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Agenda: NWL Innovations: BP case-finding

Welcome & Housekeeping Cat Caldwell, Imperial College Health Partners 5 mins

Dr Kuldhir Johal, NWL ICS Clinical Lead for Cardiovascular and Renal

CVD Coding in Primary Care - Context Disease (Interim) 5 mins
UCLP Searches Joanne Peh - Hounslow 8 mins
Hyperten_3|on @ elg = Dr Mohsin Choudry and Luke Whitelaw - Ealing 8 mins
community pharmacy

Cardiovascular Renal Metabolic Dr Perviz Asaria - Harrow 8 mins
Business as Usual — Searches and Dr Kuldhir Johal 10 mins
Templates

Q&A Moderated by ICHP 10 mins
Feedback and Close Cat Caldwell, Innovation Manager, Imperial College Health Partners 5 mins

Housekeeping:
/\ * Please remain on mute and with camera off unless speaking
ﬁ * Questions? Enter into the chat, or, during our Q&A section at 13:45 use ‘raise hand’ function
@HEALTH PARTNERS * Please note we will be recording this meeting

MW London ICS supported by ICHP




Updates from previous meeting — CKD guidelines launched

and Expressions of interest invited for MyHealth London

The NHS MyHealth London
Service is helping people

with or at risk of developing
cardiovascular disease to i
live their lives to the full.  #%¥
You can register for your
free account now.

-. IMPERIAL COLLEGE
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MW London ICS supported by ICHP

The new digital platform has officially launched and is already supporting
people living with or at risk of CVD with self management.

Over 80,000 page views so far and the potential to reach up to 170,000
NWL patients.

Aims to replicate for CVD what Know Diabetes delivers for diabetes
(20% reduction in primary care consultations & improved patient
outcomes).

Gives patients access to curated info, structured education and tools for
implementing lifestyle changes, including culturally-tailored meal
plans and exercise support.

Currently 40 practices on board across NWL and we’re now inviting
more practices to sign up to give patients access to their personalised

health dashboard. Fill in in this , Or contact
—you will then be invited to sign up to the
DCC ( Data Controller Console).



https://web.myhealthldn.org.uk/cn/afykj/mhleoiforgp
mailto:i.reddington1@nhs.net

Look at BP trend over time and also eg DM
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Hypertension Dashboard

For more detailed analysis click on the bottom right corner of each gquadrant

Population

Total Patients 2,848,638

NMumber of Hypertensive Patients 317,113

Hypertension Prevelance % 11.1%
Number of Hypertensive Patients that also have:
Diabetes 103,780
Ischaemic Heart Disease 36,064
Heart Failure 13,181
Coded CKD 44,562
Atrial Fibrillation 20,610
Peripheral Arterial Disease 7,361
Stroke 520
TIA 1,939

Fopulation Owerview
dashboard:

Fopulation Co-Morbidities,
Complications & Risks dashboard:

v @ o o

C. North West London

Whole Systemns Integrated Care

Clinical s
Hypertensive Patients with BP Check in last 12m 263,505
Hypertensive Patients with BP below 150/90 277,942
Number of Hypertensive Admissions to Secondary Care 2,095

HTHN Patients on Multiple Anti-Hypertensive Drug Classes in the last 12 months

No HTN Drugs prescribed 148,770

1 HTN Drug Class prescribed 14,875

2 HTHN Drug Classes prescribed 138,058

3 HTN Drug Classes prescribed 10,754

4 HTN Drug Classes prescribed 3,962

= 4 HTN Drug Classes prescribed 694

Clinical Owverview Clinical Medication

46.7% of patients are on no medication — ensure they
are being given the lifestyle advice and optimise the
blood pressure
Target 120/80 or less
Whilst prevalence on WSIC indicates 11.1% for all
ages when adjusted for over 18s — it is now 13.4%

dashboard: Prescribed dashboard:

