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BASP/RCP Peer Review of Stroke Services

The service was set up in 2006 and is being offered as part of the portfolio of the Clinical Standards
Department at the Royal College of Physicians in collaboration with the British Association of Stroke
Physicians and the Stroke Association to improve services for stroke patients. Peer review visits are
usually requested by individual trusts or stroke networks in response to audit results or to explore
preparedness for changes in stroke services. Our reviewers (clinicians, managers) are highly experienced
in stroke services, trained before being a member of a review team and are currently working in the NHS.
Patient representatives and reps from the Stroke Association are also members of the review team. The
scheme is well established and so far has undertaken reviews by invitation of 22 trusts.

Aims
A peer review of stroke services aims to:

e support hospitals and trusts’ implementation of change in response to findings of relevant local,
regional and national stroke audits (National Sentinel Stroke Audit, SINAP, SSNAP)

e advise clinical support teams, hospitals and trusts on the appropriate facilities and staffing to provide
a safe and comprehensive stroke service.

e establish that arrangements and protocols that are in existence to meet service specifications and
standards in the National Clinical Guidelines for Stroke.

e promote discussion and the exchange of ideas between the reviewers and the reviewed, to offer
general support to trusts to help improve their stroke services.

e reassure the public and the government that stroke medicine is being practised to a high standard and
to assist with the promotion of equitable access to stroke services.

Prerequisites for requesting a Peer Review visit:

e The BASP/RCP Joint Steering Group will only review stroke services if invited by the trust chief
executive and lead clinician.

e A key discrete area in a stroke service will have been identified and agreed with the Chairman of the
BASP/RCP Peer Review Team to form the remit and scope of the review visit. Examples include
hyperacute services or early supported discharge teams.

e The chairman will then convene a multidisciplinary review team selected from a pool of trained
reviewers to offer an appropriate level of expertise in the review area.

e Reviews are funded by the inviting trust (or stroke network) who will provide access to services and
appropriate staff and patients to be interviewed and provide all relevant documentation in the areas
specified within a reasonable timeframe prior to the visit.

e The service area identified will benefit from a comprehensive review including peer guidance and a
written report prepared for and owned by the trust which will be returned to the visited centre within
3 months. A bullet-point summary of the feedback session during the visit will be sent to the trust
within 2 weeks of the visit.
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Format of the visit:

e This will normally take 1 day following a meeting of the review team the evening prior to the visit.

e Reviewers (usually 8-10 members) will visit the hospital to meet and discuss resources, staffing
and facilities with appropriate staff (e.g. therapists, nurses, managers and other staff and including
patients). Reviewers will meet with the chief executive, medical director, director of nursing and
other appropriate senior managers to discuss trust-wide issues and external issues that have an
impact on the trust and the services it provides.

e The report will contain a section for praise of excellence and commendation of good practice and
achievement of high clinical standards as identified in specific area of the reviewed service. The
report will also contain a section where the reviewers may express any concerns about the
reviewed unit. The report will indicate whether these concerns are critical, major or minor. The
report will identify the specific recommendations arising from the review.

e There will be two stages for feedback from the reviewed trust to the Joint Steering Group, using a
proforma. The first will be returned to the Clinical Standards Department at the Royal College of
Physicians within 2 weeks of the final report being sent to the trust. The CEEU will send a further
letter to the chief executive and the senior clinicians at one year after the visit to establish what
lasting changes and action has been taken by the trust in response to the review team’s
recommendations.

Some quotes from visited trusts:

e “l hope the development of our service in the last 12 months indicates just how useful a process it
really was!”

¢ “We have enjoyed sustained interest and support from the Executive Board ever since (the visit)”

e “The peer review visit was very helpful in raising the profile of our service both within the hospital
and with the PCT. It has helped us kickstart the process of Service Improvement which had been
proving difficult previously”

e “Overall a very useful process, which provided significant support for our efforts to improve the
service”

e “Thank you very much and | am sure the RCP Review had a tremendous beneficial effect to get our
services better. We will certainly update you about further developments to match the RCP's
recommendations”

If you wish to discuss a stroke peer review for your trust, please contact:

Alex Hoffman The Royal College of Physicians
Stroke Programme Manager 11 St Andrews Place
Tel: 0207 075 1378 Regent's Park

London NW1 4LE
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Commissioning concise guide for
stroke services 2012

This concise guide contains specific recommendations on commissioning stroke
services which are included in the National clinical guideline for stroke, fourth
edition, 2012. These recommendations will be beneficial for commissioning
organisations which often do not include people with expertise in specific areas
of clinical practice, such as stroke care, and therefore it is important that there is
close collaboration between commissioners and providers.

The recommendations are given below with their number (eg 2.1.1) and letter
(eg A, B), so that they can be found in the main guideline.

2.1.1 Structure — global cover

A Commissioning organisations should ensure that their commissioning portfolio encompasses the
whole stroke pathway from prevention through acute care, early rehabilitation and initiation of
secondary prevention on to palliation to later rehabilitation in the community and long-term
support.

B The stroke services commissioned should be based upon an estimate of the needs of the population
covered, derived from the best available evidence locally and nationally.

C Commissioners need to be satisfied that all those caring for stroke patients have the required
knowledge and skills to provide safe care for those with restricted mobility, sensory loss, impaired
communication and neuropsychological impairments.

D Commissioners should also commission to ensure that:

e people dying with stroke receive palliative care from the acute stroke service or where possible in
their own homes

e people with stroke who are in care homes or are unable to leave their own home have full access
to specialist stroke services after discharge from hospital

e adequate support services are available to patients with long-term disability covering the
full spectrum of needs (eg nursing, therapy, emotional support, practical support, carer
support)

e patients can re-access specialist services long after stroke.

E A public education and professional training strategy should be devised and commissioned to
ensure that the public and emergency contact healthcare professionals (eg in emergency call
centres) can recognise when someone has a potential stroke and know how to respond. This should
be commissioned in such a way that it can be formally evaluated.
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F Commissioners should ensure that there is sufficient information provided to patients and their
carers covering what services are available and how to access them at all stages of the pathway. All
information — both stroke related and other — should be written in an accessible form that benefits
both those with communication disability and others.

G Commissioners should require participation in national audit, for the services they pay for, auditing
practice against the specific recommendations made in the National clinical guideline for stroke,
fourth edition, 2012.

H Health commissioners should ensure that there are:

e formal protocols between health organisations and social services that facilitate seamless and
safe transfers of care at the appropriate time

e protocols in place that facilitate rapid assessment for and provision of all equipment, aids
(including communication aids), and structural adaptations needed by patients with a disability,
especially but not restricted to patients in hospital awaiting discharge and those in care homes.

2.2.1 Commissioning acute stroke services

A Ambulance services, including call handlers, should be commissioned to respond to every patient
presenting with a possible acute stroke as a medical emergency.
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B Acute services should be commissioned to provide:

e imaging of all patients in the next slot or within 1 hour if required to plan urgent treatment (eg
thrombolysis) and always within 12 hours

e thrombolysis in accordance with the recommendations in the National clinical guideline for
stroke, fourth edition, 2012

e qactive management of physiological status and homeostasis

e completion of all investigations and treatments to reduce risk of stroke for transient ischaemic
attacks and minor strokes within 1 week or within 24 hours for high-risk cases

e an acute vascular surgical service to investigate and manage people with neurovascular episodes
in ways and in timescales recommended in the National clinical guideline for stroke, fourth
edition, 2012

e a neuroscience service to admit, investigate and manage all patients referred with potential
subarachnoid haemorrhage, both surgically and with interventional radiology

e a neuroscience service delivering neurosurgical interventions as recommended for major
intracerebral haemorrhage, malignant cerebral oedema, and hydrocephalus.

C The commissioning of acute services should:

e ensure active involvement of specialist rehabilitation services with patients from the time of
admission, wherever they are admitted, and

e ensure patients are seen by at least one member of the specialist rehabilitation team within 24
hours for assessment and by all team members within 5 days for treatment.

D An acute neurovascular service should be commissioned to assess and manage any patient
presenting with a transient neurovascular episode in accordance with the recommendations made
by the National Institute for Health and Clinical Excellence, and in the National clinical guideline for
stroke, fourth edition, 2012.






2.3.1 Commissioning secondary prevention services

A Commissioners should ensure that every provider enacts all the secondary prevention
measures recommended, and this should be the subject of regular audit or monitoring by
commissioners.

B Commissioners should commission acute hospital health services to:

identify and initiate treatment for all treatable risk factors as soon as possible

give all patients written information and advice on lifestyle changes that reduce the risk of stroke,
tailored to the needs of the individual person

liaise with general practitioners about the long-term management of any identified risk factors
for each patient.

C Commissioners should facilitate the lifestyle recommendations made through:

supporting smoking cessation

working with other organisations to make it easier for people with disability to participate in
exercise

supporting healthy eating

supporting those with an alcohol problem to abstain or maintain their intake within
recommended limits.

2.4.1 Commissioning rehabilitation services

A Commissioning organisations should commission:

an inpatient stroke unit capable of delivering stroke rehabilitation as recommended in the
National clinical guideline for stroke, fourth edition, 2012 for all people with stroke admitted to
hospital

early supported discharge to deliver stroke specialist rehabilitation at home or in a care home
rehabilitation services capable of meeting the specific health, social and vocational needs of
people of all ages

services capable of delivering specialist rehabilitation in outpatient and community settings in
liaison with inpatient services, as recommended in the National clinical guideline for stroke,
fourth edition, 2012.

B In addition to commissioning an overall stroke rehabilitation service, commissioners should ensure
that they specify within it, or commission separately, services capable of meeting all needs identified
following assessments by members of the specialist stroke team:s.

C Commissioners should ensure that patients who have had a stroke can gain specialist advice and
treatments in relation to:

driving
work
advocacy.

Continued on back page >
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2.5.1 Commissioning in relation to the long-term consequences of stroke

A Healthcare commissioners should commission a system that provides:

e routine follow-up of patients 6 months post discharge and annually after a stroke

e reassessment and where appropriate offers further treatment for patients no longer receiving
rehabilitation. Referral should be considered from primary or secondary health services, social
(adult) services or by self referral.

B Healthcare commissioners should ensure that, between health and social services and other
agencies:

e patients receive the practical (eg housing, employment) and emotional support they need

e patients at home can access suitable social opportunities outside their homes if they want,
usually through voluntary organisations

e patients receive ongoing maintenance interventions (eg provision of specialist stroke exercise
programmes and peer-support programmes) needed to enhance and maintain well-being.

C Commissioners in health and social care should ensure:

e carers are aware that their needs can be assessed separately and carers are able to access the
support and help they require

e carers are provided with written information and given appropriate instruction (eg manual
handling) to enable them to provide care for someone following a stroke.
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Publication

February 2013

Target
audience

Acute hospitals, stroke improvement networks, Strategic Health Authorities (SHAs), SHA Clusters,
commissioners, medical directors, public health specialists, stroke survivors and carers, members
of the public.

Description

This report has been compiled for all those with an interest in acute stroke care in the South East
Coast. It presents the results from 7 public quarterly reports, covering patients admitted to
hospital every quarter from April 2011 to December 2012. It reports on the performance of
individual hospitals against 12 key indicators for stroke. In section 1, hospital results across the 7
quarters are presented by region in tabular format. Results can be compared against national
figures (annual and quarterly) and against other hospitals in the region, and changes over time
can be clearly seen. Non-participating hospitals are named in the report.
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Introduction to SINAP

The Stroke Improvement National Audit Programme (SINAP) was a national clinical audit which
collected information from hospitals about the care provided to stroke patients in their first three
days in hospital. SINAP aimed to collect data for all new stroke admissions across all eligible hospitals
between May 2010 and December 2012 and to enable the information and results from the audit to
be used to improve care for stroke patients. Results for 7 quarters from April 2011 to December
2012 were made public by named hospital.

SINAP was run by the RCP Stroke programme on behalf of the Intercollegiate Stroke Working Party
(ICSWP) and commissioned by the Healthcare Quality Improvement Partnership (HQIP).

Aims of SINAP:

e To describe the pathway followed by patients with acute stroke (in the first three days) in
hospitals

e To assess the quality of care provided to acute stroke patients during the first three days of
care

e Toidentify the major areas where services need to be improved for acute stroke patients

Methods

Prospective data on the first 72 hours of acute care were collected via a web based tool and
analysed at the Royal College of Physicians. Performance against evidence based standards of acute
care is measured and benchmarked against all hospitals submitting a minimum number of complete
records.

Eligibility and audit scope

Only hospitals which directly admit acute stroke patients were eligible to participate in SINAP. It is
estimated that 147 hospitals in England were eligible in December 2012 although this number has
changed since the audit began in May 2010 due to service reconfigurations.

All patients who elicited a response from the stroke team were included in SINAP i.e. patients with a
diagnosis of stroke, TIA or those admitted with suspected stroke but whom subsequently turn out to
have another diagnosis e.g. a seizure, tumour or migraine.

SINAP Participation
All eligible hospitals were invited to participate in the SINAP. Hospitals in Wales declined to take

part as they have collected data for ‘Intelligent Targets’ since July 2010. Full details of hospitals
participating in SINAP can be found on the RCP website. www.rcplondon.ac.uk/sinap.

SINAP is one of the national clinical audits for inclusion in Quality Accounts 2011-12 and in the
National Clinical Audit and Patient Outcomes Programme (NCAPOP).

Participation in the audit in terms of number of locked records nationally on the web tool has

steadily increased since the audit went live in May 2010 with over 85,000 locked stroke records by
December 2012.
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Inclusion in SINAP quarterly reports

Eligibility for inclusion in the quarterly reports was determined by the submission of a minimum
number of 20 locked stroke records for patients admitted within that quarter.

A summary of the number of hospitals and records included nationally in each quarterly report is
shown below.

Quarter | Cohort Number of hospitals Number of stroke
included in SINAP records included in
Quarterly Reports SINAP Quarterly
Nationally Reports Nationally
1 April = June 2011 admissions 73 6089
2 July — September 2011 admissions 87 7446
3 October — December 2011 95 8111
admissions
4 January — March 2012 admissions 104 8973
5 April = June 2012 admissions 103 9324
6 July -September 2012 admissions 107 10069
7 October - December 2012 100 9010
admissions

SINAP Reporting Schedule

Reports and results were given back to hospitals regularly, to enable benchmarking of stroke
services against other hospitals and use of information to identify areas for improvement. 7
quarterly reports covering April 2011 to December 2013 admissions were made public by named
hospital.

SINAP to SSNAP

Data submission for SINAP has now ended. The new stroke audit, the Sentinel Stroke National Audit
Programme (SSNAP), is now the single source of stroke data nationally. SSNAP collects a minimum
dataset for every stroke patient since December 2012. For more information, please go to
www.rcplondon.ac.uk/ssnap
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Introduction to this Report

This is the final SINAP combined quarterly report. It presents national and hospital level data for
hospitals in the South East Coast showing performance against important aspects of acute stroke
care including 12 key stroke indicators for patients admitted across 7 quarters from April 2011 to
December 2012. The 12 key indicators were selected by the ICSWP following analysis of the first
year’s data and are considered to be representative of the first 72 hours of care. Using the same
indicators for each quarterly report enables comparisons over time as shown in this combined
report. The evidence base behind these Key Indicators can be found in appendix 2. The total
number of records and the number of records per hospital submitted in each quarter is also included
in the report.

Section 1 — Standards of stroke care and key indicator results by region

This section presents the results for important aspects of acute stroke care for quarters 1 - 7 for the
South East Coast region. The tables show the performance of individual hospitals against national
quarterly figures (in red at the top of every table) based on patients admitted April - June 2011, July -
September 2011, October - December 2011, January — March 2012, April —June 2012, July -
September 2012 and October - December 2012.

The first table gives results for key in-hospital timings and thrombolysis provision. The second table
presents the results for each of the 12 Key Indicators, the average of the 12 key indicators and the
hospital’s overall domain. Each hospital’s results are spread across two pages. The total number of
records and the total number of stroke records for each hospital appear on the left of every page to
give context to each hospital’s results.

The column headings have been abbreviated; please find the list of abbreviated column headings
and their corresponding descriptions on page 7.
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Key to the abbreviated column headings in the SINAP results tables

Abbreviated Column Heading

Description

Arr to scan median (mins)

Arrival at hospital to scan median time (minutes)

Arr to 1st contact ST median (m)

Arrival at hospital to first contact with stroke team median time (m)

Arr to contact with ST (Arr OoH)
median (m)

Arrival at hospital to first contact with stroke team (when patient
arrived out of hours) median time (m)

OoH Hosp arr - stroke bed arr
median (m)

Arrival at hospital to arrival on stroke bed (when patient arrived out of
hours) median time (m)

Total % thromb

Total number of patients thrombolysed

% eligible for thromb

Number of patients potentially eligible for thrombolysis

% eligible for thromb (Arr OoH)

Number of patients potentially eligible for thrombolysis who arrived
out of hours

% thromb when eligible (Arr OoH)

Number of patients (who arrived out of hours) who were given
thrombolysis when potentially eligible

% thromb within 1 hr of arr

Number of patients thrombolysed within 1 hour of arrival at hospital

Arr to thromb median (m)

Arrival at hospital to thrombolysis median time (m)

Key Indicator

9 d withi
Indicator 1 fhicanne within Number of patients scanned within 1 hour of arrival at hospital
9 d withi
Indicator 2 2A,4;ianne within Number of patients scanned within 24 hours of arrival at hospital
Indicator 3 % SU in 4h (OoH) Numper of Patients who arrived o.n stroke bed within 4 hours of
hospital arrival (when hospital arrival was out of hours)
. % stroke Number of patients seen by stroke consultant or associate specialist
Indicator 4 I
consultant within 24h
. % known onset . . .
Indicator 5 tiome W Number of patients with a known time of onset for stroke symptoms
Indicator 6 % prognosis Number of patients for whom their prognosis/diagnosis was discussed
discussed with relative/carer within 72h where applicable
Indicator 7 % cont plan Number of .patients who had continence plan drawn up within 72h
where applicable
Indicator 8 % eligible thromb Number of potentially eligible patients thrombolysed
. Bundle 1: Seen by nurse and one therapist within 24h and all relevant
Indicator 9 Bundle 1
ndicator uncie therapists within 72h (proxy for NICE QS 5)
Indicator 10 | Bundle 2 Bundle 2: Nutrition scree.ning and formal swallow assessment within
72 hours where appropriate
Bundle 3: Patient's fi f issi k i h
Indicator 11 | Bundle 3 ur'wd e3 atler'lts' irst ward o admlss!on wa§ stroke unit and they
arrived there within four hours of hospital arrival
Indicator 12 | Bundle 4 Bundle 4: Patient.given antir.)lfa]tel.et within 72h. where appropriate and
had adequate fluid and nutrition in all 24h periods

Average of 12 key indicators
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Guidance to Interpreting the SINAP Results

Items Field name in results Guidance notes
spreadsheet
1 SHA Clusters In 2011, the government arranged both primary care trusts

and strategic health authorities in England into clusters, as
an efficiency measure in advance of their planned
abolition. SHAs have changed to become four “clusters”.

2 SHA The Strategic Health Authority, which is a regional health
authority, has been left in the report for consistency. The
SHAs were in place until October 2011.

3 Trust name An NHS trust is the organisation which a hospital or more
than one hospital belongs to. Each trust is headed by a
Board. There may be several hospitals participating in a
single trust.

4 Hospital Name In SINAP, only acute hospitals which admit stroke patients
directly are eligible.

11 St Andrews Place, Regent’s Park, London NW1 4LE
Tel: +44 (0)20 3075 1335, www.rcplondon.ac.uk
Registered charity no. 210508 1
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Items

Field name in results
spreadsheet

Guidance notes

Total number of records
in analysis after data
cleaning

This is the number of records analysed and reported on.
Only records for patients with hospital arrival dates from
October - December 2012 are used in the named hospital
results. Some records which were completed on the web
tool for this time period have been removed as part of the
data analysis process. Some hospitals do not have results
and they are either categorised as "Eligible, but no
records" or "Insufficient records". "No records” means that
no records were submitted for patients in the time period
October to December 2012. "Insufficient records
submitted" means that some records were submitted for
this time period, but fewer than 20 stroke records.

Number of stroke
patients

Number of stroke patients (and proportion of total of all
diagnostic groups). Many of the standards are based only
on stroke patients; therefore, this is the denominator for
many of the following columns.

Number of TIA patients

Number of TIA (Transient Ischaemic Attack) patients (and
proportion of total of all diagnostic groups). TIA patients
are only included some standards: in items 11, 12 and 13
of this guidance worksheet. This does not reflect the total
number of TIA patients in a hospital; just those submitted
to SINAP, which are predominantly those who are
admitted.

Number of other
patients

Number of Other patients (and proportion of total). As well
as stroke patients, we also collect information on patients
who were initially treated as having had suspected stroke
but subsequently were found to have had a TIA or had
another condition. Other patients are only included some
standards: in items 11, 12 and 13 of this guidance
worksheet.

Number of patients
already in hospital at
time of stroke

Number of patients already in hospital at time of stroke
(and proportion of total). These patients are not included
in some of the following standards. There is evidence from
the Sentinel audit that patients who were already in
hospital are less likely to receive some of the standards
measured.

11 St Andrews Place, Regent’s Park, London NW1 4LE
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Items

Field name in results
spreadsheet

Guidance notes

10

Arrival at hospital to scan
median time (minutes)

This is the median time in minutes between the arrival of
stroke patients and their first brain scan in the relevant
site(s). This excludes patients already in hospital at time of
stroke.

11

Arrival at hospital to first
contact with stroke team
median time (m)

This is the time in minutes from time of arrival. Includes
stroke, TIA and other patients, but not those who were
already in hospital at time of stroke symptoms.

12

Arrival at hospital to first
contact with stroke team
(when patient arrived
out of hours) median
time (m)

This is the time in minutes from the time of arrival.
Includes stroke, TIA and other patients, but not those who
were already in hospital at time of stroke symptoms. “Out
of hours” means before 8am and after 6pm Monday to
Friday and any time on weekends and public holidays

13

Arrival at hospital to
arrival on stroke bed
(when patient arrived
out of hours) median
time (m)

This is the time in minutes from the time of arrival.
Includes stroke, TIA and other patients, but not those who
were already in hospital at time of stroke symptoms. This
is based on patients who arrived out of hours (after 6pm or
before 8am Monday-Friday, or at the weekend or on public
holidays).

14

Total number of patients
thrombolysed

Total number of patients thrombolysed* (and proportion
out of stroke patients). Patients already in hospital at time
of stroke are included.

15

Number of patients
potentially eligible for
thrombolysis

Eligible patients are those with infarction; aged 80 and
under; whose onset of stroke to arrival at hospital time
was less than 3 hours or who had their stroke in hospital;
who did not refuse treatment; and who were not contra-
indicated due to co-morbidity*, medication or another
reason. In some instances, hospitals can have higher
numbers of patients thrombolysed* than the number
considered eligible. This is because patients can be
thrombolysed* outside of the eligibility criteria for a
number of reasons, such as clinical trials.

11 St Andrews Place, Regent’s Park, London NW1 4LE
Tel: +44 (0)20 3075 1335, www.rcplondon.ac.uk
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Items

Field name in results
spreadsheet

Guidance notes

16

Number of patients
potentially eligible for
thrombolysis who
arrived out of hours

Number of stroke patients potentially eligible for
thrombolysis (and proportion out of stroke patients).
Eligible patients are those with infarction; aged 80 and
under; whose onset of stroke to arrival at hospital time
was less than 3 hours or who had their stroke in hospital;
who did not refuse treatment; and who were not contra-
indicated due to co-morbidity*, medication or another
reason. This is based on patients who arrived out of hours
(after 6pm or before 8am Monday-Friday, or at the
weekend or on public holidays). Patients already in
hospital at time of stroke are not included, as this standard
uses arrival at hospital time.

17

Number of patients (who
arrived out of hours)
who were given
thrombolysis when
potentially eligible

Number of stroke patients (who arrived out of hours) who
were given thrombolysis when potentially eligible (and
proportion out of those eligible). Eligible patients are those
with infarction; aged 80 and under; whose onset of stroke
to arrival at hospital time was less than 3 hours or who had
their stroke in hospital; who did not refuse treatment; and
who were not contra-indicated due to co-morbidity*,
medication or another reason. This is based on patients
who arrived out of hours (after 6pm or before 8am
Monday-Friday, or at the weekend or on public holidays).
Patients already in hospital at time of stroke are not
included, as this standard uses arrival at hospital time. The
number of patients here may not be the total number of
patients thrombolysed* out of those who arrived out of
hours. This is because some patients can be
thrombolysed* even though they are outside of the
eligibility criteria, for reasons such as clinical trials.

18

Number of patients
thrombolysed within 1
hour of arrival at hospital

Number of stroke patients thrombolysed* within 1 hour of
arrival at hospital (and proportion out of those who were
thrombolysed*). Patients already in hospital at time of
stroke are not included. NA% means no patients were
thrombolysed* whereas 0% means that there were
patients who were thrombolysed® but none within 1 hour.

11 St Andrews Place, Regent’s Park, London NW1 4LE
Tel: +44 (0)20 3075 1335, www.rcplondon.ac.uk
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Items Field name in results Guidance notes
spreadsheet
19 Arrival at hospital to This is the time in minutes from the time of arrival. Stroke
thrombolysis median patients only. Patients already in hospital at time of stroke
time (m) are not included. NA means no patients were
thrombolysed*.
Key Number of patients Number (and proportion) of stroke patients who were
Indicator | scanned within 1 hour of | brain scanned within 1 hour of arrival at hospital. The
1 arrival at hospital denominator includes all stroke patients. If illogical
timings are entered for a patient the standard is not met.
For inpatients the time between onset and scan is used (if
onset time is unknown for inpatients, the standard is not
met). This indicator is for Accelerating Stroke
Improvement (ASI)* Metric 4 (and is also linked to NICE*
Quality Standard 2)
Key Number of patients Number (and proportion) of stroke patients who were
Indicator | scanned within 24 hours | brain scanned within 24 hours of arrival at hospital. The
2 of arrival at hospital denominator includes all stroke patients. If illogical
timings are entered for a patient the standard is not met.
For inpatients the time between onset and scan is used (if
onset time is unknown for inpatients, the standard is not
met). This indicator is for ASI* Metric 4
Key Number of patients who | Number (and proportion) of stroke patients who arrived
Indicator | arrived on stroke bed on stroke bed within 4 hours of hospital arrival (when
3 within 4 hours of hospital arrival was out of hours). Out of hours means the
hospital arrival (when patient arrived after 6pm or before 8am Monday-Friday, or
hospital arrival was out at the weekend or on public holidays. Patients who were
of hours) already in hospital at the time of stroke are not included as
arrival time is irrelevant here. This indicator is used to
distinguish hospitals which have well organised direct
admission to stroke units 'out of hours'.
Key Number of patients seen | Number (and proportion) of stroke patients seen by stroke
Indicator | by stroke consultant or consultant or associate specialist within 24 hours of arrival
4 associate specialist at hospital. Patients already in hospital at the time of
within 24h stroke are included, and in this case, the time of stroke is
used instead of time.
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Items Field name in results Guidance notes
spreadsheet

Key Number of patients with | Number (and proportion) of stroke patients with a known

Indicator | a known time of onset time of onset for stroke symptoms. It includes patients

5 for stroke symptoms who were already in hospital at time of stroke. This is
included as a key indicator to acknowledge those services
which are putting effort into establishing the onset time
for more of their patients. Also it contributes to higher
data quality, and hence more standards can be measured
according to onset time.

Key Number of patients for Number (and proportion) of stroke patients for whom their

Indicator | whom their prognosis/diagnosis was discussed with relative/carer

6 prognosis/diagnosis was | within 72 hours of arrival where applicable. Patients

discussed with already in hospital at the time of stroke are included. This
relative/carer within 72h | is used as a key indicator as it is a measure which looks at
where applicable whether hospitals are involving carers/relatives.

Key Number of patients who | Number (and proportion) of stroke patients who had a

Indicator | had continence plan continence plan drawn up within 72 hours of arrival where

7 drawn up within 72h applicable. This includes patients already in hospital at the

where applicable time of stroke.

Key Number of potentially Number of potentially eligible stroke patients

Indicator | eligible patients thrombolysed* (and proportion out of those eligible).

8 thrombolysed Eligible patients are those with infarction; aged 80 and
under; whose onset of stroke to arrival at hospital time
was less than 3 hours or who had their stroke in hospital;
who did not refuse treatment; and who were not contra-
indicated due to co-morbidity*, medication or another
reason. This is linked to NICE* Quality Standard 3

Key Bundle 1: Seen by nurse | Bundle 1: Number (and proportion) of stroke patients who

Indicator | and one therapist within | were eligible and received the following standards: who

9 24h and all relevant were seen by a nurse AND one therapist within 24 hours of

therapists within 72h arrival AND all relevant therapists within 72 hours of

(proxy for NICE QS 5) arrival. This includes patients already in hospital at the
time of stroke. This is linked to NICE* Quality Standard 5
but does not have 'documented multidisciplinary goals
agreed within 5 days' which is part of the NICE* Quality
Standard.

11 St Andrews Place, Regent’s Park, London NW1 4LE
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Key indicators

A document describing the evidence base of the 12 key indicators for SINAP

The audit compares delivery of care with standards derived from systematically retrieved and
critically appraised research evidence and agreed by experts in all disciplines involved in the
management of stroke. The strength of evidence is outlined in the guidelines. All relevant evidence
for the standards applied in the audit is available in the third edition of the National Clinical
Guidelines for Stroke (2008) published by the Intercollegiate Stroke Working Party
(www.rcplondon.ac.uk), the NICE (National Institute for Health and Clinical Excellence) Clinical
Guideline (www.nice.org.uk/CG68), the National Stroke Strategy 2007 and the NICE Quality
Standard for stroke http://www.nice.org.uk/aboutnice/qualitystandards/stroke/strokequalitystandard.jsp.
It is suggested that they are read in full for context. Some of the indicators are related to metrics
from the Accelerating Stroke Improvement (ASl); these are detailed in the relevant sections.

The 12 key indicators were selected following analysis of the first year’s data and are considered to be
representative of the first 72 hours of care.

1. Number (and proportion) of stroke patients brain scanned within 1 hour of arrival at hospital

2. Number (and proportion) of stroke patients brain scanned within 24 hours of arrival at hospital

3. Number (and proportion) of stroke patients who arrived on a stroke bed within 4 hours of hospital
arrival (when hospital arrival was out of hours)

4. Number (and proportion) of stroke patients seen by stroke consultant or associate specialist within 24
hours

5. Number (and proportion) of stroke patients with a known time of onset for stroke symptoms

6. Number (and proportion) of stroke patients for whom their prognosis/diagnosis was discussed with
relative/carer within 72 hours where applicable

7. Number (and proportion) of stroke patients who had continence plan drawn up within 72 hours where
applicable

8. Number of potentially eligible patients thrombolysed (and proportion out of those eligible)

9. Bundle 1: Number (and proportion) of stroke patients seen by a nurse and one therapist within 24
hours and all relevant therapists within 72 hours

10. Bundle 2: Number (and proportion) of stroke patients given nutrition screening and formal swallow
assessment within 72 hours where appropriate

11. Bundle 3: Number (and proportion) of stroke patients whose first ward of admission was the stroke
unit and who arrived there within four hours of hospital arrival

12. Bundle 4: Number (and proportion) of stroke patients who were given an antiplatelet within 72 hours
where appropriate and who had adequate fluid and nutrition in all 24 hour periods

The third key indicator considers only of patients who arrived outside of the working hours of a hospital, as
defined in the report; i.e. after 6pm in the evening, before 8am in the morning, at weekends and on bank
holidays.
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Key Indicator 1: Number (and proportion) of stroke patients brain scanned
within 1 hour of arrival at hospital

NICE Guideline Recommendations
Brain imaging should be performed immediately (ideally the next slot and definitely within 1 hour,
whichever is sooner) for people with acute stroke who have any one of the following apply:

- indications for thrombolysis or early anticoagulation (see section 8 of guideline)

- on anticoagulant treatment

- aknown bleeding tendency

- a depressed level of consciousness (Glasgow Coma Score(GCS below 13)

- unexplained progressive or fluctuating symptoms

- papilloedema, neck stiffness or fever

- severe headache at onset of stroke symptoms .
For all people with acute stroke without indications for immediate brain imaging, scanning should be
performed as soon as possible (within a maximum of 24 hours after onset of symptoms).

The denominator includes all stroke patients. If illogical timings are entered for a patient the
standard is not met. For inpatients the time between onset and scan is used (if onset time is
unknown for inpatients, the standard is not met). This indicator is for ASI Metric 4 (and is also linked
to NICE Quality Standard 2).

Key Indicator 2: Number (and proportion) of stroke patients brain scanned
within 24 hours of arrival at hospital

See information above for Key Indicator 1. This indicator is for ASI Metric 4.).
Key Indicator 3: Number (and proportion) of stroke patients who arrived on a

stroke bed within 4 hours of hospital arrival (when hospital
arrival was out of hours)

NICE Guideline Recommendation
All people with suspected stroke should be admitted directly to a specialist acute stroke unit following
initial assessment either from the community or Accident & Emergency department.

Patients who were already in hospital at the time of stroke are not included as arrival time is irrelevant
here. This indicator is used to distinguish hospitals which have well organised direct admission to stroke
units 'out of hours'.

Key Indicator 4: Number (and proportion) of stroke patients seen by stroke
consultant or associate specialist within 24 hours

See information above for Key Indicator 3.

ICSWP Recommendations

Each acute stroke unit should have immediate access to:

- medical staff specially trained in the delivery of acute medical care to stroke patients, including the
delivery of thrombolysis and the diagnostic and administration procedures needed for safe effective
delivery of thrombolysis

- nursing staff specifically trained and competent in the management of acute stroke, covering both its
neurological and its general medical aspects

- imaging and laboratory services

- rehabilitation specialist staff.
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Onset time for inpatients would be the ‘0’ hour here, whereas for newly admitted patients the ‘0’ hour is
the time of arrival at hospital.

Key Indicator 5: Number (and proportion) of stroke patients with a known time
of onset for stroke symptoms
This is a measure of data quality, and reflects the care of which case history is taken ascertaining the time
of onset of symptoms as accurately as possible. This will determine whether patients are suitable
candidates for thrombolysis. The audit to date has demonstrated wide variation of data completeness for

this item, suggesting that some hospitals are able to obtain this information for a higher proportion of their
patients than others.

Key Indicator 6: Number (and proportion) of stroke patients for whom their
prognosis/diagnosis was discussed with relative/carer within 72
hours where applicable

This is used as a key indicator as it is a measure which looks at whether hospitals are involving
carers/relatives.

ICSWP Recommendations

The carer(s) of every patient with a stroke should be involved with the management process from the
outset.

Key Indicator 7: Number (and proportion) of stroke patients who had
continence plan drawn up within 72 hours where applicable

The management of continence is consistently highlighted by patients as being one of the most important
aspects of care.

ICSWP Recommendations
All wards and stroke units should have established assessment and management protocols for both
urinary and faecal incontinence, and for constipation.
All patients with loss of control of the bladder at two weeks should:
- be reassessed for other causes of incontinence, which should be treated if identified
- have an active plan of management documented.
- be offered simple treatments such as bladder retraining, pelvic floor exercises and external
equipment first.
- only be given an indwelling urethral catheter after other methods of management have failed
NICE Guideline Recommendations
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Key Indicator 8: Number of potentially eligible patients thrombolysed (and
proportion out of those eligible)

1. Alteplase is recommended for the treatment of acute ischaemic stroke when used by physicians trained
and experienced in the management of acute stroke. It should only be administered in centres with
facilities that enable it to be used in full accordance with its marketing authorisation. (Alteplase TA122
2007)

2. Alteplase should only be administered within a well organised stroke service with:

- staff trained in delivering thrombolysis and in monitoring for any associated complications

- care up to level 1 and level 2 nursing staff trained in acute stroke and thrombolysis
http://www.datadictionary.nhs.uk/data_dictionary

- immediate access to imaging and re-imaging, and staff appropriately trained to interpret
the images.

3. Staff in A&E departments, if appropriately trained and supported, can administer thrombolysis in acute
stroke provided that patients can be managed within an acute stroke service with stroke service with
appropriate neuroradiological and stroke physician support.

4. Protocols should be in place for the delivery and management of thrombolysis, including post-
thrombolysis complications.

In SINAP, patients are considered eligible for thrombolysis if they have the following characteristics, a subset
taken from the National Institute of Neurological Disorders and Stroke (NINDS):

Diagnosis of Stroke

Type of stroke is infarction

Under 80 years old

An onset to arrival time of less than 3 hours or were already in hospital at time of stroke

Were not contra-indicated for thrombolysis (due to co-morbidity, medication or another reason
(other reasons specified included: wake-up stroke; unclear onset time; too mild; rapidly recovering)

- Did not refuse treatment.

In the 2010 SENTINEL stroke audit, using a similar model, we estimated that approximately 14% of patients
could have benefited from thrombolysis, but it is appreciated that there may have been other contra-
indications.

The audit uses an onset to arrival time of less than 3 hours to allow time for assessment and scanning prior
to the end of the 4.5 hour time window. Note that since the publication of the NICE Technology Appraisal
(TA) on thrombolysis in stroke, data have been published to show that thrombolysis up to 4.5 hours post
onset is no less safe than thrombolysis up to 3 hours, and international guidelines have been altered
accordingly. Many clinicians now thrombolyse up to 4.5 hours post onset. However, outcomes are better the
earlier the patient is treated.

