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North Neighbourhood profile

The North Neighbourhood covers 2 PCNs, North Connect & Celandine & Metrocare which are situated in the North
of the Hillingdon Borough, the North Neighbourhood is the largest Neighbourhood. North Connect has 7 GP
practices and Celandine & Metrocare has 11.

General Registered population data:

* To date the total registered population within the North neighbourhood is 115,475.

* North Connect PCN has a registered population of 52,765, and Celandine and Metrocare PCN has a registered population of

62,710. This equates to 34% of the total Hillingdon Borough registered population.

* There are 91,499 (79%) of the Southeast Neighbourhood who are Adult (18+) and 23,976 (21%) who are children (<18)
* The Male\Female split across the North is 49% vs 51%

Adult Child % of
PCN population population Total Hillingdon

(18+) (<18) population
North Connect 42,013 10,752 52,765 16%
Celandine & Metrocare 49,486 13,224 62,710 18%
Total 91,499 23,976 115,475 34%
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North Neighbourhood Profile - Overview

ick on a chart to update the others accon

HealthBorough  Primary Care Ne... Practice Age Band Ethnicity Ethnic Category  Patient Segment... Provider Highlight Health_.. Deprivation LA Borough Gender
Hillingdon »| [(uitipleval. ~] [(an) - [gan | [(an - [gan «| [(an « | [Anyornomai.. v | Hi o [(an | [Hillingdon = [(au) -
Register Status Number Of LTCs Long Term Condition Name Risk Segment Pregnancy Due Date
R « ] [qam - [qan «| | [qan -
Health Borough 0-12m 1-5 6-12 13.17 18-24 25-34 35.44 45.54 55-64 65-79 80+ Grand Total
illingdon 974 5952 9,835 7218 7,896 - 6250 115,596
0843 5.15% a51% 6.24% 6.82% 5.41% 100.00%
JR— 974 5952 9,835 7,218 7,886 13,956 18,236 15,880 14388 15,065 6,250 115,596
0.84% 5.15% 851% 6.24% 6.82% 12.07% 15.78% 13.74% 12.41% 13.03% 5.41% 100.00%
Ethnicity Age Band First Language (rover to expand “other~)
0-12m 465(0.60%) II 505 (0.8%%)
English _ aomz
W i 18 sssssss) [N =

B Mixed

arabic | 833
I other ethnic groups 6-12 assapasn) -4,995(5795, |
[ 2sianor Asian British
I slckor Biack it 1317 —— olsh |1,091
B rot Recorded
18-24 12 659%) - s Gujarati Im19
Urdu
r A-
65-79  Tseasess) —mmm, Other G- I1,1oz
o M - S Other M-R I 3,788

10K 5K OKOK 5K 10K

592

Hindi I 1,016

Gender Female Gender Male

Other S-Z I 518

LTC Diagnosis in Last 12 Months

2K
B 2K 1,720 1.760 ’ﬂ\___‘
£ 1631 1510 1453 1239
F ™ 1,200
&
1K
January 2024 February March 2024 April 2024 May 2024 June 2024 July 2024 AUQUST2024  September 2024  October 2024  November 2024  December 2024 January 2025

Data source: WSIC de-ident, January 2025 data Total population: 115,596



North Neighbourhood profile - Age

Age population profile:

* Within the North Neighbourhood, the majority of the registered population for North Connect are aged 40-49 (15%) with
65% of the registered population being within the working age bracket of 18-69. Celandine & Metrocare is very similar with
15% being aged 40-49 and 66% aged 18-69

* 70% of the registered North population fall within the working age bracket (defined as a resident aged between 18-74)

* 9% of the registered population in the North Neighbourhood are aged 75+

* 21% of the North’s registered population are under the age of 18; this equates to 9% in North Connect and 11% in Celandine
& Metrocare

Age profile for North Connect by gender Age profile for Celandine & Metrocare by gender
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North Neighbourhood profile
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Index of Multiple Deprivation (IMD)
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| The indicator focuses on the Index of Multiple v |

Index of Multiple Deprivation
The indicator focuses on the index of Multiple
Deprivation (IMD) from the indiices of Deprivation 2019.

weights to produce the overall Index of Multiple
Deprivation (IMD):

~ Health Deprivation (13.5%)

Income Deprivation (22.5%)
Employment Deprivation (22.5%)
Education Deprivation (13.5%)
Crime Deprivation (9.3%)
Barriers o Housing and Services (9.3%)
N Living Environment Deprivation (9.3%)
Hillingdon's Index of Multiple Deprivation average score
i518.22.
The England-wide Index of Multiple Deprivation
distribution Is 0.54 10 92.73 with a mean value of 21.67.
K
Values for LSOAS within the selected boundary are
shown. The larger the value and the deeper the purple,
the greater the deprivation.
1 The colours represent the quintiles:
| (@3326109273:7 areas

©) 21.56 10 33.25: 50 areas
©)14.251021.55: 39 areas
863101424:30 areas
05410862:35 areas

Data
Population mid-2015: 296,056
English Indices of Deprivation 2019:
wwwgov.uki../indices-of-deprivation-2019
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The chart shows the Index of Multiple Deprivation for
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Data source: SHAPE Place » Deprivation e — accessed 21/2/25
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https://datahub.hillingdon.gov.uk/deprivation/map/
https://app.shapeatlas.net/place/E54000027#13/51.5685/-0.5297/b-E09000017/sc-pc,s-200/o-n,a/it-all,is-deprivation_2019:,ii-deprivation_2019_IMD/f-E86014,f-E86024,f-E86024001,f-E86605,f-E86011,f-E86626,f-E86640,f-E86033,f-E86033001,f-E86022,f-E86619,f-E86629,f-E86012,f-E86041,f-E86615,f-E86618,f-E86028,f-E86007,f-E86001,f-E86006/m-LA,ml-LA/rs-visible,rsi-E86632,rh-0,rdr-t/p-U35513,p-U07392

North Neighbourhood profile - Ethnicity

Ethnic population profile:

*  57% of the North Neighbourhood registered population identified themselves as White, 26% Asian or Asian British and 8%
Other Ethnic Group.

* The 2 highest recorded ethnic groups within North Connect and Celandine & Metrocare are White closely followed by Asian
or Asian British

North Neighbourhood Ethnic Makeup

2%

Ethnic Category Population %

Asian or Asian British 29,573 26% 26%

Black or Black British 3,965 3% = Asian or Asian British

Mixed 4101 4% = Black or Black British
' = Mixed

Other Ethnic Group 9,532 8%

White 65[890 57% ‘ 3% Other Ethnic Group

) 5 n Whi
Uknown 2,414 2% 57% a% ‘:’k e
Total 115,475 i nown

NHS

North West London



North Neighbourhood profile - Segmentation

Population Segmentation:

*  60% of the North’s registered population are in the category of ‘Mostly Healthy’ when segmenting the population based on
the WSIC population segmentation criteria. 27% for North Connect and 33% for Celandine & Metrocare

* As atotal, 43% of the Adult & Older People’s registered population in the North are living with one or more Long Term
Conditions. Splitting this down further and looking at the Older People (65+) there are a total 72% living with one or more
Long Term Conditions

* 4% of children in the North are living with one Long Term Condition and 14% of children are living with Complex Needs

* North Connect has a total of 355 patients per 1,000 living with one or more LTC’s compared to Celandine & Metrocare who
has 349 patients per 1,000 living with one or more LTC’s. Please note this is Adults, Older People and Children living with LTCs
combined

* Of the Adults and Older People living with one or more LTC’s 6,691 (17%) have had 1 or more A&E attendances within the last
12 months compared to the Healthy Adults and Older People 3,296 (7%) have had 1 or more A&E attendances within the last
12 months

* EFI Score: out of the total Adult population in the North 14% are classed as Mild Frailty, 7% Moderate and 4% Severe

NHS

* Smoking: the current data is showing that 4% of the 18+ population are smokers with 10% being ex-smokers North West London



atient categories — North INT

ers below or click on a chart to update the others accordi

Health Borough Primary Care Net.  Practice Age Band Ethnicity Ethnic Category D_.. PatientSegment  Provider Deprivation Gender Distinct count of P__.
[Hillinggon = | [(Murtiple values) | [(an) | [eam R » | [ran ~ | [ | [anyornomain... «] [(an) v ] [ - T
Register Status Number of LTCs Long Term Condition Name Risk Segment Pregnancy due Date