LifE'StYlE Interventions within the last 12 menths _z-"'
Sum of Alcohol Intervention within the last N months 16,044
Dietary Intervention within the last N months 118,923
Physical Activity Intervention within the last N months 114,377
Secondary Hypertension Intervention within the last N months 42 697
Smoking Intervention within the last N months 92,710
Weight Loss Intervention within the last N months 11,782

Lifestyle e




Mawvigate: Population Overwview Population: Co-Morbidities Clinical Owverwview Clinical: Medication Prescribed Lifestyle HTMN Map

= . Click to navigate to the ., —=
Population Overview Population Patient list.
: R . fnteract with the dashboarnd first to

Population hypertension figures across Health Boroughs and Practices view a filtered patient Iist. u

Use the filters below or click on a chart to update the others accordingly - . Latest Data Date: 11

Health Borough

Primary Care NMetwork Practice Huge Band Deprivatic Patient Segment Des.. Prowvider

A Y| | A Multiple valuaes A A0 Al Ay or o main prowviderr
Homeless Housebownd ABPM or Home BP Monitoring 2
Al A Al types /
Total Patients NMumber of Hypertensive Patients Hypertension Prevalence %
2,357,024 316,971 13.4%
MNumber of Hypertension Patients by Geographies forevalence &)
By Health Borough By Primary Care Metwork By GPFP Practice
Ealing |59,135 (15.9%) Aucton T.F2ZZ2 (11.9%%) The Finn Medical Centre 3,188 (20_3F%e) |
Brent | 54.902 (12.936) Babylon GP at Hand PCRM 4,294 (4. 19%) GFP Direct 3,006 (14 6%%) |
Hillimgdon |45,3?8 {17 0260 Brentwoarth |6,369 (15 590 The YWiewsley Family Practics 2,816 (23 0%}
Hounshows |43,256 (1S 72360 Erompton Health PCR |9,513 11 .02y The Lawe Medical Group Practi.. 2,590 (18_42:)
Harrows 39 . TFO0 (17_02%) Celandine Healthh and MetroC .. |B,El.25 (18 12%) Erand Umnion Health Centre 2,442 (14 0%=%)
wWiest London 8 196 (11.634) Chiswick 5,132 (12.8%%) Willows Tree Family Doctors 2,384 (19.0%%) |
HE&F 25 955 (8 735) Colne Union PCR TG4 (18 835) The Ridgeway Surgery =379 (19.5%6) |
Central London 20,259 (& 3D Feltham and Bedfont | 1. 215 (16 12&) Honeypot Medical Centre 2,399 (17 _4%%) |
Sreat West Road &, 341 (15 .29%) Central Uxbridge Surgery 2,299 (17 .39)
Sreenmeeell |5,72? (17T T Babylon GF at Hand |2,256 (2 4%)
HE&F Central PCR 3,601 (12_136) Bath Road Surgeny | 2,213 (19.0%:)
HAF Parnershin PR Sl = ar cms e The Willesden Medical Cenfre 1 mne o e
_ Split by Gender? Sender Ethnicity
MNumber of Patients by Age and Gender Ves Multiple values Summanry Ethnicity
18-24 25-34 35-44 45-54 55-64 65-F9 80+ Asian or asian british B34 043
1,753 =293 10,450 Black or black british 1227 %%
T.S68 . 27,376 DEFAULTHMULL | 0.45%
183 a7a - 36 198 943,867 ST 473 se o141 Mixced 2 TT
= 21,531
- Mot stated 0.00%
= = = = = = = = == = == = == s Orther ethnic groups B.33%%
= == = == = == = = = = = = = =
= M 5 = 5 = 5 = 5 = = = = = = = UNKNO'U'\:-’N 0.00%:
Hypertension diagnoses over time (compared to co-morbidities with Coronary Heart Disease, CKD, Stroke/TLA and Hea 2l Deprivation
Quarteriy 2011 to 2024
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UCLP ProactNve
Framework:
Hypertension

