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I.  Executive Summary
This report sets out some of the key achievements in cardiovascular services in 2010-2011 and outlines the operating plan for the network for 2011-2012.  10/11 saw a transformation in the quality of stroke services in North West London.  New hyper-acute units and acute stroke units were set up across the sector, delivering life-saving thrombolysis treatment for many patients and improving the quality of care during their hospital stay.  The estimated health gains for stroke patients arising from these changes will be considerable.  This paper outlines how the network will consolidate the initial success of the acute model through continuing to monitor and assess the quality of acute care during 11/12.  There will also be a continued focus on how to improve the quality of rehabilitation services, minimizing variation and increasing access to key services.

For cardiac services, the network will deliver improvements set out in the London Cardiovascular project.  There will be a focus on enhancing the quality of two specialized elements of cardiac surgery: acute aortic dissection and mitral valve procedures.  The third priority area for cardiac surgery will be on reducing non-elective cardiac surgery length of stay.  For Cardiology services, a networked approach to arrhythmia services will be established.  There will also be a pathway set up for high-risk NSTEAC patients to make sure that they are diagnosed and treated as quickly as possible.  Finally, the network will also deliver on the changes for vascular services outlines in the London Cardiovascular Project.  This will involve ensuring that complex vascular surgery is centralized in specialist units, with appropriate referral links to feeder hospitals.
Networks have been outlined as key vehicles in strengthening clinical engagement across care pathways in the new NHS structure.  David Nicholson, in his letter outlining details of the transitional arrangements for the NHS during 2011/2012, has suggested a positive future role for clinical networks, stating "that there is a central role for networks in the new system as the place where clinicians from different sectors come together to improve the quality of care across integrated pathways”.  
II. Introduction
The North West London Cardiac and Stroke Network (NCLCSN) brings together clinicians and managers from all constituent organisations in North West London to improve cardiac and stroke services.   The network has delivered objectives of the Coronary Heat Disease National Service Framework published in 2000 and the National Stroke Strategy published at the end of 2007.  The Network has also focussed upon delivering quality improvements and service changes that have arisen from London-wide services reviews. 
In 2010/11, we included in our Operating Plan a number of national priorities which had recently been set out by the new Government.  From White Papers and policy documents produced since then, these priorities do not appear to have changed and therefore we simply reiterate that those priorities are embedded into how the Network operates, as follows:
1. Patients must be at the heart of everything we do, not just as beneficiaries of care, but as participants, with shared decision-making.  For cardiac and stroke, this means engaging at a Network level with our patient advisory panels and seeking their advice and expertise as to how we engage user groups.  It also means ensuring that individual Trusts have effective means of obtaining meaningful patient feedback and using this information to improve services.  
2. Focus on continuously improving outcomes.  For cardiac and stroke services the network has a continued focus on measuring clinical quality across the health economy across specific pathways.  Through benchmarking quality issues across multiple providers the network is in a position to detect where and how outcomes can be improved.
3. Empowering professionals to deliver. Due to the nature of the Network, clinical engagement and leadership has been a key part of the way in which we deliver change.  
The Network has a key role in supporting the delivery of these priorities within cardiac, stroke and vascular services and this document outlines the key National and London priorities for cardiovascular and stroke services in 2011-12  

III Stroke Services
3.1 Stroke national and regional priorities

The National Accelerating Stroke Improvement metrics will continue to be measured during 2011/12.    The London Stroke Tariff will continue for a further year with the continued emphasis on quality standards across the acute pathway. For the community sector, the London priorities as set out in the London Stroke Strategy continue to be a priority and a rehabilitation minimum dataset is in the process of being agreed across London, which will focus those priorities on a few metrics. The 2011/12 priorities are set out in Table One and Table two below, along with the accompanying metrics that will be used to measure success.
Table one: Priorities Prevention, Acute and TIA
	Prevention
	Proportion of patients presenting with stroke with AF anti-coagulated on discharge (60% by April 2011)

	Acute
	Proportion of patients admitted directly to an acute stroke unit within 4 hours of   hospital arrival (90% by April 2011)

	Acute
	Proportion of patients spending 90% of their stay on a stroke ward (80% by April 2011)

