
Hypertension Community of Practice Session
House Keeping

We appreciate that this event is being held over the lunch period so if you want to temporarily switch off your 
camera whilst listening to the presentations, then please feel free to do so.  

Please ask any questions either at the end of the presentation or through the chat facility. If we don’t manage to 
answer all questions in the session, we will follow these up after the event and circulate information to the group.

We want this to be an interactive session so we welcome comments, observations etc either in the chat or after 
the presentation.  

To encourage open discussion, we will not be recording this event.  

If you cannot see the chat or if you have any issues with the session, please email karen.verrill@ahsn-nenc.org.uk

mailto:karen.verrill@ahsn-nenc.org.uk


Tackling Hypertension for better CVD outcomes 
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Cardiovascular Disease Prevention – A National and Local Priority

27% all UK 
deaths  due 

to CVD 

1 admission 
every 5 
minutes 

Stroke: 
leading cause 
of  disability

Overall 
annual CVD 
costs the UK 

economy  

One death every 
3 minutes

100,000 hospital 
admissions

- heart attack

£19 billion
 

38,000 stroke 
deaths

each year

CVD drives health 

inequalities: 

accounting for 1/4 

life expectancy gap

Driver of 
inequalities

But CVD is highly preventable…
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COVID-19: Impact on Care and Outcomes in Long-Term Conditions

Urgent Challenge – LTC Recovery

1. Pandemic resulted in dramatic change in primary care: reduced face to face access and high 
clinical demand (COVID surges and vaccination)

2. Disruption of routine, proactive care in high impact conditions such as CVD, hypertension, 
diabetes, COPD, asthma

3. Risk of deterioration/exacerbation in these conditions driving further waves of demand for 
urgent care and increasing premature mortality and morbidity

Opportunity

1. Restore and transform proactive care for people with long term conditions

2. Optimise clinical management to address historical under treatment

3. Optimise support for patient education, self management and lifestyle change
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UCLPartners Proactive Care Framework for Hypertension

Priority One
BP >180/120

Priority Two
BP160/100 or 
>140/90 if BAME 
plus comorbidities

No BP record in 18 
months

Priority Three
BP >140/90

Priority Four
BP <140/90 under age 80 years
OR
BP <150/90 aged 80 years and over

Gather information e.g.  Up to date bloods, BP, weight, smoking status, run QRISK score

Self management e.g.  Education (blood pressure, CVD risk), self care (eg BP measurement), signpost  resources

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

Optimise blood pressure and CVD risk reduction
1. Review: blood results, risk scores & symptoms
2. Check adherence and adverse effects
3. Review complications and co-morbidities
4. Initiate or optimise blood pressure medication
5. CVD risk – optimise lipid management and other risk factors

Healthcare 
Assistants/Health & 

Wellbeing Coaches and 
other trained staff

Stratification & 
Prioritisation

Prescribing Clinician
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Stratification: improving outcomes and increasing capacity

• Stratification informs workflow and workforce planning
• Helps GPs meet QOF and other targets
• Shift between priority groups over time shows clinical 

impact
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What can practices do?

• Introducing a hypertension champion within your practice

• Communications and messaging to patients 

• Encouraging the use of BP monitors at home 

• Supporting patient self-management 

• Investment in training and leadership

• Support from other primary care services 

• PCN/QOF action plan with simple an meaningful data, available to all 

staff



Thank you for listening

Register your interest for next– Learn and Share session 

https://www.eventbrite.com/cc/blood-pressure-monitoring-
community-of-practice-1490379

https://www.eventbrite.com/cc/blood-pressure-monitoring-community-of-practice-1490379
https://www.eventbrite.com/cc/blood-pressure-monitoring-community-of-practice-1490379


Ben Mole
Project Support Officer AHSN NENC and CDRC 

@CDRC_Precision www.cdrc.nhs.uk contact-CDRC@ahsn-nenc.org.uk



About CDRC 
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Who?

The Clinical Digital Resource 
Collaborative (CDRC), founded in 
2018, is a collaboration between 

the AHSN NENC, NECS, CBC Health 
Ltd and Cumbria PRIMIS 

Informatics, with key strategic 
relationships with GP Federations 

and CCGs.

What?

A NENC regional NHS owned digital 
resource with national reach, that 

enables clinicians and clinical 
organisations to deliver gold-

standard patient care efficiently.

How?

CDRC’s identification and 
management resources put the 

clinician in control of patient care, 
improving patient outcomes and 

allow clinicians to provide the 
appropriate care at the right time.

