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	1. General Government/Stakeholder Announcements 

	Driving down death and disability rates from stroke
Department of Health

9th July 2007
	Our challenge is to modernise stroke services at every stage and drive down death and disability caused by strokes, Health Secretary Alan Johnson said today launching the consultation on stroke services. 

Stroke is the third biggest killer in England and despite more money being spent on stroke care over recent years, care for stroke patients is still lagging behind the other two big killers - heart disease and cancer. 

Stroke mortality is falling, with the death rate for those under 65 down by 23 per cent since 1993 but more needs to be done. We began by focusing on coronary heart disease, the biggest killer in the country. Now we must redouble our efforts in addressing the challenge of stroke. 

The consultation on stroke services published by Heart and Stroke Director Professor Roger Boyle will look at how the NHS can bring the standard of stroke care into line with that of heart disease and cancer. The consultation will shape the final Stroke Strategy which will be rolled out later this year. 

The proposals include: 

- looking at smarter ways to prevent strokes such as providing faster treatment for transient ischaemic attacks (TIAs), also known as minor strokes, which act as a warning that a stroke is coming;
- treating the earliest signs of strokes seriously - all too often the first signs go undetected resulting in worse paralysis later for patients. People need to get into hospital, be seen by a specialist and scanned within 3 hours,
- improving care and support when people leave hospital - for example being supported by a specialist stroke team in the community to enable people to leave hospital and get home faster. 

Visiting the stroke unit at King's College, London, Alan Johnson said: 

"Stroke is the third biggest killer in this country, with 50,000 people dying from it each year. It also has a devastating and lasting impact on the lives of those who do survive, with a third left with a long-term disability. 

"Despite the considerable gains in developing stroke units over the last few years, there remains more to be done to bring stroke services in line with cancer and heart disease services. That is why I asked Professor Roger Boyle to work with the experts and stroke patients to look at how best we can improve prevention, treatment and care. 

"We have some world class stroke centres already - the challenge is to raise the bar for stroke care across the country based around the needs of individuals and their families." 

Professor Roger Boyle, who will lead the stroke strategy, said: 

"I want to see better public awareness of how they can prevent strokes and what the early signs are so they get the treatment they need in time. Getting proper, early treatment can mean the difference between long-term paralysis or walking out of hospital a few days after your stroke. It is vitally important that we get this right. 

"NHS services may also need to be re-organised within Trusts or local areas to ensure that patients receive faster care. By redesigning services so that people can be given the newest treatments in specialist centres (including clot busting drugs), 1000 people who have a stroke a year could regain independence rather than die or be left dependent on others." 

Notes for Editors: 

1. The consultation ends on 12th October. The Stroke Strategy will be published after the consultation completes. 

2. Alan Johnson and Professor Roger Boyle visited the world-class stroke unit at King's College London. 

3. A stroke is a brain equivalent of a heart attack. A stroke can be diagnosed by using FAST - Facial weakness, Arm weakness, Speech Problems, Test all three. If someone has these symptoms you should call an ambulance straight away. 

4. There are also Transient Ischaemic Attacks (or TIAs) which are often described as 'mini strokes'. The term TIA is used where the symptoms and signs resolve within 24 hours. A TIA increases the subsequent chance of a stroke. 

5. Mortality rates are falling: for people under 65, the three year average death rate from stroke has fallen by 23% from 1993-95 to 2002-04, and for people 65-75 the death rate has dropped by 30% over the same period.


	Alan Johnson launched a public consultation looking at the prevention, treatment of strokes and aftercare for stroke patients. The consultation closes on the 12th October and can be viewed via this link here.


	2. Medical Technology 

	Advocate Christ Medical Center Studying Effectiveness Of Device To Treat Heart Failure, USA
Medical News Today

11th July 2007
	Advocate Christ Medical Center, the largest provider of heart care in Illinois, is participating in a nationwide study to determine the effectiveness of a novel medical device in enhancing treatment of patients with severe heart failure, helping them feel better and improving the quality of their lives.


The device, known as the Cancion® CRS ™ cardiac recovery system and developed by California-based Orqis® Medical Corporation, consists of a small, motorized external pump that helps increase blood flow down a patient's aorta. The intent of the study is to determine whether this temporary increase in blood flow can trigger changes in the heart, arteries and kidneys, thereby relieving some of the signs and symptoms of heart failure.


The device is used while a patient remains hospitalized, but disconnected and removed at the time of the patient's discharge from the hospital.


Called the MOMENTUM Clinical Trial, the investigation compares the effectiveness of the Cancion® CRS™ cardiac recovery system, in combination with standard medications, to treatment results when using standard medications alone.

The Oak Lawn, Ill.-based Christ Medical Center is one of only 40 major health care institutions participating in the clinical trial. Only patients who have severe heart failure, have failed more standard treatment options for their disease and are hospitalized are potentially eligible for inclusion in the study.


Nearly five million Americans suffer from congestive heart failure, a condition in which the heart is weakened and unable to pump blood efficiently. Some 200,000 of these patients respond poorly to medications and often require hospitalization. Coronary artery disease, previous heart attacks, cardiomyopathy and other cardiovascular disorders can lead to heart failure. Symptoms of the disease include shortness of breath, wheezing and edema.


Heart failure is the cause of more than one million hospitalizations annually and costs the health care system in the United States more than $29 billion each year.

	This article reports on an American wide study on the effectiveness of the Cancion cardiac recovery system developed by Orgis Medical Corporation that reportedly relieves the signs and symptoms of heart failure. 


	3.Cardiac & Stroke

	House of Commons Written Questions

Tabled 3rd July 2007
	Lorely Burt (Lib Dem. Solihull): To ask the Secretary of State for Health, pursuant to the Answer of 21st June 2007, Official Report, column 2148W, on cardiovascular system: diseases, which recommendations made to officials considering the new National Stroke Strategy are of relevance to the prevention and management of peripheral arterial disease.

Lorely Burt (Lib Dem. Solihull): To ask the Secretary of State for Health, what plans he has to meet patient groups representing those diagnosed with peripheral arterial disease.

Lorely Burt (Lib Dem. Solihull): To ask the Secretary of State for Health, what programmes are (a) planned and (b) in place to raise awareness of peripheral arterial disease with (i) the public and (ii) health professionals.

Lorely Burt (Lib Dem. Solihull): To ask the Secretary of State for Health, what estimate he has made of the number of people diagnosed with peripheral arterial disease in England.

Lorely Burt (Lib Dem. Solihull): To ask the Secretary of State for Health, whether his Department has any plans to assess the effectiveness of using the ankle brachial pressure index as a means of assessing vascular disease risk.

Lorely Burt (Lib Dem. Solihull): To ask the Secretary of State for Health, what guidance his Department had issued to primary care trusts on the management of peripheral arterial disease.

Lorely Burt (Lib Dem. Solihull): To ask the Secretary of State for Health, what estimate he has made of the number of people diagnosed with peripheral arterial disease in the last (a) year, (b) five years and (c) year for which figures are available.


	Awaiting answer. 

	House of Lords Written Answers
Health: Cardiovascular Disease

9th July 2007
	Lord Dykes (Lib Dem.): to ask Her Majesty’s Government what plans they have to consult National Health Service planning officials and relevant interest groups on reducing rates of cardio-vascular disease amongst black and minority ethnic groups down to the lower figures prevailing in the wider population. 

Baroness Royall of Blaisdon (Government Spokesperson for Health): The department is developing a comprehensive national stroke strategy that will be going out for consultation shortly and will be published in late 2007. This will promote delivery of the newest treatments and improve the care that stroke patients receive. It will also promote public awareness and prevention for all ethnic groups.

The department has also provided Section 64 grants to fund the following projects:

The Afiya Trust's “Stroke Awareness for Black and Minority Ethnic Communities” project will target black and minority ethnic communities and run stroke awareness sessions within community settings .The Stroke Association's “Blood Pressure Awareness: African Caribbean Communities” project will promote a blood pressure awareness campaign within African Caribbean communities in England. The Stroke Association's “Stroke Prevention: South Asian Communities” project raised awareness of stroke prevention through the production of materials and the dissemination and distribution of these materials. The “Coronary Artery Disease in South Asian Prevention” project provides education about cardiac risk factors, psychological support, nutrition management, medications, weight management, lipid lowering medication, physical activity and blood pressure control for the south Asian population. In December 2004, the department produced a best practice guide for providing coronary heart disease services to south Asians. Heart Disease and South Asians was published by the South Asian Health Foundation (SAHF) in conjunction with the British Heart Foundation. 


