2025 Cardiometabolic Fellowship Programme

Launch and welcome webinar

Friday 4™ April
12.30-1.30pm

y @HINSouthLondon a healthinnovationnetwork.com
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Innovation
Network
South London
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Welcome

Natalie Stowel

Project Manager
Health Innovation Network
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Housekeeping

* Please keep your microphone on mute when
you're not speaking

* We will be recording today’s session for
anyone who isn't able to join

* Feel free to use the chat for any questions
throughout

* Slides and welcome pack (with all links and
information) will be sent out early next week




Agenda

1. Welcome - Natalie Stowell
2. Why we run a Cardiometabolic Fellowship Programme - Dr Roy Jogiya

3. Quality improvement projects - Oliver Brady
4. Close - Natalie Stowell




The Health Innovation Network (HIN) - South London

Collaboration across south London

Acute Trusts in south west London Other Patient & Charity Local Authorities
» Croydon Health Services Organisations » Public Health
o, . » Social Care
> King’s College Hospital NHS : gfﬁg;wat(:h Acute Trusts in south east

Foundation Trust London

» St George’s Healthcare
b Guy's and St Thomas' NHS

~ Foundation Trust
Southwark
» King's College Hospital NHS
Foundation Trust
Higher Education Institutes Bexi » Lewisham & Greenwich NHS
d& Wandsworth sy Trust
» Goldsmiths College renha
» Greenwich University
> King’s College London Industry and Commercial Partners
> Kingston University » Trade Associations
» Roehampton University \/\ » Individual Companies
» Southbank University
b St George’s University of London
Bromley
Primary Care
» General Practice
» General Dental Practice

» Pharmacists

Mental Health Trusts

» Oxleas NHS Foundation Trust

» South London and Maudsley NHS
Foundation Trust

Third Sector
» Hospice
» Community Providers
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Why run a Cardiometabolic Fellowship
Programme?

Clinical Director for CVD Prevention - Health Innovation Network
Consultant Cardiologist - Kingston and St Thomas Hospital’'s NHS Foundation Trusts

hun



/.6 million people are living with cardiovascular
disease in the UK

* One death every 3 mins

e Every 5 minutes someone is admitted with a stroke

e £9 billion each year in healthcare costs

e 27% of all deaths Top 5 UK causes of death (2020)

1. Dementia and Alzheimer's Disease: 66,876 deaths
(11.6%)

2. Ischaemic Heart Diseases: 57,895 deaths (10.0%)

3. Chronic Lower Respiratory Diseases: 32,106
deaths (5.5%)

COVID-19
81,439

Alzheimer's/dementia
78,390

coronary heart disease (CHD)

Cause of death

64,170
* 4. Cerebrovascular Diseases: 29,474 deaths (5.1%) .
* 5. Lung Cancer: 27,923 deaths (4.8%) .
lung cancer
Source: Office for National Statistics, 2023 33,672 Ppinia
BHF statistics factsheet 2020 - I TR ——

[ ]
https://www.bhf.org.uk/what-we-do/our-research/heart-statistics Number of UK deaths in 2020 (thousands) hm



The NHS Long Term Plan made CVD prevention a
key clinical priority

* Most common cause of premature death in deprived The NHS Long Term Plan
areas

* CVD is the single biggest area where the NHS can
save lives over the next 10 years

* Early detection and treatment of CVD can help
patients live longer, healthier lives

* ABC (AF, Blood pressure and Cholesterol)

® Undetected, high-risk conditions such as high blood

pressure, raised cholesterol, and atrial fibrillation A &
( AF) [ NSLongTermPIan

www.longtermplan.nhs.uk 2 Fo




ABC Management of Cardiovascular disease

Unmet need

®

Opportunity

Atrial Fibrillation

5-fold increase in
stroke risk, often of
greater severity

30% undiagnosed,
over half untreated
or poorly controlled

Anticoagulation
reduces strokes by
2/3 in AF

High Blood Pressure

Contributes to half of all
strokes and heart attacks

5 million undiagnosed,
40% poorly controlled

Every S mmHg
reduction lowers risk of
CVD events by 10%

High Cholesterol*

Marked increase in
premature death and
disability from CVD

Most people at high CVD
risk do not receive statins

Statin therapy can reduce
risk of CVD events by
20-24% for people with
10-year risk 210%




National Health Initiatives

NHS Long Term Plan prioritised early detection and treatment of CVD

Labour’s 10-Year Health Mission Plan (2024):
* Double community heart health checks

