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Accelerating health and economic gains for our region by working together



7 programmes and themes

100+ collaborative projects

50+ innovations

30+ industry partnerships

3 million people

11 NHS Trusts

65,000 NHS staff

9 universities

3 STPs and 3 accountable care organisations

750 life science companies

1 information governance framework — all 12 trusts signed up
2,020 newsletter subscribers and 2,925 Twitter followers



563 respondents to survey (26% of those contacted) —
more than 50% from NHS frontline

80% said network building culture of collaboration and
partnership

64% said network adds value to their work

“They’re listening, identifying challenges and trying to
help us solve problems” NHS provider

“Without the likes of the AHSN small companies would
really, really struggle to get any traction with the NHS”

You can read the full report here: http://bit.ly/Oxford AHSNsurvey



http://bit.ly/OxfordAHSNsurvey

leadingtogether@oxfordahsn.org

Leading Together Programme

“What you've been doing here is the way to go: professionals and citizens working
together to make health and wellbeing better. Just being in the room the patient or

lay person changes the conversation.”

Jeremy Taylor, Chief Executive, National Voices



mailto:leadingtogether@oxfordahsn.org

“Physical activity reaches the very foundation of illness and helps prevent 23
diseases including depression, diabetes and dementia. An active workforce results

in 27% fewer days lost to sickness with productivity increasing by up to 15%”
Dr William Bird, Intelligent Health

“No effort is too small. Start wherever you can and keep going”




“The Thames Valley Neonatal Network is delighted to see that there has been a
dramatic reduction in preterm babies being born outside a tertiary centre. This is a
major achievement in a short space of time and the whole network is to be
congratulated on all the hard work and co-operation that has gone into making this
project a success.”

Dr Eleri Adams, Vice Chair, National Neonatal Clinical Reference Group; Clinical
Lead, Thames Valley Neonatal Network



Highlight v
Data sharing across the Data Sharing Guidance

Data Sharing
Protocol 1

“The Oxford AHSN team has created an exemplar for
information-sharing between partner organisations”

Dr Chris Bunch, Oxford University Hospitals Caldicott
Guardian



Innovation
Wide range of clinical areas and technologies examples

Clinical Area m Medical Devices Digital Health
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Adoption example
Intermittent Pneumatic Compression Sleeves

% IPC Sleeve utilisation in the immobile patient
AHSN approach has significantly cohort
increased IPC sleeve utilisation ~ 120%
rates compared to the rest of

the country. 100z

80%

Over 16/17 performance across

the region remained steady, 60% <
increasing to an average of 68% ‘____//\/
for Oct-Dec 2016 a0%

20%

OHE independent study found

that driving adoption beyond 0%

nationa| average prevented an Apr-Jun Jul-Sep Oct-Dec Jan-Mar Apr-Jun Jul-Sep Oct-Dec Jan-Mar Apr-Jun Jul-Sep Oct-Dec
. 2014 2014 2014 2015 2015 2015 2015 2016 2016 2016 2016

additional 22 DVTs, 2 PEs and 12

. e Buckinghamshire = |0hn Radcliffe (OUH) Wexham
deaths over fl rst 18 months Of == |\lilton Keynes === Royal Berkshire Oxford AHSN average
prOJECt e National average

Assuming utilisation maintained by end of AHSN licence, 2500 patients across the region will have
received IPC sleeves. This represents the potential for 125 fewer DVTs, 75 fewer deaths and 13 fewer
PEs over the lifetime of the project.



Examples of innovation — latest projects
to improve patient safety

= Read more in our Patient Safety annual report — copies
available here today



Impact



Range of :
iStat (PoC) Out of Hours
markers

Diagnostics

Diagnostics Infection FBC, CRP Microsemi Acute

Diagnostics Cardiovascular SomaScan CV

Diagnostics Stroke PoC Ambulance

Diagnostics IBD Calprotectin Acute

Diagnostics Pre-eclampsia Elecsys Acute

Diagnostics Asthma/COPD NIOX FeNo Primary

Digital Oncology Digital stratification tool




Examples of Diagnostic Projects

Extension from using point of care diagnostics in the EMUs to
Out of Hours GP vehicles for use in the community sponsored by
a health foundation grant

Study will assess the benefits of PoC in an Out of Hours setting
using Abbott iStat

The .
o Health
In Foundation
Progress
HORIBA .

