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Your responsibility is using NICE advice This quality statement is taken from stroke adults quality standard. The quality standard determines the clinical best practices of stroke in adult care and should be read fully. Adults in emergency and emergency (A&amp;amp; (E) in a unit with suspected stroke are
admitted to a specialised acute stroke unit within 4 hours of arrival. Specialised acute stroke units are associated with improved patient safety thanks to better results, such as reduced disability and mortality, thanks to the range of specialist treatments they provide. Admission to these units should be
within 4 hours of arrival in A &amp;amp; E, so that treatment can begin as soon as possible and to help prevent complications. Some adults with acute stroke may require treatment in higher-level units, such as large depending on or in intensive care units. Evidence of local measures and written clinical
protocols to ensure that adults who aulse A&amp;amp; In Ward E with suspected stroke, are admitted to a specialised acute stroke unit within 4 hours of arrival. Data source: Local data collection. Part of A &amp;amp; The Department of E presents a suspected stroke in adults in which a person is
admitted to a specialist acute stroke unit within 4 hours of arrival. Counter – the number of the denominator in which the person is admitted to a specialized acute stroke unit within 4 hours of arrival. Denominator – number of A &amp;amp; The E department presents a suspected stroke.a) Mortality rates
in adults who have stroke.b) Changes in Modified Rankin Score count after 6 months after stroke. Service providers (e.g. secondary care providers) ensure that systems are in place for adults who are presented with A&amp;amp; section E with suspected stroke to be admitted to a specialised acute
stroke unit. Health professionals recognize that adults in A&amp;amp; In Chapter E with suspected stroke, a specialised acute stroke is offered within 4 hours of arrival. Commissioners (e.g. clinical work trade groups) ensure that they carry out commission services that can show that adults offering
A&amp;amp; In warde E with suspected stroke, are admitted to a specialised acute stroke unit within 4 hours of arrival. Adults with suspected strokes who go to A &amp; E, are admitted to an acute stroke unit within 4 hours of arriving at A&amp;E. The Acute Stroke Unit has special equipment and a team
of doctors, nurses, physiotherapists and other healthcare professionals who provide specialist treatment as soon as possible and help prevent further problems. Discrete area in a hospital for people with a stroke. It employs a specialised multidisciplinary team of strokes, which has access to and
rehabilitation equipment. Stroke Unit Trialists collaboration provides 5 key properties markers for a good specialist acute stroke unit: a consultant doctor with on the formal links of stroke with patient and caregiver organisations at multidisciplinary meetings at least once a week to plan the provision of
patient care to patients on the funding of stroke for external courses and admissions. This quality statement is taken from the stroke of adults quality standard. The quality standard determines the clinical best practices of stroke in adult care and should be read fully. Adults who have stroke rehabilitation in
hospital or community are offered at least 45 minutes of each relevant therapy at least 5 days a week. Higher intensity stroke rehabilitation therapies can improve the quality of life of adults who have had a stroke. The improvements that an adult with a stroke should be made during a stroke will depend
on their health and abilities before and after stroke, stroke severity and the intensity of rehabilitation therapy. The intensity of stroke rehabilitation must be appropriate for the person so that they can participate and succeed for their functional purposes. Evidence of local arrangements and written clinical
protocols to ensure that adults with stroke rehabilitation in hospital or community are offered at least 5 days a week from each of the relevant therapies. Data source: Local data collection.a) Proportion of adults with stroke rehabilitation in hospital receiving at least 45 minutes of each relevant therapy at
least 5 days a week. Counter – the number of the denominator, which receives at least 45 minutes of each relevant therapy at least 5 days a week. Denominator – number of adults having stroke rehabilitation hospital.b) Proportion of adults who have stroke rehabilitation in society who receive at least 45
minutes of each relevant therapy at least 5 days a week. Counter – the number of the denominator, which receives at least 45 minutes of each relevant therapy at least 5 days a week. Denominator – the number of adults having a stroke in the rehabilitation society. Data source: Local data collection.
