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We are grateful to the following for participating in the 
roundtable which informed this report:

• Dr Matt Kearney GP, Programme Director for CVD 
Prevention and Proactive Care, UCL Partners 

• Katherine Thompson, Head of Cardiovascular Disease 
Prevention, Public Health England

• Dr Pete Green GP; Chair, Heart UK; Clinical Lead, 
CVDPREVENT

• Dr Jim Moore GP; President, Primary Care Cardiovascular 
Society 

• Dr Samuel Finnikin; Academic GP, Birmingham Medical 
School; National Clinical Advisor, NHS England & 
Improvement- Personalised Care Team

• Jules Payne Chief Executive, Heart UK

• Juliet Bouverie, Chief Executive, Stroke Association 

• Claire Fincham, Systems Partnerships Manager, Stroke 
Association 

• Trudie Lobban, Founder and Director, Atrial Fibrillation 
Association; Founder and Chief Executive, Arrhythmia 
Alliance 

• Dr Cheryl Crocker, Patient Safety Director, AHSN Network; 
Regional Lead, Patient Safety Collaborative and Medicines 
Optimisation Programme, East Midlands AHSN

• Nick Clarke, CVD Principal Advisor, Eastern AHSN

• Kate Mackay, CVD Programme Lead, North East and North 
Cumbria AHSN

• Nikki Holdsworth, NENC Trusts Regional Coordinator, North 
East and North Cumbria AHSN

• Dr Des Holden, Medical Director, Kent Surrey Sussex AHSN 

To encourage the development of systemwide improvements 
in secondary prevention of CVD, Public Policy Projects, 
supported by the Bristol Myers Squibb/Pfizer Alliance, has 
been working with experts in the field to identify how care 
needs to change, beginning with a roundtable held in July 
2021 on the role of secondary prevention in tackling CVD.

This report is the outcome of that work. We hope it will 
encourage policymakers, system leaders and clinicians to 
seize the opportunity to save thousands of families every 
year from the devastation of disability and premature death 
through CVD. 

While the immediate healthcare imperative is to restore 
care in the wake of the pandemic, it is vital that the NHS 
stays focused on the ambition set out in the Long Term Plan 
to save thousands of people every year from disability and 
premature death through prevention, early diagnosis and 
early intervention.

At the heart of these plans is tackling cardiovascular 
disease (CVD), one of the leading cause of death in the 
UK1 and worldwide.2 While primary prevention such as 
lifestyle improvements has a vital role, the NHS has a huge 
contribution to make through secondary prevention aimed 
at slowing or halting the progression of the disease. 

But to achieve it we cannot return to the piecemeal approach 
to CVD prevention taken before the pandemic, which 
requires improvements to meet the needs of thousands of 
CVD patients. Change was needed to identify people at risk 
of heart attacks and strokes due to conditions like atrial 
fibrillation, high blood pressure and high cholesterol.3 Many 
patients were on sub-optimal medication3 and others were 
failing to adhere to their treatment regimes.4

Progress in tackling these issues is complicated by the impact 
of the pandemic and the turbulence in healthcare structures, 
with the development of new public health agencies and 
the reorganisation of local services around Integrated Care 
Systems (ICSs).

Diagnosis and treatment of CVD depends on all parts of the 
system, and while national strategy exists via the Long Term 
Plan and subsequent CVD ambitions, the implementation 
of this locally is vital to improve care. This implementation 
must be led by ICSs and primary care networks (PCNs) which 
can align around new ways of working, focussing on giving 
primary care the tools and data to do its job.

Foreword

Rt Hon Stephen Dorrell
Chair
Public Policy Projects

Report author: Richard Vize
 
This non-promotional roundtable and report was funded by the Bristol Myers Squibb/Pfizer Alliance, and 
developed in collaboration with Public Policy Projects
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The scale and impact of CVD

Most CVD cases are preventable because risk factors such 
as high blood pressure, smoking, obesity, physical inactivity 
and high cholesterol are susceptible to medical and lifestyle 
interventions.5

Enhanced policy focus on CVD is welcome, however how this 
is implemented locally is key in order to meet national policy 
ambitions.

CVD is the biggest driver of health inequalities, accounting for 
a quarter of the life expectancy gap between the most affluent 
and deprived areas.6

Identifying and addressing unmet need in secondary 
prevention of CVD by running the current system harder 
and faster will not work for many reasons. New, data-led 
approaches to care, such as CVDPREVENT,7 are required to 
identify those most at risk and optimise treatment.

The Covid-19 pandemic has led to even more cases of CVD 
going undetected and therefore untreated.8 This has left CVD 
care in a worse place than before the pandemic. A step change 
is needed to ensure NHS ambitions to reduce CVD are met.

Involving the wider workforce

Primary care teams need to develop new ways of working 
around CVD which engage the wider health and care 
workforce and encourage self-care.

New money for PCNs provides an opportunity to expand the 
CVD workforce and reduce the load borne by GPs.

Recommendation 3: PCNs should prioritise the use of new 
funding to employ additional staff to support education, 
self-management and behaviour change in people with 
high cardiovascular risk. 

Non-healthcare costs related to CVD are higher than direct 
costs to the NHS in England3 giving local authorities a powerful 
incentive to involve social care staff in secondary prevention. 
For example, strokes which occur in association with AF tend 
to cause more severe disability than non-AF related strokes.9

Recommendation 4: Councils and ICSs should make CVD a 
focus of their Joint Strategic Needs Assessment

Recommendation 5: ICSs should work with councils to 
train social care staff in techniques such as blood pressure 
measurement.

The offer of free blood pressure checks for the over-40s in 
high street chemists from October 202110 shows the potential 
for using community pharmacies to diagnose CVD.

Recommendation 6: Using the Making Every Contact Count 
approach, community pharmacists should be incentivised 
to identify people at risk of CVD. 

Prioritising CVD secondary prevention in the new 
health system

The critical goals of restoring services disrupted by the 
pandemic and bringing down the record number of people 
waiting for elective care must not deflect the NHS from 
achieving the vision set out in the NHS Long Term Plan of 
delivering integrated care built around prevention and early 
intervention.

Recommendation 7: Local and national system leaders 
need to prioritise secondary prevention of CVD as a core 
part of its national strategy for preventing avoidable illness 

Using data to drive action

CVDPREVENT,7 a national primary care audit covering high-
risk conditions for CVD, lays the foundations for data-led 
secondary prevention by identifying patients needing care 
and supporting the optimisation of treatment. It will provide 
data to highlight gaps, identify inequalities, and opportunities 
for improvement. 

Recommendation 1: Integrated care systems (ICSs) and 
primary care networks (PCNs) should support CVDPREVENT 
by providing primary care teams with practical help in using 
it to drive significant improvements in CVD diagnosis and 
treatment.

Recommendation 2: NHSE/I and the national CVDPREVENT 
Steering Group should work with partners such as NHS 
Digital and the Office for Health Improvement and 
Disparities to expand and improve the data sources for 
CVDPREVENT, with a particular emphasis on strengthening 
data around health inequalities.

and premature death and relieving pressure on hospital 
services.

ICSs and PCNs are the key delivery vehicle for CVD secondary 
prevention, including setting priorities across health and local 
government, identifying at-risk patients and training the wider 
workforce.

Recommendation 8: NHSE/I and the national CVDPREVENT 
Steering Group should work with partner organisations, 
ICSs, PCNs and academic health science networks (AHSNs) 
via the UCLPartners proactive care programme11 to help 
primary care teams design and implement new care 
pathways for CVD, built around the CVDPREVENT data.

Ensuring each patient receives optimal treatment

Late diagnosis and undertreatment of the conditions that 
cause CVD are common.3 An estimated 13.5 million adults 
in England have hypertension, but 40% are not diagnosed 
– while 20% of adults with diagnosed hypertension are not 
treated to NICE guidelines.12 Optimal treatment for everyone 
with diagnosed high blood pressure could avert up to 14,500 
strokes and 9,710 heart attacks over three years.13

Primary care is uniquely well-placed to manage the treatment 
of patients with multi-morbidities, using the skills of GPs and 
clinical pharmacists.

Recommendation 9: PCNs, ICSs and AHSNs should provide 
practical support to primary care teams in optimising CVD 
therapies in the context of multimorbid patients.

More effective collaboration between PCNs and patient 
groups would help clinicians understand what drives patient 
behaviour, such as perceptions about the benefits and risks of 
taking statins.

Recommendation 10: Patients being discharged from 
hospital need a discharge plan which ensures long-term 
community support to help them achieve and maintain 
lifestyle changes and adhere to medication regimes.

App-based and online digital tools offer potential for 
supporting CVD patients in the community, such as self-
monitoring of blood pressure and AF.

