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Executive summary

The Kent and Medway InHIP project’s primary aim was to improve access to care,
detection and effective management of hypercholesterolemia to reduce risk of
CVD morbidity and mortality, with particular focus on improving access to
screening and treatment in the Lower Super Output Areas (LSOAs) who are
amongst the 20% most deprived in England, females aged 40 to 59 years old and
ethnic minority groups (including Traveller communities).

This was achieved through primary care case finding and treatment intervention
through lipid lowering therapies and NICE-recommended therapies.

The aim of this evaluation was to support local quality improvement efforts,
contribute to the national AAC evaluation workstream, and inform future projects
addressing inequalities by sharing valuable insights and learnings.

The following questions were identified for the purposes of the evaluation

1. How effective has the project been at reaching under-served groups
(Core20PLUS)?

2. What effect has the project had on outputs or outcomes across the target
groups?

3. What has been the monetary impact of the InHIP programme?

4. Is the approach a feasible option for future initiatives?
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A mixed-methods evaluation was completed to evaluate the InHIP programme in
Kent and Medway. This consisted of the below methodology:

Quantitative insights

The data received comprised 845 individuals. Of this, 205 received a medication
intervention, where 11 were NICE-recommended therapies. Health metrics
included: Patient cholesterol and whether they were at threshold, patient blood
pressure and whether they were hypertensive, and medication intervention
received.

Qualitative insights

Four interviews were conducted with key delivery members of the Kent and
Medway InHIP project, lasting up to 45 minutes. Interviews were held over
Microsoft Teams during January 2024 to February 2024. Participants were
prompted on eight interview questions. Thematic analysis was conducted on the
interview transcripts to organise the analysis by each theme. Staff surveys were
also conducted, with responses analysed by the InHIP delivery team.

Benefit forecast modelling insights

The number of patients in the total population sample was multiplied by the
proportion of patients treated to threshold, associated risk reductions in adverse
events and their associated costs to estimate total five-year savings to the health
and social care system.

June 2024
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Executive summary

Access
= Core20 individuals comprised of 78% of the project sample.
=  Mocketts Wood Surgery had the highest share, at
87%.
=  Females ages 40 to 59 years old comprised of 20% of the
project sample.
= The Limes Medical Centre had the highest share, at
29%.
= Ethnic minority groups comprised 2.5% of the project sample,
compared to 4.8% of those with known CVD diagnoses in the
wider ICB.
= Due to data limitations, the true share of ethnic
minority groups in the project sample could
reasonably be expected to be larger.
Impact
= 288" individuals were treated to threshold.
= 222 Core20 individuals (33.7% of group).
= 59 females ages 40-69 (34.7% of group).
= 9 individuals from ethnic minority groups (42.9% of
group).
*Due to double counting among the Core20 and Ethnic minority
groups, individual group values may not sum to 288.
= 557 individuals were not treated to threshold.

Five-year monetary benefits (2023/24 — 2027/28)

= £8,181 was forecasted to be saved in the project sample
through escalation to lipid management.

= £154,274 was forecasted to be saved through escalation to
lipid management in an ICB-wide rollout scenario.

June 2024
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Summary of findin

How effective has the project been at reaching under-served groups (Core20PLUS5)?

Every individual who was reviewed (n=845) and who benefited as part of the project were from
Core20PLUS. Of these, 220 individuals attended and received a blood test appointment, and 24% (n=205)
of the total sample received a medication intervention. Core20 individuals made up most of the sample
(78%, n=659). While those from an ethnic minority group only made up 3% (n=21) of the sample, this is
likely to be higher due to the way data was captured.

(@) What effect has the project had on outputs or outcomes across the target groups?

As a result of the programme case finding, 557 individuals amongst the total project sample were identified
as not treated to threshold and in need of intervention, and 205 of the total sample received a medication
intervention within the study period. Ultimately, the project successfully reached 160 individuals from the
pre-defined health inequality groups that were not to threshold and escalated them to appropriate lipid
lowering therapy. Moreover, within the study period there was an increase of 143 individuals who were
treated to target within the practices involved. If not for this project, these service users may have been
delayed in being identified and receiving an appropriate intervention.

What has been the monetary impact of the InHIP programme?

The benefit forecast model indicates a potential £154k benefit to health and social care in the Kent and
Medway ICB region over 5 years, reflecting measurable and monetisable project benefits. However, the
project's total impact is expected to surpass these figures. The combination of these monetisable benefits
alongside anticipated non-monetisable gains underscores the business case for further project investment
and scaling. It is important, though, to conduct a thorough cost review before proceeding with any
expansion.

Is the approach a feasible option for future initiatives?

Interviews highlighted the support and challenges that the evolving InHIP project has faced, the importance
of longer appointments and exploring different methods of communications to secure engagement and
adherence to treatment. Despite this, concerns were raised on longer term sustainability, as the impacts on
budgets and the complexities of reducing health inequalities across the system are apparent with wider
system pressures and changes ongoing.
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Introduction

Cardiovascular disease in Kent and Medway

Cardiovascular disease (CVD) affects around seven million people in the UK and is a significant cause of disability and death, with health and social care
costs estimated at £7.8bn/year. Hypercholesterolemia is a recognised risk factor for CVD. Effective management of hypercholesterolemia can lead to a
significant reduction in the risk of having a cardiovascular event, but low detection and limited awareness of risks and treatment options in primary care
present barriers to effective management. Two thirds of those at risk of developing CVD are undertreated, with areas of deprivation experiencing a greater

treatment gap.

Innovation for Healthcare Inequalities Programme (InHIP)

NHS England’s Innovation for Healthcare Inequalities Programme (InHIP) is a unique collaboration between the Accelerated Access Collaborative (AAC),
NHS England’s National Healthcare Inequalities Improvement Programme and the Health Innovation Network, formerly Academic Health Science Network
(AHSN Network), and is delivered in partnership with Integrated Care Systems (ICSs). The primary aim was to address local healthcare inequalities
experienced by deprived and other under-served populations through adoption of innovation. Project teams (comprising of clinical and non-clinical
expertise) from across England worked together with local communities to identify, address, and minimise healthcare inequalities through projects to
improve access to the latest health technologies and medicines. These technologies and medicines focused on five clinical areas of priority that closely
align with the national Core20PLUS approach to reducing healthcare inequalities, which includes maternity, mental health, respiratory, cancer diagnosis,
and cardiovascular disease. The programme supported ICSs to generate evidence in piloting new approaches to the spread and adoption of innovation to

underserved and deprived communities.
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Introduction

Project aims

The Kent and Medway InHIP project’s primary aim was to improve access to care, detection and effective management of hypercholesterolemia to reduce risk of CVD
morbidity and mortality, with particular focus on improving access to screening and treatment in the LSOAs who are amongst the 20% most deprived in England, females
aged 40 to 59 years old and ethnic minority groups (including Traveller communities). This was achieved through community-based VCSE outreach work to test patients for

hypertension and hypercholesterolemia in community venues closer to home, primary care case finding, and upskilling primary care, though virtual Multi-Disciplinary Teams
(MDTs) with secondary care and bespoke training.

