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Hypertension
Blood pressure (BP) = measurement of force applied to artery walls as blood is
pumped around the body. Hypertension is higher blood pressure than is necessary
& causes damage and worsening health outcomes over time.

Source: 2018 ESC/ESH Guidelines for the management of arterial hypertension
European Heart Journal (2018) 39, 3021–3104 doi:10.1093/eurheartj/ehy339
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Under-diagnosed: Around 28,000 Lambeth
residents have BP>140/90mmHg but no
diagnosis of hypertension (Wu, Alice S.;
Dodhia, H; Whitney, D; Ashworth M, 2019)

National CVD Ambition:
Increase detection of hypertension to
achieve 80% of expected prevalence by 2029

Local 2019 study
• Factors associated with not having a record of a
blood pressure in primary care
• Age – below age 50

• 18-30 – AOR 8.45 (7.08–10.07)
• 31-40 – AOR 5.40 (4.53–6.45)
• 41-50 – AOR 2.36 (1.97–2.82)

• Sex

• Men – AOR 2.87 (2.80–2.95)

• Ethnic group

• White other AOR 1.52 (1.47– 1.57)

• Deprivation

• Most deprived AOR - 1.27 (1.23–1.32)

• Other risk factors not recorded
• Smoking status
• Alcohol status
• BMI status

Wu, Alice S.; Dodhia, H; Whitney, D; Ashworth M (2019) Is
the rule of halves still relevant today? A cross-sectional
analysis of hypertension detection, treatment and control
in an urban community Journal of Hypertension:
December 2019

Hypertension control
Bringing blood pressure down to <140 /90mmHg if 79years or less
and <150/90 mmHg if 80years or more

In Lambeth, if we reduce the average systolic BP in
people with hypertension by 10 mmHg, in one year,
we could prevent approximately
• 65 people from having a stroke
• 48 people from developing heart failure
• 61 people from developing ischaemic heart
disease
• 196 deaths
• Reduced face to face consultations due to
COVID-19 during 20/21 is most likely to have
impacted on monitoring of BP and BP target
achievement

Lambeth is below the QOF threshold for maximum
payment for this indicator

Hypertension control and impact of pandemic
At end of 20/21
Of 38,315 people in Lambeth with
hypertension; 19,406 (50.6%) were
not achieving target BP (QOF)

Scope to achieve max
QOF threshold

At end Oct 2021
Of 40,204 people in Lambeth with
hypertension; 19,501 (48.5%) were
not achieving target BP (UCLP
searches)

When treating to target, time matters
If systolic BP > 150 mm Hg and there is a delay of > 6 weeks before
medication intensification
OR
a delay of > 12 weeks before BP follow-up after antihypertensive
medication intensification

Increases the risk of an acute cardiovascular event or death.

At Feb 2022
Of 40,279 people in Lambeth with
hypertension; 18840 (46.8%) were
not achieving target BP ( UCLP
searches)

Hypertension control by practice
Lambeth Treatment to Blood Pressure Control Targets QOF March 21-Feb 22
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Opportunities to monitor inequalities in blood
pressure control
Proportions of those on hypertension register whose blood
pressure is controlled or uncontrolled
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National tool- CVDPrevent Data and Improvement
Tool provides inequalities markers for
• Sex
• Age group
• Ethnicity
• Deprivation quintile
https://www.cvdprevent.nhs.uk/ update due for 20212022 data
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Pre-pandemic review of the standard of uncontrolled BP level
(160mmHg/ 100mmHg). Ethnic and gender groups were followed and
matched with hypertension registered population to ensure any
widening of gaps were monitored and managed.

EZ analytics data can present Lambeth EMIS data
from GP practices to focus on BP control and
ethnicity, mental health and people with learning
disability

Education and Prevention
• Health Checks ceased during pandemicshould we restart at pace?
• Lifestyle advice- using local and national
resources
• Improved use of remote BP monitoring

• BP@Home scheme has been taken up by
early adopter sites 4 of 9 PCNs in Lambeth.
• 30-40% of England population with high BP
have own monitors - have all Healthcare
professionals made use of this?