Changes in Modified Rankin score after 6 months after stroke. Providers (e.g. secondary care providers and community care providers) shall ensure that adults with stroke rehabilitation are offered at least 45 minutes of each relevant therapy at least 5 days a week. Health and social care professionals
offer adults who have a stroke rehabilitation of at least 45 minutes from each of the appropriate therapies at least 5 days a week. Commissioners (e.g. clinical start-up groups and local authorities) ensure that they perform a service in which adults with stroke rehabilitation are offered at least 45 minutes of
each relevant therapy at least 5 days a week. Adults with rehabilitation treatment after stroke are offered at least 45 minutes of each type of rehabilitation therapy they need at least 5 days a week. Rehabilitation therapy is a long-term support to help people regain their independence and cope with any
remaining disabilities after a stroke. It may involve many different specialists, such as physiotherapists, speech therapists and occupational therapists. They can help people who have problems with their memory and concentration; speaking, reading, and writing; emotions and feelings; in the field of sight;
swallowing and eating; durability, balance and movement; and shoulder pain. They also include help to promote physical activity and independent living. Adults who have had a stroke should be offered all rehabilitation therapies that are appropriate to their needs, as long as they are able to participate
and succeed in achieving their functional goals. Adults with strokes should be able to access rehabilitation at any stage of the stroke care pathway when needed. [Adapted from NICE guidelines on rehabilitation of stroke in adults, recommendation 1.2.16 and expert opinion] Some adults who have had a
stroke may not have the mental or physical ability to participate within 45 minutes of each rehabilitation therapy. Service providers should ensure that treatment is still offered 5 days a week, but for a shorter period. This should be given with an intensity that allows a person to actively participate, and at a
level that allows it to succeed. This quality statement is taken from the stroke of adults quality standard. The quality standard determines the clinical best practices of stroke in adult care and should be read fully. Adults who have had a stroke have access to a clinical psychologist with experience in stroke
rehabilitation as part of a major multidisciplinary stroke rehabilitation team. Many adults who have had a stroke experience psychological difficulties, including low mood and anxiety, as well as cognitive problems such as problems with memory and information processing. Psychological therapy can help
people and their families or carers with these difficulties. Having a clinical psychologist as part of a major multidisciplinary stroke rehabilitation team can help ensure that people have access to psychological therapy tailored to their needs. Evidence of local measures and protocols to ensure that stroke
care services are a key multidisciplinary stroke rehabilitation team, involving a clinical psychologist with experience in stroke rehabilitation. Data source: Local data collection. Quality of life for adults who have had a stroke. Data source: Local data collection. Providers (e.g. secondary care providers)
ensure that the basic multidisciplinary stroke rehabilitation team includes a clinical psychologist with experience in stroke rehabilitation. Health and social care professionals are aware that a clinical psychologist who has experience in the must be part of the basic multidisciplinary stroke rehabilitation
team.Commissioners (such as clinical workplace groups) ensure that they commission services that are a clinical psychologist with experience in stroke rehabilitation as part of their main multidisciplinary stroke rehabilitation team. Adults who have had a stroke who need help with psychological problems
can see a clinical psychologist specialising in stroke rehabilitation. The psychologist is part of the stroke rehabilitation team. The team should include the following professionals with experience in stroke rehabilitation: consultant doctors nurses occupational therapists occupational therapists speech and
language therapists clinical psychologists rehabilitation assistants social workers. [NICE guidelines for stroke rehabilitation in adults recommendation 1.1.3] This quality statement is taken from stroke in adults quality standard. The quality standard determines the clinical best practices of stroke in adult
care and should be read fully. Adults who have had a stroke are offered early supported discharge if the main multidisciplinary stroke team appreciates that it suits them. Early-on-day discharge is an intervention for adults after a stroke, which allows their care to be transferred from the hospital
environment to the community environment. This allows people to continue rehabilitation therapy at home with the same intensity and competence that they would receive in the hospital. It may not be suitable for all adults with stroke or in all conditions. The decision to offer early-support discharge is taken
by the main multidisciplinary stroke team after consulting the person and their family or caregiver, if applicable. Evidence of local arrangements and written clinical protocols to ensure that adults who have had a stroke are offered early discharge if the main multidisciplinary stroke team assesses that it is
appropriate for them. Data source: Local data collection.a) Proportion of adults who have had a stroke and who have been assessed as suitable for early use by the basic multidisciplinary stroke team receiving it. Counter – the number of the denominator receiving early discharge support. Denominator –
the number of adults who have had a stroke and who are assessed to be suitable for early, supported discharge by the main multidisciplinary stroke team. Data source: Local data collection.b) Proportion of adults who have had a stroke treated by an early-supported discharge team. Counter – the number
of the denominator processed by the early supported discharge command. Denominator – number of adults who have had a stroke.a) Duration of stay in adults who have had a stroke. Data source: Local data collection.b) Quality of life in adults who have had a stroke. Data Source: Local Data Service
providers (e.g. secondary care providers) shall ensure that the have been introduced to offer early-supported discharge to adults who have had a stroke if it is estimated that it is appropriate for them with a major multidisciplinary stroke team. Health and social care professionals in the basic



multidisciplinary stroke team are aware of discharge pathways and offer early-supported discharge to adults who have had a stroke if it suits them.Commissioners (clinical workplace groups) ensure that they commission services that can provide early-supported budgeting services to adults who have had
a stroke if it is assessed to be suitable for them on a basic multidisciplinary stroke team. Adults who have had a stroke are offered an early-supported discharge if their stroke team decides that it suits them. This means that they are supported to go home from the hospital as soon as possible and have
the same rehabilitation care at home. It is offered only if the person is well enough and can be done safely. Interventions for people who have had a stroke, allowing care to be transferred from a hospital environment to a community environment, to continue rehabilitation. The intensity of care and the
knowledge of the users who provide it are maintained. [NICE guidelines for stroke rehabilitation in adults] The main multidisciplinary stroke team will assess whether early-supported discharge is appropriate for adults who have had a stroke. The assessment takes into account the person's functional,
cognitive and social conditions. This may include, for example, a person's ability to stand alone or with help from bed to chair and whether a safe environment can be provided at home. [NICE guidelines for stroke rehabilitation in adults, Recommendation 1.1.3] Early supported discharge is only suitable for
a safe environment. This may therefore not be appropriate for some people because of their living conditions, such as those where they are homeless, recent refugees, asylum seekers or migrant workers. It may not be suitable for people with significant cognitive and functional disabilities. This quality
statement is taken from the stroke of adults quality standard. The quality standard determines the clinical best practices of stroke in adult care and should be read fully. Adults who have had a stroke are offered active leadership to return to work if they want to do so. After a stroke, adults may have a
significant disability that prevents them from returning to The work can promote a person's identity and perceptive status, has financial quality of life and reduce ill health. The ability to return to work is also a sign that rehabilitation has been successful. Evidence of local measures and written clinical
protocols to ensure that adults who have had a stroke are offered active guidance to return to work if they so wish. Data source: Local data collection. The proportion of adults who have had a stroke who receive active management to return to work if they so wish. Counter – the number of the
denominator who receives active management to help them return to work. Denominator – the number of adults who have had a stroke, who want to return to work. Data source: Local data collection.a) Quality of life in adults who have had a stroke. Data source: Local data collection.b) Quality of life for
carers in adults who have had a stroke. Data source: Local data collection. Service providers (e.g. community services) ensure that systems are in place for adults who have had a stroke to offer them active management to return to work if they so wish. Health and social care professionals offer adults
who have had stroke active management to return to work if they wish. Commissioners (e.g. local councils) ensure that they provide commission services that offer adults who have had stroke active management to return to work if they so wish. Adults who have had a stroke and want to return to work
are offered help and support to do so. This should include assistance to identify and manage any problems that could make it difficult to return to work. Active management should include: physical, occupational, identification of cognitive, communication and psychological requirements (e.g. multitasking
mode in response to e-mails and telephone calls in a busy office), identifying any work-related impairments (e.g. physical limitations, anxiety, fatigue that prevents all day-to-day visits, cognitive impairments that prevent multiple-risk-worthy, and communication deficits) that adapt interventions (e.g.