Executive summary

6 7
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Cardiovascular disease (CVD) is one of the leading cause of 
death worldwide, taking an estimated 17.9 million lives in 2019, 
32% of all global deaths.14 More than 4 out of 5 of CVD deaths 
are due to heart attacks and strokes, and one third of these 
deaths occur in people under 70 years of age.15

In England CVD causes one in four deaths – a death every four 
minutes.3 Public Health England puts the annual healthcare 
costs of CVD at £7.4 billion, while the economic cost is around 
£15.8 billion.3 Shortly before the pandemic it was observed 
that the number of people dying from CVD prematurely (i.e. 
before their 75th birthday) was rising for the first time in 50 
years.5

Almost 7.5 million people in the UK live with at least one 
cardiovascular condition, almost one in every 10 people.16 
Comorbidity is common among people with CVD, with 81% 
having at least one other health condition.17

CVD refers to a group of disorders of the heart and blood 
vessels. Most CVD cases are preventable, because risk factors 
such as high blood pressure, smoking and high cholesterol are 
susceptible to medical and lifestyle interventions.5 

The UK CVD policy landscape

As the leading cause of death worldwide the UK Government, 
Department of Health and Social Care and NHS England have 
ensured an enhanced national focus on CVD policy.

In 200918, the NHS Health Check19 was launched. The 
programme is a health check-up for adults in England aged 
40 to 74 and is designed to spot early signs of stroke, heart 
disease and other conditions. By proactively spotting early 
signs CVD risk factors and other conditions, it is thought 
health professionals can then find ways to lower this risk. 
However, uptake of health checks has varied across England 
with regional inequalities in approach to implementing the 
programme.20 Indeed, an evaluation of the programme in 2013 
found that, while it had been responsible for preventing an 
estimate of approximately 2,500 cases of major CVD events 
in five years, that around 50 per cent of those invited for a 
Health Check attend their appointment.21 The Health Check 
programme is currently under review.22

The vital role of secondary prevention of CVD

The best way to reduce CVD at a population level is through 
primary prevention aimed at stopping disease or harm 
occurring, such as by tackling smoking, obesity, exercise and 
diet. But once the disease has begun to develop, secondary 
prevention by the NHS has a vital role to play in managing 
CVD, by detecting and treating it as soon as possible to halt 
or slow its progress and reduce the impact on the life of the 
patient.

Secondary cardiovascular prevention can be defined as any 
strategy aimed at reducing the probability of a recurrent 
cardiovascular event in patients with known CVD.29 This 
involves detecting and treating conditions such as atrial 
fibrillation, hypertension and high cholesterol. The cost of 
secondary prevention is minimal compared with tertiary 
interventions such as major surgery.5

The risk factors

Among the major risk factors for CVD are high blood pressure 
and high cholesterol, both of which are treated largely in 
primary care.30 The NHS Long Term Plan unveiled in 2019 
committed to preventing 150,000 heart attacks, strokes and 
cases of dementia over 10 years by optimising the diagnosis 
and management of these three high-risk conditions.25

In 2013, the Department of Health published the 
Cardiovascular Disease Outcomes Strategy.23 The Strategy 
focussed on how to tackle the UK’s ‘relatively poor 
mortality rates’, with a particular emphasis on improving 
the quality of life and experience of care of CVD patients. 
One recommendation made within the strategy was for 
an increased uptake of the NHS Health Check programme. 
This was also a feature of the NHS Five Year Forward View, 
launched in 2014, which had an enhanced focus on prevention 
of long-term conditions.24

In 2019, the NHS Long Term Plan was published, a ten-year 
vision for care in the UK which contained a headline grabbing 
ambition of preventing 150,000 strokes, heart attacks and 
dementia cases of the lifecycle of the strategy.25 

In order to implement these ambitions, the National 
Cardiovascular Disease Prevention System Leadership Forum26 
was formed. Convened by Public Health England, the group 
brings together over 40 partners from across the health 
system to enable collaboration on CVD prevention.26 The 
Forum has prioritised the ‘cardiovascular ABCs’, which include: 
Atrial Fibrillation, blood pressure and cholesterol. Within this 
focus the Forum supported the publication of ‘Health matters: 
preventing cardiovascular disease’.3 

In 2019/20, NHS RightCare received national clinical support 
to deliver National Priority Initiatives on CVD prevention. This 
support ensures a particular focus on optimal management 
of known patients with AF and hypertension.27 Following this 
enhanced focus 82 per cent of CCGs created an action plan to 
address AF.28 

This has been followed by the commitment to establish 
CVDPREVENT7 which aims to provide the foundations for a 
new way of data-driven working. It is a national primary care 
audit recently developed by NHS England which will extract 
GP data covering diagnosis and management of six high-risk 
conditions that cause stroke, heart attack and dementia – 
hypertension, high cholesterol, chronic kidney disease, non-
diabetic hyperglycaemia, diabetes and atrial fibrillation.7 

Clearly, in the last 10 years there has been an enhanced 
prioritisation in terms of national policy to tackle CVD, which is 
welcome progress. However, the implementation of this policy 
locally, especially with new bodies including ICSs and PCNs in 
place is key if national ambitions are to be met.  
 

Alongside these, chronic kidney disease31 and diabetes also 
increase the risk of CVD30, and similarly suffer from under-
diagnosis and variations in care quality.32,33

A key complication in identifying and treating CVD is that many 
risk factors, such as high blood pressure, are asymptomatic,34 
making identification and risk stratification a vital part of any 
secondary prevention strategy. Identification and treatment will 
prevent or postpone as many as 75-80% of recurrent vascular 
events and the deaths and disability they will often cause.29

AF is the most common cardiac arrhythmia and its prevalence 
is increasing.35 A patient with AF has a fivefold increase in the 
risk of stroke, 20-30% of strokes are caused by this condition, 
and where strokes occur in association with AF patients suffer 
high levels of mortality, morbidity and disability with longer 
hospital stays compared with stroke patients without AF.35

A portion of patients who have been diagnosed with AF are 
receiving suboptimal treatment. Currently, an estimated 
67.6% of patients with AF across England, Wales and 
Northern Ireland admitted to hospital with a stroke have 
been receiving anticoagulation medication – meaning 32.4% 
are not on anticoagulation medication.36 If AF was treated 
adequately (as per NICE guidelines), around 7,000 strokes 
would be prevented and potentially over 2,000 lives saved 
every year in England alone. 37

Introduction – the scale  
and impact of CVD
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Introduction – the scale  
and impact of CVD
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The challenges for the NHS are that these conditions are 
under diagnosed, treatment is often suboptimal and there are 
unacceptably wide variations in the quality of care across the 
country.38 Only six in 10 cases of high blood pressure in England 
are detected and 20% of adults with diagnosed hypertension 
are not treated to NICE guidelines.12 Only half of people known 
to suffer from hypercholesterolaemia are on the optimal statin 
for reducing their cholesterol.39 An estimated 85%-92% of cases 
of familial hypercholesterolemia – the genetic disorder that 
prevents the body from stopping cholesterol build-up in the 
arteries – go undetected.40 

The impact on health inequalities

There is a strong correlation between premature deaths 
from CVD and deprivation. CVD is the biggest driver of health 
inequalities, accounting for a quarter of the life expectancy gap 
between the most affluent and most deprived areas.6 People in 
deprived communities are 30% more likely to have high blood 
pressure, the single biggest risk factor for stroke.41,42

The impact of the pandemic

The Covid-19 pandemic has exacerbated the problems around 
diagnosing and treating CVD. Care of patients with high-risk 
conditions has been severely disrupted, heightening the risks 
of deterioration and poor outcomes and driving even more 
demand for services long-term. Meanwhile the impact of 
Covid-19 on physical health could push many more people into 
high-risk categories.44

Health checks fell by 97% during the pandemic in 2020.45 
In a normal year an estimated 1.2 million people would 
receive an NHS Health Check,46 designed to spot early signs 
of stroke, kidney disease, heart disease, Type 2 diabetes and 
dementia among adults in England aged 40 to 74.22 Public 
Health England estimates that in 2019 the NHS Health Check 
programme can identify and support 315,000 people with 
obesity, 21,000 with high blood glucose and 325,000 with high 
blood pressure.47 CVD referrals from primary care fell by 42%, 
alongside a 53% fall in CVD emergency admissions and a 36% 
fall in cardiac rehabilitation.45 Research into excess deaths in 
people with cardiovascular disease during the pandemic has 
concluded that supply and demand for CVD services reduced 
dramatically, with the potential for substantial but avoidable 
excess mortality during and after the pandemic.48

In many parts of the country primary care is struggling to 
diagnose, treat and manage cases of CVD in the face of high 
demand and the pressures of multi-morbid patients and short 
appointments. In July 2021 the Royal College of GPs described 
their job as “largely undoable” even before the pandemic. 
The college’s five-point recovery plan includes a ramping 
up of efforts to recruit 6000 more full-time equivalent GPs 
and 26,000 other members of staff into the general practice 
workforce by 2024.43

So simply pushing GPs to go harder and faster or tinkering 
with guidance and payments will not succeed – outcomes 
are poor because the current system is not working. A new 
approach is required if we are to improve care and outcomes, 
reduce variations in care across the country and reduce health 
inequalities.