B | [ | [can ] [an -] [can v
Patient Segments PAM Levels

PAM Level: Not Recorded
114,876 patients

Risk Segment ekl Category

Data source: WSIC de-ident, January 2025 Total population: 115,596



Watch lists — North INT

Use the filters below or click on a chart to update the others accordingly

Health Borough Primary Care Network Practice Age Band Ethnicity Ethnic Category Des... Patient Segment Provider Deprivation Gender
[Hitlingdon = | [(vultiplevalues) = | [(an) = [an =] [(an = [(an | [(an = | [Anyornomainpr =] [(aN) =] [ran -
Register Status Number of LTCs Long Term Condition Name Risk Segment Pregnancy Due Date
B = [ran | [tan | [(an =] [can -
Number Of Ltcs
° Age Band o 1 2 3 4 5 & 7 8 El 10 11 12 13 14
g 0-12m 64 1
p= 1-5 L 3 4
s 6-12 164
8 12-17 a5
- 18-24 27
® 25-34 45
o 35-44 38 14
2 45-54 23 0 11
S} 55-64 16 2 11
65-79 13 140 66 36 26 0
80+ 8 180 143 72 i3 28
0-12m 83 1
. 1-5 270
2 6-12 148 31 4 3
=] 13-17 92 27 10 0 0
w 18-24 143 &5 60 36 4 5 0
g 25-34 175 a3 118 108 E 10 6 ] o
= 35-44 148 85 160 114 64 20 12 7 o 0
5 45-54 a0 9 148 129 148 65 78 21 16 0 0 (]
; 55-64 Sil 69 174 180 212 125 102 77 16 9 0 0 0
65-79 36 99 222 SEE 392 305 240 189 136 54 80 22 24 i 14
a0+ 1z 34 98 231 348 320 342 336 264 108 110 66 24 13 0
0-12m
_ 1-5
S 6-12
= 13-17
=3 13-24
-3 25-34
L;’ E 35-44 0
= 45-54
& 55-64 0
65-79 0 0 0
30+ o alc} 0
2 0-12m
€ 1-5
2 6-12
© 13-17
W 13-24
& 25-34
P 35-44 0
= 45-54
£ 55-64 0
ES 65-79 12 13 0
a 80+ 36 o 14

Data source: WSIC de-ident, January 2025 Total population: 115,596



North Hillingdon INT Priorities

« Respiratory
e Older adult mental health
« Dementia
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Smoking Prevalence

Smoking: QOF prevalence (15+ years) - 2023/24
20.0%
18.0% 17.8%
. 0
0,
16.0% 14.5%
[ V)
14.0% 13.2% 12.6% 13.2% 13.0% o
0,
12.0% 10.5% 102%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0%
England North West Hillingdon Colne Union PCN Long Lane First ~ Synergy PCN  HH Collaborative Celadine Health North Connect
London ICB Care Group PCN PCN and Metrocare PCN
PCN

Data Source: DHSC Fingertips Public Health Profiles: data for 2023/24 last accessed 10/2/2025
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Lifestyle data — healthy diets

C15 - Percentage of adults meeting_the '5-a-day’ fruit and vegetable consumption recommendations (new method) Proportion - %
Show confidence intervals  Show 99.8% Cl values » More options
40 Recent trend: Could not be calculated
[ — Hillingdon
30 —— —e 95% 95%
o— _.\. Period Count Value Lower CI Upper €I England
2020/21 (] - 27.0% 23.0% 31.2% 34.9%
® 20 2021/22 ] - 27.4% 23.3% 31.6% 32.5%
2022/23 [ ) - 24.9% 20.9% 29.0% 31.0%

Source: OHID, based on Sport England data

Indicator Definitions and Supporting Infermation

2020/21 2021/22 2022/23

@ England
<O Hillingdon

Data source: Fingertips, accessed October 2024



Percentage of physically active adults (19+ yrs) Proportion - %

Show confidence intervals Show 99.8% Cl values » More options

Recent trend: Could not be calculated

Hillingdon
95% 95%
60 Period Count Value Lower CI Upper CI England
2015/16 [ ] - 59.4% 55.1% 63.8% 66.1%
® 2016/17 ® - 60.8% 56.4% 65.2% 66.0%
40 2017/18 o - 60.6% 56.3% 64.8% 66.3%
2018/19 [ ] - 61.6% 57.2% 65.7% 67.2%
2019/20 [ ] - 61.0% 56.5% 65.3% 66.4%
20 2020/21 ] - 56.3% 51.7% 60.9% 65.9%
2015/16 2017/18 2019/20 2021/22 2021/22 (o] - 64.9% 60.6% 69.2% 67.3%
@ England 2022/23 [ ] - 59.4% 54.9% 63.7% 67.1%
@ Hillingdon
Source: OHID, based on Sport England data
Percentage of physically inactive adults (19+ yrs) Proportion - %
Show confidence intervals ~ Show 99.8% Cl values » More options
40 Recent trend: Could not be calculated
Hillingdon

30 95% 95%
Period Count Value Lower CI Upper CI England
2015/16 - 26.9% 22.9% 30.9% 22.3%

.—.—R—./.—__.—'—‘-._-. e

=20 201617 (o] - 25.3% 21.5% 29.2% 22.2%
2017118 o - 27.5% 23.6% 31.5% 22.2%
10 2018/19 (@] - 24.5% 20.7% 28.3% 21.4%
2019/20 [ ] - 31.0% 26.8% 35.1% 22.9%
0 2020/21 o - 32.3% 28.1% 36.6% 23.4%
2015/16 2017/18 2019/20 2021/22 2021/22 Y - 26.3% 292 3% 30.2% 29 3%,
@ England 2022/23 [ ] - 28.9% 24.9% 33.1% 22.6%

<O Hillingdon

Data source: Fingertips, accessed October 2024 Source: OHID, based on Sport England data



Lifestyle data — physical activity (CYP)

C10 - Percentage of physically active children and young_people

Proportion - %

Show confidence intervals Show 99.8% CI values

60
40
=5
20
]
2017/18 2018/19 2019/20 2020/21 2021/22 2022/23

@ England
@ Hillingdon

Data source: Fingertips, accessed October 2024

Recent trend: Could not be calculated

Period
2017/18
2018/19
2019/20
2020/21
2021/22
2022/23

Hillingdon
95%
Count Value Lower CI
- 46.0% 41.7%
- 49.3% 44 1%
- 40.2% 33.1%
- 32.8% 24.4%
- 40.5% 35.8%
- 38.6% 33.4%

Source: OHID, based on Sport England data

Indicator Definitions and Supporting_Infermation

» More options

95%
Upper €I
50.4%

54.6%
47.6%
42.6%
45.4%
44.1%

England
43.3%
46.8%
44 9%
44.6%
47.2%
A47.0%



Chronic Obstructive Pulmonary Disease (COPD) Prevalence

Area Total Number of
Chronic Obstructive Pulmonary Disease Prevalence by PCN registered |patients with
patients aCoPD
1.80% diagnosis
1.60% 1.53% North West London ICB 2,848,040 25,771
1.46% Hillingdon 342,135 4,245
1.40% 1.28% Celandine Health & Metrocare 63,153 785
1.24% 1.24% i 1.19% Colne Union PCN 50,318 733
1.20% HH Collaborative PCN 87,944 832
Long Lane First Care Group PCl 41,475 531
1.00% — 0.90% 0.95% North Connect PCN 52,443 805
Synergy PCN 46,802 559
0.80%
0.60% North Connect PCN (1.53%) has
the highest prevalence of COPD
0.40% el .11
within Hillingdon. The Borough
0.20% average is 1.24%. All Hillingdon
0.00% PCNs have a COPD prevalence
North West  Hillingdon Celandine  Colne Union HH Long Lane North Synergy PCN above the NWL average (09%)
London ICB Health & PCN Collaborative  First Care  Connect PCN
Metrocare PCN Group PCN
PCN