In 2004, the department part-funded another SAHF report, Prevention, treatment and rehabilitation of cardiovascular disease in South Asians, which aimed to convey this issue to a wide audience, enabling more people to understand the problems and take action to combat them. It included a chapter on cerebrovascular disease. In 2006, the Food Standards Agency provided a grant to the Stroke Association to create a survey to assess the eating habits and salt intake of African Caribbean, south Asian and Chinese communities. This aims to find out more about stroke awareness levels in relation to diet.


	The Liberal Democrat spokesperson on Health, Norman Lamb MP, has recently launched a nationwide survey on the public’s opinions of the NHS.

	Healthcare Commission praises improvements to heart failure services, but identifies areas for action
Healthcare Commission

9th July 2007
	One of the most comprehensive reviews into the services provided to patients with heart failure has been published by the Healthcare Commission today.

It found some ‘very positive’ progress since the last report in 2003/04. This included a continuing reduction in the time patients have to wait to be diagnosed accurately, plus significant increases in the numbers of patients being prescribed drugs to control their symptoms and slow the progression of the condition.  

However, the Commission has expressed concern that a significant number of patients with heart failure may not be being identified.  

The report’s data shows that the number of people reported as having confirmed heart failure is around 140,000* less than expected.  This could be due to problems with recording patient data on GPs’ systems – a lack of clear auditing was one of the enduring issues for the entire review.  On the other hand, it could mean that some patients are not getting access to diagnosis and, in turn, treatment.

Heart failure affects 900,000 people in the UK.  It arises most commonly following a heart attack or high blood pressure, and is caused by a reduction in the heart’s ability to pump blood around the body.  The condition can be extremely debilitating and comes with a high risk of sudden death – up to 40% of patients die within the first year of diagnosis.

Diagnosis of heart failure is difficult: many of the symptoms – tiredness, shortness of breath and swelling of the ankles and feet – can be confused with other similar health problems (such as chronic bronchitis).  

Patients therefore need quick and effective access to the tests, drugs and specialists which will help to improve their condition and slow the progression of the condition.  In some areas of the country, they have this. In others, they do not.

Anna Walker, Chief Executive of the Healthcare Commission, said:

“Heart failure is a very serious condition. It is therefore very positive to see the improvements made since the last review in 2003/04.  Waiting times for diagnostic tests have improved and patients now have better access to effective treatments.  Most communities also now have access to specialist services, with almost two thirds of those we reviewed scoring ‘good’ or ‘excellent’.

“But our report suggests that not all those that need treatment are getting it.  Primary care trusts and GPs need to monitor the number of patients they deal with in comparison to national statistics.  Symptoms and treatments need to be recorded and followed up by GPs.  The care provided also needs to be audited so lessons can be learnt and improvements made.  We therefore welcome the pilot that is being led by the British Society for Heart Failure.

“Heart failure currently costs the NHS £625 million a year.  It is the cause of 5% of our hospital emergency admissions, and re-admissions are among the highest for any chronic condition.  But if we can improve all elements of the service, this will be better for patients and improve the use of resources.”

The report, ‘Pushing the Boundaries’, is based on a review which took place in 2005/06.  It assessed the heart failure services provided by 303 healthcare communities – each consisting of a primary care trust and its main hospital providers.  This helped move the focus away from individual organisations and on to the patients and the care they were receiving.  

Nationally, the picture was quite positive: two thirds of the communities scored ‘excellent’ (28) or ‘good’ (160) for their overall services to heart failure patients. A further 89 were assessed to be ‘fair’.

Worryingly, 26 were assessed as ‘weak’. These have since been tasked with producing a plan detailing how they propose to improve. The Healthcare Commission has already commenced work with these communities, some of which have already provided evidence that they have made progress against the areas of concern.

However, the review suggests some areas for improvement in almost every community. Indeed, the level of services varied significantly, leaving some patients without a confirmed diagnosis, while others were left without access to medication or long-term support.  

The fact that so many patients could be undiagnosed was a major concern.  The Healthcare Commission has therefore called upon all primary care trusts to review the number of heart failure patients they deal with locally for comparison against national predictions.  Currently, many are not collecting such data.  Just 20% of trusts were able to provide enough information to meet national clinical audit criteria set in 2003.  

Indeed, one of the enduring issues for the entire review was the lack of routinely available data, specifically relating to patients with heart failure.  Without this information, trusts cannot ensure that all patients with the symptoms of heart failure are being identified, properly investigated and treated appropriately.

Early identification, treatment and care can reduce the number of heart failure patients admitted to hospital in an emergency or re-admitted following diagnosis.  To date, this has created a considerable burden on resources, with heart failure services costing the NHS £625 million a year.


The British Society for Heart Failure is developing a national heart failure audit.  A pilot, managed by the Health and Social Care Information Centre, has already begun in some hospitals. The scheme will be rolled out nationally, providing better information on the quality of heart failure services offered to patients. 

The report identified areas for improvement in the majority of communities for one or more of the four criteria. The key findings included: 

(1) Diagnosis:
· Waiting times for the most effective diagnostic tests (echocardiography) have dropped significantly in the past two years, and continue to do so. As of March 31, 2006, over 70 per cent of patients had a test within 13 weeks. 

· * However, concerns remain that not all patients are being identified; the recorded prevalence falling short of that predicted. In fact, using data from the 204 trusts that provided it (out of 303), there were 140,000 less people reported as being diagnosed with confirmed heart failure than expected.

(2) Treatment:
· Following confirmed diagnosis, many more patients now have access to effective medication. Last year, 85% of patients were receiving initial treatments, compared to fewer than 50% in 2003/04. 

· However, at a local level, access to such medication varied significantly and not all patients were getting access to additional drugs proven effective for the treatment of heart failure. 

· Heart failure is a debilitating condition, so access to a full range of treatments is essential.

(3) Support & Care:
· The report found that over 80% of communities have begun to establish some form of specialist heart failure service. However, the funding for some of these was not secure, while others with planned developments appeared to be struggling due to lack of funding. 

· Over 86% of trusts had a specialist consultant in place but, from a survey, only 22% of patients admitted to hospital with heart failure were referred to them (or a cardiologist) during their stay. 

· More attention needs to be given to meeting the needs of patients beyond the immediate control of symptoms; this ensures that their mental wellbeing and quality of life is improved.

(4) Outcomes:
· Few service providers were evaluating their services from a patient perspective through patient satisfaction or quality of life surveys. 

· Effective care has been shown to reduce the level of readmissions and mortality for patients with heart failure.  The report shows wide variation in these two outcomes which could potentially be reduced by a more rigorous application of national guidelines.  

The report concludes with a series of recommendations for the organisations within a healthcare community. Primary care trusts and commissioners will need to:

· ensure that local data on prevalence of heart failure is routinely compared to national trends; gaps and discrepancies must be investigated 

· ensure that all patients with suspected heart failure have access to key diagnostic tests 

· work together with other healthcare organisation in the community to ensure that all patients have access to specialist advice and services 

In turn, service providers in primary and secondary care have been tasked with:

· ensuring that all patients with confirmed heart failure have access to appropriate medication 

· developing clinical audit programmes to evaluate the effectiveness of services and benefits for patients 

· comparing performance with other communities and identifying areas for improvement

Notes to Editors

The report, together with a briefing note is available in full by clicking here
Patient advice on heart failure is available on the British Heart Foundation website,

www.bhf.org.uk.

Information on the Healthcare Commission


The Healthcare Commission is the health watchdog in England. It keeps check on health services to ensure that they are meeting standards in a range of areas. The Commission also promotes improvements in the quality of healthcare and public health in England through independent, authoritative, patient-centred assessments of those who provide services.  

Responsibility for inspection and investigation of NHS bodies and the independent sector in Wales rests with Healthcare Inspectorate Wales (HIW). The Healthcare Commission has certain statutory functions in Wales which include producing an annual report on the state of healthcare in England and Wales, national improvement reviews in England and Wales, and working with HIW to ensure that relevant cross-border issues are managed effectively.

The Healthcare Commission does not cover Scotland as it has its own body, NHS Quality Improvement Scotland. The Regulation and Quality Improvement Authority (RQIA) undertakes regular reviews of the quality of services in Northern Ireland.

For further information contact David Burrows on 0207 4489439, or on 07779 990845 after hours. 

	The Healthcare Commission undertake the Annual Health Checks of NHS services but also do specific reviews of services such as this one on heart failure. The results suggest that there are problems with GPs accurately diagnosing patients with symptoms and recommends how diagnosis and treatment can be improved. 

	House of Commons Written Questions

Tabled 10th July 2007
	Bob Spink (Con. Castle Point): To ask the Secretary of State for Health, what assessment he has made of the side-effects of statins; and if he will make a statement on the use of statins under the new National Institute for Health and Clinical Excellence guidelines.

Bob Spink (Con. Castle Point): To ask the Secretary of State for Health, what research he has commissioned into the long-term effects of the use of statins by people over the age of 50.