• Opportunity with the Health and
Wellbeing bus be used by practices to
target events to capture blood pressure
results and share why this is important
with local people

Services for the Lambeth population
• Xyla diagnostics is a new service commissioned prepandemic and mobilised during 2020. 6 sites across
Lambeth are offering diagnosis of blood pressure and ECGs
close to peoples homes.
• GP practices offer hypertension diagnosis and management
as part of their core service
• There is a question regarding other community services and
the extent to which they can or do contribute to opportunistic
BP checks.
• A Community Hypertension service is commissioned from
GSTT for difficult to control hypertension or that which is
complex due to patient factors or multimorbidities.

A new Community Pharmacy Hypertension
Service has been commissioned by NHS E/I,
launched in October 2020 and under
mobilisation locally by our community
pharmacies. This will :
• Identify people over the age of 40 who have
previously not been diagnosed with
hypertension (high blood pressure), and to
refer those with suspected hypertension to
primary care following diagnosis via
ambulatory monitoring (ABPM).
• Promote healthy behaviours to service
users and support adherence to lifestyle
and medication regimes

• Positive feedback from the public has been received by
healthwatch on community pharmacy services and support
• Refer people identified as likely to have high
during the pandemic. The local vaccination programme and
blood pressure to general practice, for
community pharmacy vaccine champions scheme have
ongoing care to manage their blood
demonstrated the reach of PCN and community pharmacy
pressure.
vaccination services into communities and positive impact on
reducing health inequalities .
12

Quality Improvement
• BHF Project 2018/20 : Hypertension
detection and management
• Trial of three models to find people with high BPs
GP Federation- through community events
Optometrists- through customers
Community Pharmacies- through customers
Successes and Learning
• Infrastructure- both staff skills and experience and
level of remuneration at optometrist/pharmacies did
not allow anticipated levels of opportunistic BP
checks.

• Successes include pathway development for
seamless care and increased opportunity for
discussion with people about blood pressure in
Lambeth settings such as Lambeth Country Show.
• Opportunity to refresh/launch – with community
pharmacy BP checks scheme.

BHF project
community
pharmacy
site

Covid – 19 Impact
Nationally, as a result of the disruption of hypertension care caused
by COVID-19 we expect to see an additional 12,000 heart attacks,
strokes and deaths over the next 3 years

Medicines adherence
The ability for patients to take their
medicines as prescribed, ‘medicines
adherence’ is cited as one of the
principal reasons why patients don’t
achieve the expected outcomes from
their treatment.

Barriers to optimal use of
medicine

Examples

Professional

Inappropriate prescribing
Mistakes in dispensing or administration

Practical

Forgetfulness
Inability to open containers

Between 30-50% of medicines
prescribed for long-term conditions are
not taken as intended.

Information

Instructions not understood
Poor understanding of condition/treatment

This results in waste as well as poor
outcomes for the patient

Lifestyle choices

Unpleasant side effects
Inconvenience
No perceived benefit

Ways to tackle this
✓ More shared decision making
✓ Structured Medication reviews
✓ Community pharmacy support ‘new
medicines service’
✓ Practice patient education groups

Beliefs about
medicine

Unnatural
Addictive
Poisonous
Diminishing efficacy

Recovery Plans
• Amplify community pharmacy impact and swift mobilisation of the new Hypertension service.
Joint working with GP practices as part of PCNs to serve their population
• Engage with communities based on Health Inequalies data to give insight into developing
culturally aware approaches and services.
• Include Xyla diagnostics and community/acute providers in our work to ensure connections
and synergies.
• Explore opportunities for all services to include BP measurement opportunistically as part of
care.
• Include blood pressure checks and offers to discuss medicines use on hypertension at
community engagement events, and through the Health and Wellbeing bus, working with
voluntary groups.
• PCNs and GP practices have an ongoing focus on Long Term Conditions, prioritising those
groups most affected by the pandemic
• Amplify Physical Health Checks in people with Learning Disabilities or severe mental illness.
• Refresh approach to health check commissioning and delivery
• Practice and PCN Pharmacists focussing on medicines adherence – shared decision making
approach to enable adherence and personalised care.