Kent and Medway InHIP delivery team

The PCN'’s Digital Transformation Lead (DTL) Jessica Moreton, and one of the Clinical Pharmacists (CP) Ross McSavaney, led delivery. The DTL developed GP IT system
reports to identify patients from the cohorts; administration teams then invited these patients for appropriate monitoring before review. The CP consulted patients via face-

to-face and telephone appointments to offer therapies to help optimise lipids, including medication changes and lifestyle interventions. Patients received follow-up
appointments and referrals into the wider multi-disciplinary team where necessary.

HI KSS & Unity Insights

Health Innovation Kent Surrey and Sussex (HI KSS) commissioned Unity Insights on behalf of Kent and Medway to provide the quantitative and health economic element of
an independent evaluation examining the established programme’s effectiveness at reaching under-served populations. Specifically, focusing on populations from deprived
areas (Core20), ethnic minorities groups, and females aged between 40 to 59 years old.
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Introduction

Aims of the evaluation

The aim of the current evaluation was to support local quality improvement efforts, contribute to the national AAC evaluation workstream, and
inform future projects addressing inequalities by sharing valuable insights and learnings. Findings from this evaluation aimed to support in
improving access, experience, and outcomes to health care innovations for the targeted groups.

Evaluation questions

The following evaluation questions were identified for the purposes of the current evaluation, with evidence generated from the quantitative
analysis conducted by Unity Insights and qualitative analysis conducted by HI KSS:

How effective has the project been at reaching under-served groups (Core20PLUS)?
What effect has the project had on outputs or outcomes across the target groups?
What has been the monetary impact of the InHIP programme?

Is the approach a feasible option for future initiatives?

FRRCORIDRES
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CORE20

The most deprived 20% of
the national population as
identified by the Index of
Multiple Deprivation

REDUCING HEALTHCARE INEQUALITIES

The Core20PLUSS approach is designed to support Integrated Care Systems to
drive targeted action in healthcare inequalities improvement

MATERNITY
ensuring continuity
of care for 75% of
women from BAME
communities and
from the most
deprived groups

SEVERE MENTAL
ILLNESS (SMI)

ensuring annual health
checks for 60% of those
living with SMI (bringing
SMI in line with the success
seen in Learning Disabilities)

Target population

CHRONIC RESPIRATORY
DISEASE

a clear focus on Chronic
Obstructive Pulmonary
Disease (COPD), driving up
uptake of Covid, Flu and
Pneumonia vaccines to
reduce infective
exacerbations and emergency
hospital admissions due to
those exacerbations

PLUS

NHS

ICS-chosen population groups
experiencing poorer-than-average
health access, experience and/or
outcomes, who may not be captured
within the Core20 alone and would

EARLY CANCER
DIAGNOSIS

75% of cases
diagnosed at stage 1
or 2 by 2028

benefit from a tailored healthcare
approach e.g. inclusion health groups

W
i

HYPERTENSION
CASE-FINDING

and optimal
management and lipid
optimal management

BE NSNS NNENANCRNNRENRRNORREERS

SMOKING

CESSATION
positively impacts
all 5 key clinical
areas
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Introduction

How InHIP supports the Core20PLUSS aim

spread of projects, by Health Innovation Network and ICB ® Cardiovascular disease ® Respiratory @ Cancer ® Maternity © No project

InHIP has two desired outcomes:

HI North East and North Cumbria
18: North East and North Cumbria

1. Increase NHS awareness of evidence-based innovations
that can also reduce healthcare inequalities in the
corresponding clinical areas.

2. Increase the adoption of these innovations. This could be 1 North West Coast \
by improving access, experience, or outcomes for I o N
Core20PLUS populations with associated conditions in the 1y 1 West Midiands

Hl Yorkshire & Humber
37: Humber and North Yorkshire
38: South Yorkshire

HI Manchester « 39: West Yorkshire

8: Greater Manchester HI East Midlands

1: Leicester, Leicestershire and Rutland

HI East

4 Cambridgeshire and Peterborough

5. Hertfordshire and West Essex

&: Norfolk and Waveney

T Suffolk and North East Essex

HI Oxford & Thames Valley

19: Bedfordshire, Luton and Milton Keynes

Working closely with ICS partners, the HIN and the AAC have

HI West of England

supported 39 different InHIP project pieces of work covering 38 35 et Somrc, S e Wi oy e s e e
ICS footprints since December 2022. Further, 25 projects aimto ~ AmsE g, flagy imperia College Health Partners UCLPariners

12: North West London

25: Mid and South Essex

improve services focusing on cardiovascular disease prevention, £ ot nan e 15 % e e
2 projects focus on maternity, 8 projects are in respiratory, and 3 24 samere CWersex ettt
projects Cover Cancer Services_ 29: Hampshire and Isle of Wight 17: Sussex HI Network South London

9. South East London
10: South West London
11: South East and South West London (joint)

Figure 1: Map showing the spread of projects, by Health Innovation Network (HIN) and ICB
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Provided by Unity Insights

Datasets were shared by the Kent
and Medway InHIP delivery team to
Unity Insights, containing
demographic and health metric
data.

The data received comprised 845
individuals, including 205 who
received a medication intervention
(11 of which were NICE
recommended therapies). Health
metrics included: patient cholesterol
and whether they were at threshold,
patient blood pressure and whether
they were hypertensive, and
medication intervention received.
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Provided by HI KSS

There were four interviews with key
delivery members of the Kent and
Medway InHIP project in total, lasting
up to 45 minutes.

Interviews were held over Microsoft
Teams during January 2024 to
February 2024. Participants were
prompted on eight interview
questions.

Thematic analysis was conducted on
the interview transcripts to organise
the analysis by each theme.

Staff surveys were also conducted
via a Survey Monkey link and
analysed by the project delivery
team.
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Provided by Unity Insights

Benefits were estimated for each
patient based on the prevention
of adverse events, using NICE
resource impact estimates.

Benefit streams included
prevention of adverse events
such as stroke, transient
ischaemic attack (TIA) ,and
myocardial infarction (MI).

No costs were included in the
analysis.



Quantitative methodology

Glossary

Table 1: Definitions of population groups.

Definitions of population groups

Core20PLUS Core20PLUSS is a national NHS England and NHS Improvement approach to support the reduction of health inequalities at both national and system
level. Core20PLUS populations in England suffer from poorer health outcomes, accentuated by the same patients suffering from inequitable access,
experience and outcomes from health and care services and treatment pathways. The approach defines two target population groups — the ‘Core20
(nationally defined) PLUS (ICS defined) — and identifies ‘5’ focus clinical areas requiring accelerated improvement.

Core20PLUS In the context of the current evaluation, these groups refer to the combination of all individuals who fall within the ‘Core20’ or any of the ‘PLUS’ groups
group(s) defined for this project. It can, therefore, be interpreted as an aggregation of all of those who may be considered to suffer from health inequalities in the
context of the project. For the purposes of the project, PLUS groups were defined to include females aged 40 to 59 years old and ethnic minorities.

