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The Clinical Standards Board for Scotland's
quality assurance system in secondary
prevention following acute myocardial

infarction

MARION BARLOW, RONA SMITH, SARAH WEDGWOOD

Abstract

he Clinical Standards Board for Scotland (CSBS)
Twas established in 1999 to develop a national

system of quality assurance and accreditation of
clinical services with the aim of promoting public
confidence in the NHS in Scotland (NHSS). The coronary
heart disease pathfinder project assessed services to
patients following myocardial infarction. The quality
assurance system involves comparison of performance
against written standards developed by a
multidisciplinary project group which included lay
members. Six nationally applicable standards were the
subject of comprehensive open consultation with both
the public and the professions. All acute trustsin
Scotland were issued with a self-assessnjent tool
followed by a visit from a multidisciplinary-éxternal
review team comprising of lay represefitatives-and
health service professionals wheproduced a verbal ang
written report. There was a pagi(of over/i0@ ireviewers
and each team numbered on average giyght Yeviewers,
two of whom were lay niembers. Agnational reportyf
Scotland’s performance was“published by CS3S in
October 2001.

The main areas of concern in“Scotlasit!'ssnational
performance were that few sites wef€)ahle to meet the
standard relating to thrombolysisd¢imes and there was
an overall lack of robust audit idteiial. It was noted,
however, that the major strength\of Scotland’s delivery
of healthcare lay with the staff providing services.

The process of accreditation in Scotland differs from
that of other countries and one of its strengths lies in the
involvement of the public, patients and health
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professionals as peers in all stages. The process itself
encouraged dissemination of good practice and
highlighted,areas of concern.

Key woigs3\standards of care, quality assurance, myocardial
infarCtiorrsecondary\preventiom
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introluction

The Clinical Standard$*Board for Scotland (CSBS) was established
in 1999 with theMask of organising a national system of quality
assuranggyofchinical services. The main aim of the Board is to
prom@® Bublic confidence in the National Health Service in
Scqtlant, (NHS Scotland) and to support continuous quality
fapdyvement.

The system of quality assurance adopted is to set written
mational standards for a service, to review performance against
these standards via self-assessment, to conduct external peer
review and to publish the results of the review.

The Board involves the public actively at all stages of the
accreditation process and the system is also designed to comple-
ment clinical governance.

A coronary heart disease project group (CHD Accreditation
Steering Group) was convened in autumn 1999. This 16-mem-
ber group included health professionals from different disci-
plines, lay representatives from backgrounds including service
users, health councils and voluntary organisations.

Coronary heart disease remains a major cause of death in
Scotland although standardised death rates are falling in both
men and women. The prevalence of heart disease, is increasing
however, as patients survive myocardial infarctions and live
longer. It has been suggested that 40% of this reduction in
mortality is due to better initial treatment (including throm-
bolytic therapy) and secondary prevention." Given the evidence
suggesting that secondary prevention measures are not univer-
sally applied, the group felt that this was an appropriate area
for its initial project.>* It focused on one area of service provi-
sion: that provided in the acute hospital setting, and consid-
ered that secondary prevention starts at the time of the index
event. For this reason a standard on immediate management
was included. Other areas, such as primary prevention and pri-
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Table 1. The template for formulating standards

Evidence-based
Applicable nationally
Few in number

Improve outcome

°
°
°
e Consistent with current resources
°
o Achievable but stretching

°

Measurable

Table 2. The six standards set for NHS Scotland

Immediate management
Prophylactic medication
Risk factors
Cardiovascular status
Cardiac rehabilitation

Discharge

mary care, remain to be considered during the next stage\of
standard setting.

A template (table 1) was followed as a basis f3r¥ormulat-
ing the standards. The standards were based onseyitience frgm
a literature search, and British Cardiac Socigty Atandards=and
Scottish Intercollegiate Guidelines NepwoRs>* Discussiohs
were held with professional groups, patiémts, carers ang the
general public, and areas where ouftoige could ke ithproved
were identified. The standards e drafted/toNoe applicable
nationally. As this was the first dttenipt to g€y and/applysnation-
al standards for Scotland, it (vas décideato Benchmatk the ser-
vices achievable within currentfesouyrcesyvith the ainy of mak-
ing them more demanding subsedauently. Draff standérds were
developed and, after wide professional andgoubticLonsultation,
pilot reviews were conducted in rural distyict general and ter-
tiary hospitals to test the process of ap@lyving and measuring per-
formance.

