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IPMR_1
Part A – Diabetes
8306
Line Descriptor:

Number of people with diabetes receiving screening for the early detection (and treatment if needed) of diabetic retinopathy

Detailed Definition:

Count of the number of people who have received screening for diabetic retinopathy as part of a systematic programme that meets national standards, during the last 12 months where the following conditions are met:

· Test is digital photography only (slit lamp bio-microscopy or direct ophthalmoscopy does not count).

· Appropriately trained screening and grading staff.

· Clearly identified clinical lead and programme manager.

· Appropriate follow-up of positive screening tests.  

· Appropriate systems to ensure that the PCT population of people with diabetes on GP registers are notified to relevant screening programmes, lists are regularly updated, and risks of missing people or losing people to follow up are minimised. 

· Annual screening interval 

· Minimum programme size of 12,000 people with diabetes.

· Programme management based on a single, comprehensive, managed list of those people with diabetes covered by the programme, including the ability to take account of groups such as those under the care of hospital eye clinics, and track those excluded for any reason.

· Call and recall managed from a single point for the programme, based on the list above..

· Participation in quality assurance, including: 

· grading of screening outcome by use of national minimum  dataset, and quality assurance of grading, 

· regular monitoring, and reporting of achievement against national quality standards with action to achieve at least minimum levels.


· Procurement and installation of cameras and  specialised programme management software.  All software must support the Diabetic Retinopathy Screening Dataset, available from 
· http://www.isb.nhs.uk/documents/isb-0073/dscn-07-2009
· All imagesets per patient must have been full disease graded before being counted as a screen.  Photography alone is not a screen.

To calculate the proportion of people with diabetes identified by practices in the PCT who have received screening within the previous twelve months, data for this line will be combined with line number 2455.

Note that QMAS data is not acceptable because of the 15 month period of collection for QOF and permitted inclusions and exclusions for QOF.

· More detailed information on what is meant by a systematic programme and quality assurance is contained in the workbook available on the website http://www.retinalscreening.nhs.uk 
It is not valid to aggregate numbers of people receiving screening during four consecutive quarters, because some people may attend multiple screening appointments across the year and such patients must only be counted once.

It should be noted that those there may be instances where data suggests that more patients have been screened than are eligible.  This is due to the fact that some patients may be screened early in the year but are excluded later in the same year because they have been referred to ophthalmology.  However these patients should only be recorded as excluded if the programme has in place robust systems to collect data from ophthalmology and close the patient care pathway loop (See LDP 8308).

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
'snapshot'

To ensure line 8306 is being correctly combined with line 2455, the data that should be collected each quarter is the number of people with diabetes who have received screening for diabetic retinopathy as part of a systematic programme in the 12 months up to the end of that particular quarter. 
8307

Line Descriptor:

Number of people with diabetes offered screening for the early detection (and treatment if needed) of diabetic retinopathy

Detailed Definition:

Count of the number of people who have been offered screening for diabetic retinopathy as part of a systematic programme that meets national standards, during the last 12 months where the following conditions are met:

· Test is digital photography only (slit lamp bio-microscopy or direct ophthalmoscopy does not count).

· Appropriately trained screening and grading staff.

· Clearly identified clinical lead and programme manager.

· Appropriate follow-up of positive screening tests.  

· Appropriate systems to ensure that the PCT population of people with diabetes on GP registers are notified to relevant screening programmes, lists are regularly updated, and risks of missing people or losing people to follow up are minimised. 

· Annual screening interval 

· Minimum programme size of 12,000 people with diabetes.

· Programme management based on a single, comprehensive, managed list of those people with diabetes covered by the programme, including the ability to take account of groups such as those under the care of hospital eye clinics, and track those excluded for any reason.

· Call and recall managed from a single point for the programme, based on the list above..

· Participation in quality assurance, including: 

· grading of screening outcome by use of national minimum  dataset, and quality assurance of grading, 

· regular monitoring, and reporting of achievement against national quality standards with action to achieve at least minimum levels.


· Procurement and installation of cameras and  specialised programme management software.  All software must support the Diabetic Retinopathy Screening Dataset, available from 
· http://www.isb.nhs.uk/documents/isb-0073/dscn-07-2009
· All imagesets per patient must have been full disease graded before being counted as a screen.  Photography alone is not a screen.

To calculate the proportion of people with diabetes identified by practices in the PCT who have been offered screening within the previous twelve months, data for this line will be combined with line number 2455.

· More detailed information on what is meant by a systematic programme and quality assurance is contained in the workbook available on the website http://www.retinalscreening.nhs.uk 
It is not valid to aggregate numbers of people offered screening during four consecutive quarters, because some people may attend multiple screening appointments across the year and such patients must only be counted once.

It should be noted that those there may be instances where data suggests that more patients have been screened than are eligible.  This is due to the fact that some patients may be screened early in the year but are excluded later in the same year because they have been referred to ophthalmology.  However these patients should only be recorded as excluded if the programme has in place robust systems to collect data from ophthalmology and close the patient care pathway loop (See LDP 8308).
Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
'snapshot'

To ensure line 8307 is being correctly combined with line 2455, the data that should be collected each quarter is the number of people with diabetes who have been offered screening for diabetic retinopathy as part of a systematic programme in the 12 months up to the end of that particular quarter. 
8308

Line Descriptor:

Number of people with diabetes excluded from diabetic retinopathy screening

Detailed Definition:

Count of the number of people with diagnosed diabetes excluded from the retinal screening programme at the end of each quarter.

The following groups of people may be excluded from offers of screening: 

1.
A person with diabetes who has made his or her own informed choice that he or she no longer wishes to be invited for screening;     

2.
A person with diabetes who is under the age of 12 years (in which case he or she should not have been referred to the programme until they have reached the eligible age) 

3.
A person with diabetes who does not have perception of light in either eye;

4.
A person with diabetes who is terminally ill; 

5.
A person with diabetes has a physical or mental disability preventing either screening or treatment;

6.
A person with diabetes who is currently under the care of an ophthalmologist for the treatment and follow-up management of diabetic retinopathy, and then only for that period and only if a full grading report of retinopathy status from an ophthalmologist, in terms consistent with the National Minimum Grading Standards, is collected (at least annually) in the ophthalmology section of the screening management software.

In all other circumstances, people with diabetes should be sent an annual invitation for diabetic retinopathy screening and given the opportunity to make their own informed choice about whether to accept on each and every occasion that screening is offered

More detailed information on whether or not individuals properly fall within the groups of who people who can legitimately be excluded from the screening programme can be found in the document  “Excluding patients from the NHS diabetic retinopathy screening programme temporarily or permanently” available on the website http://www.retinalscreening.nhs.uk.
Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
'snapshot'

This line will be combined with lines 2455 and 8307 (the count of patients with diabetes and the number of patients offered screening) in order to assess PCT performance, and therefore it is important that these 3 lines are consistent.  

The indicator will be calculated as the number offered screening over the last 12 months divided by the number of patients with diabetes who are not exclusions, i.e.

        Line 8307                                      

Line 2455 - line 8308. 
2455

Line Descriptor:

Number of people with diabetes identified by the Diabetic Retinopathy Screening Programme(s) in the PCT.

Detailed Definition:

Count of the number of people with diagnosed diabetes recorded on the screening programme (or programmes if more than one screening programme provides screening for a single PCT) at the end of each quarter.  This can be found in field 3.1a (The number of living people aged 12 and above on the programme register at the final day of the reporting period) of the annual report

How to validate your registers

The English National Screening Programme for Diabetic Retinopathy has released a standard operating procedure to ensure database accuracy. This can be found in the guidance document for the Quality Assurance Standards on their website (http://www.retinalscreening.nhs.uk).

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Snapshot

IPMR_1

Part B – NHS Health Checks

Line 2480
Line Descriptor:

Number of eligible people who have received an NHS Health Check in 2012/13. 
Detailed Definition:

Count of the number of eligible people who have received a vascular risk assessment as part of their NHS Health Check during 2012/13.  
The NHS Health Check should be compliant with the Best Practice guidance published in April 2009.  A completed vascular risk assessment as part of an NHS Health Check is:- 

•
risk assessment undertaken, 

•
communication of risk given to the individual, 

•
individual lifestyle advice given to the person, and

•
referral, as appropriate, to a lifestyle intervention or for further medical investigation.

The Best Practice Guide (see link) describes what every person should receive as the national offer of a NHS Health Check.

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_098410.pdf
The NHS Health Check programme is a systematic prevention programme that assesses an individual’s risk of heart disease, stroke, diabetes and kidney disease. It is for people aged 40-74 who have not been previously diagnosed with one of these conditions (including hypertension) and consists of a face to face individual risk assessment followed by risk management advice (the risk assessment element of the check) and interventions (the risk management element of the check). For those at low risk, the risk management might be no more than general advice on how best to stay healthy. Others may be assisted to join a weight management programme or a stop smoking service. Those at the highest risk might also require preventive medication with statins or blood pressure treatment.


The NHS Health Check: Vascular Risk Assessment and Management Best Practice Guide was published in April 2009 and this clearly explains the core tests and measures in the risk assessment element of the NHS Health Check, along with similar information about risk management interventions. It describes what every person should receive as the national offer of an NHS Health Check.

PCTs will be collecting this data as part of monitoring their LES or contracts with providers of this service.. 
Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Year to date
Line 2481

Line Descriptor:

Number of eligible people who have been offered an NHS Health Check in 2012/13.
Detailed Definition:

Count of the number of eligible people who have been offered a vascular risk assessment as part of their NHS Health Check during 2012/13.  
PCTs should offer NHS Health Checks to those eligible people (see line 2482) aged 40-74 without an existing diagnosed vascular disease.   The data we are seeking is the number of people who have been offered an NHS Health Check not the numbers that have been made. So people should only be counted once even if they has been several offers of a check.  Any patients receiving an NHS Health Check should be recorded as being offered an NHS Health Check, even if they had not had a formal written ‘invite’. 
NHS Health Checks should be compliant with the Best Practice guidance published in April 2009.  A completed NHS Health Check is:- 

•
risk assessment undertaken, 

•
communication of risk given to the individual, 

•
individual lifestyle advice given to the person, and

•
referral, as appropriate, to a lifestyle intervention or for further medical investigation.

The Best Practice Guide (see link) describes what every person should receive as the national offer of a NHS Health Check.

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_098410.pdf
The NHS Health Check programme is a systematic prevention programme that assesses an individual’s risk of heart disease, stroke, diabetes and kidney disease. It is for people aged 40-74 who have not been previously diagnosed with one of these conditions (including hypertension) and consists of a face to face individual risk assessment followed by risk management advice (the risk assessment element of the check) and interventions (the risk management element of the check). For those at low risk, the risk management might be no more than general advice on how best to stay healthy. Others may be assisted to join a weight management programme or a stop smoking service. Those at the highest risk might also require preventive medication with statins or blood pressure treatment.