Public Health England has pointed out that CVD and Covid-19 
share risk factors. People with CVD, and risk factors for CVD 
including diabetes, obesity and high blood pressure, tend 
to experience more severe outcomes from Covid, including 
hospitalisation, ventilation and death. Both disproportionally 
affect the most deprived communities.6 From March 2020 to 
January 2021, Covid-19 contributed to more than 2,750 CVD 
deaths6 while CVD was associated with a 3.9 times greater risk 
of severe Covid and 2.7 times higher likelihood of mortality.49

The impact of the pandemic on diagnosis and treatment 
across the NHS, coupled with the severe disruption to CVD 
services, means there is no point in simply trying to restore 
services that were already struggling before Covid-19 hit – that 
approach would simply compound the current difficulties. 
The aim must be to deliver a significant impact on population 
health by developing new ways of working across the entire 
primary and community care workforce.

The good news is that the speed and scale of the NHS 
response to the pandemic has helped prepare the ground 
for new ways of working, by breaking down legal and cultural 
barriers to sharing information across the health and care 
system, using data to drive activity, encouraging people to 
work in different ways and learn new skills and exploiting the 
potential of digital care. 
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The agile use of real-time data was at the heart of the NHS 
response to Covid-19. It drove redeployment and retraining of 
staff, repurposing of buildings, the scaling up and scaling down 
of services and the distribution of vital supplies. It enabled 
clinicians to evaluate the effectiveness of interventions and 
understand patient risk factors.

Data also drove collaboration between hospitals, such as 
trusts sharing patient-level data across a region to prioritise 
treatment based on urgency and matching that need to 
available resources.50

This unprecedented collation, integration, sharing and 
analysis of real-time data shows how the NHS should work 
as it restores services as the pandemic begins to recede. 
The timely use of data to drive action is key to meeting some 
of the biggest challenges in secondary prevention of CVD 
such as identifying and prioritising the most at-risk patients, 
addressing unmet need and optimising treatment.  

CVDPREVENT

The CVDPREVENT audit will enable GP practices and PCNs to 
identify where high-risk conditions are managed sub-optimally 
through missed diagnoses, undertreatment or overtreatment, 
as well as pinpoint service gaps and inequalities in treatment 
and outcomes.7

The data will include detail such as ethnicity and other 
demographics, lifestyle indicators and tests such as urine 
protein and blood sugar. Longer term, the potential for 

enriching this information by linking with other health 
registries and databases such as local authority deprivation 
data is huge.

The headline metrics of the audit will include: how many 
patients with high blood pressure are treated to target; how 
many people with atrial fibrillation have had a stroke risk 
assessment, are being monitored and have been prescribed 
treatment, if appropriate; and how many people with high 
cholesterol are on the optimal statin and receiving lifestyle 
interventions.

The intention is that CVDPREVENT will enable everyone from 
national leaders to local GPs to benchmark performance, while 
giving practices and local health systems the practical tools to 
do the job. The emphasis is on practical support rather than 
setting targets.

While Public Health England’s Fingertips data51 provides 
information on mortality, hospital admissions, procedures 
and disease management of those with CVD, CVDPREVENT 
will provide greater depth of data to support primary care 
in understanding how many patients with CVD or high-risk 
conditions are potentially undiagnosed, or under- or over-
treated. 

The second report, planned for the spring of 2022, will analyse 
the 2021 data. After that the aim is to have rolling, timely three-
month audits, so that primary care teams can see in close to 
real-time how they are performing, with the results of their 

work showing up in the figures quickly and driving further 
insights and improvements. But getting the information 
out will depend on improving the timeliness of data from a 
variety of sources, including GP systems, NHS Digital and the 
Office for Health Improvement and Disparities, the successor 
to Public Health England which launched in autumn 2021.52

Recommendation 1: ICSs and PCNs should support 
CVDPREVENT by providing primary care teams with 
practical help in using it to drive significant improvements 
in CVD diagnosis and treatment.

Recommendation 2: NHSE/I and the national CVDPREVENT 
Steering Group should work with partners such as NHS 
Digital and the Office for Health Improvement and 
Disparities to expand and improve the data sources 
for CVDPREVENT, with a particular emphasis on 
strengthening data around health inequalities. 

Helping primary care to work differently

CVDPREVENT will provide rich insights into gaps, inequalities 
and opportunities in CVD prevention. However, while data is 
critical, it is not sufficient to drive improvement. CVDPREVENT 
will need to be backed up with practical tools which help GPs 
and their primary care teams identify patients and optimise 
care. The UCLPartners Proactive Care Frameworks have 
been developed to transform the management of long-term 
conditions, including CVD and its risk factors in the aftermath 
of the pandemic.11 show how this might be done. These 
frameworks have now been adopted into a new national 
programme called NHS Proactive care @Home.11 

The aim of the frameworks is to restore routine care by 
prioritising patients at highest risk of deterioration, with 
pathways that mobilise the wider workforce and use 
digital technology to support remote care and self-care 
while reducing the workload on GPs. They aim to support 
management of long-term conditions in this new world of 
primary care.53 Many GPs are beginning to implement the 
frameworks in their own practices to help them identify 
who needs priority care and whose care can safely be 
delayed.11 Prioritisation is essential in coping with high 
demand and unmet need, because the risks for patients 
with, for example, atrial fibrillation and high cholesterol and 
who smoke are substantially higher than for people who 
have a single risk factor. 

The frameworks have four core principles:53

1. Care is virtual by default and face-to-face when needed

2. The wider clinical and nonclinical workforce, including 
pharmacists, healthcare assistants, social prescribers and 
nursing associates, is mobilised and supported

3. There is a step change in support for self-management

4. Digital innovation is embedded in care pathways, including 
apps for self-management and technology for remote 
monitoring.

The frameworks help primary care work differently by 
providing:11 

1. Comprehensive record search tools to risk stratify patients

2. Pathways for local adaptation that prioritise patients for 
follow-up, support the remote delivery of care and identify 
what elements of long-term care can be delivered by staff 
such as healthcare assistants and link workers

3. Scripts and protocols to guide healthcare assistants and 
other staff in consultations

4. Training for staff in techniques such as health coaching and 
motivational interviewing so they can deliver education, self-
management support and brief interventions

5. Digital and other resources that support remote care and 
self-care

For example, a patient with poorly controlled high blood 
pressure will receive texts and video consultations from a 
health care assistant. They will be helped to access patient 
resources on the British Heart Foundation website to help 
them understand and self-manage their condition. They will be 
helped to buy a valid and affordable blood pressure monitor 
and taught how to use it correctly as well as being signposted 
to personalised help to improve their diet, get more active and 
to stop smoking. The patient will then have a video or face to 
face consultation with the practice clinical pharmacist who can 
adjust their medication if necessary. Implementing this at scale 
will help practices and primary care networks respond to the 
CVDPREVENT data and optimise care to prevent heart attacks 
and strokes in their patients.

Using data to drive action
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NHS England has developed PCNs,54 which build on existing 
primary care services and enable greater provision of 
proactive, personalised, coordinated and more integrated 
health and social care for people close to home.55 They are 
seen as central to the delivery of the NHS Long Term Plan, and 
CVD diagnosis and prevention is one of the seven national 
service specifications for PCNs.56 

There are 1,250 PCNs covering the country, typically serving 
communities of between 30,000 and 50,000.54

Much of the new money for the NHS announced in June 2018 
is directed at primary and community services. This includes 
an extension of the core GP contract which will be worth up to 
£1.8 billion by 2023-24, which includes money to support the 
operation of PCNs and up to £891 million to fund additional 
staff such as clinical pharmacists and nursing associates.54

Recommendation 3: PCNs should prioritise the use of new 
funding to employ additional staff to support education, 
self-management and behaviour change in people with 
high cardiovascular risk. 

As an expansion of the aforementioned recommendation, 
additional non-GP staff can perform three critical roles: 

Local authorities therefore have a powerful incentive to 
support CVD secondary prevention. Their staff, such as home 
carers, could easily be trained to take basic readings such 
as blood pressure. This would align with Health Education 
England’s drive towards Making Every Contact Count, using the 
millions of day-to-day interactions through health and social 
care to support behaviour change and identify people at risk.59

CVD secondary prevention should be identified as a priority 
in the Joint Strategic Needs Assessment, the joint analysis by 
local authorities and the local NHS of current and future health 
and care needs.60

Recommendation 4: Councils and ICSs should make CVD a 
major focus of their Joint Strategic Needs Assessment

Recommendation 5: ICSs should work with councils to 
train social care staff in techniques such as blood pressure 
measurement. 

gathering information such as blood samples, blood pressure, 
weight, smoking status and risk scores; supporting self-
management, such as by educating patients around risk 
reduction and self-care; and supporting behaviour change 
such as through brief interventions and signposting around 
issues such as smoking, weight, diet, exercise and alcohol.