physical limitations, anxiety, fatigue that prevents all day-work visits) , cognitive impairment, eliminating multitasking, and communication deficits), adapting interventions (e.g. teaching strategies to support multitasking or memory difficulties, learning to use voice-activated software for people with difficulty
in writing and providing job simulations), educating on the Equality Act 2010 and support available (e.g. access to the work scheme) workplace visits and collaboration with employers to create reasonable work, such as providing equipment and sorted return work. Services should make reasonable
adjustments to help adults with significant cognitive impairments and to stay in work or education or find new jobs, volunteering and educational opportunities. Some adults may not be able to work, so other vocational or educational measures, including pre-world training, should be considered. This quality
statement is taken from the stroke of adults quality standard. Quality standard standard best practice in the field of stroke in adults and should be read in full. Adults who have had a stroke have their rehabilitation goals reviewed regularly. Regularly reviewing the goals of an adult who has had a stroke
helps determine their values, beliefs and desires that can affect the type of rehabilitation that would suit them. It can also help to promote and motivate a person, as well as improve the results of rehabilitation. Targets should be set within 5 days of arrival in emergency and emergency (A&amp;amp; (E) to
ensure that they are established from the start of the rehabilitation process. They should then be reviewed regularly to ensure that the targets continue to apply to the person who has had a stroke. Evidence of local measures and written clinical protocols to ensure that rehabilitation objectives are regularly
reviewed in adults who have had a stroke. Data source: Local data collection.a) Proportion of adults who have had a stroke agreed on rehabilitation objectives within 5 days of arrival in A&amp;E.Numerator – proportion of adults who have had a stroke.b) Proportion of adults who have had a stroke.b)
Proportion of adults who have had a stroke whose rehabilitation objectives are reviewed at regular intervals. Counter – the number of the denominator whose rehabilitation objectives are regularly reviewed. Denominator – number of adults who have had a stroke with agreed rehabilitation goals. Data
source: Local data collection.a) Quality of life in adults who have had a stroke. Data source: Local data collection.b) readmission rates for adults who have had a stroke. Data source: Local data collection. Service providers (e.g. primary, secondary and community care providers) ensure that systems are
in place for adults who have had a stroke to regularly review their rehabilitation objectives. Healthcare professionals regularly review rehabilitation targets for adults who have had a stroke. Commissioners (e.g. local councils, NHS England and clinical working groups) ensure that they carry out
commission services where adults who have had a stroke are regularly reviewed for rehabilitation purposes. Adults who have had a stroke have the opportunity to discuss and agree goals (things they would like to achieve) to recover them and review them regularly to ensure that they remain relevant.
Rehabilitation objectives should be significant and important for adults who need to focus on action and participation are complex, but both short-term and long-term elements are achievable. [NICE guidelines for stroke rehabilitation in adults, Recommendation 1.2.8] Targets should be set within 5 days of
arrival in A&amp;E. The revision of the targets should take place at intervals 6 weeks, 3 months, 6 months, and every year thereafter. The review should be carried out by defining the meetings scheduled for the working week involving the person with a stroke and, where appropriate, their family or carer.
[NICE guidelines on stroke rehabilitation in adults, recommendations 1.2.9 and 1.2.12 and expert consensus] When setting rehabilitation goals, health care professionals should know that adults with strokes may have cognitive or physical impairment, and in the acute stage participation in some adults
may be limited until a person feels ready and more confident. The purpose of the discussion should take into account all additional needs, such as physical, sensory or learning disabilities, and the needs of people who do not speak or read English. People should have access to an interpreter or lawyer if
necessary. This quality statement is taken from the stroke of adults quality standard. The quality standard determines the clinical best practices of stroke in adult care and should be read fully. Adults who have had a stroke have a structured health and social care review for 6 months and 1 year after the
stroke, and then every year. Reviewing the health and social care needs of adults who have had a stroke allows health and social care professionals to identify any problems or difficulties a person who has had a stroke and their family or caregivers may experience. This can help adults who have had a
stroke and their families or carers to make changes to their care according to their needs. Evidence of local measures and written protocols to ensure that adults who have had a stroke have a structured review of health and social care after 6 months and 1 year after the stroke, and every year thereafter.