The NHS Health Check: Vascular Risk Assessment and Management Best Practice Guide was published in April 2009 and this clearly explains the core tests and measures in the risk assessment element of the NHS Health Check, along with similar information about risk management interventions. It describes what every person should receive as the national offer of a NHS Health Check.
PCTs will be collecting this data as part of monitoring their LES or contracts with providers of this service. 
PCTs began phased implementation of the NHS Health Check programme from April 2009 for which funding has been provided. Funding in PCTs baseline for 2011/12 is available to deliver 90% towards full roll out of the programme. Full roll out of the programme will be reached when PCTs are inviting at least a fifth of their eligible population every year as part of a 5 year rolling programme. Therefore, we would expect PCTs to plan for a programme which will enable 90% of a fifth (18%) of their eligible cohort to have had an offer of a NHS Health Check in 2011/12. Eg. if a PCT has an eligible cohort of 100,000, for a five year programme, we would expect PCTs to divide that cohort by 5 and invite 20,000 people each year for NHS Health Check. Phased rollout at 90% would therefore equate to 18,000 people (i.e. 90% of 20,000).

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Year to date
Line 2482

Line Descriptor:

Number of people aged 40-74 eligible for an NHS Health Check.

Detailed Definition:

This data is to be drawn from that held at the Office for National Statistics collection.  
We recommend that PCTs use ONS's 2010- resident based population projections for 2012 to calculate their population aged 40-74 eligible for heath checks (published 27 May 2010 – see link). Best practice would be to determine the eligible population at the start of the year to aid planning.  This population would remain unchanged for the rest of the year, but acts as a baseline for people to be offered NHS Health Checks.  Any fluctuations in the populations in year should be relatively small and not affect the rates to a great extent. People that have already received an NHS Health check should not be excluded from a PCT’s eligible population. 
http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-246448
This should be adjusted to exclude patients who have been diagnosed with:- , 

· coronary heart disease, 

· stroke, 

· diabetes (any type)
· chronic kidney disease (CKD stages 3 to 5)

· hypertension

· Atrial Fibrillation
· Transient Ischaemic attack (TIA)
· Familial Hypercholesterolaemia
· Heart failure
· Peripheral Arterial Disease (PAD) or Peripheral Vascular Disease (PVD)
Similarly, those who have been prescribed statins will be excluded from the programme.

Those previously found to be at high risk with a 10-year risk of cardiovascular disease >=20% should also be excluded from the programme.
We are working on a list of read codes to be used to assist in determining the exclusions

This figure should be the total number of patients eligible for a NHS Health Check, and not the number the PCT plans to offer a Health Check to in one year.

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Snapshot
IPMR_1

Part C – Maternity

Maternity
All women should access maternity services for a full health and social care assessment of needs, risks and choices by 12 completed weeks of their pregnancy to give them the full benefit of personalised maternity care and improve outcomes and experience for mother and baby. 

Reducing the % of women who access maternity services late through targeted outreach work for vulnerable and socially excluded groups will provide a focus on reducing the health inequalities these groups face whilst also guaranteeing choice to all pregnant women.

Completion of the assessment ensures that women are supported in making well informed decisions about their care throughout pregnancy, birth and postnatally.

2001
Line descriptor:

Number of women in the relevant PCT 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
Detailed definition:

Pregnancy –  Pregnancy is defined as all maternities regardless of outcome, excluding those where care is provided outside an NHS setting.

In the relevant PCT population - This refers to the PCT of the GP the woman is registered with.  Where a woman is not registered with a GP, the woman's postcode of residence should be used.
Seen – This means completion of a full assessment, this may occur over multiple sessions but will be measured by the completion of the final session not the initiation of the first.

Midwife – To qualify as a midwife in this definition the person must hold current registration with the nursing and midwifery council and being in active employment as a midwife with the NHS.

Maternity healthcare professional – This is a description which covers obstetricians and general practitioners with current registration with the General Medical Council and working for the NHS providing maternity services.

12 weeks and 6 days – this relates to the measured gestation of the pregnancy and is the cut-off point for measurement against the Indicator.    The most valid approach is to use gestational age as calculated by ultrasound assessment, but it is recognised that the ultrasound calculation of gestation is not always available at the time of assessment of needs, risk and choices. The gestational age at completion of assessment may therefore be estimated from the date of completed assessment and the Estimated Date of Delivery (from clinical estimation/LMP or scan). 
Health and Social Care assessment of needs, risks and choices is defined as an antenatal care “booking visit” where the hand held maternity record is completed. This must include:  

· Information provided on the choice of type of antenatal care as in 'Maternity Matters';

· Antenatal information, checks and tests described in the NICE antenatal care guidance of March 2008 including:
            - vitamin D supplements

- screening for risk factors of gestational diabetes

- maternal height and weight; body mass index calculated

- screening questions for depression and other mental disorders

- offer of screening for anaemia

- offer of early ultrasound scan for gestational age assessment

· Assessment of incidence of domestic abuse.

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Activity in period
2009
Line descriptor:

Number of women in the relevant PCT population who have seen a midwife or a maternity healthcare professional, for health and social care assessment of needs, risks and choices at any time during pregnancy 

Detailed definition:

See line 2001 for detailed guidance.

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Activity in period
IPMR_1

Part D – Stroke and TIA

Stroke and TIA

110,000 people have a stroke each year, around a third of whom die. Stroke is the largest single cause of adult disability – there are around 300,000 people in England living with moderate to severe disabilities as a result of a stroke.

Good care on a dedicated stroke unit is the single most effective way to improve outcomes for people with stroke. Early initiation of treatment for Transient Ischaemic Attacks (TIAs) or minor stroke can reduce the number of people going on to have a major stroke by 80%. TIA diagnosis should be made on clinical symptoms and higher risk TIA cases risk stratified using the ABCD2 score of 4 or above.
These indicators are a good proxy for reducing disability and death due to stroke. 

We are aware that there has been some inconsistency in the way this information has been being reported.  This guidance has therefore been amended to add additional clarity.  None of the amendments change the substance of what is required and the data collections remain comparable over time, from quarter 4  2008-09.

Current Performance for the end of quarter 3; 2011-12 nationally 83% of people spent 90% of time on a stroke unit and 70.9% of TIA cases with a higher risk of stroke were treated within 24 hours.

Expected Position by the end of 2012-13:  Current local performance should be maintained if the aspiration of  80% of people spending 90% of the time on a stroke unit (part 1) or 60% of higher risk TIA cases are treated within 24 hours (part 2)  is achieved or  improved upon if achieved in previous years.  

All PCT plans for 2010/11 showed that they would achieve the 80% threshold for stroke (Part 1) and the 60% for TIA (Part 2) by March 2011; this level of performance should have been maintained in each quarter of 2011/12 and where possible e.g. through service redesign, improved on. Where PCTs have been unsuccessful in achieving the 2010/11 threshold they should have achieved it by Quarter 1 of 2011/12 and the level should be maintained, or exceeded, continuously.

For  TIA services ( part 2) commissioners of services should work towards the provision of a 7 day service for their local population 

The National Stroke Strategy and other related information  can be found on www.dh.gov.uk/stroke 
The data pathway

Service providers will send their data to PCTs who will collate those data and send them to DH.

2004

Line descriptor:

Patients who spend at least 90% of their time on a stroke unit 

Detailed definition:

As defined by the National Sentinel Stroke Audit a  Stroke unit is a multi-disciplinary team including specialist nursing staff based in a discrete ward which has been designated for stroke patients. This category includes the following sub-divisions:

· Acute stroke units that accept patients acutely but discharge early (usually within seven days but in many instances fewer). This includes the "intensive" model of care sometimes referred to as a ‘hyperacute stroke unit’ with continuous monitoring and high nurse staffing levels. 

· Rehabilitation stroke units which accept patients after a delay of usually seven days or more and focus on rehabilitation

· Combined stroke unit (ie no separation between acute and rehabilitation beds) that accept patients acutely but also provide rehabilitation for at least several weeks if necessary. 

A stroke unit should have the key characteristics of a good stroke unit as defined by the National Sentinel Stroke Audit 2010. The five key characteristics of a stroke unit are: 

· Consultant physician with responsibility for stroke

· Formal links with patient and carer organisations

· Multidisciplinary meetings at least weekly to plan patient care

· Provision of information to patients about stroke

· Funding for external courses and uptake

Patients with ICD10 codes I61, I63, and I64 (including the various sub-sets of coding for each of these main codes) should be reported against this line.(iii)

Only primary diagnosis within each FCE should be collected. Those who have a stroke while in hospital should also be counted. If a patient has two distinct hospital spells on a stroke unit, within the same reporting period, they should be counted twice.

Notes:

(i) The ICD codes given here are the same as currently used by the Royal College of Physician's Stroke Sentinel Audit for this purpose.

(ii) "90%" means the percentage of the whole spell spent by the patient on a stroke unit. 

iii) This definition has changed from the original guidance where diagnosis codes for reporting against this line were ICD10 codes I60-I69 and secondary, tertiary diagnoses etc, were also counted towards the indicator
Detailed Descriptor
To calculate if a patient has spent more than 90% of their time on a stroke unit during a spell you need to:

a) calculate the length of stay (LOS) for that patient on a stroke ward for any FCE, within the spell, where the primary diagnosis is stroke (I61, I63, I64); and

b) calculate for that patient the LOS from the point of entry to the hospital (to include time in A and E) of any FCE, within the spell, where the primary diagnosis is that of stroke (I61, I63, I64) regardless of ward setting.

If the calculation a)/b) is greater than or equal to 0.9 then this patient contributes to the numerator in line 2004.

In common with other conditions, the time frame begins when the patient enters the hospital as recorded on the ambulance job sheet or hospital record. This time may differ from the time of decision to admit which is usually the defined start of the  FCE. However the intention of this integrated performance measure  is for patients to move rapidly to an acute stroke unit and spend a high proportion of their hospital stay there, so calculation of the integrated performance measure needs to begin at the point of entry to hospital rather than from the decision to admit which could be potentially hours later. The time frame ends when the patient is discharged from hospital.  If they are discharged to another hospital for stroke care a separate calculation should be done; as in such discharges the patient will be taken directly to the stroke unit in the next hospital all such episodes would be expected to show 100% of time spent in a stroke unit.

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Activity in period

2005

Line descriptor:

Number of people who were admitted to hospital following a stroke

Detailed definition:

The same ICD10 codes apply as line 2004.

If a patient has two distinct hospital spells on a stroke unit, within the same reporting period, they should be counted twice.

For this line descriptor you need to count the number of patients where the primary diagnosis is that of stroke (I61, I63, I64) regardless of ward setting within any FCE within the spell. 
Detailed Descriptor
For line 2005 we need to count the number of patient spells where the primary diagnosis of any constituent FCE is that of stroke (I61, I63, I64) regardless of ward setting.

