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Minutes

Stroke Steering Group
Room 2.3/2.4, NHS Westminster
23rd November 2010
	Apologies

	Dawn Holloway
	John Janssen

	Attendees

	Adine Adonis (AA) – Rehab workstream lead, NWLCSN

Adrian Brown – Primary care and prevention clinical lead, NWLCSN/NHS Westminster

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

David Cohen (DC) – Consultant Physician, Northwick Park

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

Eleanor Jackson – Project manager, NWLCSN

Gail Powell (GP) – NHS Improvement lead, NHS Improvement

Gemma Nicholls – Programme manager CVD, NHS Westminster

Gemma Snell (GS) – Data analyst, NWLCSN

Harri Jenkins (HJ) – Consultant Neurologist, Charing Cross

Hasina Hussain (HH) – Assistant director, NWLCSN

Hilary Walker (HW) – Director, NC&NWLCSN

Ian Rowlands (part) (IR) – Stroke pharmacist, Imperial

John Platt – Consultant Physician, West Middlesex

Laura Willoughby – Service Manager, Imperial

Lisanne Bouma – Senior project manager, NWLCSN

Marcia Reid (MR) – Interim project manager, NCLCSN

Mark Scott – Deputy director, NWLCSN

Paresh Parmar (PP) – Stroke pharmacist, Northwick Park
Sue Fenwick-Elliot – Clinical manager, Northwick Park

	Item
	Discussion
	Actions

	1
	Welcome, introduction, apologies
CT scan times: DA introduced Gail Powell (GP) to the group. GP confirmed that there are no IRMA rules preventing radiographers performing CT scans out of hours and that protocols for this should be locally agreed. GP informed the group that she is based at NHS Improvement and is available to answer any further queries.

	

	2
	Review of previous minutes
Item 2. The Clinicenta meeting has not yet taken place.

Item 5. Tina Sachs will be invited back to the meeting at a later date.

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

	

	3
	Management of medicines at discharge from HASU to SU
IR and PP presented the recommendations from the Pan-London Stroke Pharmacists Group. 
Medicines will not be supplied by the HASU to the SU at transfer, except for ‘patients own’ medicines. IR noted that, for patients with more unusual drugs, these may be sent on transfer.
The recommendations were taken and agreed at the pan-London board meeting. It was suggested that the Pan-London Stroke Pharmacists Group should link in with the Clinical Advisory Group.

Action: Stroke Pharmacists Group to link in with the CAG.
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IR/PP

	4
	LoS data
GS presented length of stay data to the group which was taken to the recent pan-London network board meeting. 

· YTD the HASU mean LoS is 2.6 days (pan-London)

· The SU mean LoS has increased to 14 days (pan-London)

· The most common destinations on discharge are home, own SU and other SU.

GS noted that HASU activity has increased with bed numbers.

In NW London there are currently no patients going home with ESD.

Mortality rate: DC commented that the NW London mortality rate is similar to the European average. The rate will vary at each unit due to a variety of factors.
HASU to SU transfers comparison: GS compared the SU destination for patients to their catchment area. Reasons for patients not being repatriated to their designated SU may include: patient choice, postcodes outside London and clinical exceptions, however the network does not currently collect this information. DA noted that patients not being transferred to the correct SU may have an effect on staffing levels at the receiving SUs. The network will continue to monitor transfer destinations.
Bed modelling and postcode catchments: Bed modelling will be reviewed London-wide in February/March 2010. Postcode catchments will also be monitored. A letter will be sent from the pan-London board to HASU and SU providers requesting feedback on the current bed modelling. 
Future data: GS confirmed that ethnicity is not collected as part of the LoS data set. DA requested that the <50 age category be broken down to provide more detail about younger stroke patients.
Action: GS to include more age categories for the <50 patients in the next LoS report.
DA thanked GS on behalf of the group for providing the data report.
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GS

	5
	Anticoagulation project
MR informed the group about a project currently being undertaken to improve the anticoagulation pathway for stroke patients with atrial fibrillation (AF) in NW and NC London.

