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1 Purpose  
 
1.1 The purpose of this paper is to update the Board on developments for vascular and stroke 

services and to confirm next steps regarding plans to further develop both these services, in 
order to establish Watford General Hospital as a Major Acute Centre.  
 

1.2 This paper updates information already considered by TLEC and the Trust Board in 
November 2013 in relation to vascular services. At this time, the Board discussed the 
financial implications and potential impact on other areas of clinical strategy and concluded 
that not providing vascular services would have significant implications for the Trust. Taking 
these factors into account, the Board endorsed “in principle” the proposal to develop 
Vascular Services. However, the timescale for this change has not yet been finalised and 
the significant infrastructure changes required have not yet been made. 
 

1.3 No papers have previously been submitted to either TLEC or the Trust Board concerning 
the development of WHHT‟s existing acute stroke services, in order to comply with the 
criteria to be a Hyper Acute Stroke service provider. However, Regional and Network level 
discussions have been taking place concerning the reconfiguration of Stroke services since 
2011 and future options considered in more recent discussions relating to the Trust‟s 
clinical strategy. 
 

1.4 This paper will be divided into two clear sections to reflect the fact that either proposal could 
be progressed in isolation but highlighting the key benefits of co-locating both services on 
the Watford site. The plans to become a designated Vascular Centre and the proposal to 
further develop Hyper Acute Stroke services will each be considered under the following 
headings: 
 

1. Relevant Background 
2. Clinical Benefits for WHHT 
3. Practical Implementation  
4. Financial Sustainability 
5. Conclusion & Next Steps 

 
1.5 This document has been discussed by TLEC at its June 2015 meeting prior to submission 

to the Trust Board in July 2015. The Trust Board is asked to: 
 Reconfirm the „in principle‟ decision for WHHT to become the Vascular Centre for 

Hertfordshire; 
 Note current discussions regarding the provision of Hyper Acute Stroke services and 

the aspiration to further develop the hyper acute stroke service at Watford Hospital; 
and 

 Endorse the proposed next steps for both developments. 
 
1.6 Herts Valleys CCG will also be considering plans for both vascular and stroke services at its 

Executive Team meeting in July 2015.  
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2 Vascular  
 

2.1 Relevant Background 
 

2.1.1 In recent years there has been an increasing awareness that the results of complex surgery 
are related to surgeon and unit volumes of cases. This has been one of the main drivers for 
amalgamating surgical units performing complex surgery in the UK. Mortality outcomes for 
patients undergoing vascular surgery have followed the same pattern with smaller units 
generally having a greater variability in outcomes, particularly for repair of abdominal aortic 
aneurysms (AAA). As a result, The Vascular Society proposed new guidelines for standards 
of care for people requiring vascular surgery in 2011. The aim was to halve the mortality 
rate for AAA surgery in the UK.i These standards have informed the NHS Standard 
Contract for vascular services; ensuring safe and timely treatment for patients with vascular 
disease by developing vascular units serving a larger catchment area so as to ensure 
sufficient numbers of patients to maximise expertise. These units provide vascular 
surgeons, interventional radiologists and the supporting infrastructure for round-the-clock 
care. 

2.1.2 Two NHS hospital trusts currently provide vascular services in Hertfordshire: West 
Hertfordshire Hospitals NHS Trust (WHHT) and East & North Hertfordshire NHS Trust 
(E&NH). Following the publication of the new standards of care for people requiring 
vascular surgery, it was clear that individually, neither hospital could meet the 
recommended minimum number of procedures due to the size of their catchment 
population, but that by working together as a network, with a single designated centre for all 
vascular surgery, this would then be possible: 
 

Key Requirement WHHT E&NH Network 
 

A minimum total catchment population of 
800,000. 

550,000 500,000 1,050,000 

A minimum of 60 elective AAA repairs per year, 
for each vascular centre. 

ii
 

36 per year 27 per year 64 per year
iii
 

A minimum of 50 carotid endarterectomy 
procedures per year, for each vascular centre 

iv
 

39 per year  36 per year 75 per year 

 
 

2.1.3 A local commissioning review was therefore established with the conclusion that WHHT 
should become the main vascular surgery centre for Hertfordshire, with local outpatient and 
diagnostic services continuing at both WHHT and E&NH. Key elements of the decision-
making process for the local commissioning review are summarised below: 
 

Date Decision Process 
 

November 
2011 

Vascular Society of Great Britain and Ireland (VSGBI) launch new standards of 
care for people requiring vascular surgery. 