The prescribing clinician can then focus on optimising therapy 
and mitigating risk through actions such as reviewing blood 
results, risk scores and symptoms, checking for adherence 
to treatment regimes and adverse effects and reviewing 
complications and comorbidities.

ICSs and PCNs should also lead to better collaboration 
between primary care teams and community nurses, who 
often build up considerable experience in CVD and develop 
trusting relationships with patients.  

Involving the social care workforce

CVD consumes substantial social care resources. While 
the direct costs to the NHS across the UK of the has been 
estimated to total around £3.4 billion annually57, the cost of 
formal social care (as opposed to informal care by families etc.) 
is over £5.2 billion.58 

Using the skills of community pharmacists

Similarly, community pharmacists are an obvious and skilled 
resource. Many are already closely involved in CVD prevention 
and management, and from October 2021 high street chemists 
across the country will be providing free blood pressure 
checks for the over-40s.10 The payment system should be 
reformed to incentivise the provision of a wide range of simple 
tests to identify CVD.

Recommendation 6: Using the Making Every Contact Count 
approach, pharmacists should be incentivised to identify 
people at risk of CVD.

Involving the wider workforce 
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The critical goals of restoring services disrupted by the 
pandemic and bringing down the record number of people 
waiting for elective care must not deflect the NHS from 
achieving the vision set out in the NHS Long Term Plan of 
delivering integrated care built around prevention and early 
intervention.

This is what ICSs and PCNs have been created to do – join 
up services, develop and implement new ways of working to 
improve population health and reduce health inequalities.61,62 
Secondary prevention of CVD should be core business.

Recommendation 7: Local and national system leaders 
need to prioritise secondary prevention of CVD as a core 
part of its national strategy for preventing avoidable illness 
and premature death and relieving pressure on hospital 
services. 

Public Health England says that late diagnosis and 
undertreatment of the common conditions that cause CVD is 
common.3 Hypertension illustrates the problem. An estimated 
13.5 million adults in England have hypertension, but 40% 
are not diagnosed12 – while 20% of adults with diagnosed 
hypertension (1.6 million people) are not treated to NICE 
guidelines.12 Optimal treatment for everyone with diagnosed 
high blood pressure could avert up to 14,500 strokes and 9,710 
heart attacks over three years, saving £274 million.12 

A major area of concern is medication. Half of all patients on 
statins fail to reach ‘healthy’ cholesterol levels after 2 years 
after being prescribed their medication.65

Concern about side effects is the most common reason for 
declining or discontinuing statin therapy, but addressing 
patient perceptions and concerns can encourage patients who 
have previously discontinued their statin to try again.66

Sub-optimal dosing for statins is common. For example, data 
from one London CCG indicated fewer than 25% of people 
prescribed high-intensity statins were on the optimal dose.67 
This is why proactive investigation by primary care teams 
of individual treatment regimes and comparing them with 
national benchmarks is a vital part of improving secondary 
prevention of CVD.

Primary care is uniquely well-placed to manage the treatment 
of patients with multi-morbidities, using the skills of GPs 
and clinical pharmacists. NICE cautions that the evidence for 
recommendations in its guidance on single health conditions 
is often drawn from people without multi-morbidity, and that 
the absolute benefit from each additional medication is likely 

ICSs and PCNs are the key delivery vehicles for CVD 
prevention63,64 – analysing local need, setting priorities across 
health and local government, using data to identify at-risk 
patients and measure progress, mobilising and training the 
wider workforce across primary, community and social care 
and providing practical support in restructuring services. 

We believe the best way to make progress is by supporting GPs 
to do things differently at scale, which means systematising 
new ways of working. The approach has to be to support GPs 
with practical advice on how to make the change, not tell them 
what to do or set another target.

Recommendation 8: NHSE/I and the national CVDPREVENT 
Steering Group should work with partner organisations, 
ICSs, PCNs and AHSNs to help primary care teams design 
and implement new care pathways for CVD, built around 
the CVDPREVENT data.

to reduce for people on multiple medicines while the risk of 
harms may increase.68

Recommendation 9: PCNs, ICSs and AHSNs should provide 
practical support to primary care teams in optimising CVD 
therapies in the context of multimorbid patients.

Engaging patients and the public

Someone who has had a heart attack might leave hospital with 
five or six medications. With the physical and emotional strain 
of coming to terms with a life changing event, it is immensely 
difficult for anyone to fully understand what medication they 
have been given, what it does and why it is important. 

If healthcare staff have conversations with patients early on 
about the benefits and risks of medication and gain a greater 
understanding of their lives, priorities and values, they have 
a far greater chance of ensuring the patient maintains their 
treatment regime long-term, because they are taking it for 
themselves rather than just to comply with their treatment 
plan.

More effective collaboration between PCNs and patient 
groups would help clinicians understand what drives patient 
behaviour, such as perceptions about the benefits and risks 
of taking statins, and thereby find the best ways to help 
patients understand what medication they are taking, why 
it is important, how long they need to be on it and what the 
potential side-effects are.

Shared decision-making tools should be used to help 
primary care teams give each patient tailored information 

Prioritising CVD secondary prevention 
in the new health system

Ensuring each patient receives  
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which reflects their lives and circumstances as part of the 
development of their personalised care plan, so that they can 
understand what their condition and treatment means for 
them as an individual and the risks and benefits of different 
options.

Recommendation 10: Patients being discharged from 
hospital need a discharge plan which ensures long-term 
community support to help them achieve and maintain 
lifestyle changes and adhere to medication regimes.

Supporting patients with digital tools

App-based and online digital tools offer promising potential 
for supporting CVD patients in the community. This includes 
providing advice on medication details and side effects, 
encouraging compliance with taking prescribed drugs, self-
administered monitoring of AF, alerting people when their 
blood pressure review is due and helping them take a reading 
and submit it, and accessing professional and peer support.

More than 10 million people had downloaded the NHS app 
for accessing services and medical records (as opposed to the 
Covid app) by July 2021, in part spurred on by the desire to 
access proof of Covid-19 vaccination.69 This shows the potential 
for providing trusted information to patients to support their 
self-care.

In Cheshire and Merseyside, moves to digitise services enabled 
action on CVD prevention to continue during the pandemic. 
This has included the development of online local quality 
improvement tools for primary care, scaling up of digitally-
supported remote blood pressure monitoring by patients, 
webinars for primary care teams70, a sub-regional Happy 
Hearts website,71 including translated and easy-read resources 
with over 10,000 users, and a social media campaign targeted 
to areas of deprivation which reached over 1.3 million people.6 
This demonstrates the ability of digital tools to help narrow 
inequalities in CVD prevention. 

CVD is often a highly modifiable condition, with established treatments 
which may reduce the risk of serious illness and premature death. 
Tackling one of the UK’s biggest diseases depends on the consistent 
application of robust systems to identify, treat and manage patients. 

The need for systemic transformation is now even greater as the 
pandemic begins to recede. While Covid-19 has piled more pressure 
onto CVD services, it has also demonstrated the speed and scale with 
which NHS staff can implement service changes – driven by data, 
focused on outcomes and delivered by an agile workforce.

The broad welcome from GPs for CVDPREVENT shows the willingness 
of primary care teams to embrace new approaches to secondary 
prevention of CVD, using techniques such as risk stratification, engaging 
the wider primary and community care workforce and mobilising 
patients’ own resources to understand and manage their condition.

 

Conclusion

18 19



CV-GB-2100330 October 2021 CV-GB-2100330 October 2021

which reflects their lives and circumstances as part of the 
development of their personalised care plan, so that they can 
understand what their condition and treatment means for 
them as an individual and the risks and benefits of different 
options.

Recommendation 10: Patients being discharged from 
hospital need a discharge plan which ensures long-term 
community support to help them achieve and maintain 
lifestyle changes and adhere to medication regimes.

Supporting patients with digital tools

App-based and online digital tools offer promising potential 
for supporting CVD patients in the community. This includes 
providing advice on medication details and side effects, 
encouraging compliance with taking prescribed drugs, self-
administered monitoring of AF, alerting people when their 
blood pressure review is due and helping them take a reading 
and submit it, and accessing professional and peer support.

More than 10 million people had downloaded the NHS app 
for accessing services and medical records (as opposed to the 
Covid app) by July 2021, in part spurred on by the desire to 
access proof of Covid-19 vaccination.69 This shows the potential 
for providing trusted information to patients to support their 
self-care.