Data Source: WSIC — 31 Jan 2025
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OPD data (from WSIC) — Hillingdon

Use the filters or click on a chart to update the others accordingly et All Filte:
Health Borough Primary Care Metwork Practice Gender Age Band Deprivation Ethnicity
HILLINGDON | [ram ] [(an ] [(an | [(am =] [ran ] [ram 2
No of Emergency o No of Pecple who were % with FEV1 < 50%
Total Population Number of COPD Patients % of Patients with COPD No of Urgent Care Department Attendances |0 Of NELAdmissionsta . @ oced with COPD Predicted from
Attendances for COPD Hospital for COPD ~ R
for COPD after Hospital Admission Spirometry
341,759 4,210 1.23% 26 358 259 115 0.00%
W Fevi=20% FEV1250%-73% [ FEvi=30% 259 [ FEV1<30% W No Reading
Health Borough Primary Care Network GP Practice
Celandine Health and Met.. [ S 2450 ESlZST (E86001) Mountwood Sur... | NN 86 20| 24
Calne Union PCN B 2400 ) IS2IZSE £86004) Dr Sahota's Prac.. AT S
ILLNEDON e HH Collzborztive [HEEH 274 S2IEEZEa0N (E86005) The Oakland Me.. [N 46 13 s
iy Long Lane First Care Grou.. [N 255 0 CEIZZN (E86006) The Devenshire .. [N Z20 I
North Connect [ HEEEN 276 Bl E86007) Harefield Health.. | NNEEEIN 95 25|31
synercy [IEEITT240 EssEl 95 | (£85009) Belmont Medica.. INEEINNNEAT 24l 24
0%  20% 40% 50% 80% 100% 0% 20% 40% &50% 80% 100% 0% 20% 40% 0% 80% 100%
Number of COPD Patients by Geographies (Prevalence %)
HILLNGDON [ 210 (1.23%) HH Collaborstive NN 524 (0.54%) | [(286015) Certral Usorica . NNMMRR 253 (1.65%)
North Connect | NNRNGENEGEGEGEEEEE =00 (1.53%) E£86007) Harefield Health.. |G 223 (2.45%)
Celandine Health and Met... [ NNRNEREEEEN 775 (1.23%) (E86010) The Yiewsley Fz.. [ NG 213 (1.25%)
Colne Union PCN. [ NNREGEGE 730 (1.45%) (E86029) The Cedar Brook.. | I 175 (1.65%)
Synergy |GG 553 (1.18%) (E86001) Mountwood Sur.. | I 173 (1.55%)
Long Lane First Care Grou.. | NG 525 (1.27%) (E86012) Wood Lane Medi.. [N 171 (1.51%)
£86027) Otterfield Medic.. | NI 155 (2.22%)

COPD Patients with Co-Morbidities

# Patients with Key Co-Morbidities

% of People on COPD Reg

ister and | Previous Exacerbation of COPD

-]

1,236 Depression I 1,218 HILLINGDON 74.18%
Asthma I
720 758 650 Anxiety I 1,1/5
542 Obesity I
254 Diabetes sz1
[ - IHD I G35
HF I 334
0 1 z E] 4 5+ Osteoporosis I
9 of People on COPD Register and | Admitted with = lengtn of stay > .~ | No of Attendances for COPD to Emergency Department  ~ | No of R i to [HospitslforCOPD = |[Within30Days
INGDON 463% 3,546 4,210
. 214 45 18 10 10
Data source: WSIC de-ident, January 2025 o . B 5 A o B N




OPD data — North INT

Use the filters or click on a chart to update the others accordingly All Filters Latest Data Date
Health Borough Primary Care Network Practice Gender Age Band Deprivation Ethnicity
HILLINGDON | [(murtizie vaiuss) =] [an = [cam | [qan = [ram =] [tan -
Ne of Emergency N Ne of Pecple who were % with FEV1 < 50%
Total Population Mumber of COPD Patients % of Patients with COPD No of Urgent Care Department Attendances No of NEL Admissions to first Diagnosed with COPD Predicted from
Attendances for COPD Hospital for COPD - N
for COPD after Hospital Admission Spirometry
115,448 1,578 1.37% 7 110 93 44 0.00%
W FEV1:80% FEV1250%-75% [ FEv1=30%-45% [ FEVi<30% W No Reading
Health Borough Primary Care Network GP Practice
Celandine Health and Met [ SN 245 Sz (£86001) Mountwood Sur . | NS 86 (20 24
North Connect IS 27600 EOINNZE700 (E86006) The Devonshire .. [T 0 AOINSTRNNN
DN =5 0% 20% 40% 60% 80% 100% | [EB6007) Harefield Health [N S5 [25]31
(E86011) Oxford Drive Me.. [NNGEEEEN 2200 BN
(E86012) Wood Lane Medi.. | NN 64 s 32
EB5014) The Cedars Medi.. NS ENESEN
0%  20% 40% 50% 80% 100% 0% 20% 40% 60% 80% 100%
Number of COPD Patients by Geographies (Prevalence %)
HitLinDon I 1,578 (1.37%) North Connect NN 500 (1.53%) | [E86007) Harefield Health.. NN 273 (2 45%)
Celandine Health and Met [ NRNRMBE 775 (1 23%) (£86001) Mountwood Sur | NG 173 (1 55%)
(£26012) Wood Lane Meci.. NG 171 (1.51%)
(E86006) The Devonshire .. [N 122 (1.46%)
(E86626) The Medical Cen.. | 105 (1.77%)
(E86618) Carepoint Practi.. [ 102 (1.37%)
(£86028) Eastbury Surgery [ 88 (1.07%)

COPD Patients with Co-Morbidities

# Patients with Key Co-Morbidities

444
24 278 288 337
0 1 2 3 4 5+

Osteoporosis I

% of People on COPD Register and |Acmitted with lengtn of stay > v |

Emergency Department -

No of Attendances for COPD to

M

% of People on COPD Register and | Previous Exacerbation of COPD

HILLINGDON 74.55%

Noof R issionsto  HospitalforCOPD  ~ |Within300ays ~

HILLINGDON 4.06%

Data source: WSIC de-ident, January 2025

1,456

0 1

5+




OPD clinical data — North INT

Use the filters or click on a chart to update the others accordingly

Health Borough Primary Care Metwork Practice Gender Age Band Deprivation Ethnicity
HILLINGDON | [(Muitiple values) | [eam | [can | [ram ] [cam v | [eam -]
Number of People with %D, | th % of People with COPD # of People with COPD % of People with COPD % of People on the COPD 9% of People with COPD % of People on the COPD
umber 20 p%ﬂp el i;'w :‘:‘ o who have had an Referred More Than Once  Referred for Pulmenary Register with a Self Completing Pulmonary Register who received
orbidity exacerbation of COPD in for Pulmonary Rehabilitation and MRC = Management Plan Agreed Rehabilitation in the last (PPV) Pneumococcal
1,588 92.88% 97.66% 0 0.00% 9.52% 4.96% 1.82%
COPD Patients by |Smokmg Status M | Pulmonary Rehab Over Time (Last 6 Months)
M Smoker B =-Smoker Non-Smoker B Comoleted Referred
| .L. : 253% I I
16.5% 16.5% 18.1% 18.3% 18.5% 18.7% 18.7%
5.4% 8.8%
February 2024 March 2024  August 2024  September October 2024  November December August 2024 September 2024 October 2024 MNovember 2024 December 2024
z0z4 z20z4 zZ0z4
~ B Tooltip Detail Tooltip Detail
High Quality Care Trends - _ .
Modes of Care [0 nome oxygen La:]uz Mmtt:s % with Quziity As.. ¥ |[Heaitn Borougn ~ | COPD Patients with CAT210-18 + |[Healtn Borougn
. COPD Pztients . On Home Oxygen 123 a4
7.6%
1614
1574 : 94 of Total
6.0%
of Total
23
2.4%
of Total 21
. FY23/24 Quarter 4 FY24/25 Quarter 2 FY24/25 Quarter 3 FY23/24 Quarter 4 FY24/25 Quarter 2 FY24/25 Quarter 3 FY23/24 Quarter4  FY24/25 Quarter 2 FY24/25 Quarter 3
Data source: WSIC de-ident, Japuary 2025