	Acute
	Proportion of stroke patients scanned within one hour of  hospital arrival (50% by April 2011)

	Acute
	Proportion of stroke patients  scanned within 24 hours of hospital arrival (100% by April 2011)

	TIA
	Proportion of high risk TIA patients investigated and treated within 24 hours of first contact with a health professional (60% by April 2011)


Table two: Priorities for rehabilitation and life after stroke

	Priority area
	National priority
	London priority  
	Target

	Psychological support for stroke patients
	
	
	To ensure that by April 2011 40% of patients receive psychological support for mood, behaviour or cognitive disturbance by six months after stroke.

	Joint care plans
	
	
	Proportion of patients and carers with joint care plans on discharge from hospital (85% by April 2011)

	Review
	
	
	Proportion of stroke patients that are reviewed six months after leaving hospital (95% by April 2011) 

	Early supported discharge

	
	
	Presence of a stroke skilled Early Supported Discharge team


	Early supported discharge
	
	
	 Proportion of patients supported by a stroke skilled Early Supported Discharge team (40% by April 2011)

	Rehabilitation – all settings
	
	
	Patients with stroke are offered a minimum of 45 minutes of each therapy that is required for a minimum of 5 days a week for as long as they are continuing to benefit from it and are able to tolerate it. 

	Community Rehabilitation
	
	
	100% of patients contacted by a member of community rehabilitation team within 24 hours and assessed within three days

	Rehabilitation – all settings
	
	
	100% of patients with outcome measures recorded within one week of arrival to, and one week of discharge from, community rehabilitation service.

	Rehabilitation – all settings
	
	
	90% of patients with a set of short and long-term goals negotiated with them, their family/carers and the rehabilitation team of which they receive a copy, appropriately formatted for their individual needs within two weeks of admission to community rehabilitation service


3.2 Building upon the achievements of the new stroke model
Setting up a new model During 2010/11 the London acute stroke model was fully implemented. From 19 July onwards all suspected stroke patients within 4 ½ hours of onset of symptoms were conveyed to one of 8 designated hyper acute stroke units (HASUs) by LAS. North West London (NWL) is served by a total 36 HASUs beds at designated sites at Northwick Park (16 beds) and Charing Cross (20).  As part of the designation process it was agreed that the stroke unit at Ealing Hospital Trust would be decommissioned. The Network has supported transition by opening communication channels between commissioners and acute trusts across NWL, agreeing a timetable for decommissioning and service transfer, while supporting the development of a clinical transfer policy at Ealing.  The network developed a pan-London patient movement protocol – detailing the process for supporting timely, safe and high quality transfer-, and the Emergency Department to Hyper Acute Stroke Unit Transfer Policy with the London Ambulance Service.  
Providing quality assurance across the acute pathway: The network has supported hyper-acute and acute units to meet the required quality standards of care for receiving the London stroke tariff.  The network has also inspected and assessed units in order to award the tariff, in conjunction with NW London commissioners.  There is now assurance that each stroke patient across the sector receives a very high quality of care across their hyper-acute and acute pathway, with administration of thrombolysis where possible and extensive medical, nursing and therapeutic intervention until their discharge from hospital. 

Data highlighting transformation of the stroke pathway: NW London network has taken responsibility for collecting data on every single patient episode across London to monitor whether patient transfers were working and whether Length of Stay is at expected levels.  Data has shown that the new model has made significant improvements to patient care, including:
Top performance in vital signs targets: In addition, NW London services are now amongst the highest performing in the country in relation to the DoH vital signs targets.  These targets benchmark providers on two key quality metrics: the percentage of time patients spend on a stroke unit and the percentage of high-risk TIA patients that are treated within 24 hours.  Most recent data shows that 96.4% of stroke patients are spending 90% or more their in hospital stay on a stroke unit in NW London and that 96.4% of high risk TIAs are treated within 24 hours. 
3.3. Focus for acute services 2011/2012