Bob Spink (Con. Castle Point): To ask the Secretary of State for Health, what assessment he has made of the effectiveness of statins in lengthening quality assured life years.


	Awaiting answer.

	Use of sirolimus-eluting stents in diseased vein grafts may increase mortality
Reuters Health

10th July 2007
	Although use of sirolimus-eluting stents (SES) in diseased saphenous vein grafts may lower the short-term risk of repeat revascularization compared with use of bare metal stents (BMS), it may increase long-term mortality, new research suggests.

In an earlier study, Dr. Pierfrancesco Agostoni, from Antwerp Cardiovascular Institute Middelheim in Belgium, and colleagues had shown that rates of restenosis in saphenous vein grafts and repeat revascularization procedures at 6 months were reduced by using SES rather than BMS. However, recent data suggest that SES use may increase the risk of adverse events, especially stent thrombosis, on long-term follow-up.

The present study, reported in the Journal of the American College of Cardiology for July 17, included an analysis of data for 75 patients who participated in the Reduction of Restenosis in Saphenous vein grafts with Cypher (RRISC) trial. The subjects, who had a total of 96 saphenous vein graft lesions, were randomized to receive a SES or BMS. 

During a median follow-up period of 32 months, 11 deaths occurred in the SES group compared with none in the BMS group (p < 0.001). Seven of the deaths were from cardiac causes, including three that occurred suddenly. One of the deaths was due to late stent thrombosis.

By contrast, no significant differences were seen in MI rates -- 18% with SES vs. 5% with BMS - or in target vessel revascularization rates - 34% with SES vs. 38% with BMS.

According to a related editorial, the impact that these findings should have on clinical practice is unclear at this point.

"One must not overreact to the outcome of a study that it was not specifically designed to address. Such outcomes should be considered hypothesis generating," Dr. Stephen G. Ellis, from the Cleveland Clinic Foundation, comments.

"At the same time, the paucity of appropriate trial data tends to exaggerate the importance of whatever data we might have and, importantly, physicians must treat their patients on the basis of the best available data, however flawed it might be."


	Research by Dr Pierfrancesco Agostoni has shown that SES rather than BMS stents in diseased saphenous vein grafts may lower the short term risk of repeat revascularisation. 

	Strokes: Victims will get brain scan within three hours, say doctors
Daily Express

10th July 2007
	Tens of thousands of stroke patients could have faster access to life-saving treatment after a radical shake-up of NHS care.

A stroke will be treated as an emergency equal to a heart attack after the condition was made a Category A priority.

This means ambulance crews must try to get patients to hospital within eight minutes, using their sirens and lights.

It would give patients a better chance of receiving blood-clotting drugs in time to stop major damage to the brain.

The guidelines, in the National Stroke Strategy published yesterday by the Department of Health, call for patients who have suffered a major stroke to be given a brain scan within three hours, and within a limit of one hour of arriving at A&E.

Those who have suffered a mini-stroke are to be given a brain scan within 24 hours – until now it has been a week.

But critics said last night that the 130,000 people who suffer a stroke every year in Britain had been neglected for far too long.

Shadow Health Secretary Andrew Lansley said: “I am alarmed that the Government has failed to give stroke the priority it deserves and I am concerned at the disparity of treatment available for stroke patients in A&E departments across the country, including access for every stroke patient to a CT scan within 24 hours.”

Joe Korner of the Stroke Association welcomed the recommendations but said there was no clear guidance on how local NHS trusts would implement the advice.

“Although stroke was already considered an emergency before, this will raise its profile with all hospital staff and is extremely symbolic,” he said. “But we are worried that some details are still a bit vague. 

“The proof of the pudding will be whether ministers can now draw up a blueprint of how hospitals are to introduce these measures.”

Stroke is the country’s third biggest killer and costs the economy £7billion a year. But until now, patients suffering a mini-stroke known as a trans-ischaemic attack (TIA) were often sent home by their GP.

Rather than being sent to local hospitals, patients who have suffered a major stroke will now be rushed to new specialist stroke units for 24-hour expert care.

Announcing the new recommendations yesterday, Health Secretary  Alan Johnson said: “Now it’s time to make stroke an absolute priority.”

The draft proposals should be finalised later this year. 

They also call for better after-care of stroke victims once they return home with a review of their care after six weeks and then six months of being discharged.


	

	Testosterone could protect older women from heart disease
The Daily Mail

10th July 2007
	Older women with low levels of the male hormone testosterone are at greater risk of heart disease, claim researchers. 
For the first time a study shows those with a testosterone "deficiency" after the menopause are more likely to have blocked arteries. 
Usually thought of as the male hormone, testosterone is made in small amounts by the ovaries and is believed to be instrumental in promoting sexual desire in women. 
Levels naturally decline after the menopause, but can fall dramatically in women when the womb and ovaries are removed surgically. 
In Britain, women can already get testosterone patches on prescription to help regain their sex drive when they have had an early menopause because of hysterectomy. 
But this latest research suggests far more post-menopausal women should be prescribed patches on the Health Service because higher levels of the hormone may protect against cardiovascular disease. 
A team led by Dr Erik Debing at Belgium's Free University of Brussels examined 56 post-menopausal women who had atherosclerosis or "furring up" of the carotid artery, which supplies blood to the head and neck. Levels of testosterone in these women were compared with 56 females of similar age and background. 
The women with atherosclerosis had significantly lower testosterone reserves, yet there was no difference between levels of other sex hormones. 
Even after the researchers took into account risk factors such as diet, high blood pressure, smoking and diabetes, the link between low testosterone levels "remained strong", says a report in the European Journal of Endocrinology. 
Dr Debing said statistics show the risk of heart disease increases in women after the menopause compared with younger women, but the reasons have remained unclear. 
He added: "This is the first time that a case-control study has found that post-menopausal women with atherosclerosis have lower testosterone levels. 
"Atherosclerosis is the main precursor to heart disease, one of the major causes of death in post-menopausal women. Our work suggests that higher levels of testosterone may have a protective role against atherosclerosis in women who have undergone the menopause." 
He said the research was an "important step forward" in understanding the causes of the condition. 
"It will allow us to develop more effective treatments and advice," he added. 
Previous research suggests that middle-aged men with low levels of testosterone may have higher rates of heart disease than those with normal levels. 
Dr John Stevenson, consultant metabolic physician at the Royal Brompton Hospital in London, said around a third of women who have had both ovaries removed are likely to suffer testosterone deficiency and possibly 5 to 10 per cent of other menopausal women. 
Dr Stevenson, who is also chairman of the charity Women's Health Concern, said: "We are increasingly using testosterone to help women and are planning a clinical trial to look at the vascular effect." 
But he warned that supplements might be harmful for women with normal testosterone levels. 
He explained: "High doses can create atheroma, or problems in the arteries, and may have an adverse effect in women who are not deficient." 


	For information.

	House of Commons Debates

Stroke Services

11th July 2007
	Sir Michael Lord (Deputy Speaker): We now come to the first debate on the Opposition motions. Mr. Speaker has selected the amendment in the name of the Prime Minister.

Andrew Lansley (Con. South Cambridgeshire): I beg to move,

That this House notes that stroke is the third most significant cause of death and the leading cause of adult disability; believes that stroke prevention and care have received insufficient attention despite £2.8 billion in direct care costs to the NHS; welcomes the report of the National Audit Office (NAO), Reducing brain damage: faster access to better stroke care, HC 452, and the subsequent Report from the Committee of Public Accounts (PAC), of the same title, HC 911; further welcomes the Government’s publication of a consultation on a national stroke strategy; commends the Stroke Association, the Different Strokes charity and the Royal College of Physicians in raising awareness of stroke and the needs of stroke patients and survivors; calls for the rapid implementation of the NAO and PAC recommendations thereby saving over 10 lives a week, delivering high-quality stroke care and securing value-for-money for NHS resources; is concerned at the continuing deficiencies in stroke care and wide disparities in access to specialist stroke services disclosed in the 2006 National Stroke Audit published in April 2007; and urges the Government to give priority and urgency to the measures needed to deliver improving outcomes for stroke patients.

I am grateful to my colleagues for permitting me to use Opposition time to raise the important issue of stroke. I declare an interest as chair of the all-party parliamentary group on stroke and I am also grateful to the Secretary of State and his colleagues for their support of the all-party group and the Government’s amendment. Unfortunately, I cannot prefer their amendment to our motion, because the latter faces up to the reality of international comparisons in stroke care and the wide discrepancies and deficiencies in it across the UK. I wish that we could have had a combined motion, because the purpose of this debate is not to engage in partisan argument, but to raise the priority of stroke care. It has been more than four years since we have had a debate on stroke in this House, including in Westminster Hall, so it is right to do so now…

For the full debate, click here.