* Expand prevention services and early diagnostics

* Address health inequalities through localised services

London’s Million Hearts and Minds Programme has an initial focus on hypertension




By 2029:*

Atnal fibrillation

85%
detection rate

« 90%
anticoagulation rate

High blood pressure High cholesterol

80%
diagnosed

+ 80%
treated to target

75%
people aged 40-74 risk
assessed

45%

people aged 40-74 with
=20% 10-year risk of CVD
receive statin treatment

25%
FH diagnosis and
treatment!

h
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Aims of the Cardiometabolic Fellowship Programme

* Improve clinical knowledge of Cardiometabolic Disease and Prevention
* Improve understanding of quality improvement methodologies

* Putthese new knowledge and skills into practice by running a quality
improvement project in your practice or PCN

* Update knowledge and empower prescribing

* Improve collaborations and meet wider team
* COVID aftermath - Fuller Stocktake

* Offer best practice within QOF

* |dentify new cases in line with the DES

* Case based

hun



2024 Fellowship Programme

5 QI support
sessions, 2 in-
person days

55 Primary Care 8 clinical
Clinicians webinars




Cardiometabolic Fellowship Programme overall impact

5239 patients had their notes reviewed

4955 patients were contacted

1374 patients undertook some form of testing
766 patients had their coding updated

1071 patients received new or updated treatments
107 patients were referred to secondary care




Welcome to the 2025 Fellowship Programme '
o]0, 1.6m +

+ New Fellows Patients across those

PCNs

PCNs represented All South London
Borough’s represented

hin



Structure of the Fellowship Programme

Lunchtime Webinars

7 webinars
April-July
At lunch time for 1 hour

Usually between 12.00-
14.00

Quality Improvement
Day

9.30am - 4.00pm
Thursday 24t April
At Jean Hanson Room

Henriette Raphael
Building

King's College London
Guys Campus

Improvement
Collaborative Sessions

5 virtual lunchtime
group sessions to
develop and progress
your project

June-October
Small groups with a
facilitator from the HIN

and with clinical
support

Final showcase event

12.30-4.30pm

Thursday 27t
November

At Roben’s Suite

29t Floor, Tower Wing,
Guys Hospital

hun
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Clinical webinars

Clinical Webinars

Dr Mimi Chen

Chronic Kidney Disease and CVD Webinar Tues 29" April  12.30-1.30pm
Dr Kathryn Griffiths

Heart Failure Thurs 15" May  12.15-1.15pm
Dr Susan Piper

Lipid Management and Familial Tues 27" May  12.30-1.30pm
Hypercholesterolemia Webinar

Prof Tony Wierzbicki

Hypertension Webinar Tues 10" June  12.30 - 1.30pm
Dr Kevin O'Gallagher

Diabetes Webinar Tues 24" June  12.00 - 1 .00pm
Dr Neel Basudev

Atrial Fibrillation Webinar Tues 8" July 1:15-2.15pm
Dr John Whitaker

Weight Management Webinar Mon 14" July  12.30-1.30pm




Quality improvement sessions

N

Ql Training Day Thursday 24t April
In Person 9.30am - 4.00pm
1-2-1 with HIN facilitator May (date to be confirmed on Ql Training Day)
Initial ideas and planning
Improvement Collaborative Session One Wednesday 4t June
12.30-1.30pm
Improvement Collaborative Session Two Wednesday 16th July
12.30 - 1.30pm
Improvement collaborative Session Three Wednesday 13th August
12.30-1.30pm
Improvement collaborative Session Four Wednesday 17th September
12.30 - 1.30pm
Improvement collaborative Session Five Wednesday 15th October

12.30-1.30pm




Conclusion

The Cardiometabolic Fellowship addresses key UK health challenges
Enhance clinical knowledge in cardiometabolic diseases and prevention

Combines education, quality improvement, and national health policy
alignment to reduce CVD burden.

® Implement quality improvement projects within practices or PCNs.
* Align with national initiatives promoting preventative healthcare.
* Utilise data tools for early identification of high-risk patients.

Prevention is better than cure




Any questions?

hin
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Quality Improvement Projects

Oliver Brady

Programme Director for Long Term Conditions
Health Innovation Network South London

hun



Why does the programme include quality improvement?