Evaluation of Horiba Microsemi®®P* in Oxford University Hospitals
NHS FT, Stoke Mandeville Hospital and Wexham Park
Testing of a CRP and whole blood assay in emergency

departments to better diagnose those children with severe
infection and to reduce unnecessary admissions

@ Somalogic

In

Assessment of proteomic profiles using SOMAScan® of NHS
Health Check participants in collaboration with GP practices in
Bucks

Develop a model of risk across the study population that
assesses the impact of pharmacological and lifestyle
interventions

Planning

Offers a single protocol for sample preparation with potential to
assess a 100 analytes within a few hours in a PoC setting

Assessment of Unyvero system in infectious diseases in Oxford
University Hospitals NHS FT and Royal Berkshire Hospital about
to start




FeNO testing allows GPs to
determine whether a
patients asthma is
“inflammatory” and likely
to respond to inhaled
corticosteroids

AHSN are working with
Circassia and University of
Oxford to drive adoption of
FeNO diagnostic devices
across the region

Currently working with a
number of evaluative
practices to generate real
world evidence of cost
savings to CCGS

Source: http://www.niox.com/en/feno-asthma/



Examples of projects you are leading/involved with:

Programme Bample

Best Care

Clinical Innovation
Adoption

Industry Partnerships

Patient Safety

Maternity clinical network — pre-term babies, SGA,
reducing never events

GDm-Health adoption across region
CAUTI (bladder scanners)
Early Inflammatory Arthritis (biosimilars)

TheHill established for innovation in digital health
Horiba — paediatric sepsis diagnostic

SEND — support on commercialisation

Abbott — iSTAT point of care diagnostic panel for
geriatric patients

Drayson Technologies, Oxford University and OUH have
signed agreements to collaborate on the development,
testing and future commercialisation of GDm-Health

Sepsis (with SCAS)
AKI



Bicester Healthy New Town Partnership

* 1stwave 393 new homes
* 6,500 homes NW Bicester development
* Obesity & social isolation

Oxford '
Oxfordshire
Cél_eiwet” Academic A2 Clinical
ISErICH Health Dominior. Commission
Council Science ing Group
Network
A
Oxford .‘%

North Oxfordshire
Community
Partnership Network

. o"ﬁ
azdominion

Bicester Locality
Patient Forum,

20



Innovations need to get into the NHS more
quickly and cheaply

The AAR identified AHSNs as playing a key role in
identifying and adopting new transformative
products

Oxford AHSN focus on Innovation Adoption,
Industry Partnerships and Patient Safety

Innovation — medicines, medical devices, digital
technology and diagnostics

Different challenges to adoption even for
innovation with strong case for adoption — eg
need for pathway changes, funding changes,
affordability, clinical leadership capacity






Bringing together universities, industry and
the NHS to improve the health and prosperity
in our region through rapid clinical innovation

adoption.



Focus on the needs of patients and local
populations support and work in partnership
with commissioners and public health bodies

Speed up adoption of innovation into practice
to improve clinical outcomes and patient
experience

Build a culture of partnership and
collaboration — promote inclusivity.

Create wealth
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Sepsis Stakeholders CCGs

Oxford
Aylesbury &
Chiltern

ACUTE
Bucks GWH
Frimley inc H&W
Milton Keynes
OUH RBH
Manor Hospital

GP OUT OF
HOURS
Oxford
Health
West
Berkshire

COMMUNITY
HOSPITALS
Oxford Health PATIENTS

West Via local groups
Berkshire

PRIMARY
CARE



This programme focuses on standardising sepsis management
across the whole care pathway throughout the Oxford AHSN
region

to help organisations improve their outcomes with septic
patients,

to share best practice in sepsis management, measurement,
education and improvement,

to standardise sepsis management across the whole care
pathway

to share outcomes performance



Share experience of Ql initiatives

Share resources (e.g. for training)

Share data (process & outcome; combine to max learning)
Collaboratively review & apply guidelines

Joint QI projects (= research)






Geoff’s Story

Patient story: 8 min film

OUH intranet
Oxford AHSN PSC website

>1000 views

Health Education England







Regional approach to implementation

Integrate into existing pathways

Community
Acute admissions
Deteriorating patients (Track & Trigger / Early Warning Scores)

Build on progress already made
‘Red Flag’ Sepsis
Sepsis Six
Neutropaenic Sepsis



Oxford
AHSN

Regional
pathway

Stratify risk of severe illness and death from sepsis using the risk criteria in the stratification tool for adults, children and
young people aged 12 years and over