COPD Health Economics — North INT

Use the filters or click on a chart to update the others accordingly ) )e 17-10 Latest Data Date: 2
Health Borough Primary Care Network  Practice Gender Age Band Deprivation Date Filter Health Borough Total # of Prescriptions and [Mo1 + |[Total Preseriptions -
[HiLLnezon | [(Muttipie values) | [y = [ =] [ =] [ =] [t = | [Ralling Window - Cost in the last 12M

HILLINGDON | Amount 51880

. . . . # of Patients who were first
# of Readmissicns te Hospital # of Readmissions to Hospital ~ # of Reattendances to ED Diagnosed with COPD after a

9% Patients with Co-Morbidity % Patients with Asthma % Incorrect Treatment COPD ‘within 30 Days for COPD ‘within 80 Days for COPD within 30 Days for COPD

Hospital Admission

92.63% 24.62% 0.00% 10 14 12 45
Primary COPD Related Activity All Costs ~ | Acute COPD Related Activity All Costs -

[l Numberof COPD Patients [l Cost(£) M Numberof COPD Patients [l Cost(£)
£8,000K
e £100K 1o
= £80K 2 £6,000K
& a 1000
g s 2| E €
S (|2 £4000K B
5 S s -
] £40K g
£ s00 £ 500
= = £2,000K
£20K
Q £0K ] £0K
04/2024  06/2024  08/2024  10/2024  12/2024  02/2025 04/2024 06/2024 08/2024  10/2024 12/2024 02/2025)
Top 10 Patient’s Avg. Length of Stay by | PCl ~ |for R ission Type |(41) ~ | Top 10 Patient’s Avg. Length of Stayby ~ |7racfice ~ |for Readmission Type | (#/1) -

£86007) Harerield Healtn.. ||| G <
6.286 zes024) king 2awarcs =n.. [ NG 5 ==
(£86012) Wood Lane Meci.. || I ; <o
(£26008) Tre Devenzrive. . | < =50
(zs5625) Acrerield surcery || NN 5 <
(es6640) Soutncote Clinic || G s o
(zs6032) st martins Meci.. || | N A - >
zzcezs) ormirsicaiqur. || NG - 75
(es5011) 0xforc Drive vi=.. | NN - 557

Data source: WSIC de-ident, January 2025 19

North Connect

Celandine Health and
MetroCare PCN




er determinants of COPD Patients — Nor

or click on a chart to update the others accordingly AllFil ate: - C Latest Data Date
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North Neighbourhood — LTC Prevalence by PCN

Health, LTC Prevalence:

Asthma Prevalence by PCN
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Data Source: WSIC de-Ident, Jul 2024 data

The prevalence of Asthma within North Connect is the highest across the Borough at 5.8%
with Celandine & Metrocare at 5.4%. This is higher than the Borough average as well as the

NWL average. NHS

23 North West London



General Population of Asthmatic Patients
Analysis of the population of asthmatic patients
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set All Fi

Refresh Da /01/2025 1

[« Health Borough PCN Practice Gender Age Band Deprivation Ethnicity
‘North West London - ‘ ‘Hllhngdon - ‘ |(Mult|plevalues) - ‘ |(AH) - ‘ |(AH) - ‘ |(AH) - ‘ |(AH) v | ‘(AH) -
Population in Asthma Patients in Adult Asthma Patientsin ~ CYP Asthma Patientsin Patients with QOF Co-  Patients under Secondary A&E Patients under Inpatients under
Cohort Cohort Cohort Cohort Morbidities in Cohort Care in Cohort Secondary Care in Cohort  Secondary Care in Cohort
115,455 6,093 5,435 658 3,615 586 39 586
Number of Asthma Patients over time Diagnosis v Asthma Patients with Co-Morbidities Patients with Inpatient Spells (Last 12m) Tooltip Detail | HealthBo . v
. Total Number of Asthmatics . New Asthma Diagnoses 410
6K 5,879 5 6,093
70 a7
65 1,369 31 37
- — 1
g 970 1 2 3 4 5+
E o 655 —
B Patients with ED Visits (Last 12m)  Tooltip Detail
: 323 298
S 36
5 I
=
0 1 2 3 4 5+
E 2«
= 14 # of Patients with Key Comorbidities
3
Hypertension 1,588 I
0K 1 2
Anxiety 1,444 . B . . -
FY23/24  FYz4/25  FYz4/25  FY24/25  FY24/25 Patients with ED Visits but no Primary Care Visit in last 12 Months
uarter 4 uarter 1 uarter 2 uarter 3 uarter 4
a “ ° ° a Depression 1301 The Hillingdon Hospitats s [ -<
Asthma Patients by Age and Gender tondon north west university.. [ Il 10
Age Band Obesity _ 1216 West Hertfordshire Hospitals .. - 5
6-12 Diabetes 708 Chelsea and Westminster Hos... I 1
Unknown | 0
13-17
COPD - 390
18-24
55.34 Asthma Patients by Ethnicity
35-44 3,782 Patients with Asthma related GP appointments within 2 weeks of
45-54 Asthma ED Visit
e Hilingdon Hospitats s [ +
55-64 foess sy :
1,410 West Hertfordshire Hospitals .. - 1
65-79 ©os9 7 . Uninown | 0
200 210 315 176 Chel d Westminster H
80+ -_ elsea an estminster Hos.. ‘ 0
= = x o = U v @ London North West University.. ‘ 0
i Smuw STa ] 255 9 =
Data source: WSIC de-ident, January 2025 SoE 28 £ BE3 = =
Male Female g o g ° sl E




A a prevale 230 - Dra B 0

o uayers ncess ([ [N+ o ‘ <J1\ | A S () g North Connect x| tocon rocus ([IENINY
1C: [ North West London v | 2 @) Mountwood Surgery ~ 7 A X L { e o PCN QOF recorded prevalence | [QOF prevalence: asthma v
’ ¢ - L] Q0F prevalence: asthna ssam [T 3 ] \
Core SHAPE indicators N e P NS & L \ Asthma | QOF prevalence: asthma
744 HillEnd 1 559 recorded asthma prevatence, change from A \ (fsthma ) 1 The Indicatoe tients
» Population density: Mid-year 2022 5 Ove Troe st year: +0.24% Number on register: 597, s size - ! X \ ' SICBL: 4,455 > Lo
(64 10,768, ’ / <Ry \ L
M e & J \ A" (64) st sze 4
» ge profile quinary bands: Mid yeor 2022 A - 7 1 Acre Surgery olex 54}t s for 208/
Journey time (o GP d o/ L || Millingdon's recorded prevalence of patients with
\ * Journey time to e | el Suroery O |u® ! asthma fs 5.24% foryear 2023/24
» Journey time to hospital D S el Carcpoint Practice O |am | The England-wide GP distribution Is 0.72% to 15.53%
 Ethnicity TR Eastbury Surgery (1] { with a mesn vaue of 6.58%.
. o L | Harefield Practice o | Key
| * Depetvar — Mountwood Surgery (] | Values for GP practices within the selected boundary are
QOF recorded prevalence 2023/24 Marefield Practice ‘ § SN \ | . The Devonshire Lodge Prac...@) | shown. f
Atin 0| @ QOF prevalence: asthma 7.56% Carepolnt Practice = L7 AVERAGE o \| The colours represent the quintfes: |
- 1 ® 7.58% recorded asthma prevalence. change from e QOF prevalence: asthma & (@7.85%10 15.53% 2 practices I
Al Fbrlation () p s L Wb o b, e 9198 ecoded uthna pevolnce < % 10% [ @ 711%10.7.84%¢ 2 practices
| 5 \ ¥ —— st year: +0.16%, Number on register: 340, lst size || (®)638%10 7.1%: 4 practices )
Cancer / A el - NHS Digital: QOF results for year 2023/24 ! 1 ) 532910 6.37%: 19 practices
. I

digital.nhs.uk/ /quality-and-outcomes/2023-24 0.72%10 5.31%: 19 practices
T " ¥ bt 1 v

Chronic Kidney Disease Y ! : Data )
:,mm TroTeEm— Vil S 1 Celadine Health & Metrocare XN regiser: 16960
onic e Pulmonar &
Disease © PCN QOF recorded prevalence Ust stze (6+:324.017
& NS Digitak: QOF results for year 2023/24 \
. - 2 (Asthma ~]™ dgitatnhs uk squatty-and-outcomes. 202124
Coronary Heart Disease { X
. . SICBL: 445% Distrbution ¥

| Dementla The chart shows the recorded QOF pravalence of
.

patlents with asthma for year 2023/24.
England mean: 6.58%

[ Diabetes Melitus

2> Be R W= s

Ladygate Lane Medical Pra... @ B

Epllepsy “.._ Oxford Drive Medical Centre €
{ . Queens Walk Medical Centre @
| et & " Southcote Clinic
| perenson StMartins Medical Centre
- The Abbotsbury Practice @)
Learning Disabilities . Wallasey Medical Centre @)
.