	Andrew Lansley is Shadow Minister for Health. For the full debate please follow the link below. 

	St. Jude Medical Announces First Enrollment In Study To Understand Appropriate Anti-Clotting Therapy After Tissue Heart Valve Implant
Medical News Today

11th July 2007
	Jude Medical, Inc. (NYSE:STJ) and the Duke Clinical Research Institute (DCRI) last tuesday announced the first enrollment in a major study designed to better understand appropriate anti-clotting medication therapies for patients following implantation of tissue heart valves.


The study will gather extensive clinical evidence on the use of anti-coagulant and anti-platelet (blood-thinning) medication treatments to reduce the risk of clot formation in the early months after a tissue valve is implanted. It also will gather data on the incidence of clotting and bleeding experienced by patients during the six months after they receive a tissue valve.


Administered by the DCRI, the Anti-coagulation Strategy with Bioprosthetic Valves: Post-Operative Event Registry (ANSWER) will enroll at least 2,000 patients at 100 U.S. medical centers. Enrollment is expected to be completed over the next two years.


Eric Peterson, M.D., M.P.H., associate director and director of Cardiovascular Research at the DCRI, Durham, N.C., is the ANSWER coordinating center's principal investigator. National principal investigators include cardiac surgeons Kent Jones, M.D., chairman, Division of Cardiovascular and Thoracic Surgery, Latter Day Saints Hospital, Salt Lake City; John Laschinger, M.D., chief of Cardiac Research, Union Memorial Hospital, Baltimore; and Kenton J. Zehr, M.D., chief, Division of Cardiac Surgery, University of Pittsburgh Medical Center, Pittsburgh.


When complete, the ANSWER Registry is expected to provide the largest body of prospective clinical evidence, to date, on anti-clotting therapies prescribed following implantation of tissue valves. The ANSWER Registry will collect data from consenting adult patients who are receiving their first aortic and/or mitral valve replacement and are implanted with a St. Jude Medical Biocor or Biocor(TM) Supra Stented Tissue Valve. Similar clinical evidence is being collected in European centers through the ACTION Registry (Anticoagulation Treatment Influence on Postoperative Patients), initiated in 2006 and conducted by St. Jude Medical.


"By collecting data across a large community sample, the ANSWER Registry will play an important role in defining standard clinical practice," said Dr. Peterson of the DCRI. "In addition, we hope to use this information to understand what constitutes best practice."

An estimated 150,000 Americans undergo heart valve replacement annually and the majority of them receive tissue heart valves. Patients implanted with tissue valves are at risk of blood clots (and potential stroke) and bleeding during the initial post-operative period while the valve "heals." To reduce the risk of clotting, anti-coagulant or anti-platelet (blood thinning) drug regimens are typically prescribed. 

Despite guidelines issued by professional organizations on post-operative treatments for valve replacement patients, there continues to be a lack of consensus on best practice in choice or duration of anti-coagulation therapies. As a result, patients receive varying regimens over varying periods of time. 

"The ANSWER Registry aims to fill a critical void with solid clinical evidence," said George J. Fazio, president of St. Jude Medical's Cardiovascular Division. "St. Jude Medical is committed to providing support for studies that help advance the understanding of anti-coagulation management for patients who receive either tissue or mechanical heart valves."


St. Jude Medical previously supported the GELIA (German Experience with Low Intensity Anticoagulation) and ESCAT (Early Self-Controlled Anticoagulation Trial) studies. These studies collected data from thousands of patients in European centers and provided evidence on anti-coagulation treatments following implantation of mechanical heart valves.


The DCRI is the world's largest academic clinical research organization, combining clinical expertise, academic leadership and the full-service operational capabilities of a contract research organization. With 950 faculty and staff, the DCRI's experience includes Phase I through Phase IV clinical trials, post-market analyses and health economics.


About St. Jude Medical


St. Jude Medical is dedicated to making life better for cardiac, neurological and chronic pain patients worldwide through excellence in medical device technology and services. The Company has five major focus areas that include: cardiac rhythm management, atrial fibrillation, cardiac surgery, cardiology and neuromodulation. Headquartered in St. Paul, Minn., St. Jude Medical employs more than 11,000 people worldwide. For more information, please visit http://www.sjm.com. 


Forward-Looking Statements


This news release contains forward-looking statements within the meaning of the Private Securities Litigation Reform Act of 1995 that involve risks and uncertainties. Such forward-looking statements include the expectations, plans and prospects for the Company, including potential clinical successes, anticipated regulatory approvals and future product launches, and projected revenues, margins, earnings, and market shares. The statements made by the Company are based upon management's current expectations and are subject to certain risks and uncertainties that could cause actual results to differ materially from those described in the forward-looking statements. These risks and uncertainties include market conditions and other factors beyond the Company's control and the risk factors and other cautionary statements described in the Company's filings with the SEC, including those described in the Company's Annual Report on Form 10-K filed on February 28, 2007 (see pages 13-20) and Quarterly Report on Form 10-Q filed on May 9, 2007 (see pages 23-24). The Company does not intend to update these statements and undertakes no duty to any person to provide any such update under any circumstance.

	This study will focus on appropriate anti-clotting medication therapies for patients following implantation of tissue heart valves with the intention of better defining standard clinical practice. 

	Heart attack treatment improving

BBC

12th July 2007
	More patients are getting life-saving treatment quickly after a heart attack, according to a national survey. 

An audit by the Royal College of Physicians showed 64% of patients in England and 41% in Wales were given "clot-busting" drugs within an hour. 

This is a rise of six percent and 11% respectively over 12 months. 

Overall, heart attack death rates have fallen, with 12 fewer deaths per 1,000 heart attacks, but the report stressed there was still room for improvement. 

Nonetheless, the government-appointed director for heart disease, Professor Roger Boyle, said the NHS now offers a "high level of excellence" in heart attack services. 

"Clot-busting", or anti-thrombolytic drugs, are proven to improve the chances of heart attack patients making a full recovery - with the most benefit if they are given within the first hour after a heart attack. 

The government set targets for hospitals and ambulance services in the NHS when it became clear that many patients were not getting the drugs at all, or waiting several hours for them. 

The differences between Wales and England revealed in the Myocardial Infarction National Audit Project (MINAP) are put down to the more rural nature of many areas of Wales, which mean slower response times for ambulance crews. 

Nearly all ambulance services have now trained their paramedics to be able to give the treatment before the patient reaches hospital. 

The other big change highlighted by the report is the increasing use of emergency surgery to help heart attack patients. 

In England, there are 35 hospitals now offering "primary angioplasty" for patients, a procedure where the obstructed heart artery is widened so blood can flow, and the number of patients dealt with this way has nearly doubled in one year. 

These changes have contributed to a fall in the percentage of people killed by heart attacks in England and Wales. 

In 2005-2006, just over 12% of heart attack patients died within 30 days. This year, it is 11.2%, representing 12 more heart attack survivors for every 1,000 heart attacks. 

Professor Boyle said: "Patients with heart attack are being treated in the NHS to a high level of excellence. 

"The remarkable improvements seen each year since the inception of MINAP are a tribute to the many staff across the country who look after heart attack patients, including the ambulance services, A&E departments, cardiac care units as well as the MINAP team itself. 

A spokesman for the British Heart Foundation said that it was "thrilled" that the emergency services were having such a positive impact. 

"Every second really does count in the fight to save lives. 

"However, while the MINAP data shows that the emergency services are making great progress, sadly it's often the person having the heart attack who continues to put their own life at risk. 

"Far too many people doubt their symptoms, worrying that it may be a false alarm or they mistake the pain for a bad bout of indigestion."


	This report shows that the quick administering of anti-thrombolytic drugs is having a positive effect on death rates from heart attacks in England and Wales. 

	"Fat" Tax On Food Could Prevent 3000 Heart Attack And Stroke Deaths Every Year

Medical News Today

12th July 2007
	Taxing certain foodstuffs in the UK could prevent up to 3200 deaths from heart attacks and stroke every year, suggests a study in the Journal of Epidemiology and Community Health.

Value Added Tax (VAT), charged at 17.5%, is already applied to confectionery, ice cream, savoury snacks, and most drinks. 

The authors assessed economic data on food consumption in the UK and applied a mathematical formula to calculate the likely impact of price rises on demand of a range of complementary foodstuffs. 

They used three different approaches. 

They first applied the tax to dairy products containing high levels of saturated fats, such as whole butter and cheese, baked goods, puddings. 

In the second approach, they applied the tax to foods attracting an SSCg3d score of more than 9. This is a validated measure of the "healthiness" of a food. For example, spinach scores -12, while chocolate digestive biscuits score +29. 

In the third approach they widened the range of foodstuffs taxed to cut fat, salt, and sugar intake for maximum health. 

