to visit.
JP requested that a half day quarterly sector wide educational meeting be arranged as it would be difficult to attend weekly meetings at lunchtime. SFE agreed to look at holding the first meeting at NPH. The group will then rotate between the NWL units. 


	DA

SFE

	7
	Rehab update
Care Quality Commission (CQC) Review:  HH updated the members on the Care Quality Commission (CQC) Review of post Acute Stroke Care.  Significant amount of work to do in NWL and the whole of the country.  
ASI funding has been allocated to the following projects which will be rolled out between January and July 2011:
NPH assessment tool – SFE confirmed they will be recruiting shortly.

NHS Westminster, CLCH and ICHT have secured funding to MDT review at 6 and 12 months
ChelWest has received funding to produce positioning cards to be included in discharge packs. 

Action Point: HH to speak with Gemma Nicholls re DA report that was provided.
Rehab referral form:  one form needs to be agreed and all others taken out of use.
Rehab Providers Group: HH meeting has been set up with senior management representation from all rehab provider units across NWL. The purpose is to provide leadership and authority to drive service improvement across the rehabilitation pathway . The first task is to get providers to collect high quality and robust data to baselines and benchmark current performance against best pracitce.  The Rehab workstream will link to this group and deliver on priorities identified and sponsored  by the Provider Group.  

	DA / GN



	9
9.1

9.2
	AOB
Additional Data Fields:  SFE noted that she could not find the Key Worker field used for assessments and national clinical reporting.  GS responded saying that the CAG would discuss and confirm inclusion in the LMDS. MP noted that C&W had appointed someone for data collection and asked GS for help in training.  
Action Point:  GS to speak with MP and organise.
Transfers:  Issues over the Bank Holidays with patients being transferred with no prior warning.  SFE noted there may not be a log of this at NPH.  DA noted that Tony Rudd and Geoff Cloud were both aware of the huge workload in the data collection but confirmed the data is required.
Discussion around the table on data collection and what is and isn’t necessary. DA felt that over a period of time the data would prune down and become more like an RCP audit, however the concerns of the group on the amount of Data requested will be passed on to Tony Rudd.

	GS / MP


	10
	Date, time and venue of next meeting
The next meeting will take place on Tuesday 8th March 2011 from 3.00-5.00pm in room 2.2 and 2.3, NHS Westminster 

	


End of Minutes
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DRAFT Prescribing Anti-Platelet Agents 


Following Stroke and Transient Ischaemic Attack (TIA)

The guidance does not override the individual responsibility of healthcare professionals to make decisions appropriate to the circumstances of the individual patient, in consultation with the patient and/or guardian or carer.


Acute Phase of Ischaemic Stroke


· All patients should be prescribed aspirin 300mg daily, initiated within 48 hours of acute ischaemic stroke and continued for up to 14 days (after which clopidogrel or alternative therapy should be initiated as below)

· Aspirin should be avoided within 24 hours of the administration of intravenous or intra-arterial thrombolytic therapy.  

· Consider use of a PPI in patients with a history of aspirin-induced GI dyspepsia or ulceration 

· The combination of clopidogrel and aspirin in acute stroke is not recommended for routine use, but may be considered for short-term use (up to 3 months) at the discretion of the lead clinician for individual patients at high risk.

Secondary Prevention of Ischaemic Stroke and Transient Ischaemic Attack (TIA)

Preferred Option


· Clopidogrel monotherapy is the preferred secondary prevention strategy following stroke or TIA

· Clopidogrel therapy should be started when the initial course of aspirin therapy finishes 


· The routine maintenance dose of clopidogrel is 75mg daily 


· Once initiated, clopidogrel monotherapy should be continued indefinitely


· There is no evidence to support the use of aspirin and clopidogrel combination therapy for routine secondary prevention (however, combination therapy is used for other indications, for example, acute coronary syndromes (ACS)).

· Recent advice from the MHRA recommends that omeprazole and esomeprazole should be avoided in patients taking clopidogrel.  For patients requiring a PPI whilst taking clopidogrel use an alternative PPI in line with local guidelines

Alternative Strategies


· Low dose aspirin (75mg daily) and dipyridamole (200mg modified release twice daily) should be considered in patients unable to tolerate clopidogrel first-line

· Dose titration of dipyridamole may help to reduce the incidence and severity of headaches – initiate at a lower dose of dipyridamole (e.g. 25mg three times daily or 200mg MR once daily) and increase to the standard maintenance dose of 200mg MR twice daily after one week.  

· Patients unable to tolerate clopidogrel monotherapy or aspirin and dipyridamole combination therapy should receive treatment with aspirin monotherapy. There is no evidence to support the use of dipyridamole monotherapy – therefore it should ONLY be considered for patients unable to tolerate all other options. 

Stable Patients with Prior Stroke or TIA

Patients currently stable on aspirin and dipyridamole following stroke or TIA should be considered for a switch to clopidogrel monotherapy.  This will reduce their daily pill burden and achieve significant savings for the NHS. The decision to switch therapy should only be made with the agreement of the patient.  


Agreed by the Pan London Clinical Advisory Group on: xxxx

Review date:  xxxx





