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Overview

1. Background
2. CQUIN
3. Future developments



Commissioning




Tertiary Severe Asthma

* Service specification:

“Difficult to control asthma: 1°—»2°-3°-2°
shared care and acute admissions. Majority of
cases looked after in 1° or 2° care. Difficult
asthma e.g. stage 3 or 4 but still symptomatic
esp. iIf high dose inhaled corticosteroids, and
all stage 5 (aged 5+ yrs) or stage 4 (<5 yrs) as
per SIGN/BTS 2011 guideline.”




Problems with Current Model

Definition of severe asthma

Very little detall as to what service should
be provided

In some areas very there isn't a clearly
defined service (in others too many)

The value of referring to a specialist team
IS unclear

Transition
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Adult Severe Asthma

A Network-Based Approach for
Specialised Severe Asthma

Services

A proposal to support specialised commissioning

for adult severe asthma services

Sent to NHS England on 14 July 2014
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Adult Severe Asthma Service
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Figure 1: Example of the complex severe asthma pathway which needs to be

addressed in specialist severe asthma clinics.
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National Network

Unified approach to the MDT assessment
of children with PSA

Ensure children are referred to appropriate
services

Understand more about clinical
characteristics of children with PSA

ldentify children for future studies



Members of the Team

Children’s asthma nurse specialists
Respiratory Paediatrician
Psychologist

Physiotherapist

Safe guarding nurse 6
Social Worker /
Allergist, dietician



Structured Assessment

MDT Assessment
Spirometry and BDR
Measurement of inflammation
Allergy testing
Assessment of adherence
Psychosocial assessment
Investigation of co-morbidities
Breathing pattern assessment
Home visit

A 4

Identify contributing factors

l

Interventions recommended

|
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On going poor control
Severe therapy resistant asthma

Difficult asthma

Control improved

A 4

Stages 2 and 3
Bronchoscopy
Immunology screen
Allergy testing (SplgEs)

Measurement of inflammation
Assessment of steroid responsiveness

PHENOTYPE

DEFINE

. Targeted
treatment plan




Original article

The importance of nurse-led home visits in the
assessment of children with problematic asthma

M Bracken,” L Fleming,? P Hall," N Van Stiphout,” C Bossley,' E Biggart," N M Wilson,’
A Bush'
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LETTERS

Long-term effectiveness of a staged assessment for
paediatric problematic severe asthma

Problematic Severe Asthma
High dose treatment (GINA 4/5)
AND
poorly controlled asthma
AND /OR
frequent exacerbations

4

ADDRESS THE BASICS OF

ASTHMA MANAGEMENT
Difficult asthma
= about 75%! Genuine severe, therapy
Remediable factors identified resistant asthma (c25%)
Therapy adherence addressed Innovative therapies justifiable

Not candidates for biologicals etc

Bush, Lancet 2008



UKSRaediatric DifificulgAstinmaiNeworkdRegIstiny

Welcome to the UK Paediatric Difficult Asthma Network Registry

Over 1 million children in the UK are diagnosed with asthma. Most of
these are well controlled however some continue to have frequent
symptoms and asthma attacks despite high intensity treatment — these
children have problematic severe asthma (PSA). This has a significant
impact on their quality of life and represents a significant burden to the
NHS. At present we do not know how many children there are in the UK
with PSA and whether they are being assessed appropriately.

The aim of this registry is to help us to understand more about the
clinical characteristics of these children and ensure that they receive
the appropriate multi-disciplinary assessment. It will enable us to track
clinical progress. It will also help us to identify children with severe
therapy resistant asthma and enable the development of targeted
treatment.

England

Dr Louise Fleming

Clinical Senior Lecturer Imperial College, London and
Honorary Consultant Respiratory Paediatrician, Royal Brompton Please for access to the
Hospital demosntration registry.

Web Registry Powered by Dendrite Clinical Systems Ltd
) For help with registration,
R email support@e-dendrite.com
;% or contact Dendrite Clinical Systems
+44 (0)20 8739 0700
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National CQUIN 2016 - 17

2016-17: assessment of children and young
people with problematic severe asthma

Dedicated MDT (Respiratory Paediatrician,
CNS, physiotherapist and psychologist)

MDT assessment within 16 weeks
Data entered on national registry



Local CQUIN 2017 - 18

= |n addition to the 12 weeks MDT assessment:

= Establish a hub and spoke network model

= Establish a network of care working alongside primary and
secondary care

» Clear information about who is responsible
= Describe and develop care pathways

» Establish a clinical network between specialist

centres
= Share learning
» Develop guidelines and protocols
» Research and academic opportunities



Key Features of a Hub and
Spoke Model

Designated regional severe asthma centres: hubs
Hubs undertake the MDT assessment

Act as gatekeepers for expensive drugs and interventions (for example
initiation of treatments such as omalizumab)

Each secondary care centre (spoke) has a clearly defined regional severe
asthma service (hub) and clearly defined referral criteria and pathways

Regional MDTs (or “virtual” MDTs) held between the hub and each of its
spokes

Patients repatriated to the spokes once issues contributing to poor control
have been addressed and /or they have been established on an appropriate
treatment

Process for revaluation
Spokes act as a hub for primary / community care



Mapping the Network

3 centres eligible for the CQUIN (RBH, KCH,
GOSH)

Other tertiary centres in London (SGH, RLH,
GSTT)

Current referral pathways to DA service don't
necessarily follow other tertiary respiratory
referrals

Benchmarking exercise (understand what is
currently available, current referral pathways,
members of MDT in each centre, number of
referrals)



Referral Guidelines

Children with asthma under consideration for other biological agent such as
omalizumab, other monoclonal antibody or immunosuppressive treatment

Children prescribed maintenance corticosteroids
Children with poor control despite high dose treatment (Step 4/5)

Other considerations:
« Diagnostic uncertainty
« Complex psychosocial / safeguarding issues
» Dysfunctional breathing
« Enrolment in clinical studies



Work in Progress....

* Improved networks involving primary, secondary,
tertiary and community care in London

* More robust referral pathways including
transition

* National service specification for paediatric
severe asthma?
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