The calculations showed that applying VAT to foodstuffs high in saturated fats would increase salt intake instead, and could actually increase deaths from heart disease and stroke. It would also increase weekly household food expenditure by 3.2%. 

Taxing foods attracting a high SSCg3d score would prevent around 2300 deaths a year and add 4% to weekly food bills. 

Widening the range of foodstuffs for maximum health would boost weekly household food expenditure by 4.6% or £0.67 a person a week. 

But it would prevent up to 3200 deaths from heart disease and stroke every year, equivalent to a drop of 1.7% across the nation. 

The authors conclude that food taxes would change dietary habits and cut deaths from cardiovascular disease, but would need to be carefully targeted to prevent unhealthy compensatory behaviour in food choices. 


	The Journal of Epidemiology and Community Health has recommended that foods high in saturated fat such as dairy should be taxed to prevent a potential 2300 deaths from heart attacks each year. 

	Older women face threat of heart disease by taking HRT
Daily Express

12th July 2007
	Women should not start hormone replacement therapy in their 60s as it could trigger heart disease and even death, a study warns.

Patients in that age group should also not take it to reduce the risk of osteoporosis as there is a high risk of fatal side-effects.

Women going through menopause can safely use the therapy, but for a short time only, scientists say. 

Patients have been left with confusing advice over HRT in recent years.

The report echoes a warning published in America in 2002, which showed that post-menopausal women on HRT suffered more heart attacks and strokes than those not on the drug. 

That led to up to a million British women stopping their courses.

But in May the scientists published an evaluation and concluded that while the heart risk existed for older women, those aged from 50 to 59 might not be under threat.

Then last month, another study suggested that in women under 60, some forms of HRT could even help to maintain clearer arteries. 

Now further data published in the British Medical Journal online suggests the negative effects of HRT only occur in older women who are at least 15 years past the menopause.

For thousands of younger women, the drug could improve the quality of life without big risks. 

The latest WISDOM study tracked 5,692 healthy women in Britain, Australia and New Zealand who were aged around 63. Half were given a daily dose of combined hormone therapy (oestrogen and progestogen) and the other half were given a placebo.

Over the next year scientists recorded rates of heart disease, osteoporosis, breast cancer and deaths. The team found a significant increase in the number of major heart problems such as angina, heart attack or sudden coronary death as well as blood clots in women taking HRT. 

However cancers, fractures and overall deaths were not significantly different in those on the HRT course.

Gynaecologist Professor Alastair MacLennan, of Adelaide university, said: “This study confirms an early increase in heart risk in older women starting HRT many years after the menopause.”

The report said there was no disease prevention benefit – and even some risks – for women starting the course many years after menopause.

Dr Helen Roberts, of Auckland university, said women should feel more confident about the new data. “Healthy women in early meno­pause are unlikely to face substantially increased risks when using hormones for a few years,” she said. But she said long-term use to prevent chronic disease was not recommended.


	For information. 

	House of Commons Written Questions

Tabled 12th July 2007


	Andrew Lansley (Con. South Cambridgeshire): To ask Mr Chancellor of the Exchequer, what the death rate from (a) stroke, (b) heart disease, stroke and related illnesses and (c) all cancers was among (i) people aged 65 years and under, (ii) people aged 75 years and under and (iii) all people, in each year since 1977.


	Awaiting answer. 

	Healthier hearts, longer lives...

Royal College of Physicians

13th July 2007
	The sixth public report from MINAP (the Myocardial Infarction National Audit Project), shows that more patients in England having a heart attack (64%) are receiving clot-busting treatment within 60 minutes of calling for help than last year (58%).  This saves lives and contributes to the overall decrease in deaths from heart attacks shown in this report - a remarkable achievement by the NHS.

The work relating to this report was performed at the National Institute for Clinical Outcomes Research at the Heart Hospital, UCL (University College London) on behalf of a broad multi-professional Steering Group, which includes patient organisations and groups.  The project is undertaken in collaboration with the Central Cardiac Audit Database (CCAD) and funded by the Healthcare Commission.

The sixth MINAP report presents data from all hospitals and ambulance services in England and Wales that provides care for patients with suspected heart attack from April 2006 - March 2007 (2006/7) in comparison with data from the previous year (2005/6).  

High quality care of patients who have had a heart attack includes early diagnosis and rapid treatment to re-open the blocked coronary artery responsible for the heart attack. This is usually by treatment with clot dissolving drugs (thrombolytic treatment) and the prescription of drugs that reduce the risk of further heart attack (secondary prevention therapy).  Although the majority of patients still receive thrombolytic treatment, an increasing number are now receiving primary angioplasty, a medical procedure to re-open the blocked coronary artery responsible for the heart attack, instead of thrombolytic treatment.

For the first time the report shows the number of patients that received primary angioplasty in each centre.  

Main results from the audit:

Falling mortality for heart attack patients
MINAP data have shown that the percentage of heart attack patients who die within 30 days of admission to hospital has fallen over the last three years from 12.4% to 11.2%, which represents 12 more lives saved for every thousand heart attacks.

More patients receive thrombolytic treatment within 60 minutes of calling for help

· 64% of patients received thrombolytic treatment within 60 minutes of calling for professional help in England compared with 58% in 2005/6. In Wales 41% of patients received thrombolytic treatment within 60 minutes of calling for professional help compared with 30% in 2005/6.

More ambulance personnel can diagnose heart attack and give thrombolytic treatment before the patient arrives at hospital

12/13 of the ambulance services in England and the Welsh ambulance service can now give thrombolytic treatment to patients before they reach hospital (pre-hospital thrombolysis) while the single ambulance service not using pre-hospital treatment takes all eligible patients to specialist interventional hospitals for consideration of primary angioplasty.

· In 2006/7, 2942 patients received pre-hospital thrombolytic treatment compared with 2231 patients in 2005/6.

· In 2006/7, 91% of patients in England and 90 % of patients in Wales that received pre-hospital thrombolytic treatment received this within 60 minutes of calling for help.  There is opportunity for further worthwhile increases in pre-hospital treatment, particularly in rural areas where journey times are long.

More patients are being treated by primary angioplasty
An increasing number of hospitals now provide primary angioplasty as an emergency treatment for heart attack. In England 35 hospitals have a primary angioplasty service, and 21 of these also provide a service for 41 other hospitals.  In Wales 2 hospitals perform primary angioplasty with one other hospital having access to this service. The numbers having primary angioplasty have doubled in the last 12 months.

· In 2006/7 3,192 patients (3,148 in England and 44 in Wales) were treated with primary angioplasty compared with 1,647 in 2005/6, an increase of 94%. 

Prescription of secondary prevention medication continues to increase

The proportion of heart attack patients prescribed secondary prevention medication on discharge from hospital continues to exceed the targets remaining at 97% for aspirin, 91% for beta-blockers and 96% for statins in England, with a corresponding increase to 99%, 93% and 95% in Wales. 

Dr John Birkhead, MINAP Clinical Director, said:

"The increase in numbers having thromobolytic treatment before arrival in hospital is gratifying as this reduced the delay before treatment, but there is certainly room for further increases in future."

Dr Jonathan Boyce, The Healthcare Commission's Head of Audit, said:

"As these results show, treatment of heart attacks is rapidly changing for the better.  This audit is essential to keeping track of the improvement in those treatments, and helping to ensure that they are available everywhere".


	This gives further details of the study by the Royal College of Physicians on the prescription of cot-busting drugs reported on by the BBC above. 


	4. Continence

	House of Commons Written Questions

Tabled 2nd July 2007
	Bob Russell (Lib Dem. Colchester): To ask the Secretary of State for Health, what level of continuous improvement training is provided in the NHS for specialist continence nurses as part of their continuing professional development; and what his plans are for the future provision of such training.

Bob Russell (Lib Dem. Colchester): To ask the Secretary of State for Health, what level of provision there is for continence services for children in (a) Essex, (b) the East of England and (c) England.


	Awaiting answer.


	5. Diabetes

	Scottish Parliament
Written Questions

Tabled 29th June 2007


	Alasdair Morgan (SNP. South of Scotland): To ask the Scottish Executive whether each diabetes managed clinical network has produced an insulin strategy for its area and whether these strategies include plans for the use of insulin pumps.


	Awaiting answer.

	House of Commons Written Questions
Tabled 3rd July 2007


	Sandra Gidley (Lib Dem. Romsey): To ask the Secretary of State for Health, how many specialist (a) stoma, (b) diabetes, (c) kidney, (d) Parkinson's disease and (e) cancer nurses have been employed in each of the last five years, broken down by NHS trust.
	Awaiting answer.