There remains uncertainty about the benefits of thrombolysis in people over the age of 80, and data from
the IST3 (The Third International Stroke Trial) are awaited, but clinicians may offer thrombolysis to people
over 80 outside the ongoing clinical trial. We have taken the age criterion according to the NICE TA122 (2007
Alteplase for the treatment of acute ischaemic stroke) which may be considered by some clinicians to be
conservative.
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Key Indicator 9: Bundle 1: Number (and proportion) of stroke patients seen by a
nurse and one therapist within 24 hours and all relevant
therapists within 72 hours

This is linked to NICE Quality Standard 5 but does not have 'documented multidisciplinary goals agreed

within 5 days' which is part of the NICE Quality Standard. (This is because this is outside of SINAP’s 72 hour
remit)

NICE Quality Standard for stroke

Patients with stroke are assessed and managed by stroke nursing staff and at least one other member of
the specialist rehabilitation team within 24 hours of admission to hospital and by all relevant members of
the specialist rehabilitation team within 72 hours of admission with documented multidisciplinary goals
agreed within 5 days.

ICSWP Recommendation and NICE Quality Standard for stroke

Patients should undergo as much therapy appropriate to their needs as they are willing and able to
tolerate and in the early stages they should receive a minimum of 45 minutes daily of each therapy that is
required.

Key Indicator 10: Bundle 2: Number (and proportion) of stroke patients given
nutrition screening and formal swallow assessment within 72
hours where appropriate

NICE Guideline Recommendations

On admission, people with acute stroke should have their swallowing screened by an appropriately
trained healthcare professional before being given any oral food, fluid or medication.

If the admission screen indicates problems with swallowing, the person should have a specialist
assessment of swallowing, preferably within 24 hours of admission and not more than 72 hours
afterwards.

In people with dysphagia food and fluids should be given in a form that can be swallowed without
aspiration following specialist assessment of swallowing

Extract from the National Clinical Guidelines for Stroke 2008 Recommendations
A Every patient should have their ability to swallow screened and documented as soon as practical
dfter stroke onset by a person with appropriate training using (if appropriate) a recognised,
standard screening assessment (e.g. swallowing 50 mls of water).
B Until a safe swallowing method has been established, all patients with identified swallowing
difficulties should
- receive hydration (and nutrition after 24 - 48 hours) by alternative means.
- be given their medication by the most appropriate route and in an appropriate form.
- have a comprehensive assessment of their swallowing function undertaken by a speech
and language therapist or other appropriately trained professional with specialism in
dysphagia.
- be considered for nasogastric tube feeding,
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- be considered for the additional use of a nasal bridle if the nasogastric tube needs frequent
replacement
- have written guidance for all staff / carers to use when feeding or providing liquid.

C Patients with difficulties in swallowing should be assessed by a speech and language therapist or
other appropriately trained professional with specialism in dysphagia for active management of oral
feeding by:

- sensory modification, such as altering taste and temperature of foods or carbonation of
fluids
- texture modification of solids and / or liquids
D Every patient who requires food or fluid of a modified consistency should:
- bereferred to a dietician or multidisciplinary nutrition team
- have texture of modified food or liquids described using national agreed descriptors
- have both fluid balance and nutrition monitored

E Patients with difficulties in self-feeding should be assessed and provided with the appropriate
equipment to enable them to feed independently and safely.

F  Gastrostomy feeding should be considered for patients who:

- need but are unable to tolerate nasogastric tube feeding within the first four weeks
- are unable to swallow adequate amounts of food orally at four weeks
- are at long term high risk of malnutrition.

Key Indicator 11: Bundle 3: Number (and proportion) of stroke patients whose
first ward of admission was the stroke unit and who arrived
there within four hours of hospital arrival

Patients who were already in hospital at the time of stroke are not included as arrival at hospital time is
irrelevant here. This is ASI Metric 2 (and is also linked to NICE Quality Standard 3).

NICE Quality Standard for stroke
Patients with suspected stroke are admitted directly to the specialised acute stroke unit and assessed for
thrombolysis, receiving it if clinically indicated.

See also key indicators 3 and 4.

Key Indicator 12: Bundle 4: Number (and proportion) of stroke patients who
were given an antiplatelet within 72 hours where appropriate
and who had adequate fluid and nutrition in all 24 hour periods

NICE Guideline Recommendations

All people presenting with acute stroke who have had the diagnosis of primary in-tracerebral
haemorrhage excluded by brain imaging should be given :

- aspirin 150-300 mg orally if they are not dysphagic

- aspirin rectally or by enteral tube if they are dysphagic.

Thereafter aspirin 150-300 mg should be continued until two weeks after the onset of stroke, at which
time definitive long-term anti-thrombotic treatment should be initiated. People being discharged before
two weeks can be started on long term treatments earlier.

See guidelines for key indicator 10.






Main Results

																																										Indicator 1		Indicator 2		Indicator 3		Indicator 4		Indicator 5		Indicator 6		Indicator 7		Indicator 8		Indicator 9		Indicator 10		Indicator 11		Indicator 12

		SHA Cluster		SHA		Trust		Hospital		Patients Admitted Between (Quarter)		Total patients		Stroke patients		TIA patients		Other patients		Inpatient Stroke		Arr to scan median  (mins)		Arr to 1st contact ST median (m)		Arr to contact with ST (Arr OoH) median (m)		OoH Hosp arr - stroke bed arr median (m)		% thromb		% eligible for thromb		% eligible for thromb (Arr OoH)		%  thromb when eligible (Arr OoH)		% thromb within 1 hr of arr		Arr to thromb median (m)		% scanned within 1hr		% scanned within 24hr		% SU in 4h (OoH)		% stroke consultant		% known onset time		% prognosis discussed		% cont plan		% eligible thromb		Bundle 1		Bundle 2		Bundle 3		Bundle 4		Average of 12 Indicators		Quartile

		ALL SITES				ALL SITES				Apr-Jun 11		9583		6089 (64%)		1371 (14%)		2123 (22%)		341 (4%)		125		87		122		219		541 (9%)		698 (11%)		353 (11%)		191 (54%)		263 (50%)		59		1791 (33%)		5050 (92%)		1735 (54%)		4830 (79%)		3262 (54%)		5010 (87%)		1406 (62%)		362 (52%)		2734 (53%)		4502 (85%)		3187 (55%)		3275 (63%)		64

										Jul-Sep 11		11231		7446 (66%)		1495 (13%)		2290 (20%)		485 (4%)		111		82		119		206		666 (9%)		824 (11%)		405 (11%)		220 (54%)		319 (50%)		60		2358 (32%)		6432 (86%)		2127 (58%)		6074 (82%)		4224 (57%)		5977 (86%)		1917 (68%)		447 (54%)		3523 (57%)		5762 (88%)		4294 (61%)		4219 (66%)		66.2

										Oct-Dec 11		11716		8111 (69%)		1372 (12%)		2233 (19%)		462 (4%)		112		89		121		205		733 (9%)		793 (10%)		416 (11%)		251 (60%)		361 (51%)		59		2704 (33%)		7290 (90%)		2349 (60%)		6710 (83%)		5159 (64%)		6622 (87%)		2188 (70%)		474 (60%)		3980 (57%)		6284 (89%)		4761 (62%)		4603 (66%)		68.3

										Jan-Mar 12		13097		8973 (69%)		1531 (12%)		2593 (20%)		517 (4%)		103		91		126		219		878 (10%)		934 (10%)		454 (10%)		291 (64%)		414 (49%)		61		3143 (35%)		8190 (91%)		2442 (56%)		7471 (83%)		5825 (65%)		7488 (90%)		2538 (74%)		571 (61%)		4467 (58%)		6853 (89%)		5022 (59%)		5251 (69%)		69.2

										Apr-Jun 12		13491		9324 (69%)		1483 (11%)		2684 (20%)		486 (4%)		92		79		103		201		989 (11%)		935 (10%)		444 (10%)		294 (66%)		507 (53%)		57		3491 (37%)		8525 (91%)		2825 (63%)		7880 (85%)		6009 (64%)		7799 (90%)		2906 (78%)		631 (67%)		4828 (61%)		6966 (89%)		5785 (65%)		5794 (74%)		72.2

										Jul-Sep 12		14462		10069 (70%)		1526 (11%)		2867 (20%)		519 (4%)		85		74		102		200		1123 (11%)		1059 (11%)		563 (11%)		384 (68%)		559 (52%)		58		3985 (40%)		9298 (92%)		3288 (66%)		8571 (85%)		6748 (67%)		8355 (89%)		3053 (81%)		730 (69%)		5696 (65%)		7334 (89%)		6544 (68%)		6336 (76%)		73.9

										Oct-Dec 12		12950		9010 (70%)		1397 (11%)		2543 (20%)		514 (4%)		85		74		103		203		969 (11%)		858 (10%)		414 (10%)		298 (72%)		475 (51%)		59		3582 (40%)		8341 (93%)		2824 (65%)		7682 (85%)		5933 (66%)		7895 (93%)		2982 (84%)		597 (70%)		5279 (68%)		6370 (90%)		5686 (66%)		5774 (78%)		74.7

		South of England		South East Coast		Ashford and St Peter's Hospitals NHS Foundation Trust		St Peter's Hospital		1		102		100 (98%)		2 (2%)		0 (0%)		10 (10%)		64		33		195		315		4 (4%)		10 (10%)		6 (12%)		3 (50%)		1 (25%)		69		41 (49%)		82 (98%)		21 (40%)		79 (79%)		58 (58%)		96 (100%)		23 (40%)		3 (30%)		44 (51%)		88 (96%)		46 (51%)		69 (78%)		64.2		2nd

		South of England		South East Coast		Ashford and St Peter's Hospitals NHS Foundation Trust		St Peter's Hospital		2		102		102 (100%)		0 (0%)		0 (0%)		15 (15%)		58		2		4		233		5 (5%)		8 (8%)		3 (6%)		2 (67%)		1 (25%)		68		44 (43%)		92 (90%)		31 (66%)		84 (82%)		70 (69%)		95 (99%)		31 (100%)		4 (50%)		53 (65%)		91 (99%)		56 (64%)		70 (86%)		76.1		1st

		South of England		South East Coast		Ashford and St Peter's Hospitals NHS Foundation Trust		St Peter's Hospital		3		105		105 (100%)		0 (0%)		0 (0%)		13 (12%)		88		85		557		657		9 (9%)		7 (7%)		1 (3%)		1 (100%)		3 (38%)		64		39 (37%)		96 (91%)		9 (23%)		97 (92%)		57 (54%)		95 (100%)		14 (82%)		6 (86%)		53 (65%)		98 (99%)		30 (33%)		79 (89%)		71		2nd

		South of England		South East Coast		Ashford and St Peter's Hospitals NHS Foundation Trust		St Peter's Hospital		4		99		92 (93%)		3 (3%)		4 (4%)		6 (6%)		57		293		646		852		6 (7%)		7 (8%)		5 (11%)		4 (80%)		3 (50%)		67		47 (51%)		84 (91%)		9 (20%)		82 (89%)		54 (59%)		92 (100%)		6 (100%)		5 (71%)		69 (83%)		79 (100%)		25 (28%)		83 (93%)		73.8		2nd

		South of England		South East Coast		Ashford and St Peter's Hospitals NHS Foundation Trust		St Peter's Hospital		5		110		107 (97%)		1 (1%)		2 (2%)		9 (8%)		43		31		125		338		14 (13%)		10 (9%)		4 (9%)		4 (100%)		6 (46%)		74		58 (54%)		100 (93%)		15 (33%)		102 (95%)		67 (63%)		106 (99%)		3 (33%)		8 (80%)		50 (67%)		58 (97%)		35 (35%)		77 (81%)		69.2		3rd

		South of England		South East Coast		Ashford and St Peter's Hospitals NHS Foundation Trust		St Peter's Hospital		6		81		81 (100%)		0 (0%)		0 (0%)		7 (9%)		51		41		354		227		17 (21%)		13 (16%)		6 (16%)		5 (83%)		8 (50%)		57		44 (54%)		80 (99%)		24 (63%)		76 (94%)		75 (93%)		79 (100%)		12 (100%)		12 (92%)		49 (84%)		75 (100%)		51 (69%)		74 (100%)		87.4		1st

		South of England		South East Coast		Ashford and St Peter's Hospitals NHS Foundation Trust		St Peter's Hospital		7		74		74 (100%)		0 (0%)		0 (0%)		7 (9%)		42		51		422		239		9 (12%)		8 (11%)		7 (19%)		5 (71%)		4 (50%)		62		42 (57%)		71 (96%)		19 (53%)		70 (95%)		71 (96%)		73 (100%)		14 (100%)		6 (75%)		54 (93%)		68 (99%)		37 (55%)		65 (96%)		84.5		1st

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Princess Royal Hospital Haywards Heath		1		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Princess Royal Hospital Haywards Heath		2		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Princess Royal Hospital Haywards Heath		3		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Princess Royal Hospital Haywards Heath		4		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Princess Royal Hospital Haywards Heath		5		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Princess Royal Hospital Haywards Heath		6		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Princess Royal Hospital Haywards Heath		7		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Royal Sussex County Hospital		1		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Royal Sussex County Hospital		2		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Royal Sussex County Hospital		3		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Royal Sussex County Hospital		4		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Royal Sussex County Hospital		5		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Royal Sussex County Hospital		6		Eligible but no records

		South of England		South East Coast		Brighton and Sussex University Hospitals NHS Trust		Royal Sussex County Hospital		7		Eligible but no records

		South of England		South East Coast		Dartford and Gravesham NHS Trust		Darent Valley Hospital		1		Eligible but no records

		South of England		South East Coast		Dartford and Gravesham NHS Trust		Darent Valley Hospital		2		Insufficient records

		South of England		South East Coast		Dartford and Gravesham NHS Trust		Darent Valley Hospital		3		51		42 (82%)		2 (4%)		7 (14%)		3 (6%)		75		117		9		262		5 (12%)		6 (14%)		5 (28%)		3 (60%)		2 (40%)		64		15 (36%)		39 (93%)		8 (44%)		32 (76%)		15 (36%)		36 (95%)		4 (29%)		4 (67%)		14 (50%)		22 (63%)		13 (33%)		9 (25%)		53.8		4th

		South of England		South East Coast		Dartford and Gravesham NHS Trust		Darent Valley Hospital		4		42		42 (100%)		0 (0%)		0 (0%)		3 (7%)		50		23		20		236		12 (29%)		10 (24%)		6 (35%)		6 (100%)		0 (0%)		89		22 (52%)		42 (100%)		12 (71%)		31 (74%)		27 (64%)		32 (89%)		1 (7%)		10 (100%)		7 (23%)		25 (60%)		23 (59%)		15 (43%)		61.8		3rd

		South of England		South East Coast		Dartford and Gravesham NHS Trust		Darent Valley Hospital		5		39		39 (100%)		0 (0%)		0 (0%)		3 (8%)		81		49		54		504		8 (21%)		9 (23%)		3 (15%)		2 (67%)		1 (14%)		99		13 (33%)		36 (92%)		6 (30%)		20 (51%)		28 (72%)		23 (92%)		2 (13%)		8 (89%)		7 (21%)		6 (38%)		13 (36%)		18 (53%)		51.7		4th

		South of England		South East Coast		Dartford and Gravesham NHS Trust		Darent Valley Hospital		6		35		35 (100%)		0 (0%)		0 (0%)		0 (0%)		83		90		211		437		5 (14%)		4 (11%)		1 (7%)		1 (100%)		0 (0%)		98		13 (37%)		33 (94%)		5 (33%)		19 (54%)		22 (63%)		24 (92%)		1 (33%)		4 (100%)		14 (47%)		7 (88%)		14 (40%)		21 (68%)		62.5		4th

		South of England		South East Coast		Dartford and Gravesham NHS Trust		Darent Valley Hospital		7		35		35 (100%)		0 (0%)		0 (0%)		1 (3%)		87		33		43		418		6 (17%)		6 (17%)		4 (19%)		4 (100%)		2 (33%)		121		14 (40%)		34 (97%)		4 (19%)		27 (77%)		20 (57%)		31 (100%)		4 (44%)		6 (100%)		6 (18%)		21 (78%)		11 (32%)		23 (72%)		61.3		4th

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Kent and Canterbury Hospital		1		Insufficient records

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Kent and Canterbury Hospital		2		107		70 (65%)		22 (21%)		15 (14%)		4 (4%)		32		10		8		165		10 (14%)		6 (9%)		6 (21%)		6 (100%)		6 (67%)		52		46 (66%)		65 (93%)		21 (75%)		58 (83%)		46 (66%)		66 (100%)		16 (44%)		6 (100%)		26 (44%)		62 (95%)		43 (65%)		35 (57%)		74		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Kent and Canterbury Hospital		3		95		69 (73%)		17 (18%)		9 (9%)		1 (1%)		53		43		173		171		5 (7%)		8 (12%)		4 (16%)		3 (75%)		2 (40%)		68		36 (52%)		62 (90%)		19 (76%)		54 (78%)		50 (72%)		49 (75%)		12 (44%)		3 (38%)		22 (35%)		39 (59%)		40 (58%)		11 (18%)		58		4th

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Kent and Canterbury Hospital		4		69		60 (87%)		9 (13%)		0 (0%)		2 (3%)		39		19		30		245		4 (7%)		1 (2%)		0 (0%)		0 (NA%)		0 (0%)		119		37 (62%)		58 (97%)		12 (46%)		56 (93%)		34 (57%)		53 (95%)		8 (62%)		1 (100%)		30 (67%)		48 (83%)		27 (47%)		45 (85%)		74.3		2nd

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Kent and Canterbury Hospital		5		60		55 (92%)		5 (8%)		0 (0%)		0 (0%)		26		9		5		210		15 (27%)		5 (9%)		2 (11%)		2 (100%)		4 (27%)		70		45 (82%)		55 (100%)		12 (63%)		55 (100%)		40 (73%)		54 (100%)		30 (100%)		5 (100%)		32 (73%)		47 (92%)		34 (62%)		42 (100%)		87		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Kent and Canterbury Hospital		6		34		31 (91%)		3 (9%)		0 (0%)		3 (9%)		29		6		3		181		5 (16%)		0 (0%)		0 (0%)		0 (NA%)		3 (60%)		41		22 (71%)		31 (100%)		11 (79%)		31 (100%)		25 (81%)		31 (100%)		11 (100%)		0 (NA%)		21 (78%)		30 (100%)		22 (79%)		24 (89%)		88.7		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Kent and Canterbury Hospital		7		41		37 (90%)		4 (10%)		0 (0%)		1 (2%)		28		7		10		194		5 (14%)		2 (5%)		0 (0%)		0 (NA%)		3 (60%)		55		28 (76%)		36 (97%)		14 (67%)		35 (95%)		29 (78%)		32 (100%)		23 (85%)		1 (50%)		18 (60%)		34 (94%)		24 (67%)		19 (66%)		77.9		2nd

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Queen Elizabeth the Queen Mother Hospital		1		122		60 (49%)		20 (16%)		42 (34%)		12 (10%)		65		0		0		225		12 (20%)		10 (17%)		5 (15%)		4 (80%)		1 (11%)		80		22 (49%)		45 (100%)		15 (44%)		52 (87%)		40 (67%)		59 (98%)		37 (84%)		5 (50%)		22 (42%)		59 (98%)		29 (56%)		40 (68%)		70.2		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Queen Elizabeth the Queen Mother Hospital		2		143		55 (38%)		32 (22%)		56 (39%)		18 (13%)		48		0		6		171		9 (16%)		10 (18%)		6 (24%)		3 (50%)		5 (56%)		52		23 (42%)		48 (87%)		12 (48%)		39 (71%)		24 (44%)		52 (98%)		38 (78%)		5 (50%)		15 (29%)		50 (94%)		22 (48%)		32 (65%)		62.8		3rd

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Queen Elizabeth the Queen Mother Hospital		3		105		87 (83%)		18 (17%)		0 (0%)		11 (10%)		65		0		0		170		14 (16%)		13 (15%)		5 (13%)		4 (80%)		6 (43%)		74		36 (41%)		76 (87%)		24 (63%)		74 (85%)		46 (53%)		85 (100%)		44 (71%)		6 (46%)		39 (49%)		80 (93%)		46 (61%)		53 (65%)		67.9		3rd

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Queen Elizabeth the Queen Mother Hospital		4		99		89 (90%)		10 (10%)		0 (0%)		8 (8%)		51		0		0		179		12 (13%)		9 (10%)		3 (9%)		3 (100%)		7 (58%)		45		48 (54%)		85 (96%)		22 (63%)		82 (92%)		54 (61%)		86 (100%)		54 (89%)		7 (78%)		61 (74%)		72 (95%)		47 (58%)		49 (60%)		76.6		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Queen Elizabeth the Queen Mother Hospital		5		77		72 (94%)		4 (5%)		1 (1%)		7 (9%)		63		2		2		167		13 (18%)		11 (15%)		4 (15%)		2 (50%)		5 (42%)		63		32 (44%)		67 (93%)		16 (59%)		68 (94%)		42 (58%)		72 (100%)		61 (95%)		6 (55%)		33 (49%)		56 (82%)		40 (62%)		44 (69%)		71.8		2nd

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Queen Elizabeth the Queen Mother Hospital		6		65		58 (89%)		5 (8%)		2 (3%)		8 (12%)		65		0		0		189		10 (17%)		9 (16%)		5 (19%)		3 (60%)		6 (60%)		42		25 (43%)		56 (97%)		12 (46%)		52 (90%)		30 (52%)		55 (95%)		55 (96%)		6 (67%)		30 (56%)		49 (88%)		24 (48%)		37 (69%)		70.4		3rd

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		Queen Elizabeth the Queen Mother Hospital		7		78		73 (94%)		5 (6%)		0 (0%)		9 (12%)		29		0		0		160		18 (25%)		15 (21%)		9 (30%)		7 (78%)		12 (67%)		46		50 (68%)		72 (99%)		22 (73%)		68 (93%)		47 (64%)		73 (100%)		73 (100%)		11 (73%)		52 (75%)		68 (97%)		48 (75%)		42 (69%)		82.3		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		William Harvey Hospital		1		117		68 (58%)		23 (20%)		26 (22%)		3 (3%)		30		0		3		169		18 (26%)		10 (15%)		3 (10%)		2 (67%)		6 (33%)		67		50 (79%)		59 (94%)		23 (74%)		63 (93%)		39 (57%)		67 (100%)		37 (97%)		8 (80%)		43 (72%)		64 (98%)		53 (80%)		44 (69%)		82.8		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		William Harvey Hospital		2		145		82 (57%)		20 (14%)		43 (30%)		2 (1%)		32		2		2		178		23 (28%)		12 (15%)		7 (16%)		6 (86%)		12 (52%)		54		61 (74%)		79 (96%)		34 (79%)		71 (87%)		49 (60%)		81 (100%)		36 (88%)		11 (92%)		35 (50%)		71 (95%)		66 (83%)		48 (61%)		80.3		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		William Harvey Hospital		3		108		67 (62%)		20 (19%)		21 (19%)		3 (3%)		31		0		0		153		23 (34%)		12 (18%)		6 (16%)		6 (100%)		5 (22%)		83		54 (81%)		66 (99%)		31 (84%)		62 (93%)		56 (84%)		67 (100%)		54 (95%)		11 (92%)		29 (52%)		62 (100%)		51 (78%)		44 (68%)		85.3		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		William Harvey Hospital		4		82		59 (72%)		10 (12%)		13 (16%)		3 (4%)		31		2		3		142		22 (37%)		14 (24%)		7 (23%)		7 (100%)		5 (24%)		75		46 (78%)		58 (98%)		24 (80%)		58 (98%)		35 (59%)		57 (97%)		41 (95%)		13 (93%)		21 (54%)		53 (96%)		40 (70%)		24 (44%)		80.2		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		William Harvey Hospital		5		88		58 (66%)		8 (9%)		22 (25%)		3 (3%)		39		2		2		162		21 (36%)		12 (21%)		3 (13%)		3 (100%)		9 (47%)		64		42 (72%)		57 (98%)		22 (92%)		55 (95%)		39 (67%)		57 (98%)		41 (93%)		11 (92%)		19 (50%)		50 (93%)		50 (91%)		33 (65%)		83.8		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		William Harvey Hospital		6		41		29 (71%)		6 (15%)		6 (15%)		2 (5%)		22		2		3		163		13 (45%)		8 (28%)		5 (31%)		5 (100%)		6 (50%)		58		22 (76%)		29 (100%)		13 (81%)		27 (93%)		21 (72%)		29 (100%)		20 (95%)		8 (100%)		12 (67%)		23 (92%)		22 (81%)		12 (55%)		84.4		1st

		South of England		South East Coast		East Kent Hospitals University NHS Foundation Trust		William Harvey Hospital		7		64		48 (75%)		10 (16%)		6 (9%)		2 (3%)		22		3		3		170		23 (48%)		12 (25%)		6 (26%)		5 (83%)		13 (62%)		50		39 (81%)		47 (98%)		18 (78%)		43 (90%)		37 (77%)		48 (100%)		37 (100%)		11 (92%)		17 (52%)		43 (100%)		36 (78%)		27 (64%)		84.2		1st

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Conquest Hospital		1		40		20 (50%)		13 (33%)		7 (18%)		0 (0%)		320		226		386		576		0 (0%)		0 (0%)		0 (0%)		0 (NA%)		0 (NA%)		NA		2 (11%)		15 (79%)		1 (8%)		19 (95%)		5 (25%)		17 (94%)		5 (83%)		0 (NA%)		7 (54%)		16 (84%)		1 (5%)		8 (57%)		54.1		3rd

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Conquest Hospital		2		Eligible but no records

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Conquest Hospital		3		Insufficient records

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Conquest Hospital		4		Eligible but no records

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Conquest Hospital		5		Insufficient records

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Conquest Hospital		6		55		32 (58%)		10 (18%)		13 (24%)		1 (2%)		71		20		12		211		2 (6%)		2 (6%)		1 (8%)		0 (0%)		0 (0%)		130		14 (44%)		31 (97%)		7 (58%)		30 (94%)		19 (59%)		26 (100%)		6 (86%)		1 (50%)		12 (39%)		29 (91%)		19 (59%)		21 (78%)		71.2		3rd

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Conquest Hospital		7		Eligible but no records

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Eastbourne District General Hospital		1		80		76 (95%)		4 (5%)		0 (0%)		6 (8%)		175		150		810		1750		6 (8%)		8 (11%)		3 (9%)		3 (100%)		1 (17%)		113		6 (9%)		63 (94%)		4 (12%)		67 (88%)		26 (34%)		63 (95%)		12 (63%)		6 (75%)		5 (8%)		51 (85%)		8 (11%)		37 (63%)		53.2		3rd

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Eastbourne District General Hospital		2		Insufficient records

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Eastbourne District General Hospital		3		Eligible but no records

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Eastbourne District General Hospital		4		Eligible but no records

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Eastbourne District General Hospital		5		Insufficient records

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Eastbourne District General Hospital		6		33		20 (61%)		9 (27%)		4 (12%)		0 (0%)		88		18		60		187		0 (0%)		1 (5%)		1 (25%)		0 (0%)		0 (NA%)		NA		9 (45%)		19 (95%)		4 (100%)		18 (90%)		17 (85%)		20 (100%)		8 (53%)		0 (0%)		2 (11%)		10 (56%)		15 (75%)		5 (28%)		61.5		4th

		South of England		South East Coast		East Sussex Healthcare NHS Trust		Eastbourne District General Hospital		7		Eligible but no records

		South of England		South East Coast		Epsom and St Helier University Hospitals NHS Trust		Epsom Hospital		1		Insufficient records

		South of England		South East Coast		Epsom and St Helier University Hospitals NHS Trust		Epsom Hospital		2		51		43 (84%)		5 (10%)		3 (6%)		0 (0%)		255		908		1125		435		0 (0%)		1 (2%)		0 (0%)		0 (NA%)		0 (NA%)		NA		4 (9%)		31 (72%)		7 (32%)		27 (63%)		20 (47%)		21 (57%)		6 (50%)		0 (0%)		19 (49%)		42 (98%)		18 (42%)		38 (97%)		51.2		4th

		South of England		South East Coast		Epsom and St Helier University Hospitals NHS Trust		Epsom Hospital		3		55		45 (82%)		5 (9%)		5 (9%)		1 (2%)		134		162		774		229		1 (2%)		2 (4%)		0 (0%)		0 (NA%)		1 (100%)		56		12 (27%)		42 (93%)		7 (88%)		34 (76%)		29 (64%)		25 (63%)		7 (54%)		1 (50%)		28 (62%)		12 (67%)		31 (70%)		36 (95%)		67.3		3rd

		South of England		South East Coast		Epsom and St Helier University Hospitals NHS Trust		Epsom Hospital		4		64		61 (95%)		2 (3%)		1 (2%)		8 (13%)		111		129		1133		991		6 (10%)		6 (10%)		2 (9%)		2 (100%)		3 (50%)		57		22 (36%)		53 (87%)		8 (36%)		45 (74%)		36 (59%)		30 (64%)		9 (38%)		5 (83%)		35 (60%)		45 (88%)		28 (53%)		39 (78%)		63		3rd

		South of England		South East Coast		Epsom and St Helier University Hospitals NHS Trust		Epsom Hospital		5		64		63 (98%)		0 (0%)		1 (2%)		3 (5%)		57		63		47		181		8 (13%)		5 (8%)		2 (9%)		2 (100%)		2 (29%)		66		34 (54%)		59 (94%)		18 (78%)		47 (75%)		38 (60%)		41 (87%)		12 (46%)		5 (100%)		48 (81%)		53 (93%)		45 (75%)		48 (92%)		78		1st

		South of England		South East Coast		Epsom and St Helier University Hospitals NHS Trust		Epsom Hospital		6		53		52 (98%)		0 (0%)		1 (2%)		2 (4%)		39		22		38		194		5 (10%)		2 (4%)		2 (7%)		2 (100%)		2 (40%)		72		35 (67%)		52 (100%)		22 (79%)		47 (90%)		38 (73%)		31 (89%)		8 (50%)		2 (100%)		42 (88%)		40 (87%)		43 (86%)		42 (98%)		83.8		1st

		South of England		South East Coast		Epsom and St Helier University Hospitals NHS Trust		Epsom Hospital		7		39		39 (100%)		0 (0%)		0 (0%)		2 (5%)		37		16		25		215		3 (8%)		1 (3%)		0 (0%)		0 (NA%)		0 (0%)		104		26 (67%)		37 (95%)		11 (69%)		29 (74%)		27 (69%)		20 (69%)		6 (60%)		1 (100%)		26 (87%)		24 (86%)		27 (73%)		23 (96%)		78.7		2nd

		South of England		South East Coast		Frimley Park Hospital NHS Foundation Trust		Frimley Park Hospital		1		57		57 (100%)		0 (0%)		0 (0%)		3 (5%)		153		76		110		240		7 (12%)		12 (21%)		3 (13%)		1 (33%)		2 (29%)		60		12 (23%)		48 (92%)		11 (46%)		41 (72%)		47 (82%)		51 (96%)		10 (77%)		5 (42%)		42 (93%)		26 (90%)		31 (57%)		24 (51%)		68.5		2nd

		South of England		South East Coast		Frimley Park Hospital NHS Foundation Trust		Frimley Park Hospital		2		55		55 (100%)		0 (0%)		0 (0%)		4 (7%)		130		85		85		283		4 (7%)		13 (24%)		7 (27%)		1 (14%)		1 (25%)		85		12 (22%)		49 (89%)		9 (35%)		33 (60%)		43 (78%)		55 (100%)		1 (100%)		3 (23%)		51 (100%)		17 (100%)		23 (45%)		8 (17%)		64		2nd

		South of England		South East Coast		Frimley Park Hospital NHS Foundation Trust		Frimley Park Hospital		3		48		48 (100%)		0 (0%)		0 (0%)		1 (2%)		106		94		99		328		5 (10%)		12 (25%)		6 (30%)		2 (33%)		3 (60%)		54		14 (29%)		45 (94%)		8 (40%)		27 (56%)		38 (79%)		47 (98%)		4 (100%)		5 (42%)		38 (90%)		14 (93%)		26 (55%)		21 (51%)		69		2nd

		South of England		South East Coast		Frimley Park Hospital NHS Foundation Trust		Frimley Park Hospital		4		67		67 (100%)		0 (0%)		0 (0%)		3 (4%)		121		85		85		233		5 (7%)		8 (12%)		2 (6%)		1 (50%)		2 (67%)		34		19 (28%)		64 (96%)		21 (62%)		66 (99%)		51 (76%)		67 (100%)		11 (100%)		5 (63%)		61 (100%)		14 (100%)		46 (72%)		46 (84%)		81.5		1st

		South of England		South East Coast		Frimley Park Hospital NHS Foundation Trust		Frimley Park Hospital		5		75		75 (100%)		0 (0%)		0 (0%)		5 (7%)		84		62		70		230		5 (7%)		5 (7%)		1 (3%)		0 (0%)		3 (75%)		46		31 (41%)		69 (92%)		19 (63%)		69 (92%)		58 (77%)		74 (99%)		12 (100%)		4 (80%)		56 (93%)		20 (95%)		51 (73%)		59 (95%)		83.4		1st

		South of England		South East Coast		Frimley Park Hospital NHS Foundation Trust		Frimley Park Hospital		6		91		91 (100%)		0 (0%)		0 (0%)		3 (3%)		92		85		99		236		4 (4%)		4 (4%)		2 (5%)		2 (100%)		1 (25%)		118		31 (34%)		87 (96%)		27 (68%)		87 (96%)		78 (86%)		91 (100%)		17 (100%)		2 (50%)		68 (92%)		22 (92%)		62 (70%)		68 (92%)		81.2		1st

		South of England		South East Coast		Frimley Park Hospital NHS Foundation Trust		Frimley Park Hospital		7		105		105 (100%)		0 (0%)		0 (0%)		6 (6%)		74		57		97		233		9 (9%)		7 (7%)		1 (3%)		1 (100%)		4 (44%)		70		40 (38%)		101 (96%)		27 (73%)		104 (99%)		101 (96%)		105 (100%)		11 (100%)		6 (86%)		87 (92%)		24 (83%)		66 (67%)		89 (100%)		85.8		1st

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Maidstone District General Hospital		1		Eligible but no records

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Maidstone District General Hospital		2		Eligible but no records

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Maidstone District General Hospital		3		Eligible but no records

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Maidstone District General Hospital		4		Eligible but no records

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Maidstone District General Hospital		5		Eligible but no records

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Maidstone District General Hospital		6		79		72 (91%)		3 (4%)		4 (5%)		2 (3%)		155		338		657		300		4 (6%)		10 (14%)		9 (20%)		3 (33%)		0 (0%)		154		17 (24%)		62 (86%)		15 (33%)		56 (78%)		56 (78%)		62 (93%)		7 (29%)		3 (30%)		48 (77%)		57 (89%)		21 (30%)		27 (49%)		57.9		4th

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Maidstone District General Hospital		7		49		47 (96%)		0 (0%)		2 (4%)		5 (10%)		111		301		301		305		4 (9%)		6 (13%)		5 (19%)		1 (20%)		0 (0%)		118		14 (30%)		43 (91%)		8 (30%)		35 (74%)		27 (57%)		42 (95%)		1 (20%)		2 (33%)		33 (77%)		37 (88%)		11 (26%)		25 (66%)		57.4		4th

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Tunbridge Wells Hospital		1		Eligible but no records

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Tunbridge Wells Hospital		2		33		32 (97%)		0 (0%)		1 (3%)		2 (6%)		110		455		583		455		1 (3%)		2 (6%)		0 (0%)		0 (NA%)		0 (0%)		70		10 (31%)		29 (91%)		4 (27%)		29 (91%)		19 (59%)		22 (76%)		2 (40%)		1 (50%)		15 (47%)		28 (90%)		7 (23%)		23 (88%)		59.4		3rd

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Tunbridge Wells Hospital		3		72		66 (92%)		5 (7%)		1 (1%)		0 (0%)		166		203		236		260		4 (6%)		8 (12%)		5 (16%)		2 (40%)		2 (50%)		64		18 (27%)		60 (91%)		13 (41%)		57 (86%)		39 (59%)		39 (76%)		6 (60%)		3 (38%)		24 (39%)		51 (82%)		25 (38%)		46 (78%)		59.6		3rd

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Tunbridge Wells Hospital		4		78		71 (91%)		6 (8%)		1 (1%)		4 (5%)		188		165		217		738		6 (8%)		8 (11%)		5 (14%)		1 (20%)		1 (17%)		69		16 (23%)		65 (92%)		7 (19%)		58 (82%)		41 (58%)		52 (87%)		4 (29%)		3 (38%)		16 (23%)		58 (82%)		16 (24%)		52 (83%)		53.1		4th

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Tunbridge Wells Hospital		5		53		42 (79%)		3 (6%)		8 (15%)		1 (2%)		168		169		70		988		3 (7%)		4 (10%)		3 (14%)		2 (67%)		0 (0%)		91		5 (12%)		39 (93%)		3 (14%)		24 (57%)		25 (60%)		26 (76%)		10 (43%)		3 (75%)		13 (32%)		37 (95%)		8 (20%)		33 (87%)		55.2		4th

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Tunbridge Wells Hospital		6		39		35 (90%)		2 (5%)		2 (5%)		1 (3%)		148		81		63		299		2 (6%)		1 (3%)		1 (6%)		1 (100%)		1 (50%)		62		8 (23%)		34 (97%)		4 (24%)		33 (94%)		24 (69%)		28 (97%)		7 (54%)		1 (100%)		15 (44%)		33 (94%)		9 (26%)		25 (81%)		66.9		3rd

