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Introduction
The Ministry of Health of Vietham has made care quality improvement a key priority, as set out in the Circular
“Guidelines on the Implementation of Quality Management of Medical Services in Hospitals” (no. 19/2013/TT-
BYT; 12 July 2013). To achieve this goal, it is leading an initiative on developing quality indicators to help
institutions and professionals improve their practice, and deliver better care for their patients.
This document contains the first care Quality Standard (QS) developed in Vietham. The QS is the product of a
partnership between the Medical Services Administration (Ministry of Health), the Vietnam Health Economics
Association (VHEA), and UK’s NICE International, with funding support from the Rockefeller Foundation. The QS
Committee brings together key stakeholders including the Ministry of Health, hospital managers, and clinical
experts from different disciplines and hospital tiers across Vietnam.
Drawing from local and international evidence-based clinical guidelines based on NICE methodology, the QS
contains a set of concise statements and measurable indicators covering the management of acute stroke in all
tiers of public hospitals. The QS is an advisory document aimed at driving improvement in patient care; it is
neither legally mandatory, nor intended to punish providers and clinicians. It focuses on key areas of variation in
current clinical practice, and describes what the highest quality care would look like; it does not list all minimum
expected standards for a hospital providing care for stroke patients, which are set out in the Hospital Quality
Criteria (December 2013) according to the Decision no. 4858/QD-BYT of the Ministry of Health.The QS is
expected to apply to the majority of stroke patients; nonetheless every patient is different, and the QS will not
apply to all stroke patients all of the time.
The QS requires that stroke services be coordinated across all relevant agencies to encompass the whole stroke
care pathway, and this document includes draft suggestions of the potential roles of the Ministry of Health,
Provincial Departments of Health, hospitals, clinicians, payers such as Vietnam Social Security (VSS), and
patients in ensuring that this QS is implemented. An integrated approach to provision of services, with
appropriate training for workforce at all levels, is fundamental to delivering high-quality care to patients with stroke
and their carers.
We recognise that the QS are aspirational, but our vision is that in the future all stroke patients in Vietnam will
receive high quality care in specialist stroke units as set out in this document. The launch of this QS will be the
beginning of a stepwise process as part of the national strategy for quality improvement, towards providing

excellent care for all stroke patients, and potentially for other high-burden conditions in the future.
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Quality Standards Committee

The QS Committeewas recruited by VHEA, with advice from NICE International, to include policymakers, hospital
managers and clinicians with a broad range of expertise and perspectives of stroke care in the three tiers of
hospitals (district, provincial and central). VHEA convened two workshops in November 2013 and March 2014,
during which the QS Committee reached consensus on the priority areas for quality improvement in stroke care,
and agreed 15 quality standards. NICE International provided technical assistance, in helping the QS Committee
identify relevant evidence-based clinical guidelines and develop the quality statements and measures. VHEA and

the NICE International team were responsible for overall programme management.

QS Committee
Chair:Prof Le DucHinh, Neurologist; President of Vietnam Association of Neurology

Honorary Adviser: Prof Le QuangCuong, Vice Minister, Ministry of Health
Vice-Chair: Prof Le Van Thanh, Chairman of Vietnam Stroke Association

Vice-Chair: Prof Luong Ngoc Khue, Director of Medical Services Administration, Ministry of Health

Prof Nguyen TrongThong, Neurologist; Vice-President of Vietham Stroke Prevention Association; Military Hospital 108, Hanoi
Prof Nguyen DatAnh, Chief of Emergency Department, Bach Mai Hospital, Hanoi

Prof Nguyen TrongHung, Neurologist (Director of Neurology Department), National Geriatric Hospital, Hanoi

Secretary: Dr Mai DuyTon, Emergency Doctor, Bach Mai Hospital, Hanoi

Dr Vu Van Can, Vice Director of Department of Health, NinhBinh Province

Dr Nguyen Van Chi, Emergency Doctor, Bach Mai Hospital, Hanoi

Prof Bui My Hanh, Doctor (Director, Center for Development of Curriculum and Human Resources in Health), Hanoi Medical
University Hospital

Dr Nguyen ThanhBinh, Neurologist, National Geriatric Hospital, Hanoi

Dr Nguyen HuyThang, Neurologist, 115 Hospital, HCMC

Dr Pham Ty, Neurosurgeon (Director of Neurosurgical Department), Gia Lai Hospital

Dr Ngo Van Dung, Neurologist, Viet Tiep Hospital, Haiphong

Dr Nguyen HoanhSam, Neurologist (Director of Neurology Department), ThanhHoa Provincial Hospital

Dr Nguyen TheHao, Neurosurgeon, Bach Mai Hospital, Hanoi

Dr Nguyen Tuan Hai, Cardiologist, Bach Mai Hospital, Hanoi

Dr Nguyen DinhHien, Cardiologist, Saint Paul Hospital, Hanoi

Dr Pham Thi Phuong Hanh, Cardiologist (Director of Emergency Department), NinhBinh Provincial Hospital

Dr Pham Viet Phuong, Internal Doctor, Tam Diep District Hospital, NinhBinh

Vu Thi Thu Huong, Pharmacist, Vice Head of Pharmaceutical Dept., Central Hospital

Mr Le QuangTri, Nurse, Bach Mai Hospital

Dr Nguyen TheDung, Doctor (Former Director of HCMC Health Department); Pham Ngoc Thach Medical University, HCMC
Dr Le TrucPhuong, HCM People Committee
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Ministry of Health (MoH)

Dr Nguyen TrongKhoa, Vice Director, Medical Services Administration, Ministry of Health

Dr Duong HuyLuong, Medical Officer, Medical Services Administration, Ministry of Health

VHEA

Dr Duong HuyLieu, Chair of VHEA
Dr Vu Van Chinh, Director of VHEA

NICE International Team , United Kingdom
Professor Anthony Rudd CBE, Chair of NICE Quality Standard Topic Expert Group for Stroke; Consultant Stroke Physician, Guy’s

and St Thomas’ Hospital, London
Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International

Mr Tommy Wilkinson, Adviser (Health Economics), NICE International
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Summary of quality statements

Clinician-level quality standards

1.