2

High risk criteria

eObjective evidence of new altered mental state
®Respiratory rate: 25 breaths per minute or more
OR new need for oxygen (more than 40% Fi02) to
maintain saturation more than 92% (or more than
88% in known chronic obstructive pulmonary

¥

Moderate to high risk criteria

sHistory from patient, friend or relative of new onset of altered
behaviour or mental state
sHistory of acute deterioration of functional ability

simpaired immune system (illness or drugs including oral steroids)

disease) sTrauma, surgery or invasive procedures in the last 6 weeks

®Heart rate: 130 beats per minute or above
eSystolic blood pressure 90 mmHg or less or systolic
blood pressure more than 40 mmHg below normal
eNot passed urine in previous 18 hours, or for
catheterised patients passed less than 0.5 ml/kg of
urine per hour

sMottled or ashen appearance

eCyanosis of skin, lips or tongue

eNon-blanching rash of <kin

i

1 high risk
criterion

Arrange immediate review by senior clinical decision
maker (person authorised to prescribe antibiotics,
such as CT3/ST3 and above or advanced nurse
practitioner).

Carry outvenous blood test for the following:
s blood gasincluding glucose and lactate
measurement

blood culture

full blood count

C-reactive protein

urea and electrolytes

sRespiratory rate: 21-24 breaths per minute

sHeart rate: 91-130 bets per minute (for pregnant women 100-130
beats per minute) OR new onset arrhythmia

eSystolic blood pressure 91-100 mmHg
Mot passed urine in the past 12-18 hours, or for catheterised
patients passed 0.5-1 ml/kg of urine per hour

oTympanic temperature less than 36°C
«Signs of potential infection, including redness, swelling or
discharge at surgical site or breakdown of wound

2 or more moderate to

high risk criteria
OR
SBP:91-100 mmHg

v

Clinician to review person’s

condition and venous lactate

results within 1 hour

Carry out venous blood test
for the following:

blood gas including
lactate measurement

Only 1 moderate

v

Low risk criteria

Suspected sepsis,
but:

- Normal behaviour
- Mo high risk or
moderate to high
risk criteria met

Suspected sepsis
and no high risk

to I?igh.risk or high to
criterion moderate risk
criteria met
perform blood tests
if indicated
Clinical

assessment and

judgement

creatinine *  blood culture
dlotting screen. s fullblood count
. C-reactive protein
Give intravenous antibiotics without delay, and at *  ureaand electrolytes
least within one hour of identification of high risk *  crestinine.
criteria.
Use an intravenous antimicrobial from agreed local lactate > 2 Lactate <2
formulary and in line with local (where available) or mmol / LOR mmol / I_;nd
national guidelines. asessed as no AKI*
having AKI* =
Discuss with consultant escalate to high
L risk
If no definitive
Lactate > 4 condition identified,
mmol/L lactate 2 -4 Lactate <2 repeat structured
OR mmol /L mmol fL assessment at least
sBp <H90 hourly
mmHg
*  Giveiv. fluid
(500 ml over
Give iv. fluid less than 15 Consider i v
(500 ml over minutes) fluids.
less than 15 without delay Ensure review by a
minutes) senior decision maker
without delay within 3 hours for
Refer to consideration of
critical care antibiotics.

¥

Manage definitive
condition /
infection if
diagnosed

Carry out observations, at least every 30 minutes or continuous
manitoring in ED.
Consultant to attend if not already present if patient does not
improve

* See Acute kidney injury {NICE
guideline CG169}




Regional Collaboration
Paediatric Critical Care Network (PCCN)
Children’s Network
Oxford & Wessex AHSNs

Validated against NICE guideline
Audit of 227 notes (PCCN)
Equally sensitive, more specific

Adopted by Oxford AHSN Sepsis group

Implemented across Thames Valley

including Oxford, Buckinghamshire, Milton Keynes, Frimley
Health [Swindon agreed in principle]



Technological innovation

Admission assessment
“Are you worried?” (Y/N)
“Could this be infection?” (Y/N)

Observations (SEND)
Temp, HR, BP, RR, Sa0,, AVPU
SEND Infection concern (“i”)

Clinical Review

T&T 23 => clinical review
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& Amoxicillin (Amoxicillin injection)
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[F Ciprofloxacin (Ciprofioxacin injection)
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Prompt Treatment

Dose: 500 mL - intraVenous - once ONLY - Infuse over15
minutes as directed

mg - intraVenous - infusion - three times a day - Indicatio...