March 
2011 

East of England Specialised Commissioning Group commences review of 
vascular services across the East of England.  

June 
2012 

Public engagement document issued, recommending that Watford Hospital 
should become the vascular surgery centre for Hertfordshire. 

November 
2012 

WHHT responded to the consultation, expressing its desire to be the designated 
vascular surgery centre for Hertfordshire. 

November 
2013 

Paper presented to WHHT Board, who concluded that not providing vascular 
services would have significant implications & endorsed proposal “in principle”. 

May 
2014 

Reconfiguration proposal presented to the NHS England Regional 
Reconfiguration Panel. Due to time lapse since previous reviews, independent 
clinical view sought from East Midlands Clinical Senate. 
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2.1.4 Due to changes in the commissioning landscape and a range of operational pressures, 
detailed planning has yet to commence to support WHHT in becoming the designated 
vascular surgery centre for Hertfordshire. The Trust Board therefore now needs to re-affirm 
WHHT‟s commitment to develop a vascular surgery centre, prior to undertaking more 
detailed implementation planning. To support this discussion, the clinical case for change, 
the practical implications of delivering the required standards of care and the financial 
sustainability of a vascular surgery centre need to be considered. 

 
 
2.2 Clinical Benefits for WHHT 

 

2.2.1 As outlined above, there is a clear clinical case for centralising vascular surgery at a single 
hospital site for all Hertfordshire patients, in order to ensure sufficient procedure volumes to 
support clinical expertise and improved patient outcomes. Vascular surgery at WHHT is 
provided at Watford Hospital – the Trust‟s emergency care centre – and so vascular 
surgery patients that currently receive care at E&NH would in future be cared for at Watford 
Hospital. The benefits of this for WHHT are that retaining vascular surgery at Watford would 
provide key critical speciality links with stroke, cardiology, colorectal, gynae oncology and a 
satellite, renal service, all of which would be directly affected if vascular services were no 
longer available.  

2.2.2 A further key consideration is that providing a vascular centre at Watford necessitates an 
increase in the provision of interventional radiology and this has wider clinical benefits for a 
range of clinical specialties. Interventional Radiology (IR) refers to a range of techniques 
which rely on the use radiological imaging to precisely target therapy. For vascular surgery, 
IR techniques are utilised to undertake endovascular aortic repairs, angioplasty, arterial and 
venous thrombolysis, insertion of IVC filters etc. and is used in favour of open surgery when 
clinically appropriate.  However, IR is also increasingly being used by all other specialties 
for percutaneous drainage, biopsies and embolisation. In particular, embolisation of uterine 
arteries for post-partum haemorrhage and embolisation of mesenteric vessels in upper 
gastrointestinal bleeds cannot presently be provided by WHHT, as it does not have the 
appropriate IR facilities and support. Patients with these life-threatening conditions are 
therefore currently transported to the Royal Free or Hammersmith Hospitals. 

2.2.3 Finally, whilst it is not essential for vascular and hyper acute stroke services to be co-
located, there are clear clinical benefits in doing so as patients undergoing vascular surgery 
are at greater risk of stroke and a number of patients who have experienced a stroke will go 
on to require vascular surgery. The proposals to establish a vascular centre and to provide 
Hyper Acute Stroke Services at WHHT can both be considered in isolation and are not 
mutually dependent. However, there are benefits of providing both on the same site and the 
decisions made will inform the future clinical strategy for WHHT, hence considering both 
proposals together in this paper.  
 
 

2.3 Implementation Considerations 
 

2.3.1 Whilst there are clinical benefits to WHHT in maintaining an on-site vascular surgery 
service, the Trust must have confidence that it can deliver the required clinical standards 
and provide a high quality service. The key requirements underpinning the NHS Standard 
Contract for Specialised Vascular Services for Adults are summarised below, along with a 
commentary as to the extent to which they are currently met at WHHT and what would be 
required to address any shortfall. The „future plans‟ section of the table below draws from 
the business case and implementation planning work undertaken in 2013 and will need to 
be reviewed and updated as appropriate. 
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Core Requirement Current Arrangement 

 
Future Plan 

 

A minimum of 6 vascular 
consultants, to provide 
on-site surgical cover 7-
days a week and a 24/7 
on-call rota. 

 4 vascular surgeons at 
WHHT.  

 4 vascular surgeons at E&NH. 

 A rota of 6 vascular surgeons 
providing daily on-site and on-
call cover at Watford Hospital.  