Examples: 
[image: image1]

[image: image2]
Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Activity in period
2006

Line descriptor:

Transient Ischaemic Attack (TIA) cases with a higher risk of stroke who are treated within 24 hours (Numerator)
Higher risk patients with TIA should be counted only if they attended an out-patient TIA or Neurovascular clinic, or an alternative relevant out-patient clinic (eg Neurology clinic or attending a stroke unit directly). Patients who are admitted to hospital are not counted. Note; these patients must be seen by specialists, as part of a specialist service, in accordance with the Stroke Strategy and NICE guidelines. In this context patients who are admitted to hospital are not counted.
We recognise that limiting the count to non-admitted patients may be seen as contrary to decisions made in some areas to admit all TIA patients who are at higher risk of stroke. However, in England the vast majority of these patients are managed as out-patients, and the purpose of this guidance is to foster development of systems for timely out-patient assessment and treatment of such people. In areas where admission is a proxy for addressing resources issues (eg in imaging and diagnostics) we recommend that trusts explore with their commissioners designing open access services which can meet this 24 hour standard so that the majority of such people are not admitted.
To assist in planning appropriate services, commissioners are recommended to check the numbers of TIA patients at higher risk of stroke being reported under this measure against the numbers that would be expected for their local population.

Detailed definition:

TIA diagnosis should be made on clinical symptoms and higher risk TIA cases risk stratified using the ABCD2 score of 4 or above.

The denominator includes all patients referred as higher risk TIA and not just those confirmed as higher risk TIA

Patients referred as lower risk subsequently found to be higher risk should not be included in the numerator

Patients referred as higher risk and subsequently found to be lower risk should be included in the numerator

Patients referred with no risk stratification should be managed as high risk in the absence of a system to establish risk status prior to clinic appointment

The clock can be stopped as soon as it is established that a patient referred as higher risk of TIA has not  had a TIA.

This is a measure of the process of care for those identified at first contact as having a higher risk of TIA

The ABCD2 score is calculated using the patient's age (A); blood pressure (B); clinical features (C); duration of TIA symptoms (D); and presence of diabetes (2). 

Scores are between 0 and 7 points. 

· Age (≥60 years, 1 point); 

· Blood pressure at presentation (≥140/90 mm Hg, 1 point); 

· Clinical features (unilateral weakness, 2 points; speech disturbance without weakness, 1 point); 

· Duration of TIA symptoms (≥60 minutes, 2 points; 10-59 minutes, 1 point); and

· Presence of diabetes (1 point). 

Low risk = 0-3 points; moderate risk = 4-5 points; high-risk = 6-7 points.

The time frame begins at the time of first contact of the patient with any health-care professional (including a paramedic, GP, stroke physician, A&E staff and district nurse etc.) 

Whilst selected patients with high risk TIA - particularly those with 'crescendo' TIAs
 will continue to need specialist in-patient care, the majority should not be admitted solely to expedite investigations. A high quality service is one where investigations are performed and treatment instigated in a timely fashion in out-patient settings.

Recurrent TIA after investigation and treatment should be considered as a new episode.
The time frame ends 24 hours after first contact, by which time the following investigations for high risk TIA cases should be completed:
· Blood tests (all patients).
· Electrocardiogram (ECG: all patients).

· Brain scan (if vascular territory or pathology uncertain. Diffusion-weighted MRI is preferred, except where contraindicated, when CT should be used).

· Completion of carotid imaging (where indicated) and referral for carotid surgical intervention (where indicated).

The following treatments should be commenced for high risk TIA cases within the 24-hour time window: 
· Aspirin (where needed or alternative if contraindicated).

· Statin (where needed or alternative if contraindicated).

· Control of blood pressure (where needed unless contraindicated).

Patients with confirmed TIA only should be reported against this line using the following ICD10 codes  . 

G450   Vertebro-basilar artery syndrome

G451   Carotid artery syndrome (hemispheric)

G452   Multiple and bilateral precerebral artery syndromes

G453   Amaurosis fugax

G458   Other transient cerebral ischaemic attacks and related syndromes
G459   Transient cerebral ischaemic attack, unspecified

Those patients with unconfirmed TIA will, of course, not have any of these diagnoses in the relevant fields. However, if a patient presents to medical staff due to a suspected TIA then they are counted for the purpose of this return.

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Activity in period
2007

Line descriptor:

Number of people who are referred as having a Transient Ischaemic Attack (TIA) who are at higher risk of stroke (Denominator)
Detailed definition:
Patients referred as having a higher risk of  TIA are defined as those with an ABCD2 score of 4 or above. See line 2006 for details. 

The same ICD10 codes apply as for line descriptor 2006 for confirmed cases of  higher risk TIA.
Those patients with unconfirmed TIAs will, of course, not  have any of these diagnoses in the relevant fields. However, if a patient presents to medical staff due to a suspected TIA then they are counted for the purpose of this return.

Patients with higher risk TIA should be counted only if they attended an out-patient appointment at a TIA or Neurovascular clinic, or an urgent appointment at an alternative relevant clinic (eg Neurology outpatients). In this context, patients who are seen and managed in other settings (eg admitted to hospital) are not counted. Note that these patients should still be seen by specialists, as part of a specialist service, in accordance with the Stroke Strategy and NICE guidelines. This IPMR guidance does not endorse non-specialism in these circumstances. 

We recognise that limiting the cases counted to non-admitted patients may be seen as being contrary to the principles being used in service redesign in some areas where all higher risk patients with TIA are admitted. The greatest proportion of such patients across the country continue to be managed as out-patients, and the purpose of the IPMR guidance in this context is to foster the development of systems for timely out-patient assessment and treatment of such people. In areas where admission is a proxy for resources issues (eg in imaging and diagnostics) we recommend that trusts work towards not admitting the majority of such people, but instead ensuring access to a hospital-based walk-in facility. 

Whilst selected patients with high risk TIA - particularly those with 'crescendo' TIAs
  will continue to need specialist in-patient care, the majority should not be admitted solely to expedite investigations. A high quality service is one where investigations are performed and treatment instigated in a timely fashion in out-patient settings.

The time frame begins at the time of first contact of the patient with any health-care professional (including a paramedic, GP, stroke physician, A&E staff and district nurse etc.)

The time frame ends 24 hours after first contact, by which time all treatments should be complete. Treatments for higher risk patients with TIA include, in this context, the relevant investigations as well as pharmacological treatments. 

The following investigations for higher risk patients with TIA should be completed within the 24-hour time window:

· Blood tests (all patients).

· Electrocardiogram (ECG: all patients).
· Brain scan (if vascular territory or pathology uncertain. Diffusion-weighted MRI is preferred, except where contraindicated, when CT should be used).

· Completion of carotid imaging (where indicated) and referral for carotid surgical intervention (where indicated).

The following treatments should be commenced for higher risk patients with TIA within the 24-hour time window: 

· Aspirin (where needed or alternative if contraindicated).

· Statin (where needed or alternative if contraindicated).

· Control of blood pressure (where needed unless contraindicated).

This measure is about higher risk patients with TIA being seen and treated within 24 hours.  Patients seen and treated the day after first presenting to a healthcare professional but where treatment is completed more than 24 hours from first presentation will breach this measure. While it is recognised that this is a challenging measure it is designed to encourage development of patient centred services and a significant  tolerance has been built in to accommodate unavoidable delays.

The data pathway:

Service providers will send their data to PCTs who will collate those data and send them to DH.

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Activity in period

SUPPORTING INFORMATION FOR STROKE AND TIA VITAL SIGNS

PRIMARY DIAGNOSIS

The expectation is that patients with suspected acute stroke will be admitted immediately to a stroke unit on day one of their stroke. Primary diagnosis of stroke is one of the FCEs within a spell. Only completed spells of FCE should be counted. This is effectively either on discharge or death and is the same definition as is used in the Sentinel Audit. 

Length of stay does not affect the count. This is a departure from the Sentinel Audit's definition which makes a count only if the stay falls within three to 60 days inclusive. Service providers will need to provide broken down data for PCTs.

The Stroke Improvement Programme website has information and resources for the implementation of the vital signs  www.improvement.nhs.uk 

Best Practice Tariff (BPT) from April 2011

DH is introducing from April 2011, a mandatory BPT for non-admitted services for suspected TIA. The BPT rewards providers already meeting minimum best practice whilst acting as an incentive for provision of best practice where it does not currently exist. The guidance on the BPT is consistent with this guidance. 

NICE Quality Standard

The NICE Quality Standard, launched in July 2010
, contains specific, concise statements that are markers of high-quality, clinical and cost-effective patient care. This Guidance is consistent with the 11 quality statements in the Standard and the Stroke Strategy. 

More detailed definitions of what should be counted under the planning round can be found under  the associated Frequently Asked Questions on the Unify2 web-site. 

TREATMENT FUNCTION CODES (TFC)

TIA has its own identifiable TFC within SUS (Secondary Uses Services) which should make it easier to identify those entering the hospital system, as both inpatients and outpatients, with a TIA. Further coding will make it possible to separately identify inpatients and outpatients.

DATA PRO-FORMA TO PROVIDE BEST PRACTICE

We are including a suggested data pro-forma (below) which we hope will prove useful in enabling more consistent data gathering.

	[NHS Hospital name]

TIA CLINIC

REFERRAL FORM AND

VITAL SIGNS DATA CAPTURE FORM

FAX NUMBER: xxxxxxxxxxxxx

Please fax referral urgently


	Source of referral (please ring):

GP

A&E

MAU

Paramedic

Other

Date and time of First Contact

Date__/__/__: time __:__ (24h clock)

Name of referrer and contact phone number:

Date and time of referral:

Date__/__/__: time __:__ (24h clock)


	Patient details

Name:

Address:

Sex:

d.o.b:

Tel No.: 

Registered GP:


	Date of symptom(s) and brief history

Recurrent events?

If so when and how many?



	ABCD2 SCORE

      Age  >/=60

BP    Systolic  >140   or

         
   Diastolic >/= 90


Unilateral weakness

Speech disturbance




                (no weakness)

Duration       >/= 60 minutes


              10 – 59 minutes

Diabetes


	Potential points

1

1

2

1

2

1

1

points


	Current Drug Therapy:

Please start aspirin 300mg od immediately

If aspirin intolerant consider clopidogrel 75mg od as an alternative
Please specify: -  If on Aspirin at time of event and/or other antiplatelet drug(s)


            -  If on Warfarin and why.                        Most recent INR if known

	Please circle any known additional risk factors:

Previous TIA / CVA, Hypertension, Hyperlipidaemia, IHD, Diabetes, Smoking, Atrial Fibrillation, known carotid disease, impaired LV function, peripheral vascular disease.


