
Support offer

Sites will receive tailored support for 
the implementation and optimisation 
of their Healthy Hearts pathway



A little bit about the HIN team

• Our backgrounds: Nephrology, physiotherapy, pharmacy, public health, hospital management, commissioning, digital 
health

• Our expertise: 

• Helping people identify and solve problems to adopt innovations, transform and improve services. 

• Project management 

• Evaluation

• We collectively have many years of experience working with practices, thinking specifically about how they 
improve their long-term condition care – working on diabetes, CVD, respiratory – and supporting projects on care 
planning, self-management, detection & remote monitoring (home, community, primary care) and optimisation of 
risk factors (primary/secondary care).

• We are here to help you find solutions that will work for your organisation and improve care for patients

• We are learning today too – and what we learn we will take to other practices and primary care networks in South 
East London



Support you will receive

• Expert support from transformation specialists to help 
you understand the current cost to your practice(s) of 
delivering CVD care and apply lean methodology to 
redesign these pathways

• A dedicated project manager who can support 
delivery on-site

• Support to achieve national CVD targets (e.g. QOF)

• Staff training in CVD care, led by local clinical experts

• Support to introduce innovations 

• Up to £10,000 funding to cover:

• Staff time to engage with the change process (but 
not to cover clinical sessions)

• Any other costs that are required to participate 
(e.g. consumables)

• Separately, there is some additional funding available 
to test innovations 

Commitment required from sites

• Identify clinical, administrative and data leads to 
work closely with the HIN team 

• Release staff to attend relevant activities 

• Provide data to the HIN team to support initial 
pathway review and ongoing monitoring of project 
progress.

• Support data extraction as required (template, EMIS 
logins)

• Deliver clinical activity using existing staff (no 
backfill funding). Activity will be measured to ensure 
net cost reduction to produce demonstrable savings for 
the PCN/practice.

• Key staff to meet regularly (e.g. weekly) with the 
HIN team once Healthy Hearts delivery begins



Implementation process for sites

Introductory 

webinar
Initial site meeting Workshop 1 Pre go-live check-in

Week 0 Week 2 Week 4 Week 6

• All sites

• 1 hour virtual

• Project manager and 

site team

• 2 hours in person

• Smaller group of key 

stakeholders e.g. lead 

clinician, admin etc.

• Half-day in-person

• Key stakeholders 

• 1 hour virtual

Go-live

Week 8

• Project team

• 1 initial supervised 

clinic  

• Summary of HH

• Expectations and 

commitment

• Key actions prior to 

initial site meeting 

incl. contracts, EMIS, 

roles, dates 

• Map current pathway

• Review local data 

(baseline + cohort)

• Review HH pathway

• Discuss local enablers 

and challenges to 

implementation

• Training needs

• Demonstration of 

tools e.g. POCT, 

template

• Agree final details

• Dissemination plan 

for patient and staff 

comms

• Last minute 

escalations or 

support required

• Check patients 

booked and clinic 

ready 



Plan-Do-Study-Act (PDSA) with sites 

Weekly Meeting

Operational with clinician(s) delivering HH clinic

Purpose: Rapid learning and continuous improvement

Focus areas:

• What went well this week?

• What didn’t go well?

• What support is needed?

Data collected includes:

• Number of patients seen

• DNA rate (attention to point at which patient lost)

• Number of discharges

• Immediate operational challenges

Monthly Review

Strategic with Clinical Lead/GP Partner

Purpose: System-level oversight and resource 

optimisation

Focus areas:

• Is the model an effective use of clinical resource?

• Is the pathway delivering intended outcomes?

• Support and training to support delivery 

Data reviewed:

• Proportion of patients from eligible population 

contacted

• Proportion of patients from eligible population 

seen and proportion optimised

We are sustaining PDSA practice beyond our direct support by embedding the use of standardised tools and 

processes, including patient feedback surveys, template, and structured meetings.



Phases of the project (beyond individual sites)

PHASE 1 

(data generating – 
proof of concept)

Implementation 
of basic HH clinic 
and generating 
data to prove 
concept. 

PHASE 2

(optimising model) 

Wider spreading 
with light touch 
implementation and 
test the developed 
approach further 
with phase 1 
learnings (e.g. 
population focus)

PHASE 3

(perfecting model) 

Extend to further sites 
with predominantly 
remote onboarding

Finess the model and 
reach further goals for 
CVRM management

-Equity

-Lifestyle support

-Personalised care 
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