Diabetes
• Diabetes is a lifelong condition that causes a
person's blood sugar level to become too high.
• There are 2 main types of diabetes:
▪ type 1 diabetes – where the body's immune
system attacks and destroys the cells that
produce insulin
▪ type 2 diabetes – where the body does not
produce enough insulin, or the body's cells do
not react to insulin

More than 4.9 million
people living with
diabetes in the UK

90% of people with
diabetes have Type 2
Diabetes (T2D)

• High blood sugar levels can damage the blood
vessels and lead to chronic complications such as
eye, foot and/or kidney problems; nerve damage;
heart attack or stroke. Having one chronic
complication increases the risk of developing other
complications of diabetes. Complications of diabetes
are preventable.

£10 billion spent on
diabetes annually
(approx. 10% of entire
NHS budget)

Almost 80% of this is
spend on treating
diabetes complications

Diabetes UK. (2019). Facts & Figures

The Healthcare Landscape
• 41 general practices
• 2 large foundation trusts
• King’s College Hospital
• Guy’s and St Thomas’ Hospital
• St George’s Hospital also provides some care, although not
located within the borough

• 1 community based diabetes intermediate care team
(DICT) operating across 4 different sites
• The majority of patients with diabetes are cared for by
their GPs
• Patients with diabetes with more complex needs can be
referred to the Lambeth DICT (Type 2) or a hospital (Type
1)

Diabetes in Lambeth
5 % of the population on the diabetes register 1

19,245 people with diabetes 2

Diabetes is one of the most common long term conditions (LTCs) in Lambeth and
the starting point or “gateway” for the majority of journeys to multiples LTCs 3

63% people with T2D have a record of all 8 care processes during 2020-21 2

34% of people with T2D met all 3 treatment targets during 2020-21

2

5% of the population are on the non-diabetic hyperglycaemia register, at risk of
developing T2D 2

1. EMIS Enterprise (Lambeth) [Accessed 28/02/2022].
2. EZ Analytics Diabetes app (Lambeth) [Accessed 28/02/2022]
3. Guy’s and St Thomas’ Charity (2018). From One to Many. Exploring peoples’s progression to multiple long-term conditions in and urban environment.

Diabetes in Lambeth
Number of people with diabetes in Lambeth (aged 17 or over, QOF DM017)
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Public Health England (2018). Public Health Profiles: Diabetes. [online] Fingertips.phe.org.uk.
EMIS Enterprise (Lambeth) [Accessed 28 Feb 2022]

Prevention and Education
• NHS Diabetes Prevention Programme Healthier You
➢ evidence based behavioural change programme providing personalised
support to reduce the risk of T2D through education on healthy eating and
lifestyle, help to lose weight and physical exercise programmes

Xyla Health and Wellbeing Sept 2021

Prevention and Education
• Healthy Eating and Active Lifestyles for Diabetes (HEAL-D)
➢ a bespoke self-management group education course for
people with type 2 diabetes from African and Caribbean communities. Pilot expanded across South
London from Dec 2021.
• DAFNE and DESMOND
➢ structured education for all people with Type 1 and 2 diabetes respectively covering.
➢ DESMOND courses are provided in English, Portuguese and Spanish and at weekends in
Lambeth but people can attend courses in any South London borough by discussing their needs
with the Diabetes Book and Learn Service. They include modules for those with newly diagnosed
T2D as well as those with established T2D
Over 90% of attendees during the pandemic found the virtual DESMOND courses easy to
understand, were able to ask questions and engage with others with T2D; and set a goal to make
a lifestyle change.
• NHS Health checks for adults in England aged 40 to 74 to spot early signs of type 2 diabetes
and other conditions due to the higher risk of developing these as we get older.