Data source: Local data collection.a) Proportion of adults who have had a stroke who have had a structured review of health and social care after 6 months after a stroke. Counter – number of denominator who have structured health and social care review within 6 months after stroke. Denominator – the
number of adults who had stroke.b) Part of the adults who had a stroke and had a structured health and social care review 6 months after the stroke, which is a review 1 year after the stroke. Counter – the number of the denominator, which is a review 1 year after the stroke. The denominator of adults
who had a stroke and had a structured health and social care review after 6 months after the stroke. Data source: Local data collection.c) Proportion of adults who have had a stroke and who had a structured health and social care report at 6 months and 1 year after the stroke, who then have annual
feedback. Numerator – A number in the denominator that has annual reports. Denominator – number of adults who have had and who have had structured health and social care 6 months and 1 year after stroke. Data source: Local data collection.a) Quality of life in adults who have had a stroke. Data
source: Local data collection.b) readmission rates for adults who have had a stroke. Data source: Local data collection. Providers (e.g. primary, secondary and community care providers) ensure that systems are in place for adults who have had a stroke, so that after 6 months and 1 year after a stroke
there is a structured health and social care review, and then every year. Health and social care practitioners ensure that adults who have had a stroke have structured health and social care reviews after 6 months and 1 year after a stroke, and then every year.Commissioners (such as clinical workplace
groups, NHS England and local authorities) ensure that they commission services that allow adults who have had a stroke to have a structured health and social care review for 6 months and 1 year after the stroke, and then every year. Adults who have had a stroke have to check for 6 months and 1 year
after the stroke, and then once a year to make sure they receive the care and support they need. The review should take into account any additional needs, such as physical, sensory or learning disabilities, and the needs of people who do not speak or read English. People should have access to an
interpreter or lawyer if necessary. Local authorities in the local plan, the local transport plan and other key strategies shall indicate how they address air pollution, including by allowing zero-emission travel and the development of buildings and premises to reduce exposure to air pollution. Local authorities
should be strategic leaders in local initiatives to prevent air pollution by coordinating work with key partners to ensure a consistent and planned approach. Setting their approach to air pollution in the local plan, the local transport plan and other key strategies will provide a clear framework for local action.
The main components of their approach should include the possibility of free-to-air travel and low-emission travel (including active travel, such as cycling or walking) and the development of buildings and premises to reduce exposure to air pollution.a) Evidence identified by local authorities in the local
plan, local transport plan and other key strategies, including who is responsible for implementing key measures.b) Evidence identified by local authorities in the local plan , the local transport plan and other key strategies to address air pollution, including who is responsible for implementing key
measures.b) Evidence identified by local authorities in the local plan, local transport plan and other key how they address the problem of air pollution, including who is responsible for implementing the main measures.b) Evidence identified by local authorities in the local plan, local transport plan and other
key strategies to address air pollution, including who is responsible for implementing key measures.b) Evidence identified by local authorities in the local plan, local transport plan and other key strategies for addressing air pollution problems , including who is responsible for implementing the main
measures.b) Evidence, local transport plan and other important strategies for how they will encourage and promote active travel.c) Evidence from local authorities in the local plan, local transport plan and other key strategies identifies how they will encourage and promote the travel of zero- and low-
emission vehicles.(d) Evidence from local authorities in the local plan, local transport plan and other key strategies. how they will develop buildings and premises to exposure to air pollution.e) evidence that local authorities identify key measures to prevent and monitor progress against air pollution.a) The
proportion of journeys by local populations taking place; biking, public or zero-emission or low-emission vehicles.b) Annual and daily mean concentrations of nitrogen dioxide (NO2) for particulate matter at 10 micrometres or smaller diameter (PM10).(d) mean concentration of fine particulate matter of 2,5
micrometres or less (pm2.5). Local authorities work with partners to ensure local plans, local transport plans and other key strategies to define the approach to air pollution prevention, including ensuring zero- and low-emission travel and developing buildings and facilities to reduce exposure to air
pollution. Local authorities are working together to prevent traffic and emissions migration to other communities, which can lead to poor air quality areas. People in the community know that their local authorities and other local organisations are working together to protect them from the effects of air
pollution. All levels of local government, including counties, counties and single authorities, as well as regional authorities and transport authorities. Relevant local strategies such as the Air Quality Action Plan, start-up and procurement strategy, framework strategy, environmental strategy and health and
well-being strategy. Includes cycling and walking; travel with zero and low emission vehicles, such as electric cars, buses, bicycles and pedals; and car-sharing schemes or clubs. This could include: deploying and designing new buildings, facilities and properties to reduce the need for motorised travel,
minimising the exposure of vulnerable groups to air pollution without sitting in buildings (e.g. schools, kindergartens and nursing homes) in areas where pollution levels will be high when living in the living area, avoiding the creation of street and building configurations (such as deep street canyons) that
contribute to pollution, where people spend time for example, landscape features such as landscape features such as landscape features such as landscape features such as landscape features. suitable tree species and vegetation in open spaces or as green walls or roofs, provided that this does not
restrict ventilation, taking into account how structures such as buildings and other physical barriers will affect the spread of air pollutants. Local authorities should ensure that the strategic plans identify areas where air pollution is highest, and in particular in areas where people vulnerable to air pollution