10mg per kg

Dose: 2,000 mg - intraVenous - injection - four times a day -

Indlication: sepsis
Dose: 2,000 mg - intraVenous - injection - once a day -
Indication: sepsis

Dose: 400 mg - intraVenous - injection - twice a day -
Indlication: sepsis

-
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Oxford, 19 Sep 2016

110 delegates .
Acute Trusts (6)

Community Trusts (2)

Clinical Commissioning Groups (2)
South Central Ambulance Service

Private Hospitals (3)
Care home providers
NHS England
Oxford AHSN

Oxford University



Sepsis Working Together event

Oxford, 19 Sep 2016
Patient stories

Sam’s story (Sue Morrish)
Geoff’s story (film)

Policy
Celia Ingham Clarke: National sepsis update
Nice Sepsis Guideline

Solutions

Sepsis recognition, Early Warning Scores
Ambulance Service, Acute Trusts



Sepsis Working Together event

Oxford, 19 Sep 2016

Very well run course, different from usual ones
Very interesting and stimulating day
Excellent day, thought provoking
All speakers excellent, many new things learnt

Thank you for this amazing conference!



Sepsis Working Together event

Oxford, 19 Sep 2016

Honoured to hear Sue’s story

Sue’s talk made me think about being more clear
and specific in giving instructions to patients in
future

| need to return to the basics of listening to patients
and clinical judgement



National Meetings

 NICE guideline launch, July 2016

e ‘Sepsis Unplugged’, Oct 2017

e ‘Think Sepsis’, Sir Bruce Keogh, Nov 2016
 National PSC Meeting, May 2017

PSC Sepsis Cluster

. 's
National stakeholder survey Seps .
NICE quality stand?
Oxford AHSN Sepsis Pathway Oraft for consultation

Stakeholder input nationally



Surveillance challenges
HES sepsis codes insensitive
Ql initiatives = ascertainment bias
Need improved case definition

HES Bacterial infection (‘SOS’) codes
More sensitive, less ascertainment bias

Temporal and geographic trends

Inada-Kim et al. BMJ Open (in press)
Presented at Sepsis Unplugged 2016
NHSE collaboration to extend nationally



Coding standardisation

Validation of HES data using microbiology data

Standardized assessment & safety netting
Community sepsis pathway analysis

Point of care testing

Patient information leaflets

Patient engagement exercise

Ambulance interface (community & acute Trusts)
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Surveillance challenges
HES sepsis codes insensitive
Ql initiatives = ascertainment bias
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Coding standardisation

Validation of HES data using microbiology data

Standardized assessment & safety netting
Community sepsis pathway analysis

Point of care testing

Patient information leaflets

Patient engagement exercise

Ambulance interface (community & acute Trusts)



Sepsis in SCAS
Oxford AHSN Presentation

Mark Ainsworth-Smith
‘MaS from SCAS’
Consultant Pre-Hospital Care Practitioner

3rd May 2017
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The types of incident that we attend...

Sepsis can sit in anv one of these

560,000 x 999
1.25 million x 111

- | T




Response Categories

* Where an Emergency Ambulance response is
required, NHS Pathways clinically categorizes the
calls into:

RED 1 Calls — 8 minute first response
RED 2 Calls — 8 minute first response
— 30 minute first response

GREEN 60 Calls = further assessment by a
clinician over the telephone OR 60 minute

response



HCP Admission Time Frames

- ==

Target Response for Arrival at Patient
1 hour
At 30 min, if not dispatched, we will upgrade

to Emergency
1 hour Respond at

response normal road speed

= = D>



in SCAS (999)

ISPOSITIONS

D

m Hear & Treat

B See & Treat

M See, Treat and Convey

91-3ny
9T-nf
9T-un(
9T-Aely
9T-1dy

9T-1ey

§T-22d
GT-AON
§T-120
gT-das
§T-3ny
STANr
gT-unf
ST-AeN

qT-1dy




Our challenges..................



Our challenges......
-]

External challenges

 No standardisation / 2 networks
« Varied reception at hospitals

« Variation in HCP requests

« DSAs

Internal Challenges

* Release of staff for training
 Reliance on individuals

* Private Providers

« Cascade of information to staff



In-Hospital Elements of Sepsis 6

1

Blood Cultures, FBC, U+E, LFT, clotting screen)glucose

IV Antibiotics

3 X

Fluid Resuscitation

(Catheterisation) Fluid Balance




Sepsis Screening

There have been a wide variety
of sepsis screening tools........



Sepsis Screening Tools
_

SIRS

CURBG65 (Respiratory)

qSOFA

NICE 2016

SCAS Sepsis screening tool......