	Insulin pump a step closer
The Daily Telegraph

7th July 2007


	Scientists are closer to creating an artificial pancreas in a move that could free diabetics from daily blood tests and insulin injections. 

A team at Cambridge University is in the final stages of developing the pager-sized device, which combines a monitor and a pump to deliver the hormone through a tube inserted under the skin.


	

	Pumpkin offers hope for diabetics

The Daily Mail

9th July 2007
	The pumpkin could end the need for diabetics to have insulin injections, a study suggests. 
Compounds in the flesh could drastically cut or even replace the daily jabs. 
Researchers found that pumpkin extract promotes regeneration of damaged pancreatic cells in diabetic rats, boosting levels of insulinproducing beta cells and insulin in the blood. 
Diabetic rats fed the extract had only 5 per cent less plasma insulin and 8 per cent fewer insulin-positive (beta) cells than healthy rats. 
The protective effect of pumpkin is thought to be due to both antioxidants and D-chiroinositol, a molecule that regulates insulin activity. 
The research, carried out at East China Normal University in Shanghai, was reported in the journal Chemistry and Industry. 
The rats used all had type 1 diabetes, but researchers believe pumpkin may also play a role in the more common type 2 form. 


	For information. 


	6. Orthopaedics 

	House of Commons Written Questions
Tabled 10th July 2007
	Andrew Lansley (Con. South Cambridgeshire): To ask the Secretary of State for Health, how many (a) inpatient and (b) day case procedures were carried out (i) in England and (ii) in each strategic health authority area (A) for both elective and non-elective procedures and (B) for elective procedures only in each year since 1997-98; and what percentage of day cases each category represented of the total case procedures delivered in each strategic health authority area in the latest year for which figures are available.

	Awaiting answer.


	7. Ophthalmology

	House of Commons Business of the House
12th July 2007
	Peter Bone (Con. Wellingborough): Last week, I drew the House’s attention to Mrs. Ruby Waterer, who was going blind, but was denied treatment on the NHS and would have had to go privately. Immediately after the Leader of the House’s reply, she was granted treatment on the NHS, so I would like to thank the right hon. and learned Lady for her involvement. Unfortunately, four more people in my local area contacted me yesterday, as they had been told that they would have to go blind because the NHS would not treat them. Their only option is to go privately and pay up to £8,000. Would it not be appropriate for the Secretary of State for Health to make a statement on what is clearly a very important issue?

Harriet Harman (Leader of the House of Commons): I will bring, again, the hon. Gentleman’s points to the attention of my right hon. Friend the Secretary of State for Health. The case raised at business questions last week was a heart-rending but quite complex one, involving questions of referral and the appropriateness of diagnosis. It raises important concerns. If the hon. Gentleman would like to give the details of the four other cases to the Secretary of State, I am sure they will be looked into.


	Awaiting answer.


	8. MRSA and Other Hospital Acquired Infections 

	House of Commons Written Questions

Tabled 4th July 2007

	Sandra Gidley (Lib Dem. Romsey): To ask the Secretary of State for Health, how many cases of (a) MRSA, (b) clostridium difficile and (c) other hospital acquired infections there were in each year since 2000 in (i) neonatal and (ii) maternity units, broken down by NHS trust.


	Sandra Gidley is a member of the Health Select Committee and attended the MTG Parliamentary Dinner in June 2007. 

	House of Commons Written Answers
Hospitals: Infectious Diseases

9th July 2007
	Norman Lamb (Lib Dem. North Norfolk): To ask the Secretary of State for Health how many (a) cases of C. difficile and (b) deaths where the death certificate refers to C. difficile there were in each acute hospital trust in England in the most recent period for which figures are available.

Ann Keen (Parliamentary Under Secretary for Health Services): [holding answer 2 July 2007]: The Health Protection Agency (HPA) publishes mandatory surveillance data for Clostridium difficile infection on its website. The scheme began in January 2004 and up until 31 March 2007 all acute national health service trusts had to report all cases of C.difficile infection for patients aged 65 years and over. Annual data for individual trusts for the first three years (2004, 2005 and 2006) are available on the HPA website at

www.hpa.org.uk/infections/topics_az/hai/C_diff_annual_Apr_2007.xls
A copy of the tables has been placed in the Library.

No figures on numbers of deaths as recorded on death certificates are routinely available by NHS trust.

Mark Tami (Lab. Alyn & Deeside): To ask the Secretary of State for Health what estimate he has made of the number of cases of clostridium difficile that were caused by in-hospital contamination in each of the last three years.
Ann Keen (Parliamentary Under Secretary for Health Services): The Health Protection Agency publishes data on the mandatory surveillance scheme for Clostridium difficile infection (CDI) on its website,

www.hpa.org,uk/infections/topics_az/hai/Mandatory_Results.htm.

The scheme began in January 2004 and up until 31 March 2007, all acute national health service trusts in England had to report all cases of CDI for patients aged 65 years and over. The annual national figures are shown in the following table.

Annual cases of GDI in England

Annual cases( 1) of CDI
January to December 2004
44,314
January to December 2005
51,767
January to December 2006
55,681
(1 )Cases are defined as all diarrhoeal specimens that test positive for C. difficile toxin (where the patient has not been diagnosed with CDI in the preceding four weeks).


Note:
The data collected do not include information on where the infection was acquired, thus we do not know 

how many of these cases are acquired in hospital.


	Norman Lamb MP is the Liberal Democrat shadow Minister for Health. 

	House of Commons Written Answers

MRSA: Disease Control

9th July 2007
	Charles Hendry (Con. Wealden): To ask the Secretary of State for Health what guidance is issued to hospital trusts on whether patients with MRSA infections should be nursed in single rooms. 
Ann Keen (Parliamentary Under Secretary for Health Services): [holding answer 2 July 2007]: Guidance on the management of patients with methicillin resistant staphylococcus aureus (MRSA) infections was drawn up by a joint working party of the British Society of Antimicrobial Chemotherapy, the Hospital Infection Society and the Infection Control Nurses Association. It was published in the Journal of Hospital Infection in March 2006(1).
The guidance makes clear that patient isolation for those infected or colonised with MRSA will be dependent on the facilities available and the associated level of risk. Isolation should be in a designated closed area that should be clearly defined; in most facilities, this will be either single-room accommodation or cohort areas/bays with clinical hand-washing facilities. The guidance also states that consideration should be given to the provision of isolation wards to contain MRSA spread.
In addition to the guidance referred to above, the Health Act 2006, Code of Practice for the Prevention and Control of Health Care Associated Infections, requires trusts to have policies on allocation of patients to isolation facilities based on local risk assessment.
Source:
(1) Published March 2006 (online version, April 2006), by the Journal of Hospital Infection, (Volume 63, Supplement 1, Pages S1-S44).
Anne Milton (Con. Guildford): To ask the Secretary of State for Health what assessment his Department has made of the effectiveness of using ozone to combat the threat of MRSA; how many representations on the subject he has received; and if he will make a statement.

Ann Keen (Parliamentary Under Secretary for Health Services): The Rapid Review Panel, convened by the Health Protection Agency at the request of the Department, has reviewed seven products that use ozone and none of these demonstrate that their use reduces infection rates. The use of ozone to reduce methicillin resistant Staphylococcus aureus infections is unproven.


	Charles Hendry MP has asked eight PQs about the prevention of MRSA over the last two parliamentary sessions. 

	House of Commons Written Answers

Bacterial Diseases: Death

9th July 2007
	Sandra Gidley (Lib Dem. Romsey): To ask Mr Chancellor of the Exchequer, in how many deaths (a) clostridium difficile, (b) MRSA and (c) acinetobacter has been reported as (i) contributing to and (ii) causing death.

Angela Eagle (Exchequer Secretary to the Treasury): The information requested falls within the responsibility of the National Statistician, who has been asked to reply.
Letter from Colin Mowl, dated 9 July 2007:
The National Statistician has been asked to reply to your recent question asking in how many deaths (a) clostridium difficile, (b) MRSA and (c) acinetobactor has (i) been reported as contributing to and (ii) causing death. I am replying in her absence.