may be exposed to high levels of air pollution, such as schools, kindergartens, hospitals and nursing homes, in order to be able to implement targeted approaches. Local authorities should ensure that they assess the impact of vulnerable groups when local charges are proposed for certain vehicle classes
in the clean air area. If necessary, the actions reduce the impact of fees on specific groups. Local planning authorities are assessing proposals to reduce and reduce road-related air pollution by planning applications for major developments. The built environment can affect emissions of air pollutants
associated with road traffic flow by affecting how and how many people travel, for example by providing good connections to walking and cycling networks. Buildings can affect the way air pollutants are dispersed through street design and the resulting effects on airflow. The prevention of air pollution at
the planning stage of the main development may reduce the need for more costly corrective action at a later stage. It can also help to maintain people's health and well-being during and after construction. The evaluation of proposals to reduce and reduce air pollution related to road traffic air pollution will
help to ensure that they are stable and evidence-based.a) Evidence of local processes and guidance to support planning applications for major developments includes proposals to reduce and reduce road-related air pollution. Data source: local data collection, e.g. revision of additional planning
guidelines.b) Evidence of local systems for evaluating proposals to reduce and reduce air pollution related to road safety when planning applications for major developments. Data source: Local data collection, e.g. revision of additional planning guidelines. The proportion of large development planning
applications authorised to reduce and reduce air pollution related to road safety. Counter – number denominator with conditions or obligations to reduce and reduce air pollution related to road traffic traffic. Denominator – Number of planning applications for the main developments granted with
permission. Data source: Local data collection, e.g. local planning application system.a) Proportion of local population trips made by cycling, public transport or zero or low emission vehicles.b) Annual and daily average macro-parmic concentration of nitrogen dioxide (NO2) of 10 micrometres or less
(PM10). Local planning authorities shall ensure that planning applications for major developments include proposals to reduce and reduce road-related air pollution during and after construction. Local planning authorities provide guidance to applicants and have a clear framework for evaluating proposals
under the local plan, local transport plan and other key strategies. Local guidelines should make it clear that proposals to reduce or reduce air pollution related to road safety should be supported by evidence. planning authorities monitor compliance with the planning conditions or obligations to reduce and
reduce air pollution related to road traffic. Local authority planning staff assess proposals to reduce and reduce air pollution associated with air pollution in road transport by planning applications for significant developments, using a coherent local system to ensure that they are evidence-based. Local
planning staff encourage applicants to amend their planning applications if necessary to include evidence-based approaches to reduce or reduce air pollution related to road traffic. During the planning of key development activities, the local planning authority will evaluate proposals to reduce and reduce
air pollution related to road traffic by planning applications to ensure that they are evidence-based. Planning applicants can get information about what the local planning authority is looking for and how the proposals will be evaluated. The planning of the main event applicants amends their application in
order to improve access to or reduce road traffic air pollution if requested by the municipality. People in the community know that their local planning authorities are asking developers to show how they will reduce road traffic air pollution and improve local air quality in large construction projects when they
apply for planning permission. This is to help protect local populations from the impact of air pollution on their health. Development involving one or more of the following issues: mineral victory and activity or land use for the development of mineral sediment waste, provision of residential buildings where:
the number of dwellings is 10 or more or the development must be carried out in an area of 0,5 hectares or more, and the number of dwelling houses is not known to be situated if the residential buildings or buildings are located under the construction site , shall be 1000 square metres or more or a
development carried out in an area of 1 hectare or more. Local planning authorities should ensure that proposals to promote active travel are accessible to people with reduced mobility or with disabilities when planning applications for major developments. Public sector organisations are reducing
emissions from vehicle parks to prevent air pollution. The public sector fleet is significant and includes a variety of vehicle types, some of which are highly polluting. Reducing emissions from public sector vehicle parks will help reduce road-related air pollution. Public sector organisations can expand their
influence by expanding transport or fleet services from organisations that reduce emissions from their vehicle parks to prevent air pollution. By making public your public sector organisations may encourage organisations in other sectors to take action to reduce emissions from their vehicle parks.a)
Evidence that the public sector how they will reduce emissions from vehicle parks to prevent air pollution. (b) Evidence that public sector organisations require public sector organisations to require transport or fleet services to reduce emissions from their vehicle parks to prevent air pollution.(a) Share of
zero or ultra-low emission vehicles in public vehicle fleets. Data source: Local data collection, e.g. fleet statistics.b) Total fuel consumption for public sector vehicle parks. Data source: local data collection, e.g. fleet statistics. Service providers (e.g. local authorities, NHS trras, police and fire and rescue
services) are developing a plan for reducing emissions from vehicle fleets to prevent air pollution and will monitor the impact of the plan on vehicle type and overall CO2 emissions from the fleet. Service providers are considering a range of approaches, including: replacing vehicles with zero-emission or
ultra-emission vehicles over time with incentives to rent zero-emission or ultra-emission vehicles that change the driving style of drivers by consolidating and sharing vehicles to ensure efficient use, in order to minimise bottlenecks caused by delivery schedules setting emission standards for private rented
and other licensed vehicles. Public park managers support the development and monitoring of a plan to reduce fleet emissions to prevent air pollution. Drivers of public fleets shall ensure that employees are informed of the plan and take measures in accordance with the priorities set. Commissioners (e.g.