Hounsl!low

Joanne Peh

CVD ChampNn and Head of Hounslow PCN Pharmacy
Services



Objectives of the UCLP framework series are:

|ldentify patients whose care needs optimising

Optimise care in clinical priority order, starting with
those at highest risk

Standardise delivery of holistic proactive care by
primary care teams including ARRS roles

Support GPs to safely manage workflow and
release capacity

a. Stratify and prioritise

b. Task shift to-the wider team



ARRS?® roles/
other appropriately
trained staff

Stratification &
Prioritisation

Prescribing Clinician

Copyright © UCLPartners 2023

UCLPartners

Gather information e.g.

Self management e.g.

Behaviour change e.g.

Up to date bloods, BP, weight, smoking status, run QRISK* score

Education (blood pressure, CVD risk), self care (e.g. BP measurement), sign post self care

resources

Brief interventions and signposting e.g. smoking, weight, diet, exercise, alcohol

Priority One
BP >180/120mmHg***

Priority Two
2a. BP >160/100mmHg***

2b. BP >140/90mmHg*** if
BAME AND CV risk factors
or co-morbidities**

2c. No BP reading in last 18
months

Priority Three

3a. BP >140/90mmHg***
if BAME OR CV risk factors
or comorbidities**

3b. BP >140/90mmHg***
or >150/90mmHg*** if >
80 years

Priority Four
4a. BP <140/90mmHg***

under age 80 years

4b. BP <150/90mmHg***
aged > 80 years

Optimise anti-hypertensive therapy and CVD risk reduction
Review: blood results, risk scores & symptoms
Check adherence and adverse effects

Initiate or optimise blood pressure medication

1
2
3. Review complications and co-morbidities
4
5

CVD risk — optimise lipid management and other risk factors

*ORISK 3 score is recommended to assess CV risk for patients with Severe Mental lliness, Bheumatoid Arthritis , Systemic Lupus Erythematosus,

those taking antipsychotics or oral steroids; *ARRS = Additional Role Reimbursement Scheme

*% [ *** cpp slide 12




UCLP HTN - Hounslow

* Workforce — PCN Pharmacists and Pharmacy Technicians
« Upskilling on BP reviews

« BP@HomMe
» 23/24 Hounslow PCN Outcomes adopted the UCLP Proactive
Care Frameworks risk stratification criteria:

* Reduce the number of patients in Priority 1-3 to less than
10-20% of the hypertension register patients by 31st
March 2024

10



Hounslow 23/24 CVD Strateqgy

* PCN senior pharmacists leads for BP

* BP Priorities:
 UCLP framework for BP priorities 1&2
» Undiagnosed SBP >160mmHg

« UCLP framework for BP - Hounslow
Indicator

. BP QoF



Hounslow 23/24 BP Results

UCLP Hounslow PCN
Indicator
(P1-3 10-20%)

PCN

Apr23 Mar24

Brentworth 37.7% 25.6%
Chiswick 29.8% 22.2%
Feltham&Bedfont 34.2% 25.4%

37.3%
33.4%

24.8%
22.8%

GreatWestRd

HounslowHealth

SBP>160mmgHg
Diagnosed&Undiagnosed — unchanged

NWL BP target
(all ages)

Sept23

Mar24

NWL BP B&BB target
(all ages)

2/6 (1 unknown)
3/8
0/13

3/8
3/10

12



NHS

IMPERIAL COLLEGE
@ HEALTH PARTNERS North West London

Core20PLUSS
Ealing Hypertension Project
Dr Mohsin Choudry
Luke Whitelaw

July 2024
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Hypertension Prevalence & Community
Pharmacy BP Check Scheme