Ethnic minorities The Office of National Statistics (ONS) has highlighted that there is no true consensus on what defines an ethnic group, as identification to these is self-
defined and subjectively meaningful to the individual. Ethnicity can include a variety of elements such as ancestry, culture, identity, religion, language,
and physical appearance. Despite this, it is generally accepted that ethnicity includes all these aspects, and others, in combination. Under the Equality
Act 2010, ethnicity includes colour, nationality and ethnic or national origins.

Service users Any individual who is a user of services provided by health care organisations, in this case, the Kent and Medway InHIP project. A service user is a
member of the project sample (see below).

Project sample This refers to the population within this evaluation (n = 845).

General population This refers to the larger population outside the current project sample. In this context it is referring to the general Kent and Medway population.
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Quantitative methodology
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Data collection

Datasets were shared by the Kent and Medway InHIP delivery team to Unity Insights containing demographic and health outcome data. All
individuals which were among the pre-defined health inequality groups were identified and invited to take part in the programme. An additional
dataset was provided by the project team that contained aggregated cholesterol threshold data for the project period. The programme period varied
slightly based on practice, but collectively ran from June 2023 to March 2024.

The five practices involved in the programme were Bethesda Medical Centre, Mocketts Wood Surgery, Northdown Surgery, Limes Medical Centre,

(@) N and Dashwood Medical Centre.
2 Data analysis
(N Evaluating the Kent and Medway InHIP programme’s impact on addressing health inequalities involved a comprehensive analysis of datasets from
the five practices provided by the Kent and Medway InHIP delivery team, as curated by Unity Insights. These datasets encompassed both
()
» I demographic information and specific health metrics, facilitating a detailed examination of the groups pre-defined in the project plan.
=
(o The following Core20PLUS groups were included in the analysis:
b=t = Core20
‘E = Females aged 40 to 59 years old
© =  Ethnic minorities
= = Total project sample (all identified Core20PLUS health inequality groups combined)
G Where applicable, data from the Cardiovascular Disease Prevention Audit (CVDPREVENT), a national primary care audit, was used for comparison
purposes.
Exclusions

June 2024

= Individuals that had missing data or “No action — to target’ were excluded from the medication intervention analysis sample.
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Quantitative methodology

Measurement of access
Access was measured by analysing the following metrics:

Group demographics

Analysing patient access to the programme based on their Core20PLUS group provided insight to the distribution of each group
among the five practices. Moreover, examining the distribution of age group and gender among the five practices demonstrates
the case finding approach undertaken by each practice.

ights

ive insig

The proportion of patients that were identified as being part of the ethnic minorities group was compared with CVDPREVENT
data of the wider Kent and Medway ICB to examine how representative the project sample was compared with the wider ICB.

Blood pressure

A patient was determined as having hypertension (stage 1) if they had a blood pressure result of 140/90 mmHg or higher when
measured in a clinical setting (NICE, 2023). If a patient had their blood pressure taken and surpassed this threshold, it was
assumed that they would enter the appropriate care pathway and thus benefited as part of the programme.

Blood test invites and attendance

The number and proportion of individuals from each group that were identified as needing a blood test appointment and
subsequently invited was analysed to provide insight into the project teams’ engagement as part of the case finding. The
additional analysis of examining the proportion of each group that did not attend (or respond) to their blood test appointment
was carried out to highlight potential barriers of certain groups not engaging with the programme.
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Quantitative methodology

Measurement of treatment and impact
Impact was measured by analysing the following metrics:

Non-HDL and LDL cholesterol

A patient was determined to be ‘treated to threshold’ (TTT) if their non-HDL cholesterol was below the threshold of 2.5 mmol/L or
their LDL cholesterol was below the threshold of 1.8 mmol/L in their most recent blood test. This criteria is intended to mirror that
of CVDPREVENT indicator CVDP0O0O7CHOL (CVDPREVENT, 2024)

hts

Medication intervention

To further show impact of the programme, the proportion of patients either ‘treated to threshold or ‘not to threshold (NTT) that
received some form of medication intervention (lipid lowering therapy) was explored. This exemplified how patients NTT were
identified and appropriately received a first-time medication prescription or change in medication as part of the programme.
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Please note: the evaluation dataset did not include data on whether each patient fell under primary or secondary prevention
criteria. As a result, analysis of the two outcomes above were conducted on the entire dataset, with the limitation that
percentages and rates are indicative and may be inaccurate due to the denominator (NICE 2023).

Quantitat
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Quantitative limitations

Quantitative insights posed the following limitations:
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E Only the most recent result for The dataset had recorded each The dataset contained many blank  Due to many people contributing
et each diagnostic test was available individual against one health cells so not all metrics could be to the collection of data across
wid per individual, so it was not inequality (HI), meaning it was not used as the sample size was too practices, there were some
c possible to measure if their possible to know if someone had small. Example: Lifestyle advice, inconsistencies in the data and the
o cholesterol/blood pressure identified as being part of the appointment type. This limited quality of the data recorded.
=) improved throughout the ethnic minorities group AND were findings that could be made for Wherever possible, these were
G programme period. This made it Core20. This does not mean the certain metrics. clarified with the project team or
difficult to determine whether appropriate people were not amended by Unity Insights where
outcomes were directly associated  reached through the programme, the intent was clear from context.
with programme activity. it just limits the identification of

them within the data analysis.
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Qualitative methodology

Sample and data collection method:

» To gather lived experiences, deep reflection, and insights on the work, key delivery members of the local
InHIP project were approached to ask if they could participate in a one-to-one interview via Microsoft Teams.

hts

» The snowball sampling approach was then adopted to ensure wider members of the team were identified
who would be willing to share their experiences and enable a rounded view of the project. A total of four
people were interviewed, working across the InHIP delivery team.
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» |nterviews used open-ended questions to ensure participants were not led in their responses and could
explore their thoughts and motivations in detail relating to the work, underpinned by using the same
explanation script and questions to ensure all participants received the same information to minimise
researcher bias.

Qualitat
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Qualitative methodology

» The four interviews were conducted via Microsoft Teams meetings organised by HI KSS during working
hours that met participants availability and lasted up to 45 minutes. Interviews were conducted during

January 2024 to February 2024 to provide a complete experience of the entire project, as delivery concluded
in December 2023.

hts

» |nterviews held over Microsoft Teams and recorded using a voice recorder to allow for the transcription to be
checked for errors. Each interview was then individually analysed to identify the main themes for each
question from that interview. If themes were identified in subsequent interviews that had not been identified
previously, the previous transcript was rechecked to ensure there had been no human errors in missing
words that could be linked to the newly identified theme.
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Qualitat

= Every relevant quote from each interview was finally included in a master table to compare themes and the
frequency at which each theme arose.
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Qualitative limitations

Limitations

Quantitative insights posed the following limitations:

Interviewer bias during data gathering and analysis
! ! The interviewer was known to most participants, largely due to the relationships that had been formed during over the InHIP project duration

hts

between members of the InHIP team and HI KSS. It is known that interviewer presence can affect responses (Ross and Bibler Zaidi, 2018),
but conversely this may have resulted in a more open discussion taking place due to the shared lived experience of the project.