Continued quality assurance of acute model:  Network staff will continue to support acute providers in meeting the variety of quality standards linked to meeting the new London stroke tariff. The network will also undertake formal assessments of these standards in conjunction with sector commissioners, with amendments in the tariff being undertaken where quality standards are not met.  In addition to this formal monitoring, the network will also collect a wide variety of data to benchmark performance.  This data will be collected from a clinical database, SINAP, which will be relevant to the first 72 hours of care.  For the rest of the stroke pathway, providers will collect a set of data agreed by all providers across London, the London minimum dataset (LMDS), in order to benchmark performance across the rest of the stroke pathway.
Improving TIA services  The network will focus on both improving the quality of TIA services provided as well as work with GPs to improve the quality of referrals into the service.  During 10/11, two TIA services were accredited to the London quality standards: Hillingdon was awarded a gold standard and the service at West Middlesex was awarded a silver standard.  The network will ensure that all remaining TIA providers have their service accredited during this year.  During 2011/2012 further work is required to improve referral practises and education amongst GPs to ensure timely detection, assessment and treatment of TIA. In addition to encouraging units to undergo accreditation, more work needs to be done to support local implementation of the national TIA vital signs guidance as many units are not starting the clock from “first presentation to healthcare professional,” as this field is often blank in the GP/A&E referral. A pan- London approach is being taken to standardise clock starts, stops and monitoring including acceptable validation of TIA referrals. Local trust level audits need to support this to ensure feedback is sent to GPs referring inappropriately (i.e. to gain faster access to neurology clinics), GPs referring lower than expected numbers and those sending incomplete and/or untimely referrals. 
3.3 Rehabilitation
National and regional standards: the Accelerating Stroke Improvement (ASI) metrics were introduced nationally as a response to progress against the National Stroke Strategy.  In 2011/12, these metrics will continue to be measured nationally.  In addition, the Network has set a number of metrics of its own, which are a combination of the ASI measures, London stroke strategy standards and NICE Quality Standards.  These metrics are set out in table 2 above.  It is hoped that these will form a London Minimum Dataset for rehabilitation during 2011/12 but in any event, the Network is committed to working towards these standards.  
Benchmarking quality across the rehab pathway: Providers in the Network have agreed to collecting data against a set of standards to measure the quality of care provided in their facilities. This London Minimum Dataset (LMDS) was developed in NC London as part of the commissioning process and has been adopted by the NW London network.  The LMDS represents those areas of rehabilitation (such as negotiating goals and setting outcome measures for each patient) which are generally not yet being achieved but if delivered, would make the biggest impact on the rehabilitation a stroke survivor receives and the associated outcomes. The LMDS also tries to establish exactly how much rehabilitation therapy stroke patients are receiving from each allied health professional.  These measures are being collected and shared amongst all providers.  The aim for 2011/2012 is to collect good quality data for benchmarking rehabilitation services in NWL against other providers in London.  The collection of this data across all London network will be vital in establishing the quality of services across London and in putting together plans to improve under-performing areas.  This benchmarking will also act as a lever to initiate sharing good practise and service improvements.  The aim is to have met all of the selected measures by April 2012.  
Improving stroke survivors’ access to psychological support: Stroke patients should have their need and levels of psychological care identified using a recognized assessment tool.  There is clear evidence that patient outcomes are significantly improved if patients receive psychological and emotional assessment, treatment and support during the whole of their pathway.  However, it is of particular importance once a stroke survivor is back in the community and coming to terms with the long-term implications of their stroke.  Services for psychological care after stroke are almost non-existent in NW London.  Currently, a pilot is running in one of the PCT’s to develop an MDT assessment tool for mood assessment. In NW London, patients in only one PCT have access to a clinical psychologist with neuro-specialist skills. 
1) Improving mood assessment in the community with the help of validated assessment tools.