10.

People with stroke and people with transient ischaemic attack (TIA) receive hospital care from appropriately trained healthcare

staff.

Patients with suspected stroke receive brain imaging within 1 hour of arrival at the hospital if they meet any of the indications

for immediate imaging, or within 24 hours if they do not meet any indication for immediate imaging.

People with TIA (whose symptoms have fully resolved) are considered as medical emergencies, assessed and treated by a

healthcare professional with expertise in neurovascular disease within 24 hours, and started on aspirin treatment immediately.

Patients with suspected stroke are assessed and managed in a specialist stroke unit that meets at least Bronze criteria, by a
doctor with specialist expertise in stroke and other appropriately trained staff within 24 hours of admission to hospital, and by
all relevant members of the multidisciplinary rehabilitation team within 72 hours, with documented multidisciplinary goals agreed

within 5 days.

Patients with stroke are treated with dignity, including their hygiene maintained, provided care to prevent and manage pressure

ulcers, and given privacy.

Patients with suspected stroke arriving at a hospital with facilities to provide thrombolysis are admitted directly to a specialist

stroke unit and assessed for thrombolysis, receiving it within 4.5 hours of stroke onset if clinically indicated.

Patients with acute stroke (ischemic and haemorrhagic) are mobilised and helped to sit up as soon as they are awake, unless

medically unstable; and supported to stand and walk as soon as possible.

Patients with acute stroke have their swallowing screened by specially trained healthcare staff within 4 hours of admission to
the hospital, before being given any oral food, fluid or medication; and have an ongoing management plan for the provision of

adequate nutrition.

People at high risk of stroke, including those who have already had a TIA or stroke, are assessed for and given information
about lifestyle risk factors (exercise, smoking, diet, weight and alcohol); these people, and their carers where possible, given

accessible information, advice and support in possible strategies to modify lifestyle and risk factors.

Patients after stroke are offered appropriate medication to reduce risk of future strokes.

Service-level quality standards

1.

A telemedicine service in a specialist stroke unit that does not have a specialist stroke physician on site has: a video link that

enables a specialist stroke physician to observe a clinical examination, discuss the case with the examining clinician on site,
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12.

13.

14.

15.

and see and talk to the patient and carer directly; a link that enables a specialist stroke physician to review radiological

investigations remotely.

Central hospitals with expert training facilities in stroke care lead in disseminating expertise to provincial hospitals and organise
regular joint meetings; and provincial hospitals lead in disseminating expertise to other hospitals within the province and

organise regular joint meetings.

Emergency care staff can screen for stroke and TIA using a validated tool, and respond to these as emergencies.

Members of the public can identify the main symptoms of stroke and TIA, and respond to these as emergencies.

Patients with stroke have their quality of care monitored, and systems are in place to address problems that are identified.

Implementing the QS

Where will the QS be implemented?

The QS should be implemented in all hospitals in Vietham where acute stroke is managed, from district level

hospitals to specialist central hospitals, and including private hospital facilities. However, differences in the

administrative and technical classes of hospitals means that some hospitals will be able to implement the QS

more rapidly and without major reorganisation or costs, while others may need substantial changes to clinical

practice, organisational environment, and existing payment and activity regulation policies.

The maximum potential for implementing each QS in hospitals by administrative type and class, under current

Ministry of Health policies, is shown in
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Table 1.
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Table 1. Potential for implementing each QS within different hospital categories.

Central Hospital Provincial Hospital District Hospital
Quality Standard Private

Specialised ‘ Class | Class | ‘ Class Il Class IlI ‘ Class IV

v v v v v v v

Trained Staff

QSs2:

Imagi / / / / x x Hospital decision
maging

QS3: Gold Gold Gold Silver Bronze Bronze Bronze at minimum

Stroke Units

s v v v v v v v

Dignity

QSs5: Competency
Thrombolysis / / / x x x dependent
?ISAG: / / / / Referral Referral ::;:,:Zt:tcy
v v v v v v/ v
Early Mobilisation

Qss:

Swallowing and Nutrition / / / / / / /
QSs9:

Prevention / / / / / / /

(lifestyle advice)
QS10:

Secondary Prevention

<
<
<
<

v v v

(medication)

ast: Hub Hub 4 4 4 V4 4

Telemedicine

Qs12:

Hub Hub Hub / Recipient Hub / Recipient Recipient Recipient Hospital decision
Disseminating Expertise

QS13:

Screening / \/ / / / \/ /

(emergency response)

v/ v/ v v v v v

Public Awareness

v/ v/ v v v v v

Monitoring Quality of Care

Estimating a budget impact analysis

Due to data scarcity, the budget impact analysis requires some assumptions about current practice and activity in
stroke care in Vietnam. For some quality standards, the principal requirement for implementation is a re-
organisation of services or changes in practice. In these instances, a budget impact has not been estimated, as
the main cost drivers such as staff time involved in re-organisation would be highly dependent on how each

individual hospital decided to implement the change.
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Data sources
Establishing the baseline level of care at each hospital is an important first step to inform the local priorities for
implementing the QS. A baseline audit is being conducted for this purpose, and this Web-based audit tool can be

found here: ###.
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Clinical-level quality standards

1. People with stroke and people with transient ischaemic attack (TIA) receive hospital
care from appropriately trained healthcare staff.

Quality measure - structure
® Evidence of locally agreed protocols to ensure that staff in the relevant hospital departments (such as
emergency department, stroke unit, ICU, neurology) are appropriately trained to deliver care for people

with a suspected or confirmed diagnosis of stroke or TIA

Quality measure — process
Numerator: The number of people who have received care from appropriately trained staff.

Denominator: The number of people with stroke or TIA admitted to the hospital.

What quality statement means for each audience

Ministry of Health: Ensure that training programmes and standards for healthcare professionals are regularly
reviewed in line with international best practice.

Provincial health departments: Ensure that hospitals adhere to training standards.

Hospitals: Ensure appropriate training for healthcare staff in the relevant hospital departments.

