AGENDA ITEM 7
HOSC/18/09

[image: image3.jpg]



5th August 2009


www.ecsnetwork.nhs.uk
A Primary Percutaneous Coronary Intervention (PPCI) Service for ST Elevation Myocardial Infarction (STEMI) patients in Essex

Resume for Councils (Essex, Colchester and Tendring)
Glossary

The diagnosis of a heart attack (known as a myocardial infarction or MI) can be confirmed by reviewing a heart tracing called an ECG (electrocardiograph). There are typical changes to the normal pattern of the heart tracing if you have an MI. Patterns that occur with an MI include things called 'pathological Q waves' and 'ST elevation'. However, it is possible to have a normal ECG even if you have had an MI. When there is ST elevation seen this is known as a STEMI.
Thrombolysis is a clot busting drug used to dissolve a clot in the coronary artery following STEMI.

Emergency angioplasty is a procedure where a tiny wire with a balloon at the end is put into a large artery in the groin or arm. It is then passed up to the heart and into the blocked section of a coronary artery using special x-ray guidance. The balloon is blown up inside the blocked part of the artery to open it wide again. A stent may be left in the widened section of the artery. A stent is like a wire mesh tube which gives support to the artery and helps to keep the artery widened. This procedure when given as first line treatment is called Primary Percutaneous Coronary Intervention. (PPCI)
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Purpose of this paper:

· To explain the changes planned in the management of patients suffering a STEMI across Essex from 1st September 2009
· To explain the rational for the decision to implement the proposed model using balloon angioplasty and insertion of a stent into a coronary artery (PCI)
· To explain the processes undertaken to date
· To discuss the concerns raised in Suffolk and outline findings from review of proposals for Suffolk by the DOH team and presented by Professor Roger Boyle on July 6th
· To discuss the planned implementation plan for Essex
Background and current service:

Cardiovascular disease is our biggest killer accounting for 2/3rds of premature deaths. 
Numbers of patients who have a heart attack attending Essex hospitals:
MINAP Data 2007-8 (used for service planning)
	 
	73. Discharge Diagnosis

	Hospital
	1. Myocardial infarction (ST elevation)
	2. Myocardial infarction (non ST elevation)

	Basildon 
	175
	134

	Broomfield 
	158
	395

	Colchester 
	157
	294

	PAH
	156
	311

	Southend
	177
	169

	Essex Total
	823
	1303


Current treatment for ST elevation MI in Essex is thrombolysis (i.e. a clot busting drug given intravenously). As demonstrated above, these STEMI’s comprise the minority of all heart attacks.  Thrombolysis can be given in the ‘community’ by paramedics (pre-hospital) or in hospital.
Currently across Essex there is a well established pre hospital thrombolysis (PHT) service for STEMI’s. For patients that have STEMI and do not meet the criteria for pre hospital thrombolysis, who self present at Acute Trust Accident and Emergency departments or suffer a heart attack whilst an in-patient within a local hospital, thrombolysis is administered in hospital.  
It is important to note that despite the successful Essex PHT model 1/3rd of patients fail to reperfuse and need transfer for emergency PCI and up to 1/4 of patients have a contraindication to thrombolysis. The current system needs to change now to address the needs of those who fail to reperfuse and those who have contraindications to thrombolysis. These groups of patients have poor outcomes, they require emergency transfer to an angioplasty centre.  Currently in Essex this is the Essex Cardiothoracic Centre in Basildon. 
Evidence for a change in service.
December 2006, ‘Mending Hearts and Brains:  the clinical case for change’.

· Primary PCI (PPCI) should be the first treatment of choice for STEMI heart attacks: 

· it will save even more lives than thrombolysis

· It will be available to people who cannot receive thrombolysis

· It will lead to fewer future heart attacks and strokes

· But there are conditions to be met:

· time taken for PPCI above that for delivering PHT

· specialist catheter laboratory staff and consultants

· access to specialist equipment needed

· minimum number of cases needed to maintain skills and optimise outcomes

There is clinical consensus, based on evidence from around the world, that primary pecutaneous coronary intervention (PPCI), if delivered in time, is a better treatment for STEMI heart attacks than Thrombolysis.

NIAP data:

Death rates: 


30 day

1 year 

18 months

PPCI



5.6%

8.7%

9.9%

Thrombolysis 


7.9%

12.4%

14.8%

Time is crucial: 

CBT TIME:
IN hosp. 
30 day

1 year

60-120 min
2.7%

2.9%

5.1%

120-180
4.5%

4.9%

8.7%

180+

11.4%

12.2%

15.9%

CBT TIME = call to balloon time

Green = Better

Red = worse

Process for reviewing the service across EOE 

· May 2007

· Looking into future clinical work stream developed recommendations

· Spring 2008

· Next stage review clinical programme board 

· Output and recommendations from this group formed part of the East of England ‘Towards the best, together, A clinical vision for our NHS, now and for the next decade’ document. www.eoe.nhs.uk/page.php?page_id=66)
· Summer 2008

· Towards the best, together, A clinical vision for our NHS

· Summer 2008

Public Consultation - Heart attack centres agreed in principle

· More than 7,000 people; all NHS organisations in region; unions; patient representatives; voluntary sector; local councils etc.