M 2020-21 2021-22 2022-23 2023-24
easure
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 | Q1 | Q2 Q3 Q4
Prevalance 12.4% | 12.6% | 12.8% | 13% | 12.8% | 12.8% | 12.9% (13.1%| 14% | 14% | 13% | 14% | 13% | 13% | 13% | 14%
Total BP Checks 2382 1685 | 2361 | 6585 | 7447 | 9148 | 8314 | 4390 | 1366
Total Referred patients 331 244 267 842 1088 | 1114 | 721 395 104
Hypertension Prevalence & Pharmacy BP Checks — Ealing
mmm Ealing Prevalance e NHSE Prevalence
------ Baseline 19-20 —Total BP Checks in community pharmacies
—Total Referred patients - pharmacy onward referral
18.0% 10,000
16.0% 9,000
14.0% 8,000
12.0% 7,000
10.0% 6,000
3 0% 5,000
' 0° 4,000
6.0% 3,000
4.0% 2,000
2.0% ‘ l 1,000
0.0% . H B = N -
Ql Q2 Q3 Q4|1 Q1 Q2 Q3 Q4 QL Q2 Q3 Q4] Q1 Q2 Q3 Q4
2020-21 2021-22 2022-23 2023-24
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Artificial Intelligence: Hypertension Detection




Background and Methodology

= This analysis focusses on detection and helps to identify the gap (missing people with
hypertension) based on estimates of undiagnosed prevalence.

= Using an Artificial Intelligence algorithm that set a high probability (60%) for those who are
more at risk of developing hypertension. This method is statistically powerful, up-to-date
and based on detailed demographics and geographical level (GP practices).

= Building on initial work in Harrow, this analysis aims to better understand North West
London’s residents at risk of undetected hypertension by key demographics (sex, age,
ethnicity) and small geographical level (PCNs and GP practices).

=  This will help inform focussed preventative interventions or commissioning plans to reduce
inequalities and potentially prevent cardio vascular diseases.

North West London
Inwgm red Care 5:..":. EEim



Al Methodology

Our methodology built on FOCUS-ON with an addition of 'Manage & Coordinate'’
and identified 4 critical success factors to address pain points in current model

UNITE wour
ST'-,'['Y co-design group
the impact and prioritise

o® me
& q“

o (3]

G 0

™,
L/ MANAGE & =

III
| ONGOING

| ¥-F /COORDINATE overall',
MEr:élerE- E | delivery of the project '|'| CO-CREATE
foriterstive WBR-R = 2andoutreach incl. ideas

|II e b= ' stakeholder, resource, |/

2 \risk & benefits mgmit, L

1. Targeted intervention

o OPEM conversations
with those

FIND areas of inequalities =
communities

3. Aligned leadership
& accountabilr

SCALE

4. Resourcing & ways of
'II working for acceleration

Bl critica! success factors (CSFs) () Key pain points

Key pain points

Limited used of data for
targeted outreach

) Lack of standardised
metrics and reporting
process

o Lack of central
coordination and
management

o Leaderships are not
aligned across NWL to
scale impact




Al/Machine Learning Methodology

ML model was built to identify those at high risk of undiagnosed hypertension with
a focus on eliminating data bias to address health inequality

o - @ o > O —

™ e e il e

W

Combine data from Generate model +—— ID those at high risk Create target
WSIC & census for undiagnosed HT  cohorts

Included data features:

Ga’_ther information on Machine Ieam@ng tools | | sociodem ographic Stratify Patiem_:s based Cohorts _r:rga_ted to

patients and population detect underlying - Census on predicted risk of capture individuals not

statistics characteristics and - NHS facility in LSOA diagnosis with included in original data
patterns in HT patients hypertension