‘ Walnut Way Practice
Mental Health
.

| Non-disbetic Hyperglycaernia A ] Ladygate Lane Medical Practice. : e S ¢ L
1@ w—tu @ d &g @ QOF prevalence: asthma Y N\ The shire Lodge Practice
| Ovesity Lo z:y:::maum e, change from ) \0 | © oot reterce sivra
- P = i \ ot )| St Martins Medical Centr Y
] o B . (6+) 2450 = i it \ .16 recorded asthma previence, change from . )\ NHS Digital: QOF results for year 2023/24
teoporosls - ) B et yoar: +015% Nurnber-on regiser: 486, st size | | / i S e —
- o Southcots Chekc 5.71% recorded asthma prevalence. change from Bek7.001. igital.nhs.u quality-an .-uul(ﬂme‘s B .
Palllative Care - ' X
.

Peripheral Arterial Disease
.

Rheumatold Artheitis
.

\ Stroke and Transient schaemic
Attads
.

—N T
Oxford Drive Medical Contre.

S e
/&Q i Martins Medical

R . L =Ty = ;,.,,..,Nq....
t Do < [ Wallasey Medical Centre m ;:::':ﬁl'dkv.(hmmh:m”“ " -ru/d 4 stk g o
| Dementla disgnoses » b b 5t o +0.4% Number o register; 171, Bt size
AR 7L v QORprevalence: asthma 4529 £91% Lmireron reiste: 132, it size ' ‘ e ¥
. {1 - { o J 4.62% recorded asthma prevalence, change from - - \
| = ‘ ‘ N oy Bl s W A Sy,
mentla diagn: - 4
flagnoses: ! / 2 / (413184 S -~ @ ) Acrefield Surgery
= -~ Z N 9 QOF prevalence R
5.73% recorded asthma pré L e

¢ <— S QOF prevabence: sthma | g
L 5.819% recorded asthna prevolence,
1;a.zm..ammm«mw.m 625, fst soe” QOF prevalence:,
(6+) 10,758 i M?

Dementla of @ QOF prevatence asthma [

Ages 65
-

st year: 0.6, Number o 463% recovded asthma prevalence, change from
(645,791 st year; 0.09% Mumber on register: 115, st size
- & (642484,

b d , ¥ p N (7 T QOF prevalrce sthima “B . " | . L\ NG
F;AP\E,’;flad@ a{ctessed i e - ‘ g &%:?mg:&mmw»ﬂnf:ﬂ IS N =) ’ 185,
o | 4 { A - R T -




Indicators

o (R Access

18| North West London

Base map

@ 05 0pen Zoomstack
satellite Zoomstack

Demographic

Output Area Classification
Workplace zones

fuel poverty

Loneliness

Rura/Urban Classification

Rural Deprivation Index for Health
Population projection 2027
Population projection 2032
Population projection 2037
Population projection 2042
Leweling U Prioeity 1kocal authority aeas

Index of Multiple Deprivation highlight

IMO: high 10%
IMO: high 20% Core20 population
IMD: low 20%
IMD: low 10%

Veterans

Previously Served Population
Previously Served Population in
Households
Previously Served Population in
Communal Establishments

Greater London Authorlty

GLA population projection 2025
GLA population projection 2030
GLA population projection 2035
GLA population projection 2040
London Output Area Classification
Public Transport Accessibiity Levels
Nitrogen Dioxide concentrations
Nitrogen Oxides concentrations
Particulate Matter concentrations
London Ultra Low Emissions Zone

Enviconment (

Riskof Flooding from Rivers and Sea
Nitrogen Dioxide levels

Particulate Matter levels

Sulphur Dioxide levels

Alr Quality Management Areas (AGMAS)
Air Pollution Vulnerability indicator: NO2
Air Pollution Vuinerability Indicator: PM2.5
Road traffic nolse: 24 hour average

Road traffic nolse: 16 hour average

Road traffic nolse: night time average

Usage
Education sites
Medical Care sites

Open greenspace and access points (3
Key supermarket sites

* Alcohol attributable conditions
Boundaries

LSOAS (Lower Super Output Areas)
MSOAs (Middle Super Output Areas)
Postcodes

Viards

Parishes and non-civil parish areas

Local Authority Districts )
Westminster constituencies

5ub ICB Locations

a
\
=

“::
o)

aham

~ Data source: S

{ 1000t

Hill End

“Harefie| @ QOF prevalence: sthma 750
S0y | 7:58m recorded asthemo prevalence, chony
| st yer: 40,220 Nuamberon et 557 e e
| fosr 8682

South Harefield

New Denham

)

PE Place — accessed 20/2/25

QOF prevalence: asthma 554%
| 5.50% recorded asthina prevatence, change from
 istyean Q200 Mmbor et 7, Bt st
Eastbury Surgery
QOF prevalerce: asthma

s66%

5,66% recorded asthma prevalence, change fiom

fostyear: +0.21% Number on register 453, i size

(84 8008

Match End

. y

Ruislip Commons

Ladygate Lane Medical Practice

 QOF prevalence: asthens 661%

Prnenwood Park \
‘Carepoint Practice SR - ) \
QOF prevalence: asthma Ao =1
0914 reorded athema pevalence,change rom
Jast year: +0. 16, Number on repister: 40t e |1 8 o
6976919 v -
W | X y
\ |
. \ ™ e X Meadstone o
{4 \
\ g
North Harfow
The Devonshire Lodge Practice 3
QOF prevalence: asthy s |
168 recorded asthma prevaience, change hom
last year: +0.1 0. Nmber o egiste: 406, st e v
(6417891
Rayners Lane
»
West Harrow
Cedars Medicol Centre ,

QOF prevalence:

503 b/
‘Oxford Drive Medical Centre

asthma 571%

alasey Medical Centre ™

revalence, change from

QOF prevalence: asthma s fome B e 333 It e

Mtsize  bee

-—

{ last year: +0.16% Number of @ QOF prevlence: mithr S0
074,

it

hast o »(743» Numbes m/!umn 70 Istsire ‘\
(6. \
Queens Walk Mr-m—;» el S XSouthiHamowall =
crefield Surg
QOF prevalenc .
QOF prevalence: asthma Asan

5,730 recorded asthma pre
lostyear: 0,76, Nuember o 46% recorded asthma prevlence,
1994 Nor

(645,791, utyeor: 0.0 e e
e

Wainut Woy Practice

QOF prevalence: asthma 331%

131 recondedatera gevalencechr
oo e T8 e

Suphur dioxide levels and asthma prevalene

!
|
|
| |
P ———
| Accessto No.\lmy Assets and Hazards. IANAPH

| sota

Belmont

Wealdstone

Greenhil

” e S,
St o
Norty
b 4 i
N of 7/ Sudbury

y 100016969 | paraliel | Mapbax | OpenStreetMap contributors




North Neighbourhood — LTC Prevalence by PCN

Health, LTC Prevalence:

Depression Prevalence by PCN
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Data Source: WSIC de-Ident, Jul 2024 data

The prevalence of Depression is slightly higher than the Borough average in North Connect
and Celandine & Metrocare at 10.5% & 10.4%, its is also higher than the NWL average of 8.6%.