Currently
-]

SCAS crews are using a sepsis recognition tool



Adult Sepsis Screening Tool



Paediatric Screening Tool



NEWS2




NEWS2
I

Paper submitted to NASMeD / AACE recommending
that NEWS2 is adopted across all UK ambulance
services.

Benefits:

« Consistency of care

« Standardised training
 Development of national guidelines

* Creation of CPIs:
— Administration of oxygen
— IV Fluids

— Pre-alert
[



NEWS2
I

Likely to be identical to NEWS score but:

« Change in Mental State from AVPU to
ACVPU

* No red flags
« Guidance for COPD

Limitations in pregnancy and paediatrics
Expansion to Primary Care and RCHs



NEWS2 (a guess!)
-]



NEWS Mortality



Important
e

NEWS2 is NOT a replacement for clinical
judgement

Likely to be:

NEWS2 = 5+ Pre-alert / BLT
NEWS2 =3-4 Convey to hospital
NEWS2 = Below 3 GP triage

No sepsis screening tool is infallible



If sepsis is suspected.....

* Administration of IV fluids / Oxygen
* Minimal time ‘on scene’ (CPI)

* Pre-alert to nearest hospital

* Blue light transfer

Unlike the loW we will not be taking blood
cultures or administering antibiotics except
in cases of suspected meningococcal
meningitis (no blood cultures required)



ePR

NEWS Score
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ePR

Primary Survey

AMPLE

Examination

Capno-
graphy

12 Lead

Shocks

Snapshots

Blood Test

ul Mew " Change " Delete Iu on E

09:42
Pulse 87 .
Resp Rate 29
SpO2 (on air) 94
Sp02 (onoxygen) 98
SystolicBP 137
Temperature 38.3
AVPU Pain
POPS Breathing Stridor
POPS Other Diabetes
Gut Feeling Looks unwell

NEWS

10




RTC - not sepsis
-

Map shows the
distribution of
incidents where
the Trauma
group is RTC.



Questions / Discussion



Fractures Liaison Service

* Dr Kassim Javaid, Consultant Rheumatologist
* (presentation to follow)



ICHOM and Inflammatory Bowel
Disease PROMs

* Professor Simon Travis, Consultant
Gastroenterologist



International Consortium for Health
Outcomes Measurement

ICHOM and the IBD Standard Set

Wednesday 29t March 2017



ICHOM is founded on the principle
of value-based health care

We believe in a model where value is
at the center of health care... ... which will impact every stakeholder

Patients will choose their provider based on
its expected outcomes and their share of the
cost

Providers will compete to deliver superior
outcomes at competitive prices

Patient health

outcomes achieved
Value = Payors will negotiate contracts based on

Cost of delivering | d . . hi
those outcomes results and encourage innovation to achieve
those results

Suppliers will market their products on
value, showing improved outcomes relative
to costs




The starting point for value-based health
care reform is to measure meaningful
outcomes

5 reasons why outcome measurement is essential:

Outcomes define the goal of the organization and its
accountability to patients

Outcomes inform the composition of integrated care
teams

Outcomes motivate clinicians to collaborate and improve
together

Outcomes highlight value-enhancing cost reduction

Outcomes enable payment to shift from volume to
results

See full article in Harvard Business Review: https://hbr.org/2015/09/better-value-in-health-care-requires-focusing-on-outcomes



This is why measuring and reporting
meaningful outcomes matters

Comparing outcomes of prostate cancer care

Focussing on ...may obscure large differences
mortality alone... in outcomes that matter most to patients
- N . - N . - N .
N N o .
94.0 94.0 95.0
80.0
755
50.0
433
347
6.5
T
5 year survival 1 yrincontinence 1 yr severe erectile dysfunction

|:| Germany |:| Sweden |:| Best-in-class: Martini Klinik

Swedish data rough estimates from graphs; Source: National quality report for the year of diagnosis 2012 from the National Prostate Cancer Register
(NPCR) Sweden, Martini Klinik, BARMER GEK Report Krankenhaus 2012, Patient-reported outcomes (EORTC-PSM), 1 year after treatment, 2010


http://upload.wikimedia.org/wikipedia/commons/b/ba/Flag_of_Germany.svg
http://upload.wikimedia.org/wikipedia/commons/4/4c/Flag_of_Sweden.svg
http://upload.wikimedia.org/wikipedia/commons/b/ba/Flag_of_Germany.svg
http://upload.wikimedia.org/wikipedia/commons/4/4c/Flag_of_Sweden.svg
http://upload.wikimedia.org/wikipedia/commons/b/ba/Flag_of_Germany.svg
http://upload.wikimedia.org/wikipedia/commons/4/4c/Flag_of_Sweden.svg