®* Supporting how to make change

* Sharing QI techniques / methodologies that
you might not have access to in primary care

®* Ambition for the programme to have a direct
impact on CVD prevention in south London

So we ask Fellows to commit to projects that are:

* Small / manageable in available time
®* Focussed on one of our priority risk factors

* Aim to support detection or optimisation of
these risk factors

* Designed to solve a real problem identified




How we will support you

1) In-person training day - to share the basics about Q!
2) One-to-one support - to help you design your project
3) Collaborative sessions - to share problems and find solutions

4) Ongoing and ad-hoc support - get in touch if you need help!

Resources:

* Project and Case Study forms - to help you structure your
project and describe the impact

* Project pack - to help with ideas

* Data dashboard Cardiovascular Health Dashboard | Tableau
Public (Currently being updated with most up-to-date data for
the clinical areas) - to help you identify issues you may wish to
tackle

Current Project Themes

Lipids CKD
20%

Hypertension

22% Diabetes

27%

Heart Failure
11%



https://public.tableau.com/app/profile/hinsouthlondon/viz/CVDDashboard2/Story1?publish=yes

* fleah HIN South London - Cardiometabolic Fellowship Speeding up the best in
|u [\Ietv\:fo,rk Pl'oject Form health and care, together
Your name PCN
Practice Boreugh Progress of the Project
— I:lomr:::nnd Matric: Reflections and actions M ea SU rin g a n d
i Cln_uell area Month 2 : .
Haart failure, hyperension, cholestercl, CKD, Disbetas mom:: a dJ U Stl n g yo U r
— solution
ldentifying e Final
our Iss U_e Learnings from the project - Challenges / barriers faced
What was difficul and how did you y to overcome thiz?
Target group
Who is your specific population for this project (e.g. from UCLP searches)
Baseline data
What will you be wsing to measure your project / what your starting data is m@wmm;?m Eva |uat|on and
reflection
SMART aim
Specific, measurable, achisvable, realistic, timaly %
>
Summary of the results [}]
Whatha hecowse ofthe ~both the thes andotherc [+ 4

Stakeholder mapping think about whe else needs te be invelved in your preject
Why How | When

-
7

How will the change be sustained

Implementation _'L

: Patient or stakeholder story or fesdback
Developlng Plan Please thare a story of the impact on patients. and 7 ar share any feedback you received from patients or stakoholders

at iz the best way o deliver the change? What will you do o deliver this projact? When will you do thee?

our solution




QI Training Day (In person day) — Thursday 24™ April

® Introduction to quality improvement
* SMART obijectives and project aims
®* Process and journey mapping

* Networking lunch

®* PDSA cycles

* Stakeholder engagement and mapping

® Planning your project

®* Measuring and tracking your project

* Please RSVP to the invite if you haven't already



Website

- Webinar recordings
- Webinar slides
- Resources

- Project packs

4 Health
Innovation ’ c >
h u Network Whoweare  What we do Projects  Resources  Latest Search. Q @ m

South London

2025 Cardiometabolic Fellowship: Resources

The Cardiometabolic Fellowship is designed to help you develop clinical skills and knowledge to improve
outcomes for patients across south London who are at risk of Cardiovascular Disease (CVD), Type 2 Diabetes

or Chronic Kidney Disease (CKD).

The recordings and resources below are for those taking part in the current Fellowship and will be available after each session. If you

have any queries, please contact us.

h

wn



https://healthinnovationnetwork.com/resources/2025-cardiometabolic-fellowship-resources/

Data Dashboard

T reated by the i nsights e |

team

-
h m | ! HYPERTENSION Practice: |3C-‘_ Zast StreetSurgery (685721) - |
Reported stimated Prevalence QOF Indicators Prescribing Data for Hyperte| and Heart Failure Drugs
- .
Practice level data on:
= BPO02: It
° 25%— ‘ The percentage of patients aged 45 or over who have a record of blood 2z
I qu rt Fq I IU re pressure inthe preceding 5 years =
o B
ES
o 20%- ’ . W HYPOO3: m
K D = The percentage of patients aged 75 years or under, with hypertensian, in z
C & ¢ & whom the last blood pressure reading (measured in the preceding 12 E
= . & 2sd
S 156 months) is 143/90 mmHg or less Z
° ) =
Hypertension = o007
E 105 The percentage of patients aged 80 years or over, with hypertension, in 2 2ed
o whaom the last blood pressure reading (measured in the preceding 12 2
holeste rol months) is 150/90 mmHg or less g
C 55 = 2%
° n 150% England  SouthLondon North
s Southwark St
iabetes ;
Narth E
don  Southwark 5 o 100%
S =
_@ W Average monthly patients prescribed drugs within the
=z i 'Hypertension and Heart Failure’ BNF category as a % of list size,
o 50%
W Hypertension register, QOF 2021-22 = over the past & months

# Hypertension prevalence estimates, PHE NCVIN 2017

Currently being updated with st o e ey
most up-to-date data for the
above clinical areas

0%

for hypertension, as it also includes heart failure drugs, and drugs

BPOOZ
HYPOOZ
HYPOO?