The final six standards (table 2) were accompanied by expla-
nations in lay and scientific language with each standard con-
taining a number of criteria graded essential or desirable.
Essential criteria were those that the service should be meeting
and the desirable criteria were those considered aspirational in
that they would encourage continuous quality improvement. It
was expected that all providers of CHD services should meet the
essential criteria as the services knew the standards, following
the wide consultation. It was also expected that a number of
providers would meet the desirable criteria.

Review process

The pilot reviews were evaluated and self-assessment documents
were refined and issued to all Acute NHS Trusts in Scotland. The
self-assessment documents were questionnaire-based and indi-
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cated the evidence required to support measurement against the
individual criteria. The self-assessments were completed by the
Trust and distributed to the external review team approximately
two weeks before the review visit. This was followed by external
visits, which were conducted by multidisciplinary review teams to
all of the Acute Trusts in Scotland. The teams had different mem-
bers for each visit and each team included members of the pub-
lic. More than 100 reviewers took part in the reviews and all
members of the review team attended a training session before
participating.

At the end of each visit, assessments were made and an
informal feedback session was held with the Trust. A detailed
written report was sent to all team members for comments and
also to the site visited so that it could be checked for factual
accuracy before publication. Presenta-tion of the final reports
and overviey of national performance took place at a public
meeting in\Ediyurgh.

Resilts shimmady

RetailedAesultsare availablé oMthie Clinical Standards Board for
Scatland website Wvwwithslieaithquality.org). The following is a
qurmary\of Scotlang's, perfdrmance against the standards.

Immetliate mapagement

Retweén 97-T80% of sites met the criterion for immediate
adininistpation.et aspirin, and had protocols for the administra-
tion qf thfqnibolysis and the management of diabetic patients.
Data orithrombolysis times were collected by 91% of sites; 56%
&=sites performed regular audit on thrombolysis times. Only
2% of sites met the criterion demonstrating that 50% of elig-
ible patients received thrombolysis within 30 minutes of presen-
tation to hospital.

The strength of the service provision in Scotland measured
against this standard lay in the evidence of clear protocols for
aspirin therapy and diabetes management. The majority of sites,
however, did not meet the essential criterion for timely throm-
bolysis; those sites that did meet the criterion usually adminis-
tered thrombolysis at the point of entry to hospital (either in
Accident and Emergency or Coronary Care Units). It was also
noted that there was variable quality of audit data and a lack of
audit support across Scotland.

Prophylactic medication

Clear protocols for the administration of the four types of pro-
phylactic medication (aspirin, ACE inhibitors, beta blockers and
lipid-lowering medication) were shown in 97% of sites; 75%
also documented reasons for not prescribing medication.

The strengths of the service measured by this standard were
that most sites had clear protocols, which had both been recent-
ly reviewed and were available to those responsible for the care
of the patients. There was cross-checking of patients’ medication
by pharmacy staff and cardiac rehabilitation staff.
Documentation of reasons why medication was contra-indicated
was inadequate in places and, again, there was variability of
audit data to allow quantitative assessment of prescribing.
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Risk factors

National performance against this standard indicated that all
basic items of risk factor information were well documented
across Scotland and staff demonstrated widespread awareness
of the need to record these. All sites documented risk factors,
such as smoking and blood pressure, and 86% of sites docu-
mented all other risk factors including blood sugar and choles-
terol.

Cardiovascular status

The strength of national performance measured by this standard
indicated that basic information on cardiovascular status and co-
morbidity was well documented. All sites documented basic car-
diovascular status and co-morbidity. Only 51% of sites demon-
strated that all patients received an exercise tolerance test (ETT)
or perfusion scan or that the reasons for not assessing this were
documented. Fifty-four per cent of sites demonstrated that all
patients received an echocardiogram or isotope scan for the
assessment of left ventricular function.

Another challenge in this area lay in the delay in access to
ETTs, perfusion scans and echocardiograms. This was due to lim-
ited resources, resulting in long waiting times for these investj-
gations.

Cardiac rehabilitation

National performance measured by this standard in{itated that
cardiac rehabilitation, with no exclusion of patients™y age (or
gender, existed in most sites in Scotland. In additioh, rehaisilita=
tion was an important vehicle for collecting,data=rélevant %0 sgc-
ondary prevention.