local authorities, clinical work teaching groups, NHS England and police and crime commissioners) ensure that they have sent transport or fleet services, have a plan for reducing emissions from vehicle fleets to prevent air pollution, and ensure that service providers monitor the impact of their plan on
vehicle type and total co2 emissions from the fleet. People in the community know that public sector organisations are working to reduce pollution from their vehicles. This will help reduce local air pollution and protect people from the impact on their health. Children, young people and adults with chronic
respiratory or cardiovascular disease are given advice on regular health appointments on what to do if outdoor air quality is poor. Periods of poor air quality are associated with adverse health effects, including asthma attacks, reduced lung function and increased mortality and hospital admission. Providing
advice to children, young people and adults with chronic respiratory or cardiovascular disease (and their families or if necessary) daily health appointments will support self-government, improve their understanding of how to protect themselves when outdoor air quality is poor, and prevent their situation
from escalating. (a) Evidence that healthcare professionals who regularly appoint children, young people and adults with chronic respiratory or cardiovascular disease are aware of the advice they should be given about what to do if outdoor air quality is poor. Data source: Local data collection, such as
study records.b) Evidence of local processes to ensure that children, young people and adults with chronic respiratory or cardiovascular conditions attending regular health appointments are given advice on what to do if outdoor air quality is poor. Data source: Local data collection, such as service
protocols. The proportion of children, young people and adults with chronic respiratory or cardiovascular conditions attending regular health appointments that were given advice on what to do if outdoor air quality is poor. Counter – the number of the denominator, which was given advice on what to do if
the outdoor air quality is poor. Denominator – a number of children, young people and adults with chronic respiratory or cardiovascular disease attend daily health appointments. Data source: Local data collection, such as auditing patient records. a) Level of awareness among children, young people and
adults with chronic respiratory or cardiovascular conditions about what to do if outdoor air quality is poor. Data source: local data collection, e.g. survey of children, young people and adults with chronic respiratory or cardiovascular disease.b) Frequency of hospitalisation or hospital or cardiovascular
exacerbations. Data Source: NHS Digital's Hospital Episode Statistics include Admission data and A&amp;amp; E visits to asthma attacks, acute chronic obstructive pulmonary disease exacerbations, heart attacks, strokes, heart failure and angina attacks. Service providers (e.g. general practice, public
health services, hospitals and community pharmacies) ensure that healthcare professionals are aware that information on air quality is available, what this means and what measures are recommended. Service providers shall ensure that processes are in place to provide advice on how to do this when
outdoor air quality is poor for children, young people and adults with chronic respiratory or cardiovascular conditions (and their families or carers, if necessary) during routine health appointments. Providers ensure that advice includes how to find out where outdoor air quality is expected to be poor, such
as from the Department of Environment, Food and Rural Affairs in the Daily Air Quality Index.Health professionals (such as doctors, nurses, healthcare assistants and pharmacists) provide advice on what to do when outdoor air quality is poor for children, young people and adults with chronic respiratory
or cardiovascular disease who attend daily health appointments (and their families and carers) need to They also provide information on how to find out when outdoor air quality is expected to be poor, such as using the Daily Air Quality Index of the Department for Environment, Food and Rural Affairs.
Commissioners (such as clinical workplace groups and NHS England) commission services that provide advice on what to do when outdoor air quality is poor for children, young people and adults (and their families and carers if necessary) for daily health appointments. People with long-term respiratory
or heart disease (and their families and carers if necessary) are given advice on daily health appointments on what to do if outdoor air quality is poor and how to find out when it could be bad. Chronic obstructive pulmonary disease over 16 years: diagnosis and treatment (2018. 2019) NICE guidelines
NG115, recommendations 1.2.123, 1.2.124 and 1.2.125 Chronic heart failure in adults: diagnostics and management (2018) guideline NG106, recommendations 1.1.8 and 1.1.9 Asthma: diagnostics, Monitoring and Chronic Asthma Management (2017, updated 2020) NICE guidelines NG80,
recommendations 1.10.1, 1.10.3 and 1.10.4 Air pollution: outdoor air quality and health (2017) NICE Guideline NG70 , Recommendation 1.7.7 Rehabilitation of stroke in adults (2013) NICE guidelines CG162, Recommendation 1.3.3 Hypertension in adults: diagnostics and management (2019) NICE
Guideline NG136, Recommendation 1.4.23 Stable angina: management (2011, updated 2016) NICE Guideline CG126, recommendations 1.2.6 and 1.2.7Annu reviews and other meetings focused on support for the treatment of chronic or cardiovascular diseases. [Expert opinion] Recommendations
should include how to minimise exposure to outdoor air pollution and manage any associated symptoms, such as: preventing or reducing activities outside, especially in highly polluted areas such as busy streets, and in particular when symptoms such as sore eyes, coughing or sore throat occur. Adults
over 17 to use asthma rescuers as needed. Children and young people aged 5 to 16 years contact a healthcare professional to review if their asthma control is deteriorating. If they have not used their inhaled corticosteroid consistently, explain that restarting regular use can help them regain control of