· Included local meetings, structures sample surveys, staff surveys, a week of hearings by the Joint Overview and Scrutiny Committees

· Support from public and staff responses

· The principle was supported by Regional Health Overview and Scrutiny Committee (HOSC) with recognition that further discussion might be needed on detail

· September 2008

· Papworth pilot launch

· October 2008

· EOE Cardiac Network proposals developed

· External clinical advisory group set up

· Final NIAP guidance considered
· December 2008

· Further national expert advice sought in response to the NIAP guidance suggesting a treatment time (call to balloon) of <120 mins.
Dr Jim Hall 

BCIS 

Prof Roger Boyle 

DH

Dr Mark de Belder            BCS President
Prof Goodyear statement suggested ‘if PCI related delay exceeds 90 minutes the benefits of PCI would be lost’

What is the PCI related delay?

Range for Call to thrombolysis time in EOE 60-90 minutes (median = 75 minutes)

Call to balloon – call to needle = PPCI related delay 

Call to balloon (165 min) – (75 min) = (90 min)

Therefore call to balloon needs to be a MAX of 165 minutes to be cost effective.
· Wider Clinical Group consider guidance

· Single model of PPCI in 24/7 centres: Basildon, Papworth and NNUH hospitals

· no supporting role for PHT

· a mixed model would generate confusion, and reduce skill base for PHT delivery 

· impact on volume and hence outcome if more centres developed

· No small volume centres as these would fail to achieve necessary levels of activity for operator or institutional competence
· 100% EOE covered by the 24/7 centres in 90 min travel time

· NIAP aspirational target of 120 minutes CTB. PPCI remains the recommended clinically effective treatment at 165 minutes. EOE therefore supporting operating within a maximum CTB of 165 minutes, subject to a comprehensive audit programme over the fist year to measure comparable outcomes
· December 2008

· EOE Specialist Commissioning Group agreement

· Network implementation plans developed
· January 2009

· Ambulance Trust modelling to calculate the resource implications to avoid PPCI transfers having an adverse impact on other emergency calls
· EOE PPCI Steering group set up

· April 2009

· Norfolk started PPCI service

· June 2009

· Plan for Anglia roll out (suspended in view of concerns raised in Suffolk)
· September 2009

· Plan for Essex PPCI service implementation 

NHS EOE recommended standards for heart attack centre are: 

· Heart Attack Centres should provide primary angioplasty 24/7

· They should be high volume centres undertaking in excess of the recommended minimum activity of 50 per operator and 200 per centre each year

· They should be located to maximise the chance that patients can receive primary angioplasty within 165 minutes of calling for help

· They must have enough interventional Cardiologists to provide a 24/7, with a rota of not less than 1:6, and catheter laboratories must be staffed 24/7 by a multi skilled team, including anaesthetic cover

· Patients should be discharged within 48 hours, with follow up and cardiac rehabilitation services established locally with appropriate communication

Essex plan

To provide 24/7 PPCI service for all STEMI patients across the whole of Essex at Essex Cardiothoracic Centre (ECTC) Basildon from 1st September 2009. Thrombolysis treatment will cease.  Based on MINAP data it is anticipated that the ECTC will be a high volume centre undertaking in excess of 800 PPCIs per year. 
Mapping undertaken by EOE Ambulance service suggests that all areas in Essex have a maximum travel time of 90 minutes which would enable all patients to achieve a call to balloon time of 165 minutes. 
It is recognised that the travel times from NE Essex may be at the upper limit that is acceptable.  The need to provide careful and close audit of this over the first year is recognised. 
Issues raised with EOE SHA by Suffolk 
· Is the CTB time too long at 165 minutes?

· Can rural and coastal areas be serviced effectively?
· Is the travel time from outer reaches of East Suffolk really going to be less than 90 minutes?

· As mortality would be lower if treatment times (call to balloon) less <120 mins, should a 4th PPCI centre be considered in Ipswich.
· What does this mean for the future of Ipswich Hospital?

· Why weren’t local people asked?