In Cheshire and Merseyside, moves to digitise services enabled 
action on CVD prevention to continue during the pandemic. 
This has included the development of online local quality 
improvement tools for primary care, scaling up of digitally-
supported remote blood pressure monitoring by patients, 
webinars for primary care teams70, a sub-regional Happy 
Hearts website,71 including translated and easy-read resources 
with over 10,000 users, and a social media campaign targeted 
to areas of deprivation which reached over 1.3 million people.6 
This demonstrates the ability of digital tools to help narrow 
inequalities in CVD prevention. 

CVD is often a highly modifiable condition, with established treatments 
which may reduce the risk of serious illness and premature death. 
Tackling one of the UK’s biggest diseases depends on the consistent 
application of robust systems to identify, treat and manage patients. 

The need for systemic transformation is now even greater as the 
pandemic begins to recede. While Covid-19 has piled more pressure 
onto CVD services, it has also demonstrated the speed and scale with 
which NHS staff can implement service changes – driven by data, 
focused on outcomes and delivered by an agile workforce.

The broad welcome from GPs for CVDPREVENT shows the willingness 
of primary care teams to embrace new approaches to secondary 
prevention of CVD, using techniques such as risk stratification, engaging 
the wider primary and community care workforce and mobilising 
patients’ own resources to understand and manage their condition.

 

Conclusion

18 19



CV-GB-2100330 October 2021 CV-GB-2100330 October 2021

References References
1  British Heart Foundation, UK Factsheet: Our vision is a world free from 

the fear of heart and circulatory diseases ( July 2021), https://www.bhf.
org.uk/-/media/files/research/heart-statistics/bhf-cvd-statistics---uk-fact-
sheet.pdf [date accessed: October 2021]

2  WHO, Cardiovascular disease, www.who.int/health-topics/cardiovascu-
lar-diseases#tab=tab_1 [date accessed: October 2021]

3  Health matters: preventing cardiovascular disease, Public Health England 
(14 February 2019), www.gov.uk/government/publications/health-mat-
ters-preventing-cardiovascular-disease/health-matters-preventing-cardio-
vascular-disease [date accessed: October 2021]

4  Keenan, Jan, Improving adherence to medication for secondary cardio-
vascular disease prevention, European Journal of Preventive Cardiology 
(2017) https://journals.sagepub.com/doi/10.1177/2047487317708145 [date 
accessed: October 2021]

5  Heart UK, Prioritising the prevention of cardiovascular disease, www.
heartuk.org.uk/downloads/health-professionals/heart-uk-cvd-prevention-
policy-paper---july-2019.pdf [date accessed: October 2021]

6  Thompson, K, and L Thompson, Cardiovascular disease: building back 
better, Public Health England (12 February 2021) publichealthmatters.blog.
gov.uk/2021/02/12/cardiovascular-disease-building-back-better/ [date ac-
cessed: October 2021]

7  NHS England, CVDPREVENT (March 2021) https://www.england.nhs.uk/
ourwork/clinical-policy/cvd/cvdprevent/ [date accessed: October 2021]

8  Heart UK, Written evidence submitted by Heart UK to the Health and So-
cial Care Select Committee ‘Delivering Core NHS and Care Services during 
the Pandemic and Beyond’ (May 2020) https://committees.parliament.uk/
writtenevidence/4230/html/#_ednref3 [date accessed: October 2021]

 
9  Ali N Ali and Ahmed Abdelhafiz. Clinical and Economic Implications of AF 

Related Stroke. Journal of Atrial Fibrillation. (2016). https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC5089483/ [date accessed: October 2021]

10  NHS England, News, Nationwide roll-out of NHS high street heart checks 
to save thousands of lives (August 2021) https://www.england.nhs.
uk/2021/08/nationwide-roll-out-of-nhs-high-street-heart-checks-to-save-
thousands-of-lives/ [date accessed: October 2021]

11  UCLPartners, UCLPartners proactive care programme: https://uclpart-
ners.com/work/proactive-care-programme/ [date accessed: October 2021]

12  British Heart Foundation, The CVD challenge in England https://www.bhf.
org.uk/for-professionals/healthcare-professionals/data-and-statistics/
the-cvd-challenge/the-cvd-challenge-in-england [date accessed: October 
2021] 

13  NHS England, Public Health England, The Size of the Prize in Cardiovas-
cular Disease Prevention (England), https://www.healthcheck.nhs.uk/
seecmsfile/?id=983 [date accessed: October 2021]

14  World Health Organization, Cardiovascular diseases fact sheet, www.who.
int/en/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds) [date 
accessed: October 2021]

15  World Health Organization, Cardiovascular diseases, www.who.int/
health-topics/cardiovascular-diseases#tab=tab_1 [date accessed: October 
2021]

16  British Heart Foundation. Heart and circulatory disease statistics 2019. 
(2019), https://www.bhf.org.uk/-/media/files/research/heart-statistics/
bhf-statistics-compendium-2019-final.pdf?la=en&rev=96353ac120e34ed-
fb08e5b63e2424d3a&hash=900499996981C949A78264E9354C5D6B-
6C310B1F [date accessed: October 2021]

17  Tran J, Norton R, Conrad N, Rahimian F, Canoy D, Nazarzadeh M, et al. 
Patterns and temporal trends of comorbidity among adult patients with in-
cident cardiovascular disease in the UK between 2000 and 2014: A popula-
tion-based cohort study. (2018), PLOS Med 15(3) e1002513 doi.org/10.1371/
journal.pmed.1002513 [date accessed: October 2021]

18  UK Health Security Agency. Inviting debate around the NHS Health Check 
programme, https://ukhsa.blog.gov.uk/2015/06/18/inviting-debate-
around-the-nhs-health-check-programme/ [date accessed: October 2021]

19  NHS Health Check, https://www.nhs.uk/conditions/nhs-health-check/ 
[date accessed: October 2021]

20  Bunten, A, et al, A systematic review of factors influencing NHS health 
check uptake: invitation methods, patient characteristics, and the impact 
of interventions, https://bmcpublichealth.biomedcentral.com/track/
pdf/10.1186/s12889-019-7889-4.pdf [date accessed: October 2021]

21  Robson, J, et al, The NHS Health Check in England: an evaluation of the 
first 4 years, BMJ Open, Volume 6, Issue 1 (2016), https://bmjopen.bmj.
com/content/6/1/e008840 [date accessed: October 2021]

22  Review of NHS Health Checks: terms of reference 2020, https://www.gov.
uk/government/publications/nhs-health-check-programme-review [date 
accessed: October 2021]

23  Department of Health, Cardiovascular disease outcomes strategy: Im-
proving outcomes for people with or at risk of cardiovascular disease 
(2013), https://assets.publishing.service.gov.uk/government/uploads/
system/uploads/attachment_data/file/217118/9387-2900853-CVD-Out-
comes_web1.pdf [date accessed: October 2021]

24  NHS Five Year Forward View (2014), https://www.england.nhs.uk/wp-con-
tent/uploads/2014/10/5yfv-web.pdf [date accessed: October 2021]

25  NHS Long Term Plan (2019), https://www.longtermplan.nhs.uk/ [date ac-
cessed: October 2021]

26  NHS Health Check, National Cardiovascular Disease Prevention System 
Leadership Forum (February 2020) https://www.healthcheck.nhs.uk/
commissioners-and-providers/governance/national-cvd-prevention-sys-
tem-leadership-forum/ [date accessed: October 2021]

27  NHS England. NHS RightCare, NHS RightCare workstreams, Cardiovascu-
lar Disease (CVD), https://www.england.nhs.uk/rightcare/workstreams/
cardiovascular-disease-cvd/ [date accessed: October 2021]

28  Public Health England, the 10-year CVD ambitions for England – one year 
on (2020), https://publichealthmatters.blog.gov.uk/2020/02/06/the-10-
year-cvd-ambitions-for-england-one-year-on/ [date accessed: October 
2021]

29  Perel, P, et al, Reducing Premature Cardiovascular Morbidity and Mortality 
in People With Atherosclerotic Vascular Disease The World Heart Federa-
tion Roadmap for Secondary Prevention of Cardiovascular Disease, Global 
Heart, vol 10, no. 2, ( June 2015) world-heart-federation.org/cvd-roadmaps/
wp-content/uploads/sites/3/2021/04/WHF_Roadmap_Secondary_Preven-
tion.pdf [date accessed: October 2021]

30  NHS England. Conditions, Cardiovascular disease, https://www.nhs.uk/
conditions/cardiovascular-disease/ [date accessed: October 2021]

31  Said, S and Hernandez, GT, The link between chronic kidney disease and 
cardiovascular disease, Journal of Nephropathology, 2014 Jul; 3(3): 99–104, 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4119330/ [date accessed: 
October 2021]

32  National Chronic Kidney Disease Audit, National Report: Part 2 (December 
2017), https://www.hqip.org.uk/wp-content/uploads/2018/02/nation-
al-chronic-kidney-disease-audit-national-report-part-2.pdf [date accessed: 
October 2021]