2) The network will also focus upon how services can use the IAPT psychological access service in order to provide stroke survivors with psychological support. 
3) The network will focus upon where appropriate patients can be referred to counselling services where they need lower levels of psychological support.
Ensuring assessment and reviews after discharge from hospital: People’s lives can be profoundly changed after a stroke.  It is important that there is continuity of care after stroke survivors are discharged from hospital and they should be offered a review of their health and social care status as well as their secondary prevention needs. This review should be a multi faceted assessment of their needs, not just a medical review.   The Network has reviewed current practice and found that several review models are implemented or piloted. Currently, patients generally receive a review in hospital outpatients after discharge from the stroke unit but this is not systematic or comprehensive and does not cover social and emotional needs. The Network has recently funded a pilot in one of its PCTs to develop a comprehensive, multi faceted review model.  The aim of this project has been to review all patients who have had a stroke at 6 and 12 months post discharge.  It is intended to use the outcomes of this pilot to inform delivery of this standard across the Network.  The NWL Network will be involved in a PAN London review project to identify which providers across London are able to appropriately review patients and highlight how other providers may learn from their work.
Early Supported Discharge: An early supported discharge service is characterized by the following three elements:

· This service should include staff with specialist stroke skills and be part of a wider community stroke rehabilitation team rather than a stand-alone service.  

· The service should contain a sufficient number of staff and these staff should be appropriately skilled.  

· The service should be of the same intensity as that of a stroke unit rehabilitation team, in order to deliver appropriate outcomes, as well as reducing the length of stay on an inpatient unit.   

There is currently only one ESD services in NW London, in Westminster.  The network has compiled a service specification for an ESD service for commissioners across the sector and provided an analysis of how many staff are needed in each ESD team across the sector to meet expected activity.  The Network will continue in 11/12 to work with the providers and commissioners to set up and develop ESD services, taking into account the changing rehabilitation needs of stroke patients after the establishment of the new stroke model. The Network will also work with the existing ESD service to measure the proportion of stroke patients that are seen by their teams against the national target of 40% to ensure that the service meets the agreed recommendations.  

Network forums for improving rehabilitation services: The Network has three forums for delivering improvements in rehab services during 2011/2012:
1: Provider Leads Group:  This group is made up of managers of rehabilitation services to identify priorities and improve and develop services for the care, rehabilitation and better quality of life of people who have had a stroke.  The main driver for change will be through the development and implementation of the Pan London Minimum Rehabilitation Dataset which should lead to local and Pan London benchmarking of stroke rehabilitation and ultimately service development and improvement. 

2: Commissioners Group: This group is made up of acute and community commissioners and its purpose is to share learning on the effective commissioning of stroke services.  Its key objectives are to identify areas for further investment and/or service redesign, using data from the LMDS to establish areas for development.  The network aims to expand the membership in 2011/2012 to incorporate social care and GP pathfinder leads.

3: Rehabilitation Clinical work stream: This group is made up of acute and community rehabilitation professionals and its priorities are to address practical issues and service improvements with small financial, but high service impact.  This group can also focus upon how clinical teams can develop to meet key quality standards for rehabilitation services.
4. Cardiac Services
This section will first of all focus on what the network is doing to improve heart failure services and cardiac rehabilitation services.  These remain national priorities of the heart improvement team.  This section will then move onto outlining work that will be undertaken to reduce cardiac surgery non-elective length of stay as well as improve arrhythmia services.  High length of stay for non-elective cardiac surgery patients has been identified as a national priority by the heart improvement team as well as an issue that needs to be resolved by providers in London.  The Cardiovascular review also outlined how arrhythmia services can be established in a network model with appropriate links between DGH and tertiary centres.  There are three other Pan-London projects that the network will deliver this year outlined in this section.  Firstly, the network will set up a new pathway for early diagnosis and treatment of high-risk NSTEAC patients.  The second and third project focus upon delivering changes to mitral valve and aortic dissection surgical services in order to improve patient outcomes.  
4.1 Heart failure services
Improving the quality of heart failure services remains a national priority for the heart improvement team.  For North West London, this will involve building upon projects started in 09/10 focussing upon end of life, BNP testing and rehabilitation.
End of life care for heart failure patients:  During 10/11 the network collaborated on a National Priority Project with Brent PCT to ensure that an appropriate end of life pathway was available for heart failure patients.  The network ensured that hospital and community providers worked in partnership to provide patient choice and provide specialist palliative care services for this group of patients.  The network will seek to share the learning of this project with other providers across the sector.  A starting point for this work will be to establish what end-of-life services currently exist for heart failure patients and the extent to which they meet the national end-of-life standards.  