Hindsight bias from respondents
The interviews took place when delivery of the project had finished, and there may be an element of bias from participants
reviewing their experiences that occurred months prior to the interviews.
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Lack of generalisability

The interviews were relevant to the specifics of the Kent and Medway InHIP project and the members of the team who were interviewed, so
were unlikely to be replicable. Therefore, it is not possible to draw generalisations or statistically significant conclusions from the data
presented (Miles and Huberman, 1984).

Reporting error
There is the chance of human error being introduced when quality checking transcripts and transferring data between
multiple platforms.

Qualitat

Limited interpretations -
The data often deviated from the original question, as they were designed to be open-ended and subject to the participants own

interpretation with minimal interviewer interference. During analysis, the researcher could have introduced their own bias from knowledge

of the programme and recollections of body language during the interviews, to place additional emphasis on quotes (Smith and Noble,

2014).
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Forecast Model Methodology
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The evaluation used health economic techniques to generate benefit streams, where monetisable, in relation to the project. These were informed and
estimated through quantitative analysis and were monetised using available unit costs or available information from literature. Only those benefits that
can be measured and that are monetisable have been included in this analysis.

These benefits are likely to represent a reduction in health and social care activity, thus generating a non-cash releasing saving to the NHS or social
care. Unit costs have been sourced from NICE resource impact reporting on lipids management (NICE, 2024). Unit benefits will be taken from the
primary data, where available and where these are monetisable, but some degree of extrapolation based on literature is likely to be required to
construct monetisable benefits.

The estimated benefits have also been presented as estimated benefits for five-year total savings. They are not adjusted for inflation or net present
value (NPV). All benefits are associated with a reduction in the following events occurring as result of appropriate care escalation.

The analysis focused on the number of patients having their care escalated to meet threshold levels as the driver of the primary outcomes, following
the methodology of the NICE (2024 ) resource impact template and as the main summary output of all of the project’s activities, including the NICE
recommended therapies.

The following benefit streams have been analysed:
= Stroke

= Transient ischaemic attack

= Myocardial infarction

= Unstable angina

= Coronary revascularisation

= Non coronary revascularisation

This analysis relates to all lipid lowering therapies and therefore is applicable for the two NICE recommended therapies (Bempedoic acid with
Ezetimibe and Inclisiran).




Forecast model methodology
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Scenario analysis:

Scenario analysis is used to understand the impact of the project if it were to be expanded further. As a result, two scenarios were modelled:

. Actual scenario

1
Analysis based on what occurred in the InHIP project to-date, based on all project data available.

Number of
patients

escalated to
treatment

Event risk
reduction

2. Expansion scenario
Forecast analysis based on what might occur if the InHIP project is replicated and expanded across a larger geography in Kent and Medway ICB.

Event unit
cost (£ total)

Total 5-year
saving
(2023/24 —
2027/28)

4 )

\ /

4 )
Numper & % additional Total 5-year
eligible Modelled . , : :
atients in enqagement patients Event risk Event unit saving
P the 9 rgte treated to reduction cost (£ total) (2023/24 -
: threshold 2027/28)
population \_ )
*This calculation will be repeated for each benefit stream
S

June 2024
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Forecast Model Assumptions & Limitations

Assumptions:

= 100% of patients that were escalated were assumed to be managed in accordance with NICE guidance.

= Adherence to treatment/medication post-escalation was expected to be 100%, as all patients identified as requiring
intervention (via blood test) are expected to receive follow-up until they have achieved treatment targets.

= [nflation was estimated at 2.5% annually, in order to update unit costs to 2024 prices.

Limitations:

= Costs were not included in the model, the analysis is benefits-only.
» The exact number of patients who were managed in accordance with NICE guidance and remained adherent is unknown.

Unmodelled benefits:

The following benefits were either unable to be measured or monetised as part of the analysis:
= Benefits beyond a 5-year time horizon

= |mprovements in quality of life for patients
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Quantitative insights: Access

Demographic groups

All 100% of patients in the total project sample were from one or more of the targeted Core20PLUS groups. Figure 2 shows the break down in the sample by their
respective demographic and registered practice (n=845). Of the total project sample, Core20 individuals comprised 78.0% (n=659), Females aged between 40-59
made up 20.1% (n=170), and ethnic minority groups made up 2.5% (n=21). Mocketts Wood Surgery had the highest proportion of Core20 individuals (87%, n=126)
Limes Medical Centre had the highest proportion of females aged 40-59 in their sample (29%, n=60).

100%
90%
80%
70%
60% Bethesda n=236
50% Limes n=207
40% Norindoun n-137
30% Dashwood n=120
0% Total n=845
10%
0%

Bethesda Limes Mocketts Northdown Dashwood

[ Core20 mFemale40-59 m Ethnic minorities group

Figure 2: Project sample by group presented by practice * Total percentages may be >100% due to potential double counting across these groups (e.g., Core20 and Female 40-59)
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Quantitative insights: Access

Ethnic minorities
Figure 3: Summary showing the actual general population split of ethnic

The analysis of CVDPREVENT data presents a useful comparative perspective on groups within the Kent and Medway ICB population with CVD.
the results found in the datasets provided by the Kent and Medway InHIP delivery
team. Figure 3 shows the Kent and Medway ICBs CVD population ethnicity
breakdown.

Among the patients with a known diagnosis of CVD within the Kent and Medway ICB,

individuals from ethnic minority groups represent 4.8% of the total, accounting for 24080

3,875 out of the 81,470 cases (not including data classified as not-stated or missing; 3%

Figure 2). The Asian demographic comprises the majority within the ethnic minority 410

population, making up 64.0% (n=2,480), while the Black ethnic groups constitute a 1%

smaller fraction at 16.8% (n=650) of the ethnic minorities with CVD in the Kent and

Medway ICB. 335
0%

In the project sample, ethnic minority groups make up 2.5% (n=215). While the data 650

does not provide granular detail on ethnicity breakdown, the proportion of service 1%

users identifying as part of an ethnic minority group in the intervention data is smaller
than that of CVD patients in Kent and Medway ICB as a whole. Due to limitations in
data availability (explored later), the true proportion of ethnic minority groups within
the project sample could reasonably be assumed to be larger than is demonstrated
within the data.

= \White = Asian Other = Mixed = Black

Total CVD population (excluding ‘Not stated’ and ‘Missing’): n = 81,470
Total ethnic minority CVD population (excluding ‘Not stated’ and ‘Missing’): n =

Source: CVDPREVENT, 2023. CVDPREVENT Data Extract [Website]. 3 875

URL: https://www.cvdprevent.nhs.uk/data-extract
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Quantitative insights: Access

Age

Figure 4 shows the break down in the sample by respective age and registered practice (n=845).
Service users aged 60-69 made up 23.9% (n=202) of the total population sample. Northdown practice had the highest proportion of service users aged 60-69 in their

population sample (28%, n=38).