		South of England		South East Coast		Maidstone and Tunbridge Wells NHS Trust		Tunbridge Wells Hospital		7		48		37 (77%)		6 (13%)		5 (10%)		1 (2%)		104		35		27		310		3 (8%)		3 (8%)		1 (5%)		1 (100%)		0 (0%)		76		8 (22%)		34 (92%)		6 (27%)		34 (92%)		29 (78%)		34 (100%)		2 (40%)		2 (67%)		20 (71%)		32 (97%)		12 (33%)		18 (60%)		65		4th

		South of England		South East Coast		Medway NHS Foundation Trust		Medway Maritime Hospital		1		73		61 (84%)		7 (10%)		5 (7%)		1 (1%)		84		27		29		206		12 (20%)		15 (25%)		5 (14%)		3 (60%)		1 (8%)		91		17 (29%)		57 (97%)		23 (66%)		46 (75%)		27 (44%)		59 (100%)		12 (100%)		11 (73%)		22 (42%)		49 (86%)		42 (70%)		29 (55%)		69.7		2nd

		South of England		South East Coast		Medway NHS Foundation Trust		Medway Maritime Hospital		2		64		54 (84%)		5 (8%)		5 (8%)		1 (2%)		100		31		33		275		6 (11%)		8 (15%)		3 (11%)		2 (67%)		0 (0%)		122		17 (31%)		44 (81%)		11 (39%)		37 (69%)		27 (50%)		51 (100%)		5 (31%)		4 (50%)		29 (58%)		44 (88%)		23 (43%)		22 (51%)		57.7		3rd

		South of England		South East Coast		Medway NHS Foundation Trust		Medway Maritime Hospital		3		81		72 (89%)		7 (9%)		2 (2%)		6 (7%)		80		14		24		384		4 (6%)		5 (7%)		1 (3%)		0 (0%)		0 (0%)		83		25 (35%)		68 (94%)		9 (26%)		47 (65%)		32 (44%)		71 (99%)		9 (35%)		4 (80%)		40 (61%)		61 (87%)		31 (47%)		32 (54%)		60.6		3rd

		South of England		South East Coast		Medway NHS Foundation Trust		Medway Maritime Hospital		4		50		48 (96%)		1 (2%)		1 (2%)		2 (4%)		86		18		34		549		5 (10%)		5 (10%)		3 (13%)		3 (100%)		1 (20%)		87		13 (27%)		48 (100%)		9 (39%)		38 (79%)		20 (42%)		46 (96%)		16 (89%)		5 (100%)		23 (57%)		21 (55%)		19 (41%)		21 (66%)		66		3rd

		South of England		South East Coast		Medway NHS Foundation Trust		Medway Maritime Hospital		5		76		62 (82%)		6 (8%)		8 (11%)		1 (1%)		100		14		15		226		6 (10%)		4 (6%)		3 (9%)		3 (100%)		0 (0%)		115		20 (32%)		58 (94%)		19 (54%)		52 (84%)		31 (50%)		60 (100%)		6 (60%)		4 (100%)		32 (57%)		40 (70%)		39 (63%)		47 (84%)		70.7		2nd

		South of England		South East Coast		Medway NHS Foundation Trust, Medway PCT and Swale PCT		Medway Maritime Hospital		6		99		75 (76%)		11 (11%)		13 (13%)		2 (2%)		139		15		20		218		10 (13%)		10 (13%)		4 (11%)		4 (100%)		0 (0%)		100		23 (31%)		70 (93%)		22 (58%)		49 (65%)		41 (55%)		74 (100%)		19 (76%)		9 (90%)		32 (48%)		59 (83%)		51 (70%)		51 (78%)		70.6		3rd

		South of England		South East Coast		Medway NHS Foundation Trust, Medway PCT and Swale PCT		Medway Maritime Hospital		7		41		35 (85%)		2 (5%)		4 (10%)		4 (10%)		101		25		39		369		6 (17%)		6 (17%)		2 (11%)		2 (100%)		0 (0%)		113		15 (43%)		35 (100%)		8 (42%)		30 (86%)		22 (63%)		35 (100%)		16 (89%)		5 (83%)		20 (63%)		32 (94%)		18 (56%)		20 (63%)		73.4		3rd

		South of England		South East Coast		Royal Surrey County Hospital NHS Foundation Trust		Royal Surrey County Hospital		1		89		79 (89%)		2 (2%)		8 (9%)		3 (3%)		68		468		765		262		12 (15%)		7 (9%)		3 (6%)		2 (67%)		4 (33%)		63		33 (46%)		64 (89%)		22 (43%)		52 (66%)		42 (53%)		60 (81%)		32 (82%)		5 (71%)		19 (28%)		61 (85%)		35 (46%)		10 (15%)		58.8		3rd

		South of England		South East Coast		Royal Surrey County Hospital NHS Foundation Trust		Royal Surrey County Hospital		2		85		81 (95%)		2 (2%)		2 (2%)		4 (5%)		67		15		121		227		13 (16%)		10 (12%)		5 (13%)		4 (80%)		9 (75%)		43		36 (44%)		77 (95%)		21 (53%)		60 (74%)		47 (58%)		73 (95%)		41 (100%)		9 (90%)		29 (44%)		70 (97%)		42 (55%)		46 (68%)		72.7		2nd

		South of England		South East Coast		Royal Surrey County Hospital NHS Foundation Trust		Royal Surrey County Hospital		3		69		66 (96%)		3 (4%)		0 (0%)		4 (6%)		49		149		149		217		8 (12%)		7 (11%)		6 (16%)		5 (83%)		4 (50%)		62		35 (53%)		63 (95%)		26 (68%)		58 (88%)		44 (67%)		60 (97%)		45 (98%)		6 (86%)		37 (65%)		60 (97%)		35 (56%)		53 (95%)		80.4		1st

		South of England		South East Coast		Royal Surrey County Hospital NHS Foundation Trust		Royal Surrey County Hospital		4		37		35 (95%)		2 (5%)		0 (0%)		0 (0%)		56		51		270		550		5 (14%)		5 (14%)		2 (12%)		1 (50%)		2 (40%)		64		18 (51%)		35 (100%)		5 (29%)		30 (86%)		25 (71%)		31 (94%)		26 (100%)		4 (80%)		16 (53%)		31 (91%)		15 (43%)		28 (97%)		74.7		2nd

		South of England		South East Coast		Royal Surrey County Hospital NHS Foundation Trust		Royal Surrey County Hospital		5		51		46 (90%)		1 (2%)		4 (8%)		0 (0%)		36		19		207		248		3 (7%)		4 (9%)		2 (9%)		0 (0%)		1 (33%)		86		28 (61%)		46 (100%)		10 (45%)		41 (89%)		29 (63%)		46 (100%)		26 (100%)		1 (25%)		23 (52%)		42 (95%)		23 (50%)		39 (95%)		73		2nd

		South of England		South East Coast		Royal Surrey County Hospital NHS Foundation Trust		Royal Surrey County Hospital		6		69		63 (91%)		5 (7%)		1 (1%)		3 (4%)		59		20		221		231		4 (6%)		3 (5%)		2 (8%)		1 (50%)		0 (0%)		70		31 (49%)		61 (97%)		15 (58%)		57 (90%)		35 (56%)		62 (100%)		31 (97%)		1 (33%)		32 (62%)		55 (100%)		35 (58%)		48 (94%)		74.5		2nd

		South of England		South East Coast		Royal Surrey County Hospital NHS Foundation Trust		Royal Surrey County Hospital		7		59		57 (97%)		2 (3%)		0 (0%)		1 (2%)		32		0		4		214		10 (18%)		5 (9%)		4 (13%)		4 (100%)		6 (60%)		51		41 (72%)		57 (100%)		17 (57%)		54 (95%)		39 (68%)		57 (100%)		33 (100%)		5 (100%)		34 (72%)		52 (100%)		39 (70%)		43 (98%)		86		1st

		South of England		South East Coast		Surrey And Sussex Healthcare NHS Trust		East Surrey Hospital		1		30		30 (100%)		0 (0%)		0 (0%)		5 (17%)		167		113		156		1160		0 (0%)		4 (13%)		0 (0%)		0 (NA%)		0 (NA%)		NA		3 (12%)		24 (96%)		0 (0%)		26 (87%)		15 (50%)		28 (100%)		7 (54%)		0 (0%)		6 (25%)		25 (86%)		0 (0%)		20 (80%)		49.1		4th

		South of England		South East Coast		Surrey And Sussex Healthcare NHS Trust		East Surrey Hospital		2		79		79 (100%)		0 (0%)		0 (0%)		4 (5%)		154		122		155		1137		0 (0%)		4 (5%)		2 (5%)		0 (0%)		0 (NA%)		NA		20 (25%)		69 (87%)		1 (2%)		73 (92%)		59 (75%)		77 (99%)		17 (94%)		0 (0%)		21 (47%)		75 (100%)		5 (7%)		55 (89%)		59.8		3rd

		South of England		South East Coast		Surrey And Sussex Healthcare NHS Trust		East Surrey Hospital		3		65		65 (100%)		0 (0%)		0 (0%)		4 (6%)		62		40		49		1015		5 (8%)		6 (9%)		5 (15%)		3 (60%)		1 (20%)		72		30 (46%)		60 (92%)		6 (18%)		60 (92%)		56 (86%)		61 (98%)		14 (88%)		4 (67%)		31 (86%)		56 (100%)		13 (21%)		27 (60%)		71.2		2nd

		South of England		South East Coast		Surrey And Sussex Healthcare NHS Trust		East Surrey Hospital		4		37		37 (100%)		0 (0%)		0 (0%)		0 (0%)		57		60		29		1191		7 (19%)		7 (19%)		3 (20%)		3 (100%)		0 (0%)		87		20 (54%)		37 (100%)		3 (20%)		33 (89%)		28 (76%)		35 (100%)		8 (80%)		5 (71%)		19 (76%)		34 (100%)		5 (14%)		19 (68%)		70.6		2nd

		South of England		South East Coast		Surrey And Sussex Healthcare NHS Trust		East Surrey Hospital		5		32		32 (100%)		0 (0%)		0 (0%)		3 (9%)		96		87		78		1241		2 (6%)		2 (6%)		0 (0%)		0 (NA%)		0 (0%)		92		10 (31%)		28 (88%)		3 (23%)		28 (88%)		26 (81%)		29 (97%)		14 (100%)		2 (100%)		14 (70%)		28 (97%)		7 (24%)		20 (100%)		74.8		2nd

		South of England		South East Coast		Surrey and Sussex Healthcare NHS Trust		East Surrey Hospital		6		25		24 (96%)		1 (4%)		0 (0%)		0 (0%)		31		2		1		174		7 (29%)		4 (17%)		2 (13%)		2 (100%)		4 (57%)		58		16 (67%)		24 (100%)		12 (80%)		22 (92%)		20 (83%)		8 (80%)		6 (100%)		4 (100%)		16 (89%)		24 (100%)		21 (88%)		1 (4%)		81.9		1st

		South of England		South East Coast		Surrey and Sussex Healthcare NHS Trust		East Surrey Hospital		7		Insufficient records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		St Richard's Hospital		1		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		St Richard's Hospital		2		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		St Richard's Hospital		3		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		St Richard's Hospital		4		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		St Richard's Hospital		5		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		St Richard's Hospital		6		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		St Richard's Hospital		7		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		Worthing Hospital		1		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		Worthing Hospital		2		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		Worthing Hospital		3		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		Worthing Hospital		4		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		Worthing Hospital		5		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		Worthing Hospital		6		Eligible but no records

		South of England		South East Coast		Western Sussex Hospitals NHS Trust		Worthing Hospital		7		Eligible but no records
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Guide to interpreting results

		Items		Field name in results spreadsheet		Guidance notes		Abbreviated Column Heading

		1		SHA Clusters		In 2011, the government arranged both primary care trusts and strategic health authorities in England into clusters, as an efficiency measure in advance of their planned abolition.  SHAs have changed to become four “clusters”.

		2		SHA		The Strategic Health Authority, which is a regional health authority, has been left in the report for consistency. The SHAs were in place until October 2011.

		3		Trust name		An NHS trust is the organisation which a hospital or more than one hospital belongs to. Each trust is headed by a Board. There may be several hospitals participating in a single trust.

		4		Hospital Name		In SINAP, only acute hospitals which admit stroke patients directly are eligible.

		5		Total number of records in analysis after data cleaning		This is the number of records analysed and reported on. Only records for patients with hospital arrival dates from October - December 2012 are used in the named hospital results. Some records which were completed on the web tool for this time period have been removed as part of the data analysis process.  Some hospitals do not have results and they are either categorised as "Eligible, but no records" or "Insufficient records". "No records” means that no records were submitted for patients in the time period October to December 2012. "Insufficient records submitted" means that some records were submitted for this time period, but fewer than 20 stroke records.		Total Patients

		6		Number of stroke patients		Number of stroke patients (and proportion of total of all diagnostic groups). Many of the standards are based only on stroke patients; therefore, this is the denominator for many of the following columns.		Stroke Patients

		7		Number of TIA patients		Number of TIA (Transient Ischaemic Attack) patients (and proportion of total of all diagnostic groups). TIA patients are only included some standards: in items 11, 12 and 13 of this guidance worksheet. This does not reflect the total number of TIA patients in a hospital; just those submitted to SINAP, which are predominantly those who are admitted.		TIA Patients

		8		Number of other patients		Number of Other patients (and proportion of total). As well as stroke patients, we also collect information on patients who were initially treated as having had suspected stroke but subsequently were found to have had a TIA or had another condition. Other patients are only included some standards: in items 11, 12 and 13 of this guidance worksheet.		Other Patients

		9		Number of patients already in hospital at time of stroke		Number of patients already in hospital at time of stroke (and proportion of total). These patients are not included in some of the following standards. There is evidence from the Sentinel audit that patients who were already in hospital are less likely to receive some of the standards measured.		Inpatient stroke

		10		Arrival at hospital to scan median time (minutes)		This is the median time in minutes between the arrival of stroke patients and their first brain scan in the relevant site(s). This excludes patients already in hospital at time of stroke.		Arr to scan median  (mins)

		11		Arrival at hospital to first contact with stroke team median time (m)		This is the time in minutes from time of arrival. Includes stroke, TIA and other patients, but not those who were already in hospital at time of stroke symptoms.		Arr to 1st contact ST median (m)

		12		Arrival at hospital to first contact with stroke team (when patient arrived out of hours) median time (m)		This is the time in minutes from the time of arrival. Includes stroke, TIA and other patients, but not those who were already in hospital at time of stroke symptoms. “Out of hours” means before 8am and after 6pm Monday to Friday and any time on weekends and public holidays		Arr to contact with ST (Arr OoH) median (m)

		13		Arrival at hospital to arrival on stroke bed (when patient arrived out of hours) median time (m)		This is the time in minutes from the time of arrival. Includes stroke, TIA and other patients, but not those who were already in hospital at time of stroke symptoms. This is based on patients who arrived out of hours (after 6pm or before 8am Monday-Friday, or at the weekend or on public holidays).		OoH Hosp arr - stroke bed arr median (m)

		14		Total number of patients thrombolysed		Total number of patients thrombolysed* (and proportion out of stroke patients). Patients already in hospital at time of stroke are included.		% thromb

		15		Number of patients potentially eligible for thrombolysis		Eligible patients are those with infarction; aged 80 and under;  whose onset of stroke to arrival at hospital time was less than 3 hours or who had their stroke in hospital; who did not refuse treatment; and who were not contra-indicated due to co-morbidity*, medication or another reason. In some instances, hospitals can have higher numbers of patients thrombolysed* than the number considered eligible. This is because patients can be thrombolysed* outside of the eligibility criteria for a number of reasons, such as clinical trials.		% eligible for thromb

		16		Number of patients potentially eligible for thrombolysis who arrived out of hours		Number of stroke patients potentially eligible for thrombolysis (and proportion out of stroke patients). Eligible patients are those with infarction; aged 80 and under;  whose onset of stroke to arrival at hospital time was less than 3 hours or who had their stroke in hospital; who did not refuse treatment; and who were not contra-indicated due to co-morbidity*, medication or another reason. This is based on patients who arrived out of hours (after 6pm or before 8am Monday-Friday, or at the weekend or on public holidays). Patients already in hospital at time of stroke are not included, as this standard uses arrival at hospital time.		% eligible for thromb (Arr OoH)

		17		Number of patients (who arrived out of hours) who were given thrombolysis when potentially eligible		Number of stroke patients (who arrived out of hours) who were given thrombolysis when potentially eligible (and proportion out of those eligible). Eligible patients are those with infarction; aged 80 and under;  whose onset of stroke to arrival at hospital time was less than 3 hours or who had their stroke in hospital; who did not refuse treatment; and who were not contra-indicated due to co-morbidity*, medication or another reason. This is based on patients who arrived out of hours (after 6pm or before 8am Monday-Friday, or at the weekend or on public holidays). Patients already in hospital at time of stroke are not included, as this standard uses arrival at hospital time. The number of patients here may not be the total number of patients thrombolysed* out of those who arrived out of hours. This is because some patients can be thrombolysed* even though they are outside of the eligibility criteria, for reasons such as clinical trials.		%  thromb when eligible (Arr OoH)

		18		Number of patients thrombolysed within 1 hour of arrival at hospital		Number of stroke patients thrombolysed* within 1 hour of arrival at hospital (and proportion out of those who were thrombolysed*). Patients already in hospital at time of stroke are not included. NA% means no patients were thrombolysed* whereas 0% means that there were patients who were thrombolysed* but none within 1 hour.		% thromb within 1 hr of arr

		19		Arrival at hospital to thrombolysis median time (m)		This is the time in minutes from the time of arrival. Stroke patients only. Patients already in hospital at time of stroke are not included. NA means no patients were thrombolysed*.		Arr to thromb median (m)

		Key Indicator 1		Number of patients scanned within 1 hour of arrival at hospital		Number (and proportion) of stroke patients who were brain scanned within 1 hour of arrival at hospital.  The denominator includes all stroke patients.   If illogical timings are entered for a patient the standard is not met.  For inpatients the time between onset and scan is used (if onset time is unknown for inpatients, the standard is not met).  This indicator is for Accelerating Stroke Improvement (ASI)* Metric 4 (and is also linked to NICE* Quality Standard 2)		Key Indicator 1: % scanned within 1hr

		Key Indicator 2		Number of patients scanned within 24 hours of arrival at hospital		Number (and proportion) of stroke patients who were brain scanned within 24 hours of arrival at hospital.   The denominator includes all stroke patients.   If illogical timings are entered for a patient the standard is not met.  For inpatients the time between onset and scan is used (if onset time is unknown for inpatients, the standard is not met).  This indicator is for ASI* Metric 4		Key Indicator 2: % scanned within 24hr

		Key Indicator 3		Number of patients who arrived on stroke bed within 4 hours of hospital arrival (when hospital arrival was out of hours)		Number (and proportion) of stroke patients who arrived on stroke bed within 4 hours of hospital arrival (when hospital arrival was out of hours). Out of hours means the patient arrived after 6pm or before 8am Monday-Friday, or at the weekend or on public holidays. Patients who were already in hospital at the time of stroke are not included as arrival time is irrelevant here. This indicator is used to distinguish hospitals which have well organised direct admission to stroke units 'out of hours'.		Key Indicator 3: % SU in 4h (OoH)

		Key Indicator 4		Number of patients seen by stroke consultant or associate specialist within 24h		Number (and proportion) of stroke patients seen by stroke consultant or associate specialist within 24 hours of arrival at hospital. Patients already in hospital at the time of stroke are included, and in this case, the time of stroke is used instead of time.		Key Indicator 4: % stroke consultant

		Key Indicator 5		Number of patients with a known time of onset for stroke symptoms		Number (and proportion) of stroke patients with a known time of onset for stroke symptoms. It includes patients who were already in hospital at time of stroke. This is included as a key indicator to acknowledge those services which are putting effort into establishing the onset time for more of their patients.  Also it contributes to higher data quality, and hence more standards can be measured according to onset time.		Key Indicator 5: % known onset time

		Key Indicator 6		Number of patients for whom their prognosis/diagnosis was discussed with relative/carer within 72h where applicable		Number (and proportion) of stroke patients for whom their prognosis/diagnosis was discussed with relative/carer within 72 hours of arrival where applicable. Patients already in hospital at the time of stroke are included. This is used as a key indicator as it is a measure which looks at whether hospitals are involving carers/relatives.		Key Indicator 6: % prognosis discussed

		Key Indicator 7		Number of patients who had continence plan drawn up within 72h where applicable		Number (and proportion) of stroke patients who had a continence plan drawn up within 72 hours of arrival where applicable. This includes patients already in hospital at the time of stroke.		Key Indicator 7: % cont plan

		Key Indicator 8		Number of potentially eligible patients thrombolysed		Number of potentially eligible stroke patients thrombolysed* (and proportion out of those eligible). Eligible patients are those with infarction; aged 80 and under;  whose onset of stroke to arrival at hospital time was less than 3 hours or who had their stroke in hospital; who did not refuse treatment; and who were not contra-indicated due to co-morbidity*, medication or another reason. This is linked to NICE* Quality Standard 3		Key Indicator 8: % eligible thromb

		Key Indicator 9		Bundle 1: Seen by nurse and one therapist within 24h and all relevant therapists within 72h (proxy for NICE QS 5)		Bundle 1: Number (and proportion) of stroke patients who were eligible and received the following standards: who were seen by a nurse AND one therapist within 24 hours of arrival AND all relevant therapists within 72 hours of arrival. This includes patients already in hospital at the time of stroke. This is linked to NICE* Quality Standard 5 but does not have 'documented multidisciplinary goals agreed within 5 days' which is part of the NICE* Quality Standard.		Key Indicator 9: Bundle 1

		Key Indicator 10		Bundle 2: Nutrition screening and formal swallow assessment within 72 hours where appropriate		Bundle 2: Number (and proportion) of stroke patients who were eligible and received both of the following standards: who were given nutrition screening and formal swallow assessment within 72 hours of arrival. This includes patients already in hospital at the time of stroke.		Key Indicator 10: Bundle 2

		Key Indicator 11		Bundle 3: Patient's first ward of admission was stroke unit and they arrived there within four hours of hospital arrival		Bundle 3: Number (and proportion) of stroke patients who were eligible and received both of the following standard: whose first ward of admission was the stroke unit and who arrived there within four hours of hospital arrival. Patients who were already in hospital at the time of stroke are not included as arrival at hospital time is irrelevant here. This is ASI* Metric 2 (and is also linked to NICE* Quality Standard 3)		Key Indicator 11: Bundle 3

		Key Indicator 12		Bundle 4: Patient given antiplatelet within 72h where appropriate and had adequate fluid and nutrition in all 24h periods		Bundle 4: Number (and proportion) of stroke patients who were eligible and received both of the following standards: who were given an antiplatelet* within 72 hours of arrival where appropriate and who had adequate fluid and nutrition in all 24 hour periods. This includes patients already in hospital at the time of stroke.		Key Indicator 12: Bundle 4

		Average of 12 KIs		Average of 12 key indicators		This is an unweighted average (mean) of the key indicators, as indicated on the left. This is a guide for benchmarking across all hospitals.		Ave 12

				Quartile		This is a score ranging from 1st quartile (the highest 25% of hospitals, with the highest performances) to 4th (the lowest 25%). This score is obtained from the averages of the key indicators for all hospitals.

				Stroke Network		Stroke Networks are regional groups which look to improve stroke care across the whole patient pathway.
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Table of Contents

Organisation of stroke care in the South East Coast
Summarised results for hospitals within your region
Section 1: Maps of national and regional performance
Total organisational score
Domain 1 — Acute care organisation
Domain 2 — Organisation of care
Domain 3 — Specialist Roles
Domain 4 - Inter disciplinary services (for hospitals with a stroke unit)
Domain 5 — TIA/neurovascular service
Domain 6 — Quality improvement, training and research
Domain 7 - Team working

Domain 8 - Communication with patients and carers

Section 2: Regional Public Tables





Organisation of stroke care in the South East Coast

This document gives an overview of the organisation of stroke services in the South East
Coast. It is based on data submitted for the Sentinel Stroke National Audit Programme
(SSNAP) Acute Organisational Audit by 190 participating hospitals (100% of eligible trusts in
England, Wales and Northern Ireland). This audit measured the organisation of stroke
services as on 2 July 2012.

The audit results are divided into 8 domains covering key aspects of the organisation of
stroke care. A domain comprises several elements that relate to the topic. A scoring
system was developed to enable hospitals to compare their organisation of stroke care with
other hospitals. The scores for each domain range from 0 to 100 with 100 being the optimal
score. The report starts with summarised results for each trust within your region.

In section 1 of the report, results are graphically presented through colour-coded point
maps. Each hospital in the region is denoted a symbol the colour of which displays whether
it has achieved a low, intermediate or high score for each domain. CCG boundaries are
denoted in green. This will be based on their score in that domain, relative to all other
hospitals nationally. A total organisational score is obtained by calculating the average of
the 8 domain scores. There is a brief overview of the aspects of stroke service organisation
included in each domain, followed by the national level results, including information about
the spread of results across all participating hospitals and the national median. A national
colour coded map is also given. This will help to benchmark the results for hospitals within
this region against the national picture.

In section 2 of the report, more detailed named hospital results for hospitals within the
South East Coast for some key measures including the 8 domains are presented in tabular
form. These contain further measures of stroke service organisation in addition to domain
scores and total scores.

It is important that this supplementary document is read alongside the full acute
organisational audit public report for context and further information. This can be found at
www.rcplondon.ac.uk/ssnap.

Full hospital level reports (equivalent to Ofsted inspection report) will be made public on the
RCP website in Spring 2013. An Excel spreadsheet of named hospital results is currently
available to download. If your CCG boundary extends beyond the political region in this
report, please contact us and we will send you the relevant additional report.

Note

Data from SSNAP is submitted on the basis of a discrete service, referred to as a ‘site’. There
are 190 participating ‘sites’ in the audit. However, in 23 ‘sites’ the stroke care pathway
covers more than one hospital. In these cases we used the postcode supplied by the lead
clinician at registration to generate the maps. For example the postcode used to represent
Imperial College NHS Foundation Trust is St Mary’s Hospital. If a hospital position appears to
be incorrect please refer to Appendix 2 of the full public report on our website. For
simplicity and ease of reading ‘sites’ are referred to as hospitals in this report.






Summarised results for hospitals within your region
The results and relative position of hospitals within your region for 8 domains of stroke
service organisation, overall organisational score, and relative overall position in the 2010
The features which

National Sentinel Stroke Organisational Audit are shown below.

constitute each domain are outlined on the following pages.

Lower scores

Intermediate scores

Higher scores

Total | Overall
D1 D2 D3 D4 D5 D6 D7 D8 | score | positio
Region | Site Name 2012 | n 2010
National Median | 68.8 65.0 70.0 525 | 875|804 | 875 | 813 | 733
Ashford and St Peter's Hospital NHS 688 | 100 | 60 | 425 | 100 |96.4 | 792 | 93.8 | 80.1
Foundation Trust
Brighton and Sussex University Hospitals
NHS Trust (Princess Royal Hospital 62.5 100 50 45 75 75 66.7 | 71.9 | 68.3
Haywards Heath)
Brighton and Sussex University Hospl'FaIs 68.8 100 60 30 75 75 75 84.4 71
NHS Trust (Royal Sussex County Hospital)
Dartford & Gravesham NHS Trust 75 90 70 40 75 |89.3 | 833 | 125 | 66.9
East Kent Hospitals University NHS
Foundation Trust (Kent and Canterbury 75 40 75 425 | 100 | 839 | 95.8 | 92.2 | 75.6
Hospital)
East Kent Hospitals University NHS
Foundation Trust (Queen Elizabeth The 75 40 90 62.5 100 | 100 | 91.7 | 68.8 | 78.5
Queen Mother Hospital)
East Kent Hospitals University NHS 75 | 40 | 80 | 625 | 100 | 96.4 | 87.5 | 875 | 78:6
" Foundation Trust (William Harvey Hospital)
(%]
g | East SussexHealthcare NHS Trust 563 | 100 | 50 | 475 | 75 |71.4 | 79.2 | 609 | 67.5
bt (Conquest Hospital)
(%]
| EastSussex Healthcare NHS Trust. 688 | 100 | 50 | 40 |625|964| 792 |563 | 69.1
< (Eastbourne District General Hospital)
3 . . . .
8 Epsom and St Helier University I-_|osmta|s 62.5 100 30 30 75 | 714 | 100 | 969 | 832
NHS Trust (Epsom General Hospital)
Frimley Park Hospitals NHS Foundation 100 30 30 725 100 | 875 | 958 | 100 | 8955
Trust
Malfjstone and Tgnbrldge Wells NHS Trust 63.8 100 30 45 375 | 62.5 75 93.8 | 7656
(Maidstone Hospital)
Maidstone and Tunbridge Wells NHS Trust |7 6 999 | a9 | 72.5 | 87.5 | 62.5 | 70.8 | 85.9 | 821
(Tunbridge Wells Hospital)
Medway NHS Foundation Trust, Medway 63.8 30 70 525 100 | 51.8 75 100 | 748
PCT and Swale PCT
Royal Surrey County Hospital NHS 75 | 80 | 60 | 60 | 100 |69.6| 958 | 93.8 | 79.3
Foundation Trust
Surrey & Sussex Healthcare NHS Trust 62.5 100 80 75 100 | 67.9 75 | 516 | 76.5
Western Sussex Hospitals NHS Trust (St 667 | 25 | 70 | 40 |625 |375| 91.7 |59.4 | 56.6
Richard's Hospital)
Western Sussex Hospitals NHS Trust
(Worthing & Southlands Hospitals NHS 62.5 100 60 55 87.5 | 625 | 958 | 65.6 | 73.6

Trust)
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Total organisational score

A total organisational score is obtained by calculating the average of the 8 domain scores.

The map below shows the overall organisational position performance of hospitals
nationally. Each symbol represents a hospital, colour coded by whether it is in the top 25%
of hospitals (upper quartile), the bottom 25% of hospitals (lower quartile), or the middle
half. The table below shows the range of scores for all 190 hospitals in the audit.

Intermediate
scores

Lower scores Higher scores

48 hospitals (25%) 95 hospitals (50%) 47 hospitals (25%)
Scored 11.5-66.6 Scored 66.6-80.4 Scored 80.4-97.5

The median organisational score nationally is 73.3
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Domain 1 — Acute care organisation

This domain includes:

e the presence of 7 acute criteria which define a high quality stroke unit for stroke
patients in the first 72 hours after stroke. These criteria are: access to immediate
brain imaging, continuous physiological monitoring, nurses trained in swallow
screening, nurses trained in stroke assessment/management, existence of stroke
protocols, direct admission to a stroke unit and specialist ward rounds.

e the level of thrombolysis (clot-busting treatment) either on-site or in a formal

arrangement

e the percentage of patients thrombolysed from 1 April 2011 to 31 March 2012

The map below shows the relative position of hospitals nationally for Domain 1. Each
symbol represents a hospital, colour coded by whether it is in the top 25% of hospitals
(upper quartile), the bottom 25% of hospitals (lower quartile), or the middle half.

The table below shows the range of scores for all 190 hospitals in the audit. The median

national score is 68.8.

Lower scores

Intermediate scores

Higher scores

67 hospitals (35%)
scored 0-62.5

81 hospitals (43%)
scored 66.7-75.0

42 hospitals (22%)
Scored 87.5-100

10
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Domain 2 — Organisation of care

This domain includes:

the location of stroke patients on the day of the audit

ratio of stroke unit beds to the number of inpatients with stroke

presence and composition of a stroke/neurology specialist early supported discharge
(ESD) multidisciplinary team

presence and composition of a stroke/neurology specialist community team for
longer term management

access to physiotherapist, occupational therapist or speech and language therapist in
specialist ESD team within 48 hours

The map below shows the relative position of hospitals nationally for Domain 2. Each
symbol represents a hospital, colour coded by whether it is in the top 25% of hospitals
(upper quartile), the bottom 25% of hospitals (lower quartile), or the middle half.

The table below shows the range of scores for all 190 hospitals in the audit. The median
national score is 65.0

Lower scores Intermediate scores Higher scores
56 hospitals (29%) 89 hospitals (47%) 45 hospitals (24%)
Scored 0-45.0 Scored 50.0-80.0 Scored 85.0-100

12
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Domain 3 - Specialist Roles

This domain describes and quantifies the specialist medical care available for participating
hospitals. It includes:

the number of consultant ward rounds per week for stroke units

the seniority of nurses and therapists

access to social work expertise, orthoptics, orthotics and podiatry (foot health) within
5 days

treatment of palliative care patients on the stroke unit

access to clinical psychologists and aspects of psychological care provided

provision of educational and vocational training

whether or not patients stay in bed until assessed by physiotherapist

The map below shows the Domain 3 position performance of hospitals nationally. Each
symbol represents a hospital, colour coded by whether it is in the top 25% of hospitals
(upper quartile), the bottom 25% of hospitals (lower quartile), or the middle half.

The table below shows the range of scores for all 190 hospitals in the audit. The median
national score is 70.0

Lower scores Intermediate scores Higher scores
66 hospitals (35%) 78 hospitals (41%) 46 hospitals (24%)
Scored 0-60.0 Scored 62.5-80.0 Scored 81.3-100

14
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Domain 4 - Inter disciplinary services (for hospitals with a stroke unit)

The composition of the multidisciplinary team and staffing of different professions in the
stroke units are described and the ratio of staff to stroke unit beds quantified. Research
shows patients with acute stroke should be offered organised inpatient care, which is
typically provided by a co-ordinated multidisciplinary team operating within a discrete

stroke ward. This domain includes:
e Qualified nurses on duty at 10 am weekdays per 10 SU beds
e Care assistants on duty at 10 am weekdays per 10 SU beds

e Qualified therapy staff availability in WTE (Whole Time Equivalents) per 10 stroke

unit beds: Clinical psychology/Dietetics/Occupational

Therapy/Physiotherapy/Speech & Language Therapy/Pharmacy
e 6 or 7 day working for occupational therapy, physiotherapy, speech and language

therapy

The map below shows the Domain 4 position performance of hospitals nationally. Each
symbol represents a hospital, colour coded by whether it is in the top 25% of hospitals
(upper quartile), the bottom 25% of hospitals (lower quartile), or the middle half.

The table below shows the range of scores for all 190 hospitals in the audit. The median

national score is 52.5.

Lower scores

Intermediate scores

Higher scores

54 hospitals (29%)
Scored 0-42.5

96 hospitals (51%)
Scored 45.0-65.0

40 (21%)
Scored 67.5-87.5

16
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Domain 5 — TIA/neurovascular service

This domain includes the provision of services for patients with transient ischaemic attack
(mini stroke). It includes:
e the timeframes in which both HIGH and LOW risk patients can be seen, investigated
and treated
e the usual waiting time to get carotid imaging for both HIGH and LOW risk TIA

The map below shows the Domain 5 position performance of hospitals nationally. Each
symbol represents a hospital, colour coded by whether it is in the top 25% of hospitals
(upper quartile), the bottom 25% of hospitals (lower quartile), or the middle half.

The table below shows the range of scores for all 190 hospitals in the audit. The median
national score is 87.5.

Lower scores Intermediate scores Higher scores
79 hospitals (42%) 111 hospitals (58%) 0 hospitals (0%)
Scored 25-75.0 Scored 87.5-100 NA

*For this domain there are no hospitals in the ‘higher score’ category due to the large number of hospitals
scoring 75% or 100%.

18
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Domain 6 — Quality improvement, training and research

This domain highlights the importance of strategic management, staff education and
participation in stroke research. All these areas are fundamental to ensure a stroke service
that is sustainable up to a high standard and able to react to changes in service provision.
The domain includes:

e the production of a report on the stroke service for trust board (e.g. on audit results)

e membership of a strategic group responsible for stroke

e funding for external courses available for nurses & therapists and the number of

study days funded between April 2011 and March 2012
e participation in clinical research studies

The map below shows the Domain 6 position performance of hospitals nationally. Each
symbol represents a hospital, colour coded by whether it is in the top 25% of hospitals
(upper quartile), the bottom 25% of hospitals (lower quartile), or the middle half.

The table below shows the range of scores for all 190 hospitals in the audit. The median
national score is 80.4.

Lower scores Intermediate scores Higher scores
54 hospitals (28%) 102 hospitals (54%) 34 hospitals (18%)
Scored 14.3-64.3 Scored 66.1-92.9 Scored 96.4-100

20
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Domain 7 — Team working

The domain includes:
e the frequency of formal team meetings
e membership of the team
e whether or not all stroke patients are discussed in the meetings

The map below shows the Domain 7 position performance of hospitals nationally. Each
symbol represents a hospital, colour coded by whether it is in the top 25% of hospitals
(upper quartile), the bottom 25% of hospitals (lower quartile), or the middle half.

The table below shows the range of scores for all 190 hospitals in the audit. The median
national score is 87.5.

