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Welcomel!

* Please introduce yourselves in the
chat

* Please have cameras and mics on for
the breakout groups

* Today's session is not recorded




Introductions

® Poornima Mohan

® Jessica Gwynn

® Claire Torkelson

® Sally Irwin

® Perrii Kanu-Foncette

®* Natalie Stowell




Clinical Webinars

Qur series of clinical webinars has now finished.

All recordings and slides of the CKD, Heart Failure, Lipids
Management, Hypertension, Diabetes, Atrial Fibrillation, and
Weight Management webinars can be found on the
resource page.

Please watch the recordings of any webinars you could
not attend by the end of October.

hun



Final Session

This is the final improvement collaborative session

Full project form to be completed by Friday, 315t October 2025

Project forms and a photo of yourself to be submitted to
hin.cvd@nhs.net



mailto:hin.cvd@nhs.net

2025 Cardiometabolic Fellowship: Resource

Where to find your
project form

The Cardiometabolic Fellowship is designed to help you develop clinical skills and knowledg

outcomes for patients across south London who are at risk of Cardiovascular Disease (CVD), 1

e Please make sure you know or Chronic Kidney Disease (CKD).

where to find your project

‘FO rm The recordings and resources below are for those taking part in the current Fellowship and will be available after ¢
[} Please doWn |Oad a CO py have Elny queries, please contact us.

and complete as you go
* If you have any queries

y 9 General Resources

about the form, or your

projects, please contact Data

h N CVd@n hS net CVD Dashboard - comparison of performance against targets between practices, PCNS, ICSs and nationally

Protected characteristics dashboard

* Project forms due Friday VD Prevent

3 1 st OCtOber - please Office for Health Improvement and Disparities

se nd to h N .CVd@ﬂ h s.net 2024 Cardiometabolic Fellowship case studies

Other resources


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

Final Showcase Event!

Thursday 27t November at the
Roben’s Suite, Guy’'s Hospital.
Afternoon event 12.45-4pm.

This exciting event will bring you
all together to celebrate your
achievements whilst on the
programme and to support you
in thinking about sustaining the
change!

Please RSVP the diary invite - we
cannot wait to see many of you
there!




Final Showcase Event - Opportunity to share your work!

As part of the event, we have a
few fellows presenting their
case studies.

This is an exciting opportunity
to share your work and
reflections with others.

If you're interested in
presenting, please let us know!




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

Identitied 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.

10 patients will be texted and invited
for testing each week, with a plan to
increase this number if the volume is
dealt with efficiently.

A report will be run to identify when
recent results are back.

Once the test results are received,
patients will be fully coded. If there are
any issues with coding the patient, a
task will be sent to the GP to resolve.

Summary of results

Overall, 80 patients were invited for uUACR
and eGFR testing via text message

To date:

+ 32 patients have up-to-date results and
have been re-coded
4 patients with queries regarding their
CKD diagnosis. Task sent to GP to
review
37 patients are still pending a current
uACR
7 patients are waiting a current eGFR
and uACR

51 patients have also had a recent uACR

since the project began. They will be
reviewed and re-coded if possible or
further testing requested if needed.

Learnings from the project

Challenges:

« Getting time to focus on the project
along with other work streams

» Notbeing in the practice everyday

« Limited availability of blood tests locally

+ New reception staff joining. Needing to
reinforce the message about the project
and where to direct patients with queries.

+ Issues with coding when results are back.
Tasking GP and emailing HIN expert for
support with these queries.

« Some patients are house bound so we
need to see how we can get them tested

Successes:

« Staff were receptive to the project.

« 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.




Fellow name: Barbara Segurado

PCN: North Lewisham
GP Practice(s): Waldron Health Centre
Clinical area: Hypertension

Early Detection of Hypertension Amongst Patients aged 25-50

Problem statement

In Lewisham it is estimated that
44% of residents have
undiagnosed hypertension; NHS
health checks target patients aged
40yrs+.

The project is based on the early
detection of hypertension and
aims to target people at high risk
of developing cardiovascular
disease aged 25-50, including
people of black and Asian
ethnicity.

The project aims to screen
younger patients at high risk of
developing cardiovascular disease
in the future due to factors such as
ethnicity, obesity and smoking.

Aim

To measure blood pressure in 40 patients
aged 25-50 years old who smoke and/or

have a BMI>30, between June and October

2024

Project plan

« Contact patients via phone to schedule

an appointment with me.
Measure blood pressure (BP), height,
and weight, alcohol and smoking status

data during appointment and upload to

EMIS

Review results with a nurse, arrange,
appointments with a hypertension
nurse or GP if appropriate.

