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Information Sharing

“Today we see too many missed opportunities to prevent
a persons health from deteriorating or to stop their
problems from reoccurring.....”

British Red Cross — In and out of hospital report
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Our Partners

Key facts - Over 2 Million People + Over £4bn Annual Health & Care Spend - 8 Local Boroughs
* 8 CCGs & Local Authorities © 354 GP Practices * 10 Acute & Specialist Hospitals
+ 2 Mental Health Trusts * 4 Community Health Trusts

CCGs Out Of Area
INHS | INHS |

Central London West London
Clinical Commissioning Group  Clinical Commissioning Group

INHS| NHS|

Hammersmith and Fulham Hounslow
Clinical Commissioning Group  Clinical Commissioning Group

NHS| NHS|

Ealing Brent
Clinical Commissioning Group  Clinical Commissioning Group

NHS| NHS|

Harrow Hillingdon
Clinical Commissioning Group  Clinical Commissioning Group

19 Out Of Area providers are
used by our North West
London Patients Acute

The Hillingdon Hospitals m

NHS Foundation Trust

Chelsea and Westminster Hospital m
MNHS Trust

London North West Healthcare m
MNHS Trust

Imperial College Healthcare m
MNHS Trust

Community Social Care

Central London Community Healthcare m % Brent f%r’/‘ddo’ )
NHS Trust

Lonpan HHILLINGDON
Hounslow and Richmond m Mental Health

|||||||

: & 8 ~
Community Healthcare Central and North West London i‘:‘ﬁ WO f\/
NHS Trust NHS Foundation Trust EE:V;”:OE_AI%.Z Clty of Westminster &
m West Lond AN EL hammersmith & fulham
Central and North West London est London m oy D CHELSEA
NHS Foundation Trust NHS Trust s
=
]
London Borough
London North West Healthcare m A% of Hounslow 9
NHS Trust www.ealing.gov.uk
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Data Sharing in NWL and the Information Sharing Agreement

The purposes of the information sharing are to enable:

* (Care Planning Purpose - any Provider Partner providing
Direct Care to a patient who has consented to access that
patient's Individual Integrated Care Record electronically
for the purpose of providing Direct Care.

« Case Finding Purpose - Provider Partners to access
information from the Whole Systems Integrated Care
Record about their own patients, to support their
identification of patients suitable for targeted care. o

* De-identification Purpose - the Host of the arrangement to (2) SIGNATORY PARTNERS
de-identify shared information so that it may be used for
the commissioning purposes of CCG Partners.

* Patient Access Purpose - the development of Patient
Access Services to enable patients and their carers to

. North West London Integrated Care
access their records. Digital Information Governance Agreement

« Maintenance Purpose - the Host of the arrangement to Version 2
maintain the Whole Systems Integrated Care Record,
including by human intervention where required to ensure
data integrity.

Dated 1 October 2014 / amended 5 May 2015. 1 September 2015 and July 2016

(1) NHS BRENT CLINICAL COMMISSIONING GROUP

Patients CAN OPT OUT of data sharing

ISA being re-written in 2019
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WSIC Data Warehouse Population

2;;:261 2’ 3 64’ 6 7 7 patients in the WSIC data

Hillingdon Brent warehouse representing 94 (] 8% of the patient population in
NWL*
370,624
298,278

Ealing
411’380 Central
London
HaF West 207,282
Hounslow London

316,933 247,505 23/_9_,214

*2,493,521 patients registered at a GP practice in NWL (1/01/19)
https://app.powerbi.com/view?r=eyJrljoiNjOXMTISNTEtYzIkNiOOMzILWEOOGItNGVjM2QwNjAzZGQOliwidCI6ljUwZ]YWNzFmLWJiZmUtNDAxYS040ODAzLTY3MzcOOGU2Mill