Lower scores Intermediate scores Higher scores
67 hospitals (35%) 106 hospitals (56%) 17 hospitals (9%)
Scored 0-79.2 Scored 83.3-95.8 Scored 100-100

22
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Domain 8 - Communication with patients and carers

The domain includes:

whether patients have access to their management plan

availability of patient information on each of the following topics for stroke units &
outpatients: Patient version of national or local guidelines/standards/Social
services/Benefits agencies/Secondary prevention advice

whether patients are given a personalised rehabilitation discharge plan

formal links with patients and carers organisations on ALL of the following: services
provision, audit, and service reviews and future plans

community user group for stroke

policy to give patients a named contact on transfer from hospital to the community
patient/carer views sought on stroke services

report produced within past 12 months which analysed views of patients

The map below shows the Domain 8 position performance of hospitals nationally. Each
symbol represents a hospital, colour coded by whether it is in the top 25% of hospitals
(upper quartile), the bottom 25% of hospitals (lower quartile), or the middle half.

The table below shows the range of scores for all 190 hospitals in the audit. The median
national score is 81.3.

Lower scores Intermediate scores Higher scores
48 hospitals (25%) 112 hospitals (59%) 30 hospitals (16%)
Scored 12.5-62.5 Scored 64.1-93.8 Scored 95.3-100
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Section 2: Regional Public Tables

The tables in this chapter give named hospital results in alphabetical order of trust name for
hospitals in the South East Coast. Please note this describes the self-reported status on 2
July 2012. These tables should be read in context as part of the full SSNAP Acute
Organisational Audit Report 2012 and the full audit questions (appendix 2 of the report).

The tables describe the performance for some selected indicators for each site in the South
East Coast. Each hospital’s results are spread across three tables on consecutive pages.
These measures each represent an important aspect of good stroke care organisation. The
national median for each measure is given in the top row of the table to enable
benchmarking.

A scoring system was developed to enable sites to compare their organisation of stroke care
with other sites. The scores for 8 separate components of organisation each range from 0 to
100 with 100 being the optimal score. A total organisational score is obtained by calculating
the average of the 8 domain scores. The 25% of hospitals with the best stroke care
organisation are in the upper quartile, the least well organised 25% of hospitals are in the
lower quartile. The middle half lie between the two.

The three tables are colour coded to facilitate ease of use. Table 1 gives information about
the type and number of stroke unit beds within each hospital, the quality of these beds
according to the number of acute criteria (max 7), stroke unit features (max. 5) as a marker
for quality of all stroke units, the level of thrombolysis provision on-site or with local
arrangements, and staffing levels.

Table 2 includes information about the availability of a specialist early supported discharge
team and a specialist community rehabilitation team, the availability of a neurovascular/TIA
clinic and waiting times to be seen and investigated, quality improvement measures,
research and patient involvement. The total organisational score is an aggregated score
across all domains.

Table 3 includes information about leadership, participation in SINAP (the acute stroke
audit), individual domain scores and overall score.

Please see the key to the tables in the full report, available from
www.rcplondon.ac.uk/ssnap

26






27

(asnuL SHN s|exdsoH spuejyinos

OoN uelpaw mojag | uelpaw sjenb3 oN UBIPaW 9AOQY | UBIPAW 9AOQY | UBIPAW 3AOQY | UBIpaW MO|ag 91IS-U0 /£ /T 12 9 VN 8T 0 0 ) ST G Sy RS WEREERY
oN uelpaw Mojdg | UBIpaW dA0qy oN ueIpawW 9A0QY | UBIPAW MO|ag | UBIpaW Mojag | Uelpawl mojag SwiswaBueLe [e20] € S VN 0z 0 0 (jendsoH

: : : ’ : : y3nouyi £/t ‘@us-uo £/yz> ¥
S,pJeYIIY 3S) 1SNJL SHN S|BUASOH X3SSNS UISISIAN
S9A UBIpaW aA0qY | UBIpaW Mojag OoN UBIpaW aA0qY | UBIPaW aA0qY | UBIPBW MO|3g | UBIPaW Mojag 91IS-U0 / /T € S VN 8T ¥ 0 1SNJ1 SHN 2Je2Y3|eaH Xassns g Aauing
SN
oN UeIpaW 9A0OQY | UEBIpaW dA0QY OoN UBIPaW MO[3g = UBIPaW MO[3g | UBIPaW dAOQY = UBIPAW MO|ag 91IS-U0 / /T S 9 VN vz 0 0 UO11epUNGJ SHN [eMdSOH A1UNOD ASLing [eAoy
oN uelpaw Mojag | UeIpaw Mmo|ag oN UeIpaW MO[ag | UeIpaW MO[3g | UBIpaW Mo|dg | UBIPaW Mo|ag 9)1S-U0 /£ /17T v S S €T 0 4 DRI
pue [Dd AempalA “4snJ] uollepunod SHN Aempaln
S9A UBIpaW MO[3g | UBIPaW MO|ag OoN UBIPaW MO[3g | UBIPAW dAOQY | URIPIW SAOQY | UBIPAW A0QY 9)IS-U0 / /T v L VN 8 0 0 (Iedsok sjiapm 28pugun)
i ) i ) i i i 1SN4L SHN S|I2M 8plqun pue auoispleln
SaA ueipaw Mo[3g | UeIpaW Mmojag oN Uelpaw Mojag | UBIpaW aA0qY W 9A0QY | UBIpaW Mojag 9115-U0 /£ /17T 2 S VN 9z 0 0 (/eudsoH duoispiein)
i i i ) ) ) 1SNJL SHN SII9M 98pliquny pue auoisplejn
S9A uelpaw sjenb3 | uelpaw anoqy oN UBIPOW 9AOQY | UBIPSW 9AOQY | UBIPIW 9AOQY | UBIPAW 9AOQY 9)Is-U0 £/ S VN L 0 9T o1 ISNJ UoiepuUNo4 SHN s|eydsoH yied Asjwiig
SOA ueipaw sjenb3 | ueipaw sjenb3 S9A UBIPaW 9AOQY | UBIPAW dAOQY W MO[3g | UBIPAW MO|ag 9)IS-U0 / /T S 9 VN 8T 0 0 (Iea1dSOH [e25UBD LI0S3) 35N
: : : : : . SHN s|endsoH Aysiaaiun JaljaH 1S pue wosd3
oN UelpaW aAOQY | UBIPAW Mojag oN UeIpaW MO[3g = UEIpaW MO[ag | UBIpaW Mo|ag = UBIpaW Mmo|ag 9)1s-U0 £ /17T v VN 9 0 ST 8 (leudsoH |e1ausD L4sIa
i : : : ’ : : 2uJIN0QIse3) 1SnJ] SHN 3Je2Y)[eaH X3ssNS 1se3
(lendson
OoN UeIpaw Mo[3g | UBIPaW MO|ag oN UBIpaW 9AOQY | UBIPAW MO|9g | UBIPAW MO[ag | UBIPaW 9A0QY 91IS-U0 /£ /T 2 VN 9 0 T 9 TS FE L U S S O
SaA UelpaW aAOQY | UBIpPAW Mojag oN UelpaW Mo[3g = UeIpaw Mmo|ag uelpaw mojag 9)1S-U0 £ /17T S S S 9T 0 8 (jea1dSOH AS/JRH Weiin) sn4L
' : : : ' : uonepunod SHN Alsiaaiun s|eadsoH jua) 1se3
(lendson
SaA UBIpaW AOQY | UBIPAW Mojag oN UeIpaW dA0QY | UBIPAW MO|ag 9115-U0 /£ /17T S 9 VN 6T 0 0 JBYIO USSND BYL Y1agezi|3 usanp) Isn. L
uolepuno4 SHN Alsianiun sjendsoH juay 1se3
S9A ueipaw Mojag | uelpaw mojag oN Uelpaw Mojag = Uelpaw mojag 9)1S-U0 £ /T v VN 9 0 A s 8 (jendsoH Ainguazue) pue Juay|) 3snig
uol1epuno4 SHN Austaniun sjendso juay ise3
SaA uelpaw mojag | uelpaw sjenby oN Uelpaw Mojag | UeIpaW MO[3g | UBIPaW MO[dg | UBIPaW MO|ag 9)1S-U0 /£ /17T v S VN €z 0 0 N G ) ST
oN UBIpaW AOQY | UBIPAW Mojag oN UBIpaW MO[3g = UBIPaW MO[3g | UBIPaW MO[ag  UBIpaW dA0QY 91IS-U0 £/ S 9 VN 44 0 0 (leudson Aunog xassns jeAoy) 3sniL
' : : ' ! : . SHN s|eudsoH Aysiaalun xassng pue uolysug
OoN UBIpaW MO[3g | UBIPaW MO|ag oN UBIPaW MO[3g | UBIPAW SAOQY | UBIPAW dAOQY | UBIPAW MO|ag 91IS-U0 / /1T S 9 VN 0T 0 0 (y1eaH spiemAeH |eyidsoH |eAoy ssadulid) 3snJL
SHN s|eudsoH Aysianiun xassns pue uoiysug
1SN
oN UeIpaW 9AOQY | UEBIpaW dA0QY oN UBIpaW dAOQY | UBIPAW MO|9g | UBIPaW 9AOQY | URIPAW Mojag 91I5-U0 / /T S VN 9 0 0z 9 UO11EPUNOJ SHN [e1ASOH 5,115 15 PU PIOSY
15D0) 15037 Y1nOS - pue|Su3 jo Yyinos
%¢CS 9T 0T %ET L¥'0 60T €T 00'8 %06 14 9 9 9T 0 0 TYNOILVN

suemisAyd
spaq NS ||e 4o} Emp_:m:mu ”v_obm n:m_.”__.dn\um\._.n_ SR £ spaq QT Jad spaq spaqg ns 0T Jad uoljeloge||0d panaiyoe
(s)1s180j0yoAsd S3IM - Adesay N : spaq spaq spaq | spaq | spaq
L apa— >99m Jad awiy 104 S311IAIOE Jo z1sea|1e - SIIM - Adesayl| QT 49d SILM | STLM - SISINN |Ul JO 9ISUO PaJao UoIsinoid | eLIBIID DINS cadA) | padAL | gadA) [z adAyL | T adAL Z10Z dweN 31s
J0300p Jowunf pawuweiSosd | Joy Supjiom |leuonednadQ |- AdessyloisAyd £/¥T pue Aljigejieay S Jo JaquinN
Jo JaquinN Aep £ 109 B CEERIE
s|ans| Suiyyers uoisinoad sisAjoquioay $4niesy PandIYIE ELIILD oasuo
}uUN j011S | 33Nde Jo JaqUINN | SPaQ ) 0.43S JO JaquInN

ZT0Z Moday upny |euonesiuesig a3ndy
(dVNSS) swweiSoid HpNY [EUOHEN 2H0.IS [FUIUSS






28

oN oN o 4 VN S9A S9A S9A T S9A S9A S9A S9A S9A (3L SHN s|edsoH spuejanos
e { ueyy aIoN 3 SUIyLIOAN) 1SN SHN S|eMdSOH Xassng U1a1sa\
oN oN snonunuo) 4 VN S9A oN SaA T oN SaA wea| oN wea] oN oN (jendsoHq
S,p4eYdIY 1S) ISNJL SHN S|eUdSOH XassNS UJ91SaM
S9A oN JaNSN v S S9A S9A SaA 0 S9A S9A S9A S9A S9A ISNJL SHN 24e2Y1{eaH Xassns 1 Aa.ung
IsnJL
S9A SaA snonuiuo) 43 z SaA SaA SaA T wea| oN oN S9A S9A S9A UONEPUNO SHN e3dSoH Auno) AN [eoy
SaA SaA snonuiuo) 4 v SaA SaA SaA w SaA SaA SaA S9A SaA ADRIGIES
pue |4 AempaA ‘4sni| uollepunod SHN Aempaln
oN SaA snonuiuo) 4 VN S9A SaA SaA T S9A SaA S9A S9A S9A (121dSOH si3p 38prqun.)
’ ISNJL SHN S|[9M 8plqun | pue auolsplely
oN SaA snonuiuo) T VN SaA SaA oN z SaA S9A SaA SaA SaA (1eudsor Suoispieiv)
: ISNIL SHN S|[9M @8pliqun| pue auoisplej
S9A SaA snonuiuo) € L SaA SaA SaA z wea| oN oN EEN SIA SIA 1SNJ| Uol3ePUNOS SHN S|eHdSOH Yied Asjwii4
S9A SOA snonuiuo) 0 9 S9A S9A oN z S9A S9A S9A S9A S9A (Ie21dSOH [e23USD LI0SC3) 35N
: SHN s|eadsoH Asiaaiun JaljaH 1S pue wosd3
oN oN 1eah 9 9 SaA SaA SaA T SaA SaA SaA SaA SaA (leudsoH [e1ausD L4sIa
2 92UO UeY] 5597 2uJIN0qise3) 1snJ] SHN dJedy}|ea xassng 1se3
oN oN Jeah e sawn g-T 0 9 S9A S9A oN T SOA S9A S9A S9A S9A (jeaidson
’ 159nbuo)) 15N SHN 2Je2Y3|eaH Xassns 1se3
SaA oN snonuijuo) 1T 9 SaA SaA S9A S wea| oN oN wea] oN wea| oN oN ([eudsOH Adner wieylip) sniL
: uol1epuno4 SHN Ausi1aniun sjendsoH juay 1se3
ook (lendsoH
SaA oN 2ERND UEIRGET 0T L SaA SaA S9A z wea] oN oN wea] oN wea| oN oN J9Y1O\] U3ND By Y13gezi|3 uaanp) IsniL
uollepuno4 SHN Alsianiun sjedsoH juay 1se3
ON SOA m#:“”my\fm_o_\,_ 8 9 SOA S9A SOA 2z wea] oN ON wea] oN wea] oN ON (lendsoH Ainguajue) pue juay) 1snJy
uollepuno4 SHN Ausianiun sjendsoy juay 1se3
Jeah
& €0y © 92UO UBY} 5597 8 [ =2 =2 €0y & =2 gl =2 e S 1SNJL SHN WEYSIARID 13 pJojlieq
SaA SaA snonuiuo) 6 VN SaA SaA oN T SaA S9A SaA S9A SaA (jeadsok Aiuno xassng [eAoy) 3sniL
N SHN s|eudsoH Ausianlun xassng pue uojysug
SOA OoN snonuiuo) 6 VN SOA SOA OoN T SOA SOA SOA SOA SOA (yae3H spiemAey |eaidsoH [eAoy ss@dulld) ISNJL
SHN s|eudsoH Aysianlun xassns pue uoiysug
1SN
SaA S9A JeahA e sawn ¢-T 8 9 SaA SaA S9A o1 SaA S9A SaA SOA S9A uolepuNo4 SHN |eHdSOH S,1913d 1S PUe pJojysy
500D 1503 Y3N0S - pue|su3 Jo Yinos
%ES %89 %Ly 14 S %€6 %56 %€9 [4 %18 %LS %06 %68 %99 1YNOILVN
e sjuaned sjuaned
213Ny pue SMaIA3L - om SEE ENJIN Jeah ysed syuaned ys|y ey 21Ul YIL Ut 17VS pue ERGEE S 17VS pue
92IAI3S ANV ‘AUpne R :.u:ts m‘_w‘_mubn_mzmn :u‘_mmmm‘_ Joy 3|qisuodsau | ul pJeoq 1sniy MO 10} y23am e shep £) Aep axou juawjulodde | 10 ‘1d Suipnpul T e p———— 10 ‘1d Suipnjoul | weay gs3
‘uoisinoad a1nIS ——— uw.mn - _mr:e EME dnoug o18a1e11s | Joj paonpoud | e ulyum pajeasy eI R 10} siaquiaw a,m__m_owam I siaqwaw aJow | 3sierads 210 dwep aus
uo suonjesiuegio JO s1IaquidW | SIVIAISS D)0J3S | pue palesiisanul 1lem 03 sAep | aiow o  yum o , y JO 7 YUM wea} | oS
s1aiea/juaned UGEENTEN: EDLIENTRYY) || FOMHY 40 JaquinN uo poday | ‘uaas sauaned y|L [ (EREESER] joJaqunN | 1YD3sijeads RHORS || <00 L) CREERR @s3 sijeads
Hoday ‘uaas syuaned v
Y3M Syul| jewio
JUBWIAA|OAUI JUBlRd Yoieasay juawanoidwi Ayjenp 2IAIS JB|NISEAOINAN/VIL uoneyjiqeyas Ayjunwwo) 981eyasip payoddns Aje3

ZT0Z Moday upny |euonesiuesig a3ndy
(dVNSS) swweiSoid HpNY [EUOHEN 2H0.IS [FUIUSS






29

(3snJL SHN s|eadsoH spue|yinos

418Y SIpPPIN 418y SIppIN 9'€L 9'99 8'36 S'79 S'L8 <SS 09 00T S'79 ON S9A 13 SUILLIOM) ISNLL SHN S|E3IdSOH X3SSNS LISISaMm
3|1enb Jamo J1BY 3|ppIN 999 7’69 L'16 S'LE S'?9 oy 0L 14 £'99 ON S9A (lewdsoH
S,p4eYdIY 1S) ISNJL SHN S|eUdSOH XassNS UJ91SaM
418y S|pPPIN a|ienb uaddn S'9L 9'1S SL 6°L9 00T SL 08 00T S'79 SOA SIA ISnJL SHN 34B2Y}[edH Xassng g Aaung
. . . i IsnJL
48y S|pPIN 3By S|ppIN €6L 8'¢6 8’36 9'69 00T 09 09 08 SL SOA S9A uonepunoy SHN [endso Auno Asuins jeAoy
ey 3IppIN 48y 3|ppIN 8L 00T SL 8'1S 00T S¢S 0oL 08 8'89 SSA SIA B
: : pue |4 AempaA ‘4sni| uollepunod SHN Aempaln
e11dsoH s|ja/ @8pliqun
3|ienb addn | 3jiJenb Jaddn 18 658 8'0L S79 S'/8 S 06 00T S'L8 SOA SOA (1EwdsoH sijam 28puqund)
ISNJL SHN S|[9M 8plqun | pue auolsplely
ey a|pp! 3|lienb Jamo P P . . . & & (lendsoH auoispie|)
ey 3|ppIN I 7l 99L 8'€6 SL S'79 S'L8 Sy 08 00T 8'89 A A 1S SHN SII9M 35pLIGUNL pUE SUCISPIEN
ajipenb uaddn | ajuenb uaddn 568 00T 8'S6 S'L8 00T STL 08 08 00T SIA SIA 1SNJL UOIEPUNO4 SHN S[eldsoH Yied Asjwiiy
e11dsoH [eJauag wosd3) 1snd
3|ienb saddn | 9jnJenb Jamo Tes 696 00T v'IL SL 08 08 00T S79 SOA SOA {fzadson | 9 R
SHN s|eadsoH Asiaaiun JaljaH 1S pue wosd3
ey a|pp! 3|1enb Jamo’ . : . . : X 9, s (leudsoH [e1ausD L4sIa
ey 3IppIN I 7l 169 €95 6L ¥'96 S79 oy 0s 00T 8'89 A A UIN0GISE3) ISNLL SHN BJEIY}EdH XassNS 15e3
ey 3|pp! ey a|pp! . f g P . . . & (lexdsoH
ey 3|ppIN 48y 3|ppIN S'29 609 6L 7L SL S'Ly 0s 00T €99 A A 159NbUOY) ISNL SHN SJEIUHESH XassNS 3sed
(lendsoH AanseH weljjipn) asna
b 1add . . . . .
4ey 3|ppIN 3jlyenb Jaadn 9'8L S'/8 S'/8 7'96 0ot S'29 08 o SL S9A S9A uonepUNOd SHN Asianiun sjeydsoH Jusy 1se3
(lendsoH
4ey 3|pp!IN a|ienb uaddn S'8L 8'89 L'T6 00T 00T S'29 06 o SL S9A S9A J3YIO|Al UI3ND Y] Y3aqez!|3 uaanp) IsniL
uollepuno4 SHN Alsianiun sjedsoH juay 1se3
ey 3IppIN a|inenb Jaddn 9'SL fard 8'96 6'€8 00T STy SL oy SL S9A SIA (lendsoH Aunguajued pue Juay) IsniL
uollepuno4 SHN Ausianiun sjendsoy juay 1se3
ey 3|pp! ey a|pp! f : . 9 9,
ey 3|ppIN 48y 3|ppIN 699 ST €'e8 €68 SL ot oL 06 SL A SIA 151 SHN Weysanels 13 plofuied
ey1dsoH Aluno) xassng |eAoy) 1snJ
Jley dppIN | 3idenb taddn 172 '8 SL SL SL o€ 09 00T 8'89 ON SOA { H . S! JasniL
SHN s|eudsoH Ausianlun xassng pue uojysug
ey 3|ppIN 3|ienb uaddn £'89 6TL £'99 SL SL St 0S 00T 579 ON SIA (y3eaH spiemAey |eydsoH |eAoy ssadulid) 3sndL
SHN s|eudsoH Aysianlun xassns pue uoiysug
. . . . . . 1SN
318y S|pPIN 418y SIppIN 108 8'¢€6 6L 7’96 00T STy 09 00T 8'89 SOA SIA UOIEPUNO4 SHN [BNdSOH 5,1833d 1S pUE PJOJysY
500D 1503 Y3N0S - pue|su3 Jo Yinos
€'EL €18 S'/8 08 S'/8 S'CS 0°0L 059 889 %95 %00T 1YNOILVN
BN
siaie) S90INIDS
2T0Z 24005 sSunas|y youeasay ERIIVEH s9j0y aled Jo uonesiuesiQ (Ajuo Jo} Ajjigisuodsau
goc Wz euolesiuesio RS G wes, ue Sujured] Je|NJSenoIna Aseudidsig sijenads | uonesiuess 2Je) 21nd ue|Su a|dpund Suine: awep a1
uonisod |jesan0 | uonisod (1e39A0 |euones| uoREdIUNWWO) L (P 1el] ‘1o | N o isije1dads 1es| o D 91Ny | puejdu3) dNIS | 3|dioul Iney [41014 N 21S
|elo]. £ urewoq 9 urewoq /VIL G ulewoq € ulewoq | g utewoq T ulewoq | ul Sunedpiued se pasiugodal

8 ulewoq

woq

uepIuI 30435

ZT0Z S2409S Ulewop }Ipne |euoijesiuesio andy

dVNIS

diysiapeaq

ZT0Z Moday upny |euonesiuesig a3ndy
(dVNSS) 3wweiSoid 1PNy [euoEN 9X0.S [BUIRUSS











NHS

Commissioning Board

CCG OUTCOMES
INDICATOR SET

2013/14: TECHNICAL
GUIDANCE

IMPROVED
OUTCOMES

O
® ‘ AND L ' P v

BETTER I

CUSTOMER SERVICE LI\OII\E'\%S%SIFOAN%N% = i l I

b HGHER

STANDARDS

SAFER CARE

v

THE NHS
CONSTITUTION
DECEMBER 2012 the NHS belongs to us all





CCG Outcomes
Indicator Set
2013/14

Technical Guidance

First published: December 2012





Contents

Page

Introduction 3
CCG Outcomes Indicator Set ‘at a glance guide 4
Domain 1
Preventing people from dying prematurely 5
Domain 2
Enhancing quality of life for people with long-term conditions 18
Domain 3
Helping people to recover from episodes of ill health or following injury 30
Domain 4
Ensuring that people have a positive experience of care 38
Domain 5
Treating and caring for people in a safe environment and
protecting them from avoidable harm 44
Annex 1: Equality Impact Assessments 47
Equality impact assessments prepared by NICE are included for COPD,
dementia, diabetes, maternity, mental health, liver disease and stroke.
NICE have also provided Equality Impact Assessments for measures
directly derived from the NHS Outcomes Framework and for COPD
in relation to the NHS Outcomes Framework
Annex 2: Health and Social Care Information Centre -

Timetable for data quality and baseline updates 48






Introduction

This Technical Guidance sets out the detailed definitions and data sources for each
CCG Outcomes Indicator Set measure, grouped under the five domains of the NHS
Outcomes Framework.

e for measures derived directly from the NHS Outcomes Framework an
indicator reference (highlighted in square brackets) and a weblink to the
official document have been provided. In these cases, the NHS Outcomes
Framework is the key source of guidance and information on clinical rationale,
historical context, equality impact and data sources;

e where measures have been developed from other data collections or audits,
templates are provided including descriptors, clinical rationale, data sources
and latest available baseline data.

In some cases, indicator methodologies have yet to complete final assurance
processes with the Health and Social Care Information Centre (HSCIC). The
assurance level at the time of printing is provided as part of the information table for
each indicator.

HSCIC has provided a schedule (see Annex 2) at the end of the Technical
Guidance. This sets out when updates on data collections and CCG Outcomes
Indicator Set baselines will be published and made available to clinical
commissioning groups through the HSCIC website and Indicator Portal.

Indicators that were recommended by NICE in August 2012 are marked with an
asterisk * in the title section of the indicator description.





C1.1 Combined indicator on potential years of life lost (PYLL) from causes
considered amenable to healthcare adults and children and young people (NHS
OF lai &ii) »

Reducing premature mortality from the major causes of death

C1.2 Under 75 mortality from cardiovascular disease (NHS OF1.1) ~ *

C1.3 Cardiac rehabilitation completion

C1.4 Myocardial infarction, stroke, stage 5 kidney disease in people with diabetes

C1.5 Mortality within 30 days of hospital admission for stroke

C1.6 Under 75 mortality from respiratory disease (NHS OF 1.2) ~ *

C1.7 Under 75 mortality from liver disease (NHS OF 1.3) »

C1.8 Emergency admissions for alcohol related liver disease

C1.9 Under 75 mortality from cancer (NHS OF 1.4) A *

C1.10 a and b Cancer survival: all cancers 1 and 5yrs (NHS OF 1.4.i and ii) »

C1.11 a and b Cancer survival: breast, lung & colorectal 1 and 5yrs (NHS OF
1.4ii and iv)”

Reducing premature death in people with serious mental illness
C1.12 People with severe mental illness who have received a list of physical
checks

Reducing deaths in babies and young children
C1.13 Antenatal assessment < 13 weeks

C1.14 Maternal smoking at delivery

C1.15 Breastfeeding prevalence at 6-8 weeks

Reducing premature death in people with learning disabilities
NHS OF indicator in development. No CCG measure at present

Enhancing quality of life for people with long term
conditions

C2.1 Health-related quality of life for people with long term conditions » **
(NHS OF 2)

Ensuring people feel supported to manage their condition
C2.2 People feeling supported to manage their condition (NHS OF 2.1) A * **

Improving functional ability in people with long term conditions

C2.3 People with COPD & Medical Research Council dyspnoea scale <3
referred to a pulmonary rehabilitation programme

C2.4 People with diabetes who have received nine care processes

C2.5 People with diabetes diagnosed less than one year referred to structured
education

Reducing time spent in hospital by people with long term conditions

C2.6 Unplanned hospitalisation for chronic ambulatory care sensitive
conditions in adults (NHS OF 2.3.i) »

C2.7 Unplanned hospitalisation for asthma,
19s (NHS OF 2.3.ii)

C2.8 Complications associated with diabetes including emergency admission for

diabetic ketoacidosis and lower limb amputation

Enhancing quality of life for carers
No CCG measure at present

and epilepsy in under

Enhancing quality of life for people with mental iliness

C2.9 Access to community mental health services by people from BME groups
C2.10 Access to psychological therapy services by people from BME groups
C2.11 & C2.12 Recovery following talking therapies (all ages and older than 65)

Enhancing quality of life for people with dementia
C2.13 Estimated diagnosis rate for people with dementia (NHS OF 2.6i)
C2.14 People with dementia prescribed anti-psychotic medication

Helping people to recover from episodes of ill health or

following injury

C3.1 Emergency admissions for acute conditions that should not usually require
hospital admission (NHS OF 3a) »
C3.2 Emergency readmissions within 30 days of discharge from hospital

(NHS OF 3b) *

Improving outcomes from planned treatments

C3.3 Increased health gain as assessed by patients for elective procedures

a) Hip rep 1t b) Knee r 1t ¢) Groin hernia d) Varicose veins
(NHS OF 3.1 i-iv)

Preventing lower respiratory tract infections (LRTI) in children from becoming
serious

C3.4 Emergency admissions for children with lower respiratory tract infections (NHS
OF 3.2) 7

Improving recovery from injuries and trauma
NHS OF indicator in development. No CCG measure at present

Improving recovery from stroke

People who have had a stroke who

C3.5 are admitted to an acute stroke unit within four hours of arrival to hospital
3.6 receive thrombolysis following an acute stroke

(3.7 are discharged from hospital with a joint health and social care plan

3.8 receive a follow-up assessment between 4-8 months after initial admission

Improving recovery from fragility fractures
No CCG measure at present

Helping older people to recover their independence after illness or injury
No CCG measure at present

CCG Outcomes

Indicators 2013/14
at a glance

Ensuring that people have a positive experience of care

Patient experience of primary and hospital care

C4.1 Patient experience of GP out of hours services (NHS OF 4aii) »
C4.2 Patient experience of hospital care (NHS OF 4 b)
C4.3 Friends and family test for inpatient acute and A&E (NHS OF 4c)

Improving people’s experience of outpatient care
C4.4 Patient experience of outpatient services (NHS OF 4.1)

Improving hospitals’ responsiveness to personal needs
C4.5 Responsiveness to in-patients’ personal needs (NHS OF 4.2)

Improving people’s experience of accident and emergency services
C4.6 Patient experience of A&E services (NHS OF 4.3)

Improving women and their families’ experience of maternity services
C4.7 Women's experience of maternity services (NHS OF 4.5)

Improving the experience of care for people at the end of their lives
NHS OF indicator in development. No CCG measure at present

Improving experience of healthcare for people with mental iliness
C4.8 Patient experience of community mental health services (NHS OF 4.7)

Improving children and young people’s experience of healthcare
NHS OF indicator in development. No CCG measure at present

Improving people’s experience of integrated care
NHS OF indicator in development. No CCG measure at present

NOTES & LEGEND
NHS OF: indicator derived from NHS Outcomes Framework

A NHS OF indicator that is also measurable at local authority level

* NHS OF Indicator shared with Public Health Outcomes Framework

** NHS OF Indicator complementary with Adult Social Care Outcomes
Framework

Other indicators are developed from NICE quality standards or other existing
data collections

Treating and caring for people in a safe environment

and protecting them from avoidable harm

C5.1 Patient safety incidents reported (NHS OF 5a)

Reducing the incidence of avoidable harm

C5.2 Incidence of Venous Thromboembolism (VTE) (NHS OF 5.1)

5.3 Incidence of healthcare associated infection MRSA (NHS OF 5.2.i)
C5.4 Incidence of healthcare associated infection C difficile (NHS OF 5.2.ii)

No CCG measures at present for category 2, 3 and 4 pressure ulcers and
incidence of medication errors causing serious harm

Improving the safety of maternity services
No CCG measure at present

Delivering safe care to children in acute settings
No CCG measure at present
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Deaths from causes considered ‘amenable’ to health care are premature deaths that
should not occur in the presence of timely and effective health care. The NHS also
contributes to reducing premature deaths from causes not considered ‘amenable’.
The inclusion of broader shared indicators, including the mortality indicators for
major diseases and infant mortality, reflect the contribution that the NHS can make to
outcomes where there is shared responsibility with public health, subject to final
publication of the Public Health Outcomes Framework. The NHS contribution will
include encouraging healthy behaviours and uptake of screening and vaccination
options, in addition to providing appropriate diagnosis, care planning and treatment.

The overarching indicator provides a picture of the NHS contribution to preventing
people from dying prematurely at CCG level.

Reduction in potential years of life lost from causes amenable to

health care
Title Potential years of life lost from causes considered amenable to
healthcare [NHS OF 1a]
la.i and 1a.ii are in pre-development.
These are overarching indicators.
Assurance level la Assured
Status lais live; la.i and la.ii are in pre-development.
Updated definition | Directly age and sex-standardised Potential Years of Life Lost
(PYLL) rate from causes considered amenable to health care per
100,000 CCG population
The NHS OF indicator will potentially be split into two parts:
la.i Adults (age 20+)
la.ii. Children and young people (under 20 years).

The CCG indicator will combine data from la.i and la.ii

Clinical rationale Causes considered amenable to health care are those from which
premature deaths should not occur in the presence of timely and
effective health care. The concept of ‘amenable’ mortality
generally relates to deaths under age 75, due to the difficulty in
determining cause of death in older people who often have
multiple morbidities. The Office for National Statistics (ONS)
produces mortality data by cause, which excludes deaths under 28
days (for which cause of death is not classified by ICD-10 codes).
These indicators therefore relate to deaths between 28 days and
74 years of age inclusive.

ONS consulted on a proposed list of causes considered amenable
to healthcare in February 2011 and updated the list in April 2012.
ONS'’s definition and related data for 2010 for England and Wales
can be found at: http://www.ons.gov.uk/ons/rel/subnational-
health4/avoidable-mortality-in-england-and-wales/2010/stb-
avoidable-mortality.html

Data source Office for National Statistics:
http://lwww.ons.gov.uk/ons/rel/subnational-health4/avoidable-
mortality-in-england-and-wales/2010/stb-avoidable-mortality.html




http://www.ons.gov.uk/ons/rel/subnational-health4/avoidable-mortality-in-england-and-wales/2010/stb-avoidable-mortality.html

http://www.ons.gov.uk/ons/rel/subnational-health4/avoidable-mortality-in-england-and-wales/2010/stb-avoidable-mortality.html

http://www.ons.gov.uk/ons/rel/subnational-health4/avoidable-mortality-in-england-and-wales/2010/stb-avoidable-mortality.html

http://www.ons.gov.uk/ons/rel/subnational-health4/avoidable-mortality-in-england-and-wales/2010/stb-avoidable-mortality.html

http://www.ons.gov.uk/ons/rel/subnational-health4/avoidable-mortality-in-england-and-wales/2010/stb-avoidable-mortality.html



and http://www.ons.gov.uk/ons/rel/pop-estimate/population-
estimates-for-england-and-wales/index.html

Numerator

Death registrations in the calendar year for all England deaths
based on GP of registration from the Primary Care Mortality
Database (PCMD).

Number of deaths from causes considered amenable to health
care multiplied by age-specific life expectancy for the relevant age-
group and gender.

Denominator

Unconstrained GP registered population counts by single year of
age and sex from the NHAIS (Exeter) Systems; supplied annually
on 1 January for the forthcoming calendar year.

NHS OF Technical
Appendix 2013/14

Pages: 10-13
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

Reducing premature mortality from the major causes of death:

cardiovascular disease

Title Under 75 mortality rate from cardiovascular disease [NHS OF
1.1] *

Assurance level Assured

Status Live

Definition Directly age and sex standardised mortality rate from

cardiovascular disease for people aged under 75 in the respective
calendar year per 100,000 CCG population.

Clinical rationale

One of four improvement areas which account for the large
portions of the disease burden amenable to health care. Progress
in these outcomes therefore provides a useful initial analysis of
what accounts for progress in the overarching indicators.

This indicator measures premature mortality from cardiovascular
disease, and seeks to encourage measures such as the prompt
diagnosis and effective management of cardiovascular conditions
and treatments to reduce the re-occurrence of cardiovascular
disease events and to prevent or to slow the process of chronic
cardiovascular conditions.

The detection of risk factors for, and the diagnosis and effective
treatment of, cardiovascular disease will influence mortality
associated with cardiovascular disease.

Data source

Primary Care Mortality Database (PCMD) and NHAIS (Exeter)
Systems.

Numerator

Number of deaths under 75 from cardiovascular disease.
Cardiovascular disease is defined in terms of the following ICD-10
codes: All ICD-10 codes in Chapter IX - Diseases of the
circulatory system (100-199).
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http://www.ons.gov.uk/ons/rel/pop-estimate/population-estimates-for-england-and-wales/index.html

http://www.ons.gov.uk/ons/rel/pop-estimate/population-estimates-for-england-and-wales/index.html

https://www.wp.dh.gov.uk/publications/files/2012/11/121109-Technical-Appendix.pdf

https://www.wp.dh.gov.uk/publications/files/2012/11/121109-Technical-Appendix.pdf



Death registrations in the calendar year for all England deaths
based on GP of registration from PCMD. Mortality data by cause
excludes deaths under 28 days for which cause of death is not
classified by ICD-10 code. This indicator therefore relates to
deaths between 28 days and 74 years of age inclusive.

GP Practice to CCG mapping file is used:
http://www.connectingforhealth.nhs.uk/systemsandservices/data/o
ds/ccginterim/index _html

Where no GP practice code is recorded in the PCMD, the CCG of
responsibility is derived using the home postcode of the individual
and a mapping files of postcode to lower super output area
(LSOA) and to CCG.

Denominator

Unconstrained GP registered population counts by single year of
age and sex from the NHAIS (Exeter) Systems; extracted annually
on 1 January for the forthcoming calendar year.

NHS OF Technical
Appendix 2013/14

Pages:14-15
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

Reducing premature mortality from the major causes of death:

cardiovascular disease

Title

Cardiac rehabilitation completion.

Definition

Number of patients with coronary heart disease who completed
cardiac rehabilitation. Completion is defined as the end of the
cardiac rehabilitation delivery phase and second assessment, as
collected by the national audit of cardiac rehabilitation (NACR).

Clinical rationale

Data source

National Audit of Cardiac Rehabilitation
http://www.cardiacrehabilitation.org.uk/nacr/

Numerator

Denominator

Methodology,
including case mix
adjustment

Reporting
arrangements

Baseline
achievement




http://www.cardiacrehabilitation.org.uk/nacr/

http://www.connectingforhealth.nhs.uk/systemsandservices/data/ods/ccginterim/index_html

http://www.connectingforhealth.nhs.uk/systemsandservices/data/ods/ccginterim/index_html

https://www.wp.dh.gov.uk/publications/files/2012/11/121109-Technical-Appendix.pdf

https://www.wp.dh.gov.uk/publications/files/2012/11/121109-Technical-Appendix.pdf



Reducing premature mortality from the major causes of death:

cardiovascular disease

Title

Myocardial infarction, stroke and stage 5 chronic kidney disease
in people with diabetes. *

Assurance level

Assured

Definition

Indirectly age and sex standardised rate of myocardial infarction,
stroke and stage 5 chronic kidney disease in people with
diabetes.

