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Introduction

A SAH

Rupturing aneurysm
Poor outlook

A Intervention
Secure the aneurysm: clipping or colling
Recommended 48 hours
Regional Specialist NSC
Conservative management



Introduction

A Previous work has focused on patients in NSC

A This study to examine entire acute pathway

Presentation to discharge in secondary/acute and
tertiary care

Patients managed conservatively
Patients undergoing active intervention




Introduction

Expert Group:
Neurosurgery
Neuroradiology
Neurology
Stroke medicine
Acute medicine
Neurocritical care and anaesthesia
Neuroscience nursing
Lay representative



Aim
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care of patients admitted with the diagnosis of
aneurysmal subarachnoid haemorrhage,
looking at patients that underwent open

surgery, interventional radiology and those
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A To assess the organisational structures and
policies for:

Diagnosis

Decision making

Definitive treatment

Post treatment care

Rehabilitation




A To explore remediable factors in care of aSAH
patients including:
Initial assessment
Admission process
Diagnosis
Decision making
Treatment
Rehabilitation



Hospital Participation

A Acute hospitals in England, Wales, Northern
Ireland and the offshore islands

A 27 Neurosurgical & Neuroscience centres
(NSCs)

A Organisational questionnaire

A Local Reporters, ambassadors, clinical lead



Study Population

A Adults presenting to secondary or tertiary
care after suffering an aSAH

A Data collection period:
1st July 2011 30" September 2011
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|dentification of Patients

A ICD10 code for SAH from hospital records
A Spreadsheet data

A Patients transferred between hospitals:
data linked on NHS number & DoB
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Data Collection

A Clinician questionnaires
Responsible consultant in secondary or tertiary care
Nonaneurysmal SAH excluded
Maximum 4 cases/ consultant

A Case note extracts
Secondary and tertiary care
Initial presentation to discharge
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Data Collection

A Peer review
Multidisciplinary Advisor group

Case notes plus guestionnaires: secondary only,
tertiary only, linked secondary/tertiary

Opinion on quality of care
Advisor assessment form
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Data Collection

A Good Practice
A Room for improvement in clinical aspects of care

A Room for improvement in organisational aspects of care

A Room for improvement in BOTH clinical and organisation

aspects of care

A Less than satisfactory
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Case Inclusion

Identified
1457 patients

Not included:
clinicians limited to
maximum 4 cases
145 patients

Patients selected

for study
1312
Excluded
346 patients . R zfgc;:ggﬂts
non-agzl:ifysma Other reason
Included
687 patients
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DEICRRGIUINE

687 patients
included
Paents orted  Patients dentfed paents denie
44 Snealy in tertiary care only
only tertiary care 796
249 142
2° care clinician 3°care clinician
questionnaires questionnaires
Participating hospitals
253 391 438
Cases Reviewed
427
Organisational 2° care clinician 3°care clinician
S LI questionnaires questionnaires
Returned
211(83.4%) returned returned

319(82%) 344(79%)
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Organisational Data
Alex Goodwin
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Hospital Returns

Hospital type

District General Hospital
<500

District General Hospital
>500

Specialist Neurosurgical/
Neurosciences Centre

University Teaching Hospital

Total
Table 2.1




Clinical Networks

A Formal 11.9%

A Informal 86.5%
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Avallablility of Investigations

Percentage
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Figure 2.1
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Lumbar Puncture

A 5.4% Unable to perform LP
A 25% Unable to perform LP 24/7

A 75% had no guidance as to who should
perform LP
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A patient was admitted to secondary care with

a suspected aSAH. CT scan was negative. A

junior clinician attempted a lumbar puncture but
failed. As the patient’s headache was subsiding
no further attempts were made and no more
experienced assistance requested. The patient was
discharged on painkillers. The patient presented
three days later with a re-bleed.

The Advisors commented that the opportunity
to diagnose aSAH should not be missed. More
experienced clinicians such as anaesthetists and
radiologists should perhaps be approached to
assist in cases such as this.
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Secondary CareProtocols

A Management of Acute 68%
Severe Headache

A aSAH Management 72.4%
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Protocol that includes: Yes (n/131)
CT head as soon as diagnosis proposed 121
Lumbar puncture if CT scan is negative 116

Immediate discussion with NSC if CT 127
scan/lumbar puncture positive

Arranging transfer to NSC if appropriate 126

Active control of blood pressure 88
Administration of nimodipine 98

Determination of severity using WFNS 38
classification

Table 2.8




Average Journey Time to Nearest NSC

Cumulative %
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Guidelines for lIdentifying Those for

Conservative Management

A Only in 11.5% of hospitals

A Reasons for conservative management
Suitability for intervention
Comorbidities
Conscious state
Age
Premorbid independence & cognitive state
Severity of bleed
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PostProcedure Support
Avallable in Secondary Care

Support available

Specialist rehabilitation
nurse

Physiotherapy

Occupational therapy

Specialist rehabilitation
consultant

Neuropsychology

Other
Table 2.20




Governance Regional Audit

Regional audit
Yes

No

Subtotal

Unknown

Not answered

Total
Table 2.22




Governance Local Audit, M&M

M&M meeting
Yes

No

Subtotal

Unknown

Not answered

Total
Table 2.24




Timing of Intervention¢ Good Grade

Usually intervene in good grade
patients:

<24 Hours

<48 Hours

<72 Hours

<120 hours

As soon as possible

Next working day if stable
Other

Not answered

Table 2.28
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Timing of Interventionc Poor Grade

Usually intervene in poorer grade
patients:

<24 Hours
<48 hours

Coiling as soon as possible, clipping
delay-up to 10 days

Depend on clinical status
Next working day if stable
Other

Not answered

Table 2.29
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Avallabllity of Staff

Figure 2.6