MilsimMi0jho C. North West London 5|Slide

Whole Systems Integrated Care



https://app.powerbi.com/view?r=eyJrIjoiNjQxMTI5NTEtYzlkNi00MzljLWE0OGItNGVjM2QwNjAzZGQ0IiwidCI6IjUwZjYwNzFmLWJiZmUtNDAxYS04ODAzLTY3Mzc0OGU2MjllMiIsImMiOjh9
https://app.powerbi.com/view?r=eyJrIjoiNjQxMTI5NTEtYzlkNi00MzljLWE0OGItNGVjM2QwNjAzZGQ0IiwidCI6IjUwZjYwNzFmLWJiZmUtNDAxYS04ODAzLTY3Mzc0OGU2MjllMiIsImMiOjh9
https://app.powerbi.com/view?r=eyJrIjoiNjQxMTI5NTEtYzlkNi00MzljLWE0OGItNGVjM2QwNjAzZGQ0IiwidCI6IjUwZjYwNzFmLWJiZmUtNDAxYS04ODAzLTY3Mzc0OGU2MjllMiIsImMiOjh9
https://app.powerbi.com/view?r=eyJrIjoiNjQxMTI5NTEtYzlkNi00MzljLWE0OGItNGVjM2QwNjAzZGQ0IiwidCI6IjUwZjYwNzFmLWJiZmUtNDAxYS04ODAzLTY3Mzc0OGU2MjllMiIsImMiOjh9
https://app.powerbi.com/view?r=eyJrIjoiNjQxMTI5NTEtYzlkNi00MzljLWE0OGItNGVjM2QwNjAzZGQ0IiwidCI6IjUwZjYwNzFmLWJiZmUtNDAxYS04ODAzLTY3Mzc0OGU2MjllMiIsImMiOjh9

Direct Care

“Care professionals will be at the centre of organising
and coordinating peoples care so that care is
accessible and in the most appropriate settings”.

Whole systems integrated care toolkit
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Integrated Patient summary — Activity Timeline

P YN
Care Professionals View | Activity timeline

Track this patient's activity across all care settings for the chosen time period

Use the drop down menu below to choose your time period and hover over a bar to see more information...

Financial values represent commissioner costs
and include estimates or averages where
payments are not linked to spe

ific patients

View time period View costs Latest available data ranges from to .
Last 2 years v | |ves - Hover over the ™" button below for more detail.
ngéi?ggz?_?;a??' Long term condition(s): Key outcomes Has CarePlan @
c : i
84, female Anxisty Asthma CKD Dementia Lewiniiien e DS Care Planuptodate @
Depression Hypertension Total spend: £66,972 )
Hypothyroidism Community Care User @
Mental Health User @
©=Fl: 0.44 (Severe Frailty) Social Care User @
1Sep16 1Dec16 1 Mar 17 1Jun 17 1Sep 17 1 Dec 17 1 Mar 18 1Jun 18 15ep 18
ARE | | | | 4 visit(s)
Critical Care (Acute) | o
Non-elective inpatient (Acute) [ | [ | ] H B 109
Elective inpatient (Acute) || o
Outpatent (hcute) | I I -
Outpatient - DNA (SUS) | | || | | | | | | | 12
Mental health - community | I 14 appt(s)
Community intervention FITEE ] || 12
Primary care - care planning | [ | | | | || 20
Primary care - outward referral | 1 | | | | |1 Il 35 referral(s)
Primary care prescribing DU L I T RO R s
primary care vt Crn 1| N T e i R N T 38 evert(s)
Sccial Care | | | 4
15%ep16 1Dec16 1 Mar 17 1Jun 17 1Sep 17 1 Dec 17 1 Mar 18 1 Jun 18 15ep 18
Care Type

. Planned care outside acute hospital . Potential warning signs

v € 9=

. North West London
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. Planned acute hospital care

B

. Emergency support
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Integrated Patient summary — Patient profile

@

/
|.

Activity Summary | Patient Spend | GP Activity = Prescriptions | Social Care Services | Acute Diagnoses | Acute Procedures | Patient Profile

Financial values represent commissioner costs

and include estimates or averages where

Care Professionals View | Patient profile bayments are not linked to specific patients

Use the drop down menu below to filter the time period for which to show..