Clinical rationale

The intent of this indicator is to measure the proportion of people
with diabetes who develop long-term conditions or complications,
that may be exacerbated by poor management of diabetes.
Some, but not all, complications or episodes of ill-health may
potentially be avoidable with high-quality management of diabetes
in primary care. These long-term conditions or complications are
therefore used as proxies for outcomes of care.

Data source

The National Diabetes Audit (NDA)

Numerator

Number of people collected by the NDA who have a Hospital
Episode Statistics (HES) recording of MI, stroke or stage 5
chronic kidney disease (in primary and secondary diagnosis).

Denominator

Number of people with diabetes collected by the NDA.

Methodology,
including case
mix adjustment

Indirectly age and sex standardised rate.

Reporting
arrangements

Annual snapshot.

Baseline
achievement

Reducing premature mortality from the major causes of death:

cardio vascular disease

Title

Mortality within 30 days of hospital admission for stroke. *

Assurance level

Assured

Definition

Directly age and sex standardised rate of mortality within 30
days of hospital admission for stroke.

Clinical rationale

Some (but not all) deaths within a defined period after
admission to hospital may be avoidable through high-quality co-
ordinated specialist stroke care.
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Data source

Royal College of Physicians Sentinel Stroke National Audit
Programme (SSNAP).

Numerator

The number of spell records that have a mortality record within
30 (<=30) days of being admitted to hospital, including deaths
that occur in or out of hospital.

Denominator

The number of spells records where the patient was admitted
with a primary diagnosis of one or more of the following codes:
161.- Intracerebral haemorrhage;

163.- Cerebral infarction;

164.- Stroke not specified as haemorrhage or infarction

Methodology,
including case
mix adjustment

Directly age and sex standardised rate

Reporting
arrangements

Annual snapshot

Baseline
achievement

Reducing premature mortality from the major causes of

death: respiratory disease

Title Under 75 mortality from respiratory disease [NHS OF 1.2] *
Assurance level Assured

Status Live

Definition Directly age and sex standardised mortality rate from respiratory

disease for people aged under 75 in the respective calendar
year per 100,000 CCG population.

Clinical rationale

One of four improvement areas which account for the large
portions of the disease burden amenable to health care.
Progress in these outcomes therefore provides a useful initial
analysis of what accounts for progress in the overarching
indicators.

This indicator measures premature mortality from respiratory
disease, and seeks to encourage measures such as early and
accurate diagnosis, optimal pharmacotherapy, physical
interventions, prompt access to specialist respiratory care,
structured hospital admission and appropriate provision of home
oxygen.

The detection of risk factors for, and the diagnosis and effective
treatment of, respiratory disease will influence mortality
associated with respiratory disease.

Data source

Primary Care Mortality Database (PCMD) and NHAIS (Exeter)
Systems.

Numerator

Number of deaths under 75 from respiratory disease.
Respiratory disease is defined in terms of the following ICD-10
codes: All ICD-10 codes in Chapter X - Diseases of the
respiratory system (J00-J99)
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Death registrations in the calendar year for all England deaths
based on GP of registration from PCMD. Mortality data by
cause excludes deaths under 28 days for which cause of death
is not classified by ICD-10 code. This indicator therefore relates
to deaths between 28 days and 74 years of age inclusive.

GP Practice to CCG mapping file is used:
http://www.connectingforhealth.nhs.uk/systemsandservices/data
/ods/ccginterim/index_html

Where no GP practice code is recorded in the PCMD, the CCG
of responsibility is derived using the home postcode of the
individual and a mapping files of postcode to lower super output
area (LSOA) and to CCG.

Denominator

Unconstrained GP registered population counts by single year
of age and sex from the NHAIS (Exeter) Systems, extracted
annually on 1 January for the forthcoming calendar year.
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Reducing premature mortality from the major causes of

death: liver disease

Title Under 75 mortality rate from liver disease [NHS OF 1.3]
Assurance level Assurance not initiated.

Definition

Status NB Information available at CCG level will involve small

numbers

Clinical rationale

Data source

Numerator

Denominator

Methodology,
including case mix
adjustment

Reporting
arrangements

Baseline
achievement
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Pages 17-18
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Technical-Appendix.pdf
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Reducing premature mortality from the major causes of death:

liver disease

Title

Emergency admissions for alcohol-related liver disease. *

Assurance level

Assured

Definition

Directly age and sex standardised rate of emergency admissions
for alcohol related liver disease per 100,000 CCG population.

Clinical rationale

Some, but not all admissions for liver disease may be potentially
avoidable by high quality management in primary care. This
indicator therefore acts as a proxy for overall management.

Data source

Hospital Episode Statistics for Admitted Patient Care (HES APC)
(HSCIC) http://www.ic.nhs.uk/statistics-and-data-
collections/hospital-care/hospital-activity-hospital-episode-
statistics—hes

and NHAIS (Exeter) Systems.

GP Practice to CCG mapping file is used:
http://www.connectingforhealth.nhs.uk/systemsandservices/data/
ods/ccginterim/index_html

Where no GP practice code is recorded in the HES APC data, the
CCG of responsibility is derived using the lower super output area
(LSOA) of the individual and a mapping file of LSOA to CCG.

Numerator

The number of emergency admission spell records where the first
episode contains a primary diagnosis code of alcoholic liver
disease (K70).

Denominator

Unconstrained GP registered population counts by single year of
age and sex from the NHAIS (Exeter) Systems, extracted
annually on 1 April for the forthcoming financial year.

Methodology,
including case mix
adjustment

Directly age and sex standardised rate.

Reporting
arrangements

Rolling annual indicator, to be updated quarterly.

Baseline
achievement
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Reducing premature mortality from the major causes of death:

cancer

Title Under 75 mortality rate from cancer [NHS OF1.4] *
Assurance level Assured
Status Live

Updated definition

Directly age and sex standardised mortality rate from cancer
disease for people aged under 75 in the respective calendar year
per 100,000 CCG population.

Clinical rationale

One of four improvement areas which account for the large portions
of the disease burden amenable to health care. Progress in these
outcomes therefore provides a useful initial analysis of what
accounts for progress in the overarching indicators.

This indicator measures premature mortality from cancer, and seeks
to encourage measures such as early and accurate diagnosis,
optimal pharmacotherapy, physical interventions, prompt access to
specialist cancer care, structured hospital admission and
appropriate provision of home oxygen.

Data source

Primary Care Mortality Database (PCMD) and NHAIS (Exeter)
Systems.

ONS: mortality data by cause and mid-year population estimates:
http://www.ons.gov.uk/ons/publications/re-reference-
tables.html?edition=tcm%3A77-199137
http://www.ons.gov.uk/ons/publications/re-reference-
tables.html?edition=tcm%3A77-223131

Numerator

Number of deaths under 75 from all cancers.

Cancer is defined in terms of the following ICD10 codes:
All ICD-10 codes for Malignant Neoplasms in Chapter II -
Neoplasms (C00-C97).

Death registrations in the calendar year for all England deaths
based on GP of registration from PCMD. Mortality data by cause
excludes deaths under 28 days for which cause of death is not
classified by ICD-10 code. This indicator therefore relates to deaths
between 28 days and 74 years of age inclusive.

GP Practice to CCG mapping file is used;
http://www.connectingforhealth.nhs.uk/systemsandservices/data/od
s/ccqinterim/index_html

Where no GP practice code is recorded in the PCMD, the CCG of
responsibility is derived using the home postcode of the individual
and a mapping files of postcode to lower super output area (LSOA)
and to CCG.

Denominator

Unconstrained GP registered population counts by single year of
age and sex from the NHAIS (Exeter) Systems, extracted annually
on 1 January for the forthcoming calendar year.
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C1.10 a) and b)

Reduced years of life lost from cancer

Title

a) One year; and b) Five year survival from all cancers.
[NHS OF1.4.i and 1.4.i))

Assurance level

Assurance not initiated.

Status

In development

Definition

Indicator description: One-and five-year relative survival from the
three major cancers, colorectal, breast and lung, are currently
reported separately. These will be replaced with four aggregate
indicators for those aged 15 and over (the purpose of the change
being to include minor cancers and to enable robust disaggregation
to CCG level). The two aggregate indicators for C.10 are one and
five year survival for all cancers in adults 15+.

Relative survival is an estimate of the probability of survival from the
cancer alone. It is defined as the ratio of the observed survival and
the survival that would have been expected if the cancer patients
had experienced the same background mortality by age and sex as
the general population.

Note: ONS may replace ‘relative survival’ with ‘net survival’. 2011
figure will be on a different basis from the previous figures See link
to latest data using new methodology, which explains the difference:

http: //www.ons.gov.uk/ons/rel/cancer-unit/cancer-survival/2006---

2010--followed-up-to-2011/stb-cancer-survival.html

Colorectal, breast and lung cancers are defined in terms of the
following ICD-10 codes:
Colorectal C18-C20, C21.8; Breast C50; Lung C33-C34

Indicator format: One- and five-year standardised relative survival
percentage for adults (15-99 years).

Clinical rationale

Reduced years of life lost from cancer.

Data source

ONS: mortality data by cause (England and Wales):
http://lwww.ons.gov.uk/ons/rel/vsobl/mortality-statistics—deaths-
registered-in-england-and-wales—series-dr-/2010/dr-table5-
2010.xlIs

ONS: mid-year population estimates:
http://www.ons.gov.uk/ons/publications/re-reference-
tables.html?edition=tcm%3A77-231847

and http://www.ons.gov.uk/ons/rel/pop-estimate/population-
estimates-for-england-and-wales/index.html

ONS: cancer registrations data:
http://www.ons.gov.uk/ons/rel/vsobl/cancer-statistics-registrations—
england—series-mbl-/no—41—2010/rft-cancer-reqgistrations-
2010.xls
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Cl1.11 a)and b)

Reduced years of life lost from cancer

Title

a) One year; and b) Five year survival from breast, lung and
colorectal cancers. [NHS OF1.4.iii and 1.4.iv)

Assurance level

Assurance not initiated.

Status

In development

Definition

Indicator description: One-and five-year relative survival from the
three major cancers: colorectal, breast and lung, are currently
reported separately. These will be replaced with four aggregate
indicators for those aged 15 and over (the purpose of the change
being to include minor cancers and to enable robust disaggregation
to CCG level). The two aggregate indicators for C1.11 are one and
five year survival for breast, lung and colorectal cancer together in
adults 15+.

Relative survival is an estimate of the probability of survival from the
cancer alone. It is defined as the ratio of the observed survival and
the survival that would have been expected if the cancer patients
had experienced the same background mortality by age and sex as
the general population.

Colorectal, breast and lung cancers are defined in terms of the
following ICD-10 codes:
Colorectal C18-C20, C21.8; Breast C50; Lung C33-C34

Indicator format: One- and five-year standardised relative survival
percentage for adults (15-99 years).

Clinical rationale

Reduced years of life lost from cancer.

Data source

ONS: mortality data by cause (England and Wales):
http://www.ons.gov.uk/ons/rel/vsobl/mortality-statistics—deaths-
registered-in-england-and-wales—series-dr-/2010/dr-table5-
2010.xls

ONS: mid-year population estimates:
http://www.ons.gov.uk/ons/publications/re-reference-
tables.html?edition=tcm%3A77-231847

and http://www.ons.gov.uk/ons/rel/pop-estimate/population-
estimates-for-england-and-wales/index.html

ONS: cancer registrations data:
http://www.ons.gov.uk/ons/rel/vsobl/cancer-statistics-
registrations—england—series-mb1-/no—41—2010/rft-cancer-
registrations-2010.xls
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Cl.12 Reducing premature death in people with serious mental illness

Title

People with severe mental illness who have received a list of
physical checks.*

Assurance level

Assured

Definition

People with severe mental illness who have received a list of
physical checks.

Clinical rationale

Indicator 1.30 measures a key component of high-quality care as
defined in Schizophrenia NICE clinical guideline 82 (2009) and
Bipolar disorder NICE clinical guideline 38 (2006).

Data source

The indicator will be measured through the General Practice
Extraction Service (GPES).

Numerator

Number of people with a record of alcohol consumption, BMI, blood
pressure, total cholesterol to high-density lipoprotein ratio, blood
glucose or HbA;. and smoking status.

Denominator

Number of people on the practice list as at date (TBC) with a
diagnosis of SMI (schizophrenia, bipolar affective disorder and
other psychoses) as defined in the QOF MH rule set v22.0.

Methodology,
including case mix
adjustment

Percentage.

Reporting
arrangements

Annual snapshot.

Baseline
achievement

Reducing deaths in babies and young children

Title

Antenatal assessments <13 weeks. *

Assurance level

Assured with comments.

Definition

Antenatal assessments <13 weeks.

Clinical rationale

This indicator measures a key component of high-quality care as
defined in Antenatal care NICE clinical guideline 62 (2008)

Recommendation 1.2.5.2 states:
Early in pregnancy, all women should receive appropriate written
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information about the likely number, timing and content of
antenatal appointments associated with different options of care
and be given an opportunity to discuss this schedule with their
midwife or doctor.

Data source

Unify2

Numerator

Number of women in the relevant CCG population who have seen
a midwife or a maternity healthcare professional for health and
social care assessment of needs, risks and choices by 12 weeks
and 6 days of pregnancy.

Denominator

Not applicable

Methodology,
including case mix
adjustment

Number

Reporting
arrangements

Quarterly snapshot

Reducing deaths in babies and young children

Title

Maternal smoking at delivery. *

Assurance level

Assured

Definition

Smoking status at delivery.

Clinical rationale

This indicator measures a key component of high-quality care as
defined in NICE clinical guideline 62, recommendation 1.3.10.4,
which states: “Monitor smoking status and offer smoking
cessation advice, encouragement and support throughout the
pregnancy and beyond”.

Data source

Omnibus

Numerator

Number of maternities where mother recorded as smoking at
delivery

Denominator

Number of maternities in the relevant CCG

Methodology,
including case mix
adjustment

Percentage

Reporting
arrangements

Quarterly snapshot

Baseline
achievement
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Reducing deaths in babies and young children

Title

Breast feeding prevalence at 6-8 weeks. *

Assurance level

Assured.

Definition

Breast feeding prevalence at 6-8 weeks.

Clinical rationale

Indicator 1.29 measures an outcome of a key component of high-
quality care as defined guideline 62, recommendation 1.1.1.1,
which states:

“New antenatal information should be given to pregnant women
according to the following schedule.

Before or at 36 weeks: breastfeeding information, including
technique and good management practices that would help a
woman succeed, such as detailed in the UNICEF 'Baby Friendly

[IE1]

Initiative'.

Data source

Unify2

Numerator

Number of infants totally or partially breastfed at 6-8 weeks of age.

Denominator

Number of infants whose breastfeeding status was known at 6-8
weeks.

Methodology,
including case mix
adjustment

Percentage

Reporting
arrangements

Quarterly snapshot

Baseline
achievement
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Domain Two

Title

Enhancing the quality of life of people with
long term conditions

Enhancing quality of life for people with long term conditions

Improved health-related quality of life for people with long-term
conditions [NHS OF 2.0]*

Assurance level

Assurance not initiated. Method not yet shared with HSCIC

Status

In development.

Updated definition

Indicator description: Average health status score for
individuals aged 18 and over reporting that they have a long-term
condition.

Indicator construction: Case-mix adjusted average health
status (EQ-5D*) score for individuals aged 18 and over reporting
that they have a long-term condition. It assesses whether health-
related quality of life is increasing over time for the population with
long-term conditions, while controlling for measurable
confounders (age, gender, disease mix, etc).

Health status is derived from responses to Q34 on the GP Patient
Survey, which asks respondents to describe their health status
using the five dimensions of the EuroQuol 5D (EQ-5D) survey
instrument:

» Mobility

* Self-care

» Usual activities

* Pain/discomfort

» Anxiety/depression

Indicator format: number

*EQ-5D™ is a registered trademark of EuroQol. Further details
are available from http://www.euroqgol.org.

Long-term condition status for individuals is obtained from ‘yes’
responses to Question 30 in the GP Patient Survey: Do you have
a long-standing health condition? Response options: Yes, No,
Don’t know/can’t say.

Clinical rationale

The overarching indicator (together with complementary
improvement indicators) provide a picture of the NHS contribution
to improving the quality of life for those affected by long-term
conditions.

Data source

GP Patient Survey (GPPS).
The most recent GP Patient Survey data covering 2011/12 is
available at http://www.gp-patient.co.uk/results/

From 2011/12, health status (EQ-5D) and the questions required
for case-mix adjustment have been included in the GPPS
Health Survey for England (HSE).
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An alternative source that can be used to corroborate this
indicator is the Health Survey for England.
http://www.dh.gov.uk/en/Publicationsandstatistics/PublishedSurve
y/HealthSurveyForEngland/index.htm

(Data from the annual Health Survey for England is available
between 12 to 15 months after the end of each calendar year)
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Enhancing quality of life for people with long-term conditions

Title

A greater proportion of people aged 18 and over suffering from a
long-term condition feeling supported to manage their
condition.[NHS OF 2.1]*

Assurance level

Assurance not initiated. Method not yet shared with HSCIC.

Status

In development.

Definition

Indicator description: The proportion of people feeling supported
to manage their long-term condition.

Indicator construction: The indicator will be based on responses
to questions in the GP Patient Survey as follows:

Numerator: For people who answer yes to the Question 30 “Do
you have a long-standing health condition” (cited in template for
indicator 2). The numerator is the total number of ‘Yes, definitely’ or
‘Yes, to some extent’ answers to GPPS Question 32:

In the last 6 months, have you had enough support from local
services or organisations to help you manage your long-term
condition(s)? Please think about all services and organisations,
not just health services ¢ Yes, definitely ¢ Yes, to some extent « No ¢
I have not needed such support « Don’t know/can’t say

Responses will be weighted according to the following 0-100 scale:
“No” = 0 “Yes, to some extent” = 50 “Yes, definitely” = 100

Denominator: The denominator is the total number of ‘Yes,
definitely’, ‘Yes, to some extent’ and ‘No’ answers to question 32
above.

Indicator format: Percentage (weighted numerator/denominator)

Clinical rationale

Together with the overarching indicator, this improvement indicator
should provide a picture of the NHS contribution to improving the
guality of life for those with long-term conditions.

Data source

GP patient survey (GPPS) http://www.gp-patient.co.uk/
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Improving functional ability for people with long-term conditions

Title

People with COPD and Medical Research Council (MRC) Dyspnoea
Scale 23 referred to a pulmonary rehabilitation programme. *

Assurance level

Assured.

Definition

People with COPD and Medical Research Council (MRC) Dyspnoea
Scale 23 referred to a pulmonary rehabilitation programme.

Clinical rationale

The indicator measures a key component of high-quality care as
defined in the NICE quality standard for COPD: Statement 6, People
with COPD meeting appropriate criteria are offered an effective,
timely and accessible multidisciplinary pulmonary rehabilitation
programme.

Data source

General Practice Extraction Service (GPES) data.

Numerator

Patients with COPD (anywhere in record) and MRC Dyspnoea Scale
23 in the preceding 12 months referred to (or have attended) a
pulmonary rehabilitation programme.

Denominator

Patients with COPD (anywhere in record) and MRC Dyspnoea Scale
23 in the preceding 12 months.

Methodology,
including case mix
adjustment

Percentage

Reporting
arrangements

Annual snapshot

Baseline
achievement

Improving functional ability for people with longOterm conditions

Title

People with diabetes who have received nine care processes. *

Assurance level

Assured.

Definition

People with diabetes who have received nine care processes

Clinical rationale

The nine basic annual health checks for people with diabetes
measured by this indicator are:
¢ weight and BMI measurements
blood pressure
smoking status
blood test (HbA . or blood glucose levels)
urinary albumin test (or protein test to measure kidney
function)
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serum creatinine test (indicator for renal function)
cholesterol levels

eye check (retinopathy screening)

foot check.

Type 2 diabetes: footcare (NICE clinical guideline 10, 2004), Type 1
diabetes (NICE clinical guideline 15, 2004) and Type 2 diabetes
(NICE clinical guideline 87, 2009) state that people with diabetes
should receive key health checks to monitor and manage the
condition, as well as to reduce the risk of complications such as
stroke, heart disease and amputations.

Data source

The National Diabetes Audit (NDA).

Numerator

Number of people with diabetes collected by the NDA who have
received all of the nine care processes listed above within the audit
year as follows. Risk factors:

1. Blood pressure (Systolic and diastolic)

2. Blood test (HbAlc — blood glucose levels)

3. Cholesterol levels

4. BMI and weight

5. Smoking review

Tests for early complications

6. Foot exam

7. Eye screening (retinopathy screening)

8. Urinary albumin test (or protein test to measure the kidney
function)

9. Blood creatinine (indicator for renal function)

Denominator

Number of people with diabetes collected by the NDA, including
registration from primary and secondary care as follows:
Registrations from primary care — diabetes patients with a GP record
in the selected data. Registrations from secondary care — diabetes
patients with a secondary care record in the selected data but not a
GP record

Methodology,
including case mix
adjustment

Percentage

Reporting
arrangements

Annual snapshot

Baseline
achievement
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Improving functional ability for people with long-term conditions

Title

People with diabetes diagnosed less than a year who are referred to
structured education. *

Assurance level

Assured

Definition

People with diabetes diagnosed less than a year who are referred to
structured education.

Clinical rationale

This indicator measures a key component of high-quality care as
defined in the NICE quality standard for diabetes:

‘Statement 1: People with diabetes and/or their carers receive a
structured educational programme that fulfils the nationally agreed
criteria from the time of diagnosis, with annual review and access to
ongoing education’.

Data source

The National Diabetes Audit (NDA)

Numerator

Number of patients with diabetes collected by the National Diabetes
Audit (NDA) who have been diagnosed for less than one year with a
structured education referral recorded.

Denominator

Number of patients with diabetes who have been diagnosed for less
than one year as recorded in GP Adult Population Data.

Methodology,
including case mix
adjustment

Percentage

Reporting
arrangements

Annual snapshot

Baseline
achievement

Reducing time spent in hospital for people with long term

conditions

Title Unplanned hospitalisation for chronic ambulatory care sensitive
(ACS) conditions (adults).[NHS OF 2.3.1] *

Assurance level | Assured.

Status Live

Definition Directly age and sex standardised rate of unplanned hospitalisation

admissions for chronic ambulatory care sensitive conditions for
people aged 19 and over per 100,000 CCG adult population.

The proportion of persons aged over 18 with chronic conditions
admitted to hospital as an emergency admission.

This definition is based on the NHS IC Compendium of Population
Health indicator: Emergency hospital admissions: chronic
conditions usually managed in primary care.

22






Clinical rationale

The intent of this indicator is to measure effective management and
reduced serious deterioration in people with ambulatory care
sensitive (ACS) conditions. Active management of ACS conditions
such as COPD, diabetes, congestive heart failure and hypertension
can prevent acute exacerbations and reduce the need for
emergency hospital admission.

Data source

Hospital Episode Statistics for Admitted Patient Care (HES APC)
(HSCIC) http://www.ic.nhs.uk/statistics-and-data-
collections/hospital-care/hospital-activity-hospital-episode-
statistics—hes

and NHAIS (Exeter) Systems.

GP practice to CCG mapping file is used:
http://www.connectingforhealth.nhs.uk/systemsandservices/data/od
s/ccqinterim/index _html

Where no GP Practice code is recorded in the HES APC data, the
CCG of responsibility is derived using the lower super output area
(LSOA) of the individual and a mapping file of LSOA to CCG.

Numerator

The number of finished and unfinished continuous inpatient spells

(CIPS) in Hospital Episode Statistics for Admitted Patient Care

(HES APC), excluding transfers, for adults with an emergency

method of admission and with primary diagnoses for chronic

ambulatory care sensitive conditions listed below:

a) B18.0,B18.1. Exclude people with a secondary diagnosis of
D57
(Sickle-cell disorders).

b) J45, J46X

c) 111.0, 150, J81X, 113.0. OPCS4 codes excluded: KO, K1, K2,
K3, K4, K50, K52, K55, K56, K57, K60, K61, K66, K67, K68,
K69, K71

d) E10,E11, E12, E13,E14

e) J20,J41, J42X, J43, J44, JAT7X. J20 only with second diagnosis
of J41, J42, J43, J44, J47

f) 120, 125. OPCS4 codes excluded: A, B,C, D, E, F, G, H, |, J,
K,L,LM,N,O,P,Q,R, S, T, V, W, X0, X1, X2, X4, X5

g) D50.1, D50.8, D50.9, D51, D52

h) 110X, 111.9. OPCS4 codes excluded: KO, K1, K2, K3, K4, K50,
K52, K55, K56, K57, K60, K61, K66, K67, K68, K69, K71

i) G40, G41, F00, FO1, F02, F03, 148X

Denominator

Unconstrained GP registered population counts by single year of
age and sex from the NHAIS (Exeter) Systems, extracted annually
on 1 April for the forthcoming financial year.

NHS OF
Technical
Appendix
2013/14

Pages: 35-37

https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf
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Reducing time spent in hospital for young people with specific

long term conditions that should be managed outside hospital

Title

Unplanned hospitalisation for asthma, diabetes and epilepsy
(under 19s).[NHS OF 2.3.ii] *

Assurance level

Assured.

Definition

Directly age and sex standardised rate of unplanned hospital
admissions for asthma, diabetes and epilepsy in under 19s(0 — 18
years) per 100,000 CCG population (0 — 18 years).

Data source

Hospital Episode Statistics for Admitted Patient Care (HES APC)
(HSCIC) http://www.ic.nhs.uk/statistics-and-data-
collections/hospital-care/hospital-activity-hospital-episode-
statistics—hes

and NHAIS (Exeter) Systems.

GP Practice to CCG mapping file is used:
http://www.connectingforhealth.nhs.uk/systemsandservices/data/ods/ccqi
nterim/index_html

Where no GP Practice code is recorded in the HES APC data, the
CCG of responsibility is derived using the lower super output area
(LSOA) of the individual and a mapping file of LSOA to CCG

Numerator

The number of finished and unfinished continuous inpatient spells
(CIPS) in Hospital Episode Statistics for Admitted Patient Care
(HES APC), excluding transfers, for children under 19 with an
emergency method of admission and with primary diagnoses of
asthma, diabetes or epilepsy (J45, J46, E10, G40, G41).

Denominator

Unconstrained GP registered population counts by single year of
age and sex from the NHAIS (Exeter) Systems, extracted annually
on 1 April for the forthcoming financial year.

NHS OF Technical
Appendix 2013/14

Pages: 37- 38
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

Reducing time spent in hospital for people with long-term

Title

conditions

Complications associated with diabetes, including emergency
admission for diabetic ketoacidosis and lower limb amputation. *

Assurance level

Assured

Definition

Complications associated with diabetes
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Clinical rationale

Some complications associated with diabetes are avoidable with
high-quality diabetes management in primary care. Rates of
lower limb amputation are therefore used as a proxy for outcomes
of care.

This indicator also relates to a key component of high-quality care
as defined in the NICE quality standard for diabetes:

‘Statement 10: People with diabetes with or at risk of foot
ulceration receive regular review by a foot protection team in
accordance with NICE guidance, and those with a foot problem
requiring urgent medical attention are referred to and treated by a
multidisciplinary foot care team within 24 hours.’

Data source

The National Diabetes Audit (NDA)

Numerator

Number of people identified by NDA in the denominator with a
HES record of NDA complications using (a) ICD-10 primary or
secondary diagnosis codes or (b) OPCS-4 procedure codes for
the following diagnoses or procedures:

» Ketoacidosis

* Angina

» Myocardial Infarction

* Cardiac Failure

* Stroke

* Diabetic Retinopathy treatments

* Renal Failure

* Amputation minor

» Amputation major

Denominator

Number of people with diabetes collected by the NDA from
primary and / or secondary Care

Methodology,
including case
mix adjustment

Indirectly age and sex standardised rate

Reporting
arrangements

Annual Snapshot

Baseline
achievement

C2.9 Enhancing the quality of life for people with severe mental
iliness

Title Access to community health services by people from BME
groups. *

Assurance level | Assured

Definition

Access to community mental health services by people from black
and minority ethnic groups.
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Clinical rationale

This indicator reflects access to mental health services among
people from black and minority ethnic groups.

Service user experience in adult mental health (NICE clinical
guideline 136, 2011), recommendation 1.2.5, states: ‘Local mental
health services should work with primary care and local third
sector, including voluntary, organisations to ensure that:

all people with mental health problems have equal access to
services based on clinical need and irrespective of gender, sexual
orientation, socioeconomic status, age, background (including
cultural, ethnic and religious background) and any disability
services are culturally appropriate.’

Data source

Mental Health Minimum Data Set.

Numerator

The number of people using adult and elderly NHS secondary
mental health services by ethnic group.

Denominator

The total number of people by ethnic group using Office for
National Statistics (ONS) Population Estimates for England by
ethnic group.

Methodology,
including case
mix adjustment

Crude Rate

Reporting
arrangements

Rolling annual indicator, to be updated quarterly.

Enhancing the quality of life for people with severe mental

illness

groups. *
Assurance level Assured

Definition

Access to psychological therapies services by people from black
and minority ethnic groups.

Clinical rationale

The Improved Access to Psychological Therapies (IAPT)
programme develops talking therapies services that offer
treatments for depression and anxiety disorders approved by
NICE. A major ambition of the programme is to ensure equity of
access in line with both prevalence and the community profile
including age, race and other protected quality characteristics
described in the Equality Act 2010.

Data source

‘Improving Access to Psychological Therapies (IAPT) data set.

Numerator

Number of people who have received psychological therapies
during the reporting quarter, by ethnicity (definition to be
confirmed).

Denominator

The total number of people by ethnic group using Office for
National Statistics (ONS) Population Estimates for England by
ethnic group.
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Methodology,
including case
mix adjustment

Calculation yet to be confirmed.

Reporting Rolling annual indicator, to be updated quarterly.
arrangements
Baseline Not available

achievement

Enhancing the quality of life for people with severe mental

illness

Title

Recovery following talking therapies for people of all ages. *

Assurance level

Assurance not initiated

Definition

Recovery following talking therapies for people of all ages

Clinical rationale

This is a count of all those who have completed treatment (see
definition below).

Treatment is defined as at least two treatment contacts with
services. The rationale for this approach is that patients attending
only one therapeutic session will be unable to provide end of care
pathway clinical outcome data. This calculation excludes people
who had an initial assessment but did not enter treatment and
those who receive only one treatment session.

Data source

‘Improving Access to Psychological Therapies data set.

Numerator

Definition to be confirmed subject to current changes to the
national definition of caseness, using the Anxiety Disorder
Specific Measures in place of GAD7.

Denominator

Definition to be confirmed subject to current changes to the
national definition of caseness, using the Anxiety Disorder
Specific Measures in place of GAD7.

Methodology,
including case
mix adjustment

Calculation yet to be confirmed.

Reporting Rolling annual indicator, to be updated quarterly.
arrangements
Baseline Not available

achievement
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C2.12

Title

Enhancing the quality of life for people with severe mental
‘ iliness

Recovery following talking therapies for people older than 65. *

Assurance level

Assurance not initiated.

Definition

Recovery following talking therapies for people older than 65

Clinical rationale

This is a count of all those who have completed treatment (see
definition below).

Treatment is defined as at least two treatment contacts with
services. The rationale for this approach is that patients attending
only one therapeutic session will be unable to provide end of care
pathway clinical outcome data. This calculation excludes people
who had an initial assessment but did not enter treatment and
those who receive only one treatment session.

Data source

Improving Access to Psychological Therapies (IAPT) data set.

Numerator

Definition to be confirmed subject to current changes to the
national definition of caseness, using the Anxiety Disorder
Specific Measures in place of GAD?7.

Denominator

Definition to be confirmed subject to current changes to the
national definition of caseness, using the Anxiety Disorder
Specific Measures in place of GAD?7.

Methodology,
including case
mix adjustment

Calculation yet to be confirmed

achievement

Reporting Rolling annual indicator, to be updated quarterly
arrangements

Reporting Annual snapshot

arrangements

Baseline Not available

C2.13 Improving the quality of life for people with dementia

Title

Estimated diagnosis rate for people with dementia.
[NHS OF 2.6.1]

Assurance level

Assurance not initiated.

Status 2.6.i is live only for NHS Outcomes Framework England level.
Methodology to be developed in 2013/14

Updated

Definition

Clinical rationale
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Data source

Reporting
arrangements
NHS OF Technical | Pages: 42-43

Appendix 2013/14 | https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

Improving the quality of life for people with dementia

People with dementia prescribed anti-psychotic medication. *
Assurance level Assurance initiated.
Definition People with dementia prescribed anti-psychotic medication.
Clinical rationale People with dementia often experience behavioural and

psychological symptoms. These symptoms can often be
prevented or managed without anti-psychotic medication.
Reducing the use of antipsychotic drugs for people with dementia
is a national priority in England.

Data source Dementia Audit.

Numerator Number of dementia patients with a prescription for an
antipsychotic medication

Denominator Number of patients with a diagnosis of dementia.

Methodology, Percentage

including case mix

adjustment

Reporting Annual snapshot

arrangements

Baseline Not available

achievement
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Domain Three Helping people to recover from ill health or
following injury

Helping people to recover from episodes of ill health
or following injury

Title Emergency admissions for acute conditions that should not usually
require hospital admission. [NHS OF 3a] *

Assurance level Assured

Status Live

Definition Directly age and sex standardised rate of adult emergency

admissions for acute conditions (ear/nose/throat infections,
kidney/urinary tract infections, heart failure) that should not usually
require hospital admission; usually managed in primary care.

Clinical rationale Preventing conditions such as ear, nose or throat infections; kidney
or urinary tract infections or heart failure) from becoming more
serious. Some emergency admissions may be avoided for acute
conditions that are usually managed in primary care. Rates of
emergency admissions are therefore used as a proxy for outcomes
of care.

Data source Hospital Episode Statistics for Admitted Patient Care (HES APC)
(HSCIC) http://www.ic.nhs.uk/statistics-and-data-
collections/hospital-care/hospital-activity-hospital-episode-statistics-
-hes and NHAIS (Exeter) Systems.

GP Practice to CCG mapping file is used:
http://www.connectingforhealth.nhs.uk/systemsandservices/data/od
s/ccqginterim/index_html

Where no GP Practice code is recorded in the HES APC data, the
CCG of responsibility is derived using the lower super output area
(LSOA) of the individual and a mapping file of LSOA to CCG.
Numerator The number of finished and unfinished continuous inpatient spells
(CIPS) in Hospital Episode Statistics for Admitted Patient Care
(HES APC), excluding transfers, for adults with an emergency
method of admission and with primary diagnoses for acute
conditions, as listed below.

a) J10,J11,J13X, J14,J15.3,J15.4, J15.7, J15.9, J16.8, J18.1,
J18.8, A36, A37, BO5, B06, B16.1, B16.9, B26, M01.4. Exclude
people with a secondary diagnosis of D57 (Sickle-cell
disorders)

b) 124.0,124.8, 124.9. OPCS4 codes excluded: A, B, C, D, E, F, G,
H,1,J,K,L,M,N,O,P,Q,R,S,T,V,W, X0, X1, X2, X4, X5.

c) E86, K52, A02.0, A04, A05.9, A07.2, A08, A09

d) N210, N11, N12, N13.6, N15.9, N39.0, N30.0, N30.8, N30.9
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e) K25.0-K25.2, K25.4-K25.6, K26.0-K26.2, K26.4-K26.6, K27.0-
K27.2, K27.4-K27.6, K28.0-K28.2, K28.4-K28.6, K20, K21

f)  LO3, LO4, L08.0, L08.8, L08.9, L88, L98.0, 189.1, LO1, LO2.
OPCS4 codes excluded: A, B,C,D, E,F, G, H, |, J, K, L, M, N,
O, P, Q,R, S1, S2, S3, S41, S42, S43, S44, S45, S48, S49, T,
V, W, X0, X1, X2, X4, X5. S47 is allowed if by itself.

g) H66, H67, J02, JO3, J06, J31.2, J04.0

h) A69.0, KO2, KO3, K04, K05, K06, K08, K09.8, K09.9, K12, K13

i) R56, 015, G25.3

Denominator

Unconstrained GP registered population counts by single year of
age and sex from the NHAIS (Exeter) Systems; extracted annually
on 1 April for the forthcoming financial year.

NHS OF Technical
Appendix 2013/14

Pages: 47-50
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

Helping people to recover from episodes of ill health

or following injury

Title Emergency readmissions within 30 days of discharge from
hospital.[NHS OF 3b] *

Assurance level | Assured

Status Live

Updated
definition

Percentage of emergency admissions to any hospital in England
occurring within 30 days of the last, previous discharge from hospital
after admission; indirectly standardised by age, sex, method of
admission and diagnosis / procedure. Admissions for cancer and
obstetrics are excluded.

Clinical rationale

Effective recovery from illnesses and injuries requiring hospitalisation.

Some emergency re-admissions within a defined period after
discharge from hospital result from potentially avoidable adverse
events, such as incomplete recovery or complications. Emergency re-
admissions are therefore used as a proxy for outcomes of care.