BNP testing (Brain natriuretic peptide testing): The correct diagnosis of heart failure using BNP testing has benefits for both patients and healthcare providers, ensuring that patients are directed to appropriate specialist heart failure services as soon as possible.  Where BNP testing is not used appropriately, however, inappropriate referrals for heat failure service are increased, resulting in a worse patient experience and unnecessary demands on the service.  The network will seek to establish during 2011/2012 how BNP testing is being used across North West London, highlighting areas of good practice and areas where the testing could be improved.  The network will also use a cost modelling tool to ascertain where BNP testing can be implemented to reduce re-admissions, save costs and improve the delivery of the local heart failure service.

Rehabilitation for heart failure patients: Heart failure patients should receive a supervised group-based exercise rehabilitation programme (psychological and educational component should also be included). In line with the NICE update 2010 the programme may be incorporated within an existing cardiac rehabilitation programme.  There are limited resources available to start up a new rehab service for heart failure patients; however during 11/12 the network will look at setting up a generic rehab model, linking in with existing CR or COPD rehab services. 

Supporting the heart failure workforce: During 11/12 the network will update the ‘Blueprint for Excellence’ the sector’s heart failure guidelines for the management of patients in hospital and community. The document will then align with the NICE update 2010 and the heart failure quality standards due to be published in the summer of 2011. The ‘Blueprint’ provides healthcare professionals with standards of heart failure management and care within the sector and forms the basis for comprehensive service provision. The network is also committed to increasing the knowledge base for heart failure specialist nurses through increased awareness of national events, local services and current treatments.  This will be achieved through education and study days with topics specified by the heart failure nurses and supported by Industry. Programmes to date have included NICE updates, Quality and Commissioning, National HF database, local cardiology services and inter-active workshops on end of life and CRT-P/D.
Readmission and LOS:  The network is collaborating with the heart improvement team on a piece of work identifying Trusts having above the national average LOS and readmission rates for heart failure patients.  Two Trusts were identified within NWL and the network and HIP team will be looking at specific areas within the Trust‘s to identify where and how to reduce LOS and readmission rates. 

Telemonitoring: Working alongside HIEC, the network will assist in developing home telemonitoring for heart failure patients within 3 or 4 localities across NWL to reduce hospital admissions/readmissions and increase patient self-care management.  Brompton hospital established their telemonitoring service in April 2010 and Ealing’s telemonitoring service has been running since December 2010. Ealing’s service is led by community matrons and looks after COPD as well as heart failure patients. Hammersmith and Fulham are due to start their pilot using GP surgeries as a means of identifying suitable patients.  Harrow, who have a joint bid with social services, are in the planning stages of implementing their telemonitoring service which will be structured similarly to Ealing’s TM service.

4.2 Cardiac Rehabilitation Services
Using social marketing to increase uptake: Ensuring that patients attend cardiac rehabilitation services after their cardiac event has been an enduring difficulty nationally and locally.  The network’s approach in 09/10 has been to identify the principle causes of low uptake, so as to tailor appropriate solutions for improvement.  An evaluation was undertaken as to what the key local barriers were to uptake of CR programmes.  Research was also undertaken on potential interventions which could be implemented to increase uptake.  The principle conclusions were that patient related causes represented key barriers to uptake.  These causes were language and cultural barriers, a lack of patient awareness on CR and its benefits. The optimal solution was to have a way of motivating, educating and encouraging them to attend CR.  Social marketing has been identified as a solution to changing patients’ perception of the importance of attending CR.  The network has joined with the NW London HIEC to initiate and deliver social marketing pilot projects in collaboration with a couple of CR programmes in NWL. A joint event was organised in February 2011 to inform NWL CR services with social marketing tools to help increase uptake of CR and to identify potential pilot projects.  The network will continue to work with the HIEC during 10/11 to develop pilot social marketing projects aimed at increasing uptake.
Informing commissioners of service gaps: The network has an overview of what cardiac rehab services exist across the sector.  Most recently in 09/10 this overview has also included analysis produced of what phase IV services exist across the sector and what type of patient literature is available for phase IV services.  In 10/11 the network will review what services are available in line with standards from the British Association of Cardiac Rehab.  These standards outline what levels of staffing should be available to operate a good quality CR service.  Over 10/11 the network will also work with also inform commissioners of where gaps in service quality exist.
4.3 Cardiac Imaging Services
Cardiac Imaging is increasingly expensive requiring a large amount of resource to be allocated to it. There are many and rapid technological advancements within the field of Cardiac Imaging leading to the recurrent need to commission new equipment to maintain contemporary quality and standards  of cardiac care within the community within the sector. A panel of experts in Cardiac Imaging in Northwest London have met and consulted during 2010 to produce a document which gives commissioners an account of Cardiac Imaging in our Northwest London Sector. The Network plans to take this work forward during 2011/12.
4.4 Improving Cardiac Revascularisation Services 