their tailma. Closing external doors and windows are facing busy streets at a time when traffic is heavy or overloaded to help stop highly polluted air getting in the Daily Air Quality Index describes air pollution on a scale of 1 to 10 and is divided into 4 lanes from low to very high. Health effects can occur if
air pollution is moderate (4 to 6), high (7 to 9) or very high (10). Effective Intervention Library Effective Intervention Library People have the right to engage in discussions and make informed decisions about their care as described in your care. decisions using the NICE guidelines explain how we use
words to demonstrate the power (or certainty) of our recommendations, and information on prescribing (including un labeled use), professional guidelines, standards and legislation (including consent and mental capacity) and protection. The recommendations in this guideline reflect the views of NICE
obtained after careful consideration of the available evidence. In implementing their judgement, professionals and practitioners should take this guideline fully into account, as well as the individual needs, desires and values of their patients or people using their service. Recommendations are not
mandatory and the guideline is not more important than the obligation to take decisions that are appropriate to the circumstances of the individual in consultation with them and their families and carers or guardians. It is the responsibility of local Commissioners and healthcare providers to apply the
guidelines if they are to be used by individual professionals and people using the services. They should do so in the context of local and national priorities for funding and the development of services, and taking into account their responsibilities with due regard to the need to eradicate illegal
discrimination, promote equal opportunities and reduce health inequalities. Nothing in these guidelines shall be interpreted in such a way as to presud the performance of those obligations. The recommendations in this interactive flowchart reflect the view of NICE, arrived after a thorough examination of
the available evidence. In implementing their judgement, healthcare professionals should take these recommendations into account, as well as the individual needs, desires and values of their patients. This interactive scheme is a matter for healthcare professionals and their individual patients and does
not override the responsibility of healthcare professionals to make decisions that are appropriate to the circumstances of the individual patient in consultation with the patient and/or their carer or guardian. They should do so, taking due account of their responsibilities, taking due account of the need to
eradicate illegal discrimination, promote equal opportunities and reduce health inequalities. The recommendations in this interactive flowchart reflect the view of NICE, arrived after a thorough examination of the available evidence. When making a judgment, healthcare professionals should take full
account of these recommendations. However, the interactive scheme does not ignore the individual responsibility of healthcare professionals to make decisions that are appropriate to the individual's circumstances. in consultation with the patient and/or guardian or caregiver. Commissioners and/or
service providers are responsible for implementing recommendations in the local context, taking due account of their responsibilities, taking due account of the need to prevent illegal discrimination, promote equal opportunities and promote good relations. Nothing in this interactive flowchart shall be
interpreted in such a way as to be contrary to the performance of those obligations. Overall, evidence over time showed that thromboectomy with or without thromboectolysis improved functional outcomes as measured by mRS in people last known up to 24 hours previously compared to conventional
care. There was also the potential for improved quality of life. However, mortality was not clinically different and the incidence of symptomatic intracerebral bleeding was low. The Committee noted that there have been some complications of the thromboectomy-related procedure, but agreed that they
outweighed the benefits of improving the functional outcome. The Committee examined the results of 2 published cost-effectiveness analyses with the UK NHS perspective. In the first, trotectomy was estimated to be cost-effective alongside intravenous thrombolysis (if necessary) compared to intravenous
thrombolysis alone within 6 hours of the onset of the stroke (i.e. from the time when the person was last known to be good). The second demonstrated the cost-effectiveness of trotectomy and best medical treatment compared to the best medical treatment alone, 6 to 24 hours after the onset of stroke.
Therefore, the Committee agreed to recommend thromboectomy up to 24 hours after the onset of stroke, as well as intravenous thrombolysis, if in humans with appropriate clinical and radiological characteristics during the licensed period of time. Only a few people, 6 to 24 hours after the onset of the
stroke, underwent thrombolysis because it is outside the licensed time period. Therefore, the recommendation for those with more than 6 hours is just about trotmusi. Evidence of thrombocytopatomy within 6 hours of onset of symptoms ranged from populations selected using CTA or MRI to identify
proximal occlusions of blood circulation. Evidence of thromboectomy 6 to 24 hours after the onset of stroke was based on the more pronounced population using CT perfusion, MRI diffusion and MRI perfusion imaging, in addition to proximal occlusion of the circulatory artery. As the efficacy of trotectomy
in a less selected population is lower, the Committee recommended that, according to evidence, imaging such as CT perffusion or diffusion-weighted MRI sequences is performed, according to evidence, if considered a thromboectomy. This would ensure that they are vulnerable, but thromboectomy.