NHS

27 North West London



North Neighbourhood — LTC Prevalence by PCN

Health, LTC Prevalence:

Anxiety Prevalence by PCN
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Data Source: WSIC de-Ident, Jul 2024 data

The prevalence of Anxiety is higher than the Hillingdon Borough and the NWL average for
North Connect & Celandine & Metrocare. They are both the highest in the Borough out of the
PCN’s at 12.5% & 13%. NHS

78 North West London



Older Adult (65+) Mental Health Prevalence

Area Total Number of
Older Adult (65+) Mental Health Prevalence by PCN registered | patients aged
0.33% patients 65+ with a
0.35% =R mental health
0.30% ) o diagnosis
0.25% 0.23% 0.20% 0.19% 0.22% 0.22%
0.20% o 0.16% North West London ICB 2,848,040 6,449
0.15% 0.13% Hillingdon 42,135 688
0.10% Celandine Health & Metrocare PCN 63,153 122
0.05% Colne Union PCN 50,318 111
0.00% HH Collaborative PCN 87,944 115
North West Hillingdon Celandine  Colne Union Long Lane First North Connect Synergy PCN Long Lane First Care Group PCN 41,475 93
London ICB Health & PCN CoIIaboratlve Care Group PCN North Connect PCN 52,443 174
Metrocare PCN PCN Synergy PCN 46,802 73
PCN
North Connect PCN (0.33%) has the
highest prevalence of older adults
Older adults (65+) with a mental health diagnosis as a percentage (65+) with a mental health
of all older adults by PCN diagnosis within its registered
- patient population. However, Colne
. (] l?l0 0, 0, .
oo . 202% 1.98% 170% Union PCN (2.02%) and Long Lane
- 9 1.51% .
150% ’ L10% ° 1.29% PCN (1.98%) have the highest
1.00% percentage of older adults with a
0.50% l mental health diagnosis in their
0.00% older adult patient populations.

North West London |ICBilllegaiadine Health & Meti@okre Ban PIENCollabdiatg/eaP@NFirst Care Gtortih BoNnect PCNsynergy PCN

Data Source: WSIC — 31 Jan 2025 29



Older Adult (65+) Depression Prevalence
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Older adults (65+) with a depression diagnosis as a percentage of all older adults by
PCN
14.8% 9
11.7% 13.0% 12.5% I° 11.5% MI2/° 12.7% 13.6%
North West Hillingdon Celandine Colne Union Long Lane First North Connect Synergy PCN
London ICB Health & PCN Collaboratwe Care Group PCN
Metrocare PCN PCN PCN
30

Data Source: WSIC — 31 Jan 2025

Area Total Number of

registered | patients

patients | aged 65+

with a

depression

diagnosis
North West London ICB 2,848,040 36,847
Hillingdon 342,135 5,813
Celandine Health & Metrocare PCN 63,153 1,385
Colne Union PCN 50,318 815
HH Collaborative PCN 87,944 877
Long Lane First Care Group PCN 41,475 665
North Connect PCN 52,443 1,299
Synergy PCN 46,802 772

North Connect PCN (2.48%) and
Celandine Health & MetroCare PCN
(2.19%) have the highest prevalence
of older adults (65+) with a
diagnosis of depression within their
registered patient populations.
However, Colne Union PCN (14.8%)
and Long Lane PCN (14.2%) have
the highest percentage of older
adults with a depression diagnosis
in their older adult patient
populations.



Older Adult (65+) Anxiety Prevalence

Older Adult (65+) Anxiety Prevalence by PCN
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Area Total Number of
registered patients
patients aged 65+
with an
anxiety
diagnosis
North West London ICB 2,848,040 43,205
Hillingdon 342,135 7,555
Celandine Health & Metrocare PCN 63,153] 1,903
Colne Union PCN 50,318, 950
HH Collaborative PCN 87,944 1,175
Long Lane First Care Group PCN 41,475 761
North Connect PCN 52,443 1,687
Synergy PCN 46,802 1,079

North Connect PCN (3.22%) and
Celandine Health & MetroCare PCN
(3.01%) have the highest prevalence
of older adults (65+) with a
diagnosis of anxiety within their
registered patient populations.
However, Synergy PCN (19.0%) and
Colne Union PCN (17.3%) have the
highest percentage of older adults
with an anxiety diagnosis in their
older adult patient populations.



Dementia Prevalence

Area Total Number of
Dementia Prevalence by PCN registered | patients with
patlents adementia
1.40% 1.33% diagnosis
North West London ICB 2,848,040 16,047
Hillingdon 342,135 2,722
1.20% Celandine Health & Metrocare PCN 63,153 514
Colne Union PCN 50,318 402,
HH Collaborative PCN 87,944 500
1.00% Long Lane First Care Group PCN 41,475 273
North Connect PCN 52,443 699
0.80% 0.81% 0.80% Synergy PCN 46,802 334
0.80% 0.71%
0.66%
. . North Connect PCN (1.33%) has
0.60% 0.56% 0.57% )
the highest prevalence of
0.40% dementia within Hillingdon. The
Borough average is 0.80%. All
0.20% Hillingdon PCNs have a dementia
prevalence above the NWL
0-00% average (0.56%).
North West Hillingdon Celandine  Colne Union HH Long Lane North Connect Synergy PCN
London ICB Health & PCN Collaborative  First Care PCN
Metrocare PCN Group PCN
PCN

Data Source: WSIC — 31 Jan 2025
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Dementia prevalence (age 65+) by GP practlce
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Frailty

Data source: WSIC de-ident, January 2025

Overview of the acute patients of 65+yrs in North West London

split By Health Borough
Primary Care Network v | |Hillingdon v | [severe

Frailty Index

Non-Elective Admissions for 65+yrs by Frailty Index (Last 12 Months) | SUS & GP @ B

@) i

Gender
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-| [ - | [ - | [ - [(an -
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Obesity & Excess Weight Data

This section aims to look at Obesity and Excess Weight in the current registered patients in the Borough of
Hillingdon. The latest BMI values within the patients GP record has been used to identify if the registered Adult
population are classed as Obese or have Excess Weight, the following scores have been used:

* Obesity in the white ethnic groups is classed as a BMI value of >=30
* Obesity in the BAME ethnic groups is classed as BMI value of >=27.5
* Excess Weight in the white ethnic groups is classed as a BMI value of between 25 and 29.99

* Excess Weight in the BAME ethnic groups is classed as a BMI value of ?

It has been noted in the Hillingdon Health & Wellbeing Strategy 2022-2025 that 65% of adults within the Borough of
Hillingdon are classified as overweight or obese and physical activity remains low within this group.

®_Hillingdon Health NHS

@ and Care Partners . Hillingdon

Clinica | Commissionin g Group



Obesity & Excess Weight — what is the data telling us?

* Looking at the most recent WSIC data (May 24) overall there are 52,859 adults who are classed as Obese within Hillingdon, which equates to 20%
of the Hillingdon adult registered population — this is based on the BMI value being >=30 and not taking into account Ethnicity.

* Looking further into the data there are 75,111 adults who are classed are having Excess Weight within Hillingdon, this equates to 28% of the total
adult registered population — this is based on the BMI value being between 25 and 29.99 and not taking into account Ethnicity.

e The current NWL prevalence for obesity is 15% and the prevalence for Excess Weight is 25% therefore making Hillingdon an Outlier within North
West London. It is worth noting that Hillingdon has the highest prevalence of all the NWL Boroughs

A e Obesity Latest Obesity — Excess Weighted W;'glh;:z The data is sh . that th 199 |
Borough opulation (based on BMI Latest Weight Weight per 1,000 pE ’ € data Is showing tha . er_e _are people
s value) Prevalence = Prevalence Obesity “;(c.e;st per 1,000 who are obese in Hillingdon
elg
Brent 417,349 67,356 16% 105,029 25% 161 252 compared to the NWL total of 153 per 1,000.
Ealing 370,159 64,680 17% 103,849 28% 175 281 The data also shows that there are 282 people
Hounslow 274,224 50,132 18% 76,495 28% 183 279 per 1,000 who are classed as having Excess
H&F 299,721 32,714 11% 62,680 21% 109 209 Weight.
Harrow 233,003 40,100 17% 65,252 28% 172 280
Hillingd 265,891 52,859 20% 75,111 28% 199 282 .
CECon < < As you can see from the high level data,
West London 241,857 28,051 12% 53,572 22% 116 222 Hillinedon is the highest within NWL for both
Central London 245,178 23,098 9% 46,830 19% 94 191 : 'n_g onisthehig ?S within orbo
Total 2,347,382 358,990 15% 588,818 25% 153 251 Obesity & Excess Weight.

