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The purpose of the knowledge mobilisation 

project is to evaluate how ICTs can support 
improved clinical outcomes for CVD 

prevention across the Sussex Health and Care 
System in the primary care setting. 

Sussex has an increasingly ageing 

population with more people living with 
long-term conditions such as heart disease, 

stroke and circulatory problems. This group 
of conditions can be referred to as 

cardiovascular disease (CVD). CVD is the 
leading cause of death in Sussex, with 

South Asian and Black communities facing 
the highest risk. It is also the leading cause 

of death for people with learning 
disabilities in Sussex.

Raised blood pressure and smoking are the 
greatest risk factors for CVD, other risk 

factors include being overweight and 
diabetes.

In order to keep people living well for 
longer and to reduce the risk of them 

developing CVD, it is important to address 
these risk factors. Reviewing local data is 

helpful and it can guide how and where to 
deliver interventions. 

This data can be reviewed for GP surgeries 

but also on a wider geography so that 
interventions can be planned at scale.

This project will consider how to address 

risk factors that contribute to the 
development of CVD, to improve the 
health of our local population. 

The approach will involve looking at 

existing services and how their services 
may be best employed and how these link 

with GP surgeries.

This work will be supported by colleagues 
that are responsible for public health, 

community pharmacy and voluntary or 
community organisations.

• To review aspects of data collection on 

clinical outcomes
• Data analysis on the above objective at an 

ICT and GP practice level

• To undertake stakeholder mapping and 

build trusted relationships
• Literature review to identify evidence-based 

recommendations
• To work collaboratively on co-design and 

co-production with NHS Sussex, general 
practice, public health, community 

pharmacy and VSCE stakeholders
• To create a community of practice and 

encourage a transformative approach to 

prevention
• To review aspects of data collection on 

clinical outcomes
• To perform data analysis on the above 

objective at an ICT and GP practice level
• To assess how the project findings may be 

used to improve CVD prevention in other 
ICTs. Development and implementation of 

CVD prevention model in further ICTs.

1. Introduction 2. Aim

4. Achievements so far…

5. Future impact

Broad cause of death contributing to the li fe expectancy gap between 
the m os t and least deprived populations in  Sus sex (2020/21)

3. Objectives

• Stakeholder mapping 
• Co-design and co-produc tion with 

community pharmacy

1. Offer of support of how to implement 
innovative pathway - AccuRx utilisation of 

texting initiative to increase collaborative 
working and identification of undiagnosed 

hypertension by using the NHS Community 
Pharmacy Blood Pressure (BP) Check 
Service.

2. Suggested text message content. A 

Postcode finder link is included within the 
text message so patients can choose a 

participating pharmacy. This link is updated 
nationally and provides information such as 

opening hours and contact details.  

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

3. The LPC contacts pharmacies to ensure the 
process is cascaded so that pharmacies are 

aware GPs are texting patients and to expect 
referred patients .

4. Review of processes within GP surgeries to 

receive and act upon BP readings. Provision of 
patient pathway to demonstrate BP thresholds 

and interventions.

Raised clinic 
BP

•BP Hi gh:  Under 80:  I n cl i ni c 140/ 90- 179/ 119.  Over 80:  I n cli ni c 150/ 90- 179/ 119
•Advise pat ient  t o t ake home BP r eadings f or  4 days if  alr eady known t o have hyper t ension,  advise t o t ake 
home BP r eadings f or  7 days if  not  known t o have hyper tension.  The diar y sheet  has inf or mat ion on how 
t o t ake a BP t wice daily f or  7 days,  suppor t ive self - management ,  advice on BP t ar get s and saf et y net t ing 
advice.

• I f  no access t o BP m onit or  and unable t o purchase one,  loan BP m onit or  wit h appr opr iat ely sized cuf f,  
validat ed m achine

Raised hom e 
BP

•BP Hi gh:  Under 80:  HBPM  135/ 85- 169/ 104.  O ver 80:  HBPM  145/ 85- 169/ 104

• r equir es t r eat ing t o t ar get  as per NI CE guidance 

Ver y high BP

•BP very hi gh:  I n cl i ni c 180/ 120 or  hi gher. HBPM  170/ 105 or  hi gher
•Sam e day assessm ent  wit h G P,  consider  A&E,  t r eat accor ding to NI CE BP guidance 

CHD:  l ast  

BP TTT

St roke:  

l ast  BP 

TTT

At r i al  

Fi br i l l at i on ( %)

Li pi ds 

Secondary 

Prevent i on 

( %)  

Li pi ds Pri mary 

Prevent i on 

( %)  

Hypert ensi on 

( %)
Condi t i on

73. 8571. 9789. 1144. 1959. 8765. 99
East

Bri ght on 

and Hove 78. 4876. 590. 2845. 2856. 4968. 74
Cent ral

74. 874. 2589. 6643. 2159. 3465. 62
West

77. 1872. 9891. 0545. 0160. 2365. 87
East bourne

East  

Sussex

77. 273. 9889. 2242. 0560. 2168. 65
Hast i ngs

77. 1174. 2489. 9247. 5556. 2363. 76
Lew es

78. 2276. 7291. 546. 1756. 9569. 16
Rot her

7976. 6392. 7748. 0156. 7369. 9
Weal den

77. 0672. 690. 034061. 0768. 11
Adur

West  

Sussex

77. 9877. 4391. 4439. 8962. 869. 49
Arun

80. 6778. 8793. 0341. 5860. 5472. 86
Chi chest er

81. 2680. 1493. 1443. 965. 974. 22
Crawl ey

81. 6579. 7992. 2142. 1762. 1473. 77
Horsham

80. 0277. 6388. 9845. 259. 9770. 67
M i d Sussex

7471. 7388. 2338. 4957. 5265. 08
Wort hi ng

78. 1676. 0790. 9443. 3459. 369. 15
Sussex

80. 2277. 5491. 9248. 2563. 6270. 31
Nat i onal

• Early detection and modification of risk 
factors. 

• Promote health and wellbeing and reduce 
health inequality in those living with 

comorbidity. 
• At-risk populations such as women, those 

living with serious mental illness and/or 
learning disability and other groups that 

may not engage with healthcare such as 
refugees and asylum seekers will be 
targeted.
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