Healthcare staff: Adhere to training and local protocols in the management of acute stroke.

Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.

Patients: Can expect to receive care from hospital staff.

Definitions
Appropriately trained healthcare staff may include medical, nursing and other clinical staff who are specifically
trained and competent in the management of acute stroke. Their competencies could cover neurological, general

medical and rehabilitation aspects as part of a multidisciplinary stroke team.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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2. Patients with suspected stroke receive brain imaging within 1 hour of arrival at the
hospital if they meet any of the indications for immediate imaging, or within 24 hours
if they do not meet any indication for immediate imaging.

Quality measure — structure

® FEvidence of equipment for brain imaging, e.g. a cranial tomography (CT) scanner.

® FEvidence of locally agreed protocols to prioritise any patients with acute stroke to receive imaging within
1 hour of arrival at the hospital if they meet indications for immediate imaging, or within 24 hours if they

do not meet such indications.

® Availability of appropriately trained staff to perform imaging within the specified times 24 hours a day and

7 days a week.

® Availability of appropriately trained staff, either locally or via an electronic link, to interpret the findings of

brain imaging within the specified times 24 hours a day and 7 days a week.

® FEvidence of locally agreed protocols to identify patients with acute stroke and to refer them to another

hospital with facilities for timely brain imaging, where these are not locally available.

Quality measure — process

a)

Numerator: The number of patients who have had brain imaging within 1 hour of arrival at the hospital.
Denominator: The number of patients with acute stroke who meet any indication for immediate imaging admitted
to the hospital.

b)

Numerator: The number of patients who have had brain imaging within 24 hours of arrival at the hospital.
Denominator: The number of patients with acute stroke who do not meet any indication for immediate imaging

admitted to the hospital.

What quality statement means for each audience
Ministry of Health: Consider revising hospital classifications so that all public hospitals could have brain imaging
facilities.

Provincial health departments: Ensure resources for hospitals to provide brain imaging facilities.
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Hospitals: Ensure adequate equipment, human resources and protocols to provide brain imaging within the
specified times 24 hours a day, 7 days a week.

Healthcare staff: Adhere to training and local protocols to provide imaging within the specified times 24 hours a
day, 7 days a week.

Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.

Patients: Can expect to receive brain imaging within the specified times 24 hours a day, 7 days a week.

Definitions

Stroke is a medical emergency and there should be no time delays in accessing treatment. Anyone who arrives
at hospital with an acute onset neurological syndrome with persisting symptoms and signs (i.e. potential stroke)
needs full diagnosis to differentiate between acute cerebrovascular causes and others,especially those such as
hypoglycaemia or head injury needing other specifictreatments.

Cranial tomography (CT) is a perfectly adequate method of brain imaging for vast majority of stroke patients,
where the primary objective is to differentiate between ischemic and haemorrhagic stroke. Magnetic resonance
imaging (MRI) may be used, but it is often less well tolerated and also requires a longer scanning time than CT.
In order to minimise the delay between admission and brain imaging, it may also be advisable for the brain
scanner to be situated as closely as possible to where stroke patients are treated.

Indications for immediate imaging are:

® indications for thrombolysis or early anticoagulation

® on anticoagulant treatment

® a3 known bleeding tendency

® a2 depressed level of consciousness (Glasgow Coma Score below 13)

® unexplained progressive or fluctuating symptoms

® papilloedema, neck stiffness or fever

® severe headache at onset of stroke symptoms.

References

Royal College of Physicians (2012) National Clinical Guidelines for Stroke, 4™ Edition. RCP, London.

Data sources

® Baseline audit for stroke QS pilot
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Local data collection
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3.People with TIA (whose symptoms have fully resolved) are considered as medical
emergencies, assessed and treated by a healthcare professional with expertise in
neurovascular disease within 24 hours, and started on aspirin treatment immediately.

Quality measure — structure
® FEvidence of locally agreed protocols for the assessment and treatment of TIA as medical emergencies

within 24 hours, and not necessarily as inpatients
® Availability of staff with expertise in neurovascular disease

® Availability of aspirin

Quality measure — process

a)

Numerator: The number of patients treated as medical emergencies, and assessed and treated by a healthcare
professional with expertise in neurovascular disease within 24 hours of arrival at the hospital.

Denominator: The number of patients with TIA admitted to the hospital.

b)

Numerator: The number of patients started on aspirin treatment immediately.

Denominator: The number of patients with TIA admitted to the hospital who do not have contraindications to

aspirin.

What quality statement means for each audience

Ministry of Health: Ensure that training programmes and standards for healthcare professionals include
recognition of stroke risk following TIA (for example, using the ABCD2 tool), and treating TIAs as emergencies.
Provincial health departments: Ensure the resources for hospitals to assess and treat TIA as medical
emergencies.

Hospitals: Ensure the appropriate skillset and resources to assess and treat TIA as medical emergencies, and
not necessarily as inpatients.

Healthcare staff: Ensure adherence to training and protocols to assess and treat TIA as medical emergencies,
and not necessarily as inpatients.

Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.

Patients with TIA: Can expect to be assessed and managed as an outpatient medical emergency, and started

on aspirin immediately.
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Definitions

TIAs, by definition, can only be diagnosed in people whose neurological symptoms have fully resolved.Theyare
associated with a very high risk of stroke in the first month after the event and up to 1 year afterwards.
Validated tools for identifying people at high risk of stroke following a TIA include the ABCD2 score (Age, Blood

Pressure, Clinical Features, Duration of Symptoms, Diabetes).

Determining stroke risk following a TIA using the ABCD2 score.Reproduced from NICE Clinical Knowledge Summaries for
Stroke and TIA.

How should | assess the ABCD2 score?

Use the ABCD? scoring system to help assess the risk of stroke early after a transient ischaemic
attack:

A — age: 60 years of age or more, 1 point.

B — blood pressure at presentation: 140/90 mmHg or greater, 1 point.

C — clinical features: unilateral weakness, 2 points; speech disturbance without weakness,
1 point.

