
Healthy Hearts Pathway

The Healthy Hearts Pathway has been 
developed for local implementation; sites 
are encouraged to adapt to local population 
and infrastructure differences.



2

Background:

• Cardiovascular risk factor optimisation in 
southeast London can be slow, incomplete 
and inconsistent, resulting in avoidable 
morbidity, mortality and demand on health 
services.

• Healthy Hearts was developed using LEAN 
methodology to improve the management 
of cardiovascular, renal and metabolic 
(CVRM) conditions through a proactive, 
multiple long-term condition approach, 
reducing unnecessary steps and improving 
the efficiency of treatment optimisation.

• The programme builds on learning from the 
South East London ICB Multimorbidity 
Model of Care and kidney point-of-care 
optimisation clinics.

• Wave 1 implementation is taking place 
across practices and PCNs in all six South 
East London ICB boroughs.

Project Aim:
To test whether high-intensity, proactive 
clinical reviews can optimise CVRM conditions 
more rapidly, more completely and more 
efficiently for patients than usual care.
Project Objectives:
• Reduce time to optimisation for patients 

with CVRM conditions.
• Improve optimisation across multiple risk 

factors rather than single-condition reviews.
• Increase the number of patients receiving 

proactive optimisation.
• Develop an evidence-based model that can 

be scaled across southeast London.
Project Outputs:
• Healthy Hearts clinical pathway.
• Custom-built EMIS searches, templates and 

reporting tools.
• Education and implementation resources.
• Evaluation programme including 

quantitative, qualitative and economic 
assessment.

• Testing of innovations including point-of-
care testing and digital tools.

Healthy Hearts Pathway 



Developing a new pathway for local implementation

• In partnership with CESEL and King's Health 
Partners we have worked to develop a Healthy 
Hearts pathway 

• Uses the newly developed multiple long term 
condition resource from CESEL (reflective of new 
national clinical guidelines)

• Developed to remove waste from typical pathways 
and optimise efficiency through a combined CVRM 
approach

• Learnings from the Kidney Point of Care clinics 
implemented within the multi-morbidity model of 
care works across SEL 

• Healthy Hearts has been selected as a SEL ICB 
sustainability initiative

Photo from project workshop to identify waste in current 
pathways



Healthy Hearts Pathway: answering the challenges

Challenge Healthy Hearts pathway

Losses – we move patients around the system for 
different parts of their care (i.e. blood testing) which 
gives opportunity for drop out. Many people don’t 
engage with the way we currently deliver care

Consistent pathway with point of care at one 
site

Delays – it can take years to optimise risk for those 
we do reach (and that is only ~50-70% of known 
cases)

Rapid optimisation over 12 weeks
Care coordination ensuring preparatory 
work completed

Duplication – we treat people in single condition 
pathways and recall processes rather than a single 
pathway for complete tailored CVRM optimisation 

Tailored for multiple conditions

Underutilisation of skills – for example often care 
which could be delivered by a pharmacist or nurse 
is completed by a GP

Upskilling and training of prescribing allied 
health professional
Pathway consistency



Managing cardiovascular renal metabolic (CVRM) disease in one place

2025 ACC/AHA Clinical Practice Guidelines Core Principles and Development Process: A Report of the American College of 
Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines

Healthy Hearts focusses on Stage 2



Healthy Hearts Pathway 
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PCN searches 
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(2 weekly)

Once optimised, 

return to usual 

care.

Assess Optimise Usual care

Innovation: POCT, digital tools & new approaches

Workforce development: Staff training, education and clinical support

Resources: Staff resources, patient resources and implementation support

LEAN methodology: Reducing waste and improving pathway efficiency

Cross cutting enablers



Appointment checklist from pathway
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1st visit (week 0)

• Review key CVD risk factor 
data for patient

• Check patient understanding 
of conditions

• Explain Healthy Hearts 
pathway

• Testing as required (BP / 
POCT / Bloods)

• Optimise meds (follow 
CESEL guidance)

• Document create a care plan 
with shared decision making 
in patient held info / EMIS / 
evaluation data collection)

• Book next appt (2 weeks)

Follow up clinics 
(weeks 2-10)

Final visit (week 8-12)

• Review care plan from last 
time

• Testing as required (BP / 
POCT / Bloods)

• Optimise meds (follow 
CESEL guidance)

• Document in care plan with 
shared decision making in 
patient held info / EMIS / 
evaluation data collection)

• Book next appt (2 weeks)

• Review care plan from last 
time

• Testing as required (BP / 
POCT / Bloods)

• Patient is now optimised 
per CESEL guidelines

• Document care plan in 
patient held info / EMIS

• Explain next steps and how 
onward annual review will 
work

• Transfer care back to usual 
GP as per local way of 
working
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