 Continued support for the 
Renal Unit at East and North 
Herts. 

A minimum of 6 
interventional 
radiologists, to provide 
24/7 on-site cover. 

 2 interventional radiologists at 
WHHT. 

 Two additional interventional 
radiologists would be 
employed in the first instance, 
with a „network‟ arrangement 
to ensure a 1 in 6 rota is in 
place.  

A 24 hour emergency 
theatre accessible at all 
times to undertake 
emergency vascular 
procedures. A vascular 
operating theatre with 
experienced vascular 
theatre staff should be 
available for elective 
activity.  

 None of the theatres at 
Watford Hospital currently 
meet the specification for a 
vascular operating theatre. 

 There is also insufficient 
theatre capacity to 
accommodate the additional 
vascular surgical activity. 
Modelling work completed in 
August 2012 suggested 
equates to 5.5 elective theatre 
lists per week and this now 
needs to be updated. 

 A vascular operating theatre 
would need to be built at 
Watford Hospital and current 
planning for the reconfiguration 
Watford theatres will need to 
take this into account. 

 Additional theatre staff would 
need to be recruited to 
accommodate the additional 
theatre lists at WGH. 

 A clinical nurse co-ordinator 
would also be required to 
oversee vascular patient 
pathways.  

 

Patients with vascular 
diseases will have 
access to dedicated 
vascular beds. There 
will be sufficient 
dedicated beds to 
accommodate the 
routine elective work 
and emergency 
admissions. 

 Vascular patients are 
currently cared for on general 
surgical wards. 

 Bed occupancy levels on the 
Watford site are consistently 
above maximum 
recommended levels. 

 Original modelling completed 
in August 2012 assumed an 
additional 9 inpatient beds and 
1 critical care bed would be 
needed. 

 Updated modelling information 
is needed to confirm 
requirements for recovery, 
critical care and inpatient ward 
beds. 

Separation of vascular 
and general surgery with 
vascular surgeons only 
treating patients with 
vascular disease, this 
will be required at both 
consultant and trainee 
level. 

 At present, the vascular 
surgeons are part of the 
general surgery rota which 
would otherwise be 
unsustainable. 

 The plan is that the Watford 
vascular surgeons would 
remain on the general surgery 
rota in the first instance. 
However, subject to 
confirmation of wider 
implications, the future 
aspiration would be for 
separate rotas.  

 
 

2.4 Financial Outline 
 

2.4.1 A high-level indicative analysis of income and expenditure completed as part of recent work 
to support WHHT‟s clinical strategy suggests that a vascular service operating at an 
appropriate scale can make a significant positive contribution. It should also be noted that 
previous work has concluded that if vascular activity ceased, a loss of £4 million income 
would be incurred by the Trust, hence the view of the Trust Board in November 2013 that 
not providing vascular services would have significant implications for the Trust and their 
endorsement “in principle” for the proposal to develop a Vascular Centre at Watford 
Hospital.  
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2.4.2 However, significant investment in infrastructure would be needed, to ensure a suitable 
equipped theatre for vascular work and sufficient recovery, critical care and inpatient ward 
beds. Earlier work has suggested the Trust would need an initial capital investment of 
approximately £6.2 million to develop this service.  Current capital investment requirements 
and recurrent income and expenditure need to be reviewed as part of a more detailed 
planning process and in conjunction with plans already under discussion for the 
reconfiguration of Watford Theatres this financial year.  
 
 

2.5 Conclusion & Next Steps  
 

2.5.1 To conclude, there are clearly significant clinical benefits in establishing a vascular surgery 
centre at Watford Hospital and a high-level income and expenditure analysis indicates that 
provision of vascular surgery should deliver a significant positive contribution. However, 
investment will be required to ensure that the infrastructure can support the additional 
number of patients and to ensure that the required care standards can be met. In order to 
ensure that the implementation requirements are fully understood and can now be enacted, 
recommended next steps are as follows: 
 

Date Action Needed 
 

July 2015 
 

 Establish programme board to oversee planning and delivery of transfer of 
vascular surgery, in partnership with E&NH & NHS England. 
 

 Confirm key milestones for transfer of vascular surgery. 
 

 Theatres Project Group to consider vascular theatre requirements and 
ensure as far as possible that plans for redevelopment of theatres at Watford 
take account of future vascular developments. 
(NB: It is not expected to fully meet all future requirements for vascular in this 
phase of work but to provide foundations from which further redevelopment 
could be taken forward.)  