Support for our work is growing rapidly

D

32 Countries

O

>450 Organizations

é%@% pnteon
13 National Registries
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We have completed 21 Standard Sets
thus far, covering >45% of the disease
burden

2016-2017
Our current 21 Standard Sets commitments

*Focused on low and middle income countries

Chronic kidney disease
Inflammatory arthritis
Oral health
Congenital hand and
upper limb
malformations
Paediatric facial palsy
Hypertension*
- Type Il diabetes

I didEasisiams to
launch

hwnE

0N o o

Overall adult health
Mental health package
Type | diabetes
Overall child health
Overall cancer
Pediatric epilepsy
Multiple sclerosis
COPD

Morbid obesity

Numbers not representing prioritization/ likelihood

©CeNOOR~WNE



ICHOM organises Working Groups to
define Standard Sets of outcomes we
recommend all care providers track

k] icHOM

ICHOM facilitates a process with
international clinical and registry leaders
and patient representatives to develop a

global Standard Set of outcomes that
really matter to patients, along with
corresponding case-mix factors

Clinical and registry leaders Patient representatives



The Inflammatory Bowel Disease Standard Set
was developed by a team representing 10

countries

Brian Feagan,
Western University

Simon Travis ( ), University of Oxford
AHSN
Andrew Kim (
Hospital
Marian O'Connor, St Mark’s Hospital
Richard Driscoll , IBD2020

Helen Terry, CCUK***

Keith Bodger, University of Liverpool

Ray Fitzpatrick, University of Oxford
Charlotte Roberts ( ) ICHOM

), John Radcliffe

Bruce Sands, Icahn School of
Medicine, Mount Sinai
Corey Siegel, Geisel School of
Medicine at Dartmouth
Peter Higgins, University of
Michigan

Alandra Weaver, CCFA**
Jillian Meissner, CCFA**
Welmoed Van Deen, UCLA
Center for Inflammatory
Bowel Diseases

Willem Bemelman, University of
Amsterdam

Marc Derieppe, AFA****
Janneke van der Woude, Erasmus
University Medical Center

Séverine Vermeire,
University Hospitals
Leuven

Axel Dignass, Agaplesion
Markus Hospital

Paulo Kotze,
Cajuru

University
Hospital

Rupa Banerjee, Asian
Institute of
Gastroenterology

**Crohn's & Colitis Foundation of America (CCFA)
***Crohn’s & Colitis UK (CCUK)
****Association Francois Aupetit (AFA)

Suk-Kyun Yang,
University of
Ulsan and Asan
Medical Center,
Seoul

ZhiHua Ran,
Shanghai
Jiaotong
University
School of
Medicine




We research key elements when selecting
the best PROM tools for our Standard Sets

*Qur PROM selection is
based on 5 key
elements:

Coverage of outcome domains of importance
Psychometric Quality - ISOQOL standards
Feasibility - Burden of assessment

Financial - Licensing aspects

Established - Locations in use/# translations

ICHOM does not create measurement tools, we research
the PROMs that are available in the field, per condition

1: Reeve et al. ISOQOL recommends minimum standards for patient-reported outcome measures used in patient-centered outcomes and comparative effectiveness research. Qual Life Res (2013) 22:1889-1905




CHOM Standard Set for

nflammatory Bowel Disease :
Outcomes

Treatment Approaches

Surgical
Medical

Supportive and nutritional

Sponsored by:



IBD Control

Ormerod, C , Shackcloth, D , Harrison, M, Brown, E and Bodger, K . The IBD-Control Questionnaire: Development and Psychometric Validation of a
Tool for Capturing Disease Control From the Patient Perspective for use in Routine Care. (2012) Gastroenterology, 142 (5 (Sup). S-658.



