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To evaluate how INTs can support improved 
clinical outcomes for CVD prevention across 
the Sussex Health and Care System in the 
primary care setting. 

Cardiovascular disease (CVD) encompasses 
conditions affecting the heart and 
circulatory system. This includes heart 
disease, strokes and peripheral vascular 
disease. 

CVD is a leading cause of morbidity and 
mortality, becoming more prevalent with 
increasing age. NHS Sussex data indicates 
that people living in more deprived areas 
are four times more likely to experience 
premature death due to CVD compared to 
those in least deprived areas. Sussex has 
an above national prevalence of CVD.

This study reviewed CVD risk factors and 
outcomes in Sussex and considered how 
the emerging Neighbourhood Health 
Service, may support earlier detection and 
modification of CVD-related risk factors.

The 10-year plan refers to a shift in clinical 
care from treatment to prevention and 
proactive care. The recently published 
Modern Service Framework for CVD 
reflects case finding and optimisation of 
CVD-related risk factors.

• To undertake stakeholder mapping and 
build trusted relationships

• To work collaboratively on co-design and 
co-production with NHS Sussex, general 
practice, public health, community 
pharmacy and Voluntary, Community, and 
Social Enterprise (VSCE) stakeholders

• To create a community of practice to
encourage a transformative approach to 
prevention

• Build a digital repository of resources

• To review aspects of data collection and 
analysis at an INT and GP practice level

• To consider targeted approaches to reduce 
health inequality

• To assess how the project findings may be 
replicated and scaled in other INTs. Sharing 
of learning at CVD regional and national 
groups
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Broad c ause of death c ontributing to  the li fe expec tanc y gap between 
the m ost and least deprived populations in  Sussex (2020/21)

3. Objectives

The project focussed on an INT in East Sussex 
where there was coastal deprivation and 
rurality over a large geography. 

How effective leadership and change management in INTs 
support improve d clin ical outcomes for CVD pre vention using 
the  P lan-Do-Study-Act (PDSA) cycle

INT offer by Clinical Lead
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• The INT approach resulted in performance 
that exceeded expected trajectories, 
suggesting that ongoing neighbourhood 
working can support CVD prevention 
knowledge mobilisation.

• The arms-length pharmaceutical project 
delivered significant gain therefore this was 
replicated across 15 Primary Care Networks 
(PCNs). 

• The community pharmacy pathway has 
been successfully replicated over much of 
Sussex. 

Hypertension, Cholesterol and AF management at INT 
level, March 2025 

PDSA cycle

Pl an - i dent i f y ai ms and obj ect i ves

St akeholder  m apping,  co- design and co-
pr oduct ion wit h st akeholder s,  r eview aspect s 

of  dat a collect ion,  r eview pat hways,  consider  
t ar get t ed appr oaches

Do - i mpl ement  t he pl an

Deliver y of  car e.  

Dat a collect ion on clinical out com es.  

St udy - anal yse t he resul t s

Review im pact  m et r ics f or  clinical out com es,  
seek f eedback f r om  st akeholder s and pat ient s

Act  - revi ew  t he out comes and adj ust  
t he pl an

Assess how t he pr oject  f indings m ay be used 
t o im pr ove CVD pr event ion f ur t her

Clinical education for GP 
practices, review of  GP 
practice processes

Education offer included
webinar education 
programme and face-to-face 
teaching events

Education and support of 
multidisciplinary 
workforce 

Regular peer benchmarking 
CVD outcomes data quarterly 
using bespoke dashboard.

Review of  NHS health checks 
using bespoke dashboard. 

Data-driven approach

Text messaging and 
signposting to utilise 
advanced community 
pharmacy hypertension
(raised blood pressure)
pathway

Working with community 
pharmacy

Facilitation of  arms-length 
funding from pharmaceutical 
sector to support lipid
(cholesterol)  lowering therapy

Funding from 
pharmaceutical sector

Provision of  written 
communications, easy-read 
materials

Support for blood pressure 
monitor loan system in the 
community

Support of behavioural risk 
factors by referral to healthy 
lifestyle services. Education of  
VCSE colleagues

Collaborations with VCSE 
sector

Support for ‘Know Your 
Numbers’ blood pressure 
national campaign.

Multilingual and co-produced 
easy-read materials including 
videos for people with a 
learning disability. 

Public awareness events 
and support for patient 
participation groups 
(PPGs). Creation of Digital 
Learning Resources