See a summary of this patient's spend, activity, current medications and other key information

N . . 5
View time period View costs? Latest available data ranges from to
Last 2 years v | |ves M Hover over the "I" button below for more detail
Patient 295793 Long term condition(s): Key outcomes HasCarePlan @
295 793 5793 , i ital:
24 female Anxiety Asthma CKD Dementia Depression Days not in hospital: 631 /730 Care Planuptodate @@
Hypertension Hypothyroidism Total spend: £66,972 )
Community Care User @)
Mental Health User @
©eFl: 0.44 (Severe Frailty) Social Care User @
Actvity by care setting Drugs prescribed within last 3 months: 20
ASE 4 visit(s) |£7°4 Alfacalcidol 500nanogram capsules -
Mon-elective inpatient (Acute) 109 _£37,756 Budesonide 200micrograms/dose / Formoterol 6micrograms/dose dry powder inhaler
Outpatient (Acute) - I £5.700 Bupreneorphine 10micrograms/hour transdermal patches
B . BT (EUE - ~ Co-timoxazole 80mg/400mg tablets
utpatient - -
P ( ) 1= ‘ Diprobase cream (Bayer Plc)
Mental health - community 14 appl(s) ‘ £30 Docusate 100mg capsules
Community intervention 12 ‘ £45 Folic acid 5Smg tablets
) L . Furosemide 40mg tablets -
Primary care visit 38 event(s) |£386
Primary care prescribing 139 ‘ - Click on the map to see detail
] ) g \{-.5 -
Primary care - outward referral 35 referral(s) ‘ - + A )58
Hampstead od o
Primary care - care planning 20 ‘ = a :
+ W*"?Y
Critical Care (Acute) o - £15,041 y 8 - ;
Elective inpatient (Acute) o I£1,778 + i + e AT
: A S e Y
Social Care 4 - £8,531 4 ’
. Emergency support . Planned acute hospital care . Planned care outside acute hospital . Potential warning signs

0 A % QP & ® Dx @& @
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Asthma: Introduction

The UK National Review of all asthma deaths in the UK concluded that

Over 60% of the deaths had major preventable risk factors.

Risks were not recognised by the clinicians —and included :
Patients were prescribed excess reliever medication — more than 4 puffs of a reliever in a week is an indication of poor
asthma control (this equates to more than 1 % blue inhalers a year.
Insufficient preventer inhalers were prescribed for most of those who died.
10% had been discharged from hospital after treatment for an asthma attack without follow up, in the four weeks before
they died; and
About a fifth had been treated in A&E in the year before they died.

An asthma attack means that something serious has gone wrong with the management of a patient. This may be related to drug
treatment, inability to use inhalers, lack of education of patients about the disease, their medication, to recognize danger and
take action, and when to call for help.

Risk factors for asthma attacks and deaths are well known and have been published in Table 11 of the BTS/ SIGN British Asthma
Guidelines and table 2-2 of the Global Asthma Strategy (GINA).

Traditionally, mainly driven by QoF, asthma reviews are only done once a year in the UK. As asthma is an on-going, chronic
disease, this isn’t really logical. As asthma attacks and exacerbations signify that something serious has gone wrong, it is
important to do a post attack review before the patient runs out of oral corticosteroids. After an attack, patients need to be
assessed to determine whether the attack is over, and to act appropriately if not; and to establish what went wrong and take
action to optimize the treatment. Furthermore, the presence of any risk factors should result in action by a clinician.