Data source

Hospital Episode Statistics for Admitted Patient Care (HES APC)
(HSCIC) http://www.ic.nhs.uk/statistics-and-data-collections/hospital-
care/hospital-activity-hospital-episode-statistics--hes

and NHAIS (Exeter) Systems.

GP Practice to CCG mapping file is used:
http://www.connectingforhealth.nhs.uk/systemsandservices/data/ods/
ccginterim/index_html

Where no GP Practice code is recorded in the HES APC data, the
CCG of responsibility is derived using the lower super output area
(LSOA) of the individual and a mapping file of LSOA to CCG.
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Numerator

The number of finished and unfinished continuous inpatient (CIP)
spells that are emergency admissions within 0-29 days (inclusive) of
the last, previous discharge from hospital (see denominator),
including those where the patient dies, but excluding the following:
those with a main specialty upon readmission coded under obstetric;
and those where the readmitting spell has a diagnosis of cancer
(other than benign or in situ) or chemotherapy for cancer coded
anywhere in the spell.

Denominator

The number of finished continuous inpatient spells within selected
medical and surgical specialties, with a discharge date up to 31
March within the year of analysis. Day cases, spells with a discharge
coded as death, maternity spells (based on specialty, episode type,
diagnosis), and those with mention of a diagnosis of cancer or
chemotherapy for cancer anywhere in the spell are excluded. Patients
with mention of a diagnosis of cancer or chemotherapy for cancer
anywhere in the 365 days prior to admission are excluded.

NHS OF
Technical
Appendix
2013/14

Pages: 50 -51
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

3.3 (a- d) Improving outcomes from planned treatments

Title

Increased health gain as assessed by patients; for elective
procedures a) hip replacement b) knee replacement c) groin hernia d)
varicose veins. [NHS OF 3.1 i-iv] *

Assurance level | Assured
Status Live
Definition Patient’s reported improvement in health status following elective

procedures; currently, hip replacement, knee replacement, groin
hernia and varicose veins. The PROMs indicators are reported
separately for the four separate conditions.

The questionnaires provided to patients measure their health status
before the procedure and 3-6 months after (depending on the
procedure). A comparison of these measurements shows whether,
and to what extent, the procedure has improved their health status.

Clinical rationale

Measuring health gained as assessed by patients for planned
treatments.

Data source

Health and Social Care Information Centre’s PROMs data publication
and dataset; part of the Hospital Episode Statistics dataset (see —
http://www.hesonline.nhs.uk/Ease/servlet/ContentServer?sitelD=193
7&categorylD=1295) see http://www.ic.nhs.uk/proms

Calculation Data for this indicator is from the PROMs dataset — not yet publicly
available. The value is sourced fully calculated.
The PROMs website provides a guide to methodology.
NHS OF pages: 51-53
Technical https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Appendix Technical-Appendix.pdf
2013/14
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Preventing lower respiratory tract infections in children from

becoming serious

Title Emergency admissions for children with lower respiratory tract
infections (LRTIs). [NHS OF 3.2] *

Assurance level Assured

Status Live

Definition

Directly age and sex standardised rate of children under 19 (0 to 18
years) admitted to hospital with selected types of lower respiratory
tract infections (bronchiolitis, bronchopneumonia and pneumonia)
as an emergency admission during the respective financial year:
rate per 100,000.

Clinical rationale

Preventing lower respiratory tract infections (LRTIs) in children from
becoming more serious, for example, by preventing complications
in vulnerable children and improving the management of conditions
in the community, whilst taking into account that some children's
conditions and cases might require an emergency hospital
admission as part of current good clinical practice. For example, a
clinical guideline for bronchiolitis published in November

2006' recommends that children showing low oxygen saturation as
measured by pulse oxymetry should be admitted to in-patient care.

! SIGN - Scottish Intercollegiate Guidelines Network (November
2006). Guideline 91. Bronchiolitis in Children - a national clinical
guideline.

Accessed: http://www.sign.ac.uk/quidelines/fulltext/91/index.html

Data source

Hospital Episode Statistics for Admitted Patient Care (HES APC)
(HSCIC) http://www.ic.nhs.uk/statistics-and-data-
collections/hospital-care/hospital-activity-hospital-episode-statistics-
-hes and NHAIS (Exeter) Systems.

GP Practice to CCG mapping file is used:
http://www.connectingforhealth.nhs.uk/systemsandservices/data/od
s/ccqinterim/index_html

Where no GP practice code is recorded in the HES APC data, the
CCG of responsibility is derived using the lower super output area
(LSOA) of the individual and a mapping file of LSOA to CCG.

Numerator

The number of finished and unfinished continuous inpatient spells
(CIPS) in Hospital Episode Statistics for Admitted Patient Care
(HES APC), excluding transfers, for children under 19 with an
emergency method of admission and with primary diagnoses of
lower respiratory tract infections as listed below:

J10.0, J11.0,J11.1, J12.-, J13, J14, J15.-, J16.-, J18.0, J18.1,
J18.9, J21.
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Denominator

Unconstrained GP registered population counts by single year of
age and sex from the NHAIS (Exeter) Systems, extracted annually
on 1 April for the forthcoming financial year.

NHS OF Technical
Appendix 2013/14

Pages: 54-55
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

C35

Title

Improving recovery from stroke

People who have had a stroke and are admitted to an acute stroke

unit with four hours of arrival to hospital. *

Assurance level

Assured

Definition

People who have had a stroke who are admitted to an acute stroke
unit within four hours of arrival to hospital.

Clinical rationale

This indicator measures a key component of high-quality care as
defined in the NICE quality standard for stroke:

Statement 1: People seen by ambulance staff outside hospital,
who have sudden onset of neurological symptoms, are screened
using a validated tool to diagnose stroke or transient ischaemic
attack (TI1A). Those people with persisting neurological symptoms
who screen positive using a validated tool, in whom hypoglycaemia
has been excluded, and who have a possible diagnosis of stroke,
are transferred to a specialist acute stroke unit within one hour.

Data source

The Royal College of Physicians Sentinel Stroke National Audit
Programme (SSNAP).

Numerator

The number of acute stroke patients whose first ward of admission
is a stroke unit AND who arrive on the stroke unit within four hours
of arrival at hospital, except for those patients who were already in
hospital at the time of new stroke occurrence, who should instead
be admitted to a stroke unit within four hours of onset of stroke
symptoms.

Denominator

All patients admitted to hospital with a primary diagnosis of stroke
(within the relevant time period) except for those whose first ward
of admission was ITU, CCU or HD, as answered in audit question
2.5.

Methodology,
including case mix
adjustment

Percentage

Reporting
arrangements

Annual snapshot

Baseline
achievement
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C3.6

Title

Improving recovery from stroke \

People who have had an acute stroke who receive
thrombolysis. *

Assurance level

Assured

Definition

People who have had an acute stroke who receive
thrombolysis.

Clinical rationale

This indicator measures a key component of high-quality care
as defined in the NICE quality standard for stroke:

Statement 3: Patients with suspected stroke are admitted
directly to a specialist acute stroke unit and assessed for
thrombolysis, receiving it if clinically indicated.

Data source

The Royal College of Physicians Sentinel Stroke National Audit
Programme (SSNAP).

Numerator

The number of acute stroke patients who were given
Thrombolysis for Stroke (Alteplase) captured in audit question
5.1.1 Was the patient given thrombolysis?

Denominator

All acute stroke patients, including those who were already in
hospital at the time of new stroke occurrence except those who
had one of the pre-specified exclusion criteria.

Methodology,
including case mix
adjustment

Percentage

Reporting
arrangements

Annual snapshot.

Baseline
achievement

C3.7

Title

Improving recovery from stroke

People with stroke who are discharged from hospital with a joint
health and social care plan. *

Assurance level

Assured

Definition

Improving recovery from stroke for people who are discharged
from hospital with a joint health and social care plan.

Clinical rationale

The indicator relates to the NHS Stroke Improvement Programme
(SIP), set up to support the development of stroke care networks
and the implementation of the National Stroke Strategy. More
information on SIP is available at
http://www.improvement.nhs.uk/stroke/

These indicators are also supported by the Royal College of
Physicians National Clinical Guideline for stroke.
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Data source

The Royal College of Physicians Sentinel Stroke National Audit
Programme (SSNAP).

Numerator

The number of patients with a primary diagnosis of stroke who
were discharged from their final inpatient hospital stay with a joint
health and social care plan.

Denominator

The number of patients with a primary diagnosis of stroke alive at
time of discharge from their final hospital inpatient stay to their
final place of residence.
Exclusions
e patients who are deceased,;
e patients who are documented as having only a health or a
social care need or no ongoing health/social care needs;
e patients not resident in the UK;
e patients who refuse a health and/or social care
assessment or intervention.

Methodology,
including case mix
adjustment

Percentage

Reporting
arrangements

Annual snapshot

Baseline
achievement

C3.8

Title

Improving recovery from stroke

People who have a follow-up assessment between 4-8 months
after initial admission for stroke. *

Assurance level

Assured

Definition

People who have a follow-up assessment between 4-8 months
after initial hospital admission for stroke.

Clinical rationale

The indicator relates to the NHS Stroke Improvement Programme
(SIP), set up to support the development of stroke care networks
and the implementation of the National Stroke Strategy. More
information on SIP is available at
http://www.improvement.nhs.uk/stroke/

The indicator is supported by the recommendations in the Royal
College of Physicians National Clinical Guideline for Stroke.

Data source

The Royal College of Physicians Sentinel Stroke National Audit
Programme (SSNAP).

Numerator

Of the denominator, the number of patients who had a follow-up
assessment between 4 — 8 months after initial admission for
stroke.
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Denominator

The number of stroke patients entered into SSNAP excluding
patients who died within six months of initial admission for stroke,
who decline an appointment offered and patients for whom an
attempt is made to offer an appointment but are untraceable as
they are not registered with a GP.

Methodology,
including case mix
adjustment

Percentage

Reporting
arrangements

Annual snapshot.

Baseline
achievement
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Domain Four Ensuring that people have a positive experience of
care

Ensuring that people have a positive experience of care

Title Patient experience of GP out of hours services.
[NHS OF 4aii] *
Assurance level Assured
Status Live
Updated Definition Patient experience of GP out-of-hours services, measured by

scoring the results of one question from the GP Patient
Survey: ‘Overall, how would you describe your experience of
out-of hours GP services?’

Clinical rationale Improvement in patients’ experiences of GP out of hours
services.
Data source GP Patient Survey from 2011-12 onwards

http://www.gp-patient.co.uk/results/

Numerator Number of people answering ‘Very Good’ or ‘Good’ to the
question above.

Denominator The total number of people answering the question above.

Methodology, including
case mix adjustment

NHS OF Technical Pages 67-69
Appendix 2013/14 https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf
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C4.2

Title

Ensuring that people have a positive experience of care

Patient experience of hospital care.[NHS OF 4b]

Assurance level

Assurance not initiated.

Status

In development.

Updated definition

Indicator description: This Overall Patient Experience score
is the average (mean) of five domain scores, and each domain
score is the average (mean) of scores from a number of
selected questions in the CQC Inpatient Services Survey.

Clinical rationale

Improvement in patients’ experiences of NHS inpatient care.

Data source

The Care Quality Commission’s Adult Inpatient Survey — from
the CQC nationally coordinated patient survey programme.
The latest adult inpatient survey (2011) was published by CQC
and the updated Overall Patient Experience measure,
presenting results as used for this indicator, were published in
April 2012 by DH at the following websites, respectively:
http://www.cqc.org.uk/aboutcgc/howwedoit/involvingpeoplewh
ouseservices/patientsurveys/inpatientservices.cfm;

http://transparency.dh.gov.uk/tools-for-understanding-patient-
experience/

Guidance material for this survey (covering inclusion and
exclusion criteria for compiling the sample frame) is available
on the NHS national patient survey coordination centre
website: www.nhssurveys.org.

NHS OF Technical
Appendix 2013/14

Pages: 69-72
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf
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C4.3

Title

Ensuring that people have a positive experience of care

Friends and Family Test for inpatient acute and A&E. [NHS
OF 4c]

Assurance level

Assurance not initiated.

Status

NHS OF placeholder

Methodology for CCG breakdown to be developed for 2014/15

Updated Definition

Under development.

The Friends and Family Test will measure whether people
receiving NHS treatment would recommend the place where
they received care to their friends and family. The national roll
out of the test was one of a set of recommendations by the
Nursing and Quality Care Forum in May 2012. The Friends
and Family Test will be implemented in inpatient wards and
A&E departments from April 2013.

Clinical rationale

Improving the number of positive recommendations to friends
and family by people receiving NHS treatment for the place
where they received this care.

Data source

Under development

Methodology, including
case mix adjustment

NHS OF Technical
Appendix 2013/14

Page: 72
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

Improving people’s experience of outpatient care

Title

Patient experience of outpatient services. [NHS OF 4.1]

Assurance level

Assurance not initiated

Status

In development

Updated definition

Indicator description:

The indicator seeks to measure important elements of
experience across the three stages of the care pathway: pre-
visit; during the visit to the outpatients department; and the
transition/post-visit period.

Indicator construction: The indicator is a composite,
calculated as the average of five survey questions.
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Clinical rationale

Improvement in peoples’ experiences of NHS outpatient care.

Data source

The Outpatient Survey is coordinated nationally by the Care
Quality Commission as part of the NHS patient survey
programme. Results from the last survey (2011) are published
on the CQC website: http://www.cqc.org.uk/public/reports-
surveys-and-reviews/surveys/outpatient-survey-2011

NHS OF Technical
Appendix 201314

Pages: 72-74

https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

Title

Improvement in hospitals’ responsiveness to personal needs

Responsiveness to in-patients’ personal needs. [NHS OF 4.2]

Assurance level

Assurance not initiated.

Status

In development.

Updated Definition

Indicator construction: The indicator is a composite,
calculated as the average of five survey questions. Each
question describes a different element of the overarching
theme, “responsiveness to patients’ personal needs”.

Clinical rationale

Improvement in responsiveness to patients’ inpatient care
needs.

Data source

The Care Quality Commission’s Adult Inpatient Survey — from
the CQC nationally coordinated patient survey programme.
The latest adult inpatient survey (2011) was published in April
2012 at the following website
http://www.cqc.org.uk/public/reports-surveys-and-
reviews/surveys/inpatient-survey-2011

Guidance material for this survey (covering inclusion and
exclusion criteria for compiling the sample frame) is available
on the NHS national patient survey coordination centre website:
www.nhssurveys.org

NHS OF Technical
Appendix 2013/14

Pages: 74-76

https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf
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Improvement in patients’ experiences of accident and

emergency (A&E) departments

Title

Patient experience of accident and emergency (A&E) services.
[NHS OF 4.3]

Assurance level

Assurance not initiated.

Updated Definition

Indicator description: Patient experience of A&E services

Indicator construction: The indicator is a composite measure,
calculated as the average score of the five survey questions
below. Each question describes a different element of the
overarching theme: Improving people’s experiences of Accident
and Emergency services. The questionnaire is for patients aged
16 and over.

Clinical rationale

Improvement in patients’ experiences of Accident and
Emergency (A&E) departments.

Data source

The A&E survey is coordinated nationally by the Care Quality
Commission as part of the NHS patient survey programme.
Details are available at the following website:
http://www.cqgc.org.uk/accidentandemergency

The A&E survey is coordinated nationally by the Care Quality
Commission as part of the NHS patient survey programme.
The latest Emergency Department Survey (2008) is used to
form this indicator.

NHS OF Technical
Appendix 201314

Pages: 76-78
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

Improving women’s and their families experience of

maternity services

Title

Women'’s experience of maternity services. [NHS OF 4.5]

Assurance level

Assurance not initiated.

Status

In development

Updated definition

Indicator description: The indicator seeks to measure
important elements of experience across the whole maternity
pathway: antenatal, intrapartum (labour and delivery) and
postnatal.

Indicator construction: The indicator is a composite,
calculated as the average (mean) of six questions from the
2010 CQC survey of women'’s experience of maternity services.

Clinical rationale

Improving women'’s experience of maternity services.

Data source

The Care Quality Commission’s Maternity Survey from the CQC
nationally coordinated patient survey programme.
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Results from the last maternity survey (2010) are published on
the CQC website (http://www.cgc.org.uk/public/reports-surveys-
and-reviews/surveys/maternity-services-survey-2010)

NHS OF Technical
Appendix 201314

Pages: 80-82
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

Improvement in the experience of healthcare for adults (18

years and above) with mental illness

Title

Patient experience of community mental health services.
[NHS OF 4.7]

Assurance level

Assurance not initiated.

Status

In development.

Updated definition

Indicator description: Patient experience of community mental
health services

Indicator construction: The indicator is a composite measure,
calculated as the average score of four survey questions from
CQC’'s Community Mental Health Survey. The questions relate
to patients’ experience of contact with a health and social care
worker.

The mean of the scores for each question is calculated for each
provider to give the provider indicator score. The mean of the
provider scores is calculated to give the national indicator score.
Confirmation of the methodology used to construct the indicator
is available on the DH website:
http://www.dh.gov.uk/en/Publicationsandstatistics/PublishedSur
vey/NationalsurveyofNHSpatients/DH 087516

Clinical rationale

Improvement in the experience of healthcare for adults (18
years and above) with mental illness.

Data source

The Care Quality Commission’s Community Mental Health
Services Survey — from the CQC nationally co-ordinated patient
survey programme.

http://www.cgc.org.uk/public/reports-surveys-and-
reviews/surveys/community-mental-health-survey-2012

The results from the latest Community Mental Health Survey
(2010/11) were published in August 2011 by the CQC at the
following website:
www.cqc.org.uk/aboutcgc/howwedoit/involvingpeoplewhouseser
vices/patientsurveys/communitymentalhealthservices.cfm

NHS OF Technical
Appendix 2013/14

Pages: 83-85
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf
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Domain Five Treating and caring for people in a safe environment
and protecting them from avoidable harm

Safety incidents involving severe harm or death

Title

Patient safety incidents reported.[NHS OF 5a]

Assurance level

Assurance initiated.

Status

In development

Updated definition

Indicator description: The number of patient safety incidents
reported to the National Reporting and Learning System
(NRLS).

A patient safety incident (PSI) is defined as ‘any unintended
or unexpected incident(s) that could have, or did, lead to
harm for one or more person(s) receiving NHS funded
healthcare.’

Numerator

The number of patient safety incidents reported to the NRLS
A patient safety incident (PSI) is defined as ‘any unintended
or unexpected incident(s) that could have, or did, lead to
harm for one or more person(s) receiving NHS funded
healthcare’.

Clinical rationale

Improved readiness of the NHS to report harm and to learn
from it. Reporting patient safety incidents and identifying
common risks to patients should increase awareness and
provide opportunities to improve patient safety.

Data source

National Reporting and Learning System — NRLS
http://www.nrls.npsa.nhs.uk/patient-safety-data/
(data workbooks)

NHS OF Technical
Appendix 2013/14

Pages: 89-90

https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf
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Reducing the incidence of avoidable harm (VTE)

Title

Incidence of hospital-associated venous thromboembolism
(VTE). [NHS OF 5.1]

Assurance level

Assurance not initiated

Status

In development. Data availability at CCG level to be confirmed
during 2013/14

Updated definition

Indicator description:
Incidence rate of hospital admissions for VTE

Indicator construction: The recommendation of the National
VTE Programme Board and regional clinical VTE leads is to use
Hospital Episode Statistics as the basis for this indicator, as the
best currently available option for measuring incidence.

For further details on revisions to ONS mid-year population
estimates, and their availability, see
http://www.statistics.gov.uk/hub/population/population-
change/population-estimates/index.html.

Indicator format: Age standardised rate per 100,000.

Clinical rationale

Reduced harm from failure to prevent VTE in a health care
setting

Data source

VTE risk assessment — data published by DH
http://transparency.dh.gov.uk/category/statistics/vte/

Hospital Episode Statistics (NHS Information Centre,
www.ic.nhs.uk/statistics-and-data-collections/hospital-
care/hospital-activity-hospital-episode-statistics—hes); and
Population statistics (Office for National Statistics,
http://www.ons.gov.uk/ons/publications/all-
releases.html?definition=tcm%3A77-22371)

Numerator

Number of hospital admissions with a primary or secondary
diagnosis of VTE.

Denominator

The denominator is the resident population.

Data are based on the latest revisions of ONS mid-year
population estimates for the respective years (current as at
September 2012).

NHS OF Technical
Appendix 2013/14

Pages:92-94

https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf
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Reducing the incidence of avoidable harm (infections)

Title Incidence of healthcare associated infection (HCAI): MRSA
[INHS OF 5.2 i]

Assurance level Assured

Status Live

Updated Definition

Indicator description: Overall number of cases of MRSA
bacteraemia.

Indicator construction: Based on mandatory surveillance of
MRSA through the Health Protection Agency (HPA) Data
Capture System.

Indicator format: Number

Clinical rationale

Reducing the incidence of healthcare associated infections
(HCAI)

Data source

Mandatory surveillance of MRSA bacteraemia (HPA)

NHS OF Technical
Appendix 2013/14

Pages: 94-95
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf

Reducing the incidence of avoidable harm (infections)

Title
difficile (C.difficile). [NHS OF 5.2 ii]

Assurance level Assured

Status Live

Updated Definition

Indicator description: Overall number of cases of C.difficile

Indicator construction: Based on mandatory surveillance of
C.difficile as reported to the Health Protection Agency Data
Capture System: Counts of C.difficile in provider organisations
attributed to CCG using data published in HPA Table 6a.
http://www.hpa.org.uk/web/HPAweb&HPAwebStandard/HPAwe
b_C/1179746015058

Indicator format: Number

Clinical rationale

Reducing the incidence of healthcare associated infections
(HCA).

Data source

Mandatory surveillance of C.difficile (Health Protection Agency —
HPA)

NHS OF Technical
Appendix 2013/14

Page:95
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-
Technical-Appendix.pdf
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ANNEX 1

Equality Impact Assessments prepared by NICE — weblinks

Chronic Obstructive Pulmonary Disease COPD
http://www.nice.org.uk/aboutnice/cof/Respiratory.jsp?domedia=1&mid=D4D2B329-
AAE5-97AB-89045117176DCF86

Dementia
http://www.nice.org.uk/aboutnice/cof/MentalHealth.jsp?domedia=1&mid=D4DEB8AD-
0AC4-8492-27EE7535CFCD4851

Diabetes
http://www.nice.org.uk/aboutnice/cof/EndocrineNutritionalAndMetabolic.jsp?domedia=1&
mid=D48627A4-B824-758C-0BCF7FEASOEBBAGA

Maternity
http://www.nice.org.uk/aboutnice/cof/MaternityAndReproductive.jsp?domedia=1&mid=D4
743131-9891-7307-B3B969C20F80BC3C

Mental health
http://www.nice.org.uk/aboutnice/cof/MentalHealth.jsp?domedia=1&mid=D4DF715E-
05E9-E706-21A53567844BAD9C

Liver Disease
http://www.nice.org.uk/aboutnice/cof/Gastrointestinal.jsp?domedia=1&mid=D4AC8126-
C748-A2A4-05390D01E23DDO0OF2

Stroke
http://www.nice.org.uk/aboutnice/cof/Cardiovascular.jsp?domedia=1&mid=D4F159F7-
C971-7FA2-2EBEF1D177D37318

NHS Outcomes Framework
http://www.nice.org.uk/aboutnice/cof/Respiratory.jsp?domedia=1&mid=C3CF5142-C961-
978D-FED3712F0311B09F

http://www.nice.org.uk/aboutnice/cof/Cardiovascular.jsp?domedia=1&mid=C3CF5142-
C961-978D-FED3712F0311B09F
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http://www.nice.org.uk/aboutnice/cof/EndocrineNutritionalAndMetabolic.jsp?domedia=1&mid=D48627A4-B824-758C-0BCF7FEA80EBBA6A

http://www.nice.org.uk/aboutnice/cof/MaternityAndReproductive.jsp?domedia=1&mid=D4743131-9891-7307-B3B969C20F80BC3C

http://www.nice.org.uk/aboutnice/cof/MaternityAndReproductive.jsp?domedia=1&mid=D4743131-9891-7307-B3B969C20F80BC3C

http://www.nice.org.uk/aboutnice/cof/MentalHealth.jsp?domedia=1&mid=D4DF715E-05E9-E706-21A53567844BAD9C

http://www.nice.org.uk/aboutnice/cof/MentalHealth.jsp?domedia=1&mid=D4DF715E-05E9-E706-21A53567844BAD9C

http://www.nice.org.uk/aboutnice/cof/Gastrointestinal.jsp?domedia=1&mid=D4AC8126-C748-A2A4-05390D01E23DD0F2

http://www.nice.org.uk/aboutnice/cof/Gastrointestinal.jsp?domedia=1&mid=D4AC8126-C748-A2A4-05390D01E23DD0F2

http://www.nice.org.uk/aboutnice/cof/Cardiovascular.jsp?domedia=1&mid=D4F159F7-C971-7FA2-2EBEF1D177D37318

http://www.nice.org.uk/aboutnice/cof/Cardiovascular.jsp?domedia=1&mid=D4F159F7-C971-7FA2-2EBEF1D177D37318

http://www.nice.org.uk/aboutnice/cof/Respiratory.jsp?domedia=1&mid=C3CF5142-C961-978D-FED3712F0311B09F

http://www.nice.org.uk/aboutnice/cof/Respiratory.jsp?domedia=1&mid=C3CF5142-C961-978D-FED3712F0311B09F

http://www.nice.org.uk/aboutnice/cof/Cardiovascular.jsp?domedia=1&mid=C3CF5142-C961-978D-FED3712F0311B09F

http://www.nice.org.uk/aboutnice/cof/Cardiovascular.jsp?domedia=1&mid=C3CF5142-C961-978D-FED3712F0311B09F



ANNEX 2

Health and Social Care Information Centre -
Timetable for CCG Outcomes Indicator Set data quality and
baseline updates

Specifications and baseline data for the following indicators will be made available
on 18 December 2012:

Under 75 mortality rate from cardiovascular disease (NHS OF);
Emergency admissions for alcohol related liver disease;
Under 75 mortality rate from respiratory disease (NHS OF);

Emergency admissions for children with lower respiratory tract infections
(NHS OF);

Under 75 mortality rate from cancer (NHS OF);

Unplanned hospitalisation for chronic ambulatory care sensitive conditions
(adults) (NHS OF);

Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s
(NHS OF);

Emergency admissions for acute conditions that should not usually need
hospital admission (NHS OF);

Emergency re-admissions within 30 days of discharge from hospital
(NHS OF);

Patient reported outcome measures for elective procedures
0 hip replacement

knee replacement

groin hernia

varicose veins.

(elNelNe]

This information will be published by via the HSCIC website:
http://indicators.ic.nhs.uk

It is expected that specifications and baseline data (where available) for the
remaining indicators will be published via the HSCIC Indicator Portal on 28 March
2013: http://indicators.ic.nhs.uk/webview/
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CCG Outcomes Indicator Set 2013/14

Helping people to recover from episodes of ill health or
following injury

3

* Potential years of life lost from causes considered tof
adults, children and young people (NHS OF lai & ii) »

Reducing premature mortality from the major causes of death
Under 75 mortality from cardiovascular disease (NHS OF 1.1) ~ *
Cardiac rehabilitation completion

Myocardial infarction, stroke & stage 5 kidney disease in people with diabetes
Mortality within 30 days of hospital admission for stroke

Under 75 mortality from respiratory disease (NHS OF 1.2) A *
Under 75 mortality from liver disease (NHS OF 1.3) #

Emergency admissions for alcohol related liver disease

Under 75 mortality from cancer (NHS OF 1.4) ~ *

One and five year survival from all cancers (NHS OF 1.4.i and ii) »
One and five year survival from breast, lung & colorectal cancers
(NHS OF 1.4 jii and iv) ~

Reducing premature death in people with serious mental illness
« People with severe mental illness who have received a list of physical checks

Reducing deaths in babies and young children
* Antenatal assessment < 13 weeks

+ Maternal smoking at delivery

* Breastfeeding prevalence at 6-8 weeks

Reducing premature deaths in people with learning disabilities
NHS OF indicator in development. No CCG measure at present

Enhancing quality of life for people with long-term
conditions

+ Health-related quality of life for people with long-term conditions
(NHS OF 2) A **

Ensuring people feel supported to manage their condition
+ People feeling supported to manage their condition (NHS OF 2.1) ~ * **

Improving functional ability in people with long-term conditions

« People with COPD & Medical Research Council Dyspnoea scale <3 referred
to a pulmonary rehabilitation programme

People with diabetes who have received nine care processes

People with diabetes diagnosed less than one year referred to structured
education

Reducing time spent in hospital by people with long-term conditions

+ Unplanned hospitalisation for chronic ambulatory care sensitive conditions
(adults) (NHS OF 2.3.i)

* Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s
(NHS OF 2.3.ii)

* Complications associated with including emergency admission for
diabetic ketoacidosis and lower limb amputation

Enhancing quality of life for carers
No CCG measure at present

Enhancing quality of life for people with mental iliness

* Access to community mental health services by people from BME groups
* Access to psychological therapy services by people from BME groups

* Recovery following talking therapies (all ages and older than 65)

Enhancing quality of life for people with dementia
+ Estimated diagnosis rate for people with dementia (NHS OF 2.6i)
* People with dementia prescribed anti-psychotic medication

e Er admissions for acute conditions that should not usually require
hospital admission (NHS OF 3a) »

« Emergency readmissions within 30 days of discharge from hospital
(NHS OF 3b) *

Improving outcomes from planned treatments

* Increased health gain as assessed by patients for elective procedures
a) hip replacement b) knee replacement c) groin hernia d) varicose veins
(NHS OF 3.1 - iv)

Preventing lower respiratory tract infections in children from becoming

serious

+ Emergency admissions for children with lower respiratory tract infections (NHS
OF 3.2) 7

Improving recovery from injuries and trauma
NHS OF indicator in development. No CCG measure at present

Improving recovery from stroke

People who have had a stroke who

are admitted to an acute stroke unit within four hours of arrival to hospital
receive thrombolysis following an acute stroke

are discharged from hospital with a joint health and social care plan
receive a follow-up assessment between 4-8 months after initial admission

Improving recovery from fragility fractures
No CCG measure at present

Helping older people to recover their independence after illness or injury
No CCG measure at present

CCG Outcomes

Indicator Set 2013/14
at a glance

Commissioning Board

4 Ensuring that people have a positive experience of care

Patient experience of primary and hospital care

« Patient experience of GP out of hours services (NHS OF 4a ii) ~

« Patient experience of hospital care (NHS OF 4 b)

* Friends and family test for acute inpatient care and A&E (NHS OF 4c)

Improving people’s experience of outpatient care
« Patient experience of outpatient services (NHS OF 4.1)

Improving hospitals’ responsiveness to personal needs
+ Responsiveness to in-patients’ personal needs (NHS OF 4.2)

Improving people’s experience of accident and emergency services
« Patient experience of A&E services (NHS OF 4.3)

Improving women and their families’ experience of maternity services
* Women's experience of maternity services (NHS OF 4.5)

Improving the experience of care for people at the end of their lives
No CCG measure at present

Improving experience of healthcare for people with mental iliness
« Patient experience of community mental health services (NHS OF 4.7)

Improving children and young people’s experience of healthcare
NHS OF indicator in development. .No CCG measure at present

Improving people’s experience of integrated care
NHS OF indicator in development. No CCG measure at present

NOTES & LEGEND

NHS OF: indicator derived from NHS Outcomes Framework

~ NHS OF indicator that is also measurable at local authority level

* NHS OF indicator shared with Public Health Outcomes Framework

** NHS OF indicator complementary with Adult Social Care Outcomes
Framework

Other indicators are developed from NICE quality standards or other existing
data collections.

Treating and caring for people in a safe environment
and protecting them from avoidable harm

5

« Patient safety incidents reported (NHS OF 5a)

Reducing the incidence of avoidable harm

« Incidence of venous thromboembolism (VTE) (NHS OF 5.1)
* Incidence of healthcare associated infection: MRSA (NHS OF 5.2.i)
* Incidence of healthcare associated infection: C difficile (NHS OF 5.2.ii)

No CCG measures at present for category 2, 3 and 4 pressure ulcers and
incidence of medication errors causing serious harm

Improving the safety of maternity services
No CCG measure at present

Delivering safe care to children in acute settings
No CCG measure at present

December 2012
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Introduction

1.1  This document sets out the NHS Outcomes Framework for 2013/14. The
framework builds on the two previous frameworks*and contains measures to
help the health and care system to focus on measuring outcomes. This
document:

e explains the purpose of the NHS Outcomes Framework and how it will
work in the wider system;

e highlights the main indicator changes across each of the five domains;
and

e is accompanied by a Technical Appendix which provides detailed
information about each of the indicators.

The NHS Outcomes Framework

Purpose

1.2 Health outcomes matter to patients and the public. Measuring and publishing
information on health outcomes are important for encouraging improvements
in quality?. The White Paper: Liberating the NHS?® outlined the Coalition
Government’s intention to move the NHS away from focusing on process
targets to measuring health outcomes.

1.3 The NHS Outcomes Framework reflects the vision set out in the White Paper
and contains a number of indicators selected to provide a balanced coverage
of NHS activity. Its purpose is threefold:

e to provide a national level overview of how well the NHS is performing;

e to provide an accountability mechanism between the Secretary of State for
Health and the NHS Commissioning Board for the effective spend of some
£95bn of public money; and

e to act as a catalyst for driving up quality throughout the NHS by
encouraging a change in culture and behaviour.

11 The NHS Outcomes Framework 2011/12 is available at:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_122944
The NHS Outcomes Framework 2012/13 is available at:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_131700
2 High Quality Care for All (2008) Available at:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085825
® Available at :
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_117353
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1.4  The framework was developed in December 2010, following public
consultation, and was updated in December 2011 to ensure that the most
appropriate measures were included. Progress has been made to improve the
framework as whole, by refining existing indicators and developing new
indicators in areas currently not covered by the framework.

1.5 Indicators in the NHS Outcomes Framework are grouped around five
domains, which set out the high-level national outcomes that the NHS should
be aiming to improve. For each domain, there are a small number of
overarching indicators followed by a number of improvement areas. They
focus on improving health and reducing health inequalities:

Enhancing quality of life for people with long-

Domain 2 term conditions;

Domain 3 Helping people to r_ec_ove.r from episodes of ill
health or following injury;

Domain 4 Ensuring that people have a positive

experience of care; and

Treating and caring for people in a safe
Domain 5 environment; and protecting them from
avoidable harm.

1.6  The five domains were derived from the three part definition of quality first set
out by Lord Darzi as part of the NHS Next Stage Review®. This definition is
that high quality care comprises: effectiveness, patient experience and safety.

1.7  The Coalition Government has enshrined this definition of quality into the
Health and Social Care Act 2012. The Act now places new duties on the
Secretary of State for Health, the NHS Commissioning Board, and Clinical
Commissioning groups to act with a view to ensuring continuous improvement
in the quality of NHS services.

1.8  The duty of quality will ensure that quality is both safeguarded and improved,
whilst giving clinicians and providers the freedom to achieve improvements in
guality and reductions in health inequalities that make clinical sense locally.
As part of this duty, the NHS Commissioning Board will have to have regard to
NICE quality standards. These provide a clear description of what high-quality
care looks like for particular diseases or conditions, and are being produced to

* Available at:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085825
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support the NHS in delivering improved outcomes.® The NHS Outcomes
Framework and the mandate to the NHS Commissioning Board set out clearly
the Secretary of State for Health’s expectations in relation to quality.

1.9 In addition, the Secretary of State, the NHS Commissioning Board and
Clinical Commissioning Groups have a duty, for the first time, to have regard
to the need to reduce inequalities between the people of England.

1.10 There will of course be other developments throughout the system which will
have an impact on the quality and delivery of outcomes in the NHS Outcomes
Framework. One vital area is continued research and the use of research
evidence in the design and delivery of services at a local level.

The NHS Outcomes Framework and the
wider system

Alignment of the outcomes frameworks for the NHS, Public
Health and Adult Social Care

1.11 The NHS Outcomes Framework sits alongside similar frameworks for public
health and adult social care®. The distinct frameworks reflect the different
delivery systems and accountability models for the NHS, public health and
adult social care. The three frameworks have been further aligned to
encourage collaboration and integration, both in terms of how shared and
complementary indicators are presented across all three frameworks, and
through an increased and more systematic use of shared and complementary
indicators in the revised Public Health and Adult Social Care Outcomes
Frameworks for 2013/14.

1.12 This autumn will be the first time that the outcomes frameworks have been
published alongside each other. The increased alignment between the three
will support the health and social care system to tackle the challenges it faces
in a holistic way, and provide a focus for quality improvement across the
system.

1.13 For example, Public health and NHS Outcomes Frameworks share many
indicators on premature mortality. Reducing premature mortality is a priority
area for the Secretary of State and the focus in the outcomes frameworks will
be just one element of a wider programme on mortality in future. Shared
indicators in the two outcomes frameworks will mean that in addition to
continuing their traditional roles, with public health covering prevention and
the NHS, treatment, they will each work harder to support a more holistic

® The latest list of NICE quality standards is available at
http/www.nice.org.uk/guidance/qualitystandards/QualityStandardsLibrary.jsp

® The Outcomes Framework for public health and adult social care are available respectively at:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132358 and
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_133335.pdf
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1.14

approach. For example, the outcomes frameworks recognise the role of public
health in improving early cancer diagnosis and the role of NHS practitioners in
providing advice to patients and the public on how to maintain and improve
health.

To accompany the three outcomes frameworks, the Department will publish a
document setting out in more detail how the three frameworks work together
and how they are aligned.