@ _ Hillingdon Health INHS |
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Obesity Prevalence - children & adults

% of individuals classified as overweight or Obese

70.0
64.0
59.2
60.0 57.2
50.0
38.8
40.0 38.3 36.6
30.0
19.4 200 213
20.0
- Il
0.0

Reception Year 6 Adults

M Hillingdon ™ Llondon ™ England
Data source: Obesity profile, Fingertips 2022/23 data



North Neighbourhood — Obesity Prevalence by PCN

Obesity Prevalence by PCN
14%

129% 12%

10% 9% 9% ’ 9%
8% 8%
8% 7%
6%
4%
2%
0%
NWL Hillingdon Celendine  Colne Union HH Long Lane North Synergy
Borough Health & Collaborative  First Care Connect
Metrocare Group

Data Source: WSIC de-Ident, Jul 2024 data

The prevalence of Obesity within the North Neighbourhood is lower than the Hillingdon
Borough average but slightly higher than the NWL average.

NHS

39 North West London



Overweight (including obesity)_prevalence in adults (18+ yrs)

Proportion - %

Show confidence intervals Show 99.8% Cl values

75

ot — "

50

25

2015/16 2017/18 2019/20

4 England
O Hillingdon

Data source: Fingertips, accessed October 2024

2021/22

Recent trend: Could not be calculated

Period
2015/16
2016/17
2017/18
2018/19
2019/20
2020/21
2021/22
2022/23

Hillingdon
95%
Count Value Lower CI
- 55.1% 50.1%
- 55.5% 50.7%
- 61.8% 56.9%
- 59.2% 54.5%
- 65.3% 60.6%
- 55.7% 50.8%
- 62.3% 57.4%
- 59.2% 54.3%

Source: OHID, based on Sport England data

» More options

95%
Upper CI
59.8%

60.3%
66.6%
64.1%
70.0%
60.7%
67.2%
64.3%

England
61.2%
61.3%
61.9%
62.0%
62.6%
63.3%
63.8%
64.0%



CO9b - Year 6 prevalence of overweight (including obesity)_(10-11 yrs)

Show confidence intervals Show 99.8% Cl values
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Data source: Fingertips, accessed October 2024

Recent trend: ** No significant change

Period
2006/07
2007/08
2008/09
2009/10
2010/11
2011112
2012113
2013114
2014115
201516
201617
201718
201819
2019/20
2020/21
2021/22
2022/23

Count

40
850
915
940
1,015
1,020
970
1,075
1,005
1,225
1,280
1,315
1,460
725
1,575
1,455

Hillingdon
95%

Value Lower CI
34.8% 28.0%
32.1% 30.4%
32.4% 30.7%
33.2% 31.4%
35.3% 33.6%
35.5% 33.8%
34.3% 32.6%
34.6% 33.0%
32.7% 31.0%
37.2% 35.6%
37.9% 36.4%
37.6% 36.0%
38.7% 37.1%

36.3%" 34.2%
41.7% 40.1%
38.3% 36.8%

Source: NHS England, National Child Measurement Programme

Proportion - %

» More options

95%
Upper CI

45.5%
34.0%
34.1%
34.8%
37.1%
37.3%
36.1%
36.3%
34.3%
38.9%
39.6%
39.2%
40.2%
38.4%

43.3%
39.9%

England
31.7%
32.6%
32.6%
33.4%
33.4%
33.9%
33.3%
33.5%
33.2%
34.2%
34.2%
34.3%
34.3%
35.2%
40.9%
37.8%
36.6%



Obesity & Excess Weight — data by Ethnicity

* Obesity & Excess Weight differs when looking at the data by Ethnicity as different BMI values are used to identify the registered
population within these categories. The prevalence within the white ethnic group for obesity is 24% and Excess Weight is 29%

Ethnic Category: White

Obesit: E
Adult 18+ . esity Excess xc.e ss
Borough | Obesity Latest Latest . Weight
population Weight
Prevalence Prevalence
Hillingdon 118,830 28,346 24% 34,785 29%

Within the White ethnic group Colne Union, HH Collaborative & Long Lane PCNs have the highest number of registered
patients per 1,000 with Obesity and Celandine & Metrocare and North Connect have the highest number for Excess Weight.

L Obesity |Weighted per Excess Weighted
PCN List Size Latest 1,000 Weight | per 1,000
Celandine Health & Metrocare 32,192 6,883 214 10,088 313
Colne Union 19,471 5,342 274 5,629 289
HH Collaborative 16,865 4,410 261 4,480 266
Long Lane First Care Group 10,685 3,049 285 2,969 278
Noth Connect 21,944 4,687 214 6,652 303
Synergy 17,673 3,975 225 4,967 281
Total 118,830 28,346 239 34,785 293

@ _ Hillingdon Health NHS |

: Hillingd
@ ' and Care Partners il i S s




Excess Weight Data — what is the data telling us?

*  We looked at the prevalence for certain Long Term Conditions for the cohort group and the data indicated the
following:

= Hypertension prevalence within this is group is 29% overall, with 4 of the PCN’s being 30% or above

= Depression prevalence within this group is 17% overall, with Colne Union being at 20%

= Anxiety prevalence within this group is 16% overall, with Colne Union being at 18%

= Diabetes prevalence within this group is 17% overall, with Long Lane and HH Collaborative being at 19%

= CHD prevalence within this group is 5% overall, compared to the Hillingdon average of 3% and NLW average
of 2.5%

* The data is showing that the above conditions are more prevalent in the obese cohort of the population. It may
also be useful to take a look at the overweight population for a more preventative view?

* 7% of this cohort are recorded as smokers and they mainly sit within the 40 — 59 age group and 13% being
recorded as Ex-smokers. It would be useful to look further at the lifestyle characteristics

@ _ Hillingdon Health INHS |
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North Neighbourhood — Hypertension Prevalence by PCN

Hypertension Prevalence by PCN

18%
16%
16%

14% 14%
14% 13% ; 1
o,
195 11% 12% 11%
10%
8%
6%
A%
2%
0%
NWL Hillingdon Celendine Colne Union HH Long Lane North Synergy
Borough Health & Collaborative First Care Connect
Metrocare Group

Data Source: WSIC de-Ident, Jul 2024 data

The prevalence of Hypertension for Hillingdon Borough is currently 13.42%, which has seen a vast
improvement over the last 6 months due to the Hypertension programme. North Connect has the highest
prevalence within the Borough at 16% and both PCNs are higher than the NWL average. The
Hypertension Borough report contains detailed information by PCN, Practice and Ethnicity.

44
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North Neighbourhood — CHD Prevalence by PCN

CHD Prevalence by PCN

4% 3%
3% 3%
3% 2% 3%

3% 2%

2% 2%
2%
2%
1%
1%
0%

NWL Hillingdon Celendine  Colne Union HH Long Lane North Synergy

Borough Health & Collaborative  First Care Connect
Metrocare Group

Data Source: WSIC de-Ident, Jul 2024 data

The prevalence of CHD is higher than the Hillingdon Borough & NWL average for North
Connect & Celandine & Metrocare. North Connect is the highest even the numbers are low at
3.3% compared to the NWL average of 2.1%. NHS

45 North West London



North Neighbourhood — Diabetes Prevalence by PCN

Diabetes Prevalence by PCN

9% o,

2% 8%
8%

7% 7%
o o o 7%
6% 6%
’ 5%
5%
A%
3%
2%
1%
0%
NWL Hillingdon Celendine  Colne Union HH Long Lane North Synergy
Borough Health & Collaborative  First Care Connect
Metrocare Group

Data Source: WSIC de-Ident, Jul 2024 data

The prevalence of Diabetes within the Hillingdon Borough is 7%, North Connect has the
highest prevalence within the Borough at 8.2% and is also above the NWL average.