100%
90%
80%
70%
60%
50%

40% 1% 0 32%
30% 26% 27% 25% . 28% 21% 7 24%
20% 22% 199, ° 20%
20%
0,
0%

Under 40

48%

32%

40-59 60-69 70-79

m Bethesda mLimes Mocketts Northdown mDashwood

Figure 4: Project sample by age presented by practice
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80+

27%
20% 20%
1% 13%

e m

Bethesda n=236
Limes n=207
Mocketts n=145
Northdown n=137
Dashwood n=120
Total n=845
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Quantitative insights: Access

Figure 5 shows the gender split for each practice involved in the programme. In the total sample, females made up 46% (n=387) of those who benefitted from
the project. Mocketts Wood Surgery had the highest proportion of females, 49% (n=71). The average gender split for Kent and Medway ICB for CVD
prevalence is 62% male and 38% female (CVDPREVENT, 2024). Thus, we can see a more targeted approach towards females within the five practices for this

programme.

Bethesda Limes Mocketts Northdown Dashwood
(n=236) (n=207) (n=145) (n=137) (n=120)

28000

Female Il Male 18

Total n=845

Figure 5: Project sample gender split by practice level.
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Quantitative insights: Access

Hypertension

8% = High blood pressure places additional strain on the heart and blood vessels as

7 1% they need to work harder to move blood around the body. As with cholesterol,
7% 6.8% ' 6.8% early detection and management are the best measures to lower the risk of
serious cardiovascular events. These findings (Figure 6) point to the
identification of individuals with hypertension, who might otherwise have
remained undetected.

6%
5% 4.8%
= 833 of the 845 individuals among the total project sample had blood pressure
results (98.6%). Of these, 6.8% (n=57) were classed as having stage 1
hypertension blood pressure of >140/90 mmHg).

4%

3%

= The ethnic minorities group had the lowest rate of hypertension at 4.8% (n=1).
Yet, it was difficult to draw conclusions on the ethnic minorities group due to the
small sample size (n=21).

2%

1%
= The females aged 40 to 59 years old group had the highest rate of hypertension
at 7.1% (n=12). The Core20 group had a similar rate of hypertension at 6.8%

0%

CORE20 Female 40-59 Ethnic minorities group  Total project sample (n=44)_
Sample sizes with blood pressure results: Core20 = 648, Females 40-59 = 169, Ethnic minorities = 21, = D to the data havi | dat int tient. it . ible t
Total project sample: 833 ue to the data having only one datapoint per patient, it was impossible to
determine whether they were either previously or newly identified as having
Figure 6: Proportion of each group identified as having stage 1 hypertension. hypertension.
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Quantitative insights: Access

Blood test appointment attendance

There were 360 patients invited for a blood test among the total project
sample. The majority were from the Core20 group (n=290; 44.0%) followed by
63 (37.1%) that were among the females aged 40 to 59 years old group, and 7
(33.3%) that were from the ethnic minorities group (note: these percentages
are percentages of the respective groups and not of those invited).

There were 220 patients that attended and received a blood test appointment
within the total project sample, 178 of these individuals were among the
Core20 group (61.4%), 39 were females aged 40-59 (61.9%), and 3 were from
the ethnic minorities group (42.9%).

Figure 7 shows the percentage of each group that did not attend (DNA) their
blood test appointment. Of the total project sample, 38.6% (n=112) did not
attend.

Although a smaller sample size, the proportion of females aged 40 to 59 years
old that didn’t attend their appointment was similar to that of the Core20 group
at 38.1% (n=24).

The ethnic minority group had the highest rate of DNA at 57.1% (n=4);
however, it's important to note that this percentage is skewed by the small
sample size.

June 2024 Kent and Medway InHIP: Evaluation report ‘

60% 57.1%

50%

38.6% 38.1% 38.9%

40%

30%

20%

10%

0%
CORE20 Female 40-59 Ethnic minorities group Total project sample

COREZ20 n=290, Female 40-59 n=63, Ethnic minorities group n=7, Total
project sample of available data n=360

Figure 7: Percentage of the individuals identified as in need of a blood test that
did not attend their appointment split by group.




Quantitative insights: Case finding

Cholesterol thresholds

Table 1: Number of patients within each group and the total project sample that were either TTT or NTT.

* Numbers may not sum due to potential double counting across these groups (e.g., Core20 and Ethnic minority

groups)
Core20 222 437 659
Female 40-59 59 111 170
Ethnic minorities
group 9 12 21
Total project sample 288 557 845

June 2024

Kent and Medway InHIP:

Elevated cholesterol levels can lead to hardening and narrowing of
arteries putting people at increased risk of cardiac events such as
heart attack and stroke. The best preventative measures are early
detection and management of the condition. These findings highlight
identification of individuals with Non-HDL and LDL cholesterol that was
treated to threshold or not. Table 1 shows a summary of those TTT
and NTT among each group.

As a result of the programme’s case finding, 557 individuals amongst
the total project sample were identified as NTT and in need of
intervention, either as part of historic blood test results or blood test
results undertaken throughout the programme period.

For the total project sample of 845 participants, a total of 288 (34.1%)
individuals were treated to threshold in their most recent blood test.

When examining the respective groups, the majority of these
individuals belonged to the Core20 group (n=222; 33.7%). The
proportion of Females aged 40-59 had a similar proportion TTT at
34.7% (n=59), whereas the ethnic minorities group had the highest
proportion of patients TTT at 42.9% (n=9) but it's important to note that
they had the lowest sample size amongst each group at 21 individuals.

Evaluation report _ _ 3'!




Quantitative insights: Impact

Medication intervention received

= Figure 8 shows the proportion of patients that received a medication
intervention. For the total project sample of 845 participants a total of
209 42% 205 individuals received a medication intervention. Of those,16%
40% ’ (n=45) and 29% (n=160) received a medication intervention for
patients TTT and NTT, respectively.

45%

35% 33%

30% 27% 29% = The percentage of patients receiving a medication intervention was
25% highest amongst the ethnic minorities group, at 33% (n=3) and 42%
(n=5) for to threshold and not to threshold, respectively. Although, this
20% group had the smallest sample size at 21 individuals.
16%
12% = Among the 170 females aged 40 to 59 years old, 27% (n=16) were
10% TTT and received a medication intervention, and 40% (n=44) were
NTT and received a medication intervention.

25%
15%

5%
0% = Although the Core20 patients had the lowest proportion of individuals

To Threshold and Received Medication Intervention Not To Threshold and Received Medication receiving a medication intervention for both the TTT and NTT groups,

Intervention at 12% and 25%, respectively, they had the highest number of patients
ECORE20 m=mFemale 40-59 Ethnic minorities group Total project sample at 26 and 111.

Sample sizes : Core20 = 137, Females 40-59 = 60, Ethnic minorities = 8, Total project = It is important to note that due to each individual having only one data

le: 205 S . . . .
sampie point, it was impossible to determine whether the patient had been
Figure 8: Percentage of patients that received a medication intervention based on whether they treated to target because of the programme. Yet, they have benefited
were TTT or NTT, split by group and total project sample. Note: this does not include missing data as they received a medication review or change.

and individuals that required ‘no action’.
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Quantitative insights: Impact

NTT medication intervention type

70%

60%
60%

0,
505 | 51%

50%
40%
30%
20%

10%

32%

24%
22%

209%21% 20%

1%

5% 2% 4%
0

0%

0%
HIST (high)

= CORE20

3% 2% 3%
e 0%

LIST (low) Ezetimibe Bempedoic

Acid/Ezetimibe

= Female 40-59 Ethnic minorities group

Sample sizes NTT receiving medication: Core20 = 111, Females 40-59 = 44,

Inclisiran

Total project sample

For the total NTT sample group (n=557), there were 160 patients (29%) that
received a medication intervention (Figure 9).

