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Introduction



• NHS Greater Manchester brings together
10 Local Authority areas and serves a
population of over 3.2 million patients

• The GM region is one of the most
deprived according to the Index of Multiple
Deprivation (IMD) and faces longstanding
health challenges in a population that is
growing faster than the UK average and
with an increasingly complex burden of
ageing and multiple health conditions

• Inequalities in terms of health outcomes
show significant unwarranted variation at
both the place and neighbourhood level
within and across GM

NHS Greater Manchester



• A particular challenge for Greater Manchester is cardiovascular disease (CVD)

• CVD is an overarching term for a group of long-term conditions that includes Atrial
Fibrillation, Chronic Kidney Disease, Coronary Heart Disease, Diabetes,
Hypertension, Peripheral Arterial Disease, Stroke and TIA

• Over half a million people in GM have a diagnosed CVD, with 40% of patients
having multiple CVDs

• GM has amongst the highest rates of heart attacks and strokes in both the North
West region and England, and GM has high rates of mortality for CVD

• GM has a system-led, concerted effort to detect, diagnose and manage CVD, in
particular Atrial Fibrillation

• Data is critical to understanding the impact of CVDs and reducing their burden

Cardiovascular Disease (CVD)
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Access to identifiable, SNOMED
coded, GP data, is facilitated through
the Greater Manchester Care Record.

Access to GP data

GP IT Systems

SystmOne (TPP) (30)

EMIS Web (377)

Greater Manchester
Care Record (GMCR)

Data Warehouse
(CareCentric)

Greater Manchester Care
Record (GMCR) Front End

Daily upload of
new or
changed
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codes

Daily
download
of new or
changed
SNOMED codes

NHS GM Data Warehouse
(Analytics and Data

Science Platform, ADSP)

Speed of the flow is subject to volume of data

Enabled through data sharing agreements between each GP practice and NHS GM [all practices except one]



• Understand the impact and burden of CVD in
GM using routinely coded GP data

• Undertake a population health management,
quantifying inequalities in CVD management
by demographics and protected
characteristics

• Quantify the impact of multi-morbidity
(multiple long term conditions)

• Identify, target and prioritise those at most risk

Aim of the CVNeed tool



• Underpinning the CVNeed tool is a comprehensive, patient level, data set looking at
all aspects of CVD care

• Quality and Outcomes Framework (QOF) SNOMED clusters are utilised so no
additional coding is required by practices

• Where SNOMED clusters do not exist local clusters have been created using clinical input

• Fields to identify;
• Demographics – age, gender, ethnicity, LSOA (lower super output area)

• Long Term Conditions

• Quantifiers of disease control – blood pressure, HbA1c, cholesterol, CHADS-VASC, ACR,
eGFR

• Lifestyle factors – BMI, smoking status, alcohol consumption

• Medications taken – statins, ACE inhibitors, ARBs, calcium channel blockers, thiazide
diuretics

Building the CVD data set









• QRisk3 is a CVD risk prediction tool supported by NICE to inform primary preventative care, which
estimates an individuals risk of developing a heart attack or stroke over the next 10 years (QRisk2
previously)

• Patients with QRisk3 >= 10% should be reviewed and where appropriate offered statin therapy as
Primary Prevention

• All components of QRisk3 algorithm are available in GP data

• GP IT Systems can only calculate QRisk3 per patient, and the calculated QRisk3 does not update as
patient conditions change (fixed in time)

• QRisk from 3 years ago might not reflect a patient today if their blood pressure, BMI, etc. has changed
significantly

Primary Prevention – The Problem
- Preventing the condition before it has even occurred
- Detecting illness in apparently healthy people



Primary Prevention – The Solution
- Preventing the condition before it has even occurred
- Detecting illness in apparently healthy people

• QRisk3 was implemented across the GP data to
calculate the scores for all patients in Greater
Manchester – this found nearly 147,000 patients who
could be eligible for Primary Prevention:

• Identifiable data shared back to practices to highlight
patients, calculate QRisk3 locally and offer statin
therapy where eligible

Total
QRisk increased
from previous

No QRisk
Ever

QRisk3
Category

57,62831,36526,263More than 20%

89,15554,92634,22910 – 20%

146,78386,29160,492Total



• Clinical response to Secondary and Tertiary Prevention is similar

• High risk stratification and prioritisation is a key strategy

• A “person-centred” prioritisation provisionally dubbed “CVNeed” ie CardioVascular
Unmet Need was developed

• This iterates upon the fantastic work of UCL Partners / RCGP to combine the “per-
condition” prioritisation scoring to a single “per-person” score across Diabetes, High Blood
Pressure, Irregular Pulse (AF), Cholesterol and Chronic Kidney Disease.

• Each disease prioritisation relates directly to clinical action and available intervention.

• Can be visualised & understood through various clinical and inequalities lenses

• PRIOTISIATION ≠ RISK PREDICTION

Secondary and Tertiary Prevention – The Solution
- Reduce the impact of a condition that has already occurred
- Optimising the treatment of an existing condition
- Reducing the risk of further events and rehabilitating people after an event















• The data, analysis and insight provided so far is useful at a population level

• Real change can only be undertaken on a per patient level

• The data underpinning the CVNeed tool is at a patient level

• How can the tool support clinicians to manage patients as best they can?

Making the data actionable













• Initial testing of patient level suggested actions has yielded around an 80%
success rate

• Suggested actions are only as good as coded data on patient records

• Reidentification is due to launch GM wide in Spring 2025

• Currently working with NHS Bristol, North Somerset and South
Gloucestershire ICB and onecare GP Federation to implement in their region

• Subject to successful implementation code could be published on GitHub for
wider use and feedback

Next steps



Thank you for listening.
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