The essential criteria of this stapdarc\were met by)89% ot
sites; 95% of sites also met the deSifable critgfion ef proyiding
exercise training. Although 84%, of ites mgtthi, gesirable\crite-
rion of continuous data colldction, only ¢5% \performied regular
audit.

It was noted that audit was not always conduciet/from rou-
tinely collected data and there was“also sqsig suef reliance on
‘soft’ money to fund cardiac rehabilitatiog yrégrams.

Discharge

The national strengths of the service Weasured by this standard
lay in the well planned and communicated discharge of patients.
The essential criteria of planned discharge with a hand held sum-
mary to allow continuity of care were met by 97% of sites,
although, only 5% of sites met the desirable criterion of full dis-
charge summary reaching the patient’s GP in seven days. These
sites used electronic transmission to provide rapid information.

Summary and recommendations

The recommendations® suggested in areas where essential crite-

ria were not met were that:

® services should be reviewed to ensure that the criteria for
timely thrombolysis is met

® [T systems and support of these systems are required to allow
robust data collection to facilitate audit.
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Table 3. Summary of criteria that proved a challenge to NHS Scotland in
many areas

Essential criteria not met
Thrombolysis times
Regular audit of thrombolysis times

Desirable criteria not met
Echocardiogram and exercise tolerance test/perfusion scans
Time to issue of discharge summaries

Overall
Lack of robust audit material due to lack of support for data collection,
data entry and, in some cases, lack of IT systems

Recommendations suggested in areas where desirable crite-

ria were not ey were that:

® all paffents should have an assessment of exercise capacity
ad demonstratioly of thesprasence or absence of reversible
Ischaémia

@ \all patients, shéuld HaveNari echocardiogram (regardless of
whethae ey aresaréscrived an ACE inhibitor or not)

® s\Stemy shouldWordplt in place to enable the issue of full dis-
charge summaties to the patient’s GP within seven working
days of dischange.
TableAyshaws a summary of the recommendations.

DiscusSion

Fherocess of this quality assurance system has already caused
sgrie change in healthcare delivery. The wide consultation exer-
efse allowed the service and public to discuss and form the stan-
dards. The service responded enthusiastically to the process,
introducing a number of changes in the delivery of care, includ-
ing new protocols.*

Change was further encouraged by the methodology of the
external review process which included both many disciplines
and reviewers, allowing staff to experience and note innovative
practice during visits, and to disseminate this practice by taking
it back to their own Trusts.

It was also encouraging that members of the public taking
part in the review process commented on the dedication, hard
work and often innovative practice of the staff providing the ser-
vices, which allowed them to improve clinical services within allo-
cated resources. They were impressed by the enthusiasm, open-
ness and commitment of the health service to deliver the best
possible care to all patients. The commitment and hard work of
the staff was commended in each and every local report.

The CSBS will expect Trusts to inform them of their progress
and will revisit areas to encourage compliance with the stan-
dards.

Note added in proof

Since writing the paper (in 2002) there have been a number of
changes in the Structure of the Clinical Standards Board. On the
1st of January 2003, NHS Quality Improvement Scotland was
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% Key messages

® Scotland’s quality assurance process for CHD was
centered on a small number of nationally applicable,
evidence-based written standards designed to be
achievable within current resources. Members of the
public were involved as peers in all stages of the process

® Performance was measured by self-assessment
questionnaires, locally owned audits and external review
visits which measured the process of care. Local rather
than central ownership of audits encouraged rapid
change without distorting local priorities

® Review visits were conducted by different teams
consisting of health professionals and lay members
which encouraged the dissemination of good practice
and ownership of the standards

® The quality assurance process causes change in the
delivery of healthcare

® Common features commended at all sites included the
dedication, hard work and commitment of staff
providing services for CHD

established as a new special health board incorporating, the wark
of the Clinical Standards Board for Scotlnay, the Clinical
Resource and Audit Group, the Health Jethreldgy Board for
Scotland, the Nursing and Midwifery Practi¢e~Develgpaient Unit
and the Scottish Health Advisory Sgiliica, The purpose) of NES
Quality Improvement Scotland ,is ¢ improyé& thé, qualjty of
healthcare in Scotland by setting stahdardséahpadspOnitoring pes-
formance and by providing NHS Scotlangwwith advicenguitance
and support on effective clinicdl practicé/and serdice\improve-
ments.
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tl Stand r Coron eart Disease in Scotland. Quality
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l

primary caref%

oronary heart disease C s a m
the UK but death rdtes are fall |t is sted
that 40% of this reduttion | a |ty is ~ o etter

immediate treatment and seconxai vent@

Our national health services ar or their per-
formance. This is true of individual pra@ ers as well as the
organisations in which we work. Sor(¢6 efit to patients will
come from the changed behaon}\? ividual clinicians but
most will come from organisations*working in a more struc-
tured and systematic way.