 

 Agree specification & confirm support needed for business case preparation, 
eg activity & financial modelling. 
 

October 2015 
 Submit Business Case to Trust Leadership & Executive Committee. 
 

 Detailed implementation planning continues. 

November 2015  Submit Business Case to WHHT Trust Board. 

January 2016 
onwards 

 Commence phased implementation of transfer of vascular surgery, (subject 
to approval of business case)   

 

 
 

2.6 Recommendation  
 

TLEC / WHHT Trust Board are therefore asked to:  
 

 Reconfirm WHHT‟s support for the development of the specialist vascular service as an 
opportunity to improve patient outcomes in Hertfordshire and provide high quality, 
appropriate local services; and 
 

 Approve 1) the development of a detailed business case for submission to the 
November 2015 Trust Board; 2)  Theatre Project Group‟s consideration of future 
vascular theatre requirements; and 3) the creation of an implementation plan in 
partnership with E & N Herts and NHS England.  

 

Paper Presented By: 
H Brown      Mr S Sarin 
Director of Transformation   Clinical Lead for Vascular Services 
 

June 2015 
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3 Stroke Services 
 

3.1 Relevant Background 
 

3.1.1 In December 2007 the Department of Health‟s National Stroke Strategy was published, 
providing a framework to secure improvements to stroke services. This was followed in 
2010 by National Institute of Clinical Excellence (NICE) quality standards for Stroke. Both 
documents presented a growing body of evidence to overturn the perception that stroke is 
simply a consequence of ageing that inevitably results in death or severe disability and 
highlighted that effective, timely treatment has a significant impact on care outcomes.  
 

3.1.2 The NICE standards have led to significant changes in the way that stroke services are 
delivered and most notably in central London and Manchester, where immediate 
emergency care for patients experiencing a stroke has been centred in a smaller number of 
specialist „hyper acute stroke units‟, with the aim that no patient should be further than 30 
minutes travel journey away from specialist „hyper acute stroke unit‟ care, where specialist 
expertise is available on-site, 7 days a week. Following this critical first phase of care, 
patients then return to their local hospital to continue their acute stroke care closer to home, 
as summarised below. There is evidence that these changes lead to reductions in mortality, 
improved quality of life outcomes following a stroke and cost savings as a result of reduced 
length of stay.v 
 

Service Care 
Phase 

Definition 
 

Hyper Acute 
Stroke Unit 

24-72 
hours 

A monitored bedded area providing „Level 2‟ care for the first 24-72 
hours of a stroke patient's care, with daily consultant ward rounds 
and enhanced nurse staffing and therapy support. 
 

Hospitals with Hyper Acute Stroke Units also need to provide: 
 Immediate thrombolysis for confirmed stroke patients; and 
 Daily clinics for high risk transient ischaemic attack (TIA) patients. 

 

Acute Stroke 
Unit 

72 hours 
onwards 

A ward receiving Hyper Acute Stroke Unit (HASU) patients, to: 
 Continue with their Stroke and other medical care; and  
 Receive therapy assessments that will determine the next stage 

of their care, such as home with support, further inpatient 
rehabilitation or discharge to other care provider.  
 

 

 
 

3.2 Clinical Benefits for WHHT 
 

3.2.1 Provision of stroke care in Hertfordshire & Bedfordshire does not currently consistently 
meet all the quality standards now expected of hyper acute stroke units and as set out in 
stroke network service specifications. For West Herts this is due to staffing limitations rather 
than facilities: there are not enough specialist stroke consultants employed to provide cover 
24/7 and so outside of „usual‟ working hours, newly admitted patients are seen by the on-
call physician and advice for thrombolysis patients is provided by a stroke physician, who is 
part of a regional network on-call service, via a telemedicine service. Therapy and 
diagnostics staff availability for the initial acute phase is also more limited at weekends and 
so not in line with recommendations following the changes made in London & Manchester.  
 

3.2.2 There are currently 3 Trusts providing both „hyper acute‟ and „acute‟ stroke services across 
Hertfordshire & Bedfordshire. Alongside WHHT, East & North Herts Hospital Trusts and 
Luton & Dunstable Hospitals currently provide hyper acute stroke care. Whilst it is expected 
that all 3 Trusts will continue to provide acute stroke services, two key potential future 
scenarios for hyper acute stroke units (HASUs) have been considered, as summarised 
below. A preference for the first scenario, with HASUs remaining on all 3-sites has already 
been expressed by commissioners and discussions are currently underway to confirm the 
viability of this scenario in meeting stroke care quality standards. 
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Scenario 
 

Key Benefits Key Risks 

1) HASUs remain at 
all 3 local hospital 
Trusts.  
 