	VITAL SIGNS DATA CAPTURE FOR HIGH RISK TIA

Yes

No

Was patient referred as a High Risk TIA case (ABCD2 Score of 4 or above)?   
If Yes, please ensure that this form is bound in the medical notes with the TIA referral form and that the following is completed :

Were the following investigations for High Risk TIA completed within 24 hours of First Contact (see date and time on TIA referral form)?:



	Investigation completed

Notes

Completed within 24h of First Contact

Yes/Not Indicated

No

Blood tests

All patients

Electrocardiogram (ECG)

All patients

Brain scan*

If vascular territory or pathology uncertain

Carotid imaging

Where indicated

*Diffusion-weighted MRI is preferred, except where contraindicated, when CT should be used.



	Were the following treatments for High Risk TIA commenced within 24 hours of First Contact (see date and time on TIA referral form)?:

Treatment

Notes

Completed within 24h of First Contact

Yes/Not indicated/Contraindicated

No

Aspirin or alternative

Unless contraindicated

Statin

Unless contraindicated

Control of BP

Where needed

Referral for carotid surgical intervention

Where needed



	
	Ticks in all of the clear boxes indicate that appropriate investigations and treatments have been completed within 24h of First Contact
	Any ticks in the shaded boxes indicate that appropriate invest-

igations and treatments have not been completed within 24hrs of First Contact


Notes:

(i) We suggest that the above pro-forma should be printed double-sided allowing the whole form to be bound into the medical notes so that whoever audits the pathway will be able to compare the time of First Contact with times to completed investigations and treatments.

 (ii) As some forms will be faxed to hospitals, the faxer will need to send both sides or the hospital will need to add their version of page two. In addition, please note that:

· ambulance incidence numbers allow ambulance crews to track their case numbers; 

· referral can be by FAX or patient;

· the time of referral needs to be entered on the pro-forma;

· the service provider needs to consider all patients deemed as 'high risk' to identify the pathway they took; and

· The intial risk stratification is determined by the referrer however the final arbitration of risk level is provided by the acute service for the purpose of the tariff.

IPMR_2

Part A – Breastfeeding

Breast Feeding
7101

Line Descriptor: 

Number of maternities 

Detailed Definition:

The number of women in the relevant PCT population who give birth to one or more live or still born babies of at least 24 weeks gestation where the baby is delivered by either midwife or a doctor and the place of delivery is either at home or in an NHS hospital (including GP units).  Exclude all maternities that occur in either psychiatric or private beds / hospitals.

Do not count the number of babies, but count the number of mothers instead.

Note:  ‘Maternity’ is used instead of ‘delivery’ for consistency with the ONS definition.

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Quarter Actual and FOT

7102

Line Descriptor: 

Number of new mothers known to have initiated breastfeeding

Detailed Definition:

The mother is defined as having initiated breastfeeding if, within the first 48 hours of birth, either she puts the baby to the breast or the baby is given any of the mothers breast milk.
Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Quarter Actual and FOT

7103

Line Descriptor: 

Number of new mothers known not to have initiated breastfeeding

Detailed Definition:

The mother is defined as having initiated breastfeeding if, within the first 48 hours of birth, either she puts the baby to the breast or the baby is given any of the mothers breast milk.
Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Quarter Actual and FOT

7109

Line Descriptor: 

The number of infants due a 6-8 week checks

Detailed Definition:


[image: image3.emf]G:\PPRT\DCVA\LDPR\ Guidance\Breastfeeding prevalence Guidance v15.pdf


Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Quarter Actual and FOT

7110

Line Descriptor: 

The number of infants recorded as being totally breastfed at 6-8 weeks

Detailed Definition:

See the PDF file in line 7109. 

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Quarter Actual and FOT

7111

Line Descriptor: 

The number of infants recorded as being partially breastfed (receiving both breast milk and infant formula) at 6-8 weeks

Detailed Definition:

See the PDF file in line 7109. 

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Quarter Actual and FOT

7112

Line Descriptor: 

The number of infants being recorded as not at all breastfed at 6-8 weeks

Detailed Definition:

See the PDF file in line 7109. 

Collection Information:

Level:

PCT

Basis:

Commissioner

Returns:
Quarter Actual and FOT

“a” / “b” = 0.875 this being less than 0.9 does not meet the criteria so nothing will be added to line 2004 for this Spell. Had this been greater than or equal to 0.9 then 1 would be added to line 2004. In this example a patient was still in A&E at midnight with a suspected stroke.











Numerator: There is only one stroke ward stay so “a” is simply 7





Denominator: Both of the  elements are in scope and the sum of the LOS is 8 – this is “b”





The spell has 1 or more constituent elements, including a period in A&E with Stroke primary diagnosis so this counts as 1


 in line 2005











Spell (8 days)





WS 1


STROKE


7





A&E


-


1





FCE 1


I61


7





A&E


I61


1





Spell














FCE


ICD


LOS











WS


Ward


LOS





“a” / “b” = 0.58 this being less than 0.9 does not meet the criteria so nothing will be added to line 2004 for this Spell. Had this been greater than or equal to 0.9 then 1 would be added to line 2004





Numerator: There is only one stroke ward stay so “a” is simply 7





Denominator: Two of the FCEs are in scope and the sum of the LOS is 12 – this is “b”





The spell has 1 or more constituent FCEs with Stroke primary diagnosis so this counts as 1


 in line 2005














WS 2


MAU


5





Spell (18 days)





WS 3


STROKE


7





WS 1


OBS


6








FCE 3


I61


6





FCE 2


I61


6





FCE 1


O80


6





Spell














FCE


ICD


LOS











WS


Ward


LOS




































































� As defined in the current NICE Clinical Guideline.


2 As defined in the current NICE Clinical Guideline 


� The NICE quality standards are available here: http://www.nice.org.uk/aboutnice/qualitystandards/qualitystandards.jsp
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Breastfeeding at 6-8 weeks 
Data Collection Guidance 


 
Subject : Breastfeeding at 6-8 weeks      Version 2.0 
 
Effective Date : 1st April 2008 
 
Introduction 
 
A healthy pregnancy, a healthy birth and a strong bond between a baby and its parents are a vital 
start in life. All parents have an intrinsic (neuro-genetic) desire and motivation to be a good parent 
and protect their infant. Making the choice to breastfeed, starting and continuing to breastfeed are 
part of the complex, inter-related decisions both parents make from early pregnancy onwards. 
Successful and enjoyable breastfeeding is a reflection of accepting, positive and high quality 
maternity and children’s services, parental confidence, supportive relationships and physical well-
being.  Therefore, promoting and supporting sustainable breastfeeding needs to be seen as part of an 
integrated programme of child health promotion and parenting support as set out in the Child Health 
Promotion Programme and Every Child Matters. 
 
There is clear evidence that breastfeeding has positive health benefits for both mother and baby in 
the short- and longer-term (beyond the period of breastfeeding).  Breastmilk is the best form of 
nutrition for infants and exclusive breastfeeding is recommended for the first six months (26 weeks) 
of an infant's life.  Thereafter breastfeeding should continue for as long as the mother and baby 
wish, while gradually introducing a more varied diet (DH 2003).   
 
The continuing health benefits of breastfeeding mean mothers should be supported to continue 
breastfeeding, if desired, into the second year or beyond. (WHO Global Strategy for Infant and 
Young Child Feeding, WHO 2003). However, a majority of mothers give up breastfeeding in early 
weeks and infants therefore lose out on the many health benefits.  
 
Babies who are not breastfed are many times more likely to acquire illnesses such as gastroenteritis 
and respiratory infections in the first year (Ip et al. 2007; Horta et al.2007). In addition, there is 
some evidence that babies who are not breastfed are more likely to become obese in later childhood 
(DH 2004a; Li et al. 2003; Michels et al. 2007).  Mothers who do not breastfeed have an increased 
risk of breast and ovarian cancers and may find it more difficult to return to their pre-pregnancy 
weight (World Cancer Research Fund 2007; DH 2004a).  
 
However, a majority of mothers give up breastfeeding in early weeks and infants lose out on the 
many health benefits. The Government wants to encourage and support mothers to increase the 
duration of breastfeeding and introduced prevalence of breastfeeding at 6-8 weeks as a key indicator 
of Child health and Wellbeing PSA with parents getting help and support with breastfeeding in 
hospitals and in the community from health visiting and midwifery teams, General Practices, Child 
Health services and Children’s centres.  From April 2008 all PCTs are expected to collect data to 
calculate local prevalence of breastfeeding at 6-8 weeks.  This is in addition to current data 
collection on initiation of breastfeeding. 
 
Infant feeding survey 
 
The UK infant feeding survey 2005 (Bolling et al. 2007) showed that 78% of women in England 
breastfed their babies after birth. However, a third of these women had stopped by week 6 so that 
only 50% of all new mothers were breastfeeding by week 6 and 26% by 6 months 







For exclusive breastfeeding, the decline starts early; only 45% of women were exclusively 
breastfeeding one week after birth and by 6 weeks, this was down to 21% and negligible at 6 
months. (Bolling et al. 2007). This early discontinuation is not through choice; nine out of ten 
women stopping breastfeeding within the first 6 weeks said they would have preferred to breastfeed 
for longer.  These mothers would have benefitted from timely support and help to establish and 
continue breastfeeding for longer. 
 
Socioeconomic influences on maternal and child nutrition 
 
Acheson’s independent inquiry (1998) recognised the impact of poverty on the health and 
nutritional status of women and children. In particular, the inquiry highlighted breastfeeding as a 
strong indicator of social inequalities (that is, women who are most disadvantaged are least likely to 
breastfeed).  The most recent Infant Feeding Survey 2005 (Bolling et al. 2007) confirmed that 
young maternal age, low educational attainment and low socioeconomic status continue to have a 
strong impact on patterns of infant feeding. For example, 65% of UK women from managerial and 
professional occupations were breastfeeding at 6 weeks compared to only 32% of those from 
routine and manual groups. 
 
For more details of the Infant Feeding Survey, please see link. 
http://www.ic.nhs.uk/pubs/breastfeed2005 
 
Priorities for Action 
These are based on recommendations from NICE Guidance and the actions set out in the 
Child Health Promotion Programme published the Department in March 2008 .1 2 3 4. 
 
The actions below are a summary - please see referenced documents and delivery plan for details, 
particularly for recommendations about involving peer supporters. 
 
A local action plan that sets out a coordinated approach across trusts and local authorities to 
promote breastfeeding including local partnerships engaging all stakeholders, service 
commissioners and providers. The plan should include: 
 


• The implementation of an externally evaluated, structured programme that protects, 
promotes and supports breastfeeding, using the UNICEF Baby Friendly Initiative as a 
minimum standard.  


• A structured training programme for all health professionals based on  NICE guidance on 
Maternal and Child Nutrition, Postnatal care and the standards of UNICEF’s Baby Friendly 
Initiative  


• Effective, sustainable support programmes, particularly in areas where breastfeeding 
initiation and duration rates are low. For example, peer support programmes with trained 
peer supporters working as part of multi-disciplinary team. 