Although the benefit is still visible up to 24 hours after the stroke, the timing is still critical. Therefore, the Committee agreed that thromboectomy should be performed as soon as possible. In order to help determine what clinical characteristics make this intervention appropriate, it is important to take into
account the NIHSS score and the person's overall functional capacity before the stroke. The Committee agreed that it was not possible to establish strict eligibility threshold criteria based on preint functional status, clinical severity of stroke or the extent of heart attack in the original brain imaging based on
the evidence examined. This is because the test entry criteria used in the studies were different and the committee agreed that these factors should be considered as part of the clinical evaluation on an individual basis. However, as it was important to make a recommendation that can be put into practice,
the mRS and NIHSS eligibility thresholds were included to comply with nhs England's clinical agenda for mechanical thromboectomy in acute ischaemic stroke. No clinical or cost-effective evidence was obtained in a population with posterior stroke. The committee discussed that the prognosis is usually
very poor basilar artery occlusion, with about 80% mortality. Only 2 to 5% of people with basilar artery occlusion make complete neurological recovery in the absence of intervention to achieve re-decalisation or reperfusion. The Committee agreed that the common current practice is to consider
intravenous thrombolysis and mechanical thromboetomy. Good results can be achieved up to 24 hours after the onset of stroke, which is important because the diagnosis can be postponed in this population with a non-current presentation, reduced conscious levels or both. The main risk of
thromboectomy and thrombolysis in this population is by intrusion if it is found that it has been found to have disabled ischemic brain damage. For example, if a person with basilar artery occlusion has irreversible bilateral damage to pons, they can be left with blocked-in-syndrome with complete facial and
body paralysis, but clear consciousness, even if the basilar artery is open. The Committee agreed that it is standard practice to perform brain imaging and to look for established tissue damage in brain regions affected by arterial occlusion, especially the brainstem, before interfering. This reduces the
number of people who have survived with severe neurological disabilities. To demonstrate that there are rescue brain tissues, appropriate CT perfusion imaging or diffusion-weighted MRI sequences must be performed to demonstrate that there are rescue brain tissues and to seek evidence of established
damage to functionally critical posterior areas. The prospects for these populations without intervention are weak, but good results can be achieved with intervention and there is confirmatory evidence of aucture stroke treatment. Therefore, the Committee agreed that thromboectomy and thrombolysis
should be considered in patients with posterior circulation and without irreversible infarction, who were recently known for up to 24 hours. This should be done as soon as possible after presentation, as it is likely that the best possible results will be achieved with earlier intervention. The Committee noted
that in current practice, around 10% of people who show all strokes in the UK are eligible for endovascular therapy. More people could offer endovascular therapy as a result of these recommendations. The recommendation on thromboectomy with thromboticlysis within 6 hours of the onset of symptoms
is aligned with current best practice and nhs England's clinical use policy for mechanical thromboectomy in acute ischaemic stroke. Recommendations for thromboectomy from 6 to 24 hours require most providers to change current practice. Currently, NHS England's clinical workings policy states that
mechanical trumpets will be sucked in when essential salvageable brain tissue is identified for up to 12 hours. However, this extension of the eligibility period to 24 hours was based on clinical and cost-effective evidence as described above. The recommendation to consider endovascular therapy for
posterior circulation stroke reflects current best practices. Overall, the new recommendations are likely to have a significant impact on the functioning of NATIONAL technology and security banks. Most neuroscience centres have had a thromboectomy, but the recommendations will mean 24-hour access
to appropriate staff work and imaging. The Committee discussed the possibility that the new recommendations could initially lead to a large increase in referrals to centres that already have thromboectomy services. It also pointed out that there may be additional costs incurred in transferring people to
these centres. This will affect the cane site to organise transfers, emergency medical services and hubs where more people will be received. It may be necessary to establish networked activities for spoken sites around the trotectomy centre with rapid image transfer, transmission, conformity assessment
and repatriation systems. The positive impact on other aspects of stroke care helps to eliminate the balance of resource demand. For example, demand for decompressive hemicraniectomi and inpatient rehabilitation is expected to decrease. The need for long-term social care can also be reduced.
(predictive indicator for identifying people at high risk of stroke after TIA) (predictive indicator for identifying people at high risk of stroke after TIA) (discrete place in hospital employ a dedicated multidisciplinary team of strokes: it has facilities available for patient monitoring and rehabilitation; regular
multidisciplinary team meetings are held for goal setting) (loss or impairment of ability to use and understand language, usually due to brain damage) (speech apraxia is difficult to initiate and execute the volunteer movement required to create speech in the absence of weakness in speech muscles; this
can cause difficulty in creating proper speech or change in rhythm or speaking speed) (logo placed on medical devices sold in the European Economic Area to show they meet EU safety, health or environmental requirements and comply with EU law) computed tomography angiography (difficulty
formulating words) (difficulty in swallowing) (difficulty planning and executing movement) (a service for people after stroke that allows the transfer of care from the hospital to the primary care system in order to continue rehabilitation, at the same level of intensity and knowledge they would have received in
hospital) the European Carotidr Surgery Cooperation Trial Group (face arm speech disorder) during the test , the test used to to check for diagnosis of stroke or TIA (blindness on one side of one or both eyes in the field of vision) international normalized ratio Of the Medicines and Health Care Products
Regulatory Agency magnetic resonance angiography malnutrition Universal Screening Tool (inability to navigate and visit stimuli, including body parts, to the side of the body affected by stroke) North American symptomatic sleep endarkytime endarkyurtic study National Institutes of Health Stroke Scale
(symptoms with strokes lasting more than 24 hours , but later resolves, without permanent disability) (device that supports or corrects the function of the limbs or tors) (recognition of stroke in the emergency room, scale used to confirm diagnosis of stroke or TIA) (the process of identifying people with
special disabilities; then people can be offered information, further assessment and appropriate treatment , screening can be carried out as a precursor for more detailed assessment) (stroke service designed to provide rehabilitation of stroke in either hospital or society) (environment, in which
multidisciplinary stroke teams provide stroke care in a special ward with bed, dining room, gym, and access to assessment kitchens) (transient ischemic attack – symptoms of stroke and signs that resolve within 24 hours) created Path) created Path) created Path) created Road) created Path) created
Path) created Path) created Path) created Path) created Path) created Path) created Path) created Path) created Path) created Path) created Path) created Path) created Path) created Path) created Path) May 2011 Last updated: 2020 © NICE 2020 All rights reserved. According to the law notice. Right.
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