Audit requires validated standards against which we can
measure our performance. The English National Service
Framework (NSF) for CHD has 12 main standards encompass-
ing all aspects of the management of CHD and its conse-
quences. It includes population-based primary prevention, the
management of acute events and cardiac rehabilitation. Each
standard has several associated performance markers called
milestones. Organisations are being judged on their ability to
reach these milestones. There is good evidence that across
England there is good, albeit variable, progress in meeting the
milestones with a consequent improvement in patient care
and outcomes.
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Mark Davis

The Scottish experience
The article by Barlow et al. (see pages 386-90) reviews the
work done by the Clinical Standards Board for Scotland (CSBS)
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in setting standards for secondary prevention in the acute set-
ting and then measuring performance against these stan-
dards. The CSBS was given the task of organising a national
system of quality assurance and accreditation of clinical ser-
vices. The main aim of the Board is to promote public confi-
dence in NHS Scotland and to support continuous quality
improvement. This project was led by a 16-member steering
group, which included lay members from various back-
grounds.

The standards were to be evidence-based and to be shown to
improve outcomes. Sensibly they were designed to be achievable
within existing resources but with the aim of making them more
demanding as resources allowed. Each standard contained crite-
ria which were graded essential and some which were desirable.

Performance was reviewed using self-assessment complet-
ed by the Trust, backed up by peer review. The external review
team also included lay members and all members had received
training beforehand. After each review, an informal feedback
session was held followed by a detailed written report. There
was an opportunity for all parties to check the report for accu-
racy before publication.

As we might expect, Scotland performs well. The only ghe
of the essential criteria not met was that of ensuring that e
recommended ‘door-to-needle time’ for thrombolysis.

Shortcomings of service
The Trusts failed to meet two of the desirablg critéria. The-first
concerned assessment of the cardiovasculas=Status of the
patients. Barely half of the patients redeivetreithepaq exercise
tolerance test or a perfusion scap<arid a similak_proportign
echocardiography or an isotope.3ean for asSésstaent of left
ventricular function. England\ would certairty/fail tQ \mest
these criteria. It was also lecommended. tivat systefas should
be put in place to ensure=that Jull \dischargé symmaries
reached the patient’s GP within\severy working\days of dis-
charge.

The Board also notes the IT failings,&vjaent across the UK,
by drawing attention to the lack of{rebust audit material in
some areas. Specifically, this is du€ th_lack of support for data
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collection, data entry and, in some cases, a lack of IT systems.

As has happened with the English NSF, this initiative has
already caused a change in healthcare delivery. When the NSF
for CHD was being developed, the views of a wide spectrum
of people was sought, including the public. The NSF set a very
ambitious agenda and some healthcare professionals, particu-
larly in primary care, became frustrated when resources did
not follow publication. Perhaps the size and culture of
Scotland allowed for greater consultation. The authors note
that, as in England, the service responded enthusiastically to
the process, introducing a number of changes in delivery of
care including new protocols. The narrow focus of this initia-
tive may have concentrated minds but part of the attraction of
the NSF is that it allows us to develop the whole patient path-
way, which will eventually provide the service user with seam-
less care.

The lay~nembers of the review teams commented on the
dedidationy hard “ork and corffmitment of the staff providing
the \sewvice. TRy Wals comimenged in all of the published
reports whithhmexes asleasirig comparison to much media
doverage\df ‘aur health'services.

WeETekd to rebudld the confidence of the public in our
respective NatignaiHealth Services. To do this we need a ser-
vice With adéquate resources which delivers high quality care.
An\ esseptinl\aait of this is to have national standards which
allowre€lexibility to develop different models of local deliv-
ery, Ouw, performance must be measured. To allow this we
feedvthe type of standards set in this initiative and in the NSF.
Werwill be audited by providing data from our IT systems and
by external auditors. It is only by knowing where we are now
that we can identify our strengths and weaknesses and plan
for a better service in the future.

Mark Davis

General Practitioner and Honorary Secretary,
Primary Care Cardiovascular Society
Moorfield House Surgery, 11 Wakefield Road,
Garforth, Leeds, LS25 1AN.
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