• Measures to ensure all training, materials and equipment are free from advertising from the 
infant feeding industry so as not to undermine breastfeeding. Where possible use NHS 
informational materials. www.breastfeeding.nhs.uk/en/materialforclients/index.asp . 


• The collection and dissemination of accurate and timely data on breastfeeding initiation and 
prevalence at 6-8 weeks. 


 
                                                 
1  NICE Mother and child nutrition; Public Health Guidance 11 
2  NICE Postnatal Care Guidance; Clinical Guidance 37   
3  Child Health Promotion Programme; pregnancy and the first five years of life 
4  SACN Infant Feeding Survey 2005: A commentary on infant feeding practices in the UK. Position statement by the 
Scientific Advisory Committee on Nutrition 







Clear leadership at regional and local level 
 


• An identified person within each trust / local authority with sufficient dedicated time and 
authority to lead on the delivery of the local action plan.  


• Oversee the monitoring and evaluation of the local action plan and disseminate findings 
• Develop joint working strategies – CHPP better integrated working is a strength of CHPP 


and is essential if we are to improve outcomes for children and young people 
 
Accessible antenatal and postnatal services particularly to increase uptake amongst 
disadvantaged groups 
 


• Children’s Centres should aim to provide a supportive environment which sensitively 
promote the message that breastfeeding is the normal way to feed a baby and is the best start  
for the baby  


• Increase access to disadvantaged groups by providing antenatal and postnatal services 
through children’s centres.  


• Fathers, in particular and other family members as key influencers should be involved in 
discussions about infant feeding including helping support their partners to breastfeed.  


• All pregnant women should have contact details of the National Breastfeeding Helpline and 
have access to peer supporters. This should be followed by proactive support during the 
postnatal period with peer supporters contacting new mothers within 48 hours of their 
transfer home (or within 48 hours of a home birth) and offering ongoing support. 


• All mothers who choose to use infant formula should be shown how to make up a feed in 
line with current guidance from the DH (‘Bottle feeding’ 2006). This should happen when 
needed, if not covered while in hospital and not before birth. 


 
Wider actions in the Community to create a breastfeeding friendly environment 
 


• Engage with local employers and business to encourage the implementation of the code of 
best practice for supporting and facilitating  employees and customers who breastfeed.  


• Sensitive, specific activities using local media to raise awareness of breastfeeding as the 
normal way to feed a baby.  


• Involve nurseries and schools to raise awareness of breastfeeding. 
 







Data Definitions 
 
The following items of information are to be submitted: 
 
The number of infants due a 6–8 week checks during the quarter. 
The number of infants recorded as being totally breastfed at 6-8 weeks during the quarter. 
The number of children recorded as being partially breastfed (receiving both breast milk and infant 
formula) at 6-8 weeks during the quarter. 
The number of children being recorded as not at all breastfed at 6–8 weeks during the quarter. 
 
The above breastfeeding categories are defined as follows: 
 
• Totally breastfed is defined as babies who are exclusively receiving breast milk at 6 weeks 


of age - that is, they are NOT receiving formula milk, any other liquids or food. 
• Partially breastfed is defined as babies who are currently receiving breast milk at 6 weeks of 


age and who are also receiving formula milk or any other liquids or food. 
• Not at all breastfed is defined as babies who are not currently receiving any breast milk at 6 


weeks of age 
 
6-8 week review and Personal Child Health record (Red Book) 
 
The content of the red book is broadly similar but they do differ in format and recording of 
information. During a recent survey of the Department found that information on breastfeeding at 
the time of 6-8 week review was being recorded in different ways by health visitors and general 
practitioners.  As each PCT customises their red books to meet their own local requirements there is 
no consistency in recording breastfeeding status. In addition, at present there is no specific national 
guidance on the red book but the content is broadly the same. 
 
To ensure that local reporting meets national requirements we have obtained detailed information 
on how the prevalence of breastfeeding at 6-8 week review is being recorded in each PCT that 
could be used for reporting in LDPR.  The following table show the categories that the department 
will be using in the forthcoming data collections compared to the terms currently used by PCTs in 
their red books. 
 
 Categories used in central return 
 Totally breastfed Partially breastfed Not at all breastfed 
 Conversion to PCT red book choices to 6-8 week breastfeeding review question 
PCT Red book option 1 Breast Both Bottle 
PCT Red book option 2 Breast Breast & Bottle Bottle 
PCT Red book option 3 Breast Breast & Formula Formula 
PCT Red book option 4 Breast Mixed Bottle 
PCT Red book option 5 Breast Partial Bottle 
PCT Red book option 6 Breast Feeding Combined Formula Feeding 
PCT Red book option 7 Yes Partial No 
PCT Red book option 8 Breast Both Formula 
PCT Red book option 9 Breast Breast & Bottle Bottle 
PCT Red book option 10 Breastfeeding Mixed (Bottle & Breast) Bottle feeding 
PCT Red book option 11 Breast Both Bottle 
PCT Red book option 12 Totally breast fed Breast and formula fed Formula fed only 
PCT Red book option 13 Totally Predominantly Not at all 
PCT Red book option 14 - Yes No 
PCT Red book option 15 - Breast Both 
 







If your PCT is one of those not currently collecting “totally / partially / not at all” we encourage you 
to amend your Red book to match these definitions as soon as practically possible or when you next 
order a reprint of your version of the red book. 
 
If your PCT is one of those not currently collecting a choice of three options that can be translated 
as “totally / partially / not at all”, we would like you record this information in writing in PCHR so 
that it can be used for reporting purposes each quarter.  Otherwise, reports for your PCT will be 
based on children being partially and not at all breastfeeding.  Your return will be incomplete and 
we will not be able to identify infants who are totally breastfed. 
 
This information is to be collected during the 6-8 week review undertaken by Health Visitors or – 
the Health Visiting team and General Practitioners using the ‘My personal child health record’ (also 
called the Red Book). 
 
Commissioner based return 
 
Data submitted for 6-8 week breastfeeding should be based on responsible/relevant PCT 
populations.  This is based on the mother’s/infants registration with a GP that is managed by a PCT.  
When a 6-8 week review is performed on an infant who has only recently moved into a PCT and as 
a result is not registered with a local GP, this should also be included in that PCT’s submission. 
 
Premature babies 
 
Infants born prematurely should be treated in the same way as term infants for this data collection 
and have infant feeding data recorded at 6-8 weeks after birth. 
 







Prevalence of breastfeeding at 6-8 weeks is defined as follows: 
 
Prevalence = Numerator/Denominator x 100% 
Numerator is Line 2 + Line 3 = Number of children recorded as being totally breastfed at 6-8 weeks 
+ Number of children recorded as being partially breastfed 
Denominator is Line 1 = Total number of infants due for a 6-8 weeks check 
 
Babies with breastfeeding status “not known” is defined as: 
 
The number of babies who did not attend their 6-8 week review and the number of babies where the 
breastfeeding status was not recorded even though they attended their 6-8 week review 
 
Line 1-(Line 2 + Line 3 + Line 4) 
 
Breastfeeding coverage is defined as: 
 
The percentage of babies due a 6-8 weeks check, for whom breastfeeding status is recorded 
 
(Line 2 + Line 3 + Line 4) / Line 1 x 100% 
  
Worked Example 
 
If 500 children were due for 6 – 8 week checks in the quarter. 350 are recorded as being totally 
breastfed. 50 are recorded as being partially breastfed and 75 not breastfed at all, then: 
 
Breastfeeding prevalence equals 
((350 + 50)/500) * 100% = 80%. 
 
Breastfeeding coverage equals 
((350 + 50 + 75) /500) * 100% = 95%. 







Good performance 
 
Good performance is typified by an increase in the percentage coverage and prevalence year on 
year.  For sufficient confidence to be placed on the figures, coverage should be at least 85% and 
ideally 95% or more.  DH will be applying the following standards when using the data for its own 
purposes: 
 
85% coverage by 2008/09 quarter 4 
90% coverage by 2009/10 quarter 4 
95% coverage by 2010/11 quarter 4 
 
Planning guidance 
 
PCTs are required to submit plans for the financial years 2008/2011 and as part of the current 
planning round.  Each PCT is required to submit four numbers for each financial year as follows 
 
1. The number of infants due for a 6–8 week checks during quarter 4. 
2. The number of infants recorded as being totally breastfed at 6-8 weeks during quarter 4. 
3. The number of children recorded as being partially breastfed (receiving both breast milk and 


infant formula) at 6-8 weeks during quarter 4. 
4. The number of children being recorded as not at all breastfed at 6–8 weeks during quarter 4. 
 
• Totally breastfed is defined as babies who are exclusively receiving breast milk at 6 weeks 


of age - that is, they are NOT receiving formula milk, any other liquids or food. 
• Partially breastfed is defined as babies who are currently receiving breast milk at 6 weeks of 


age and who are also receiving formula milk or any other liquids or food. 
• Not at all breastfed is defined as babies who are not currently receiving any breast milk at 6 


weeks of age 
 
These plans will be used by Department of Health and the Healthcare Commission to assess PCT 
performance 
 
Data transfer to PCTs to DH  
 
Primary Care Trusts are required to submit 6-8 week breastfeeding to the Department of Health at 
quarterly intervals via LDPR using Unify2.  The quarterly intervals used for submitting this data are 
based on the financial year calendar as below 
 
Quarter 1 = 1 April to 30 June 
Quarter 2 = 1 July to 30 September 
Quarter 3 = 1 October to 30 December 
Quarter 4 = 1 January to 31 March 
 
For details of local reporting deadlines needed to meet the reporting timetable please contact the 
information department of your local PCT. 







Validation criteria 
 
For the return, each Primary Care Trust (PCT) is required to submit four figures at the end of each 
quarter: 
 
Line No 7109 - The number of infants due a 6–8 week check in each quarter 
Line No 7110 - The number of infants being totally breastfed (only breastmilk) in each quarter 
Line No 7111 - The number of infants being partially breastfed (breast + formula milk) in each 
quarter 
Line No 7112 - The number of infants being not at all breastfed (formula milk only) in each quarter 
 
All four numbers must be submitted as integers.  All validation checks must be passed in order for 
the data to meet the statistical requirements of the Department and Healthcare Commission. 
 