The aims of the project are:

· To ensure that 60% patients presenting with stroke with AF are anticoagulated on discharge from hospital  (ASI metric).
· To monitor the achievement of this metric on discharge in each SU and HASU across North West and North Central London.

· To recommend and facilitate service improvements required to achieve this metric.

· To understand the financial implications of planned improvements and inform the appropriate Trusts and PCTs.
· To develop a business case for the use of Dabigatran for AF in stroke. 

 

MR has suggested Dr Rindy Kar as clinical lead for this project for NW and Dr Charlie Davy (Royal Free) will be clinical lead for NC. MR will also be working with pharmacists, stroke coordinators and medicines management teams in each PCT.  If anyone is interested in assisting with this project – please contact MR (marciareid@nhs.net).
The first stage is to produce a pathway for diagnosis and monitoring of AF in Stroke units. This will be outlined by Dr Iqbal Malik and then discussed with the Stroke Steering Groups. 

The project will also assess the cost implications of Dabigatran for PCTs however primary care considerations such as the diagnosis of AF in the community are outside the scope of this project. 

Updates will be provided to the SSG.
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	6
	HASU, SU and TIA update
A new stroke coordinator is in post at Northwick Park. HW confirmed that a stroke coordinators meeting will be organised.

SINAP: GS informed the group that the SINAP pilot was completed on 22nd Nov. The data will be presented to the CAG on 7th Dec.
HASU-SU transfers: AP noted that the SU is not always given 24 hours notice of repatriations and requested that this be monitored.  
HW confirmed that the transfer protocol explicitly states that at least 24 hours notice should be given for all transfers.
HASU-SU transfers (cont.):
It was noted that there are differences between infection control guidelines in different sites. The HASU to SU transfer protocol, which was signed off by infection control departments, states that: 
The MRSA status of the patients should not delay the transfer to the SU. It remains the SU’s responsibility to agree this policy with the local infection control team.
Action: Protocol to be reviewed and notes/comments brought to the next SSG meeting.

	ALL

	7
	Rehab update
Rehab referral form: AA informed the group that the rehab referral form has been signed off by the rehab workstream group and will be taken to the NW London managers meeting on 24th Nov. Once this form has been agreed by the NW London managers, all other rehab referral forms will no longer be used. Currently the referral form is stroke specific.
Bids update: HW noted that significant improvements have been made to the acute pathway and that the network is now focusing on improvements to the rehab pathway. 
Two projects have successfully bid for funding. They will focus on planned multi-disciplinary review and psychological assessment. The details are currently being agreed and will be confirmed by 26th November.

	

	8
	Advanced stroke life support
HH informed the group of the advanced stroke life support training available through the stroke association. For more details please see attached flyer.
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	9
	AOB
Governance around the management of strokes: The Clinical Advisory Group has requested information on the governance protocols in each sector. HW suggested that a NW London report be produced. HJ requested that a network medical meeting take place to discuss this.
Action: DA to take forward.
TIA: HJ requested that if any clinics would like additional information included on the TIA referral form this can be added to the contact details section.
Action: TIA clinics to send any additional information to HJ to coordinate.

AOB (cont.)
Details of the TIA best practice tariff were shared and are as follows:
Basic tariff - £492

Uplifted tariff - £620 (including mimics). This is higher than the London tariff which is currently £548.
IEP: AP confirmed that some of the problems with this service in Hillingdon have been resolved.


	DA
ALL

	10
	Date, time and venue of next meeting
The next meeting will take place on Tuesday 21st December 2010 from 3.30-5pm, Friends House, Room 10.
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NCL and NWL Cardiac & Stroke Network


IMPROVING THE ANTICOAGULATION PATHWAY FOR STROKE PATIENTS WITH ATRIAL FIBRILLATION IN NORTH WEST AND NORTH CENTRAL LONDON

 Project Summary

Background:


Atrial fibrillation (AF) is an important risk factor for stroke and is associated with about 15% of all strokes. Optimal treatment of AF in the population could reduce overall stroke risk by 10%. Anticoagulation is highly effective in reducing stroke risk in patients with AF by approximately 70%.