33  NHS RightCare, NHS RightCare Pathway: Diabetes ( June 2018), https://
www.england.nhs.uk/rightcare/wp-content/uploads/sites/40/2018/07/
nhs-rightcare-pathway-diabetes.pdf [date accessed: October 2021]

34  Varon, J et al, Management of severe asymptomatic hypertension (hy-
pertensive urgencies) in adults, https://www.uptodate.com/contents/
management-of-severe-asymptomatic-hypertension-hypertensive-urgen-
cies-in-adults [date accessed: October 2021]

35  NICE, Safe and effective management of stroke prevention in atrial fibril-
lation (February 2018), www.nice.org.uk/sharedlearning/safe-and-effec-
tive-management-of-stroke-prevention-in-atrial-fibrillation [date accessed: 
October 2021]

36  Sentinel Stroke National Audit Programme (SSNAP), National Results – 
Clinical, Results Portfolio (April – Jun 2021), https://www.strokeaudit.org/
Documents/National/Clinical/AprJun2021/AprJun2021-FullResultsPortfo-
lio.aspx [date accessed: October 2021]

37  Stroke Association, Atrial fibrillation: information and resources, www.
stroke.org.uk/professionals/atrial-fibrillation-information-and-resources 
[date accessed: October 2021]

38  Public Health England, Closing the gap: tools to tackle variation in 
cardiovascular disease (28 June 2016), publichealthmatters.blog.gov.
uk/2016/06/28/closing-the-gap-tools-to-tackle-variation-in-cardiovascu-
lar-disease/ [date accessed: October 2021]

39  Turner GM, Calvert M, Feltham MG, Ryan R, Fitzmaurice D, Cheng KK, et al. 
Under-prescribing of Prevention Drugs and Primary Prevention of Stroke 
and Transient Ischaemic Attack in UK General Practice: A Retrospective 
Analysis. PLOS Medicine (2016), https://journals.plos.org/plosmedicine/
article?id=10.1371/journal.pmed.1002169 [date accessed: October 2021]

40  Public Health England, Familial Hypercholesterolaemia: implementing a 
systems approach to detection and management (2018), https://assets.
publishing.service.gov.uk/government/uploads/system/uploads/attach-
ment_data/file/731873/familial_hypercholesterolaemia_implementation_
guide.pdf [date accessed: October 2021]

41  Pharmaceutical Services Negotiating Committee. Essential facts, stats 
and quotes relating to hypertension. psnc.org.uk/services-commissioning/
essential-facts-stats-and-quotes-relating-to-hypertension/ [date accessed: 
October 2021]

42  Stroke Association, High blood pressure, https://www.stroke.org.uk/what-
is-stroke/are-you-at-risk-of-stroke/high-blood-pressure [date accessed: 
October 2021]

43  RCGP, College sounds SOS for general practice and calls for rescue plan, 
(29 July 2021) www.rcgp.org.uk/about-us/news/2021/july/general-prac-
tice-sos-rescue-plan.aspx [date accessed: October 2021]

44  British Heart Foundation, How the pandemic is taking its toll on peo-
ple with heart and circulatory conditions, (12 February 2021), www.bhf.
org.uk/informationsupport/heart-matters-magazine/news/coronavi-
rus-and-your-health/pandemic-effect-on-heart-patients#top [date ac-
cessed: October 2021]

45  Patel, P et al, Without skipping a beat, IPPR (March 2021), www.ippr.org/
files/2021-03/without-skipping-a-beat.pdf [date accessed: October 2021]

46  Expert Scientific and Clinical Advisory Panel, Emerging evidence on the 
NHS Health Check: findings and recommendations (2017), https://www.
healthcheck.nhs.uk/seecmsfile/?id=292 [date accessed: October 2021]

47  NHS Health Check eBulletin, July 2021, www.nhshealthcheck.nhs.uk/july-
2021/front-page/nhs-health-check-ebulletin-july-2021[date accessed: Octo-
ber 2021]

48  Banerjee, A, et al, Excess deaths in people with cardiovascular diseases 
during the COVID-19 pandemic, European Journal of Preventative Cardiol-
ogy (21 February 2021), www.academic.oup.com/eurjpc/advance-article/
doi/10.1093/eurjpc/zwaa155/6145858 [date accessed: October 2021]

49  Public Health England, Summary: An umbrella review on cardiovascular 
risk factors, cardiovascular disease and Covid-19 (May 2021), https://www.
healthcheck.nhs.uk/seecmsfile/?id=1664 [date accessed: October 2021]

50  Public Policy Projects, How to re-engage patients with cancer pathways, 
(2021), https://publicpolicyprojects.com/publications/how-to-re-engage-
patients-with-cancer-pathways/ [date accessed: October 2021]

20 21



CV-GB-2100330 October 2021 CV-GB-2100330 October 2021

References References
1  British Heart Foundation, UK Factsheet: Our vision is a world free from 

the fear of heart and circulatory diseases ( July 2021), https://www.bhf.
org.uk/-/media/files/research/heart-statistics/bhf-cvd-statistics---uk-fact-
sheet.pdf [date accessed: October 2021]

2  WHO, Cardiovascular disease, www.who.int/health-topics/cardiovascu-
lar-diseases#tab=tab_1 [date accessed: October 2021]

3  Health matters: preventing cardiovascular disease, Public Health England 
(14 February 2019), www.gov.uk/government/publications/health-mat-
ters-preventing-cardiovascular-disease/health-matters-preventing-cardio-
vascular-disease [date accessed: October 2021]

4  Keenan, Jan, Improving adherence to medication for secondary cardio-
vascular disease prevention, European Journal of Preventive Cardiology 
(2017) https://journals.sagepub.com/doi/10.1177/2047487317708145 [date 
accessed: October 2021]

5  Heart UK, Prioritising the prevention of cardiovascular disease, www.
heartuk.org.uk/downloads/health-professionals/heart-uk-cvd-prevention-
policy-paper---july-2019.pdf [date accessed: October 2021]

6  Thompson, K, and L Thompson, Cardiovascular disease: building back 
better, Public Health England (12 February 2021) publichealthmatters.blog.
gov.uk/2021/02/12/cardiovascular-disease-building-back-better/ [date ac-
cessed: October 2021]

7  NHS England, CVDPREVENT (March 2021) https://www.england.nhs.uk/
ourwork/clinical-policy/cvd/cvdprevent/ [date accessed: October 2021]

8  Heart UK, Written evidence submitted by Heart UK to the Health and So-
cial Care Select Committee ‘Delivering Core NHS and Care Services during 
the Pandemic and Beyond’ (May 2020) https://committees.parliament.uk/
writtenevidence/4230/html/#_ednref3 [date accessed: October 2021]

 
9  Ali N Ali and Ahmed Abdelhafiz. Clinical and Economic Implications of AF 

Related Stroke. Journal of Atrial Fibrillation. (2016). https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC5089483/ [date accessed: October 2021]

10  NHS England, News, Nationwide roll-out of NHS high street heart checks 
to save thousands of lives (August 2021) https://www.england.nhs.
uk/2021/08/nationwide-roll-out-of-nhs-high-street-heart-checks-to-save-
thousands-of-lives/ [date accessed: October 2021]

11  UCLPartners, UCLPartners proactive care programme: https://uclpart-
ners.com/work/proactive-care-programme/ [date accessed: October 2021]

12  British Heart Foundation, The CVD challenge in England https://www.bhf.
org.uk/for-professionals/healthcare-professionals/data-and-statistics/
the-cvd-challenge/the-cvd-challenge-in-england [date accessed: October 
2021] 

13  NHS England, Public Health England, The Size of the Prize in Cardiovas-
cular Disease Prevention (England), https://www.healthcheck.nhs.uk/
seecmsfile/?id=983 [date accessed: October 2021]

14  World Health Organization, Cardiovascular diseases fact sheet, www.who.
int/en/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds) [date 
accessed: October 2021]

15  World Health Organization, Cardiovascular diseases, www.who.int/
health-topics/cardiovascular-diseases#tab=tab_1 [date accessed: October 
2021]

16  British Heart Foundation. Heart and circulatory disease statistics 2019. 
(2019), https://www.bhf.org.uk/-/media/files/research/heart-statistics/
bhf-statistics-compendium-2019-final.pdf?la=en&rev=96353ac120e34ed-
fb08e5b63e2424d3a&hash=900499996981C949A78264E9354C5D6B-
6C310B1F [date accessed: October 2021]

17  Tran J, Norton R, Conrad N, Rahimian F, Canoy D, Nazarzadeh M, et al. 
Patterns and temporal trends of comorbidity among adult patients with in-
cident cardiovascular disease in the UK between 2000 and 2014: A popula-
tion-based cohort study. (2018), PLOS Med 15(3) e1002513 doi.org/10.1371/
journal.pmed.1002513 [date accessed: October 2021]

