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Clinician Requirements For Delivering 

Healthy Heart Pathway (HHP)

The Healthy Heart Pathway (HHP) will be delivered by a primary care provider organisation or group of organisations. It is the
responsibility of the employing organisation to ensure that staff delivering the HHP are appropriately trained, skilled, and supported.
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Clinician Role and Responsibilities

HHP clinicians will work with patients with more than one of the listed conditions below and recently diagnosed with a new 
condition from the list below to rapidly optimise their cardiovascular disease (CVD) risk conditions using a 
multimorbidity approach, addressing the following Cardiorenal Metabolic (CRM) conditions in a single contact:

• Hypertension (HT)

• Type 2 Diabetes (T2DM)

• Chronic Kidney Disease (CKD)

• Lipid management

Additional Responsibilities:

• Conducting pulse checks

• Signposting patients for further care in case of possible atrial fibrillation (AF) 

• (Note: direct AF management is not expected within the HHP)
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Clinician Experience and Training Requirements

• Clinicians should have experience in long-term condition (LTC) management for 
at least one of the CRM conditions.

• They must undertake training to build confidence and capability across all CRM 
areas.

• Provider organisations must ensure senior/experienced clinical support is 
available, especially given this is a new model of care.
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Team Structure and Development
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The HHP should ideally be delivered by a mix of experienced and less 
experienced clinicians.

Less experienced team members can participate in supported 
sessions to gain confidence and eventually become mentors for newer 
clinicians.

This supports workforce development and skills transfer into routine 
care settings.



Patient Suitability for HHP

The HHP is not intended for patients with complex needs or those who would struggle to attend multiple short-term 
appointments. This includes:

• Individuals with severe mental illness (SMI)

• Patients with poorly controlled conditions

• Those who have difficulty engaging with services

Such patients should be managed through usual care pathways, e.g.:

• Social Prescribing Link Worker (SPLW) outreach

• Multi-Disciplinary Team (MDT) meetings

If complex needs become apparent during an HHP session, a joint decision should be made (with the patient, their usual 
care team, and the HHP clinician) about returning to standard care.
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Care Pathways for 
Complex Patients

Primary care organisations may wish to 

align a parallel pathway for complex 

CRM patients. 

This could build on the MMMoC project, 

allowing for appropriate movement 

between HHP and usual care.
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Tools and Training Support

The HHP Project Team is developing bespoke tools to support the rollout of HHP, including:

8 EMIS clinical templates Searches and pop-ups
Multimorbidity LTC 
(mLTC) pathways

Training will be available prior to the service launch.



Learning and Continuous 
Improvement
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The HHP Project Team recommends 
regular remote shared learning events 
between pilot sites to:

• Share learning and practical tips

• Gather feedback on service delivery

• Inform ongoing service refinement 
and support onboarding of new 
teams

The HHP Project Team will support and 
arrange these sessions as required.



Additional Training Resources

Below is a list of suggested resources for 
organisations delivering the HHP to support clinician 
training and competency development.
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Clinical Effectiveness Southeast London (CESEL)
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Resources to support primary care quality improvement:

click here

clinicaleffectiveness@selondonics.nhs.uk

CESEL Guides: locally developed SEL, evidence-based guides for hypertension, CKD, T2DM, AF – includes 
lipid management in these conditions. For the SEL Lipids Guide, click here

CESEL Education: recorded webinars to support guide use.

CESEL Facilitation: data and quality improvement support at practice, PCN and INT level – please email 
clinicaleffectiveness@selondonics.nhs.uk to arrange a CESEL support visit.

World with solid fill

https://www.selondonics.org/icb/healthcare-professionals/cesel/
http://www.selondonics.org/wp-content/uploads/dlm_uploads/SEL-Lipid-Optimisation-Pathway-Post-IMOC-v4-with-updated-HIV-team-telephone-number.pdf
mailto:clinicaleffectiveness@selondonics.nhs.uk
https://www.selondonics.org/icb/healthcare-professionals/cesel/


Health Innovation Network (HIN) Resources To Support HIN CVD Fellowship
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Resources to support HIN CVD Fellowship include:

World with solid fill

Clinical webinars: CKD, Lipids, HT, Diabetes, Weight management and others.

Other resource include quality improvement suggestions and search resources.

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


HIN Resources To Support SEL Point Of Care CKD Resources

 Note: This is designed for healthcare staff only and is password protected. The password is SELMMMoC 
 Please don’t share with non-healthcare staff.

  Resources include:

13

Training pack

POC testing

Kidney clinic SOP

How to use Point of Care Testing.

World with solid fill

https://healthinnovationnetwork.com/resources/south-east-london-point-of-care-chronic-kidney-disease-optimisation-clinician-resources/
https://healthinnovationnetwork.com/resources/south-east-london-point-of-care-chronic-kidney-disease-optimisation-clinician-resources/


Southeast London Workforce Development Hub
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Resources include:

Foundation in Diabetes Care. We recommend you attend Part 1 before Part 2.

Intermediate Diabetes Course.

Blood Test Interpretation.

World with solid fill

https://www.selwdh.co.uk/
https://www.selwdh.co.uk/


General Practice Data Sources
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EMIS Search and Report Bespoke practice/PCN searches.

Ardens Clinical Wide range of high-quality searches within EMIS.

Ardens Manager

• For all GP practices. Dashboard to see how you are doing and compared to peers, links to 

patients.

• Updated daily. 

• Your Practice Manager will have access details.

SELBI team dashboards including  

• 3+ LTC, Vital 5, Core 20+5,  Hypertension, T2DM.

• Performance over time and compared to peers.  Updated monthly.

• Email bi@selondonics.nhs.uk for access (available to all SEL practices. PCN and ICB teams).

CESEL CKD Dashboard 

• Detect/Protect/Perfect.

• Data over time and compared to peers. Available on the BI Dashboard webpage – CESEL. 

Updated monthly.

• Email bi@selondonics.nhs.uk for access (available to all SEL practices. PCN and ICB teams).

CVD Prevent National CVD dashboard, updated every 3-6 months. All

GP Patient Survey Annual survey. Compare your practice results with your peers.

https://www.cvdprevent.nhs.uk/
https://www.gp-patient.co.uk/


Floor 10, Becket House, 

1 Lambeth Palace Road, London, SE1 7EU

Closest station: Waterloo

Health Innovation Network South London

healthinnovationnetwork.com
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