Prevention and Education
A DESMOND session in action
$DESMOND

:
Diabetes Education
Self Management for
Ongoing and Newly
Diagnosed
*INFORM :Insulin for
Ongoing Practice
Management

Lambeth Diabetes Intermediate Care Team
Community Clinics
•Consultant-led community clinics across 4 different sites
•Virtual clinics with GP practices
•Joint DICT and CMHT (Community Mental Health Team) virtual clinic for patients with Severe Mental Illness (SMI) and diabetes
•Telephone support and monitoring for complex patients
Support for Patients and Community Healthcare Practitioners (HCPs)
•Duty Diabetes Specialist Nurse (DSN) to review referrals and give telephone or email advice daily
•Care of housebound patients and support for community nursing team
•Support for nursing homes
•Development of diabetes treatment pathways
•Enhanced support for 10 practices to meet NICE treatment targets and 8 Care Processes
•Named DSN for each GP practice who provides advice to HCPs and support to patients
Formal Education for HCPs
•INFORM (Insulin for Ongoing Practice Management) courses
•Community learning events
•Quality improvement programme for GP practices (in conjunction with AT Learning)
Structured Patient Education
•DESMOND structured education sessions for people with diabetes (English, Portuguese and spanish-speaking)
•Food and Diabetes Groups (local alternative to DESMOND)
•STEPs sessions for people at risk of diabetes (local alternative to NHS Diabetes Prevention Programme)
•Insulin and GLP-1 (Glucagon-like peptide 1) Start Groups

Care Processes
• The 9 recommended care
processes are an evidence-based
measure of whether patients with
diabetes are being supported to
successfully manage their
condition, improve health
outcomes and reduce the
occurrence of the complications of
diabetes.
• Preliminary National Diabetes
Audit 2020-21 data shows 64.4%
of people in Lambeth with T2D
had 8 Care Processes recorded.
Highest borough achievement in
London and 2nd in England 1.
1. EZ Analytics diabetes app February 2022

1.
2.
3.
4.
5.
6.
7.
8.
9.

Blood glucose level (HbA1c)
Blood pressure
Cholesterol
Kidney function (Urinary albumin)
Kidney function (Serum creatinine)
Weight check
Smoking status
Foot examination
eye examination
1 - 8 are completed at least annually
9 is carried out annually via a national screening programme.

NDA year

% 8 Care Process completed

2016-17

42.1

2017-18

61.3

2018-19

76.6

2019-20

82.3

2020-21

64.4

3 Treatment Targets (3TT)
• NICE recommends treatment targets for HbA1c (glucose control), blood pressure
and Cardiovascular Disease (CVD) risk reduction

• Preliminary National Diabetes Audit 2020-21 data shows 34.% of people
reached the 3TT 1
1. Target HbA1c reduces the risk of all diabetic
complications (eyes, kidney, nerves) and CVD
risk.
2. Target blood pressure reduces CVD risk and
reduces the progression of diabetic eye and
kidney disease
3. Statins reduce serum cholesterol and CVD
risk.

NDA year

% 3TT reached

2016-17

38.1

2017-18

37.2

2018-19

44.1

2019-20

42.4

2020-21

34.0
1. EZ Analytics diabetes app February 2022

Quality Improvement & Transformation
Over the years we have worked with providers to transform the treatment and care of people with
diabetes through a number of projects with the results of the National Diabetes Audits (previous
slides) showing how they have had a positive impact:

Lambeth Diabetes Improvement Project
• Lambeth DICT and AT Learning have run a successful Quality Improvement (QI) programme in
general practice, to share and replicate their experience of QI in diabetes management

• Providing support in the form webinars, newsletters, advice and guidance on areas such as
clinical management, call and recall models, health inequalities, as well as providing targeted
support to practices to reduce variation in care.
• Introduction of the use of a local population health management tool

EZ Analytics Population Health Management Tool – diabetes app
• A bespoke diabetes app was developed with AT Tech to share real time data based on EMIS Web
(GP patient record system).
• The diabetes app provides data at Primary Care Network and practice level and to support them
in identification, management and achievement of Care Processes, 3 Treatment Target, at high
risk of diabetes, risk stratification, medicines optimisation and safety.

