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Staff communications – Healthy Hearts Clinic 

 

What is the Healthy Hearts Clinic? 

The Healthy Hearts (HH) Clinic is a pathway for patients with newly diagnosed cardiovascular risk 

conditions such as Chronic Kidney Disease (CKD), diabetes and hypertension. The Healthy Hearts 

clinic ensures timely review, medication optimisation, and monitoring over an 8–12 week period to 

reduce the risk of cardiovascular events and CKD progression. 

 

Why are we implementing this? 

Cardiovascular risk conditions significantly increases the risk of heart failure, stroke, and early 

cardiovascular disease. Many patients remain under-treated or experience delays in optimisation. 

The HH Clinic provides: 

• A structured approach to early intervention 

• Support for QOF and local health inequalities priorities 

• More consistent and safer optimisation of high-risk patients 

This pathway helps the practice deliver more proactive care and improves outcomes for a 

growing patient group. 

 

Exclusion Criteria 

Patients should not be referred if they are: 

• Palliative (on end-of-life register, or receiving palliative/supportive care) 

• Living with severe dementia where active optimisation is not appropriate 

• Housebound (unable to attend in-person appointments) 

If a patient meets any exclusion criteria, please manage them via usual GP care rather than 

Healthy Hearts. 

 

How the Healthy Hearts pathway works 

Admin team responsibilities: 

• Identify eligible patients (via the searches provided) 

• Send invitations and book into Healthy Hearts Clinic 

Clinical team responsibilities: 
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• If an eligible patient is identified during routine care, refer them into the Healthy Hearts 

Pathway using the agreed process 

 

Pharmacist-led or nurse-led clinic 

Patients will receive: 

• Initial appointment: full review, medication assessment, safety checks, ordering relevant 

tests 

• Follow-up appointments every 2–3 weeks for 8–12 weeks to support monitoring and 

optimisation 

• Each patient remains under active review until stabilised and optimised, and then will 

return to usual GP care 

• GP escalation or joint review if needed (e.g., complex cases) 

 

What this means for staff 

• Clear referral pathway: Any clinician who sees a newly identified CKD, hypertension or 

diabetes patient should refer to the HH clinic. 

• Streamlined workflow: Lead clinician will manage ongoing optimisation, reducing pressure 

on GP appointments. 

• Consistency: The pathway ensures equal access and reduces variation in patient care. 

 

 