For the total project sample, HIST (51%; n=81) and Ezetimibe (22%; n=35)
were the most prescribed lipid lowering therapies, closely followed by LIST
(21%; n=33).

Although the Core20 group had the lowest proportion of HIST prescription
intervention at 50%, they had the largest sample size, thus had the highest
true prescription figure at 55 out of 111 total individuals from this group that
received a medication intervention and were NTT.

The ethnic minorities group had the lowest sample size of 5 individuals
receiving medication intervention that were NTT. So, although they had the
highest HIST prescription percentage of all the groups at 60%, this was from
3 individuals.

Of the NRTs, there were a total of 11 prescriptions, all of which were for
individuals NTT, with 7 for Bempedoic acid and 4 for Inclisiran. All groups
had at least one individual that received an Inclisiran prescription.

Ethnic minorities = 5, Total project sample: 160

Figure 9: Proportion of prescriptions given for each medication, broken down by group.
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Quantitative insights: Impact

Treated to target during project period

= An additional dataset was received from the project team that provided aggregated patient numbers for those treated to threshold in the baseline period and after the
project had concluded. Across the project duration, 143 patients reached threshold (TTT), 343 had cholesterol data updates, and 217 were classified as not to
threshold (NTT) needing lipid-lowering therapy. It should be noted that the identification of TTT patients during the project was not solely attributable to the project
activities.

= Within the Core20 cohort, 105 patients were newly classified as TTT, 267 received cholesterol updates, and 180 were recognised as NTT. Among the females aged
40-59 and ethnic minorities groups, 38 were identified as TTT, 76 had their cholesterol levels updated, and 37 were categorised as NTT.

= For context, CVDPREVENT data showed that within the period of September 2022 to March 2023, there was a decrease of 15 patients that were treated to threshold
within Margate PCN (which covers 4 of the 5 practices involved in the Kent and Medway InHIP programme). Comparing this with the increase of 133 patients that
were treated to threshold in the following years programme period of September 2023 - March 2024 within the same PCN, it clearly demonstrates the improvement
that accompanied the work involved in the InHIP programme.

Table 2: Change in number of patients that were among each cholesterol grouping between baseline and when the project had concluded, broken down by health inequalities group.

Change in the number of patients = Change in the number of patients

Change in the number of patients

Cholesterol groupings identified as TTT in fiscal year that have up_da_ted_ cholesterol identified as NTT within fiscal
results within fiscal year year
Total project sample +143 +343 +217
Core20 +105 +267 +180
Females aged 40-59 and ethnic minorities +38 +76 +37
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Quantitative insights: Impact

Impact summary

The table below shows a summary of impact as a result of the project.

Table 3: Impact summary breakdown by demographics

Treated to Additional Uptake of lipid Uptake of NICE
Cases Blood test patients TTT lowering recommended
. threshold D :
reviewed attendance (TTT) through the therapies (inc. therapies
project period NRTSs) (NRTs)*
Total project sample*™* 845 220 288 143 205 1
Female 40-59 170 39 59 60 2
38
Ethnic minorities 21 3 9 8 1
Core20 659 178 222 105 137 8

* NICE recommended therapies are Inclisiran and Bempedoic acid with Ezetimibe
** Total project sample figures will not be equal to the sum of the three Core20PLUS groups due to potential double counting across these groups
Note: the ‘Additional patients TTT through the project period’ were calculated form an aggregated dataset that had the ethnic minorities group and females 40-59 group combined.
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Qualitative insights

The thematic analysis of the interview responses (four participants) provided a comprehensive overview and deep dive into the delivery of the InHIP project. Three
overarching themes were identified, formed of nine sub-themes, defined below:

. Infrastructure: Participant perceptions on the project structure and interaction with other parts of the healthcare system.
= Data: Anything data or measurement-related.
= Project: Anything relating to activity locally or nationally.
= System: Comments around national links or partnership working.

" People: Participant experiences on how the project related to people in the targeted communities, wider stakeholders, and associated conversations.
= Relationships: Building trust with delivery people and communities.
= Dialogue: Communication and conversations.
= Lived experience: Anything relating to patients and communities.

. Planning: Participant’s thoughts on how they would build on the existing project if they had the opportunity to be part of a similar project in the future, and the
resources that would support delivery.
= Next steps: Where they want to build on or improve.
= Resources: Roles, reallocating work or redistributing professional boundaries.
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Qualitative insights

Infrastructure: Data

The theme of infrastructure consisted of participants thoughts and views on the project structure and how the project interacted with other parts of the healthcare
system. It was formed from the sub-themes of data, project and system.

Data

The sub-theme of data was a result of anything data or measurement-related raised by participants. There are important points for consideration under this sub-theme,
such as integration of data sets, the challenges in understanding the make-up of local populations and how individual organisations can have barriers to entering and
sharing data.

Using data not only to define targeted groups, but also to drive conversations with partners to mobilise delivery was a key theme during the interviews:

“‘Use the data...helps with the conversations, really target it to a certain group of people... help to bring people on board’

“We were a bit disappointed to hear that we were you know nationally near the bottom when it comes to...cholesterol control for...these groups. And so,
we've...improved it. Obviously, it's a process...it's still going on, but we've...been able to make a real difference in terms of you know...cardiovascular prevention for

these patients*

The continued use of data to reflect on the success of the project was referenced, and how using data to define populations and minimise gaps had been a key learning
for those involved:

“We would kind of need to identify, is there a theme? Is there certain ethnic minority communities perhaps that aren't coming forward?’

“Success of actual engagement with that group of patients that have been specifically, proactively identified as people that need to kind of might need some help with

their medication optimisation’
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Qualitative insights

Infrastructure: Project

These sub-themes were formed from participants referencing anything relating to activity locally or nationally. Findings included the speed of delivery due to existing
relationships, the additional steps required to enable people to access the service, and learnings along the way.

The project was acknowledged to be time intensive, which may affect the scalability of the current model. Participants proposed to instead focus on how to use the
project as an opportunity to become more effective and streamlined, to ensure the work can continue beyond the InHIP funds:

‘I don't think that's really sustainable as we've got a lot of patients on these registers and the amount of time that...we've spent on them. | don't think can be replicated

in more widely. And so, it's just a case of can we change the way that...we work, make it more streamlined, make it more time effective and obviously more effective

clinically as well.’

The importance of understanding wider work in the same clinical area across the Kent and Medway ICB footprint and the InHIP national programme was attributed to
being helpful to securing engagement and providing reassurance, as well as having an invested PCN to support with scaling delivery:

“‘We've had regqular project meetings up until recently, | think that's also been helpful with the engagement of the team. For example, we've had colleague(s) from the
ICB joining us and giving us some really good information again, Kent and Medway wide, rather than just this project.’