Excluded due to data
availability (% missing

_ Model assigns risk score | gata nast 12 months): Fatienis ranked by risk from Target population grouped
R Demographic o hetween 0 and 1 to each . EI cohol (91%) 2 highest to lowest, with those into specific cohorts across
«& & (2.0, age, ethnicity, sex, | patient indicating risk of - Cholesterol (79%) at highest risk being primary ethnicity, age, geography,
education, LS0A) being diagnosed with BMI (79%) target for effort afc.
hypertension *
/P « Smoking (85%) Target Target pop'n Cohorts
l. Eﬁéﬁtﬁiiﬂ?ﬁ%ﬁtus Q =042 Removed bias features: } p-::p.u I?mn 5 ::; |
* (e.q. diabetes, CVD) . D:ur:tact with health e ittt —> Q
g _ system & sa
=027 . . <
. . » Comorbidities 40-G0% Dictributi -
Care interaction » Prescriptions S lci;s— . c:f.::suu:.n?.ri
+ (e.g. pharmacy R 2 ﬁ% )
#&  interaction, in-home =L f— L

carg)




Hypertension — Ealing - Gender

Percentage and number of people with hypertension (actual and estimates of
undiagnosed hypertension) by Gender, Ealing registered population, Nov 2023

N Estimated Undiagnosed prevalance m Actual Prevalance

we we w= Ealing Estimated Average Ealing Actual Average
27428 30562

] Female Male I

IV

HEALIR FAK iNExD
MW London ICS supported by ICHP



Hypertension — Ealing - Age

Percentage and number of people with hypertension (actual and estimates of
undiagnosed hypertension) by Agr Group, Ealing registered population, Nov 2023

N [:timated Undiagnosed prevalance I Actual Prevalance
= == == [stimated Average Actual Average
8% 383/
T0%%
12951
6%

S 1786 15490

A0 hb:,E-E

10% 6270 10681

. 45 A126 . T73l 550
LU 2805
2
|:|1-" s a a S N —

Eta70

underd AMaS0 Etai0 Tral0 abowva B0



Hypertension — Ealing - Ethnicity

Percentage and number of people with hypertension [actual and estimates of
undiagnosed hypertension) by Ethnicity, Ealing registered population, Nov 2023
mmmm Fctimated Undiagnosed prevalance m Actual Prevalance

= = == Fstimated Average Actual Average

163 234349 G575
145
12%

1645 20966

100%
=30
6%
A%

4071

2%
O

¥ i . 5 ¥ I
Asian or asian Black or black PMicad O her athnic Unkrowwn Whita
british british groups



Hypertension — Ealing - PCN

Percentage of people with hypertension [actual and estimates of undiagnosed hypertension] by PCN, Ealing
registered population, Nov 2023

e

il

;.1.: I I I I I
: I I I
(]

ACton Greemnell MNorth Southa Mortf South Centra South Southall  The Ealing Network
Ealing

B Estimated Undizgnosed prevalange Actual Prewalance
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e-Man-Van — SCE and TEN PCN'’s

HEALTH PARTNERS

DNAs

Scheduled

Total Attended

White

Ethnicities:

Black/Black Bntish
Asian/Asian British

Mixed/Other/Did not disclose

=60

20-59

J1st July - 29 September

875
765
110

54
78
538
85

402
285

2023

14%

% of attendees
8%

10%

70%

11%

% of attendees
5H3%
39%
9%

Then ManVan saw 765 Men aged over 45 and
24% (183 men) had suspected hypertension

and were referred to GP for further testing and
diagnosis.

North West London

Testing

Unnalysis 27
psa 664
hbalc 345

Primary care referrals:
Hypertension 183
Smoking 36
Diabetes 28
Secondary care referrals:
Rapid access prostate 67

Rapid access haematuria
NV/hv

Oncogenetics

NHS

wE

% of attendees
4%

87%

45%

% of attendees
24%

5%

5%

% of attendees
9% (of P5A tests)