D — duration of symptoms: 60 minutes or longer, 2 points; 10-59 minutes, 1 point.

D — presence of diabetes: 1 point.

Points from the individual items are added to give the ABCD? score.

People with a score of 4 or more are regarded as being at high risk of an early stroke.

The ABCD? scoring system excludes certain populations who may be at particularly high risk,
such as:

People who have had two or more transient ischaemic attacks (TIAs) within 1 week — they are
at higher risk for early stroke.

People on anticoagulation treatment — brain imaging is required to exclude intracranial
bleeding.

They also may not be relevant to people who present days after a TIA.
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References

Josephson, S.A. et al. (2008) Higher ABCD2 score predicts patients most likely to have true transient ischemic
attack.Stroke, 39, 3096 — 3098.
NICE (2009) Stroke and TIA — NICE CKS. Assessing the ABCD2 score.http://cks.nice.org.uk/stroke-and-

tia#!scenariorecommendation:2

Royal College of Physicians (2012) National Clinical Guidelines for Stroke, 4" Edition. RCP, London.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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4. Patients with suspected stroke are assessed and managed in a specialist stroke unit
that meets at least Bronze criteria, by a doctor with specialist expertise in stroke and
other appropriately trained staff within 24 hours of admission to hospital, and by all
relevant members of the multidisciplinary rehabilitation team within 72 hours, with
documented multidisciplinary goals agreed within 5 days.

Quality measure — structure

® FEvidence of a designated ward, part of a ward, or geographically identified unit for stroke patients

® FEvidence of locally agreed protocols to assess and manage stroke patients in a specialist stroke unit

within 24 hours of arrival at the hospital

® Availability of a multidisciplinary team with appropriately trained staff to perform the specified

assessment and management

® FEvidence that patient rehabilitation plans are discussed at a multidisciplinary meeting including a doctor,

a nurse and a therapist, within 5 days of arrival at the hospital.

Quality measure — process

a)

Numerator: The number of patients assessed and managed in a specialist stroke unit that meets at least Bronze
criteria by a doctor with specialist expertise in stroke and other appropriately trained staff within 24 hours of
admission to the hospital.

Denominator: The number of patients with suspected stroke admitted to the hospital.

b)

Numerator: The number of patients assessed and managed by all relevant members of the multidisciplinary

rehabilitation team within 72 hours of admission to the hospital.

Denominator: The number of patients with stroke admitted to the hospital.

c)

29



Numerator: The number of patients with documented multidisciplinary goals agreed within 5 days of admission to

the hospital.

Denominator: The number of patients with stroke admitted to the hospital

What quality statement means for each audience

Ministry of Health: Establish and maintain an accreditation or regulatory system for specialist stroke units, within
current hospital classification and auditing frameworks; and ensure that training programmes and standards for
healthcare professionals include necessary competencies and multidisciplinary working in the context of a stroke
unit.

Provincial health departments: Ensuretheresources for hospitals to establish specialist stroke units.

Hospitals: Ensure the appropriate facilities and skillset are available in the specialist stroke unit.

Healthcare staff: Assess and manage all patients with stroke at a stroke unit that meets Level 1 (Bronze) criteria
with relevant appropriately trained staff and document multidisciplinary goals, within the specified times.

Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.

Patients: Can expect to be assessed and managed in a stroke unit that meets at least Level 1 criteria by

relevant appropriately train staff and have documented multidisciplinary goals, within the specified times.

Definitions

Appropriate assessment should include assessments of: mobility, continence, memory, mood, communication,
risk of developing pressure ulcers, nutrition, hydration, and blood pressure.

Appropriately trained staff will have stroke management experience and training, and are able to conduct the
above listed assessments.Timely diagnosis and intervention is crucial for acute stroke, and being seen by a
stroke consultant or associate specialist within 24 hours of admission is significantly associated with reduced
mortality (Bray et al., 2013)

Specialist stroke units are an evidence-based and internationally recognised method of providing timely and
effective care to stroke patients in the acute phase. As of 2014, there are 21 stroke units across Vietnam, almost
entirely in Hanoi and Ho Chi Minh City (Prof Le Van Thanh presentation to QS Committee, 2014). Establishing
stroke units do not necessarily require new specialist staff to be recruited, but does require existing resources to
be reorganised.

Specialist stroke units are classified using the following criteria:

Bronze

® A designated ward or part of a ward set aside for stroke patients

® At least one nurse with stroke management experience and training will be on duty at all times
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® Access to a doctor with expertise in stroke/neurology at least during normal working hours

® Agreed management protocols for common problems, based on available evidence.

Silver

As for Bronze, plus:

® Access to brain imaging during normal working hours

® Access to a physiotherapist with neurological/stroke training during normal working hours

® Access to a speech therapist with neurological training during normal working hours

® Has a coordinated multidisciplinary team that meets at least once a week for the interchange of

information about individual patients

® FEducational programmes and information are provided for staff, patients and carers

Gold

As for Silver, plus:

® A geographically identified unit

® Staff has specialist expertise in stroke and rehabilitation

® Provision of imaging and laboratory services

® Access to rehabilitation specialist staff

® All nurses caring for the stroke patients are experienced and competent in the management of acute

stroke covering neurological, general medical and rehabilitation aspects

® Medical staff are specially trained in the delivery of acute medical care to stroke patients, including the
diagnostic and administrative procedures needed for safe, effective delivery of thrombolysis available 24

hours, 7 days a week

® Organised as a single team of staff with specialist knowledge and experience of stroke and neurological

rehabilitation including:

O consultant physician(s)
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O nurses

O physiotherapists

O occupational therapists

O speech and language therapists
O dietitians

O psychologists

O social workers

® FEasy access to services providing: pharmacy; orthotics; orthoptists; specialist seating; patient

information, advice and support; and assistive devices.

® Have an education programme for all staff providing the stroke service and offer training for junior

professionals in the specialty of stroke.

References

Bray et al. (2013) Associations between the organisation of stroke services, process of care, and mortality in
England: prospective cohort study. BMJ, 346.
Royal College of Physicians (2012) National Clinical Guidelines for Stroke, 4™ Edition. RCP, London.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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5. Patients with stroke are treated with dignity and respect, including their hygiene
maintained, provided care to prevent and manage pressure ulcers, and given privacy.