Snapshot of the EZ Analytics
diabetes app – health
inequalities tab
Top left hand infographic
shows that during NDA
20-21 audit period (Jan
20 to Mar 21) – 68.5% of
patients with Type 2
diabetes and a learning
disability had all 8 care
processes measured.

Practices can drill down
further through the link
with EMIS Web to
a) find out which 8 Care
Process has not been
recorded during the
audit period
b) pull the list of patients
e.g. remaining 31.5%
and focus on inviting
them for review of the
missing Care Process

Quality Improvement & Transformation –
Medicines
Collaborative working across the system through the SEL Diabetes Medicines Working
Group to develop medicines optimisation pathways and support introduction and timely
access to new diabetes medicines and devices.
The NHS Long Term Plan made a commitment to ensure that “in line with clinical
guidelines, patients with Type 1 diabetes benefit from flash glucose monitors from April
2019”
FreeStyle Libre is a flash glucose monitoring system that measures sugar (glucose)
levels in the fluid under the skin (rather than in the blood), all the time throughout the
day, using a sensor and reader/smartphone.
Guidelines, resources and collaborative working across the system have enabled
52% of those with Type 1 diabetes aged 17 or over to access a FreeStyle Libre device
in Lambeth, in line with clinical eligibility criteria.
EMIS Enterprise (Lambeth) [Accessed 28 Feb 2022]

Impact of Covid-19
The management and care of diabetes has been affected in a similar way to other
long term health conditions
Control of diabetes has worsened during the Pandemic as seen from the National
Diabetes Audit data 2020-21 due to a number of factors:
• Apprehension and concern regarding accessing face to face care which has
increased “did not attend” appointment rates
• Differences in ability to use technology and having access to technology to be
able to continue care through remote consultations
• Reduced availability of face to face care and phlebotomy/ blood testing due to
capacity/redeployment/illness which has led to increased waiting times and also
impacted care process checks, target reviews and eyes screening
• Difficulty for providers in adapting content of self-management courses to allow
virtual delivery and retain same impact/outcomes, as well as difficulty for patient
accessing Self Management courses virtually due to technology requirements

Recovery Plans
• GP practices focussing on proactive care for those most affected/have had care disrupted/have not accessed care during
the pandemic
• Working with provider of NHS Diabetes Prevention Programme to improve referral and uptake through education and
training for referrers and promotion via the Health and Wellbeing Bus and community events
• Continue working with Lambeth DICT and AT Learning to run a Quality Improvement (QI) programme focus on a return to
pre-pandemic Care Process and 3 Treatment Target measurements
• Continue to engage with local communities on the management and care of patients with diabetes via the Lambeth
Diabetes UK Forum
• Incorporating the outcomes of the Neighbourhood and Wellbeing Delivery Alliance HBD PCN Pilot on hypertension,
diabetes and health inequalities
• Collaboration with South London and Maudsley (SLAM) NHS Trust to improve management of patients with Serious
Mental Illness and diabetes, through joint working, virtual clinics, and development of treatment pathways
• Collaboration with care homes in Lambeth to improve care of residents with diabetes, and develop care pathways
• Further develop the EZ Analytics diabetes app to help increase uptake of structured education following a new diagnosis
and as a refresher course for those with established diabetes.
• Collaboration with Improving Access to Psychological Therapies service (IAPTs) to include psychology sessions in the
DESMOND offering
• Resume Virtual Clinics between GP practices and Community Providers to support complex case management and
education
• Resume Health checks as outlined in the Blood Pressure section, to help improve referral and uptake of NHS Diabetes
Prevention Programme

RCGP : Person Centred Care.
https://www.rcgp.org.uk/personcentredcare

Thank you