CDRC develops patient-centric clinical resources for use in the clinical systems, 
SystmOne and EMIS 



Our Vision and Mission

Vision Mission

To become a regional central 
hub of free to use clinical 

resources.

Prevent clinical teams across the country 
having to reinvent the wheel via the 

creation of a central repository of ICP, 
ICS & National Resources, with regional 

adaption where required.

@CDRC_Precision www.cdrc.nhs.uk contact-CDRC@ahsn-nenc.org.uk



Ben 
Mole

Project Support 
Officer (AHSN/CDRC)
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CDRC Resource Overview    

Clinical/ Population 

Reporting

Data Entry Templates Letters /  Referral 

Forms 

Patient Status Alerts

Protocols Patient Recalls Questionnaires
Hazard Reviewed 

Resources



Key Resources Provided by CDRC
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Clinical Reports / Patient Searches
Searches that support the identification of patients with undiagnosed or misdiagnosed 
conditions, patients who may benefit from interventions and optimisation of treatment. 

Data Entry Templates
Detailed, intuitive templates, covering a range of clinical areas that allow for the 
accurate review, assessment and coding of patient data.

Patient Status Alerts / Icons
Alerts and Icons that alert you to situations relating to the patients that may 
require special attention.

Referral Forms
Regional Referral forms that pre-populate with relevant patient 
information from their clinical record.



Who are these resources for?

Healthcare Professionals managing 
individual patients in practice. 

Healthcare Professionals working as a 
clinical lead within their organisation 
– looking after particular cohorts of 
patients.

PCN, CCG, Federations, ICP, ICS level 
for population-based interventions

Admin roles within teams e.g., LTC 
management organisations.
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• by identifying patients who are undiagnosed, misdiagnosed or coded incorrectly.

Improved quality and safety for patients, clinicians and the NHS

• by utilising pre-designed, validated resources (templates, searches, protocols, alerts).

Improved time / cost savings

• Clinical teams can choose to use only the resources which are important to them.

Flexible implementation

Safe and compliant data sharing

• Via the use of ‘dashboard’ suites of searches/reports which provide real-time data on many aspects of clinical performance.

Improved performance management

Opportunity to increase practice income

Benefits of using CDRC 
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External / Internal work 
organised with Jira 

(Atlassian)

Fortnightly operation 
‘Huddle’

• Prioritise backlog

• Identify problems/bottlenecks

Liaising/Collaboration 
with key 

partners/networks on 

NECS (North of England 
Care Support)

• Hazard Review

• Reciprocal Resource creation 

Testing of resources

Training materials / 
guides

Comms created and 
distributed via Social 

Media/Mailing 
List/Website

Feedback requested 
and incorporated into 

resources

Steering Group Meeting
Update to key partners and 
Strategic/Risk management 

discussions

Engagement Group 
Meeting

Marketing / Stakeholder 
Engagement specialists 

supporting team to build an 
appropriate strategy

Resource Development Process



How to Access CDRC Resources
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SystmOne: EMIS:

Depending on your clinical system the method to access CDRC resources will differ.

Joining the group does not give any access to any of your organisation’s data (patient or otherwise) to any other organisation.



Dr. Gareth Forbes
Co-Founder CDRC 

BP/Hypertension Resource Demonstration
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Hypertension Performance
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IIF Performance
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IIF Performance
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CDRC Hypertension Searches
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Last BP High Searches 

~10% of the population. Subdivided into manageable 

chunks to prioritise:

• Level of BP

• Hard to reach patients

• BAME

• Core20Plus

• QoF or IIF maximisation potential

Hypertension Screening

Tools to reach these patients

• Patient flags

• Optional popups

• Accurx or communication annexe messaging

• Integration with community pharmacy 

hypertension scheme
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Missed Coding Searches

• Drug to diagnosis (~1.5%)

• Raised home blood pressure but no hypertension diagnosis (~1.0%)

• Non QoF code suggesting hypertension (~1.5%)

Hypertension Casefinding
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BP Management System

• Integrates all conditions needing BP 

management (hypertension, CKD, 

type 1 diabetes)

• Looks at BP monitoring; medication 

concordance and BP control

Hypertension Management 

• Patients divided into manageable chunks to prioritise, e.g.:

• Intervention potential

• Hard to reach patients

• QoF

• Allows customised BP targets and takes palliative care/significant 

frailty into account

• Minimises false positives

• Can support creation of local incentive schemes



Hypertension Template
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Hypertension Template
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Coming soon!

Hypertension Visualisation
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Visualisation Tool



Questions and 
Discussion
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