18  UK Health Security Agency. Inviting debate around the NHS Health Check 
programme, https://ukhsa.blog.gov.uk/2015/06/18/inviting-debate-
around-the-nhs-health-check-programme/ [date accessed: October 2021]

19  NHS Health Check, https://www.nhs.uk/conditions/nhs-health-check/ 
[date accessed: October 2021]

20  Bunten, A, et al, A systematic review of factors influencing NHS health 
check uptake: invitation methods, patient characteristics, and the impact 
of interventions, https://bmcpublichealth.biomedcentral.com/track/
pdf/10.1186/s12889-019-7889-4.pdf [date accessed: October 2021]

21  Robson, J, et al, The NHS Health Check in England: an evaluation of the 
first 4 years, BMJ Open, Volume 6, Issue 1 (2016), https://bmjopen.bmj.
com/content/6/1/e008840 [date accessed: October 2021]

22  Review of NHS Health Checks: terms of reference 2020, https://www.gov.
uk/government/publications/nhs-health-check-programme-review [date 
accessed: October 2021]

23  Department of Health, Cardiovascular disease outcomes strategy: Im-
proving outcomes for people with or at risk of cardiovascular disease 
(2013), https://assets.publishing.service.gov.uk/government/uploads/
system/uploads/attachment_data/file/217118/9387-2900853-CVD-Out-
comes_web1.pdf [date accessed: October 2021]

24  NHS Five Year Forward View (2014), https://www.england.nhs.uk/wp-con-
tent/uploads/2014/10/5yfv-web.pdf [date accessed: October 2021]

25  NHS Long Term Plan (2019), https://www.longtermplan.nhs.uk/ [date ac-
cessed: October 2021]

26  NHS Health Check, National Cardiovascular Disease Prevention System 
Leadership Forum (February 2020) https://www.healthcheck.nhs.uk/
commissioners-and-providers/governance/national-cvd-prevention-sys-
tem-leadership-forum/ [date accessed: October 2021]

27  NHS England. NHS RightCare, NHS RightCare workstreams, Cardiovascu-
lar Disease (CVD), https://www.england.nhs.uk/rightcare/workstreams/
cardiovascular-disease-cvd/ [date accessed: October 2021]

28  Public Health England, the 10-year CVD ambitions for England – one year 
on (2020), https://publichealthmatters.blog.gov.uk/2020/02/06/the-10-
year-cvd-ambitions-for-england-one-year-on/ [date accessed: October 
2021]

29  Perel, P, et al, Reducing Premature Cardiovascular Morbidity and Mortality 
in People With Atherosclerotic Vascular Disease The World Heart Federa-
tion Roadmap for Secondary Prevention of Cardiovascular Disease, Global 
Heart, vol 10, no. 2, ( June 2015) world-heart-federation.org/cvd-roadmaps/
wp-content/uploads/sites/3/2021/04/WHF_Roadmap_Secondary_Preven-
tion.pdf [date accessed: October 2021]

30  NHS England. Conditions, Cardiovascular disease, https://www.nhs.uk/
conditions/cardiovascular-disease/ [date accessed: October 2021]

31  Said, S and Hernandez, GT, The link between chronic kidney disease and 
cardiovascular disease, Journal of Nephropathology, 2014 Jul; 3(3): 99–104, 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4119330/ [date accessed: 
October 2021]

32  National Chronic Kidney Disease Audit, National Report: Part 2 (December 
2017), https://www.hqip.org.uk/wp-content/uploads/2018/02/nation-
al-chronic-kidney-disease-audit-national-report-part-2.pdf [date accessed: 
October 2021]

33  NHS RightCare, NHS RightCare Pathway: Diabetes ( June 2018), https://
www.england.nhs.uk/rightcare/wp-content/uploads/sites/40/2018/07/
nhs-rightcare-pathway-diabetes.pdf [date accessed: October 2021]

34  Varon, J et al, Management of severe asymptomatic hypertension (hy-
pertensive urgencies) in adults, https://www.uptodate.com/contents/
management-of-severe-asymptomatic-hypertension-hypertensive-urgen-
cies-in-adults [date accessed: October 2021]

35  NICE, Safe and effective management of stroke prevention in atrial fibril-
lation (February 2018), www.nice.org.uk/sharedlearning/safe-and-effec-
tive-management-of-stroke-prevention-in-atrial-fibrillation [date accessed: 
October 2021]

36  Sentinel Stroke National Audit Programme (SSNAP), National Results – 
Clinical, Results Portfolio (April – Jun 2021), https://www.strokeaudit.org/
Documents/National/Clinical/AprJun2021/AprJun2021-FullResultsPortfo-
lio.aspx [date accessed: October 2021]

37  Stroke Association, Atrial fibrillation: information and resources, www.
stroke.org.uk/professionals/atrial-fibrillation-information-and-resources 
[date accessed: October 2021]

38  Public Health England, Closing the gap: tools to tackle variation in 
cardiovascular disease (28 June 2016), publichealthmatters.blog.gov.
uk/2016/06/28/closing-the-gap-tools-to-tackle-variation-in-cardiovascu-
lar-disease/ [date accessed: October 2021]

39  Turner GM, Calvert M, Feltham MG, Ryan R, Fitzmaurice D, Cheng KK, et al. 
Under-prescribing of Prevention Drugs and Primary Prevention of Stroke 
and Transient Ischaemic Attack in UK General Practice: A Retrospective 
Analysis. PLOS Medicine (2016), https://journals.plos.org/plosmedicine/
article?id=10.1371/journal.pmed.1002169 [date accessed: October 2021]

40  Public Health England, Familial Hypercholesterolaemia: implementing a 
systems approach to detection and management (2018), https://assets.
publishing.service.gov.uk/government/uploads/system/uploads/attach-
ment_data/file/731873/familial_hypercholesterolaemia_implementation_
guide.pdf [date accessed: October 2021]

41  Pharmaceutical Services Negotiating Committee. Essential facts, stats 
and quotes relating to hypertension. psnc.org.uk/services-commissioning/
essential-facts-stats-and-quotes-relating-to-hypertension/ [date accessed: 
October 2021]

42  Stroke Association, High blood pressure, https://www.stroke.org.uk/what-
is-stroke/are-you-at-risk-of-stroke/high-blood-pressure [date accessed: 
October 2021]

43  RCGP, College sounds SOS for general practice and calls for rescue plan, 
(29 July 2021) www.rcgp.org.uk/about-us/news/2021/july/general-prac-
tice-sos-rescue-plan.aspx [date accessed: October 2021]

44  British Heart Foundation, How the pandemic is taking its toll on peo-
ple with heart and circulatory conditions, (12 February 2021), www.bhf.
org.uk/informationsupport/heart-matters-magazine/news/coronavi-
rus-and-your-health/pandemic-effect-on-heart-patients#top [date ac-
cessed: October 2021]

45  Patel, P et al, Without skipping a beat, IPPR (March 2021), www.ippr.org/
files/2021-03/without-skipping-a-beat.pdf [date accessed: October 2021]

46  Expert Scientific and Clinical Advisory Panel, Emerging evidence on the 
NHS Health Check: findings and recommendations (2017), https://www.
healthcheck.nhs.uk/seecmsfile/?id=292 [date accessed: October 2021]

47  NHS Health Check eBulletin, July 2021, www.nhshealthcheck.nhs.uk/july-
2021/front-page/nhs-health-check-ebulletin-july-2021[date accessed: Octo-
ber 2021]

48  Banerjee, A, et al, Excess deaths in people with cardiovascular diseases 
during the COVID-19 pandemic, European Journal of Preventative Cardiol-
ogy (21 February 2021), www.academic.oup.com/eurjpc/advance-article/
doi/10.1093/eurjpc/zwaa155/6145858 [date accessed: October 2021]

49  Public Health England, Summary: An umbrella review on cardiovascular 
risk factors, cardiovascular disease and Covid-19 (May 2021), https://www.
healthcheck.nhs.uk/seecmsfile/?id=1664 [date accessed: October 2021]

50  Public Policy Projects, How to re-engage patients with cancer pathways, 
(2021), https://publicpolicyprojects.com/publications/how-to-re-engage-
patients-with-cancer-pathways/ [date accessed: October 2021]

20 21



CV-GB-2100330 October 2021 CV-GB-2100330 October 2021

51  Public Health England, Public Health Profiles, Cardiovascular disease 
profiles, https://fingertips.phe.org.uk/profile-group/cardiovascular-dis-
ease-diabetes-kidney-disease/profile/cardiovascular [date accessed: Octo-
ber 2021]

52  Department of Health and Social Care, New body to tackle health dispari-
ties will launch 1 October, co-headed by new Deputy Chief Medical Officer 
(3 September 2021), https://www.gov.uk/government/news/new-body-
to-tackle-health-disparities-will-launch-1-october-co-headed-by-new-dc-
mo--2 [date accessed: October 2021]