Patients may also receive a BP
monitoring form for a week if a
potential new diagnosis of

hypertension is identified, after which a

follow-up review will be scheduled if
required with a nurse or GP.

Summary of results

Patients with normal BP=95.3%% (N=20)
were in range (<140/90mmgHG)
Patients with an elevated BP= 4.7% %
(N=1) being high (> 140/90mmHG) and
they were referred appropriately.

Referrals to Physio = 9.52% (2 pt)
Referrals to Health & Wellbeing /
Lifestyle coaches = 33.33% ( 7 pt)
Referral to Mental Health & Wellbeing
coaches = 14.29% ( 3 pt )

Referral to GP = 9.52% ( 2 pt)

Referral to outside organisation, Drug
and Alcohol support service = 4.76% (1
pt)

Out of 21 patients who attended, 15 were
referred to support services (Health &
Wellbeing Coaches, Mental Health Coaches,
Social Prescribers, or Physiotherapists). One
patient had a safeguarding concern and was
referred to in-house service teams. One
patient was recalled to retake a blood test
due to previous borderline results.

Learnings from the project

Originally a search was conducted to identify
patients 25 to 40 years old, however this
yielded a small result pool therefore the age
limit was increased to 50 years old to expand
the patient group.

Most of the invitations sent by text or
voicemail resulted in the patients not
attending The strategy of personally
contacting each patient via phone call to book
and confirm their appointments proved to be
highly effective. This approach ensured that
every interaction was meaningful, often
resulting in referrals to additional services that
patients required during consultations,
thereby conserving appointments with their
primary GP.

Furthermore, offering patients the opportunity
to learn how to monitor their own BP,
accompanied by relevant educational
materials, was positively received. This
initiative was both empowering and
informative for the patients.




Updating The Coding of CKD

Patients
Clinical area: Chronic Kidney Disease

Lugman Dawud

PCN: Cheam and South Sutton

GP Practice: Cheamn GP Centre
Aim

To ra-code 20%{&1) of patients with (XD by the and of Octobar 2004 hagod on wp-n

olzFR and wACR so patients are commectly risk-siratificd

Problem statement Aim and plan

Summary of results

Orerall, B0 patiants wene iritad for wACR and oGP testng va el Mo

a 12 patiants hiava up-to-cate results and b b re- o
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No. of Patients

Patient or stakeholder story or
feedback

"GPs ara happy the coding is beng updated. The peocscs
complimarts tha curant working pracices so thars has boan mo

negative feedback to the work done so far.®
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Early Detection of Hypertension
Amongst Patients Aged 25-50

Clinical area: Hypertension

Barbara Segurado
PCN: North Lewisham

GP Practice: Waldron Health Centre

Aim

0 smoks 3nd/or bave 2 S>30, between June and October2024

To measure blood pressure in 40 patents aged 25-50 ye

Aim and plan

Summary of results

Patients with normal BP =95 3%% (N=20) were in range [ <140/90mmghG) Fatients with an slevated BP= 4.7% % (N=1) being high (>
140/90mmHG] and they
o Referrals to Physio

were referred appropriately
9.52%(2pt)
« Referrals 1o Heaith & Wellbeing / Lifestyle coaches =33 33% (7t

o Referral to Mental Health & Wellbeing coaches = 1829% {3 pt

» Referral to GP = 9.52% (2 pt )

+ Referral to outside organisation, Drug and Alcchol support service = 478% (1 pt
Out of 21 patients who attended, 15 were referred to support servces (Health & Welben ez, Mental Heakh Coaches. Social Prescribers,
or Physictherapists). One patient had a safeguarding concern and was referred to in-howse senice toams. One patient was recalled to retake 2

blood test due to previous borderdine results.

Learnings

Patient Referrals after BP review

Patient or stakeholder story or feedback

Tha most impactiul story

also axperian

situation, alloweng us to provide the

safeguarding caferral




Breakout Rooms

Shortly, we'll go into breakout rooms

Plan for today:

Any final questions you have, or support
needed for your projects and to complete
your project forms

Finish up by 1.30pm

=

Today is our final session before project forms B
are due on Friday 31t October - send to
hin.cvd@nhs.net

If you would like a 1:1 before submitting your
form, please email hin.cvd@nhs.net or .
n.stowell1@nhs.net hU'
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