Reducing the Length of stay for non-elective cardiac surgery patients: Reducing the length of stay for cardiac surgery patients is a national priority and a key objective from the London cardiovascular review.  There is an electronic database that all secondary and tertiary centres should use across North West London.  The network will monitor usage of this database during 10/11 and inform commissioners where it is not being used.  Usage of the database for referrals is mandated through commissioning contracts and there is therefore a lever for penalizing non-compliance.

The network has a revascularisation forum attended by secondary care and tertiary care providers.     The network will continue to analyze and benchmark performance, seeking to reduce overall Length of stay for non-elective cardiac surgery patients.  
· Total length of pathway 21 days 

· Admission to DGH to referral to tertiary centre 5 days 

· Time from referral from DGH to transfer to tertiary centre 5 days
· Overall length of stay at the tertiary centre  11 days 
Improving quality across the cardiac revascularisation pathway: The cardiac revascularisation project will maintain its support for organisations across North West London to meet and sustain the local revascularisation targets for length of stay and timely treatment for all high risk ACS patients. Activity will include producing of audits and benchmarking data along the revascularisation patient journey – including 18 weeks target, Primary PCI call to balloon and door to balloon times’ targets, activity data, and re-admission and mortality rates. In this work the Network will continue to consider guidance and recommendations released by national bodies including the National Institute for Clinical Outcomes Research’s Myocardial Ischaemia National Audit programme. This health intelligence data will be used to identify and drive service redesign and improvements to care.  

 
4.5 Arrhythmia and Inherited Cardiac Conditions
Atrial fibrillation workshops: The network will work with GPs, GP consortia and other primary care professionals to improve the identification and management of AF patients in primary care.  The network will run a series of GP workshops to improve identification through use of the GRASP-AF tool as well as outline current AF clinical management issues, such as prescription of dronedarone.  

Dronedarone: The network will develop sector-wide documentation around the use of dronedarone across tertiary, secondary and primary care.  This documentation will include guidance on when to include liver function tests for cardiology patients and how patients should be managed once discharged from hospital on dronedarone.  There will be a dedicated pharmacist working with the network to assist with audit and evaluation and the network will seek feedback from both patients and staff.  
Inherited cardiac conditions clinics: The NSF and DoH policy states that patients with known or suspected inherited cardiac conditions and families of victims of sudden cardiac death should be seen within a specialist clinic.  The network will continue its role in monitoring the uptake of referrals within North West London and its referring organisations across the sector and beyond.  The network will also gather formal feedback from referring clinicians regarding the service and referral process
The London arrhythmia project:  Sharing expertise and working more closely as part of an arrhythmia network as well as the availability of a 24 hours/7 days a week specialist emergency service will result in better detection and management of all arrhythmia patients.  An arrhythmia task group has formed to deliver this project. Its objectives are:
· Delivery out of hours arrhythmia cover: Whilst general emergency services are available in all hospitals across NWL there is variation in the provision of specialist expertise for arrhythmia emergencies. Building on emergency services already available the network will work with the central
 and local units to establish the provision of a 24 hour/7 days a week emergency service that covers all NWL hospitals. 