‘Listening to the webinars ...really interesting to hear that we're not alone with the problems. It's general.’

“‘We've got a PCN on board, they've really embraced it. They have. They started off with 1GP practice, and now that's rolled out to three more GP practices which is
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Qualitative insights

Infrastructure: System

The sub-theme of the system originated from participant comments around national links or partnership working within the existing healthcare system. Concerns about
the wider system pressures featured heavily and, although not possible to be changed during the project, had considerable impact on patient outcomes.

The implications of delivery to the wider system pressures primary care experience were discussed by several participants as a risk that required mitigating during the
early stages of the project. Suggestions as to how to overcome this included allowing enough time for partners to come on board, as well as allocating funds for initial
set up:

“Getting the PCNs on board we just have to take it very carefully...very mindful of the pressures that are in the system already.’

“Learning around capacity of providers to help with taking these types of innovative projects forward, really important that we start thinking about doing things
differently...(the) reality (is)...very different in terms of allowing enough time (to)...bring those partners on board...(and) understanding their needs...do they need any

sort of financial support to help them with set up or things like that’
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Qualitative insights

Infrastructure: Conclusion

Overall, the theme of infrastructure provided useful information reflecting the current state of the InHIP project, the support and challenges its delivery has encountered,
and the opportunities for improvement for the future. The importance of mitigating system pressures where possible and supporting scaling in a manageable way were
paramount to the project’s success. The use of data to define groups and ask questions of the project was helpful to bring partners on board and minimise scope creep.
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Qualitative insights

People: Dialogue

This theme was defined as participants thoughts and views on how the project related to people in the targeted communities, wider stakeholders, and the associated
conversations that participants had with other staff or people from the communities. The theme of people was formed from the sub-themes of dialogue, relationships
and lived experience.

Dialogue

The sub-theme of dialogue was characterised by participants comments relating to the challenges of engaging with the targeted populations, and how traditional
communication methods may not be appropriate when conducting targeted pieces of work. The findings show participants are keen to work with wider stakeholders who
have strong existing relationships with communities to tailor approaches to promote engagement.

Tailoring communication methods for specific populations was discussed, along with additional support to secure engagement. Despite this, there was recognition the
system should not assume what is most appropriate, and instead ask communities directly:

“People that are classified within the Core20PLUSS would possibly need an additional layer of support, communication and engagement to come forward because

sending a text message asking somebody to potentially come and have a new blood test might not hit it for that population’

“It gives us a chance as part of that engagement piece that we're going out in an outreach capacity. It gives us an opportunity to ask those populations questions about

ou know, what's the best ways for us to engage with you guys.’
“We don't have all of those answers at the moment. We don't really know what's the best way to engage with certain communities, but what we can do is work with our

partners that do have access and are experienced of working with those communities
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Qualitative insights

People: Dialogue

The challenges of patients receiving disappointing news, or not receiving any follow up communication from healthcare settings, was suggested to have a wider impact
on their adherence to treatment, which could be directly influenced by clinicians:

“Our way of kind of reporting back what the impact has been to individuals, good, bad and ugly really, | think it's important. It's not always positive for people and | think

it's important that we understand.’

“We've also looked at how we sort of reinforce behaviours as well. So, you know, if someone comes in for a blood test and it's been good... that's been well received as

Additional time during the screening appointments and the ability to receive external validation from clinicians was attributed to have supported patients not only to
engage with the service, but feel involved with their care:

“A real impact on certain patients...they're appreciating to have that time to go through their medication and have that time to talk it through.’

“Hopefully they'll find that the whole process is a bit more validating really and enjoyable...they're able to communicate with us and we're communicating with them. ..
we're working a bit more closely with them rather than sort of remotely and we get in their side of the agenda as well. And...they're able to express themselves and get

that validation as well.’
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Qualitative insights

People: Relationships

This theme linked to a sense of building trust with delivery people and communities, as well as members of the targeted groups. Participants discussed collaborative
working, particularly around venues, as an enabler for project delivery, but cautioned about the realities of not individual's circumstances.

Consideration on how to work in partnerships with other stakeholders engaging with the same communities was proposed as a way to tailor outreach work during the
remainder of the project:

“Look to identify what outreach activities are going on in the next couple of months and is there an opportunity for us to kind of work in partnership’

The importance of building trust and relationships with potential colleagues and the communities was discussed, with the potential to support raising awareness of the
work and subsequent engagement:

“It could just be something softer just to get to know someone, build rapport, whether it you know with with a clinician or just someone from the surgery to say that you

know this is available or this is how to contact us.’

Despite this, participants were conscious that timing is important for people to be able to prioritise their health, and personal circumstances may mean individuals
choose not to engage:

‘But equally, we need to be understanding of their circumstances and sometimes these sorts of things just isn't something that they can really concentrate on at that
point. But it's important that they know where to go when it is the right time for them as well’
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Qualitative insights

People: Lived experience

The sub-theme of lived experienced consisted of participants relaying information relating to patients and the wider community. Participants placed significance on
ensuring people do not feel scrutinised by health services, and clinicians considering the wider barriers that may impact someone accessing the service.

Several participants discussed other projects that are currently in train for the same or similar groups of people, and the impact this may have on individuals:

“They're not being approached...for multiple different projects at different times. It's confusing to patients...might make them feel a little bit under...the radar and you

might get a bit concerned if you're constantly being asked about things.”

Whilst barriers to engaging with healthcare service were considered during the interviews, there was also discussion around once care is received and trust developed,
the same goals are shared:

“They're not against having these things done or talking about these things...maybe our appointment system is a bit daunting or waiting time for telephones is bit too

long...patients were generally very interested in getting there, in achieving these goals as well.’

“Many reasons why that might have the wrong...might not have data on their phone, English might not be their first language and unfortunately sometimes you know
people have really chaotic lives and it’'s not necessarily their priority to go and get a blood test done because there's other things that are going on for them, particularl

at the moment with the cost of living’
“Once you're able to speak to patients, they generally have the same sort of goals as what you do. They want you know the best for themselves. Most of the time, and

it's just creating that rapport with patients. That's the first step and quite often it's that that's the issue with trying to help these the groups of patients.”
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Qualitative insights

People: Conclusion

Overall, this theme provided powerful information about the importance of meeting members of the community at their level and working in partnership with multiple
stakeholders who were not part of the traditional healthcare model. Participants placed significance on longer appointments, allowing for a meaningful conversation that
enabled true advocacy. Collaboration with stakeholders on venues was proposed to streamline projects focused on similar areas. There was suggestion that this would
help to mitigate people feeling overwhelmed and realise that their thoughts were of equal importance, rather than healthcare providers driving their own priorities.
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Qualitative insights

Planning: Next steps

This theme captures participants thoughts and views on how they would build on the existing project if they had the opportunity to be part of a similar project in the
future, and the resources that would support delivery. The planning theme consisted of the sub-themes of next steps and resources.