Quality measure — structure
® FEvidence of locally agreed protocols to ensure that patients’ hygiene is maintained and provided care to

pressure area provided;

® FEvidence of curtains around each patient’s bed, and locally agreed protocols to ensure curtains are

closed when medical or personal care is being provided.

Quality measure — process

a)

Numerator: The number of patients with their hygiene maintained.

Denominator: The number of patients with stroke admitted to the hospital.

b)

Numerator: The number of patients provided care to prevent and manage pressure ulcers.

Denominator: The number of patients with stroke admitted to the hospital.

c)

Numerator: The number of patients with a curtain around their bed.

Denominator: The number of patients with stroke admitted to the hospital.

What quality statement means for each audience

Ministry of Health: Include indicators in the MoH hospital auditing programme on hygiene maintenance, care to
prevent and manage pressure ulcers, and privacy.

Provincial health departments: Ensure resources and protocols for hospitals to maintain hygiene, provide care
to prevent and manage pressure ulcers, and giving privacy.

Hospitals: Ensure resources, training and protocols to maintain hygiene, provide care to prevent and manage
pressure ulcers, and giving privacy.

Healthcare staff: Adhere to training and local protocols to maintain hygiene, provide care to prevent and manage

pressure ulcers, and give privacy.
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Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform

payment.

Patients: Can expect to have hygiene maintained, provided care to prevent and manage pressure ulcers and be

given privacy.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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6. Patients with suspected stroke arriving at a hospital with facilities to provide
thrombolysis are admitted directly to a specialist stroke unit and assessed for
thrombolysis, receiving it within 4.5 hours of stroke onset if clinically indicated.

Quality measure — structure

® FEvidence of a stroke unit meeting Goldcriteria
® FEvidence of equipment for brain imaging, e.g. a cranial tomography (CT) scanner.

® FEvidence of locally agreed protocols to prioritise any patients with acute stroke to receive imaging within

1 hour of arrival at the hospital and for the results to be interpreted as soon as possible

® Availability of appropriately trained staff to perform imaging within 1 hour of arrival at the hospital and to

interpret the results as soon as possible, 24 hours a day and 7 days a week

® FEvidence of locally agreed protocols to ensure that patients with suspected stroke are assessed for and

given thrombolysis if clinically indicated
® Availability of thrombolytic medications

® Availability of appropriately trained and experienced staff to perform thrombolysis, including knowledge of

contraindications, and specialist monitoring

Quality measure — process

a)

Numerator: The number of patients admitted directly to a specialist stroke unit and assessed for thrombolysis.
Denominator: The number of patients with suspected stroke arriving at a hospital with facilities to provide
thrombolysis.

b)

Numerator: The number of patients who receive thrombolysis within 4.5 hours of stroke onset.

Denominator: The number of patients with suspected stroke assessed to require thrombolysis.

What quality statement means for each audience

Ministry of Health: Ensure specialist training standards for stroke clinicians to deliver thrombolysis.

Provincial health departments: Ensure resources for hospitals to provide thrombolysis as soon as possible 24
hours a day, 7 days a week.

Hospitals: Ensure adequate facilities and human resources to provide thrombolysis as soon as possible 24 hours

a day, 7 days a week.
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Healthcare staff: Adhere to training and local protocols to provide thrombolysis as soon as possible 24 hours a
day, 7 days a week.

Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.

Patients: Can expect to receive thrombolysis as soon as possible 24 hours a day, 7 days a week.

Definitions

Hospitals with adequate facilities to provide thrombolysis must have a stroke unit meeting Goldcriteria, and
provide specialist monitoring of patients including the monitoring of blood pressure every 2 hours.

Alteplase, the preferred thrombolytic drug, is clinically indicated where acute ischaemic stroke has been
confirmed via brain imaging (and intracranial haemorrhage has been excluded), and time of stroke onset is
known and within 4.5 hours. Treatment should be started as soon as possible, given that the likelihood of benefit

decreases while the risk of harm increases with time:

Table 2. Beyond 4.5 hours of stroke onset, alteplase is substantially less effective (Lansberg et al. 2009).

Time of treatment from stroke onset Estimated numbers needed to treat (NNT) |

Within 1.5 hours 3.6
1.5-3 hours 4.3
3 -4.5 hours 5.9
4.5 -6 hours 19.3

Stroke thrombolysis with alteplase should only be provided where staff are trained and experienced in providing
it, with a thorough knowledge of the contraindications (including prior use of all anticoagulants).

Either standard or low dose alteplase would be a reasonable choice for Viethamese patients, until there is further
direct evidence from randomised controlled trials comparing the safety and efficacy of different dosages
(Ramaiah& Yan, 2013).

Every patient treated with thrombolysis should be started on an antiplatelet after 24 hours, unless contraindicated
(e.g. after significant haemorrhage has been excluded).

References

Lansberg et al. (2009) Stroke, 40, 2079-2084.
Ramaiah, S.S., Yan, B. (2013) Low-dose tissue plasminogen activator and standard-dose tissue plasminogen
activator in acute ischemic stroke in Asian populations: a review.Cerebrovascular Disease.36, 161-166.

Royal College of Physicians (2012) National Clinical Guidelines for Stroke, 4™ Edition. RCP, London.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection, including door-to-scan and door-to-needle measures
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7. Patients with acute stroke (ischemic and haemorrhagic) are mobilised and helped to
sit up as soon as they are awake, unless medically unstable; and supported to stand
and walk as soon as possible.

Quality measure - structure

® Evidence of locally agreed protocols for early mobilisation.

® Availability of appropriately trained staff to support early mobilisation.

® Availabilityof sufficient floor space around each patient.

® Availability of a chair beside each bed in order to practice sitting.

® Availability of other appropriate equipment for early mobilisation, including walking sticks and frames.

® FEvidence of locally agreed protocols to provide basic practical training for family carers to assist in early

mobilisation.