1%




Next Steps - SystmOne Searches

Search One testing: Results
« Patients age >18 years and over
e On First line Hypertension Practice name Number of Potential
treatment medication: ACE patients returned | undiagnosed
inhibitors, Angiotensin Receptor 'n”ufne;‘;‘;t‘) fOR [‘g’e‘["fgtseur:fs"’e '”
blockers or Calcium channel : lected
blockers patlen_ts selecte
to verif
« Prescribed in the last 3 months. 32 17 53%
This is on all issues which can :
be acute or repeat. 45 S0 Rl
« Without a read code for 65 30 46%
Hypertension (38341003), Heart

failure (84114007), Ischaemic
~ heart disease (414545008 )

-. IMPERIAL COLLEGE
<<_) HEALTH PARTNERS

MW London ICS supported by ICHP

Practice D 63 Difficult to tell but
more than 50%
might be -
hypertensive



SystmOne Searches

Search two testing

* We are exploring a NWL wide search created on patients with a GP
recorded high BP reading and no hypertension read code to see if
following up these patients will result in a hypertension diagnosis

\ IMPERIAL COLLEGE
G2} HEALTH PARTNERS
MW London ICS supported by ICHP
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Cardio-renal-metabolic disease

Dr Perviz Asaria

Consultant Cardiologist
Harrow CVD Champion and CRM Hub Clinical Lead




Cardio-renal-metabolic disease

« Common set of conditions bound by: Overweightandobesity o ALb
Environmental factors (espedally § e \‘\V QCenter RAS z
Western diet and decreased M= ‘f’) #Sympathetic output £
. - - . Gsi':‘)gl;a{';i'o"’/;()!) -,4 s \.\: ~ #Parasympathetic output g
* Metabolically active (inflammatory) visceral / ¢
adiposity
* The disease often improves with > 10% loss of N <.
:art'é)n::rsauon Left ventricular hypertrophy
Tran"aml nitls Impaired coronary blood flow
it Impaired diastolic relaxation
bOdy fat N;’;::;Zre\gl;ms Impaired is (hemuclve(;ndlnon ing
Dysfunctional adipose tissue
Macrephage infiltration
Low-grade xnflarnmauon # Aldosterone
. . Increased IL-1, IL-6, TNF # Anglotensin Il
« The disease often respond to drugs which Q/ Redoced dipansci et
production
mimic or promote this (SGLT2i and GLP-1RA) il \
# Oxidative stress Hyperfiltration
#Fat deposition .
Impaired insulin metabolic signaling Microalbuminuria progressing to:
« CKD both an intrinsic CRM condition / Natretention
ROS Glomerular sclerosis
Impaired NO * #NOO- Tubulointerstitial fibrosis
endothelial Proteinurla
relaxation * Oxidative stress & GFR
\ = : In'ﬂamm'ation
« But also aggravated by the presence of other A\ B { Ty
’ B Premature atherosclerosis
af‘t\#v * PAI-UT’PA {impaired fibrinolysis vasoconstriction)
H ¥ Delivery of glucose and insulin to tissues
CRM diseases . e

MPERIAL COLLEG
.‘ HEALTH PARTNERS

MW London ICS supported by ICHP



Weight trajectories

—o— Women
~ Men

Now
£ 3

N
?

Prevalence of severe obesity

00% '

‘b QO N > O O A D 0

@@@&&@@@@@’@@@ &F & & ¥ g P ° S

FHFFF S &'@0&0’5 S M S X
S & & SELEEE S s 3
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Evidence for effective intervention in CRM

. Liver fat
Bariatric surgery

Blood glucose/ DM

> 10%
reduction in
body weight

GLP1-RA BP

SELECT Trial in CVD without DM ™
Flow trial

LDLand TG 4  HDL

CRP

Structured lifestyle

intervention
Look AHEAD TRIAL in DM
NDPP, Path to remission

Deterioration of renal function

- e —— =

CVD endpoints by 20%

Fay | f

._ MPERIAL COLLEGE
<) HEALTH PARTNERS
MW London ICS supported by ICHP



When to intervene?