NHS
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Cancer Prevalence

Cancer Prevalence by PCN

4.50%
4.12%
3.97%
4.00%
3.50%
3.00% 2.81%
2.47% 2.49%

2.50% 2.28%
2.00% 1.72%
1.50%
1.00%
0.50%
0.00%

North West  Hillingdon  Celandine Colne Union HH Long Lane North

London ICB Health & PCN Collaborative First Care Connect PCN

Metrocare PCN Group PCN
PCN

2.63%

Synergy PCN

Area Total Number of
registered | patients with
patients acancer

diagnosis
North West London ICB 2,848,040 70,458
Hillingdon 342,135 9,628
Celandine Health & Metrocare PCN 63,153 2,602
Colne Union PCN 50,318 1,252
HH Collaborative PCN 87,944 1,516
Long Lane First Care Group PCN 41,475 946
North Connect PCN 52,443 2,082
Synergy PCN 46,802 1,230

Data Source: WSIC — 31 Jan 2025

47

Celandine Health & MetroCare PCN
(4.1%) and North Connect PCN
(4.0%) have the highest cancer
prevalence within Hillingdon. The
cancer prevalence in North
Hillingdon is much greater than the
Hillingdon Borough (2.8%) and
North West London (2.5%) figures.



Cervical Cancer Screening

Cervical screening coverage: aged 25 to 49 years old - 2023/24

80.0%
71.7%
70.0% 67.5% g
63.0% 65.3% 64.8%
59.8% 59.6% 59.0%
60.0% 55.7%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%
England North West Hillingdon Celandine North Connect Long Lane First  Colne Union Synergy PCN HH
London ICB Health & PCN Care Group PCN PCN Collaborative
Metrocare PCN PCN

Data Source: DHSC Fingertips Public Health Profiles: data for 2023/24 last accessed 10/2/2025
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Cervical Cancer Screening

Cervical screening coverage: aged 50 to 64 years - 2023/24
90.0%
78.0%

80-0°j 74.9% o 73.9% 75.9% 74.4% 5 0% - -
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

England North West Hillingdon  Celandine Health Long Lane First ~ Synergy PCN  North Connect HH Collaborative Colne Union PCN
London & Metrocare Care Group PCN PCN PCN
PCN

Data Source: DHSC Fingertips Public Health Profiles: data for 2023/24 last accessed 10/2/2025
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Breast Cancer Screening
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Breast screening coverage: aged 53 to 70 years old - 2023/24

72.6%
69.9% 69.4% 69.3%
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56.9% 55.8%
England North West Hillingdon Celandine Health North Connect  Synergy PCN  Long Lane First Colne Union PCN HH Collaborative
London ICB & Metrocare PCN Care Group PCN PCN
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Data Source: DHSC Fingertips Public Health Profiles: data for 2023/24 last accessed 10/2/2025
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Bowel Cancer Screening

Bowel screening coverage: aged 60 to 74 years old - 2023/24
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Data Source: DHSC Fingertips Public Health Profiles: data for 2023/24 last accessed 10/2/2025
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Other available data

« Trends over time (available at practice level on Fingertips)

« Other cancer indicators:
* Number of emergency admissions with cancer
» Urgent suspected cancer referrals
» Urgent suspected cancer referrals resulting in a diagnosis of cancer
» Percentage of cancers diagnosed at stages 1 and 2

« Qutcome data

* Activity data

« Some data (e.g. QOF) could be presented at INT level or practice level

« Some data could be broken down by age band, gender, ethnicity or deprivation

What would be useful?
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Respiratory indicators - Fingertips

Change
from
p!
Indicator Period count value time period
Respiratory disease
Mortality rate from respiratory disease, all ages (3 year range) 2021 -23 177,003 106.3 per 100,000 +
Mortality rate from respiratory disease, all ages (1 year range) 2023 66,525 117.8 per 100,000 +
Under 75 mortality rate from respiratory disease (3 year range) 2021 -23 44,608 30.3 per 100,000 t
Under 75 mortality rate from respiratory disease (1 year range) 2023 16,485 337 per 100,000 +
Under 75 mortality rate from respiratory disease considered preventable (3 year range) 2021-23 26,453 18.0 per 100,000 t
Under 75 mortality rate from respiratory disease considered preventable (1 year range) 2023 9,830 20.2 per 100,000 1t
Emergency hospital admissions for respiratory disease 2022123 790,241 1,336 per 100,000 1t
COPD
Mortality rate from chronic obstructive pulmonary disease, all ages (3 year range) 2021-23 73,363 43.9 per 100,000 t
Mortality rate from chronic obstructive pulmonary disease, all ages (1 year range) 2023 26,827 47 .3 per 100,000 1t
Mortality rate from COPD as a contributory cause (3 year range) 2017 - 18 85,287 53.90 per 100,000 -
Mortality rate from COPD as a contributory cause (1 year range) 2020 37,588 68.82 per 100,000 1t
Emergency hospital admissions for COPD, all ages 2022/23 108,891 190.8 per 100.000 1t
COPD: QOF prevalence 2023/24 1,175,163 1.9%
Asthma
Mortality rate from asthma (3 year range) 2017 - 13 3,771 2.36 per 100,000 -
Mortality rate from asthma (1 year range) 2020 1,261 2 30 per 100,000 -»
Emergency hospital admissions for asthma in adults (aged 19 years and over) 2022/23 34,824 72.1 per 100,000 1t
Hospital admissions for asthma (under 19 years) - registered population 2020721 9,452 73.1 per 100,000 4
Asthma: QOF prevalence (6+ yrs) 2023/24 3,886,879 6.5% -
Pneumonia
Mortality rate from pneumonia (underlying cause) (3 year range) 2017 -19 68,581 43.25 per 100,000 4
Mortality rate from pneumonia (underlying cause) (1 year range) 2020 18,189 33.36 per 100,000 4
Mortality rate from pneumonia (all mentions) (3 year range) 2017 -19 266,286  167.59 per 100,000 ]
Mortality rate from pneumonia (all mentions) (1 year range) 2020 104,439 190.86 per 100,000 1t
Emergency hospital admissions for pneumonia 2022123 212,740 369.5 per 100,000 1t
Other

Emergency hospital admissions for bronchiolitis in children aged under 2 years 2022123 54,296 4,444 per 100,000 1t



Useful data sources

« WSIC (N.B. WSIC has two parts, which cannot be open alongside each other)
« Landing Page: Homepage - Tableau Server
» Workbook: Borough Based Dashboard

« Hillingdon Data Hub — Welcome to the Hillingdon Data Hub (borough, ward &
LSOA level data)

« SHAPE Place (North INT)

 Fingertips | Department of Health and Social Care

« CVDPREVENT (PCN & practice level data)

« Pharmaceutical Needs Assessment - Hillingdon Council
« Joint Strategic Needs Assessment - Hillingdon Council
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https://wsicanalytics.nw.london.nhs.uk/#/site/PopulationHealth/views/LandingPage/Homepage?:iid=1
https://wsicanalytics.nw.london.nhs.uk/t/ICSAnalytics/views/BoroughBasedDashboard/BBDashboard-LandingPage?%3Aembed=y&%3Aiid=3&%3AisGuestRedirectFromVizportal=y
https://datahub.hillingdon.gov.uk/
https://app.shapeatlas.net/place/E54000027#14/51.5891/-0.4322/b-E09000017/sc-pc,s-200/o-n,a/f-E86014,f-E86024,f-E86024001,f-E86605,f-E86011,f-E86626,f-E86640,f-E86033,f-E86033001,f-E86022,f-E86619,f-E86629,f-E86012,f-E86041,f-E86615,f-E86618,f-E86028,f-E86007,f-E86001,f-E86006/m-LA,ml-LA/rs-visible,rsi-E86632,rh-0,rdr-t/p-U35513,p-U07392
https://fingertips.phe.org.uk/
https://www.cvdprevent.nhs.uk/
https://www.hillingdon.gov.uk/pharmaceutical-needs
https://www.hillingdon.gov.uk/jsna
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