The mandate to the NHS Commissioning Board

1.15

1.16

From April 2013, the NHS Outcomes Framework will form part of the way in
which the Secretary of State will hold the new NHS Commissioning Board to
account for the commissioning system in the English NHS. The mandate to
the NHS Commissioning Board represents the first time that the Government
has been legally required to set out the objectives for the NHS, and provides
an important degree of transparency.

Improving health outcomes forms a core part of the mandate, which asks the
Board to make continuous progress against all the five domains and the
outcome indicators in the NHS Outcomes Framework. As the mandate
describes, the NHS Commissioning Board must report on its progress each
year, and the Government will publish an annual assessment of the Board’s
performance.

Using the NHS Outcomes Framework

1.17

1.18

1.19

The first NHS Outcomes Framework in 2010 explained that the Government
intended to set ‘levels of ambition’ against the framework. The Government
outlined proposals for how these could be set in a public consultation on the
draft mandate to the NHS Commissioning Board’, published in July 2012.

In light of the consultation, the Department of Health has decided not to set
levels of ambition. We have explained that this is because although the
principle of focusing on outcomes received strong support, there was criticism
from some that the proposals for setting levels of ambition were too reliant
upon precise technical assumptions for which the evidence base is not robust.
Additionally, some were concerned they would be seen as local ‘targets’ and
consequently risk distorting local priorities. Instead, the mandate requires the
NHS Commissioning Board to make progress on all areas of the NHS
Outcomes Framework.

In advance of the NHS Outcomes Framework being used from April 2013,
data for the majority of indicators have started to be made available.

" Available at: http://www.dh.gov.uk/health/files/2012/07/A-consultation-on-the-draft-mandate-to-the-NHS-
Commissioning-Board.pdf





1.20 This information is published regularly on the Information Centre for Health

1.21

and Social Care ‘NHS Outcomes Framework indicator portal’®. The
Department of Health is working with the Information Centre for Health and
Social Care to ensure that data are presented in ways which are meaningful
to those who want to use the data. Over the next few months more data for
this base year — 2012/13 - will become available and will be published.

It will be important to develop a methodology that allows the Department of
Health and the NHS Commissioning Board to measure and interpret progress
in each Domain and indicator taking into account existing trends in outcomes.

Key changes to the NHS Outcomes
Framework

1.22

1.23

1.24

1.25

This section describes the key changes to the indicator set that have taken
place over the last year.

We have purposely kept changes to a minimum to ensure continuity of the
framework year-on-year. This is particularly important because the framework
supports accountability between the Department of Health and the NHS
Commissioning Board. Some of the changes are updates to areas where we
previously signalled we would like to be able to measure an outcome, and we
have made progress in being able to define what the indicator should be.
Indicators in development are subject to the collection of satisfactory data and
being able to establish a baseline.

Earlier this year, the Department established the Outcomes Framework
Technical Advisory Group (OFTAG) to provide independent expert advice on
the development of the NHS Outcomes Framework. Further information about
the OFTAG is available on the DH website.

The changes to indicators are set out below under each of the domain
headings:

& Available at: http://www.ic.nhs.uk/statistics-and-data-collections/audits-and-performance/nhs-outcomes-framework-

indicators
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Better outcome measures for children

1.26

1.27

1.28

1.29

The Children and Young People’s Forum was asked by the previous
Secretary of State to help develop a new strategy for improving outcomes for
children and young people. The Forum'’s report® published in July 2012
recommended a number of new outcome measures and the strengthening of
existing indicators. As part of the Department’s planned response to the
Forum, we are exploring how to implement some of the recommendations,
recognising that this would be a long-term programme of work.

In the meantime, we have identified two specific indicators for children and
young people, which will help address some of Forum’s concerns:

The overarching indicator 1a ‘Potential Years of Life Lost (PYLL) from
causes amenable to healthcare’ has been strengthened to include a new
measure 1.a.ii ‘Potential Years of Life Lost (PYLL) from causes amenable
to healthcare for children and young people’.

The development of this indicator will enable mortality that is amenable to
healthcare to be captured in children and young people under 20 years. The
ONS definition of ‘amenable’ used in the existing indicator, includes conditions
of at least 100 cases, so some very rare conditions that children and young
people suffer from are not covered.

Cancer survival

1.30

1.31

1.32

Another change is the development of new indicators for the cancer
survival indicators: 1.4.i One- and 1.4.ii - and -five year survival for all
cancers 1.4.iii One-and — 1.4iv five year survival for breast, lung and
bowel together.

The inclusion of these indicators is in response to concerns that the existing
survival measures do not capture rarer forms of cancer. The Department of
Health’'s Cancer Outcomes Strategy sets an aim of saving an additional 5,000
lives per year by 2014/15 which is predicated on survival rates improving for
all cancers. Additionally, the current survival measures cannot be
meaningfully used at clinical commissioning group level. Therefore, the
Department has asked the London School of Hygiene and Tropical Medicine
(LSHTM) to develop these composite indicators at national and CCG levels.
To ensure that progress can be assessed, work is also being undertaken by
the LSHTM to develop a baseline.

The Department will continue to publish national site specific data (e.g. data
on breast cancer) which will enable progress to be tracked for specific
cancers.

° Available at: http://www.dh.gov.uk/health/files/2012/07/CY P-report.pdf
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1.33 Cancer causes more death of children aged 1-14 than any other cause, and is
responsible for 21% of all deaths in this age group, compared to 18% of
deaths caused by accidents and external causes. A new indicator is being
developed to measure cancer survival for children. Indicator 1.6iii Five-year
survival from all cancers in children will relate to children under 15 years.
The existing cancer survival indicator does not cover children, and as cancer
represents a significant proportion of childhood deaths, it is clearly important
to extend coverage to this group

People with learning disabilities

1.34 Inthe 2011/12 framework we added in a ‘placeholder’ indicator (1.7) for
measuring reducing premature mortality in people with learning
disabilities. This has been identified as ‘Excess under 60 mortality rate in
adults with learning disabilities’.

Domain 2 Enhancing quality of life for people with long-term conditions

Dementia

1.35 The placeholder indicator 2.6 ‘Enhancing the quality of life for people with
dementia’ has been updated and extended. As set out in the mandate, the
Government'’s goal is to be among the best in Europe in ensuring people with
dementia receive a timely diagnosis and that they receive the best available
treatment and care, including support for carers.

1.36 Since the publication of last year’s framework, the Prime Minister announced
a ‘dementia challenge’ focused on boosting diagnosis rates, improving
research and creating dementia friendly communities.

1.37 In support of the PM Challenge on Dementia’®, for 2013/14, the framework
includes the two-part indicator, which measures diagnosis rate for people with
dementia, there being evidence that receiving early diagnosis is an important
outcome for people living with dementia, enabling them to better cope with
their condition.

1.38 As diagnosis rate is not a direct measure of the outcome sought, a second
complementary measure is being developed which will measure the
effectiveness post-diagnosis care in sustaining independence and improving
quality of life. This indicator will be shared with the Adult Social Care
Outcomes Framework.

1% Available at:
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_133176.pdf
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Helping people to recover from episodes of ill health or

Domain 3 2B
following injury

Psychological therapies

1.39 A significant change to this year's NHS Outcomes Framework is a stronger
emphasis on mental health. We have added a measure relating to
psychological therapies. This ensures that the framework takes into account
recovery from common mental health problems (depression and anxiety) as
well the treatment of more severe mental iliness.

1.40 This new indicator will measure the response to depression and anxiety
disorders, through the delivery of Improving Access to Psychological
Therapies programme. This seeks to reflect the Government’s aim of ‘parity of
esteem’ for mental and physical health.

1.41 The indicator 3.1 Patient Reported Outcome Measures (PROMs) for
elective procedures i Hip replacement ii Knee replacement iii Groin
Hernia iv varicose veins™ has been renamed and extended to include a new
indicator. The indicator is now titled ‘Total health gain as assessed by
patients’ and now includes ‘psychological therapies’ under the list of planned
treatments. The change to the title makes explicit that the purpose of this
indicator is to measure the amount of good done by elective procedures, with
sensitivity both to the average effectiveness of interventions and to the
number of people who have access to them.

Trauma

1.42 As part of the development of the placeholder indicator 3.3 ‘improving
recovery from injuries and trauma’ the indicator has now been defined as *
Proportion of people who recover from major trauma’ Further work is
required to develop the indicator more fully, to capture the risk- adjusted
extent of recovery. In the meantime, recovery is represented by risk-adjusted
survival.

Domain 4 Ensuring that people have a positive experience of care

Friends and Family test

1.43 A new placeholder indicator 4c has been included, which will be based
on the Friends and Family test. The inclusion of this indicator will enable
more ‘real-time’ feedback to be reflected in the framework. The Friends and
Family test will ask patients whether they would recommend the hospital
where they received their treatment and care, to a family member or friend.

1 These elective procedures are those for which PROM:s are currently collected.
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1.44

It will be rolled out nationally starting with adult acute inpatient and A&E
services in April 2013. The precise details of this indicator will need to be
developed as national roll out takes place.

Integrated experience of care

1.45

1.46

A new placeholder indicator 4.9 ‘improving people’s experience of
integrated care’ has also been included. The NHS Future Forum
responding to views of patients, service users and care organisations reported
that too often patients experience gaps in service provision, failures in
communication, and poor transitions between services. It recommended that
the Department of Health urgently develop measures of experience of
integrated care. We committed to developing this measure in the White Paper
‘Caring for Our Future'*?

Work aimed at advancing a methodology for capturing patient experience of
integrated care is currently underway and its findings will inform the
development of the outcome measures (s). This indicator is shared with the
Adult Social Care Outcomes Framework and we intend to include a shared or
complementary indicator, based upon this work, within the Public Health
Outcomes Framework when it is refreshed in 2016.

Domain 5

Treating and caring for people in a safe environment; and

protecting them from avoidable harm

Hospital deaths

1.47

The overarching indicators in domain 5 seek to measure the broader
outcomes resulting from the development of a patient safety culture across
the NHS. In response to emerging evidence®®, we have decided to strengthen
the existing overarching indicators to include a new placeholder indicator to
measure 5c ‘Hospital deaths attributable to problems in care’. This
indicator is being developed to provide a robust baseline and methodology for
assessing national mortality attributable to problems in care. This will ensure
that level of burden of harm from problems in care is fully reflected across the
domain.

12 Available at: http://www.dh.gov.uk/health/files/2012/07/White-Paper-Caring-for-our-future-reforming-care-and-
support-PDF-1580K.pdf

3 preventable death due to problems in care in English acute hospitals: A retrospective case record review study’
published in the BMJ in July 2012 (http://qualitysafety.bmj.com/content/early/2012/07/06/bmjgs-2012-001159.full
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Next Steps

1.48 Over the next twelve months, work will continue to refine the framework. The

1.49

Department of Health is keen that the framework retains continuity, to facilitate
measurement of indicators over time. In the first NHS Outcomes Framework
published in 2010 we indicated that there would be a review of the framework
within 5 years. With this in mind, specific areas of work in the short term will
include:

e finalising indicator definitions and publishing data on the Health and
Social Care Information Centre’s NHS Outcomes Framework indicator
portal;

e developing the ‘placeholder’ indicators

e continuing to engage with the Outcomes Framework Technical Advisory
Group on the development of the NHS Outcomes Framework, including
developing a methodology for measuring progress and considering
priority areas for research work; and

e further aligning measures across the outcomes frameworks for Adult
Social Care and Public Health; and

Work will continue with experts and interested parties to improve this
framework. Comments and questions are welcome and should be sent to:
nhsoutcomesframework@dh.gsi.gov.uk

13
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Annex A

1a Potential Years of Life Lost (PYLL) from causes considered amenable to
healthcare
i Adults ii Children and young people
1b Life expectancy at 75
i Males ii Females

Reducing premature mortality from the major causes of death
1.1 Under 75 mortality rate from cardiovascular disease* (PHOF 4.4)
1.2 Under 75 mortality rate from respiratory disease* (PHOF 4.7)
1.3 Under 75 mortality rate from liver disease* (PHOF 4.6)
1.4 Under 75 mortality rate from cancer* (PHOF 4.5)
i One- and ii Five-year survival from all cancers
iii One- and iv Five-year survival from breast, lung and colorectal cancer

Reducing premature death in people with serious mental illness
1.5 Excess under 75 mortality rate in adults with serious mental illness* (PHOF 4.9)

Reducing deaths in babies and young children
1.6 i Infant mortality* (PHOF 4.1)

ii Neonatal mortality and stillbirths

iil Five year survival from all cancers in children

Reducing premature death in people with a learning disability
1.7 Excess under 60 mortality rate in adults with a learning disability

Enhancing quality of life for people with long-term
conditions

2 Health-related quality of life for people with long-term conditions** (ASCOF 1A)

Ensuring people feel supported to manage their condition
2.1 Proportion of people feeling supported to manage their condition**

Improving functional ability in people with long-term conditions
2.2 Employment of people with long-term conditions** * (ASCOF 1E PHOF 1.8)

Reducing time spent in hospital by people with long-term conditions
2.3 i Unplanned hospitalisation for chronic ambulatory care sensitive
conditions (adults)
il Unplanned hospitalisation for asthma, diabetes and epilepsy in under
19s

Enhancing quality of life for carers
2.4 Health-related quality of life for carers** (ASCOF 1D)

Enhancing quality of life for people with mental illness
2.5 Employment of people with mental illness **** (ASCOF 1F & PHOF 1.8)

Enhancing quality of life for people with dementia
2.6 | Estimated diagnosis rate for people with dementia* (PHOF 4.16)
il A measure of the effectiveness of post-diagnosis care in sustaining
independence and improving quality of life*** (ASCOF 2F)

Helping people to recover from episodes of ill health or

following injury

3a Emergency admissions for acute conditions that should not usually require
hospital admission
3b Emergency readmissions within 30 days of discharge from hospital* (PHOF 4.11)

Improving outcomes from planned treatments

3.1 Total health gain as assessed by patients for elective procedures
I Hip replacement ii Knee replacement iii Groin hernia iv Varicose veins
v Psychological therapies

Preventing lower respiratory tract infections (LRTI) in children from becoming
serious
3.2 Emergency admissions for children with LRTI

Improving recovery from injuries and trauma
3.3 Proportion of people who recover from major trauma

Improving recovery from stroke
3.4 Proportion of stroke patients reporting an improvement in activity/lifestyle on the
Modified Rankin Scale at 6 months

Improving recovery from fragility fractures
3.5 Proportion of patients recovering to their previous levels of mobility/walking ability
at | 30 and ii 120 days

Helping older people to recover their independence after iliness or injury
3.6 i Proportion of older people (65 and over) who were still at home 91 days
after discharge from hospital into reablement/ rehabilitation service***
(ASCOF 2B)
il Proportion offered rehabilitation following discharge from acute or
community hospital

4 Ensuring that people have a positive experience of care
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* Indicator shared with Public Health Outcomes Framework (PHOF)

** Indicator complementary with Adult Social Care Outcomes
Framework (ASCOF)

*** |ndicator shared with Adult Social Care Outcomes Framework

***% |ndicator complementary with Adult Social Care Outcomes
Framework and Public Health Outcomes Framework

Indicators in italics are placeholders, pending development or identification

4a Patient experience of primary care
| GP services
il GP Out of Hours services
ili NHS Dental Services
4b Patient experience of hospital care
4c Friends and family test

Improving people’s experience of outpatient care
4.1 Patient experience of outpatient services

Improving hospitals’ responsiveness to personal needs
4.2 Responsiveness to in-patients’ personal needs

Improving people's experience of accident and emergency services
4.3 Patient experience of A&E services

Improving access to primary care services
4.4 Access to | GP services and ii NHS dental services

Improving women and their families’ experience of maternity services
4.5 Women's experience of maternity services

Improving the experience of care for people at the end of their lives
4.6 Bereaved carers’ views on the quality of care in the last 3 months of life

Improving experience of healthcare for people with mental iliness
4.7 Patient experience of community mental health services

Improving children and young people’s experience of healthcare
4.8 An indicator is under development

Improving people’s experience of integrated care
4.9 An indicator is under development *** (ASCOF 3E)

Treating and caring for people in a safe environment and

protect them from avoidable harm

5a Patient safety incidents reported
5b Safety incidents involving severe harm or death
5c Hospital deaths attributable to problems in care

Reducing the incidence of avoidable harm
5.1 Incidence of hospital-related venous thromboembolism (VTE)
5.2 Incidence of healthcare associated infection (HCAI)

I MRSA

ii C. difficile
5.3 Incidence of newly-acquired category 2, 3 and 4 pressure ulcers
5.4 Incidence of medication errors causing serious harm

Improving the safety of maternity services
5.5 Admission of full-term babies to neonatal care

Delivering safe care to children in acute settings
5.6 Incidence of harm to children due to ‘failure to monitor’






Annex B — Breakdown of indicators: international
comparisons, local disaggregation, inequalities and
equalities characteristics.
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1.53

1.54

1.55

The Department of Health has made tackling health inequalities a priority and
is under a legal obligation to promote equality across the equality strands
protected in the Equality Act 2010. The Health and Social Care Act 2012 has
placed legal duties on the Secretary of State for Health, the NHS
Commissioning Board and Clinical Commissioning Groups to have regard to
the need to reduce health inequalities.

The disaggregation table in the equalities analysis for the updated NHS
Outcomes Framework 2013/14 has evolved from the previous table that was
published alongside previous 2011/12 Framework.

Disaggregation options now reflect the change in the commissioning structure:
the PCT/LA (Primary Care Trust/Local Authority) breakdown has been split
into two: CCG (Commissioning Care Group) and LA (Local Authority).
However, it should be noted that fewer indicators are amenable to robust
disaggregation by CCG for reason of small numbers.

We have in this document also adopted a stricter criterion for usinga Y — as
more data have now been published, we have reserved this designation for
data that have already been published in a disaggregated form. “P” therefore
now includes data series that will be disaggregated when published. It is
intended that all the “P” series will be disaggregated in coming months.

Other changes reflect further investigation of the data sources that are now
proposed for use, and the level of data disaggregation that can be conducted
robustly. This applies particularly in Domains 3 and 5.

In a number of cases, we have determined that a disaggregation would be
inappropriate:

e For all indicators in Domain 1, provider breakdown is now marked Not
Applicable (N/A) rather than To Be Determined (TBD), on the grounds that
provider catchment populations are not defined. Simplistic disaggregation
would create perverse incentives to avoid treatment of more severe cases.

e In Domain 4, gender breakdowns are avoided on the understanding that
men and women systematically rate their experience of care differently
(non-comparably). Hence, the indicators are standardised for gender.





Key

Y Available

N Unavailable

Not currently available but possible to construct

TBD | development work with the indicator to determine which data source will be used. This may ultimately
determine whether the disaggregated data are available.

Not known / further work is required to determine if this is possible. In some instances, this depends on further

N/A | Not applicable to this indicator

* Starred items (i.e. Y* or P*) indicate that the breakdown should be treated with particular caution. In the case

of sub-national breakdowns this is because it will not be appropriate to make comparisons between areas

data or the statistical validity of this breakdown.

without risk adjustment. In other columns this is because there is concern about the reliability of some of the

Indicator details

Equality and Inequality
Sub-national breakdown Strands (National Only)
© o~ ©
2 > EQ ‘©
T 2 S -5 | 2o 2
S o T £ S | 5w ) 5
I} = > 5 [ =] o =z > = > §e]
8| £ |8 | 2| & 88 3S S &|3|5 c8
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‘ 1. Preventing people from dying prematurely _‘
la Potential Years of Life Lost
(PYLL) from causes considered
amenable to health care N/A N N N N
i adults ii children and young
people
1b Life expectancy at 75 Y Y* N Y* N/A | Y N/A [ N N Y N N
1.1 L'Jnder 75 mqrtallty rate from v v e e N/A v N N v N N
cardiovascular disease
1.2 L_Jnder 75 mortality rate from v v e e N/A v N N v N N
respiratory disease
1_.3 Ur_lder 75 mortality rate from v v N e N/A v N N v N N
liver disease
1.4. Under 75 mortality from v v+ v v N/A v N Y N N
cancer
1.4.i One-year survival for all v N/A v N N N
cancers
1.4.11 Five-year survival for all v N/A N N N
cancers
1.4.1ii One-year survival for
breast, lung and colorectal N N/A N N N
cancer
1.4.1v Five-year survival for
breast,, lung and colorectal N N/A N N N
cancer
1.5 Under 75 mortality rate in
people with serious mental N Y* N/A TBD Y N Y N N
illness
1.6.1 Infant mortality Y* Y* N Y* N/A Y Y* N N Y N N/A
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Equality and Inequality
Sub-national breakdown Strands (National Only)
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1.6.1i Neonatal mortality and v N e N/A v N N v N N/A
stillbirths
1.6.iii Fl\_/e year survival for all v N N N N/A N Y N N
cancers in children

1.7 Reduced premature
mortality in people with learning Possible disaggregations to be assessed once the indicator is developed
disabilities

2. Improving quality of life for people with long-term conditions -

2 Health related quality of life for

people with long-term conditions N N TBD | 8D Tep
2.1 Proportion of people feeling

supported to manage their N N TBD | TBD TBD
condition

2.2 Employment of people with v+ v+ N N N v v v v T80 | N

long-term conditions.

2.3.i Unplanned hospitalisation
for chronic ambulatory care Y* Y* Y* Y* Y* Y TBD Y Ve N Y N N
sensitive conditions (adults)

2.3.ii Unplanned hospitalisation
for asthma, diabetes and Y* Y* Y* Y* Y* Y TBD | Y Y* N Y N N
epilepsy in under 19s

2.4 Health-related quality of life

N N TBD | TBD TBD
for carers
2.5 Employment of people with v v N N N v v v v 50 | N
mental illness
2.61 Estimating the diagnosis v N N N N N N N N N N

rate of people with dementia

2.6l An indicator on the
effectiveness of post-
diagnosis care for people with
dementia in sustaining
independence and improving
the quality of life

Possible disaggregations to be assessed once the indicator is developed

3. Helping people to recover from episodes of ill health or following injury

3a Emergency admissions for
acute conditions that should not

. . N Y Y Y Y N Y Y* N Y N N
usually require hospital
admission
3b Emergency readmissions
within 30 days of discharge from | N Y Y Y N N Y N N

hospital

3.1 Number of elective
procedures weighted by
effectiveness i Hip replacement | N Y Y N Y Y N Y Y* N Y Y N
ii Knee replacement iii Groin
hernia iv Varicose veins






Sub-national breakdown

Equality and Inequality
Strands (National Only)

International
comparisons
Regional
CCG level

Local Authority

Provider

Deprivation (via
postcode or
area)
Socio-economic
group (NSSEC)
Age

Ethnicity

Religion or belief

Gender

Disability

Sexual
orientation

3.1v Number of elective
procedures weighted by
effectiveness - psychological
therapies

Possible disaggregations to be assessed once the indicator is developed

3.2 Emergency admissions for
children with lower respiratory
tract infections (LRTI)

3.3 An indicator on recovery
from injuries and trauma

Possible disaggregations to be assessed once the indicator is developed

3.4 An indicator on the
proportion of stroke patients
reporting an improvement in
activity/lifestyle on the Modified
Rankin Scale at 6 months

Possible disaggregations to be assessed once the indicator is developed

3.5.1 The proportion of patients
with fragility fractures recovering
to their previous levels of
mobility / walking ability at 30
days

N N/A | N

TBD

3.5.ii The proportion of patients
with fragility fractures recovering
to their previous levels of
mobility / walking ability at 120
days

N N/A | N

TBD

3.61 Proportion of older people
(65 and over) who were still at
home 91 days after discharge
from hospital into
rehabilitation/reablement
services

N/A

3.61i Proportion of older people
(65 and over) who were offered
rehabilitation following
discharge from acute or
community hospital

4a Patient experience of primary
care

i GP services

N/A

4. Ensuring that people have a positive experience of care

patients’ personal needs

N Y* N/A | Y* Y* TBD | N Y Y Y N/A [ N Y
ii Out of hours GP services
iii NHS dental services
4b Pgtlent experience of N v v N v+ N N v e 80 | N/A | N D
hospital care
4c An indicator on the Friends . . . - .
and Family test Possible disaggregations to be assessed once the indicator is developed
4.1 Patient experience of N Y Y N Y* N N Y e 8D | N/A | N TBD
outpatient services
4.2 Responsiveness to in- N v Y N v+ N N v v 80 | NA | N D
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Equality and Inequality

Sub-national breakdown Strands (National Only)
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4.3 I?atlent experience of A&E v Y N v+ N N 0 | NJA | N TED
services
4.4i Access to GP Services N Y* N/A | Y* Y* TBD N Y Y Y Y N Y
4.411 Access to dental services N Y* N/A | Y* N TBD N Y Y Y Y N Y
4.5 Wo_men s experience of N v N N 80 | N/A | N D
maternity services
4.6 Survey of bereaved carers N TBD TBD TBD TBD TBD Y TBD TBD | Y TBD | TBD
4.7 Patient experience of
community mental health N Y Y N Y* N N Y N7 78D [ N/A | N TBD

services

4.8 An indicator on children and
young people’s experience of
healthcare

Possible disaggregations to be assessed once the indicator is developed

4.9 An indicator on people’s
experience of integrated care

Possible disaggregations to be assessed once the indicator is developed

5. Treating and caring for people in a safe environment and protecting them from avoidable harm

5a Patient safety incident
reported

Y* N Y* TBD N N N

5b Safety incidents involving
severe harm or death

N N Y* TBD N N N

5¢ An indicator on hospital
deaths attributable to problems
in care

Possible disaggregations to be assessed once the indicator is developed

5.1 Incidence of hospital-related
venous thromboembolism (VTE)

Y* N TBD N Y N N

5.2.1 Incidence of healthcare
associated MRSA infection

Y* Y* N Y* TBD N N N

5.2.11 Incidence of healthcare
associated C. difficile infection

Y* Y* N Y* TBD N N N

5.3 Incidence of newly-acquired
category 2, 3 and 4 pressure
ulcers

N N TBD N N N N

5.4 Incidence of medication
errors causing serious harm

N N Y* TBD N N N

5.5 Admission of full-term
babies to neonatal care

N N TBD TBD N N N

TBD

5.6 Incidence of harm to
children due to ‘failure to
monitor’

N N N N N N N N/A | N N
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Annex A

1a Potential Years of Life Lost (PYLL) from causes considered amenable to
healthcare
i Adults ii Children and young people
1b Life expectancy at 75
i Males ii Females

Reducing premature mortality from the major causes of death
1.1 Under 75 mortality rate from cardiovascular disease* (PHOF 4.4)
1.2 Under 75 mortality rate from respiratory disease* (PHOF 4.7)
1.3 Under 75 mortality rate from liver disease* (PHOF 4.6)
1.4 Under 75 mortality rate from cancer* (PHOF 4.5)
i One- and ii Five-year survival from all cancers
iii One- and iv Five-year survival from breast, lung and colorectal cancer

Reducing premature death in people with serious mental illness
1.5 Excess under 75 mortality rate in adults with serious mental illness* (PHOF 4.9)

Reducing deaths in babies and young children
1.6 i Infant mortality* (PHOF 4.1)

ii Neonatal mortality and stillbirths

iil Five year survival from all cancers in children

Reducing premature death in people with a learning disability
1.7 Excess under 60 mortality rate in adults with a learning disability

Enhancing quality of life for people with long-term
conditions

2 Health-related quality of life for people with long-term conditions** (ASCOF 1A)

Ensuring people feel supported to manage their condition
2.1 Proportion of people feeling supported to manage their condition**

Improving functional ability in people with long-term conditions
2.2 Employment of people with long-term conditions** * (ASCOF 1E PHOF 1.8)

Reducing time spent in hospital by people with long-term conditions
2.3 i Unplanned hospitalisation for chronic ambulatory care sensitive
conditions (adults)
il Unplanned hospitalisation for asthma, diabetes and epilepsy in under
19s

Enhancing quality of life for carers
2.4 Health-related quality of life for carers** (ASCOF 1D)

Enhancing quality of life for people with mental illness
2.5 Employment of people with mental illness **** (ASCOF 1F & PHOF 1.8)

Enhancing quality of life for people with dementia
2.6 | Estimated diagnosis rate for people with dementia* (PHOF 4.16)
il A measure of the effectiveness of post-diagnosis care in sustaining
independence and improving quality of life*** (ASCOF 2F)

Helping people to recover from episodes of ill health or

following injury

3a Emergency admissions for acute conditions that should not usually require
hospital admission
3b Emergency readmissions within 30 days of discharge from hospital* (PHOF 4.11)

Improving outcomes from planned treatments

3.1 Total health gain as assessed by patients for elective procedures
I Hip replacement ii Knee replacement iii Groin hernia iv Varicose veins
v Psychological therapies

Preventing lower respiratory tract infections (LRTI) in children from becoming
serious
3.2 Emergency admissions for children with LRTI

Improving recovery from injuries and trauma
3.3 Proportion of people who recover from major trauma

Improving recovery from stroke
3.4 Proportion of stroke patients reporting an improvement in activity/lifestyle on the
Modified Rankin Scale at 6 months

Improving recovery from fragility fractures
3.5 Proportion of patients recovering to their previous levels of mobility/walking ability
at | 30 and ii 120 days

Helping older people to recover their independence after iliness or injury
3.6 i Proportion of older people (65 and over) who were still at home 91 days
after discharge from hospital into reablement/ rehabilitation service***
(ASCOF 2B)
il Proportion offered rehabilitation following discharge from acute or
community hospital

4 Ensuring that people have a positive experience of care
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* Indicator shared with Public Health Outcomes Framework (PHOF)

** Indicator complementary with Adult Social Care Outcomes
Framework (ASCOF)

*** |ndicator shared with Adult Social Care Outcomes Framework

***% |ndicator complementary with Adult Social Care Outcomes
Framework and Public Health Outcomes Framework

Indicators in italics are placeholders, pending development or identification

4a Patient experience of primary care
| GP services
il GP Out of Hours services
ili NHS Dental Services
4b Patient experience of hospital care
4c Friends and family test

Improving people’s experience of outpatient care
4.1 Patient experience of outpatient services

Improving hospitals’ responsiveness to personal needs
4.2 Responsiveness to in-patients’ personal needs

Improving people's experience of accident and emergency services
4.3 Patient experience of A&E services

Improving access to primary care services
4.4 Access to | GP services and ii NHS dental services

Improving women and their families’ experience of maternity services
4.5 Women's experience of maternity services

Improving the experience of care for people at the end of their lives
4.6 Bereaved carers’ views on the quality of care in the last 3 months of life

Improving experience of healthcare for people with mental iliness
4.7 Patient experience of community mental health services

Improving children and young people’s experience of healthcare
4.8 An indicator is under development

Improving people’s experience of integrated care
4.9 An indicator is under development *** (ASCOF 3E)

Treating and caring for people in a safe environment and

protect them from avoidable harm

5a Patient safety incidents reported
5b Safety incidents involving severe harm or death
5c Hospital deaths attributable to problems in care

Reducing the incidence of avoidable harm
5.1 Incidence of hospital-related venous thromboembolism (VTE)
5.2 Incidence of healthcare associated infection (HCAI)

I MRSA

ii C. difficile
5.3 Incidence of newly-acquired category 2, 3 and 4 pressure ulcers
5.4 Incidence of medication errors causing serious harm

Improving the safety of maternity services
5.5 Admission of full-term babies to neonatal care

Delivering safe care to children in acute settings
5.6 Incidence of harm to children due to ‘failure to monitor’
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Stroke quality standard NICE quality standard 2

List of statements

Statement 1. People seen by ambulance staff outside hospital, who have sudden onset of
neurological symptoms, are screened using a validated tool to diagnose stroke or transient
ischaemic attack (TIA). Those people with persisting neurological symptoms who screen positive
using a validated tool, in whom hypoglycaemia has been excluded, and who have a possible
diagnosis of stroke, are transferred to a specialist acute stroke unit within 1 hour.

Statement 2. Patients with acute stroke receive brain imaging within 1 hour of arrival at the
hospital if they meet any of the indications for immediate imaging.

Statement 3. Patients with suspected stroke are admitted directly to a specialist acute stroke unit
and assessed for thrombolysis, receiving it if clinically indicated.

Statement 4. Patients with acute stroke have their swallowing screened by a specially trained
healthcare professional within 4 hours of admission to hospital, before being given any oral food,
fluid or medication, and they have an ongoing management plan for the provision of adequate
nutrition.

Statement 5. Patients with stroke are assessed and managed by stroke nursing staff and at least
one member of the specialist rehabilitation team within 24 hours of admission to hospital, and by
all relevant members of the specialist rehabilitation team within 72 hours, with documented
multidisciplinary goals agreed within 5 days.

Statement 6. Patients who need ongoing inpatient rehabilitation after completion of their acute
diagnosis and treatment are treated in a specialist stroke rehabilitation unit.

Statement 7. Patients with stroke are offered a minimum of 45 minutes of each active therapy
that is required, for a minimum of 5 days a week, at a level that enables the patient to meet their
rehabilitation goals for as long as they are continuing to benefit from the therapy and are able to
tolerate it.

Statement 8. Patients with stroke who have continued loss of bladder control 2 weeks after
diagnosis are reassessed to identify the cause of incontinence, and have an ongoing treatment
plan involving both patients and carers.

© NICE 2010. All rights reserved. Last modified June 2010 Page 2 of 3
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Stroke quality standard NICE quality standard 2

Statement 9. All patients after stroke are screened within 6 weeks of diagnosis, using a validated
tool, to identify mood disturbance and cognitive impairment.

Statement 10. All patients discharged from hospital who have residual stroke-related problems
are followed up within 72 hours by specialist stroke rehabilitation services for assessment and
ongoing management.

Statement 11. Carers of patients with stroke are provided with a named point of contact for
stroke information, written information about the patient's diagnosis and management plan, and
sufficient practical training to enable them to provide care.

In addition, quality standards that should also be considered when commissioning and providing
a high-quality stroke service are listed in related NICE quality standards.

© NICE 2010. All rights reserved. Last modified June 2010 Page 3 of 3
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Useful contacts and websites

Benefit Enquiry Line for People with
Disabilities (provides general
confidential advice about benefits)

Helpline (voice): 0800 882 200
Helpline (text): 0800 243 355

Carers UK (useful advice and
information for carers)

Carers Line: 0808 808 7777

Website: www.carersuk.org

Connect —the communication disability
network (works with people living with
stroke and aphasia)

Tel: 020 7367 0840

Website: www.ukconnect.org

Different Strokes (is run by and for
younger people who have had strokes)

Tel: 0845 130 7172

Website: www.differentstrokes.co.uk

NHS Direct
Tel: 0845 46 47

Website: www.nhsdirect.nhs.uk

Relatives and Residents Association
(provides information and support for
residents of care homes and their
relatives)

Advice Line: 020 7359 8136

Website: www.relres.org

Shaw Trust (a charity which specialises
in helping disabled people to return to
work)

Tel: 01225 716300
Minicom: 08457 697288
Website: www.shaw-trust.org.uk

Speakability (supports people living
with aphasia and their carers)

Helpline: 0808 808 9572

Website: www.speakability.org.uk

The Stroke Association (provides
practical support to people who have
had strokes and their families)

Helpline: 0303 3033 100

Website: www.stroke.org.uk

Disabled Living Foundation
Helpline: 0845 130 9177

Website: www.dlIf.org.uk




http://www.nhsdirect.nhs.uk/
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Introduction to the SINAP Easy Access Version Report

This is a short report about a project called SINAP (Stroke Improvement National

Audit Programme).

We have tried to present the information in a way which makes it easy to

understand.

You might like to have someone to support you when you look at this.

What is SINAP?

SINAP is a clinical audit project. Clinical audit wants to improve the quality of

patient care by reviewing care against standards.

SINAP collected information from hospitals about the care provided to stroke

patients in their first 3 days in hospital.

The aim is that the information and results from the audit are used to improve

care for stroke patients.

This report tells stroke survivors, their families and the public how hospitals

performed in important standards of stroke care.

This report gives patients the power to discuss the quality of stroke care with

their local hospitals and at stroke clubs.






This project was run by the Royal College of Physicians (RCP).

It was funded by the Healthcare Quality Improvement Partnership (HQIP).

It was guided by the Stroke Working Party, which is made up of healthcare

professionals e.g. physiotherapists, other organisations such as The Stroke

Association, and stroke survivors.

We are grateful to the following groups for their help in making this report easy
to read: Speakeasy, a charity based in Bury, which supports people with aphasia,

and the South London Stroke Research Patient and Family Group.

SINAP ended in December 2012. This is the final SINAP easy access version report.

More detailed SINAP results and previous reports can be found at this website

www.rcplondon.ac.uk/sinap.

A new stroke audit called SSNAP (Sentinel Stroke National Audit Programme) has
started. We plan to produce reports for patients and carers every 3 months from

the beginning of 2014.




http://www.rcplondon.ac.uk/sinap



How to read this document

Each standard of care will have the following information, presented in the same
way. Pictures are used to make the information clearer. Each standard has a

different colour.

t k What should be done?

'K*:-_(! This section explains the standard that should be met in hospital.

How quickly should this be done?

This section explains how quickly the standard should be met.

The picture changes to show different amounts of time or days.

o 8 = =

Within Within
1 day 3 days

Within 1 hour Within 4 Hours

Why should this be done?

This explains why this standard is important and why the clinical

audit is measuring it.






What do the results show?

The white represents the patients who are not included

‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘

“MMM (because they are not applicable for the particular standard).