The three major domains of emphasis for the Accelerating Stroke Improvement programme are ‘Joining Up Prevention’, ‘Implementing Best Practice in Acute Care’, and ‘Improving Post Hospital and Long Term Care’.

Joining Up Prevention provides focus on the timely and appropriate management of AF in patients leaving secondary care after an admission with stroke. The RCP National Sentinel Audit 2008 demonstrated that only 24% of patients with atrial fibrillation (AF) were discharged on warfarin and only a further 9% of people were planned to receive it in the future. Thus only a third of people with AF were likely to be anticoagulated. There are some good reasons not to anticoagulate (high risk of falls, severe stroke, likely difficulties with compliance etc) but it would not be expected to account for more than about a third of the stroke population at most. Warfarin is twice as effective as aspirin in preventing further stroke in people with AF. Other work through NHS Improvement is focussing on AF management in primary care, and this project is complementary to this aim. 


Warfarin continues to pose safety issues for patients and accounts for approximately 10% of preventable drug related admissions. 

Purpose:


· To ensure that 60% patients presenting with stroke with AF are anticoagulated on discharge from hospital. (ASI metric Ref 1 – Preventable strokes)

· To monitor the achievement of this metric on discharge in each SU and HASU across North West and North Central London

· To recommend and facilitate service improvements as required to achieve this metric


· To understand the financial implications of potential changes in anticoagulation therapy and inform the appropriate Trusts and PCTs


· To investigate a business case for the use of Dabigatran

Scope:


· Clarify diagnosis and assess current monitoring for AF in patients with stroke admitted to HASUs and SUs and recommend improvements if appropriate

· Understand the high level anticoagulation pathway for the patient journey from admission to discharge and improve current patient pathways as appropriate

· Improve discharge procedures regarding anticoagulation therapy if appropriate


· Establish ongoing monitoring procedure and reporting structure for ASI metric

· Monitor anticoagulation therapy on discharge in stroke patients with AF

· Achieve ASI metric for each SU and HASU

· Consider alternatives to warfarin and assess cost implications and assess business case for the use of Dabigatran

· Scope current costs of anticoagulation for each trust and assess cost implications of service improvement

· 1 HASU and 4 SUs in NC, 6 SUs and 2 HASUs in NW to be included

n.b. If it is recommended that Dabigatran should be introduced, there is potential to increase the scope of the project to cover implementation.

Data to be recorded:


· Number of  patients with stroke in HASU’s and SU’s, presenting with AF (newly diagnosed and previously diagnosed)

· Number of stroke patients with AF in HASUs and SU on anticoagulation therapy at point of discharge


· Number of stroke patients with AF in HASUs and SU discharged with a plan to start anticoagulation within the next month, included in the discharge letter

· % of stroke patients in HASUs and SU on anticoagulation therapy at point of discharge


· HASUs and SUs achieving ASI Metric Ref 1 monthly

· Baseline measures –  minimum data set from November

n.b. According to the ASI metric – ‘anticoagulation refers to treatment with an anticoagulant such as warfarin and not an antiplatelet such as aspirin or Clopidogrel’

Data sources:


· ASI metric currently being collected?

· SINAP – first 72 hours of patient stay 

· Minimum data set. LMD number 9

		User 


field no.

		To be 


completed by

		What SINAP will say

		What should be entered



		15

		Unit discharging patient from acute care

		Is there documented evidence that the patient is, or has been in, Atrial Fibrillation?

		Yes or No



		16

		Unit discharging patient from acute care

		If yes, was the patient taking anticoagulation on discharge or discharged with a plan to start anticoagulation within the next month?