As there are a number of risk factors for asthma attacks, it is difficult for clinicians to check for each one during consultations.
The Asthma Radar has been designed to classify risks into ‘Red Flag’ status, to help clinicians easily identify those patients at risk,
whose care needs optimising. Patients with any of the risk factors identified should have a review by a doctor, or a nurse with
training in asthma care.
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Asthma Radar
°’a .
Whole Systems Integrated Care | Asthma Radar

Identify patients with asthma who may be at high risk and/or in need of review

&A-

Click on a traffic light to view details of the selected patient [éll_] @
GP Practice Patient Segment RCP Review Filter Sort by... 70,596
(A - (A - No filter selected - Number of Red Flags - patients on list
Number of Number of Prescriptions -
Exacerbations (past 12 months) Asthma Care Lung Function
]
2= z g =5 z
" 2 . Ew =
Number of § 2 s = 3’ 2= % = 2 z
Number  A&E/UCC £8 £8 ££ ES gE = =
of Risk Attendances 2 x =€ =2 & 5 ag E
Patient Name Age Factors (past 12 months) S °
76 5.2 1 il

a7 4.2 1

75 6.1 1
37 4.2 o
57 2.1 1
7 6.2 G

69 6.2 1

Q00000000000 =wvun
0000000000060
060000000000
000000000000
000000000000
000000000000

55 6.2

ta

Click to highlight traffic lights of that colour
@ GreenFlag () Amber @ Red Flag ) NeutrallUnknown

{
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@
Click and hover over a patient to view links to their Integrated Patient Summary
.(”* -

o

Whole Systems Integrated Care | Asthma Radar

PRk A~

Identify patients with asthma who may be at high risk and/or in need of review

Click on a traffic light to view details of the selected patient

GP Practice Patient Segment RCP Review Filter Sort by... Top patients to show 39,395
(Al v | A v | Mo fiter selected ¥ | Mumber of Red Flags v 100 patients on list
:ai'::):arti‘ans Humber of Pres;r;?‘liti::}s (past 12 Asthma Care Lung Function
2 = £ 2 2 =
5 £ : -] H
Number of E ﬁ§ H - g 5 EE- EE - z g z
Number  A&E/UCC £ Is s% A F £E E; - = B
of Risk  Attendances 2 23 =§ 3 =& 5 £3F g
Patient Name Age Factors (past12 months) o “ 3 2 “ =
Patient 7250852 56 7.2 o -
Patient 62723585 54 52 o
Patient 102380 50 5.1 1
=2 i ® © ® 0 © © © O 0 ©
Patient 15495396 10 items selected - SUM(Prescription/Exacerbation Count): 38
[FeF=nliETTE Patient 13078939
Patient 28079037 Go to Patient Summary Page
Patient 23247368 37 1 1
Patient 26912678 20 1 o
Patient 6973561 67 6.2 1
Patient 4573650 61 3.1 o
Patient 5871391 73 8.3 1
Patient 739037 56 8.2 o
Patient 4412992 62 7.2 16
Click to highlight traffic lights of that colour /\
@ GresnFlag Amber @®RedFlag @ NeutrallUnknown |_n_|
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@
Select a patient to reveal more information below about that individual
* @ A missing traffic light indicates that no data is available for the indicator

{ | . qe .
Hover over traffic lights to see when an item was last recorded and the most recent result
Identify patients with asthma who may be at high nsk and/or in need of review . .
Click on a traffic light to view details of the selected patient @ @
GP Practice Patient Segment RCP Review Filter Sort by... 70,506
(A * am * Mo filter selected *  Mumber of Red Flags - patients on list
Number of Number of Prescriptions .
Exacerbations {past 12 months) Asthma Care Lung Function
w L] 2
H Ea % 2 H =5 2
Number of g g2 Is g 58 EE £e g 2
Number  A&ENUCC g i 23 B EE 2 - x @
of Risk  Attendances § 23 =€ £ =3 3?5 =8 2
Patient Name Age Factors (past 12 months) “ 8 < ®
76 5.2 1 i’
47 4.2 1
36 3.1 o
5 2.1 1
1 2
o i i
Patient Name, 71 Jan 13 Jan 14 Jan 15 Jan 16 Jan 17 Jan 18
NHS #:
Asthma Care ‘ ‘ ‘ 3
Exacerbations ‘ 1
Exacerbations (Oral
corticosteroids) 16
Risk Factors e L [ e e A A 9
COPD Inhaler technique poor Obesity Smoker
FEV: < 60% predicted Multiple courses of oral corticosteroids
#1000 100
3 H]
= 80% g
a2 500 FE.V' 50 E £~
g cg
Click to highlight traffic lights of that colour o Peak Flw)
@ GreenFlag (| Amber (@ Red Flag () NeutralUnknown Jan 13 Jan 14 Jan 15 Jan 16 Jan 17 Jan 18