53  UCL Partners, About the Proactive care frameworks, https://uclpartners.
com/proactive-care/about-the-proactive-care-frameworks/ [date ac-
cessed: October 2021]

54  Baird, B, Primary care networks explained, King’s Fund (20 November 
2020), www.kingsfund.org.uk/publications/primary-care-networks-ex-
plained [date accessed: October 2021]

55  NHS England, Primary care networks, www.england.nhs.uk/primary-care/
primary-care-networks/ [date accessed: October 2021]

56  NHS England, Primary care, Primary care networks, Network Contract 
DES, https://www.england.nhs.uk/primary-care/primary-care-networks/
network-contract-des/ [date accessed: October 2021]

57  The Stroke Association, Current, future and avoidable costs of stroke in 
the UK, https://www.stroke.org.uk/sites/default/files/costs_of_stroke_in_
the_uk_report_-executive_summary_part_2.pdf [date accessed: October 
2021]

58  Patel, A, et al., Estimated societal costs of stroke in the UK based on a 
discrete event simulation, Age and Ageing (March 2020, Volume 49, Issue 
2, Pages 270–276), academic.oup.com/ageing/article/49/2/270/5679684 
[date accessed: October 2021]

59  Health Education England, Making every contact count, www.makin-
geverycontactcount.co.uk [date accessed: October 2021]

60  Department of Health and Social Care, Joint Strategic Needs Assessment 
and joint health and well-being strategies explained, (5 December 2011) 
www.gov.uk/government/publications/joint-strategic-needs-assessment-
and-joint-health-and-wellbeing-strategies-explained [date accessed: Octo-
ber 2021]

61  The King’s Fund, Primary care networks explained, https://www.kings-
fund.org.uk/publications/primary-care-networks-explained [date ac-
cessed: October 2021]

62  NHS England, What are integrated care systems?, www.england.nhs.uk/
integratedcare/what-is-integrated-care/ [date accessed: October 2021]

63  The Health Foundation, Briefing: Understanding primary care networks, 
https://www.health.org.uk/sites/default/files/upload/publications/2019/
Understanding%20primary%20care%20networks.pdf [date accessed: Oc-
tober 2021]

64  NHS England, Blog, The new GP contract: transforming primary care, 
transforming CVD prevention, https://www.england.nhs.uk/blog/the-new-
gp-contract-transforming-primary-care-transforming-cvd-prevention/ 
[date accessed: October 2021]

65  BMJ, Half of patients on statins failed to reach ‘healthy’ cholesterol level 
after 2 years, (15 April 2019), www.bmj.com/company/newsroom/half-of-
patients-on-statins-fail-to-reach-healthy-cholesterol-level-after-2-years/ [date 
accessed: October 2021]

66  Bradley, C, et al, patient-reported reasons for declining or discontinuing 
statin therapy, Journal of the American Heart Association (27 March 2019), 
www.ahajournals.org/doi/full/10.1161/JAHA.118.011765 [date accessed: Oc-
tober 2021]

67  NICE, Quality standards and indicators briefing paper (31 July 2015), www.
nice.org.uk/guidance/qs120/documents/briefing-paper [date accessed: Oc-
tober 2021]

68  NICE, Multimorbidity and polypharmacy (16 January 2017, updated 1 Sep-
tember 2019), www.nice.org.uk/advice/ktt18/chapter/evidence-context 
[date accessed: October 2021]

69  NHS Digital, NHS App reaches more than 10 million users (19 July 2021), 
digital.nhs.uk/news-and-events/latest-news/more-than-10-million-peo-
ple-now-using-the-nhs-app [date accessed: October 2021]

70  Champs Public Health Collaborative, Update on CVD programme in 
Cheshire & Merseyside during the pandemic, https://www.champspubli-
chealth.com/update-on-cvd-programme-in-cheshire-merseyside-during-
the-pandemic/ [date accessed: October 2021]

71  Happy Hearts www.happy-hearts.co.uk [date accessed: October 2021]

References

22 23



CV-GB-2100330 October 2021 CV-GB-2100330 October 2021

51  Public Health England, Public Health Profiles, Cardiovascular disease 
profiles, https://fingertips.phe.org.uk/profile-group/cardiovascular-dis-
ease-diabetes-kidney-disease/profile/cardiovascular [date accessed: Octo-
ber 2021]

52  Department of Health and Social Care, New body to tackle health dispari-
ties will launch 1 October, co-headed by new Deputy Chief Medical Officer 
(3 September 2021), https://www.gov.uk/government/news/new-body-
to-tackle-health-disparities-will-launch-1-october-co-headed-by-new-dc-
mo--2 [date accessed: October 2021]

53  UCL Partners, About the Proactive care frameworks, https://uclpartners.
com/proactive-care/about-the-proactive-care-frameworks/ [date ac-
cessed: October 2021]

54  Baird, B, Primary care networks explained, King’s Fund (20 November 
2020), www.kingsfund.org.uk/publications/primary-care-networks-ex-
plained [date accessed: October 2021]

55  NHS England, Primary care networks, www.england.nhs.uk/primary-care/
primary-care-networks/ [date accessed: October 2021]

56  NHS England, Primary care, Primary care networks, Network Contract 
DES, https://www.england.nhs.uk/primary-care/primary-care-networks/
network-contract-des/ [date accessed: October 2021]

57  The Stroke Association, Current, future and avoidable costs of stroke in 
the UK, https://www.stroke.org.uk/sites/default/files/costs_of_stroke_in_
the_uk_report_-executive_summary_part_2.pdf [date accessed: October 
2021]

58  Patel, A, et al., Estimated societal costs of stroke in the UK based on a 
discrete event simulation, Age and Ageing (March 2020, Volume 49, Issue 
2, Pages 270–276), academic.oup.com/ageing/article/49/2/270/5679684 
[date accessed: October 2021]

59  Health Education England, Making every contact count, www.makin-
geverycontactcount.co.uk [date accessed: October 2021]

60  Department of Health and Social Care, Joint Strategic Needs Assessment 
and joint health and well-being strategies explained, (5 December 2011) 
www.gov.uk/government/publications/joint-strategic-needs-assessment-
and-joint-health-and-wellbeing-strategies-explained [date accessed: Octo-
ber 2021]

61  The King’s Fund, Primary care networks explained, https://www.kings-
fund.org.uk/publications/primary-care-networks-explained [date ac-
cessed: October 2021]

62  NHS England, What are integrated care systems?, www.england.nhs.uk/
integratedcare/what-is-integrated-care/ [date accessed: October 2021]

63  The Health Foundation, Briefing: Understanding primary care networks, 
https://www.health.org.uk/sites/default/files/upload/publications/2019/
Understanding%20primary%20care%20networks.pdf [date accessed: Oc-
tober 2021]

64  NHS England, Blog, The new GP contract: transforming primary care, 
transforming CVD prevention, https://www.england.nhs.uk/blog/the-new-
gp-contract-transforming-primary-care-transforming-cvd-prevention/ 
[date accessed: October 2021]

65  BMJ, Half of patients on statins failed to reach ‘healthy’ cholesterol level 
after 2 years, (15 April 2019), www.bmj.com/company/newsroom/half-of-
patients-on-statins-fail-to-reach-healthy-cholesterol-level-after-2-years/ [date 
accessed: October 2021]

66  Bradley, C, et al, patient-reported reasons for declining or discontinuing 
statin therapy, Journal of the American Heart Association (27 March 2019), 
www.ahajournals.org/doi/full/10.1161/JAHA.118.011765 [date accessed: Oc-
tober 2021]

67  NICE, Quality standards and indicators briefing paper (31 July 2015), www.
nice.org.uk/guidance/qs120/documents/briefing-paper [date accessed: Oc-
tober 2021]

68  NICE, Multimorbidity and polypharmacy (16 January 2017, updated 1 Sep-
tember 2019), www.nice.org.uk/advice/ktt18/chapter/evidence-context 
[date accessed: October 2021]

69  NHS Digital, NHS App reaches more than 10 million users (19 July 2021), 
digital.nhs.uk/news-and-events/latest-news/more-than-10-million-peo-
ple-now-using-the-nhs-app [date accessed: October 2021]

70  Champs Public Health Collaborative, Update on CVD programme in 
Cheshire & Merseyside during the pandemic, https://www.champspubli-
chealth.com/update-on-cvd-programme-in-cheshire-merseyside-during-
the-pandemic/ [date accessed: October 2021]

71  Happy Hearts www.happy-hearts.co.uk [date accessed: October 2021]

References

22 23



Public Policy Projects, 
28 Queen Street
London, EC4R 1BB

Tel: 0207 839 9305
www.publicpolicyprojects.comCV-GB-2100330 October 2021