(Not anti platelet agent)

		Yes or No





Way forward:


It is suggested that the project is run with two working subgroups - feeding into the Urgent Care Task Group in NC and the SSG in NW. 

· Project for NW and NC to be run concurrently by MR with two separate clinical leads with shared initiatives and information

· Ascertain ‘definitive’ pathway for AF diagnosis and monitoring in stroke units, working with Iqbal Malik

· MR to work with SSG and Urgent Care Task Group to agree the way forward


· MR to work with individual units if required to assist with improvement initiatives

· ‘Virtual’ working group for each sector to include Clinical lead, Network contact, Pharmacist and Stroke coordinator (HASU and SU to be represented)

· Medicines management teams in all PCTs to be consulted

· Boehringer Ingelheim to provide all economic modelling data currently in preparation to assist with cost benefit analysis for PCTs


What does success of this project look like?

· Achievement of the ASI Metric Ref 1 in each hospital


· If time is limited – the ASI metric may not be achieved by end of 2010 so the project goal may have to be ‘improvement of ASI Metric’

· Understanding of the inpatient anticoagulant pathway for stroke patients with AF


· Identification of areas for improvement 


· Action plan to improve pathway, implemented if possible within timescales

· Understanding of the costs involved 


· Establishment of a robust reporting and monitoring process for the ASI metric


Stakeholders to be kept informed:


· Urgent Care Task Group (NC) and Arrhythmia Task Group (NC)

· Stroke Steering Group (NW)

· Stroke coordinators and pharmacists

· HASUs and SUs


· PCTs  and Medicines management teams


· Others?

Timescales:


· To be agreed. Initial phase to be completed by end 2010

Marcia Reid  23.11.10
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Lendon Cardiac and Stroke Natwor ks

Management of Medicines at Discharge
from Hyper-Acute Stroke Units (HASUs) to Stroke Units (SUs)

Recommendations from the Pan-London Stroke Pharmacists Group

1. A complete list of current medication should be generated, ideally electronically,
prior to transfer to a Stroke Unit (SU).

2. A pharmacist should check this for accuracy and clinical appropriateness before the
patient is transferred. If this has not happened a photocopy of the current drug
chart must be provided on transfer from HASU to SU.

3. Medicines will not be supplied by the HASU to the SU at transfer, except for any
‘patients own’ medicines which are still clinically appropriate at the time of transfer.

4. |If patients are to be transferred from a HASU to a centre of care other than a SU,
then the need for a full set of discharge medications should be assessed, and
medicines supplied if considered appropriate.

5. Medicines Reconciliation should be undertaken on admission to the HASU however,
if this has been unobtainable (for example, due to the short length of stay), this must
be communicated on transfer for follow up at the next centre of care.

6. Transfer information should include details of medicines stopped during the HASU
admission (including reasons why these have been stopped) and indications for any
therapies initiated during the HASU stay.

7. Pharmacists in HASUs should be available to advise stroke unit pharmacists on the
management of medicines post-transfer to optimise stroke outcomes.

Agreed 21° July 2010 Review date: July 2012
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Advanced Stroke Life Support®

Multi-disciplinary Acute Stroke Training—Suitable for the UK

Introduction

ASLS emphasises the importance of multi-disciplinary care and
communication, including with pre-hospital clinicians, In
delivering high quality stroke care, in particular thrombolysis
and stroke units. The UK Pilot demonstrated that the course is
applicable and transferable to the UK healthcare setting.

Advanced Stroke
Life Support

Results

Stroke management test scores increased from (mean = SD)
63 £ 13% to 76 £ 15% (p<0.001). Associated confidence in
the management of acute stroke improved from 57 £ 15% to
87 £ 8% (p<0.001). Importantly, we found an improvement
across all staff groups.

Effect of ASLS training on a) questionnaire scores and b) confidence
assessments. Values are means = SD.