· Close working across arrhythmia networks: The network will work with the arrhythmia service providers in NCL to set up a support network of arrhythmia expertise presence at every hospital. This will take the form of a telephone support service and the provision of specialist clinics by arrhythmia specialists at all hospitals in NCL at least once a month. It will also look at work force issues of specialist consultants, nurses and physiologists, to evaluate how best to meet patient’s needs across the network.
· Ensuring that complex EP procedures are undertaken at units with sufficient expertise and resources: Clinical guidance released by HR UK in 2011 states that the provision of complex arrhythmia procedures should be undertaken by operators who carry out a minimum number of such procedures per year and at centres with the minimum operators, as set out in the guidance. The Network will work with all its constituent hospitals to implement the guidance. 

4.6  Non-ST elevation acute coronary syndrome (NSTEACS) 

Heart attack patients suffering an ST elevation myocardial infarct (STEMI) receive an excellent service in London as they are taken directly to one of the eight heart attack centres. On arrival they are assessed and receive an angiogram and angioplasty, where appropriate. Patients that experience a non-ST elevation myocardial infarct or NSTEACS do not receive a similar level of service, with longer hospital stays and variable access to key investigations.  Under the current system NSTEACS patients often follow a pathway that results in one admission at a local district general hospital and another admission at a centre, where angiography and angioplasty can be undertaken. This makes their hospital stay unnecessarily inequitable and lengthy and is set against recent evidence that high risk NSTEACS patients benefit from early (<24-72 hours) angiogram and coronary angioplasty (PCI), where appropriate.

As part of the implementation of the models for care, the revascularisation task group will redesign the pathway for the high risk NSTEACS patients in NWL. After early identification of NSTEACS in the emergency department (A&E), patients will be given access to an angiogram (and PCI, if appropriate) within 24 hours. Where this is not available, patients will be transferred from the A&E department to a centre that can guarantee early angiogram and PCI.  The NSTEAC project will deliver the following outcomes:

· Early identification of NSTEAC patients: All high risk NSTEACS to be identified early at the initial assessment in A&E using an agreed assessment tool 
· High-risk NSTEAC patients to receive an earlier angiogram/PCI  

· Fewer double admission of NSTEAC patients

· A reduction of length of stay for high risk NSTEAC patients
4.7
Aortic dissection and mitral valve surgery
The UK has some of the best outcomes following cardiac surgery in the world.  Cardiac surgery services in London, however, should also be competing against other leading international cities – offering world-class outcomes across all surgical sub-specialities.  In order to achieve this, London services should focus upon improving outcomes in two discrete sub-specialties: aortic dissection surgery and mitral valve surgery.  For mitral valve and aortic dissection, it has been noted that outcomes could be improved when compared with other leading nations.  For aortic dissection surgery, all patients should be treated at specialist units in order to improve outcomes.  For mitral valve disease, uptake rates should be improved to 85-90% for degenerative mitral valve disease.  The network will ensure that these changes are put in place during 10/11.
5 Vascular
The United Kingdom has the worst mortality rates following vascular surgery in the developed world.  While some nations are able to achieve mortality rates as low as around 2%, the UK is almost four times that figure at nearly 8%. The London Cardiovascular Model of Care
 identified the following four factors that influence outcomes following vascular surgery. 

1. Vascular Surgery should be undertaken by a specialist vascular surgeon.

2. Patients should be able to access minimally invasive vascular surgery when deciding the type of surgery they will have.

3. Individual surgeons should maintain high volumes of surgery 

4. Institutions should perform high volumes of surgery.

The Cardiovascular Model of Care agreed a new way of working to meet the challenges set out by the clinical evidence. To ensure that all patients receive consistent high quality care hospitals should work together in a network of local and central sites.  The aim of the vascular project is to implement the Pan London recommendations which include establishing a Vascular Network for each sector.
The North West London Sector has asked the North West London Cardiac and Stroke Network to assist acute providers to establish a Vascular Network and two complex vascular centres at St Mary’s Hospital (Imperial College Healthcare NHS Trust) and Northwick Park Hospital (North West London Hospitals NHS Trust).  The project started on March 7th 2011. The deadline to implement the two site solution is October 1st. 
The London Networks have developed a set of Vascular Quality Standards to assess the complex vascular service.  In addition to this there are twenty-eight outcome indicators to monitor the future performance of the complex vascular service. It is anticipated that these standards will be adopted by all five London Networks at the next Pan London Network Board Meeting.