Number of infants due a 6–8 
week check 


>= Number of babies “totally” breastfed + 
Number of babies “partially” breastfed + 
Number of babies “not at all” breastfed 


Number of infants due a 6–8 
week check 


< Maximum National Statistics (ONS) reported number of live 
births for the last 5 years +10% 


Number of infants due a 6–8 
week check 


> Minimum National Statistics (ONS) reported number of live 
births for the last 5 years – 10% 


Number of infants due a 6-8 
week check 


MUST BE 
WITHIN 


+/- 20% 


Number of maternities submitted for Breastfeeding initiation 
and Smoking at delivery 


In order for DH to calculate 6-8 week breastfeeding prevalence 
Number of infants “totally” breastfed + 
Number of infants “partially” breastfed + 
Number of infants “not at all” breastfed 


>=85% 
(2008/09) 


Number of infants due a 6–8 week check 


Number of infants “totally” breastfed + 
Number of infants “partially” breastfed + 
Number of infants “not at all” breastfed 


>=90% 
(2009/10) 


Number of infants due a 6–8 week check 


Number of infants “totally” breastfed + 
Number of infants “partially” breastfed + 
Number of infants “not at all” breastfed 


>=95% 
(2010/11) 


Number of infants due a 6–8 week check 


 







Accumulation of data for 6-8 week breastfeeding prevalence 
 
Each quarter every PCT is required to submit 6-8 week breastfeeding data in the following format 
Quarter actual for last quarter. 
Forecast outturn at quarter 1 to 3 and Outturn at quarter 4 (Annual figures which you forecast for 
first 3 quarters and an actual end of year figure at quarter 4. 
At quarter 2 and quarter 3 you also have to submit at Year to date figure. 
 
These quarterly submissions should accumulated as follows: 


• At Q1 each PCTs sends DH Quarter actual Q1 and Forecast outturn (Estimated end of year 
position) 


• At Q2 each PCTs sends DH Quarter actual for Q2, YTD (Quarter actual Q1 updated and 
Quarter actual Q2) and Forecast outturn (Estimated end of year position) 


• At Q3 At Q2 each PCTs sends DH Quarter actual for Q3, YTD (Quarter actual Q1 updated 
plus Quarter actual Q2 updated and Quarter actual Q3) and Forecast outturn (Estimated end 
of year position) 


• At Q4 each PCTs sends DH Quarter actual Q4 and Actual outturn (Quarter actual Q1 
updated plus Quarter actual Q2 updated plus Quarter actual Q3 updated and Quarter actual 
Q4)  


 
Data revisions policy for NHS performance monitoring data 
 
6-8 week breastfeeding is a new national data return.  Until PCT data collection and processing 
procedures are up to speed, PCTs might fail to pass the validation criteria especially the coverage 
requirements of 85% in 2008/09.  We would like to remind PCTs they can revise previous 
submissions under the DH revision policy.  Data on the Unify2 database can be revised using the 
DH revision policy, which can be found on the “Forum” on Unify2 website.  We will then update 
this data at the earliest convenience.  All revision must be submitted on the revisions spreadsheet. 
Just download the revision spreadsheet, fill it in and send it by e-mail to the lead analyst responsible 
for that data with the following information.  You will need to have a Unify account to get access to 
this spreadsheet  Please remember that the revised data must pass the routine validation criteria as 
described earlier in this document. 
http://nww.unify2.dh.nhs.uk/instantforumsetup/Topic10012646-10000501-1.aspx -  
 
Setting baselines for future trajectories on 6-8 week breastfeeding prevalence 
 
The timetables for negotiation of plans/targets for quarter 4 of 2009/10 and 2010/11 mean that it 
will not be possible to base these on data for quarter 4 of 2008/09.  Instead, the Department of 
Health will publish baselines for quarter 2 of 2008/09 in November 2008..  Where a PCT has not 
achieved 85% data coverage at Q2, DH will consider whether the baseline should be generated by 
scaling up the Q2 figures or using the most recent breastfeeding initiation data and the regional 
continuation rate from the Infant Feeding Survey.  DH will repeat this exercise at Q3 and make the 
data available in February 2009.  It is recognised that these Q3 data will be too late to inform some 
negotiations.  Use of Q3 data will therefore be at local discretion, although we would encourage its 
use where it offers a significant improvement in quality over Q2. 
http://nww.unify2.dh.nhs.uk/InstantForumSetup/Forum10001108-1.aspx 
www.dh.gov.uk/infantfeeding 
 







Equalities 
 
Data on inequalities are not required as part of this return.  If interested parties require analysis by 
gender, ethnicity, religion, age or any of the other inequalities indicators they should contact the 
information department of their local Primary Care Trust to find out if this information is held on 
the their child health system. 
 
Feedback to the NHS 
 
At the end of each quarterly reporting period a report showing the prevalence of breastfeeding 
relative to the number of babies aged 6-8 week by PCT will be published.  This report will be 
available as a PDF file at the following web address 
www.dh.gov.uk/infantfeeding 
 
Contacts 
 
If you have queries please contact me, Conrad Ryan in the Health Improvement Analytical Team 
(HIAT) (Conrad.Ryan@dh.gsi.gov.uk) or Dr Sheela Reddy - Maternal and Child Nutrition Policy, 
Health and Wellbeing Directorate  - Obesity & Nutrition (Sheela.Reddy@dh.gsi.gov.uk) 







Appendix A 
Results from PCT 6-8 week breastfeeding prevalence survey 
 
To announce the introduction on the new PCT based 6-8 week breastfeeding return, to find out what 
options there were in the 6-8 week breastfeeding question in the red book, find out if there were 
computer systems to support this data collection and help set coverage criteria the department sent 
al PCTs in England a questionnaire.  The results of these questions are summarised below. 
 
• 152/152 PCTs (100%) have replied to the survey  
• 128/152 PCTs (84.2%) said YES to questions 1a - Does the red book currently in use by 


your PCT record breastfeeding as totally / partially / not at all at the 6-8 week mother and 
baby review? 


• 139/152 (914%) said YES to the question 2a - Does your PCT currently have a computer-
based system to record children’s data in parallel to the red book 


• 129/152 (84.8%) said YES to questions 2b - Does this system currently contain 
breastfeeding continuation data? 


• 90/152 (65.7%) YES to questions 2c - If you have answered yes to Question 2b, does the 
system use the totally / partially / not at all split? 


 
In the survey each PCTs had to report their current coverage percentages based on 5 percentage 
points bands we used to categories PCTs.  The results are as follows. 
 
53 PCTs said there current coverage was  95% Plus 
15 PCTs said there current coverage was  90% to 94% 
10 PCTs said there current coverage was  85% to 89% 
17 PCTs said there current coverage was  80% to 84% 
7 PCTs said there current coverage was  75% to 79% 
11 PCTs said there current coverage was  70% to 74% 
9 PCTs said there current coverage was  65% to 69% 
13 PCTs said there current coverage was  64% or less 
17 PCTs did not submit a percentage coverage with their survey reply. 
 
The following PCTs reported in their 6-8 week breastfeeding survey that their current version of the 
Red book only collected a 2 option answer to the question of breastfeeding at 6-8 weeks.  These 
PCTs have since been contacted and asked to upgrade their Red books to meet the definitional 
requirements. 
 
Q30 North East   5KG South Tyneside PCT 
Q30 North East   5ND County Durham PCT  
Q31 North West   5NM Halton and St Helens PCT 
Q31 North West   5NQ Heywood, Middleton and Rochdale PCT 
Q32 Yorkshire and the Humber 5AN North East Lincolnshire PCT 
Q32 Yorkshire and the Humber 5EF North Lincolnshire PCT 
Q33 East Midlands   5PA Leicestershire County and Rutland PCT 
Q33 East Midlands   5PC Leicester City PCT 
Q35 East of England  5PN Peterborough PCT 
Q35 East of England  5PW North East Essex PCT 
Q36 London   5C2 Barking and Dagenham PCT 
Q39 South West   5F1 Plymouth Teaching PCT 







To facilitate this data collection we would like these PCTs to you record this information in writing 
in PCHR so that it can be used for reporting purposes each quarter.  We would also we encourage 
you to amend your Red book to match these definitions as soon as practically possible or when you 
next order a reprint of your version of the red book.  Otherwise, reports for your PCT will be based 
on children being partially and not at all breastfeeding.  Your return will be incomplete and we will 
not be able to identify infants who are totally breastfed. 
 







Appendix B 
Frequently asked questions 
 
Question 
A mother arrives with her baby for the 6-8 week review at 9 weeks. Should the Health 
visitor/GP/Practice nurse still record her breastfeeding status? 
Answer 
Yes; the mother should inform you how she was feeding her baby at the time of the review either 
totally or partially breastfeeding or not breastfeeding at all and this should be recorded. The aim is 
to collect her breastfeeding status when the mother and baby attend for the 6-8 week review even if 
this is slightly earlier or later than 6-8 weeks. 
 
Question 
Not all women and babies currently attend for their 6-8 week review.. Should Health 
visitor/GP/Practice nurse still collect the data? 
Answer 
Yes; Good performance is typified by an increase in the percentage coverage and prevalence year 
on year. For sufficient confidence to be placed on the figures, coverage should be a least 85% in the 
2008/09 year.  DH will be applying the following standards when using the data for its own 
purposes: 
85% coverage by 2008/09 quarter 4 
90% coverage by 2009/10 quarter 4 
95% coverage by 2010/11 quarter 4 
 
Question 
The Red Books/Computer system that is used in our PCT only collects the following data; 
breastfeeding yes/no? 
Answer 
It is important that data collection records breastfeeding at 6-8 weeks during the review as totally, 
partially or not at all.  Joint working within the PCT between the HV’s, GP’s, Practice Nurses, 
Infant Feeding Co-ordinator etc will need to develop a strategy that is communicated to the team to 
ensure that all red books and computer systems are adjusted accordingly. The Red Book will then 
need to be amended at the next re-print.  This may involve implementation of a staff training 
programme to support the implementation of the PSA target.  From the PCT prevalence survey, the 
DH has produced a list of PCT’s who reported that their current version of the red book only 
collected a 2 option answer (see appendix a) 
 
Question 
Our PCT has significant data challenges surrounding the migration of data from CHIA to RIO and 
this process will not be completed until late October.  We will therefore not be able to collect a 
meaningful data set in April. Is it ok to start collecting data is October instead? 
Answer 
No, All PCTs are required to submit a return for the prevalence of breastfeeding at 6-8 week from 
quarter 1 2008/09.  Where there are problems with the existing computer system the PCTs would 
still be expected to make every effort to meet the definitional and coverage requirements.  The 
validation criteria for the 2008/09 year states that the data for quarter 4 2008/09 will be used to set 
baseline for future trajectories and other performance management purposes such as Healthcare 
Commission Performance Indicators.  So PCTs will have a little while to make the necessary 
improvement to their Red Books, Computer systems and train their staff. 
 







Question 
Many vulnerable women do not attend for the 6-8 week review, when should their breastfeeding 
data be collected? 
Answer 
It is important that breastfeeding data is collected for all babies. Failure to do this may invalidate 
your data set if the coverage criteria are not met.  As a team your PCT will need to develop a 
strategy to ensure that breastfeeding data is collected for all babies who do not attend for their 6-8 
week review; this may involve training of health professionals including maternity care assistants or 
nursery nurses to target women who do not attend. The following validation check will be applied 
to the data once it is submitted.  The number of infants due for 6-8 weeks review in each quarter 
must be greater than 10 per cent less than the minimum quarterly number of registered live births in 
the PCT over the last 5 years. 
 