The ASLS Course

Introduced in the USA in 1997
. Delivered to over 400 organisations across 22 states

b) confidence

ASsocialion o) mea

. . . . . . . 100 - P < 0.001 P < 0.001
. Provides a unique opportunity for multi-disciplinary Charitv No. 211015 0
professionals to be trained/educated together—Ambulance 4 o 1
Eer\;lce’ Atgl;E’ E/IrlmaryEcare & StrOlil(e Unllt StaﬁD f t (MEND) UNIVERSITY OF MIAMI CENTER FOR RESEARCH IN MEDICAL EDUCATION * EMERGENCY MEDICAL SKILLS TRAINING COURSE 70 -
. Features the Miami Emergency Neurologic Defici
.. Score (%) 60 -
Exam an easy to use and robust clinical assessment process |ADVANCED STROKE LIFE SUPPORT \\ASL L b -
which, based on the NIHSS and CPSS (FAST test), allows - ‘
non-sub-specialist clinicians to reliably assess patients LOURGE DVESVIEW 0
suffering suspected stroke and TIA—works alongside e Prehosplal Example of Stroke Syndrome: 0 -
ROSIEI% 2 ABEDZ g Hgip?f;&apremspﬂal Left (Dominant) Hemisphere .
: : : MAJOR LEARNING GOALS FOR ALL PERSONNEL Right Visual
¥ EVIdence baseda academlca”y proven COUrse (Medlcal » Describe why early treatment may result in a marked Field Deficit — ,@ - Apnssia 107
reduction in risk of disability 1
:Irg?Cher, 1466'187)(, VO|Ume 27, |SSU6 2, 2005, PageS 114 — . L?;ﬂt{ifg;:;gzeg:waagg itlr;teals;g?]rsumes and relate them to | pLEfﬁ are 0 ORE POST PRE POST
» Perform focused evaluation to identify stroke, its location an Right | e
). . . :e:t;rity, i.;lnd t~ePdA corl'ntra:indi::atin;lfy roke fisfocet ; HegmiparESis
. Multinational steering group o | .
: N KEY COMPONENTS ormisencory Al
. UK Steering Group overseen by Stroke Association . Hands-on skils training prinanch COn CI USION

instructors simulate stroke syndromes
learners perform the MEND Examination, a unique

neurologic assessment tool developed for the UM
CRME course

» Computer-based multimedia skills training

» Interactive discussions From Advanced Stroke Life Support
+» Didactic sessions ® 2004, University of Miami

ASLS can be used as a training tool to increase confidence in
acute stroke management and deliver improvements in pa-
tient care. Following the success of the pilot course, the In-
vestigators presented their findings to the Stroke Association.
Following internal process, the course has been adopted by

The UK Pllot

An 8 hours course was delivered at 4 locations across the
South Coast of England, developed and delivered In

collaboration with the University of Miami.  Attendees the Stroke Association as the UK standard acute stroke train-
completed pre- and post-course questionnaires assessing their B . ing programme and has subsequently received approval by
kﬂOWIGdge of the tOpiC as well as their confidence in their skills. S k | t NHS the Department of Health Stroke Programme Board. Follow-
Evaluated aga|n3t the National Stroke Strategy Qua“ty t ro e m p rove m e n NHS Improvement |ng fundlng negotlanor]S, the Stroke Association plan to com-
Markers. mence delivery in early 2010.

Email: research@stroke.org.uk or Telephohe 0t24444-4044.___
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Pan-London Length of Stay and Activity Report

		The following Trusts have been excluded as the Stroke Units are not yet accredited; Queen Elizabeth Hospital and Princess Royal University Hospital.



		The Royal Free Hospital has been excluded as their data has not been received.

		Queen’s Hospital HASU & SU have been excluded as there is only data for 1 month and therefore cannot be compared against other units for the full time frame.

		North East London do their own analysis and have therefore been excluded from the London median as it is calculated from raw data.
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Pan-London HASU & SU Length of Stay	

		HASU – Median Length of Stay (LoS) 2 days

		HASU – 2.6 Days (mean)

		SU – Median LoS 8 days

		SU – 14.0 Days (mean)

		The mean is higher than the median due to some long-staying patients i.e. more complex patients.