ICHOM Timeline for Inflammatory
Bowel Disease

[] [ [ [
| | | | |

Baseline 6 months 1year 18 months Continue ona 6
(e.g. diagnosis or monthly and annual
start of treatment) basis

[ ] Patient-Reported Form Baseline, 6 months and Annually
Clinical Form Baseline and Annually

Clinical Form 6 months



The Standard Set includes baseline
data to assess outcomes and perform
risk adjustment for comparability

Patient Population

Demographics

All patients

Baseline clinical factors
All patients

Baseline condition factors

All patients

Measure Details

Year of birth
Male or female

Education level

Smoking status

Patient height
Patient weight

Comorbidities including autoimmune conditions

Previous infection

Diagnosis

Date of diagnosis

Disease phenotype

Presence of extra-intestinal manifestations

Supporting Information

N/A

Highest level of schooling completed using the
International Standard Classification of
Education

(of cigarettes, cigars or tobacco)

To calculate BMI

N/A
HIV, HBV or TB

Crohn's disease, ulcerative colitis, indeterminate
IBD or colitis unclassified

N/A

Tracked via Montreal Classification

Eye, skin, joint, hepatobiliary or other



ICHOM is driving implementation
across a number of fronts to
prepare more organisations for
value-based health care



Accelerate with the
innovators

d
( ,énérole
de santé

Partner with innovative
providers to push the
frontier of outcomes
measurement and pave
the way for others to
follow

Equip with knowledge and

connect to peers Inspire with success stories
(0]
©lo)]
% (©)
o

Cleft Lip and Palate
Implementation

Community 0
Provide guidance and A collection of
action items to global testimonials and stories
institutions implementing on the Why, How, and
Standard Sets with a What of outcome
goal of benchmarking measurement



We have recently launched a
global benchmarking program

Sample output — Hip and Knee

Objectives of Global Comparisons project

Pool health outcomes data from 10-15
leading provider organizations — 2
conditions for pilot

Risk-adjust raw data and organize
comparisons on key indicators
v" Particular focus on patient-reported
outcomes

Provide individual — and confidential —
reporting to participating organizations

Identify the “best-in-class” and publish
about their performance

Case mix 0.6
complexity © 0@ oo oo o o o
. ase-mix average
(risk- Complexity = 1.0
adjusted)
Worse Better
Mortality o oo oo Qoo o

Readmissions o emiiofne o

Knee pain

Knee functioning
Work status

Time to recovery
Health-related QoL

Overall satisfaction
Need for surgery
Reoperation or revision

Your
® Other .

organizations organizations

° @reimoo
o}
00‘ woe o
° @i oo
o o ijece
0@ ooe
o}
° oo (im °
o}
ooe e oo
o o0 e °

World average (for
participants)



| Breaking boundaries
inIBD

High
Wycombe

|

Stoke
Mandeville

Basingstoke

\
1
|
|

|

l

1

I

I

I
I
I
I

Southampton ) f
Oxford AHSN IBD Network
Funding from Takeda UK, JNJ and
Norman Collison Foundation

Aim to collect ICHOM outcomes for
IBD across the Thames Valley



TrueColours Ulcerative Colitis

Patient recorded
outcome
measures



TrueColours outcome data collection

Quality of life (IBD Control)

Disease activity (Manitoba index, 0-5 point scale)
Steroids within past 12 months

ED visit

Hospital admission >1 night (duration)

Nutrition (BMI and change in weight)

Patient recorded
outcome
measures



Secure global funding for ICHOM implementation
S200k from Takeda, Ferring, +/-Celgene

OUHFT to be one of two implementation sites
The other is likely to be Leuven

Worth speaking to Aneurin Bevan Health Board (done it for
Parkinson’s)

OUHFT to work with ICHOM implementation team
Adapt ePR to collect ICHOM data (eg Hb, admissions etc)

Enable downloading of TrueColours data to ePR (patient portals —
similar to Cleveland Clinic)

Allow de-itemised (anonymised) data from patients to be stored in a
secure cloud

Consider implementing other ICHOM standard sets — hip and knee,
prostate cancer, dementia, etc



Are we better than, as good as, or
worse than others?






Time to reform taxonomy of chronic disease

Many common human diseases are still diagnosed as if they are homogeneous
entities, using criteria that have hardly changed in a century...

...the treatment for diseases that are diagnosed in this way is generic, with
empiricism as its cornerstone

Kola and Bell. Nature Reviews (drug discovery) 2011;10:641-2



Precision Medicine Approach

Positive effect Same diagnosis No f—:'ffect

Not toxic Toxic

Positive effect No EffeFt
Not toxic

Toxic Same
treatment



New insights from novel assessment techniques

Effector mediators Cellular markers Cytokines

Eosinophils LTC/D/E4 ECP IL-8
Neutrophils PGD2 Neutrophil elastase

Macrophages Histamine

Lymphocytes

Epithelial cells




What we have learnt from studying airway inflammation

Eosinophilic airway inflammation is present in 50-60% of patients with asthma and 30-
40% of patients with COPD