Question 
The data system within our PCT only allows us to report data after the end of the quarter. E.g. for 
Q1 (January to March) a data report is submitted in Q2 (end of April).  Would it be possible to 
submit the data in the same way to the SHA for the DH figures? 
Answer 
The DH requires the data for each quarter. Each PCT will need to negotiate how this is submitted 
with their SHA. For details of national and local reporting deadlines needed to meet the reporting 
timetable please contact the information department of your local PCTs information department. 
 
Question 
We do not have the personnel or the resources to collect the data; how can we move forward with 
this? 
Answer 
The DH has recently released funds to each Regional Director of Public Health 2008-09 – 2010-11. 
The allocation includes funding to support breastfeeding in each region.  You may like to talk to 
your PCT lead who could discuss with your Public Health Team how they plan to support the 
implementation of the PSA target. This will also have been discussed when developing your Local 
Area Agreements and Operating Plans. 
 
Question 
In our area it is the GP’s who see the babies and data sharing is often poor so will there be any 
incentives for GP’s to collect and return the data? 
Answer 
In many areas of the country GP’s perform the 6-8 weeks review for “My personal child health 
record” and the quality of the data collected as a result is not be affected the profession of the 
reviewer.  If GP’s are performing the review they are already being compensated for this work.  A 
key part of the review is to record the answers given the by parent in response to each and every 
review question in the book so that the parent has a permanent record for future reference and on 
the local system that mirrors the book so that the PCT can review it’s performance and monitor the 
health of it’s residents. 
 







Question 
Please can the position of the feeding questions be changed in the Red Book so that they appear 
along with the health check questions rather than at the beginning? This would help to ensure they 
were completed. 
Answer 
The purchasing of Red books also called “My personal child health record” is commissioned by 
individual PCTs and not centrally by DH.  Therefore, the positioning of the breastfeeding question 
in relation to the other review questions and the words used is down to individual PCT.  If the form 
and layout of an individual PCTs book is not meeting local or nation requirements, it is up to that 
PCT to make amendments.  Health visitor/GP/Practice nurse should contact your PCTs Head of 
Children’s Services who should be able to address these issues. 
 
Question 
If a baby has had some formula milk prior to the 6-8 week check but is now being exclusively 
breastfed should that be recorded as exclusively breastfed? 
Answer 
What should be recorded is the breastfeeding status at the time of 6-8 week check.  If a baby was 
formula fed for a short period as an emergency at an earlier stage in their life that should not alter 
the babies breastfeeding status. 
 
Question 
Can you please tell me on what basis the 6-8 week breastfeeding prevalence data is collected.  Is it 
the number of babies born in the quarter? Is it the number of babies for whom breastfeeding was 
initiated and they are still being breastfed at the time of the 6-8 week review? 
Answer 
Breastfeeding prevalence is calculated as a percentage of the number of infants who attended a 6-8 
weeks review as part of “My personal child health record”. It is not a percentage of the number who 
initiating breastfeeding.  Nor is it the number for whom breastfeeding status is recorded.  It is not 
based on the number of babies born in that quarter. 
 
PCTs should be monitoring breastfeeding continuation (babies for whom breastfeeding was 
initiated and monitored a regular time periods there after) as part of child health record keeping.  
But that is not the basis on which we are collecting this data.  The number of babies born in the PCT 
is used as a benchmark to check that the number of infant attending a 6-8 week review is of 
sufficiently magnitude to pass the coverage  criteria.  (See validation criteria for details) 







Appendix C 
Baselines for PCT 6-8 week breastfeeding prevalence 
 
Currently there is no actual data at PCT/LA level for prevalence at 6-8 weeks.  So that we could 
establish which PCTs need extra intervention to raise their breastfeeding prevalence we had to 
calculate a synthetic rate for 6-8 breastfeeding for every PCT in the country.  This would allow us 
to target those who were in the lower quartile range in England. 
 
We have produced synthetics estimates that can be used as indicative baselines.  Synthetic baseline 
estimates for each PCT were derived for mothers breastfeeding at 6 weeks. These estimates were 
derived from Local Delivery Plan Returns (LDPR) on the percentage of mothers initiating 
breastfeeding and applying the relevant conversion factor for the PCT derived from the initiation 
and prevalence data at SHA level in the national Infant Feeding Survey 2005. 
 







Estimated baseline percentage of mothers breastfeeding at 6 weeks by PCTs in England
Obtained by multiplying the breastfeeding initiation rate for each PCT by their SHA conversion factors (See note
The conversion factor was derived from the breastfeeding statistics in the Infant feeding survey 2005
Source : Breastfeeding initiation date from LDPR Lines : 7101, 7012, 7103


St HA Name St HA Code Name
Percentage mothers 


breastfeeding 6-8 week Rank
North East HA Q30 5ND County Durham PCT 30.9% 21
North East HA Q30 5J9 Darlington PCT 33.9% 40
North East HA Q30 5KF Gateshead PCT 34.9% 43
North East HA Q30 5D9 Hartlepool PCT 19.0% 2
North East HA Q30 5KM Middlesbrough PCT 25.8% 8
North East HA Q30 5D7 Newcastle PCT 33.3% 37
North East HA Q30 5E1 North Tees PCT 29.0% 15
North East HA Q30 5D8 North Tyneside PCT 31.6% 26
North East HA Q30 TAC Northumberland Care Trust 34.2% 41
North East HA Q30 5QR Redcar And Cleveland PCT 32.0% 31
North East HA Q30 5KG South Tyneside PCT 30.5% 20
North East HA Q30 5KL Sunderland Teaching PCT 24.2% 5
North West HA Q31 5HG Ashton, Leigh And Wigan PCT 24.6% 6
North West HA Q31 5CC Blackburn With Darwen PCT 37.0% 50
North West HA Q31 5HP Blackpool PCT 25.7% 7
North West HA Q31 5HQ Bolton PCT 31.6% 27
North West HA Q31 5JX Bury PCT 36.8% 48
North West HA Q31 5NP Central And Eastern Cheshire PCT 31.8% 30
North West HA Q31 5NG Central Lancashire PCT 34.2% 42
North West HA Q31 5NE Cumbria PCT 32.5% 33
North West HA Q31 5NH East Lancashire PCT 33.1% 35
North West HA Q31 5NM Halton And St Helens PCT 22.7% 4
North West HA Q31 5NQ Heywood, Middleton And Rochdale PCT 31.8% 29
North West HA Q31 5J4 Knowsley PCT 16.9% 1
North West HA Q31 5NL Liverpool PCT 27.9% 12
North West HA Q31 5NT Manchester PCT 35.0% 44
North West HA Q31 5NF North Lancashire PCT 33.7% 38
North West HA Q31 5J5 Oldham PCT 36.6% 47
North West HA Q31 5F5 Salford PCT 31.7% 28
North West HA Q31 5NJ Sefton PCT 27.6% 11
North West HA Q31 5F7 Stockport PCT 39.0% 60
North West HA Q31 5LH Tameside And Glossop PCT 30.0% 18
North West HA Q31 5NR Trafford PCT 37.3% 51
North West HA Q31 5J2 Warrington PCT 31.4% 23
North West HA Q31 5NN Western Cheshire PCT 35.2% 45
North West HA Q31 5NK Wirral PCT 28.3% 13
Yorkshire and The Humber HA Q32 5JE Barnsley PCT 30.9% 22
Yorkshire and The Humber HA Q32 5NY Bradford And Airedale PCT 36.9% 49
Yorkshire and The Humber HA Q32 5J6 Calderdale PCT 43.5% 77
Yorkshire and The Humber HA Q32 5N5 Doncaster PCT 28.6% 14
Yorkshire and The Humber HA Q32 5NW East Riding Of Yorkshire PCT 39.5% 62
Yorkshire and The Humber HA Q32 5NX Hull PCT 26.8% 10
Yorkshire and The Humber HA Q32 5N2 Kirklees PCT 38.3% 58
Yorkshire and The Humber HA Q32 5N1 Leeds PCT 33.7% 39
Yorkshire and The Humber HA Q32 5AN North East Lincolnshire PCT 29.5% 16
Yorkshire and The Humber HA Q32 5EF North Lincolnshire PCT 31.5% 24
Yorkshire and The Humber HA Q32 5NV North Yorkshire And York PCT 40.3% 64
Yorkshire and The Humber HA Q32 5H8 Rotherham PCT 30.4% 19
Yorkshire and The Humber HA Q32 5N4 Sheffield PCT 42.3% 69
Yorkshire and The Humber HA Q32 5N3 Wakefield District PCT 32.8% 34
East Midlands HA Q33 5ET Bassetlaw PCT 32.4% 32
East Midlands HA Q33 5N7 Derby City PCT 45.8% 83
East Midlands HA Q33 5N6 Derbyshire County PCT 46.4% 86
East Midlands HA Q33 5PC Leicester City PCT 46.0% 85
East Midlands HA Q33 5PA Leicestershire County And Rutland PCT 44.1% 78
East Midlands HA Q33 5N9 Lincolnshire PCT 43.4% 76
East Midlands HA Q33 5PD Northamptonshire PCT 39.1% 61
East Midlands HA Q33 5EM Nottingham City PCT 43.1% 74
East Midlands HA Q33 5N8 Nottinghamshire County PCT 44.8% 80
West Midlands HA Q34 5PG Birmingham East And North PCT 37.6% 53
West Midlands HA Q34 5MD Coventry Teaching PCT 38.4% 59
West Midlands HA Q34 5PE Dudley PCT 31.5% 25
West Midlands HA Q34 5MX Heart Of Birmingham Teaching PCT 39.6% 63







Estimated baseline percentage of mothers breastfeeding at 6 weeks by PCTs in England
Obtained by multiplying the breastfeeding initiation rate for each PCT by their SHA conversion factors (See note
The conversion factor was derived from the breastfeeding statistics in the Infant feeding survey 2005
Source : Breastfeeding initiation date from LDPR Lines : 7101, 7012, 7103