		NWL 
Q1 10/11		London
Q1 10/11		NWL 
Q2 10/11		London
Q2 10/11		NWL 
Ytd		London
Ytd

		HASU		Mean		2.8		2.8		2.7		2.4		2.6		2.6

		Median(Excl. NEL)		2		2		2		2		2		2

		Activity		445		1344		498		1958		1165		4074

		SU		Mean		15.7		14.3		15.4		16.9		13.9		14.0

		Median(Excl. NEL)		9		8		7		8		7		8

		Activity		409		1523		413		1470		1056		3772
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HASU Year to date Comparisons

		Year to date (Ytd) period is 1st Feb – 30th September inclusive.

		Overall the mean LoS increased between Feb and May and has been decreasing ever since.

		The top 3 discharge destinations are Home(39%) and Own SU(28%) followed by Other SU (21%) 











		



		Hospital		BLT		Charing Cross		King's College		Northwick Park		St George's		St Thomas'		UCLH		Grand Total

		Ytd		393		660		625		505		830		391		670		4074
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SU Year to date Comparisons

		Year to date (Ytd) period is 1st Feb – 30th September inclusive. 

		60% of patients discharged are sent Home.

































*Newham Ytd Median calculated from April. Homerton is a mixture of Acute and Rehab beds, 

Barnet has had nearly double the activity compared to other units.

		Hospital 		Barnet		Charing Cross		Chel West		Hillingdon		King's		Kingston		Lewisham		Mayday		North Middx		Northwick Park		St George's		St Helier		St Mary's		St Thomas'		UCLH		West Middx		BLT		Homerton		Newham		Whipps Cross		Grand Total

		Ytd		423		199		128		157		138		151		208		256		204		241		208		240		167		107		103		164		208		136		148		186		3772
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HASU Q1 &Q2 2010/11 Comparisons

		London Median remains consistent across both periods.

		As the bed numbers increased the activity increased proportionally.



		Hospital		BLT		Charing Cross		King's College		Northwick Park		St George's		St Thomas'		UCLH		Grand Total

		Q1 10/11		148		247		207		198		254		133		157		1344

		Q2 10/11		186		271		274		227		418		192		390		1958
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HASU Destinations on discharge

		Pan-London discharges to Own SU have decreased from 36% to 24%

		Pan London discharges to Other SU increase from 17% to 24%.

		In NWL no patients are discharges to an ESD service.



		Destination on Discharge		NWL 
Q1 10/11		London
Q1 10/11		NWL 
Q2 10/11		London
Q2 10/11		NWL 
Ytd		London Ytd

		ESD		0.0%		0.0%		0.0%		0.3%		0.0%		0.1%

		Home		31.8%		38.8%		30.7%		40.9%		28.9%		38.8%

		Other		9.2%		8.0%		10.6%		9.3%		9.5%		8.6%

		Other SU		23.0%		18.2%		20.5%		24.9%		21.7%		21.3%

		Own SU		31.3%		30.7%		36.9%		22.3%		36.3%		27.8%

		RIP		5.0%		4.0%		1.2%		2.3%		3.5%		3.3%

		(blank)		0.0%		0.1%		0.0%		0.1%		0.0%		0.1%

		Grand Total		444		1344		498		1958		1164		4074
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NWL SU Q1 & Q2 2010/11 Comparison

		Mean Length of Stay has increased Q1 to Q2 but Activity has decreased.

		Median Length of Stay has remained unchanged.





















		



		Hospital 		Charing Cross		Chel West		Hillingdon		Northwick Park		St Mary's		West Middx		London Total

		Q1 10/11		56		48		65		89		87		64		1523

		Q2 10/11		74		58		57		109		48		67		1470
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SU Destinations on discharge

		The recording of ‘ESD’ as destination only began in July, prior to that patients were being recorded under ‘Home’.