Special analyses of deaths involving MRSA and Clostridium difficile are undertaken annually by ONS for England and Wales. These are published annually in Health Statistics Quarterly.
The latest year for which such figures are available is 2005. These data were released in “Health Statistics Quarterly 33” which is available in the House of Commons library and on the National Statistics website.(1,2,3) These reports contain tables of the number of deaths where MRSA and Clostridium difficile were reported as the underlying cause of death or were mentioned anywhere on the death certificate.
There are no routine statistics on deaths involving the gram negative bacterium acinetobacter. Doctors completing death certificates are asked to state the diseases, for example pneumonia, meningitis or septicaemia, which caused or contributed to death. They sometimes specify the micro-organism responsible for such infectious diseases, for example meningococcus, streptococcus pneumoniae etc, but are not required to do so. Indeed, they may not know the organism responsible when certifying the death, or there may be more than one. In addition, causes of death are classified using the International Classification of Diseases, Tenth Revision (ICD-10). As its name implies, this is a classification of diseases not micro-organisms.
It includes codes for only a limited range of common pathogens. There is no code in any revision of the ICD for acinetobacter.
(1) Office for National Statistics (2007) Report: Deaths involving Clostridium difficile: England and Wales, 2001-05. “Health Statistics Quarterly” 33, 71-75.
(2) Office for National Statistics (2007) Report: Deaths involving MRSA: England and Wales, 2001-05. “Health Statistics Quarterly” 33, 76-81.
(3) http://www.statistics.gov.uk/StatBase/Product.asp?vlnk=6725

	Sandra Gidley MP is a member of the Health Select Committee. 

	Hospital is first to be given official MRSA warning
The Independent

9th July 2007
	A north London hospital has become the first in the country to receive an official warning for putting patients at risk of infection with the superbugs MRSA and C.difficile - raising new fears about standards of hygiene across the NHS. 
In a nationwide crackdown on hospital infection, which causes thousands of deaths each year, the Healthcare Commission found serious breaches of the hygiene code at the 900-bed Barnet and Chase Farm Hospitals NHS Trust. The trust compounded its felony by earlier declaring that it was compliant with the hygiene code, published last October, which sets minimum standards for all trusts - suggesting poor hygiene in the NHS could be more widespread than thought.
Inspectors who visited Chase Farm hospital unannounced on 7 June found it was "failing to provide a clean and appropriate environment for health care". The trust has been ordered to make "immediate changes" and given up to three months to comply or face referral to the Secretary of State, who could order a hit squad to take over its management.
The development indicates that trusts cannot be relied on to make their own checks, or honestly report failures where they occur. Last month, the Healthcare Commission reported that 99 NHS trusts, one in four of the total, admitted failing to meet minimum hygiene standards.
The figures were sharply up on the previous year but they were welcomed by the commission, which said the apparently worsening picture reflected greater openness on the part of trusts and not dirtier wards.
But Barnet and Chase Farm was not among the 99 who admitted failure and claimed it met minimum standards set out in the hygiene code. This raises the prospect that many trusts are similarly deceived about their own performance.
In a nationwide series of spot checks on hygiene standards, launched last month, the commission has so far inspected just 11 trusts out of a planned 120.
At Chase Farm hospital, inspectors found staff were failing to assess risks of infection, had inadequate isolation facilities and did not understand when to use them. Alcohol gels for disinfecting hands were not provided at patients' bedsides and there were "inconsistent and confusing" messages about their use.
Only one microbiologist worked on infection control - for four hours a week - which the commission said was not enough. There was no budget for training staff and attendance at training was not monitored. Information was out of date - one leaflet given to staff, visitors and patients about MRSA was dated 1999.
Anna Walker, chief executive of the Healthcare Commission, said: "It is absolutely critical that the trust is able to say it is doing everything possible to control infection. This is not yet the case and we expect that problem to be addressed with urgency on behalf of patients."
The trust said it had invested £500,000 in cleaning wards and was "winning the battle" against infection. Cases of C.difficile had fallen from 74 in April to 16 in June. Richard Harrison, medical director, said: "Patients and their families can be reassured we are taking every step possible to minimise the risk.''
Cleanliness and hygiene now regularly top polls of patients' greatest anxieties about the health service. Last week, Alan Johnson, the Health Secretary, announced an extra £50m to combat hospital infections.


	The Healthcare Commission have reported serious breaches of the hygiene code at Barnet and Chase Farm Hospitals NHS Trust in London. The Trust has been issued with an official warning. 


	9. Other Health Issues 

	Scottish Parliament Written Questions
Tabled 6th July 2007


	Christine Grahame (SNP. South of Scotland): To ask the Scottish Executive how mortality rates per 100,000 population from (a) coronary heart disease, (b) strokes, (c) diabetes, (d) cancer, (e) smoking-related illnesses and (f) alcohol-related illnesses in the Scottish Borders compared with the Scottish average in each year since 1997.
	Awaiting answer.

	Starting from scratch
The Guardian – Society

11th July 2007
	The political significance of Gordon Brown's decision to appoint an Armenian-born pioneer of keyhole surgery as the health minister for England becomes apparent today. Sir Ara Darzi, 47, is professor of surgery at Imperial College London. He has a glittering international reputation for making clinical advances in minimally invasive and robot-assisted surgery. He brings to the government the credibility of a practising consultant who will continue to spend two days a week in the operating theatre. And last week he was put in charge of a review of the NHS to determine the next stages of reform after the government has achieved the target of reducing the maximum wait for hospital treatment to 18 weeks by the end of next year.

Until today, it was possible to interpret Brown's choice of Darzi as a calming gesture towards the medical profession. Instead of having politicians or managers telling the health service what to do, he was putting one of their own in charge of mapping out the future.

But Darzi's 10-year plan for reorganising the NHS in London is anything but calming. However brilliant the conception, it is a recipe for turbulence. The document - due to be published by the London strategic health authority today - proposes a massive shift of work from hospitals into polyclinics and urgent care centres that would cater for most people's medical needs closer to home.

The plan is revolutionary. It says: "The days of the district general hospital seeking to provide all services to a high enough standard are over." In Darzi's view, it is not safe or economic to treat patients with complex needs in a hospital where staff have too little experience of the condition. Those patients should go to specialist hospitals. London already has six, including the internationally renowned Great Ormond Street hospital for children and the Royal Marsden for cancer patients.

Darzi thinks that the capital needs up to 12 specialist hospitals, between eight and 16 major acute hospitals, and a handful of "academic health science centres" created by integrating top hospitals with universities' biomedical research centres. That implies that many of London's big general hospitals would lose their maternity and paediatric departments, and that they would no longer carry out major surgery at night. Ambulances, blue lights flashing, would take the most seriously ill patients to other hospitals with more advanced facilities.

The rationale behind the proposals may be familiar to anyone who heard Patricia Hewitt, the former health secretary, when she called for 5% of hospital work to transfer into the community and the most complex surgery to be carried out in regional specialist centres. But the scale of Darzi's reorganisation is vastly more ambitious. He has been working on the London strategy since September, and it is probably coincidental that the document was scheduled for publication so soon after Brown entered No 10.

But the prime minister knew about the radicalism of Darzi's vision before giving him ministerial office. On the day before Brown was formally anointed party leader last month, he sat in on one of Darzi's public consultation events. By backing Darzi, Brown showed he was more interested in changing the NHS than making cosmetic adjustments to defuse tensions in time for the general election.

Of course, Darzi is only the junior minister. Alan Johnson, the health secretary, has the seat in cabinet. Johnson is the captain with responsibility for sailing the NHS ship safely into port in time for the general election. But Darzi has the keys to the map room to chart the next voyage.

Talking to Society Guardian after operating on a patient at St Mary's hospital in Paddington, west London, on Friday, Darzi says: "The review of London's healthcare has dominated my life for the past eight months. It was possibly the most challenging work anyone could do while still contributing as a clinician. I have worked in London for many years, but was never before exposed to the bigger picture."

He found huge contrasts. Top teaching hospitals and university biomedical departments are at the cutting edge of global medical advance, but across the capital, in pockets of social deprivation, people are dying unnecessarily, due in part to poor healthcare.

Westminster and Canning Town are separated by only eight stops on the Jubilee line as it runs from the centre of London to the East End, yet life expectancy in Canning Town is seven years less than in Westminster.

Darzi found there were fewer GPs per head in areas where the health needs were greatest. Doctors in large acute hospitals in London saw 24% fewer patients than their counterparts elsewhere in Britain. About 22% of Londoners are dissatisfied with the way the NHS is run, compared with 18% nationally. The review concluded: "Continuing with the old ways of doing things will not only be ineffective, it is also likely to be unaffordable."

Darzi says he wanted his review to be different from anything that had been tried before. Instead of starting with the hospital estate and thinking how it could be better used, he began by analysing patients' needs from cradle to the grave.

"This is not the Darzi report," he insists. "A troop of 60 clinicians went through this with me. They were not the great and the good, but people working on the shop floor. I challenged them with three questions. What are the clinical pathways that you provide for your patients now? What are the best clinical pathways that you would wish to deliver for your patients? And how do we make that happen?"

This amounted to working out how the NHS in London should look if it were being built from scratch.

The clinicians set to work marrying polling research about what patients said they wanted with medical research about the most effective way of delivering care. One of their mottos was: "Localise where possible, centralise where necessary." Other principles included maximum cooperation between health and social services to stop people falling through the gaps, more emphasis on health promotion, and a strong focus on health inequalities and ethnic diversity.