MMM" The green represents the patients who did receive the standard

of care. The red represents patients who did not receive the

MMM
MM Next to the picture is a pie chart, which shows the results.

Maps
Each standard will have a map to show how well hospitals have performed in your
area of the country. The ranges are different across the standards. It is important

to look at the key below the map to understand the performance that each

symbol indicates. The black cross X shows which hospitals did not participate.

This is an example:

* 90-100

70-89
A 0-69

X nNoOTINCLUDED






Hospitals included in this report

This report includes 9010 stroke patients admitted to hospital between

October and December 2012.

98 hospitals in England are included in this report.

This is 67% of all hospitals in England that treat stroke patients in the first 3 days.

We want all hospitals to send in their information so that they can use the results

to improve care for patients.






In this map the green dots show the hospitals included in this report. The black

crosses show hospitals that are not included.

Queen Elizabeth the
Queen Mother Hospi

.M edway Maritime Hospita)

.Kent and Canterb!
.Maidstone District General Hospital Hospital

.Royal Surrey
County Hospital anstSurrevHospiml

@unbridge Wells Hospital @villiam Harvey Hosptal .

XPlincess Royal Hospital Haywards Heath

)(st Richard'sHospital
W orthing Hospital<=

Royal Sussex County Hospital

%

bourne District General Hospital

Is your local hospital participating?

If not, you could ask them why not.






Brain scan

What should be done?

o All patients with stroke symptoms should have a brain scan.
1 How quickly should this be done?
Withiﬁ All patients should have a scan within 1 day of arriving at
1d
" hospital.

WHhy should this be done?

The brain scan shows the doctor what treatment the patient
needs. Immediate treatment can reduce the damage caused by

stroke.

What do the results show?

i

v

93% of
patients
have a
brain scan
within 1 day

7% of
patients did
not






Results for Brain scan in 1 day

Brain scan in 1 day

* 90-100%
. 70-89%
A 0-69%
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What should be done?

Patients should get to a stroke unit very quickly, no matter what

day or what time they arrive at hospital.

How quickly should this be done?

Within 4 hours of arriving at hospital out of hours (at night or at
within4 Hours  the weekend).

WHhy should this be done?

Evidence shows that stroke units give the best care to stroke

patients and this can improve patient recovery.

mm What do the results show?

11





Results for stroke unit within 4 hours

Stroke Unit within 4 hours: ‘out of hours’

* 80-100%
() so079%
A 0-49%
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Stroke consultant within 1 day

What should be done?

All patients should be seen by a stroke consultant.
m_iﬂ' How quickly should this be done?
e Within 1 day of arriving at hospital.
1day

o

WHhy should this be done?

It is important that patients see a stroke consultant quickly to

increase the chance of recovery.

What do the results show?

v
85% of
patients
were seen
by a stroke
consultant
within 1 day

X 15% were
not

13






Results for seeing a stroke consultant within 1 day

Stroke consultant within 1 day

14






Discussion of diagnosis and expected outcome with relatives

What should be done?

w.%; All patients should have their diagnosis and expected outcome
discussed with a relative or carer.

BE  How quickly should this be done?

Within 3 days of arriving at hospital.

Within
3 days

WHhy should this be done?

The carer or relative of every patient with a stroke should be

involved in discussions from the start.

What do the results show?

MMM

i

v

SRS R SRR 93% of patients
had their

diagnosis and
® & 0 06 0 0 0 0 0 O expected
outcome

discussed with a
relative/carer
within 3 days

7% of
patients did not

15






Results for diagnosis and outcome discussed with a relative or carer

Discussion of diagnosis and expected outcome with a relative

* 90-100%

16






Management of continence

What should be done?

Incontinent patients should get a plan for how to manage

continence.

How quickly should this be done?

Within 3 days of arriving at hospital.

WHhy should this be done?

Patients say continence management is one of the most

important areas of care.

What do the results show?

v

84% of patients
who needed a
continence
plan got one
within 3 days

X
16% of patients
did not

17






Results for continence plan

Management of Continence

* 90-100%

18





% of patients receiving a clot-busting drug treatment

A

What should be done?

Between 10-20% of patients should receive a clot-busting drug
treatment. Only patients who have a clot rather than a bleed and

patients who get to hospital quickly after stroke are eligible.

L N

Within 4 Hours

How quickly should this be done?

Up to 4 and a half hours after stroke symptoms began.

WHhy should this be done?

Clot-busting drug treatment can improve recovery.

What do the results show?

v

Proportion of
patients who
received the clot
busting treatment

X

Proportion of
patientswho did
not receive it but
who could have

Proportion of
patients who
would not have
been eligible to
receive the clot

busting treatment

19






Results for clot busting treatment

Clot busting drug treatment

20





Nursing and therapy

What should be done?

Patients should see a stroke nurse and all relevant therapists eg a

physiotherapist. For some patients seeing therapists within 3

days is not appropriate if they are very ill.

g 3

—

‘2’::;" V;";;‘;'; Within 1 day: stroke nurse and at least 1 therapist.

How quickly should this be done?

Within 3 days: all relevant therapists.

WHhy should this be done?

It is important that patients see different members of the stroke

team to receive the care they need to improve their recovery.

[CREeNye]
~ )

P JeNueNye)
i UL J“' it ﬂwt ruh Jm
U W W w Uy

I

'} What do the results show?

v

68% of patients
saw a stroke
nurse and

relevant
therapists
within 3 days

AN

X
32% of patients
did not

21






Results for nursing and therapy

Nursing and therapy

22






What should be done?

Patients should have nutrition screening and a formal swallow

assessment within 3 days if they have problems swallowing food,

drink or medication.

3 How quickly should this be done?
el
‘g’:hin Within 3 days of arriving at hospital.
ays

WHhy should this be done?
Nutrition screening is important to see if the patient is at risk of

malnourishment.

/M}\mm What do the results show?

10% of
patients did
not

23






Results for nutrition screening and swallow assessment

Nutrition screening and swallow assessment

* 90-100%

24






Direct access to stroke unit

\H

What should be done?

A stroke patient’s first ward of admission should be a stroke unit

and they should get there quickly.

ey
I’ N

$

Within 4 Hours

A\
/)

How quickly should this be done?

Patients should be admitted to a stroke unit within 4 hours.

WHhy should this be done?

Evidence shows that stroke units give the best care to stroke

patients and this can improve patient recovery.

MMM

i

What do the results show?

v

66% of patients
went directly
to a stroke
unit AND
within 4 hours

X

34% of patients
did not

25






Results for Direct access to stroke unit

Direct access to stroke unit

* 80-100%
. 50-79%
A 0-49%
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Provision of nutrition, fluids and aspirin

What should be done?

Patients should be given enough food and drink and an

antiplatelet (eg aspirin) if they need it.

How often should this be done?

Patients need to receive adequate food and drink every day.

WHhy should this be done?

It is important to prevent patients becoming dehydrated or

malnourished. Antiplatelets are drugs that prevent blood clots.

' What do the results show?

v

78% were
given enough
nutrition, fluid

and aspirin
when required

X

22% of patients
were not

27






Results for enough food and drink and an antiplatelet

Patients should be given enough food and drink and an antiplatelet (e.g. aspirin)

* 80-100%
. 50-79%
A 0-49%

28






Further information on stroke for patients and carers

% Stroke

~

Care after stroke or ks
transient ischaemic attack

Information for patients
and their carers

This booklet is a shorter version of the ‘National Clinical Guideline for
Stroke’ (2012).

It is written for stroke survivors and their carers but is also useful for
anyone who has an interest in stroke care and management.

It gives information and advice on the care and treatment of adults after a
stroke or TIA (mini stroke).

It also has listings of organisations and support groups who can help stroke

patients and their families or carers.

Please go to http://www.rcplondon.ac.uk/publications/care-after-stroke-

or-transient-ischaemic-attack if you would like to order this patient version

of the ‘Guideline’.

You can find a patient version App on your Apple or Android App Store.

29
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Thank you for reading

There is more information about the results in this report on the SINAP website.

Please go to www.rcplondon.ac.uk/sinap for

e more detailed results for all hospitals
e maps showing the results for all hospitals
e charts showing how results have changed over time

e the names of all hospitals taking part and not taking part in the project

If you have any questions about this report please contact the Stroke Programme

at the Royal College of Physicians:

Tel: 020 3075 1318

Email: sinap@rcplondon.ac.uk

If you would like to order an Easy Access Version with results from your region

email sinap@rcplondon.ac.uk.

We want to know......

What do you think of this report? Have you found it useful?

Please email sinap@rcplondon.ac.uk and let us know.

30
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Royal college Clinical Standards Department

Clinical Director: Dr Kevin Stewart

of PhySICiGnS Stroke Programme Director: Prof Tony Rudd
Stroke Programme Manager: Alex Hoffman
Tel: 020 3075 1318
Email: stroke@rcplondon.ac.uk

\

-

10 April 2013

Dear Commissioner,

We have an excellent opportunity to ensure that the needs of stroke patients are met consistently around
the country, and in particular in England through local commissioning. However, there are also risks that
new organisations will feel overwhelmed with the complexity of the processes involved. Stroke should be
straightforward and the resources in this pack should provide all you need to ensure that your services
provide the highest quality evidence based care and to enable you to monitor how your providers are
performing. The National Clinical Guideline for Stroke published in 2012 has a specific chapter for
commissioners. The Sentinel Stroke National Audit Programme can provide you with up to date data
covering all the items within the CCG Indicator set, NICE Quality Standards and much else besides. It is
the single source of data that commissioners, providers, patients and the public can use to evaluate

services.

You may also be interested in the RCP’s well-developed peer review scheme that is available to any
organisation that would like advice to help develop its stroke services. A multi-professional team of senior
stroke experts are available to provide advice on any aspect of the service. Further details on the scheme

can be found in this pack.

We welcome your comments on the resources in this portfolio and would very much appreciate if you
could return the enclosed evaluation form by post or email. Please do get in touch if you need more

information stroke@rcplondon.ac.uk.

Yours faithfully,

ﬂ‘“\’ﬁ /Q“«LQ&

Anthony Rudd FRCP, Stroke Programme Clinical Standards Department
National Clinical Director for Stroke NHS England

Professor of Stroke Medicine, King’s College London

Consultant Stroke Physician, Guy’s and St Thomas’ Hospital
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W Royal College
of Physicians

What is in this portfolio?

1) Introduction

e Introduction from Professor Tony Rudd, Associate Director of the RCP Stroke Programme
and National Clinical Lead for Stroke NHS England

e Introduction to the Royal College of Physicians Stroke Programme — Supporting the
effective commissioning of stroke services in England

2) Commissioning Guidelines and Indicators for Stroke

e Commissioning concise guide for stroke services 2012 from the National Clinical Guidelines
for Stroke (RCP)

e Details of stroke in the CCG Outcomes Indicator Set, NHS Outcomes Framework, and NICE
Quality Standard

3) Stroke care in hospitals in your CCG

e Information on how stroke services are organised — results of the Sentinel Stroke National
Audit Programme (SSNAP) Acute Organisational Audit 2012

e Information on the process of stroke care in the first 72 hours — results from the Stroke
Improvement National Audit Programme (SINAP) on the quality of care received by
patients between April 2011 and December 2012

4) The RCP Peer Review Scheme

e Information on how the RCP Peer Review Scheme can support organisations to improve
stroke services

5) Evaluation Form






W Royal College

of Physicians

Supporting the effective commissioning of stroke services in
England — the Royal College of Physicians Stroke Programme

The Royal College of Physicians (RCP) Stroke Programme provides the single source of data for stroke
services in England through national comparative audit, and acts as an authoritative source of evidence for
stroke. Below you will find details of the scope of the Programme’s work and how this can support new
Clinical Commissioning Groups (CCGs) to meet national standards and improve the quality of their local
stroke services.

Evidence based commissioning of stroke services

The 2012 fourth edition of the RCP Clinical Guideline for Stroke provides a comprehensive coverage of the
evidence base for stroke care, encompassing the entire pathway from acute care to long-term rehabilitation,
including secondary prevention. It has a detailed section on the commissioning of stroke care. A copy of the
commissioning guidance is contained in this pack and the full guideline can be downloaded from the RCP
website www.rcplondon.ac.uk/stroke/guidelines. For the first time, the guideline is available as an App for
mobile devices http://www.rcplondon.ac.uk/update/new-apps-bring-stroke-guideline-palm-your-hand.

National Stroke Audit

Data from national audits hosted by the RCP Stroke Programme have been used for national performance
indicators and targets since 2004. Guided by a multidisciplinary working party including clinicians and
patients, the RCP stroke audit was one of the first to put named hospital data in the public domain.

From 2013, the stroke programme includes the Sentinel Stroke National Audit Programme (SSNAP), a new
longitudinal prospective audit which collects a minimum dataset for every stroke patient to measure
processes, outcomes (at 6 months) and care in the community. The 5 stroke indicators from the CCG
Outcome Indicators Set are all included within SSNAP, which also provides data for the NICE Quality
Standard, the NHS Outcomes Framework, and metrics aligned with those in the Cardiovascular Disease
Outcomes Strategy.

As part of SSNAP, an acute organisational audit was conducted in 2012, including data on every eligible acute
hospital in England (based on services on 1 July 2012). Data for named hospitals within your region are
presented in this pack in tables and point maps with CCG boundary overlays.

Between 2010 and 2012 the stroke programme conducted prospective clinical audit of the first 72 hours of
stroke care (SINAP) in 77% of English acute hospitals, including the care of over 85,000 people with stroke.
This pack contains benchmarked SINAP data which is contemporaneous for hospitals serving your CCG.

Additional reports can be downloaded from our website www.rcplondon.ac.uk/stroke/regional-results
including historical data from the National Sentinel Stroke Audit, the final round of which was completed in
2010, demonstrating substantial improvements in the organisation and process of stroke care over a 12-year
period, but with significant persisting variations in service quality.
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Peer Review of Stroke Services

The Stroke Peer Review Scheme has been hosted by the RCP for six years in a collaboration with the British
Association of Stroke Physicians and the Stroke Association. The peer review scheme sets out to support
local health services in responding to national audit results, promote good practice and facilitate quality
improvement in stroke care in the UK. Stroke services are visited by a multidisciplinary review team of
expert clinicians, managers and patient representatives, with detailed feedback and action planning to guide
service change and improvement. Further information can be found in the peer review flyer in this pack and
on the RCP website www.rcplondon.ac.uk/stroke/peer-review.

Members of the RCP Stroke Programme and Key Contacts

Associate Clinical Directors

Professor Tony Rudd, Associate Clinical Director and Chair of Intercollegiate Stroke Working Party, National
Clinical Director for Stroke (England), Consultant Stroke Physician, Guy’s and St Thomas NHS Trust, London,
Professor of Stroke Medicine, Kings College London

Dr Geoff Cloud, Associate Clinical Director — Consultant Stroke Physician, St George’s Healthcare NHS Trust,
London

Professor Pippa Tyrrell Associate Clinical Director — Consultant Stroke Physician, Salford Royal NHS
Foundation Trust, Salford

Dr Martin James Associate Clinical Director — Consultant Stroke Physician, Royal Devon and Exeter NHS
Foundation Trust, Exeter

RCP In-House Team

Alex Hoffman, Stroke Programme Manager
James Campbell / Sara Kavanagh SSNAP Project Managers
Further information and resources

If you would like further information on any the audit data contained in this pack or would like to use the
Peer Review Scheme to support the development of stroke services in your area, please contact us.

Email: stroke@rcplondon.ac.uk Tel: 0203 075 1318

The information in this pack is also available on the RCP website: www.rcplondon.ac.uk/stroke/ccg
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Additional stroke audit results for your CCG available on the RCP website

In addition to the reports included in your CCG portfolio, you can download more detailed audit
results from the RCP website: www.rcplondon.ac.uk/stroke/regional-results including every
hospital’s individual report from the Sentinel Stroke National Audit Programme (SSNAP) Acute
Organisational Audit 2012. This audit measured the quality of stroke service organisation on 2 July
2012. Two versions of this report are available.

e Full report for individual hospitals - this is a highly technical report, equivalent to an
Ofsted Inspection Report, which reports every data item for individual hospitals in
your CCG benchmarked against the national average.

e Summary report for individual hospitals - this summary report presents results for
how stroke services are organised in hospitals in your CCG based on 8 domains and
an overall score. The 8 domains cover important aspects of the organisation of
stroke services. The criteria required to score the maximum for each domain are
specified.
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Introduction to public tables

		SSNAP Acute Organisational Audit 2012 -  Public Tables

		These public tables should be read in context as part of the full SSNAP Acute Organisational Audit Report 2012 and the full audit questions (appendix 2 of the report).

		These tables describe the performance for some selected indicators for sites within South East Coast.  These measures each represent an important aspect of good stroke care organisation. The national median (of 190 participating sites) for each measure is given in the top row of the table to enable benchmarking.

		A scoring system was developed to enable sites to compare their organisation of stroke care with other sites. The scores for 8 separate components of organisation each range from 0 to 100 with 100 being the optimal score.  A total organisational score is obtained by calculating the average of the 8 domain scores.   The 25% of hospitals nationally with the best stroke care organisation are in the upper quartile, the least well organised 25% of hospitals nationally are in the lower quartile.  The middle half lie between the two.

		It should be noted that the scoring system has changed from the 2010 National Sentinel Stroke Audit.  There are now more stringent criteria to achieve maximum points for several domain elements including proportion of patients thrombolysed, composition of early supported discharge (ESD) and community rehabilitation teams, and 6 or 7 day therapy working.  Also, questions which were asked for the first time in 2010 are included in the scoring this time e.g. access to clinical psychology.

		The key on Sheet 2 of this file provides further information about the items included in the tables, including a breakdown of what constitutes each domain.

		To access the public tables

		At the bottom of this screen there are 3 tabs.  Clicking on the 2nd tab will bring you to the key to the public tables, clicking on the 3rd tab will bring you to the public tables





Key to public tables

		 Heading in Public Table		Description/Further information

		Number of stroke beds onsite

		Type 1 beds		Type 1 beds are beds used solely in the first 72 hours after stroke

		Type 2 beds		Type 2 beds are beds used solely beyond the first 72 hours after stroke

		Type 3 beds		Type 3 beds are beds used for both the first 72 hours after stroke and beyond

		Number of 7 acute criteria achieved:

		Type 1 beds / Type 3 beds		The 7 acute criteria of high quality stroke unit organisation are as follows:

				·       Continuous physiological monitoring (ECG, oximetry, blood pressure)

				·       Immediate access to scanning for urgent stroke patients

				·       Direct admission from A&E/front door

				·       Specialist ward rounds on 7 days a week

				·       Acute stroke protocols/guidelines

				·       Nurses trained in swallow screening

				·       Nurses trained in stroke assessment and management

		Number of 5 SUTC criteria achieved		Five key characteristics were chosen from the Stroke Unit Trialists' Collaboration (SUTC) and subsequent papers, as markers of good stroke unit organisation.  These are:

				1.       Clinician with specialist knowledge of stroke who are formally recognised as having principal responsibility for stroke services

				2.       Formal links with patients and carers organisations for communication on ALL of the following:

				·                    Service provision

				·                    Audit

				·                    Service reviews and future plans

				3.       Formal team meetings, on average at least once a week for the interchange of information about individual patients on the stroke unit

				4.       Patient information literature displayed in unit/ward on the following: Patient versions of national or local guidelines/standards

				OR

				Patient information literature displayed in unit/ward on the following: Social Services               local Community Care arrangements

				5.       There is funding for external courses available for nurses and therapists

				AND

				At least ONE staff day was paid for between 1 April 2011 and 31 March 2012

		Thrombolysis Provision

		Availability and 24/7 provision offered onsite or in collaboration		Description of the availability of thrombolysis provision onsite and/or in collaboration with a neighbouring site

				NA = London Acute Stroke Unit which do treat patients in the first 72 hours of care

		Staffing Levels

		Qualified nurses on duty at 10am weekdays per 10 SU beds		WTEs (Whole Time Equivalents) per 10 stroke unit beds are expressed by whether each site is above, below the national median.

		Qualified nurses – WTEs per 10 SU beds

		Physiotherapy - WTEs per 10 beds		The national medians are rounded to 2 decimal places.

		Occupational Therapy - WTEs per 10 beds

		Speech and Language Therapy - WTEs per 10 beds

		6 or 7 day working for at least 2 of PT, OT and SALT		6 or 7 day working for at least two of physiotherapists, occupational therapists and speech and language therapists

		Number of programmed activities for stroke consultant physicians

		Junior doctor time per week for all SU beds		Number of half-day sessions of junior doctor time per week for all stroke unit beds

		Access to clinical psychologist(s)

		Early supported discharge

		Stroke specialist ESD team		Access to a stroke/neurology specific specialist early supported discharge team

		Specialist ESD team with 4 or more members including PT, OT and SALT		Specialist early supported discharge team with 4 or more members including physiotherapist, occupational therapist and speech and language therapist

		Access to PT, OT or SALT in specialist ESD team less than 48 hours		Access to at least one of physiotherapist, occupational therapist or speech and language therapist in specialist early supported discharge team within 48 hours

		Community rehabilitation

		Stroke specialist community rehab team		Access to a stroke/neurology specific community rehabilitation team (CRT) for longer term management

		Specialist CRT with 4 or more members including PT, OT and SALT		Specialist community rehabilitation team with 4 or more members including physiotherapist, occupational therapist and speech and language therapist

		TIA/Neurovascular service

		Median number of days to wait for appointment in TIA clinic		Average waiting time for an appointment at the time of the audit (2 July 2012)

		TIA patients seen, investigated and treated on same or next day (7 days a week) for HIGH RISK patients		If both inpatient and outpatient service are provided, the best times are reported

		TIA patients seen, investigated and treated within a week for LOW RISK patients		If both inpatient and outpatient service are provided, the best times are reported

		Quality Improvement

		Report on stroke services produced for trust board in past year		Eg. Regarding the Sentinel Audit/Vital Signs

		Number of members of strategic group responsible for stroke		Number of different types of representatives from the following:

				·         Ambulance trust representative

				·         Clinician

				·         Patient representative

				·         Commissioner

				·         Social Services

				·         Stroke Network representative

				·         Trust board member

		Number of clinical research studies		Registered with the Research & Development department on the day of the audit (2 July 2012)

		Frequency of formal survey of patient/carers views		Stroke-specific surveys

		Report produced in past 12 months which analysed views of patients		With regard to stroke services

		Patient and carer involvement

		Formal links with patient/carers organisations on service provision, audit, and service reviews AND future plans

		Clinician with specialist knowledge of stroke formally recognised as having principle responsibility for stroke

		SINAP

		Participating in SINAP (Quarter 6)		Whether or not the site is participating in SINAP (the acute stroke audit).  This is measured according to inclusion or otherwise in the 6th Quarterly Public Report (based on July – September 2012 admissions).

				This includes hospitals in England only.  London Acute Stroke Units are not eligible for SINAP as they do not treat stroke patients in the first 72 hours of care.

		Acute organisational audit domain scores 2012

		Domain 1: Acute Care Organisation		·         presence of 7 acute criteria

				·         level of thrombolysis

				percentage of patients thrombolysed

		Domain 2: Organisation of Care		location of stroke patients

				ratio of stroke unit beds to the number of inpatients with stroke

				presence, composition and timeframe for access to a specialist early supported discharge (ESD) team

				presence and composition of a specialist community rehabilitation team

		Domain 3: Specialist Roles		·         provision of consultant ward rounds for stroke units

				·         seniority of nurses and therapists

				·         patient access to social work expertise, orthoptics, orthotics and podiatry (foot health)

				·         treatment of palliative care patients on the stroke unit

				·         access to clinical psychologists and psychological care

				·         provision of educational and vocational training

				·         whether or not patients stay in bed until assessed by physiotherapist

		Domain 4: Inter Disciplinary Services		availability of qualified nurses and care assistants

				availability of qualified therapy staff

				6 or 7 day working for occupational therapy, physiotherapy, speech and language therapy

		Domain 5: TIA/Neurovascular Services		timeframes in which both HIGH and LOW risk patients can be seen, investigated and treated

				usual waiting time to get carotid imaging for both HIGH and LOW risk TIA.

		Domain 6: Quality Improvement, Training and Research		production of a report on the stroke service for trust board

				membership of a strategic group responsible for stroke

				funding for external courses and study days available for nurses & therapists

				participation in clinical research studies

		Domain 7: Team Meetings		frequency of formal team meetings and whether all stroke patients are discussed

				  membership of the team

		Domain 8: Communication with Patients and Carers		whether patients have access to their management plan

				availability of  patient information on each of the following topics for stroke units & outpatients  - Patient version of national or local guidelines/standards, Social services, Benefits agencies, Secondary prevention advice,

				whether patients are given a personalised rehabilitation discharge plan,

				formal links with patients and carers organisations on services provision, audit, and service reviews and future plans ,

				community user group for stroke,

				policy to give patients a named contact on transfer from hospital to the community,

				patient/carer views sought on stroke services,

				report produced within past 12 months which analysed views of patients

		Total organisational score 2012		The mean average of the 8 individual domain scores

		Overall position 2012		Based on overall total organisational score, relative to other sites

		Overall position 2010		The site’s overall position in the 2010 National Sentinel Stroke Organisational Audit.  If there has been a change in configuration of sites since 2010 N/A is given for the appropriate time period.  Due to changes in the scoring system this is not directly comparable to performance in 2012.





SSNAP_public_tables_2012

				Number of stroke beds onsite						Number of acute criteria achieved				Stroke unit features		Thrombolysis provision		Staffing levels																Early supported discharge						Community rehabilitation				TIA/Neurovascular service						Quality improvement				Research		Patient involvement						Leadership		SINAP		Acute organisational audit domain scores 2012

		Site Name 2012		Type 1 beds		Type 2 beds		Type 3 beds		Type 1 beds		Type 3 beds		Number of 5 SUTC criteria achieved		Availability and 24/7 provision offered onsite or in collaboration		Qualified Nurses - WTEs per 10 SU beds		Physiotherapy - WTEs per 10 beds		Occupational Therapy - WTEs per 10 beds		Speech and Language Therapy - WTEs per 10 beds		6 or 7 day working for at least 2 of PT, OT and SALT		Number of programmed activities for stroke consultant physicians		Junior doctor time per week for all SU beds		Access to clinical psychologist(s)		Stroke specialist ESD team		Specialist ESD team with 4 or more members including PT, OT and SALT		Access to PT, OT or SALT in specialist ESD team less than 48 hours		Stroke specialist community rehab team		Specialist CRT with 4 or more members including PT, OT and SALT		Number of days to wait for appointment in TIA clinic		TIA patients seen, investigated and treated on same or next day (7 days a week) for HIGH RISK patients		TIA patients seen, investigated and treated within a week for LOW RISK patients		Report on stroke services produced for trust board in past year		Number of members of strategic group responsible for stroke		Number of clinical research studies		Frequency of formal survey of patient/carers views		Report produced in past 12 months which analysed views of patients		Formal links with patient/carers organisations on service provision, audit, AND service reviews and future plans		Stroke clinician recognised as having principle responsibility for stroke		Participating in SINAP (England only)		Domain 1 Acute Care Organisation		Domain 2 Organisation of care		Domain 3 Specialist Roles		Domain 4 Inter Disciplinary Services		Domain 5 TIA/ Neurovascular service		Domain 6        QI, Training and Research		Domain 7 Team Meetings		Domain 8 Communication with Patients and Carers		Total organisational score 2012		Overall position 2010		Overall position 2012

		NATIONAL		0		0		16		6		6		4		90%		8.00		1.31		1.09		0.47		23%		20		26		52%		66%		89%		90%		57%		81%		2		63%		95%		93%		5		4		47%		68%		53%		100%		56%		68.8		65.0		70.0		52.5		87.5		80.4		87.5		81.3		73.3

		South of England - South East Coast

		Ashford and St Peter's Hospital NHS Foundation Trust		6		20		0		6		NA		5		24/7 on-site		Below median		Above median		Below median		Above median		No		Above median		Above median		No		Yes		Yes		Yes		Yes		Yes		10		Yes		Yes		Yes		6		8		1-2 times a year		Yes		Yes		Yes		Yes		68.8		100		60		42.5		100		96.4		79.2		93.8		80.1		Middle half		Middle half

		Brighton and Sussex University Hospitals NHS Trust (Princess Royal Hospital Haywards Heath)		0		0		10		NA		6		5		24/7 on-site		Below median		Above median		Above median		Below median		No		Below median		Below median		No		Yes		Yes		Yes		Yes		Yes		1		No		Yes		Yes		NA		9		Continuous		No		Yes		Yes		No		62.5		100		50		45		75		75		66.7		71.9		68.3		Upper quartile		Middle half

		Brighton and Sussex University Hospitals NHS Trust (Royal Sussex County Hospital)		0		0		22		NA		6		5		24/7 on-site		Above median		Below median		Below median		Below median		No		Below median		Above median		No		Yes		Yes		Yes		Yes		Yes		1		No		Yes		Yes		NA		9		Continuous		Yes		Yes		Yes		No		68.8		100		60		30		75		75		75		84.4		71		Upper quartile		Middle half

		Dartford & Gravesham NHS Trust		0		0		23		NA		5		4		24/7 on-site		Below median		Below median		Below median		Below median		No		Equals median		Below median		Yes		Yes		No		Yes		Yes		Yes		3		No		Yes		Yes		4		5		Less than once a year		No		No		Yes		Yes		75		90		70		40		75		89.3		83.3		12.5		66.9		Middle half		Middle half

		East Kent Hospitals University NHS Foundation Trust (Kent and Canterbury Hospital)		8		17		0		6		NA		4		24/7 on-site		Above median		Below median		Below median		Below median		No		Below median		Below median		Yes		No		No Team		No Team		No		No Team		2		Yes		Yes		Yes		6		8		More than 4 a year		Yes		No		Yes		Yes		75		40		75		42.5		100		83.9		95.8		92.2		75.6		Upper quartile		Middle half

		East Kent Hospitals University NHS Foundation Trust (Queen Elizabeth The Queen Mother Hospital)		0		0		19		NA		6		5		24/7 on-site		Above median		Above median		Below median		Above median		No		Below median		Above median		Yes		No		No Team		No Team		No		No Team		2		Yes		Yes		Yes		7		10		Less than once a year		No		Yes		Yes		Yes		75		40		90		62.5		100		100		91.7		68.8		78.5		Upper quartile		Middle half

		East Kent Hospitals University NHS Foundation Trust (William Harvey Hospital)		8		0		16		5		5		5		24/7 on-site		Below median		Below median		Below median		Below median		No		Below median		Above median		Yes		No		No Team		No Team		No		No Team		5		Yes		Yes		Yes		6		11		Continuous		No		Yes		Yes		Yes		75		40		80		62.5		100		96.4		87.5		87.5		78.6		Upper quartile		Middle half

		East Sussex Healthcare NHS Trust (Conquest Hospital)		6		14		0		6		NA		4		24/7 on-site		Above median		Below median		Below median		Above median		No		Below median		Below median		No		Yes		Yes		Yes		Yes		Yes		1		No		Yes		Yes		6		0		1-2 times a year		No		No		Yes		Yes		56.3		100		50		47.5		75		71.4		79.2		60.9		67.5		Middle half		Middle half

		East Sussex Healthcare NHS Trust (Eastbourne District General Hospital)		8		15		0		6		NA		4		24/7 on-site		Below median		Below median		Below median		Below median		No		Below median		Above median		No		Yes		Yes		Yes		Yes		Yes		1		Yes		Yes		Yes		6		6		Less than once a year		No		No		Yes		Yes		68.8		100		50		40		62.5		96.4		79.2		56.3		69.1		Lower quartile		Middle half

		Epsom and St Helier University Hospitals NHS Trust (Epsom General Hospital)		0		0		18		NA		6		5		24/7 on-site		Below median		Below median		Above median		Above median		Yes		Equals median		Equals median		Yes		Yes		Yes		Yes		Yes		Yes		2		No		Yes		Yes		6		0		Continuous		Yes		Yes		Yes		Yes		62.5		100		80		80		75		71.4		100		96.9		83.2		Lower quartile		Upper quartile

		Frimley Park Hospitals NHS Foundation Trust		10		16		0		7		NA		5		24/7 on-site		Above median		Above median		Above median		Above median		No		Above median		Equals median		Yes		Yes		Yes		Yes		No		No Team		2		Yes		Yes		Yes		7		3		Continuous		Yes		Yes		Yes		Yes		100		80		80		72.5		100		87.5		95.8		100		89.5		Upper quartile		Upper quartile

		Maidstone and Tunbridge Wells NHS Trust (Maidstone Hospital)		0		0		26		NA		5		4		24/7 on-site		Below median		Above median		Above median		Below median		No		Below median		Below median		Yes		Yes		Yes		Yes		Yes		Yes		2		No		Yes		Yes		NA		1		Continuous		Yes		No		Yes		Yes		68.8		100		80		45		87.5		62.5		75		93.8		76.6		Lower quartile		Middle half

		Maidstone and Tunbridge Wells NHS Trust (Tunbridge Wells Hospital)		0		0		8		NA		7		4		24/7 on-site		Above median		Above median		Above median		Below median		No		Below median		Below median		Yes		Yes		Yes		Yes		Yes		Yes		1		Yes		Yes		Yes		NA		2		Continuous		Yes		No		Yes		Yes		87.5		100		90		72.5		87.5		62.5		70.8		85.9		82.1		Upper quartile		Upper quartile

		Medway NHS Foundation Trust, Medway PCT and Swale PCT		2		0		23		5		5		4		24/7 on-site		Below median		Below median		Below median		Below median		No		Below median		Below median		No		Yes		Yes		Yes		Yes		Yes		42		Yes		Yes		Yes		4		2		Continuous		Yes		Yes		Yes		Yes		68.8		80		70		52.5		100		51.8		75		100		74.8		Middle half		Middle half

		Royal Surrey County Hospital NHS Foundation Trust		0		0		24		NA		6		5		24/7 on-site		Below median		Above median		Below median		Below median		No		Above median		Above median		No		Yes		Yes		Yes		No		No Team		1		Yes		Yes		Yes		2		12		Continuous		Yes		Yes		Yes		Yes		75		80		60		60		100		69.6		95.8		93.8		79.3		Middle half		Middle half

		Surrey & Sussex Healthcare NHS Trust		0		4		28		NA		5		3		24/7 on-site		Below median		Below median		Above median		Above median		No		Below median		Above median		Yes		Yes		Yes		Yes		Yes		Yes		0		Yes		Yes		Yes		5		4		Never		No		Yes		Yes		Yes		62.5		100		80		75		100		67.9		75		51.6		76.5		Upper quartile		Middle half

		Western Sussex Hospitals NHS Trust (St Richard's Hospital)		0		0		20		NA		5		3		<24/7 on-site, 24/7 through local arrangements		Below median		Below median		Below median		Above median		No		Above median		Below median		No		No		No Team		No Team		Yes		No		1		Yes		No		Yes		NA		2		Continuous		No		No		Yes		No		66.7		25		70		40		62.5		37.5		91.7		59.4		56.6		Middle half		Lower quartile

		Western Sussex Hospitals NHS Trust (Worthing & Southlands Hospitals NHS Trust)		0		0		28		NA		6		4		24/7 on-site		Below median		Above median		Above median		Above median		No		Equals median		Below median		No		Yes		Yes		Yes		Yes		Yes		1		Yes		Yes		Yes		NA		2		More than 4 a year		No		No		Yes		No		62.5		100		60		55		87.5		62.5		95.8		65.6		73.6		Middle half		Middle half
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Evaluation of CCG Portfolio for Commissioning Stroke Services

Please tick 1-5 for all questions and add an optional comment so that we can assess the impact of this portfolio. 

Name:
 
…………………………………………………………………………………………….

Job Title: 
…………………………………………………………………………………………...



CCG:  

…………………………………………………………………………………………...

		Strongly disagree

		

		Strongly agree





A  Content





  



 1
 2
 3
 4
 5

The portfolio contains useful information about:


                         


a) standards and evidence for commissioning stroke services
 [  ]
       [  ]
[  ]
[  ] 
[  ]

b) the performance of hospitals in my CCG for stroke


[  ]     
[  ]
[  ]
[  ]
[  ] 

The portfolio contains the right level of information



[  ]     
[  ]
[  ]
[  ]
[  ] 


(If not, please indicate below whether you would have preferred more/less information) 


B   Format



  






The materials in the portfolio are presented clearly and effectively                   [  ]       [  ]
[  ]
[  ]
[  ] 


The hard copy (folder) version of the portfolio is useful 



[  ]       [  ]
[  ]
[  ]
[  ]


The electronic (CD) version of the portfolio is useful                                              [  ]       [  ]
[  ]
[  ]
[  ]




C  Overall

I will use this portfolio to engage with hospitals in my CCG


[  ]
[  ]
[  ]
[  ] 
[  ]


I will refer to this portfolio when commissioning stroke services 

[  ]
[  ]
[  ]
[  ] 
[  ]


This portfolio has increased my understanding of how the RCP Stroke              [  ]
[  ]
[  ]
[  ] 
[  ]


Programme can support me in commissioning stroke services 


I would like to receive stroke audit results in a similar format in the future     [  ]
[  ]
[  ]
[  ] 
[  ]


 


Please return this form by post to the address below or email to stroke@rcplondon.ac.uk

THANK YOU VERY MUCH FOR YOUR FEEDBACK

To what extent do you agree with the following statements? 







Comments



















Comments



















Comments
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The Stroke Programme, Clinical Standards Department, Royal College of Physicians, 11 St Andrews Place, London NW1 4LE