)

W
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Asthma Radar — Patient Summary

Patlent Summary | Asthma

mimary of asthma factors, and history of exacerbabons

A7
NHS ¥:

Risk Factors
Allergee rhinitis

Long Term Conditions
Asthma

Asthma Care

Exacerbations

Exacerbations (Oral
corticosteroids)

All Emergency Care

1000

Peak flow %

Jan 13 Jan 14

Hover over traffic lights for more information or download this summary as a PDF

Short-Acting
B-Agorists

inhaled Corticosterods

-
31
i

P
=21

G

Asthma Review

g Inhaler technique

(¥

<

E

o

; Symptom Controd Test
Personal asthena plan

[

2 Peak Flow

4

3

-

§ FEV.

Click to highlight traific lights of that colour
@ Geeen Fing Amber @ RedFlag () NeutralUninown

Jan 13 Jon 14 Jan 15 Jan 16 Jan 17 Jan 18

100

60%

FEV. % predicted

C

North West London

Whole Systems Integrated Care

Patient level radar showing
patients diagnosed with
Asthma, prescriptions, number
of asthma admissions and date
of last Asthma review

Use to identify asthma patients
who are having exacerbations
and require a review of care
and prescriptions

13| Slide



Using WSIC Dashboard to aid complex patient care
CC4QH“M DTs - Asthma

eFoundation doctor used the Dashboard Asthma Radar to pro-actively identify ‘at risk’ paediatric asthma \
patients within the CC4C hub population to discuss in their MDT meeting.

*The most ‘at risk’ patients were identified and ranked according to number of red flags and number of
exacerbations.

eFurther information was gathered from their Asthma Radar profile, hospital notes and clinic letters.

*These were summarised and sent to the Paediatric consultant facilitating the MDT meeting who finalised
case selection. -/

Case Hunting

N i

]
R |k
o i j

*An 11-year-old girl was selected due to having 5 asthma exacerbations in the last 12 months, 2" highest im
the CCAC hub population. Her symptoms interfered with her daily activities and sports. She had multiple o
GP attendances and up to 30 courses of oral steroids, which was associated with an increase in appetite
and difficulty losing weight.

The Patient eShe was known to CAMHS for ADHD and attachment disorder and previously on the Children Protection

Register for neglect. Her mother had depression and was a full-time carer for her uncle. She was recently

bereaved of her father and grandmother. )

i
a

*The patient was discussed at the specialist Paediatric and GP MDT. Updates were shared on her current \
clinical status and shared details of her extensive management, including practice nurse counselling and
inhaler technique sessions.

eDue to her complex social situation, the practice manager arranged to follow-up the patient.

*The GP team had referred her to the General Paediatricians at St Mary’s Hospital. The paediatric
consultant offered to instead see her in the outreach CC4C GP hub clinic which would provide the same
service in a more convenient and familiar location. )

*As a result of being identified using the Dashboard as an ‘at risk’ asthma patient, they were discussed by zﬁ
MDT consisting of specialist paediatricians, asthma clinical nurse specialists and GPs.

*This allowed for clarity of the patient’s current clinical status and complex social issues, achieving shared
understanding of the wider patient picture and their management, and therefore improved continuity of
care.

*The patient would be followed up by the GP practice and receive specialist paediatric service in the
comfort and convenience of their local CC4C GP hub.