BPOOZ
HYPOOZ
HYPOOT

RPODZ
HYPOO3
HYPOO?

within this category may also be prescribed for other conditions.

= e T Do o o
= 2 2 = B B
2 2 = 2 =2 =z
= = = = = =
ES T I ES

the list size published in QOF 2021-22

"
i
a

Source: ePaci

rescribing dats, active practices with list size > 100
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https://public.tableau.com/app/profile/hinsouthlondon/viz/CVDDashboard2/Intro
https://public.tableau.com/app/profile/hinsouthlondon/viz/CVDDashboard2/Story1?publish=yes
https://public.tableau.com/app/profile/hinsouthlondon/viz/CVDDashboard2/Story1?publish=yes

CKD
Project
case study

from 2024
cohort

Fellow name: Lugman Dawud

PCN: Cheam and South Sutton
GP Practice(s): Cheam GP Centre
Clinical area: Chronic Kidney Disease

Updating the Coding of CKD Patients

Problem statement

We undertook an EMIS search in July 2024
which identified 307 patients coded as
CKD 3-5. 90% of the patients need an up-
to-date uACR and 70% of patients need an
up-to-date eGFR.

Aim

To re-code 20% (61) of patients with CKD
by the end of October 2024 based on up-
to-date eGFR and uACR so patients are
correctly risk-stratified.

Project plan

titied patients who require a recent
uACR and/or eGFR will have bloods
raised and a text invite sent to them to

invite them for the screening.

coded. If there are
ing the patient, a

task will be sent to the GP to resolve.

Summary of results Learnings from the project

Overall, 80 patients were invited for uACR Challenges:

and eGFR testing via text message + Getting time to focus on the project

aleng with other work streams
To date: = Not being in the practice everyday
« 32 patients have up-to-date results and « Limited availability of blood tests locally

have been re-coded « New reception staff joining. Needing to
4 patients with queries regarding their reinforce the message about the project
CKD diagnosis. Task sent to GP to and where to direct patients with queries.
review « Issues with coding when results are back.
37 patients are still pending a current Tasking GP and emailing HIN expert for
uACR support with these queries.
7 patients are waiting a current eGFR + Some patients are house bound so we
and uACR need to see how we can get them tested
51 patients have also had a recent uACR
since the project began. They will be Successes:
reviewed and re-coded if possible or « Staff were receptive to the project.
further testing requested if needed. » Improved knowledge of CKD and

management in primary care

« Coding has improved because of the
project.

« Plans to continue the work

« More patients have been followed up
due to increased testing and appropriate
follow up.

Contact Details

(o 57 4



https://healthinnovationnetwork.com/wp-content/uploads/2024/12/2024-HIN-Cardiometabolic-Fellowship-Case-studies.pdf

Expectations for the programme

*Active Participation in the programme, including attending and participating in the in-
person training day on April 24™. Please contact us ASAP if you are unable to attend.

*Attending and engagement in Clinical Webinars which will deepen your clinical
knowledge. If you are unable to attend clinical webinars then please ensure you watch the
recording.

*Deliver a quality improvement project in your chosen clinical area and be responsive
when we ask for updates.

*Engage in ongoing peer and expert support sessions (Ql collaborative sessions)
throughout the fellowship to receive guidance and support on your project.

*Allocate time for these activities, including project planning, webinars, and networking
with peers and experts. Time commitment is expected to be 4-6 hours per month. h.U'




Any questions?

hin



What’s next

* Ql training day is on Thursday 24t April - Please RSVP to the invite if you haven't already.
We're looking forward to seeing you all there!

* Diary invitations to the clinical webinars and improvement collaborative sessions will be
sent out next week. Please RSVP.

* Slides and welcome pack (with all links and information) will be sent out early next week.

* Hopefully, you received a welcome email last week which included a link to a
questionnaire. Please complete this by next Thursday 10t April.

* Please contact n.stowell1@nhs.net or hin.cvd@nhs.net for any questions, concerns, or to
discuss programme accommodations.

Thank you!



mailto:n.stowell1@nhs.net
mailto:hin.cvd@nhs.net

Thank youl!

hin
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