The presence and severity of eosinophilic airway inflammation is not associated with
symptoms or abnormalities of lung function

Eosinophilic airway inflammation is associated with an increased risk of severe attacks

Patients with eosinophilic airway inflammation respond well to inhaled and oral steroids;
those without do not

The major benefit of control of eosinophilic airway inflammation is a reduced risk of
attacks



Need to differentiate between airway inflammation and dysfunction

Exacerbations

Eosinophilic
iInflammation

Airway dysfunction

\/+

Airway remodelling

1

Cough, breathlessness and wheeze




Barriers to uptake of biomarker directed, phenotype specific
management

. Traditional disease labels and guidelines are deeply embedded

. The validity and feasibility of assessing airway inflammation using
Induced sputum is not widely accepted

. Industry not engaged



Mepolizumab (anti-IL-5): effect in ‘asthma’ and
eosinophilic airways disease management

Mepolizumab 750 mg (n=112)
Mepolizumab 250 mg (N=110)

— Placebo (N=119)

-

Morning PEF (L/min)

e

I

L

Weeks
Flood-Page et al. AJRCCM 2007;176:1062-71 Haldar et al. NEJM 2009;360:973-84






Numbear

100,000 -
90,000 4
80,000 4
70,000
60,000 4
50,000
40,000 4
30,000 4
20,000 4
10,000

Concern about stalling of outcomes

Asthma

Published hospitalisations for asthma, England, 2000/01 - 2007/08

—FCE
= A sions
—— Emargancy

—#—FCE 15+ ym
—a— FCE O 1dyrs

2000001 2001002 200203 200304 2004/05 200506 200607 200708
Financial year

Source: HESaniime

COPD



Increasing recognition of adverse effects

Rate ratio
OoRkRRPRPRPRPREREEEN
OORFRLNWAOIOONIO0WOWO

0 2000 400 600 800 1000 1200 1400 1600 1800 2000
Daily dose (ug)

Rate ratio
il AV
OOFRNWAUIOON00WO

0 10 20 30 40 50 60

_ Duration of ICS use (months)
Suissa et al. Thorax 2013:;68:1029-36



Simple biomarker diagnostics now accessible

Fractional Exhaled
NO (FeNO) testing

Easy to measure

Acceptable to
patients

Immediate
result

Easy to obtain
accurate
results, even In
children



Simple biomarker diagnostics now accessible

Asthma ICS responsive airway disease
ROC 0.62; p=0.09 ROC 0.89; p<0.0001

A 100 B 100
2 =
2 =
2 50 E
B *E' 50
s 3

0 : . 0 : ,

0 50 100 0 50 100

100% - Specificity%

100% - Specificity%
Martin et al. Thorax 2016;71:562-64



Exacerbations

Mean ICS mcg/day

FeNO to guide ICS treatment in pregnant women with asthma

Number of exacerbations

75 FEno group; n=111 p<0.001

| Control group; n=109 0.62 attacks/patient/pregnancy
50 16.5% neonatal hospitalisation
o5 ] 0.29 attacks/patient/pregnancy
4 : : . 7.6% neonatal hospitalisation
00 5 - 10 15 20 25
Time (weeks)
ICS dose
900 ‘i: FEno group
| Contral.group
800
7 p=0.043
700 |
600 1 1 1 1 1
500 1 2 3 4 5 6

Visit Powell et al. Lancet 2011:373:983-90



What are we doing as part of the Oxford AHSN?



What are we doing as part of the Oxford AHSN?

* Regional CCGS will identify key test practices to demonstrate - A disgemingtion pack for national
the Proof of Concept of FeNO testing : adoption will be developed

«  Outcomes around patient healthcare visits (exacerbations) : «  Oxford AHSN will engage other
and medication usage (Inhaled corticosteroids) will be : AHSNSs as well to spread tools and
recorded : resources nationally

|

Capturing learning and
processes to scale
dissemination
nationally through
other AHSNs

Evaluation of FeNO testing in Dissemination of

primary care at key practices FeNO testing across
in region Oxford AHSN region

* Outcomes data will be used to make the case for CCG
investment in FeNO equipment and consumables across the
locality

« Data collected on effectiveness of implementation analysed
(health economics/stats)



Prof. lan Pavord

Prof. of Respiratory Medicine
Honorary Consultant Physician,
University of Oxford Hospitals

lan.pavord@ndm.ox.ac.uk

Dr James Rose
Clinical Innovation Adoption Manager
Oxford AHSN

James.Rose@oxfordAHSN.org
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