 Shorter journey times to the 
nearest HASU, which relate to 
improved patient outcomes.  

 Model does not significantly 
impact upon existing providers 
by changing patient flows. 

 

 Ability to recruit the number of 
stroke consultants needed to 
cover three hospital sites 24/7. 

 Affordability and impact upon 
payment against tariff. 

 

2) Focus HASUs at 
2 local hospital 
Trusts. 

 
 

 Both units would exceed the 
recommended minimum number 
of patients.  

 Longer journey times to the 
nearest HASU for some 
patients; West Hertfordshire 
patients would have longer 
journey times if Watford Hospital 
were not chosen as one of the 2 
HASU sites. 

 Change in patient flows will 
increase space requirements at 
the 2 HASU sites and also 
increase in numbers of patients 
attending A&E departments. 

 Impact on provision of imaging, 
pathology and pharmacy. 

 
3.2.3 The final recommendation on the number of HASUs across Hertfordshire & Bedfordshire 

will be dependent on an assessment of the affordability and feasibility of the preferred care 
model and so the 3-site scenario is not yet certain. However, there are clear clinical benefits 
to WHHT in maintaining a hyper acute stroke unit service, whether as one of three, or as 
one of two local providers, given the Trust‟s geographical location, the size of its catchment 
population and the plan for Watford Hospital to become the vascular centre for 
Hertfordshire. If WHHT were not one of the 2 chosen HASU sites, the journey times for 
West Hertfordshire stroke patients would be longer and recruitment of specialist staff to 
provide the acute stroke care service may also prove more challenging. At its June 2015 
meeting, TLEC therefore endorsed the aspiration to develop hyper acute stroke services at 
Watford hospital, assuming a clinically appropriate and financially viable service model is 
agreed with commissioners. 

  
 
 

3.3 Implementation Considerations 
 

3.3.1 Assuming that the 3-site scenario remains the preferred commissioning model of care, a 
major implementation challenge would be ensuring that sufficient stroke consultants were 
recruited to meet the required care standards on all sites, providing 24/7 HASU on-call 
cover, daily ward rounds and daily Transient Ischaemic Attack (TIA) clinics. Identifying other 
physicians with an interest in stroke to contribute to this rota may cover the shortfall and is 
an approach that has been used elsewhere. However, the impact on the general medical 
and care of the elderly rotas would also need to be considered as this would reduce the 
number of physicians on the rota for overseeing the care of newly admitted medical and 
elderly patients.  
 

3.3.2 Outline staffing requirements for WHHT as part of the 3-site scenario are summarised 
below, but will need to be reviewed in greater detail as part of the dialogue with 
commissioners to confirm the viability of this care model: 
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Requirement Current Arrangement 
 

Future Plan if 3 x HASUs  

A minimum of 6 stroke 
physicians to ensure:  
- 24/7 HASU on-call cover; 
- Daily assessment of new 
confirmed stroke patients;  

- 7 day outpatient TIA 
clinics; and 

- Support for thrombolysis 
out of hours. 

 

 
 3 stroke physicians 

currently in post at WHHT, 
providing weekday ward 
cover and TIA clinics. 

 
 Specialist stroke nurse 

cover in place 24/7 to 
ensure immediate 
thrombolysis for stroke 
patients, in liaison with 
stroke physicians and using 
telemedicine out of hours. 

 

 
 A minimum of 6 stroke 

physicians in post at WHHT, 
or suitable alternative 
arrangement to ensure 24/7 
HASU on-call cover, local 
24/7 thrombolysis support, 
daily ward rounds and daily 
TIA clinics. 

 
 Specialist stroke nurse 

service would continue as at 
present. 

Increased diagnostic scan 
availability, with 7-days a 
week service at Watford for: 
- CT; 
- MRI; and 
- Doppler scans. 
 

 
 CT available 8am-8pm, 7 

days / week, with on-call 
service outside these hours.  
 
 MRI provided at weekends 

dependent on staff 
availability. 

 
 Doppler scan not currently 

available on-site out of hours; 
provision for high risk patients 
at Luton hospital when 
needed, but often not taken 
up in practice. 

 

 
 CT cover to continue as at 

present. 
 
 
 
 7-day MRI service planned as 

of November 2015. 
 
 
 Arrangements for Doppler 

scans at weekends would 
need to be confirmed.  
 