(Q North West London 14|Slide
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Using WSIC Dashboard to aid GP practices

Tie Systems Integrated Care | Asthma Radar M
*WSIC dashboard was used to identify patients with poorly controlled Asthma based at a GP practice. This — 0

was based on ‘red flags’ pointed out by WSIC such as frequency of ED attendances

Case Hunting

*This identified 12 most ‘at risk patients’. Further factors such as compliance to Inhaler therapies and
regularity of annual asthma reviews was explored for these patients on System-1
The Patient

N

eDiscussion with nurses & GPs at the practice led to the recommendation of initiating group consultations at
the practice. This was seen as a better choice for patients as opposed to the conventional asthma review

. clinic and an opportunity for patients and children alike to meet with families going through similar issues
Intervention

J

~

*A framework for the group consultation model was created and the practice is now in the process of
recruiting patients to attend. We will also be using the Practice Champions (patient volunteers) and
Integrated Care fellows from the local hospital, for assistance in non-clinical facilitation of the consultations.

_/
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Asthma: CYP Key indicator outcomes for YTD 17/18 and 18/19

Under 18 YTD 17/18

Numbers of patients who have an asthma management plan- 1,385

Numbers of patients who have been shown how to use inhaler effectively— 1,680
Numbers of patients of have had an Annual review — 2,665

Number of patients prescribed >= 4 ICS Prescriptions — 5,184

Number of patients prescribed <=6 SABA Prescriptions — 9,759

Number of patient who have not had an asthma review since their last exacerbation 1,126
How many have had an symptom control test completed — 3,374

ACT =642
ACQ =2
RCP =2,730

Under 18 YTD 18/19

Numbers of patients who have an asthma management plan- 5,247

Numbers of patients who have been shown how to use inhaler effectively— 4,179
Numbers of patients of have had an Annual review — 8,454

Number of patients prescribed >= 4 ICS Prescriptions — 3,869

Number of patients prescribed <=6 SABA Prescriptions — 12,059

Number of patient who have not had an asthma review since their last exacerbation - 636
How many have had an symptom control test completed — 9,604

ACT =1208
ACQ=0
RCP = 8,396

North West London 16|Slide
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Asthma: (Adults) Key indicator outcomes for YTD 17/18 and 18/19

18 and over YTD 17/18

Numbers of patients who have an asthma management plan- 6,906

Numbers of patients who have been shown how to use inhaler effectively—9,379
Numbers of patients of have had an Annual review — 13,330

Number of patients prescribed >= 4 ICS Prescriptions — 35,495

Number of patients prescribed <=6 SABA Prescriptions — 40,854

Number of patient who have not had an asthma review since their last exacerbation 5,967
How many have had an symptom control test completed — 16,691

ACT = 3,304
ACQ =26
RCP =13,361

18 and over YTD 18/19

Numbers of patients who have an asthma management plan- 26,695

Numbers of patients who have been shown how to use inhaler effectively — 21,450
Numbers of patients of have had an Annual review — 46,133

Number of patients prescribed >= 4 ICS Prescriptions — 28,977

Number of patients prescribed <=6 SABA Prescriptions — 52,743

Number of patient who have not had an asthma review since their last exacerbation — 3,408
How many have had an symptom control test completed — 59,887

ACT =13,704
ACQ=11
RCP = 46,172

North West London 17 |Slide
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@
Asthma: NWL WSIC population

CCGE Name 0-12m 1-% 6-11 12-17 12-24 25-34 35-44 45-54 £5-64 65-79 a0+ Grand Tot..
BRENT CCG ] 2,354 2,546 12,462
CENTRAL LONDON CCG : 933 981 6,145
EALING CCG 2,50: 2,631 2,765 18,144
HAMMERSMITH AND FULHAM .. . . 1,181 1,161 2772
HARROW CCG 5 : 1,522 2,225 1 12,358
HILLINGDON CCG 23 2 2,030 2,041 14,055
HOUNSLOW CCG 297 i 1,859 1,87 1,977 L 13237
WEST LONDOMN CCG i 1,065 1,764 1,366 8,015
Grand Total 6 1,226 5,767 6,285 5,343 11,137 12,666 15,214 14,185 15,066 5,697 53,152
Female Age Band Male
Age
R -
80+ 0-12m
i - N
0-12m |

*Brent Children’s data currently being loaded into WSIC
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