Quality measure — process

a)

Numerator: The number of patients who are mobilised and practice sitting.

Denominator: The number of patients with acute stroke admitted to hospital who are awake and not medically
unstable.

b)

Numerator: The number of patients who are supported to stand and walk .

Denominator: The number of patients with acute stroke admitted to hospital are who are able to stand and walk,

and not medically unstable.

What quality statement means for each audience

Ministry of Health: Ensure that training programmes and standards for healthcare professionals include early
mobilisation.

Provincial health departments: Ensure resources for hospitals to provide appropriate skillsets and facilities
(including sufficient floor space, chairs, and other equipment) for early mobilisation.

Hospitals: Ensure the appropriate skillset and facilities (including sufficient floor space, chairs, and other
equipment) to allow for early mobilisation.

Healthcare staff: Adhere to training and protocols to mobilise stroke patients appropriately and as soon as

possible.
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Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.
Patients: Can expect to be mobilised within 24 hours.

Family carers: Can ask for practical training and assist the patient in early mobilisation.

Definitions

“Medically unstable” may include unstable vital signs, inability to be maintained in a sitting position, the
presence of cardiac or respiratory conditions, and epilepsy.

Haemorraghic stroke or hypertension arenot indications for bed rest.

Immobility secondary to motor and other impairments is common following a stroke. Very early (within 24 hours
of stroke onset) and intensive mobilisation may improve functional recovery and reduce the risks of complications
of mobility. The deleterious effects of even brief periods of bed rest are well documented, including pressure
sores, contractures, deep vein thrombosis, and depression.

Mobilisation includes a range of activities that should be tailored to the patient’s current physical capacity, for
example moving one’s arms, moving from the bed to the chair, etc.

Family carers may be able to assist in providing early mobilisation given basic practical training.

References

Royal College of Physicians (2012) National Clinical Guidelines for Stroke, 4™ Edition. RCP, London.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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8. Patients with acute stroke have their swallowing screened by specially trained
healthcare staff within 4 hours of admission to the hospital, before being given any
oral food, fluid or medication; and have an ongoing management plan for the
provision of adequate nutrition.

Quality measure — structure

® FEvidence of locally agreed protocols for swallowing screening and nutritional management
® Availability of specially trained staff to perform swallowing checks

® Availability of specially trained staff to administer nutrition management plans

Quality measure — process

a)

Numerator: The number of patients who have their swallowing screened by a specially trained healthcare
professional within 4 hours of admission to hospital, before being given any oral food, fluid or medication.
Denominator: The number of patients with acute stroke admitted to hospital.

b)

Numerator: The number of patients with an ongoing management plan for the provision of adequate nutrition.

Denominator: The number of patients with acute stroke admitted to hospital.

What quality statement means for each audience

Ministry of Health: Ensure that training programmes and standards for healthcare professionals include
swallowing screening and nutrition management.

Provincial health departments: Ensure the resources for hospitals to provide perform swallowing screening
within 4 hours of admission, and to administer ongoing management plans for the provision of adequate nutrition.
Hospitals: Ensure appropriate training for staff to perform swallowing screening within 4 hours of admission, and
to administer ongoing management plans for the provision of adequate nutrition.

Healthcare staff: Adhere to training and protocols to perform swallowing screening within 4 hours of admission,
and to administer ongoing management plans for the provision of adequate nutrition.

Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.

Patients: Can expect to receive swallowing screening within 4 hours of admission, and have an ongoing

management plan for the provision of adequate nutrition.

Definitions
Validated screening tools for swallowing include a 50ml water swallow test (WST); and for malnutrition, the

MalnutritionUniversal Screening Tool (MUST).
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Checking swallowing and nutritional needsof stroke patients are relatively simple interventions that have a major
impact in reducing mortality (Bray et al., 2013), and can potentially be delivered by non-specialist staff in any
hospital setting.

Dysphagia (swallowing difficulty associated with foods, liquids and saliva) is common after acute stroke, and can
lead to food, fluid or saliva entering the airway (aspiration), which increases the risk of pneumonia. All patients
should be kept nil by mouth until formally evaluated by a clinician trained in swallow screening.

In those with identified dysphagia, a more detailed swallowing assessment is indicated, which includes
consideration of function and cognition with a broader range of food and fluids of varying texture.

Malnutrition is common in hospital inpatients ranging in studies from 6—60% and is an independent predictor for
poor outcome. Dehydration is unpleasant and clinically unacceptable. Multiple factors may contribute to a high
risk of malnutrition after stroke, including: swallowing problems, restricted arm function, absence of teeth and
dentures, poor mouth hygiene, depression or anxiety, unfamiliar foods, and fatigue.

Adequate fluid and nutrition within the first 72 hours of admission (alongside appropriate anti-platelet therapy) had
the strongest impact on reducing mortality, out of any measured combination of quality care processes in a UK
national stroke audit (Bray et al., 2013).

References

BAPEN (2003) ‘Malnutrition Universal Screening Tool'.http://www.bapen.org.uk/pdfs/must/must_full.pdf

Bray et al. (2013) Associations between the organisation of stroke services, process of care, and mortality in
England: prospective cohort study. BMJ, 346.
Royal College of Physicians (2012) National Clinical Guidelines for Stroke, 4™ Edition. RCP, London.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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9. People at high risk of stroke, including those who have already had a TIA or stroke,
are assessed for and given information about lifestyle risk factors (exercise, smoking,
diet, weight and alcohol); these people, and their carers where possible, given
accessible information, advice and support in possible strategies to modify lifestyle
and risk factors.

Quality measure — structure
® FEvidence of locally agreed protocols for the provision of information, advice and support to reduce

lifestyle risk factors for stroke

® FEvidence of accessible written information, such as leaflets, for the general public

Quality measure — process

a)

Numerator: The number of people whom are assessed for lifestyle risk factors (exercise, smoking, diet, weight
and alcohol).

Denominator: The number of people at high risk of stroke.

b)

Numerator: The number of people whomor whose carersare given accessible information, advice and support in
possible strategies to modify their lifestyle risk factors (exercise, smoking diet, weight and alcohol).