		Destination on Discharge 		NWL 
Q1 10/11		London
Q1 10/11		NWL 
Q2 10/11		London
Q2 10/11		NWL 
Ytd		London
Ytd

		ESD		0.0%		0.0%		0.0%		2.7%		0.0%		1.0%

		Home		59.7%		62.0%		62.8%		57.1%		61.8%		59.9%

		Inpatient Rehab		8.8%		9.5%		6.2%		9.5%		7.4%		9.7%

		Intermediate Care		1.2%		0.9%		0.0%		1.4%		0.5%		0.9%

		Other		16.0%		14.3%		14.6%		14.4%		15.5%		14.5%

		Residential Care		5.3%		3.4%		7.3%		6.5%		5.3%		4.2%

		RIP		8.6%		9.4%		8.7%		7.9%		9.1%		9.1%

		(blank)		0.5%		0.6%		0.5%		0.6%		0.4%		0.6%

		Grand Total		419		1523		438		1470		1092		3772
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Mortality Rate on Stroke Units

		Breakdown of patients who died in the Stroke Unit as a proportion of all patients discharged.
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HASU to SU Transfers Comparison

		Period is 19th July to 31st October.

























N.B. Non-transfers could be due to; Receiving SU capacity, Clinical exceptions, Patient choice and postcodes outside London.
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NWL Mar-Oct Monthly SU Activity

		Northwick Park has seen an increase in activity.

		St Mary’s have seen a decline in activity from April onwards.
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Ages of patients

		For period February - October.

		56% of all patients are between 70 and 89.
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Ages of patients

		For period February - October.

		56% of all patients are between 70 and 89.
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Year to date Average LoS
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0


25


50


75


100


125


150


(blank)


Charing Cross


Chel WestEalingHillingdon


Kingston


Mayday


NHNN


Northwick Park


Out of London


Overseas PtQueen Elizabeth


St George'sSt HelierSt Mary's


St Thomas'


UCLH


West MiddxWhipps Cross(blank)


Barnet


Charing Cross


Hillingdon


NHNN


North MiddxNorthwick ParkRoyal Free


St George'sWest Middx


Charing Cross Northwick Park


Receiving SU by HASU


No. of patients


Actual Destination Catchment Area


SU Year to date Average LoS


0.0


5.0


10.0


15.0


20.0


25.0


Barnet Charing Cross Chel West Hillingdon King's Kingston Lewisham Mayday North Middx Northwick Park St George's St Helier St Mary's St Thomas' UCLH


West Middx


BLT Homerton Newham


Whipps Cross


SU


Length of Stay (Days)


Ytd Mean Ytd Median Lon Ytd Mean Lon Ytd Median


Activity per Stroke Unit


100


135


150


136


133


141


162


135


170


0


10


20


30


40


50


60


Feb Mar Apr May Jun Jul Aug Sept Oct


Month


No. of patients discharged


0


20


40


60


80


100


120


140


160


180


Total no. of patietnts


Charing Cross


Chel West


Hillingdon


Northwick Park


St Mary's


West Middx


Grand Total


HASU Average Length of Stay


0.0


0.5


1.0


1.5


2.0


2.5


3.0


3.5


4.0


BLT Charing Cross King's College Northwick Park St George's St Thomas' UCLH


HASUs


Length of stay (days)


Q1 10/11 Mean Q1 10/11 Median Q2 10/11 Mean Q2 10/11 Median


Lon Q1 10/11 Mean Lon Q1 10/11 Median Lon Q2 10/11 Median Lon Q2 10/11 Median


Mortality Rate


0.0%


2.0%


4.0%


6.0%


8.0%


10.0%


12.0%


14.0%


16.0%


Charing Cross Chel West Hillingdon Northwick Park St Mary's West Middx


Stroke Unit


Proportion of patients


Q1 Q2 Ytd 