Appropriate nursing & 
therapy support for HASU, ie: 
- Increased therapy staff 

presence, with 7-days a 
week service; and 

- Increase in nurse staffing 
ratios. 

 

 
 Limited therapy staff 

presence out of hours and at 
weekends. 
 
 

 
 7-day service required. 

 
 
 
 Ward nursing establishment 

would need to increase 
slightly and skill mix be 
reviewed. 

 

 
 

3.3.3 If a 2-site scenario were to be pursued, further nurse, therapy, diagnostic staff would be 
needed to provide a HASU service at Watford Hospital and there would be wider 
implications for other clinical and non-clinical services (eg administrative staff) and for 
inpatient bed capacity, given the increased number of confirmed and potential stroke 
patients that would be attending Watford A&E. 

 
 

3.4 Financial Outline 
 

3.4.1 Given the further work needed to confirm commissioner expectations for the HASU care 
model and to understand requirements for the 3-site option, it is not yet appropriate, or 
possible to provide a detailed financial analysis. However, it should be noted that a 
significant „uplift‟ to tariff was applied in order to make the London HASU model of care 
financially viable. Whilst a detailed financial analysis has not been undertaken, it is clear 
that a 2-site option would require additional investment, to support the increased number of 
stroke patients that would be cared for at Watford Hospital. 
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3.5 Conclusion & Next Steps 
 

3.5.1 There are clearly significant clinical benefits in continuing to provide hyper acute stroke unit 
care at Watford Hospital. Whilst discussion regarding the preferred clinical model for 
Hertfordshire is still at too early a stage to fully assess deliverability, the 3-site scenario 
would not significantly change patient volumes or flows, but ensuring sufficient clinical staff 
to deliver high quality care would be a key challenge. This scenario therefore needs to be 
rigorously tested to ensure that it is practically and financially viable, in order to inform 
discussion with commissioners regarding the clinical model and to ensure that the required 
care quality standards can be consistently delivered.  
 

3.5.2 Recommended next steps to ensure that WHHT is best placed to have an informed 
dialogue with commissioners regarding the future HASU configuration are outlined below.  
 

Date Action Needed 
 

June 2015 
Update TLEC/Trust Board regarding current discussions and 
aspiration to develop the hyper acute stroke unit at Watford Hospital, 
as part of either a 2 or a 3 HASU configuration. 

July 2015 

Complete detailed review of the impact of the scenarios outlined 
above for WHHT, to be best placed to inform commissioning dialogue 
regarding preferred clinical model and to ensure care quality 
standards will be consistently met.  

August 2015 
Review viability of plans and affordability across local Stroke Network 
and confirm final preferred model with commissioners. 

Dependent on preferred commissioning model: 

September - 
October 2015 

Develop joint business case with commissioners for development of 
hyper acute stroke unit care and local business case for WHHT, with 
implementation timescale outlined. 

November 2015 
Report on final configuration decision to WHHT Trust Board and 
provide final business case, outlining final income / expenditure 
analysis and local implementation plan. 

November 2015 
Move from planning to delivery phase and commence changes to 
delivery of hyper acute stroke care in Hertfordshire. 

 

 
3.6 Recommendation  

 

The WHHT Trust Board is asked to:  
 

 Note current discussions regarding the provision of Hyper Acute Stroke services and 
the aspiration to further develop the hyper acute stroke service at Watford Hospital; 
and 

 

 Endorse the actions outlined above, with regular updates being returned to TLEC from 
July - October 2015 and to the WHHT Trust Board in November 2015.  

 
 

 

Paper Presented By: 
 
H Brown       Dr T Adesina    
Director of Transformation    Clinical Lead for Stroke Services
  
June 2015 
 

                                                 
i
 Br J Surg. 2007 Apr;94(4):395-403. Meta-analysis and systematic review of the relationship between volume and outcome in 
abdominal aortic aneurysm surgery. Holt PJ1, Poloniecki JD, Gerrard D, Loftus IM, Thompson MM. 
ii Average based on 5 years activity figures, up to June 2014 (Source: Vascular Services Quality Improvement Programme) 
iii Total figure when rounded up (with decimal points) equals 64, not 63, ie 36.4 +26.4 = 63.8. 
iv
 Average based on 3 years activity figures, up to June 2014 (Source: Vascular Services Quality Improvement Programme) 

v Review of Stroke Provision for CCGs in Hertfordshire, Bedfordshire and Milton Keynes follow up paper (September 2014) 
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