Early CRM
intervention

100% |~

Healthy

No CRM
intervention

Early CRM
intervention

Health

CRM | ________.
intervention Late CRM

intervention

v

0 40 60 6870 79 80

AL COLLEGE Age
(’3 HEALTH PARTNERS J

MW London ICS supported by ICHP
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Increasing
risk

Total




What is on EMIS already?

True
prevalence
25%

N

On HTN register BP measured / BP not measured \
Normal Abnormal
Known HTN Potential HTN
True non-HTN Uncoded HTN \
/
\ ] \ \ %
Y |

87% of population

Diagnosed prevalence: 13% atrt
(the other 12 cases are hiding in these 97)

13 cases per 100 practice

population Most of them will be here

(no BP on EMIS yet)
. .  EEEEEE——

AL COLLEGE
HEALTH PARTNERS

MW London ICS supported by ICHP



OHID rates

Harrow London England Expected Prevalence
QOF QOF QOF prevalence GAP for
(Health survey) | Harrow
CKD 3.4% 2.7% 4.2% 10% 7%
HTN 13.3% 10.9% 14.4% 25-30% 10-17%
DM 10.2% 6.9% 7.5% 14% 4%
NDH
CVvD 2.7% 3.0%
BMI> 30 16.7% 20.9% 26.2% 23-26%
Overweight 52.8% 57.2% 64% 64%
(BMI >25)

(’. IMPERIAL COLLEG
<<)HEALTH PARTNERS

MW London ICS supported by ICHP



E N rarrkes
CVD Coding Iin Primary Care

Dr Kuldhir Johal
NWL ICS Clinical Lead for Cardiovascular and Renal Disease
(Interim)




Case identification on just BP reading alone and
making it BAU — business as usual (NWL ICB

Folder)

rarme
27 Hyparmarsen - aty BP raating systolc >120
47 BP systobc 120 and oo QOF regeter
27 Hypertension BP > 120 Systolc and typetenson monkomg coded
J BAL *“Hypertension B » 120020, hypertansion montorng and ...
/4 Hypertension BP Systolc >120 ang nat an BP Systolc » 140 Search k2
/7 Hyperterson - any BP reaging systolc » 120 (2)
27 Fypertension BP > 120 Systelc ang hypertension mankonng coded
/7 BAU *"Hypertension BP »220/80, hypertension montamng and ...
A . and on BY mediaton
77 Hypertersen - any BP reaging systolc > 140
/7 BP Systobc » 140 on mose than 3 occasions
& ""BALL.. an® on QUF register - Excluded it needs to be corsd..
77 BP Systodc > 140 and has 2 hypetension monkonnp code
4 BAL **BP Systolc > 149, monkarng check done code and QOF .
/7 BP Systokc > 140 ang on QOF Hypertension regeter
4 Systok BP > 140 on mere than 3 occasons
— tniertengon - v 2P 2140 aad oot oo 100 search bt

Poputon Count % Last Run Search Typa Ceda Systam
41588 SO% 17 kM Patert SHOMED CT
1061  25% 17 ub4 Paters WA
0 1% 17 u0M  Patere SHOMED CT
0 % 1M Pavers WA
1847 4% 17020 Patere 'A
41588 SO% 17042024 Patert SMOMED CT
469 119 170N Patient SMOMED CT

29 6% 1702024 Patert WA

8 8% 17024  Patiert WA
2341 33% 172024 Paters SHOMED CT
1520 &5% 17:ub2024 Patert SMOMED CT
961 3% 172024 Pabert WA

120 5% 17-0k2024  Patere SMOMED CT
119 9% 17-k024  Patert 'A
1036 44% 17-RE2024  Patlert WA

924  29% 17-NH024  Fabere SNOMED CT
1247 33% 17-Wb024  Pabect QA




> 140/90

Narre

2 B Systolc >140 on meve than 3 coGeens

47 ""BAU... and on QOF regster - Exclded &t saeds to be consd.
27 P Systolc » 140 and 1as 3 DyDErmensian mostomg cose