Following public concern, at the request of NHS EOE, a DH expert panel led by Prof Roger Boyle (Heart and stroke Tsar) on 18th June 2009, listened to presentations re the concerns raised and evidence and processes undertaken to develop a PPCI plan for NHS EOE.  Prof. Roger Boyle and the DH team considered their recommendations and fed back findings at a meeting in Ipswich on July 6th 2009
On 18th June Prof. Roger Boyle stated that NHS EOE PPCI plans were meticulous, more than any other SHA in the country and ‘This is one of the best worked out plans for PPCI  seen across the country’.
Roger Boyles feedback report states that ‘the panel did not accept that longer ambulance journey times presented a greater risk to heart attack patients. Data from many studies have shown transfer for PPCI to be safe’ (p14).  He felt that the travel times were well pulled together however required closer analysis.
Professor Boyle also stated that Service plan has been developed on modelling of travel times which may be robust but is not believed by the public and other commentators locally - actual travel times from the costal strip of East Suffolk is required.
DH suggestions:

· East Suffolk

A pilot consisting of administering pre hospital and in hospital thrombolysis, followed by immediate transfer to a PPCI Centre should be undertaken for at least 3 months. The pilot may be longer if the spread of cases is insufficient to inform travel times from remote parts.  Those ineligible for thrombolysis should also be transferred immediately to a PPCI centre.  Should a patient present in A/E, thrombolyse and immediate transfer to PPCI centre. 
· West Suffolk

A PPCI service should start ASAP.
· Audit Outcomes:

An external review of audit outcomes needed, the expert panel would be pleased to undertake this.  This should include:

Patients outcomes (survival)

Events occurring during travel times

PCI following thrombolysis

Actual detailed travel times

We will seek to follow up each patient for a review of their and their carers experiences

Referrals to rehabilitation

Rehab should be undertaken locally.
Attention should be paid to accommodation provision for carers.
· Why can’t a PPCI service be developed in Ipswich?

Catheter lab in Ipswich currently undertakes 800 angios per year. 

There is one interventional cardiologist who spends time in Ipswich and Papworth. 

There are currently only 2 cardiologists in Ipswich. The trust has not been successful in recruiting more. There is a need for a stronger consultant base at Ipswich in hospital 

There is scope to explore an angioplasty service in Ipswich.

More lab capacity will be required.

More interventionalists are needed (Min 3 as recommended by national bodies) to perform elective angioplasties (not PPCI)

Minimum of 400 procedures per year to ensure cardiologists maintain skills and ensure institutional ability.

Projected growth over next 6-7 years indicates possible need of around 400 PCIs, so there is potential to explore service development.

Timescales to establish a service (capital, kit and staff) probably 2-3 years.

There is a need to establish institutional capability whilst performing only non emergency angioplasty first. Therefore there is a need to plan for the interim time period.

A HAC delivering a PPCI service will need at least 6 interventional cardiologists for a rota. This is very expensive. 

Is this the best use of PCT/ acute trust funding? 

Issue raised within NEE

At the time of the Suffolk meeting, Dr Shane Gordon on behalf of the PbC Colchester group and Dr Helen James (NHS NEE PEC chair) indicated that some clinicians in Colchester had expressed some concerns about travel times from some localities within North East Essex (E.g. Walton on the Naze, Harwich.)
Actions undertaken:

· As previously mentioned, the Network recognised that travel times from the NEE Coast may be at the upper limit of acceptability.  A blue light ‘dummy’ run from Walton on the Naze, considered by NEE locality paramedics, to be the most challenging travel location, to the door of Essex cardiothoracic centre took 62 minutes during morning rush hour in June 2009. This is well within the 90 minute travel time allocated within the 165 minutes model agreed across NHS EOE.  

· The NHS NEE CEO and Network team met with MPs, Bernard Jenkins and Bob Russell and had a telephone conversation with Douglas Carswell to appraise them of proposed changes to the service. 

· A presentation was given by the lead Network Cardiology Consultant, Dr Nicholas Robison to the NEE PEC members on 14th July. There was agreement from the group that PPCI would provide a superior service for Essex residents. The total call to balloon times will be monitored and reported back to the NEE PEC on a monthly basis. 

· A presentation was given by the Network Director, Mrs Linda Fox to the NHS NEE Board members on 21st July 2009. There was also agreement from the Board that PPCI would provide a superior service for Essex residents. At this meeting Tim Young suggested contacting the local councils to offer the chance of presenting to the council members. 

· A presentation was given by the Network Director, Mrs Linda Fox to the Colchester Patient Commissioning Forum members on 5th August 2009. 

· A presentation is due to be given by the Network Director, Mrs Linda Fox to the Tendring Patient Commissioning Forum members on 12th August 2009. 
Conclusion:

This briefing document aims to raise awareness of the planned service changes to implement PPCI across the whole of Essex on 1st September 2009. The Network team would be delighted to present to councillors and answer any questions related to the service changes. 
Please contact the Network if you would like any further information at: ecn@northeastessex.nhs.uk
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