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identification, diagnosis and management of high blood
pressure
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Why hypertension?
120 heart attacks

The Size of the Prize in Cardiovascular Disease (CVD) Prevention |4 NHS
. Pubdic Health
Frimley Health England England
1. The diagnosis and treatment gap, 2015/16 2. The burden: first ever CVD events, 2015/16
Estimated adult population with hypertension 161,900
@ Coronary Heart Disease
Estimated adult population with undiagnosed hypertension 69,200 ;
Heart Failura
Hypertension GP registered hypertensives not treated to 15090 mmHg target 19,500
GP registarad population with Atrial Fibrillation (AF) 11,200 3. The opportunity: potential events averted
and savings over 3 years by optimising
penal Psfimeter] GP ragisterea] poyuulation with undiagnosesd AF 5 700 treatment in AF and hypertension, 2015/16
Fibrillation Optimal anti-hypertensie 11” .h.E.Ert |_|E:| TI:_I e -
(AF) GP registared high risk AF patients (CHAZDS2VASE >=2) not anticoagulated 2,300 e || £0.90 million saved:
hypertensives averts Up to
within 3 years: 'E e ilion saved!
Estimated adult population 30 to &5 years with 10 year CVD risk »20% 52,700 £2.50 million save
Optimally treating high Up to
. ~ . . . . risk AF patients averts e
CVD risk Estimated percentage of people with CWD risk 220% treated with statins 4995 — s £3.10 million saved’




Frimley STP governance

Frimley STP Reducing Clinical
Variation workstream

Circulation subgroup

Frimley STP Hypertension

Frimley STP Prevention and self-
care workstream

Improvement Programme

CCG Governance Processes
Surrey Heath / NE Hants & Farnham / East Berkshire CCGs




[ Frimley Hypertension Improvement Programme ]

[ The population ]
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[ Intervention ]

/Outside scope: primary prevention \
of hypertension

A) Awareness raising e.g. “know
your numbers”

D) Clinical Pharmacist
Hypertension service

J—

B) Community testing opportunities

N )

/C) Primary Care system audit \

E) Clinician training and support for
Kdiagnosisltreatment pathway /

G) Clinical Pharmacist \

Hypertension service

E) Clinician training and support
for diagnosis/treatment pathway
(including risk-factor management
and drug therapy)

F) Support to patients for self-

[

Desired outcome:
Hypertensive: tested-diagnosed-controlled

N /

1

Key elements

e Awareness raising and
community testing

e (Case finding in primary
care

e (Capacity in primary care
to diagnose and manage
hypertension

e Support for management
of hypertension, including
lifestyle modification

e Support for self-care




Hypertension — a simple problem?




Hypertension — a wicked issue?

For patients
¥ Feeling fine versus side effects / effort

For healthcare professionals
¥ Capacity

¥ Behaviour change

® Return on investment

For me
® The Frimley STP




The Frimley Health and Care System
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Partners in the Frimley System

5 X NHS Commi ssi
1 x Acute care provider (FHFT)

5 x Mental health and community
providers

5 x GP Federations and 2 x GP Out
of Hours Providers

2 X County Councils (including
Public Health)

3 x Unitary Authorities (including
Public Health)

5 x District and Borough Councils

2 x Academic Health Science
Networks

2 X Clinical networks

oner




What have we done so far?

V Utilised the intelligence products: Rightcare,
PHE finger tips, National Cardiovascular
Intelligence Network

V Engagement with primary care

V Support to Clinical Pharmacist bid
V Co-design event (June 2017)

V Case finding Task & Finish group

V Heart Age campaign




Reducing Clinical Variation (Circulation):
Co-design event

Prevention table discussion: priorities

1. Community awareness raising and testing
opportunities

2. Case finding in primary care

3. Support for healthcare professionals and
patients around lifestyle modification as part of
the treatment regime

4. Support for patients who have been diaghosed
to maintain their treatment regime and self-
manage their condition



Hypertension Task & Finish group: case

finding

* Map existing systematic case finding
programmes across the STP for

* Understand the opportunities for
opportunistic case finding

* Make recommendations for eliminating
any gaps/unwarranted variation in the
above processes

e Hand over to local teams for
implementation




Systematic case finding Iin East Berkshire

Blood Pressure

e Lead by Medicines Optimisation Team —
run searches on patient data systems

e C. 20 practices so far: average increase in
Hypertension register prevalence = 15%
(>25% for some practices)

 Ambition: audit all practices by December
2017

e Quality Improvement premium link




Heart Age campaign: local implementation

== 15 YOUR HEART OLDER
THANYOU?

Sk i Search online for our Heart Age Test
ONEYOU tofind out today.

e Co-ordinated the sending out of campaign resources to
key partners across STP

* Encouraged and supported local partners to offer free
blood pressure checks (Surrey)

* Ran campaign through local channels: websites, social
media etc.




@ BloodPressureUK @BloodPress UK - 1h v

@)}

ot Replying to @FHFT_wellbeing @heatherwexham

We love your pictures and tweets

Q a Q1 &

@FHFT_ wellbeing @FHFT_wellbeing - 1h v
We have been rushed off our feet this morning! @heatherwexham
@BloodPress UK #KnowYourNumbers no time to tweet!

o dr bab doplls

‘GOOD’




Frimley STP Hypertension: next steps

* Run Task & Finish group and make
recommendations for case finding

* Advocate for hypertension as a key role for }zg |

clinical pharmacists 170
160
150
140
130
120
10

 Remainder of the hypertension care
pathway:
e Community testing

e Lifestyle management support ‘gg

* Treatment adherence and self-care support 80
70

Pre-high blood

pressure

Systolic (top number)

40 50 60 70 80 90 10
Diastolic (bottom numbe




Thankyou -

Urreycc.gov. uk