St HA Name St HA Code Name
Percentage mothers 


breastfeeding 6-8 week Rank
West Midlands HA Q34 5CN Herefordshire PCT 45.9% 84
West Midlands HA Q34 5PH North Staffordshire PCT 29.8% 17
West Midlands HA Q34 5PF Sandwell PCT 25.8% 9
West Midlands HA Q34 5M2 Shropshire County PCT 44.9% 81
West Midlands HA Q34 TAM Solihull Care Trust 38.2% 57
West Midlands HA Q34 5M1 South Birmingham PCT 37.9% 55
West Midlands HA Q34 5PK South Staffordshire PCT 37.8% 54
West Midlands HA Q34 5PJ Stoke On Trent PCT 22.7% 3
West Midlands HA Q34 5MK Telford And Wrekin PCT 38.1% 56
West Midlands HA Q34 5M3 Walsall Teaching PCT 33.1% 36
West Midlands HA Q34 5PM Warwickshire PCT 42.7% 71
West Midlands HA Q34 5MV Wolverhampton City PCT 36.6% 46
West Midlands HA Q34 5PL Worcestershire PCT 43.4% 75
East of England HA Q35 5P2 Bedfordshire PCT 41.7% 67
East of England HA Q35 5PP Cambridgeshire PCT 53.7% 119
East of England HA Q35 5P3 East And North Hertfordshire PCT 48.4% 91
East of England HA Q35 5PR Great Yarmouth And Waveney PCT 41.1% 66
East of England HA Q35 5GC Luton PCT 40.5% 65
East of England HA Q35 5PX Mid Essex PCT 48.5% 93
East of England HA Q35 5PQ Norfolk PCT 47.5% 89
East of England HA Q35 5PW North East Essex PCT 49.2% 98
East of England HA Q35 5PN Peterborough PCT 42.4% 70
East of England HA Q35 5P1 South East Essex PCT 46.8% 87
East of England HA Q35 5PY South West Essex PCT 45.1% 82
East of England HA Q35 5PT Suffolk PCT 48.7% 95
East of England HA Q35 5PV West Essex PCT 50.8% 107
East of England HA Q35 5P4 West Hertfordshire PCT 44.7% 79
London HA Q36 5C2 Barking And Dagenham PCT 53.1% 118
London HA Q36 5A9 Barnet PCT 65.6% 147
London HA Q36 TAK Bexley Care Trust 51.9% 114
London HA Q36 5K5 Brent Teaching PCT 47.4% 88
London HA Q36 5A7 Bromley PCT 59.9% 131
London HA Q36 5K7 Camden PCT 64.1% 144
London HA Q36 5C3 City And Hackney Teaching PCT 66.1% 149
London HA Q36 5K9 Croydon PCT 61.6% 139
London HA Q36 5HX Ealing PCT 64.2% 145
London HA Q36 5C1 Enfield PCT 63.2% 141
London HA Q36 5A8 Greenwich Teaching PCT 59.1% 128
London HA Q36 5H1 Hammersmith And Fulham PCT 60.1% 133
London HA Q36 5C9 Haringey Teaching PCT 64.5% 146
London HA Q36 5K6 Harrow PCT 51.6% 112
London HA Q36 5A4 Havering PCT 51.0% 108
London HA Q36 5AT Hillingdon PCT 37.4% 52
London HA Q36 5HY Hounslow PCT 60.6% 135
London HA Q36 5K8 Islington PCT 63.7% 143
London HA Q36 5LA Kensington And Chelsea PCT 66.5% 150
London HA Q36 5A5 Kingston PCT 66.7% 151
London HA Q36 5LD Lambeth PCT 66.1% 148
London HA Q36 5LF Lewisham PCT 61.4% 137
London HA Q36 5C5 Newham PCT 59.4% 130
London HA Q36 5NA Redbridge PCT 60.7% 136
London HA Q36 5M6 Richmond And Twickenham PCT 66.8% 152
London HA Q36 5LE Southwark PCT 63.5% 142
London HA Q36 5M7 Sutton And Merton PCT 60.0% 132
London HA Q36 5C4 Tower Hamlets PCT 60.1% 134
London HA Q36 5NC Waltham Forest PCT 61.7% 140
London HA Q36 5LG Wandsworth PCT 56.6% 124
London HA Q36 5LC Westminster PCT 61.5% 138
South East Coast HA Q37 5LQ Brighton And Hove City PCT 59.2% 129
South East Coast HA Q37 5P7 East Sussex Downs And Weald PCT 58.3% 127
South East Coast HA Q37 5QA Eastern And Coastal Kent PCT 51.2% 110
South East Coast HA Q37 5P8 Hastings And Rother PCT 55.2% 122
South East Coast HA Q37 5L3 Medway PCT 52.3% 115







Estimated baseline percentage of mothers breastfeeding at 6 weeks by PCTs in England
Obtained by multiplying the breastfeeding initiation rate for each PCT by their SHA conversion factors (See note
The conversion factor was derived from the breastfeeding statistics in the Infant feeding survey 2005
Source : Breastfeeding initiation date from LDPR Lines : 7101, 7012, 7103


St HA Name St HA Code Name
Percentage mothers 


breastfeeding 6-8 week Rank
South East Coast HA Q37 5P5 Surrey PCT 57.0% 126
South East Coast HA Q37 5P9 West Kent PCT 50.3% 103
South East Coast HA Q37 5P6 West Sussex PCT 55.6% 123
South Central HA Q38 5QG Berkshire East PCT 42.8% 73
South Central HA Q38 5QF Berkshire West PCT 42.2% 68
South Central HA Q38 5QD Buckinghamshire PCT 53.7% 120
South Central HA Q38 5QC Hampshire PCT 50.6% 106
South Central HA Q38 5QT Isle Of Wight NHS Pct 51.1% 109
South Central HA Q38 5CQ Milton Keynes PCT 49.5% 100
South Central HA Q38 5QE Oxfordshire PCT 51.8% 113
South Central HA Q38 5FE Portsmouth City Teaching PCT 50.3% 104
South Central HA Q38 5L1 Southampton City PCT 48.3% 90
South West HA Q39 5FL Bath And North East Somerset PCT 56.8% 125
South West HA Q39 5QN Bournemouth And Poole PCT 49.3% 99
South West HA Q39 5QJ Bristol PCT 48.8% 96
South West HA Q39 5QP Cornwall And Isles Of Scilly PCT 49.1% 97
South West HA Q39 5QQ Devon PCT 50.3% 105
South West HA Q39 5QM Dorset PCT 54.0% 121
South West HA Q39 5QH Gloucestershire PCT 48.5% 92
South West HA Q39 5M8 North Somerset PCT 51.6% 111
South West HA Q39 5F1 Plymouth Teaching PCT 42.7% 72
South West HA Q39 5QL Somerset PCT 50.0% 102
South West HA Q39 5A3 South Gloucestershire PCT 49.8% 101
South West HA Q39 5K3 Swindon PCT 52.4% 116
South West HA Q39 TAL Torbay Care Trust 48.6% 94
South West HA Q39 5QK Wiltshire PCT 53.1% 117


Note
Conversion factors for each SHA are as follows


Shortname Code Conversion Factor
North East Q30 0.579
North West Q31 0.529
Yorkshire & Humber Q32 0.573
East Midlands Q33 0.623
West Midlands Q34 0.603
East of England Q35 0.671
London Q36 0.733
South East Coast Q37 0.713
South Central Q38 0.659
South West Q39 0.674
England Q00 0.641







Percentage mothers breastfeeding 6 week by PCTs in England
based on LDPR breastfeeding intiation data and statistics in the Infant feeding survey 2005
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Estimated baseline percentage of mothers breastfeeding at 6 weeks by PCTs in England
Lower quartile range of PCTs in England
Obtained by multiplying the breastfeeding initiation rate for each PCT by their SHA conversion factors (See note
The conversion factor was derived from the breastfeeding statistics in the Infant feeding survey 2005
Source : Breastfeeding initiation date from LDPR Lines : 7101, 7012, 7103


St HA Name St HA Code Name
Percentage mothers 


breastfeeding 6-8 week Rank
North West HA Q31 5J4 Knowsley PCT 16.9% 1
North East HA Q30 5D9 Hartlepool PCT 19.0% 2
West Midlands HA Q34 5PJ Stoke On Trent PCT 22.7% 3
North West HA Q31 5NM Halton And St Helens PCT 22.7% 4
North East HA Q30 5KL Sunderland Teaching PCT 24.2% 5
North West HA Q31 5HG Ashton, Leigh And Wigan PCT 24.6% 6
North West HA Q31 5HP Blackpool PCT 25.7% 7
North East HA Q30 5KM Middlesbrough PCT 25.8% 8
West Midlands HA Q34 5PF Sandwell PCT 25.8% 9
Yorkshire and The Humber HA Q32 5NX Hull PCT 26.8% 10
North West HA Q31 5NJ Sefton PCT 27.6% 11
North West HA Q31 5NL Liverpool PCT 27.9% 12
North West HA Q31 5NK Wirral PCT 28.3% 13
Yorkshire and The Humber HA Q32 5N5 Doncaster PCT 28.6% 14
North East HA Q30 5E1 North Tees PCT 29.0% 15
Yorkshire and The Humber HA Q32 5AN North East Lincolnshire PCT 29.5% 16
West Midlands HA Q34 5PH North Staffordshire PCT 29.8% 17
North West HA Q31 5LH Tameside And Glossop PCT 30.0% 18
Yorkshire and The Humber HA Q32 5H8 Rotherham PCT 30.4% 19
North East HA Q30 5KG South Tyneside PCT 30.5% 20
North East HA Q30 5ND County Durham PCT 30.9% 21
Yorkshire and The Humber HA Q32 5JE Barnsley PCT 30.9% 22
North West HA Q31 5J2 Warrington PCT 31.4% 23
Yorkshire and The Humber HA Q32 5EF North Lincolnshire PCT 31.5% 24
West Midlands HA Q34 5PE Dudley PCT 31.5% 25
North East HA Q30 5D8 North Tyneside PCT 31.6% 26
North West HA Q31 5HQ Bolton PCT 31.6% 27
North West HA Q31 5F5 Salford PCT 31.7% 28
North West HA Q31 5NQ Heywood, Middleton And Rochdale PCT 31.8% 29
North West HA Q31 5NP Central And Eastern Cheshire PCT 31.8% 30
North East HA Q30 5QR Redcar And Cleveland PCT 32.0% 31
East Midlands HA Q33 5ET Bassetlaw PCT 32.4% 32
North West HA Q31 5NE Cumbria PCT 32.5% 33
Yorkshire and The Humber HA Q32 5N3 Wakefield District PCT 32.8% 34
North West HA Q31 5NH East Lancashire PCT 33.1% 35
West Midlands HA Q34 5M3 Walsall Teaching PCT 33.1% 36
North East HA Q30 5D7 Newcastle PCT 33.3% 37
North West HA Q31 5NF North Lancashire PCT 33.7% 38


Note
Conversion factors for each SHA are as follows


Shortname Code Conversion Factor
North East Q30 0.579
North West Q31 0.529
Yorkshire & Humber Q32 0.573
East Midlands Q33 0.623
West Midlands Q34 0.603
East of England Q35 0.671
London Q36 0.733
South East Coast Q37 0.713
South Central Q38 0.659
South West Q39 0.674
England Q00 0.641