The result is a blueprint for a radically different NHS. Darzi believes 50% of the work done in district general hospitals can be devolved to local level. That would include more care being delivered in people's homes - particularly during maternity and towards the end of life.

A network of 150 polyclinics would "provide a new kind of community-based care at a level that falls between the current general practice and the traditional district general hospital". Minor emergencies would be treated at urgent care centres dotted around the capital, and the ambulance service would be upgraded to take the most seriously ill directly to major acute hospitals or trauma centres.

This is a more comprehensive version of changes that have sparked protests around the country - often supported by Labour ministers who recognise constituents' attachment to having the full range of services available at the local hospital.

But Darzi believes he can carry Londoners with him by explaining the clinical reasons for reform. For example, the status quo is unacceptable for stroke patients who are not getting the right care. He wants them to be treated in seven "hyper-acute" stroke centres.

"I don't think there will be any closures of hospitals," Darzi says. "Our analytic work suggests that what we need is to redefine the function of buildings over the next decade." The London NHS estate covers more than 1.5 sq miles - making it larger than the City of London, on which much of the capital's wealth depends. Many hospitals are on prime sites, some of which could be released for affordable housing. "I am not suggesting we sell the family silver," Darzi insists, "but creative enterprise can raise a lot on the back of these assets."

He does not think private finance initiative (PFI) contracts locking the NHS into 30 years of repayments on old-style hospitals are a problem. If a district general hospital converts to become a local or specialist hospital, the PFI costs will, he maintains, stay the same.

Darzi has no map showing which hospitals will become the hubs of advanced medicine and which will lose some functions and status. That will not emerge until after the strategic health authority has completed a formal public consultation on the plan and primary care trusts translate it into a 10-year programme.

He knows this will not be plain sailing. "The public say hospital is not the only answer, but they also say don't tinker with what we have got until there is something better in place." The plan includes investment in up to a dozen new polyclinics to whet the public's appetite for change.

Darzi's family were among the survivors of the Armenian genocide in the early 20th century. He was brought up in Iraq, where, like other Christian Armenians, he attended a Jewish community school. At 17, he went to university in Dublin and got his medical degree at Trinity College. Darzi has an Irish wife and a slight Irish accent. "Take me out for a drink and you will see I'm a Paddy," he says. He completed his medical training at Central Middlesex and St Mary's hospitals in London, where he has combined hands-on surgery with a professorship at Imperial College.

Now, as he starts work on the national NHS review, he asks patients and voters to avoid jumping to the conclusion that his prescription for London will be the right medicine for the whole country. His style of working will be the same. He intends to "engage with the clinical community and the public". And he will draw on the best international research about quality and safety. But he maintains that London is unique. The national review "could use the same processes, but the recommendations would be very different".

Does this mean that Brown is committed to further heavy-duty NHS reform? Darzi does not say yes or no, but he accepts that the prime minister has signed up to a process of clinical engagement. "Reform is here to stay," he says. "Forget about the politics. I don't have any political experience. But, as a clinician, I can tell you this: it is refreshing to take a deep breath and look where we are on this journey.

"There is a reason why, as a clinician, I was asked to do this [national] piece of work. We put the money in. We have done the reforms. But we have not described to staff and users where this journey is going.

"In London, I have been through this journey for the last eight months. I can reassure you, I have carried everyone with me. The report is based on what clinicians are telling me, what the public are telling me, and what the clinical evidence suggests. Change causes turbulence in all aspects of life, in all professions. The only difference here is that we are talking about the quality of patient care."


	For information.

	House of Commons Oral Answers
Prime Minister’s Questions

11th July 2007
	David Cameron (Leader of the Opposition): I join the Prime Minister in paying tribute to Corporal Christopher Read, to Lance Corporal Ryan Francis, and to Rifleman Edward Vakabua, who died serving their country.

Last week, the Government announced a fundamental review of the NHS. Will the Prime Minister confirm that no hospital closures or service reductions will take place until that review is completed?

Gordon Brown (Prime Minister): What I can confirm is that the seven proposals before the Secretary of State will be referred to the medical panel—an independent medical panel—which will make recommendations on what is the right way forward. I can also confirm that, as the review is taking place throughout the country, all decisions will be based on medical and clinical need. We will report back to the House on the review at the time of the pre-Budget report in October, and that will be the basis on which we will proceed further.

I should also point out to the right hon. Gentleman that there are 108 new hospital developments in this country as a result of what this Government have done, and that the difference between the two sides of the House is that we are prepared to spend more money on the health service. He has never guaranteed an extra penny on the national health service.

David Cameron (Leader of the Opposition): So the answer is no. The cuts go on, the closures go on and the service reductions go on. What is the point of holding a review if one is not going to stop and wait for its conclusions? Let us take a specific example. Will the Prime Minister confirm that the “Healthcare for London” report, published today, will lead to the closure of accident and emergency departments and maternity wards all over London? A simple yes or no will do.

Gordon Brown (Prime Minister): This is not correct. Lord Darzi has conducted the review, which is for consultation and then local decision making. I shall quote to the leader of the Conservative party what he said. He said:

“I don’t think there will be any”

need for hospital closures…

For the full debate, click here.

	David Cameron chose to focus on health issues during Gordon Brown’s second performance at Prime Minister’s questions, asking about Prof Ara Darzi’s review of the NHS and how it will effect hospital closures. 

	House of Commons Oral Ministerial Statements
Draft Legislative Programme

11th July 2007
	Gordon Brown (Prime Minister): For over one and a half centuries, the annual Gracious Address has been drafted inside Government and agreed by the Cabinet far from the public arena, but I believe that it is right, in the interests of good and open government and public debate, that each year the Prime Minister make a summer statement to the House so that initial thinking, previously private, can be the subject of widespread and informed public debate. Today, in advance of final decisions, the Leader of the House is publishing details of our initial list of proposed legislative measures, inviting debate on them in both Houses this month and making provision for region-by-region deliberation and responses…

…I turn to some of the other proposed Bills in our programme. As we approach the 60th anniversary of the NHS, we will do more to put power in the hands of patients and staff and ensure that every patient gets the best treatment. Alongside the NHS review announced last week, the health and social care Bill will create a stronger health and social care regulator, and there will be a clear remit to ensure improved access, clean and safe services, and high-quality care…

For the full debate, click here.

	In his second full week as Prime Minister Gordon Brown set out legislative proposals such as a social care Bill, please follow the link for the full statement. 

	House of Commons Written Answers

Departments: Public Bodies

12th July 2007
	Stephen O'Brien (Con. Eddisbury): To ask the Secretary of State for Health pursuant to the answer of 19 June 2007, Official Report, columns 1630-4W, on Departments: public bodies, what the (a) whole-time equivalent numbers and (b) budget were for NHS Supply Chain in each year since its inception.
Ivan Lewis (Parliamentary Under Secretary of State for Care Services): Information relating to NHS Supply Chain was not provided separately in the answer of 19 June 2007 as it is not an arm’s length body in its own right. NHS Supply Chain was created on 1 October 2006 and is a contract managed by NHS Business Services Authority.

As of end June 2007, NHS Supply Chain employed 1,592 whole-time equivalent members of staff.

The budget is commercially sensitive information and is not for public disclosure, as agreed by the contract established with the Department.


	Stephen O’Brien was appointed to the shadow health front bench in a response to Gordon Brown’s cabinet reshuffle. 


	10. Events

	MTG Parliamentary Showcase

18th July 2007
	The MTG Parliamentary Showcase, 'Medical Technology: a journey through the body', will take place on Wednesday 18th July 2007 in the Attlee Suite in Portcullis House from 10am-4pm.
 

If you would like to exhibit at the showcase please contact us directly through the MTG mail account and specify:
 

· What size stand you would bring e.g. 3mx3m (tables can be provided, please specify if needed) 

· What additional equipment you would require, e.g. visual/audio


	Please contact mail@mtg.org.uk if you would like to exhibit at this year’s showcase. 

	Arrthymia Alliance – Heart Rhythm Congress 2007

29th-31st October 2007


	Hilton Birmingham Metropole, Birmingham , UK - http://www.hilton.co.uk/birminghammet
29th - 31st October 2007  www.heartrhythm.org.uk
Please contact Laura Newton on 01789 450787 for any further information.

	For Information.

	Cardiac Risk in the Young Raising Awareness Week

9th – 15th July 2007

	Cardiac Risk in the Young raising awareness Week is 9th – 15th July 2007.

There will also be international conferences on ‘Sports Cardiology from Theory to Practice’ on 12th October and on ‘Diagnosis and Management of Inherited Cardiovascular Disease’ on 13th October.

For more information please visit the Cardiac Risk in the Young website www.c-r-y.org.uk
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