27 BAU ""EP Systole > 140, mentofeg (hack S0ta code and QOF
2 B Systokc > 140 and on QOF Hyparassen wgster

47 Sywobc BP > 180 06 more than 3 occasons
27 Hypartarson - any BP >140 and not on > 160 seanch kst
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NW NWL ICS Hypertension Management ES 2024/25

Pages

«

gl

Life

Inw¢

Diagnosis
Lifestyle

Investigations

Mec

Medicines Optimisation ES

Res

Infc

Resources

Information

Medicines Optimisation Enhanced Service - Optimising Antihypertensive Management

Adult patients aged 40-80 with a latest clinic blood pressure >= 140/90 and on a single antihypertensive agent
Search Location:

Brent
NW London Enterprise S&R > Medicines Team Brent Searches (Brent viewable) > Medicines Enhanced Service 24/25 > TGT2.4 Optimising Antihypertensive
Management

Harrow

——== n2
NW London Enterprise S&R > Harrow Reports > Medicines Management v1 > Medicines Enhanced Service 24/25 > TGT2.4 Optimising Antihypertensive

Management oked
Hillingdon

Hillingdon Enterprise S&R > NW London ICB > Medicines Management v1 > Medicines Enhanced Service 24/25 > TGT2.4 Optimising Antihypertensive
Management

] *Understands importance of blood [ ] No previous entry
pressure monitoring and control '

AND select one of the following:

*Current treatment status [ v| No previous entry

NICE: NG136 Visual summary. Hypertension in adults: diagnosis and treatment
NICE: NG136 Patient decision aid on how do I control my blood pressure? Lifestyle options and choice of

medicines
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Use as a motivation tool — heart age — print it
off —age 62 but heart age 77
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Summary

« Make every contact count, enter codes from patients/community
pharmacies — since 28™ June — being sent to local practices (GP
Connect/email)

 Normal BP is less than 120/80

* Identify and optimise the care — target is 120/80 or less

« Use “heart age” — qgrisk — also action >20% and >10% and in CKD

« Look at trend over time, other co-morbidities eg diabetes/pre-diabetes
« Ensure all patients are given lifestyle advice

« At present nearly 47% of “hypertensives” are on no medication in NWL
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To get involved in ICHP’s CVD education series

' - CVD Coding in Pri C
Give us feedback on what topics GO FUIUE Ay

you think we should cover in this
format by answering our survey.

For further information and/or to
get involved with the ICHP CVD
education series please contact:

chanelle.corena@imperialcollegehealthpartners.com or
catherine.caldwell@imperialcollegehealthpartners.com
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mailto:chanelle.corena@imperialcollegehealthpartners.com
mailto:catherine.caldwell@imperialcollegehealthpartners.com

Resources

Please click here or visit

imperialcollegehealthpartners.com

[resource/cardiovascular disease/

where we have collated clinical
and patient resources for staff to

access across NWL

We have also linked the ICB
Cardiology webpage, where future

resources will be updated.

@ MPERIAL COLLEGE
<) HEALTH PARTNERS

MW London ICS supported by ICHP

Fibrillation guidelines

Explore the NICE Atrial .

NHS Overview of
Anticoagulant
medicines

Video: Staring
Anticoagulation
with Jack

S

British Heart
Foundation: Living
with Atrial
Fibrillation

&

Read the North West London
Implementation of the NHS
National Framework
Agreement for the Supply of
DOACs



https://imperialcollegehealthpartners.com/resource/cardiovascular_disease/
https://imperialcollegehealthpartners.com/resource/cardiovascular_disease/
https://imperialcollegehealthpartners.com/resource/cardiovascular_disease/

. Next Time — September 2024

« WSIC
« CVDPrevent — CVDPREVENT data available to March 2024

* Lipid Management
« Severe Hypertension
« Atrial Fibrillation
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https://www.cvdprevent.nhs.uk/
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