Denominator: The number of people at high risk of stroke.

What quality statement means for each audience

Ministry of Health: Ensure that training programmes and standards for healthcare professionals include
identifying people at high risk of stroke and offering appropriate referral or support for reducing lifestyle risk
factors; and ensure resources for central hospitals to provide these.

Provincial health departments: Ensure the resources for hospitals to identify people at high risk of stroke and to
offer appropriate referral or support for reducing lifestyle risk factors.

Hospitals: Ensure appropriate training and protocols for staff in all hospital departments to identify people at high
risk of stroke and to offer appropriate referral or support for reducing lifestyle risk factors.

Healthcare staff: Adhere to training and protocols to assess people at high risk of stroke for lifestyle risk factors
and offer appropriate referral or support.

Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.

People at increased risk of stroke: Can (alongside their carers) expect to receive information and advice on

reducing lifestyle risk factors, and offered medications for secondary prevention (if they have already had stroke).
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Definitions

People at high risk of stroke include patients who have already had a stroke or TIA, as well as people with:

® Hypertension

® High cholesterol

® (Obesity

® Smoking

® Excessive drinking

®  Atrial fibrillation

® Diabetes

® Atherosclerosis and other circulation problems

® Family history of stroke

Hypertension is a major risk factor for stroke, and almost universally seen in admitted stroke patients in Vietnam
as in rest of the world.

Appropriate advice includes:

® Stopping smoking

® Taking regular exercise, including daily activity and at least 150 minutes of moderate intensity

® FEating five or more portions of fruit and vegetables, and two portions of oily fish

® Minimising saturated fats

® People who are overweight or obese offered advice and support to aid weight loss

® Reducing salt intake

® Reducing alcohol intake to within recognised safe limits

References

BAPEN (2003) ‘Malnutrition Universal Screening Tool'.http://www.bapen.org.uk/pdfs/must/must_full.pdf
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Royal College of Physicians (2012) National Clinical Guidelines for Stroke, 4™ Edition. RCP, London.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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10. Patients after stroke are offered appropriate medication to reduce risk of future
strokes.

Quality measure - structure
® FEvidence of locally agreed protocols to offer appropriate medication for secondary prevention of stroke,

in line with international guidance.

® Availability of appropriate medication.

Quality measure — process
Numerator: The number of patients given appropriate medication to reduce risk of future strokes.

Denominator: The number of patients who have had stroke.

What quality statement means for each audience

Ministry of Health: Ensure that training programmes and standards for healthcare professionals include offering
appropriate medication for secondary prevention of stroke.

Provincial health departments: Ensure the resources for hospitals to offer appropriate medication for secondary
prevention of stroke.

Hospitals: Ensure protocols and resources to offer appropriate medication for secondary prevention of stroke.
Healthcare staff: Adhere to protocols to offer appropriate medication for secondary prevention of stroke.

Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.

Patients: Can expect to be offered medications for secondary prevention.

Definitions

Appropriate medication for the secondary prevention of stroke may include:

® Antiplatelets (e.g. aspirin)
® Anticoagulants (e.g. warfarin)
® | ipid lowering treatments (e.g. simvastatin)

® Antihypertensives (e.g. ACE inhibitors; bendrofluazide; atenolol)

Generic drugs are preferred.

References

Royal College of Physicians (2012) National Clinical Guidelines for Stroke, 4™ Edition. RCP, London.
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Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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Service-level quality standards

11. A telemedicine service in a specialist stroke unit that does not have a specialist
stroke physician on site has: a video link that enables a specialist stroke physician to
observe a clinical examination, discuss the case with the examining clinician on site,
and see and talk to the patient and carer directly; and a link that enables a specialist
stroke physician to review radiological investigations remotely.

Quality measure — structure
® FEvidence of joint working agreements and protocols with specialist stroke unit in another hospital that

does have a local specialist stroke physician

® Availability of video-conferencing facilities at the location of clinical examination, including adequate

broadband Internet connection and equipment

® Availability of facilities to capture and transmit radiological images electronically (e.g. via email) for timely

remote reviews

Quality measure — process

Numerator: Hospital has a telemedicine service with a video link to a specialist stroke physician for observing
clinical examinations, discussing cases with a trained assessing clinician, and seeing and talking to patients and
carers directly; and a link for reviewing radiological investigations remotely.

Denominator: Hospital with a specialist stroke unit meeting all Bronze criteria except having a specialist stroke

physician on site.

What quality statement means for each audience

Ministry of Health:Include standards for telemedicine services as part of an accreditation or regulatory system
for specialist stroke units.

Provincial health departments: Ensuretheresources for hospitals to provide a telemedicine service, and facilitate
joint working between hospitals.

Hospitals: Ensure joint working agreements and protocols with another hospital that does have a local specialist
stroke physician, and adequate facilities for providing a telemedicine service.

Healthcare staff: Adhere to protocols to implement a telemedicine service in order to facilitate early diagnosis
and treatment of patients with stroke.

Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform

payment.
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Patients: Can expect to be assessed and managed appropriately within the stroke unit, whether or not the

hospital has a specialist stroke physician on site.

Definitions

All stroke units should meet at least Bronze criteria even if it does not have a specialist stroke physician on site,
includingat least one nurse with stroke management experience and training to be on duty locally at all times.
Please refer to QS4 for full definitions of stroke unit criteria.

Video links can be achieved using a range of devices that are readily available in Vietnam, including laptop
computers, tablet computers and smartphones with built in webcams/video cameras. Many popular
videoconferencing software can be downloaded for free, including Skype, Tango, Google+.

Email attachments of brain scans can enable a specialist stroke physician to review radiological investigations

remotely.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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12.Central hospitals with expert training facilities in stroke care lead in disseminating
expertise to provincial hospitals and organise regular joint meetings; and provincial
hospitals lead in disseminating expertise to other hospitals within the province and
organise regular joint meetings..