The objectives of the project are:
· Complex vascular surgery is carried out by a specialist vascular surgeon

· Complex vascular surgery is centralised to a “high volume” hospital

· Interventional radiologists will be available 24 hours per day, seven days per week.

· Increased endovascular aneurysm repair rate

· Reduction in mortality rates for Aortic Aneurysm (AA) repair

· The vascular surgeon is supported by a team of health care professionals with expertise in the care of the complex vascular patient

The measures of the project will be:

· Centralisation of the complex vascular service onto two sites by October 1st 2011

· Number of patients undergoing vascular surgery at specialist site

· Compliance with the Network Vascular Quality Standards

· An increased rate of endovascular repair 

· A reduction in mortality rates for Aortic Aneurysm repair

· A reduced length of stay.

6  Cardiovascular prevention and patient involvement
6.1 Cardiovascular Prevention
Cardiovascular prevention and the new cluster arrangements: The network has a prevention group covering cardiovascular disease chaired by Dr Adrian Brown, a public health consultant at NHS Westminster.  This group will draw together representatives from the new commissioning cluster organisations to ensure that cardiovascular prevention is embodied in their priorities for 11/12.    

Health checks: During 10/11, the network worked with PCTs to support them in implementing the health check agenda.  The delivery of health checks has now moved to public health and a Pan-London public health group is supporting their delivery.  The network will no longer have a formal health check group to co-ordinate their delivery, however the prevention group will be able to support the process when required or necessary.  

Stroke prevention in primary care: In 10/11 the network has distributed a guide for GPs and primary care clinicians about the management of stroke patients.  During 11/12, the network will further develop, update and monitor usage of the stroke concise guide for primary care including regular 6 monthly updates and the development of ‘stroke aware’ GP practices.  
Primary care cardiovascular guidelines: The network’s prevention group will continue to establish the best way to update and disseminate primary care prescribing guidelines.  These guidelines should both support demand management initiatives and provide high quality prescribing guidance, especially for new drugs.  This group will also seek to provide support to newly developed GP Consortia around Cardiovascular Disease and the commissioning of prevention services.  
6.5 Patient and public involvement
A new approach for patient engagement for 11/12: The network has run patient involvement groups for stroke and cardiac services over a considerable time.  The groups have had both poor attendance and a lack of commitment, with difficulty in getting participation and continuity across the 2 groups. A paper has been drafted to discuss at the Stroke and Cardiac steering groups, for sign off at the Network’s Board meeting. This paper outlines the findings of a review into the structure and function of the PPI groups accompanied by recommendations on how to strengthen the contribution of the patient and public voice for the forthcoming year. It is recommended, that for 11/12, the formal patient involvement meetings are disbanded.  Instead of these meetings, it is recommended that a new database is created of all forums and activities available on the Networks website for easy access and to also distribute the list to those members without internet access, giving them a wider choice of activities available that interest them most and the opportunity to meet others in their area. 

Conclusions
The focus of the network during 11/12 will be to build on the success of improvements in stroke care, as well as delivering new models of care for cardiac and vascular services.  Through improving elements of the cardiology, cardiac surgery and vascular pathways, the network will be able to continue delivering tangible improvements to patient outcomes.  During 11/12 the network will also need to examine it future role and priorities.  The nature, role and existence of cardiac and stroke networks may change in the near future in line with the current reforms in commissioning.  The network will seek to establish how its knowledge of and links with cardiovascular services can be best utilized in the future commissioning environment.



The average journey time from home to HASU in NWL is 14 mins (cf. 19 mins for London)


On average, stroke patients are assessed, diagnosed and treated within 30 minutes of arrival to the HASU


The average door to needle time for thrombolysis in NWL is 62 minutes which compares favourably with the London position*.


90% of patients receive a brain scan within 24hrs of admission to HASU in NWL compared to 86% across London*


The average length of stay on the SU has decreased to 15 days


33% of patients are discharged straight home from the HASU








� Central unit defined here as having cardiac surgery on site.


� Commissioning support for London, London Cardiovascular Services Proposed Model of Care Summary 2011.
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