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SYNOPSIS OF ACTIVITY:

Winning the Nuffield Award for 2008 provided a fantastic opportunity to visit a country that has worldwide recognition of providing an excellent acute stroke service, but at a fraction of the cost that we spend in England. We had two areas that we wanted to concentrate on – the hyper acute phase – how did they manage to give a clot-busting drug (thrombolysis) to 15% of patients when in the UK we achieve this for only 0.8%? The second area was to review the voluntary sector for stroke and bring back new ideas for the regional stroke association. The visit enabled us to provide a report for the South West region with examples of good practice that we felt could be replicated. These examples were categorised according to cost and potential benefit so provided some “quick wins” and visions for long-term investment.
Like the UK there seemed to be problems in the pre-hospital care and long-term support element of stroke - whilst most people knew how to recognise the signs of a heart attack there wasn’t a similar understanding for stroke signs or how quickly advice should be sought. Approximately 25% of patients arrive in hospital within the first few hours of symptoms and this is very comparable to the UK data. The key difference was how these patients were managed. Regardless of the time of day, or day of the week, following a call from the paramedic the CT scanner staff, laboratory staff, nursing team and stroke neurologist are contacted and prepared. The patient is met in the corridor by this stroke team and the first venue is the CT scan. Even when they are in the corridor there is a member of staff on each side – 1 taking vials of blood for the lab, the other taking a finger prick sample of blood to check coagulation levels (result available in 3 minutes) and the neurologist stands over taking a stroke severity score and talking to the ambulance paramedic who provides the full background history. This very interventionist approach results in the patient receiving the drug on average within 9 minutes of arrival into the hospital. This knowledge has helped local clinicians gain a greater insight into what is achievable, even in the small hospitals and reinforced the need to involve all stakeholders in order to ensure a change in practice.
Locally following the visit we have recommended the early contacting of radiology as soon as a patient is expected for thrombolysis. This prepares all staff for a potential interruption to a service for an urgent scan. Further work is also being done on the feasibility of an INR bedside recording in order to minimise delays for blood results.

Volunteering in Finland does not seem to be a normal culture and patient involvement with written patient information or changing services does not occur. As a result the voluntary sector is very different to that which we experience in the UK. The stroke and aphasia association has a strong stroke club element which is similar to The Stroke Association; however they do offer 2 very unique services – interpreter service and residential courses.

It is acknowledged by the Finnish government that not being able to speak can be very disabling and as a result they finance 180 hours per year of interpretation for each person affected. This is an unconnected trained person who can be used for anything to help promote independence but often used for doctors’ appointments, visits to the bank, etc. This enables the individual to be able to function without losing their individualism. 

The residential services provided by the charity, but funded by the local authorities, enables individuals who have suffered speech problems the opportunity, with their partner, to spend up to 10 days at a centre, with others and learn how to “live” after their stroke. Intensive group communication sessions occur but also there is a strong emphasis on independence and how to support each other. The service is free to the individual. 

Whilst replicating the residential service could prove very costly ideas for the provision of “Summer Camps” using college and University buildings is an area to be pursued. Regarding the communication buddy system it was felt that as the voluntary culture is much stronger in the UK it is hoped that this service can be replicated with trained volunteers and help fill the unmet needs of this vulnerable group.

Visiting another health service was more insightful than we could have imagined. Working closely with a colleague and senior manager from the voluntary sector resulted in a greater insight, for both individuals, of different ways of working and our assessment widened as a result and there was a stronger focus on the transferability of ideas back in the UK.  
Following our return a paper was produced for the Strategic Health Authority which broke down our ideas into financial considerations – those with no cost, low cost and significant investment required ideas. These have been presented at local and regional conferences. In addition it is hoped that we can present our findings at the annual national Stroke Forum in December which will further widen our audience. 

Whilst the trip had a very strong stroke focus it was fascinating visiting other hospitals and getting an idea of health care in general. MRSA is not a problem in Finland. The hospital practice of reducing infection risks was to leave them quite literally at the front door – as soon as a patient entered the casualty department all clothes were removed and sealed in a large bag, stored in the depths of the hospital and returned on the day of discharge. 

Another fundamental change to our practice was the morning nursing routine. It was very difficult to understand how, when staffing levels were comparable to ours, all patients were up and dressed by 10am every morning ready for the doctors round. The answer was a shower rota – patients received a shower on average every 4th day. On the other days a “quick wash” was given. The rationale for this was that this is what the elderly would do at home anyway and not scrubbing the skin was considered to be in part responsible for the very low incidence of pressure sores. 

This award has provided us the opportunity to take a step out of our normal role and review best practice and consider our priorities for the next year. The support both locally and regionally has been very positive and not only provided a direction for priorities for the future but also reinforced what we do well. It is very easy to be negative and criticise the service that we offer and not always notice what we do well.
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