Quality measure — structure
® FEvidence of joint working agreements and protocols between central hospitals with expert training
facilities and provincial hospitals, and between provincial hospitals and other hospitals within the
province, to disseminate expertise via regular meetings, e.g. weekly or monthly case reviews, training

workshops, clinical placements, etc.

® FEvidence of regular joint meetings, e.g. meeting agendas, attendance lists, summaries and reports,

workshop training materials.

Quality measure — process

a)

Numerator: Hospital has a programme of regular joint meetings to disseminate expertise to provincial hospitals.
Denominator: Central hospital with expert training facilities in stroke care.

b)

Numerator: Hospital has a programme of regular joint meetings to disseminates expertise to other hospitals
within the province.

Denominator: Provincial hospital.

c)

Number of joint meetings per month

d)

Numerator: Number of staff that have taken part in training events.

Denominator: Number of staff in the hospital who are involved in the assessment and management of stroke

patients.

What quality statement means for each audience

Ministry of Health: Ensure that central hospitals with expert training facilities are responsible for disseminating
expertise.

Provincial health departments:Ensure that leading provincial hospitals are responsible for disseminating
expertise, and facilitate joint working between hospitals within the province.

Hospitals: Establish regular joint meetings with other hospitals to facilitate exchange of expertise.

Healthcare staff: Engage in regular joint meetings to exchange expertise with staff in other hospitals.
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Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.
Patients: Can expect to be assessed and managed appropriately within a local hospital that receives regular

dissemination of expertise from a more specialised hospital.

Definitions

Hospitalsthat leadin disseminating expertise will likely have a specialist stroke unit, meeting at least Silver
level criteria.

Regular joint meetingsmay include weekly or monthly case reviews, radiology meetings, as well as more formal

training events, workshops, and clinical placements.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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13. Emergency care staff can screen for stroke and TIA using a validated tool, and
respond to these as emergencies.

Quality measure — structure
® FEvidence of aprofessional educationcampaign for emergency contact healthcare professionals outside of

the hospital setting

® FEvidence of aprofessional educationcampaign for emergency and outpatient healthcare professionals in

the hospital

Quality measure — process

a)

Numerator: Hospital has in place a professional education campaign for emergency contact healthcare
professionals to screen for stroke and TIA using a validated tool, and responding to these as emergencies.
Denominator: Any hospital.

b)

Government has established professional training standards for emergency contact healthcare professionals to

screen for stroke and TIA using a validated tool, and responding to these as emergencies.

What quality statement means for each audience

Ministry of Health:Ensure that training programmes and standards for emergency contact healthcare
professionals including screening for stroke and TIA using a validated tool, and responding to these as
emergencies.

Provincial health departments: Ensure training for emergency contact healthcare professionalsto screen for
stroke and TIA using validated tools, and treat them appropriately as emergencies.

Hospitals: Initiate professional education campaigns within the hospital.

Emergency healthcare contact professionals: Adhere to training to screen for stroke and TIA using validated
tools, and treat them appropriately as emergencies.

Patients: Can expect to be assessed by emergency healthcare professionals using a validated tool and be

treated appropriately as emergencies.

Definitions

Emergency care staffare all staff inside and outside a hospital that can potentially be the first point of contact for
people presenting with stroke or TIA, including: 115 ambulance call centre staff, paramedics, Commune Health
Station clinicians, family physicians, hospital emergency department clinicians, outpatient department clinicians.
Validated screening tools for stroke and TIA include the Face-Arm-Speech-Test (FAST).

References
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Royal College of Physicians (2012) National Clinical Guidelines for Stroke, 4™ Edition. RCP, London.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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14.Members of the public can identify the main symptoms of stroke and TIA, and
respond to these as emergencies.

Quality measure — structure
® FEvidence of posters displayed and accessible written material made available in public areas of the

hospital, e.g. emergency and outpatient departments

® The presence of mass-media public education campaigns, conducted within the framework of a formal

evaluation

Quality measure — process

a)

Numerator: Hospital has a public education campaign in place.

Denominator: Any hospital.

b)

Government has established mass-media public education campaigns within the framework of a formal

evaluation.

What quality statement means for each audience

Ministry of Health:Initiate mass-media public education campaigns within the framework of a formal evaluation.
Provincial health departments: Initiate public education campaigns within the province.

Hospitals: Initiate public education campaigns within the hospital.

Healthcare staff: Educate patients and carers to the main symptoms of stroke and TIA, and how to respond to
these as emergencies.

General public: Be aware of the main symptoms of stroke and TIA, and how to respond to these as

emergencies.

Definitions

Educational material around recognising the main symptoms of TIA and stroke should be based around
validated diagnostic tools, such as the Face-Arm-Speech-Test (FAST).

References

NHS (2013) Stroke — Act F.A.S.T. hitp://www.nhs.uk/actfast/Pages/stroke.aspx
Royal College of Physicians (2012) National Clinical Guidelines for Stroke, 4" Edition. RCP, London.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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Formal evaluation, for example a clinical trial
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15.Patients with stroke have their quality of care monitored, and systems are in place
to address problems that are identified.

Quality measure — structure
® FEvidence of locally agreed protocols to monitor quality, and to identify and address problems (e.g.

regular review meetings).

® FEvidence of audit standards (including specific measures and indicators) based on the Quality Standards

for Stroke

® Evidence of data collection tools for audit standards

Quality measure — process
Numerator: The number of patients with stroke who have their quality of care monitored.

Denominator: The number of patients with stroke admitted to the hospital.

What quality statement means for each audience

Ministry of Health: Include indicators specific to stroke quality improvement in the MoH hospital auditing
programme.

Provincial health departments: Establish Provincial Stroke Quality Improvement Groups to monitor the quality of
care.

Service providers: Ensure regular auditing system in place to monitor quality of care and address any identified
problems.

Healthcare staff: Adhere to quality monitoring systems and address any problems that are identified.

Payers (VSS, other health insurers, patients who pay for a service): Can use adherence to QS to inform
payment.

People at high risk of stroke: Can expect to have their quality of monitored, and systems in place to address

any identified problems.

Data sources

® Baseline audit for stroke QS pilot

® | ocal data collection
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