Next steps

The sub-theme of next steps is characterised by where participants felt the project could be improved or built on. The findings show there are opportunities to amend
the delivery model to support engagement, streamline existing projects and share the experiences of working in a new way.

As the interviews were held halfway through active delivery, there was significant discussion regarding how to implement outreach work and maximise the time people
were engaging with the service:

“Next stage of the project is to plan out what our outreach activity could be, and which potential communities or demographic area do we need to target and understand

have we got any outreach activity going on there so that we can maybe get out and work with those people.’

“Any outreach events to to sort of encompass a lot more you know, it's not just about cholesterol if we're talking about cardiovascular disease on its own. We can be

talking about blood pressure and diabetes and so on...especially with immunisations, we find that's another issue that we’re... struggling with...with certain patient
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Qualitative insights

Planning: Next steps

Several participants referred to the learnings that had already come from the project, and how their own assumptions were being challenged to on how to demonstrate
change:

“When we don't hear from patients, we kind of assume that's not on their agenda...but for the majority of them I'll find it's something they want to work towards as well.
we're learning a lot and | think there's always room for improvement. So, if we if we try something and it doesn't quite work right, then what have we done about it.’

Sharing the learnings from the Third Sector and the project with the wider system was agreed to be a priority, not only to highlight the importance of patient education,
but also to work collectively to improve health inequalities:

“Learned a lot from the EK360 feedback which we can kind of hopefully help influence primary care in terms of the ways in which they approach their groups of patients

and their can't really underestimate the education piece’

“There's work to be done across the HCP and links into the ICB...come together to address inequalities in terms of geographical patch.’
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Qualitative insights

Planning: Resources

The sub-theme of resources was defined as roles, reallocating work, or redistributing professional boundaries. The findings suggest there were considerations for the
wider system when assigning roles to support delivery, and how to engage with communities. Despite this, available budgets could be a limiting factor.

“(In an) ideal world, be even (more) brilliant if we could actually get the clinicians out, but I'm not sure whether that is going to be possible. But let's have a look and see
because it would be great if we could do the blood test there and then, for example, and then we don't have to kind of revisit or expect the person to kind of proactively

5!

go

“A big turnover in terms of those patients and we want to sort of reach out as soon as possible, as soon as they come to the area really, and try and whilst they're here

to try and have a positive influence on them’

The wider multi-disciplinary team and the creation of new roles were felt to have been a success during the project, with acknowledgement that the early stages of the
project can involve more administrative work that could be challenging for primary care to fund alone:

“Set up costs would be really good (to cover) because there's a lot of administration that's involved in it and you've also got your leads, | mean what's worked really well

in our area has been the pharmacy lead which is (an) ARRS role which | think is a real positive for primary care.’

“Highlighted the importance of those community pharmacists... (the) health professionals that are in the wider system.’
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Qualitative insights

Planning: Conclusion

Overall, the theme of planning highlights important points for future project design and delivery. There are aspects of planning that would support project delivery, such
as the use of redesigned roles in the workforce, supported by collaborating with the Third Sector to develop a bespoke outreach offering. Despite this, impacts on
budgets and the complexities of reducing health inequalities across the system could pose a potential barrier to long term sustainability.
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Summary

Staff survey findings

Three delivery team members responded to a staff survey via a Survey Monkey link in May 2024. This identified the following:

15

What are the main learnings for you from this What has this project taught you about tackling Would you encourage other areas to adopt a
project? health inequalities? similar project?
The importance of pharmacy leadership was Respondents highlighted the importance of trying All respondents said yes.
heralded as the main reason behind the overall different communication methods with individuals,
project success. Emphasis on funding wider and that personalisation is key. Additionally,
resources to support the initial administration costs demonstrating the evidence behind a successful
not only helped minimise a knock-on effect to clinical initiative is essential to bring other stakeholders on Are you considering other health inequalities
delivery, but also resulted in sustainable change. board. projects for 2024/2025?
Open, informative, and flexible communication
approaches, and ensuring patients can reply, helped All respondents said yes.

with the success of patient attending appointments.
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Benefit forecasting insights

Actual scenario

The benefit forecast analysis shows that if the Kent and Medway InHIP project escalated a further 143
patients for lipid management, the project would save £8,181.

Lipid management Total 5-year saving

Number of patients

Event risk Event unit cost (£
reduction (] =1)

escalated for
treatment = 143

£8,181
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Benefit forecasting model insights

Actual scenario

Table 4: Monetary savings after 5 years per benefit stream if 143 additional patients were escalated for lipid management.

O
c
?; Number of
. eople . . Event unit costs Total 5-year
-8 Benefit stream peop * Event risk reduction * = "oy
treated to (£ total) Savings (£)
E threshold
"‘;; Stroke 0.09% £23,778 £3,178
8 Myocardial infarction 0.13% £9,571 £1,826
e Coronary revascularisation 0.13% £8,555 £1,644
(@] 143
S Non coronary revascularisation 0.08% £9,263 £1,062
wid
ilq_—, Unstable angina 0.05% £3,523 £255
q:) Transient ischaemic attack 0.05% £2,961 £216
m Total £8,181
E
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Benefit forecasting model insights

Actual scenario

Figure 10 shows the monetary savings after 5 years from lipid management, totalling £8,181.

()]
c
— £3,500
— £3,178
w ,
'U £3,000
E £2,500
C =
(7)) £2,000 £1,826
8 £1,644
w £1,500
3 £1,062
Y £1,000
:I= £500
“6 £255 £216
= 20 [ ] H
w Stroke Myocardial infarction Coronary revascularisation Non coronary Unstable angina Transient ischaemic attack
m revascularisation

Figure 10: Monetary savings after 5 years if 143 additional patients are escalated for lipid management
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Benefit forecasting model insights

Expansion scenario

The Benefit forecast analysis shows a total 5-year estimated saving from reducing adverse events,
such as stroke, as a result of increased escalation to lipid management, to be £154,274.

(@)
c
Q
L®]
g Lipid management Total 5-year saving
Bl oo o g A
umber o :
© - Modelled Proportion , :
(&) .eI|g|b.Ie engagement treated to S T'Sk SUES Ul __ £154,274
patients in the ” oEo reduction cost (£ total)
e el rate = 25% target
O \ /
Y=
i
(s
(<))
c
()
m
S
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Benefit forecasting model insights

Expansion scenario: 25% spread in Kent and Medway

Table 5: Forecasted monetary savings from escalation to lipid management after 5 years if the project is extended to a wider ICB
geography implementation

O)

c

a5 Number of

Q

O . people . .. Eventunitcosts _ Total 5-year

g Benefit stream treated to Event risk reduction (£ total) Savings (£)
threshold

-I‘;; Stroke 0.03% £23,778 £59,924

(C Myocardial Infarction 0.02% £9,571 £34,438

O y

e Unstable angina 0.01% £8,555 £31,009

2,709

-.E Heart failure 0.01% £9,263 £20,032

= Stable angina 0.04% £3,523 £4,803

(-

q:’ Transient Ischaemic Attack 0.01% £2.961 £4,069

LS'Q’ Totallll £154,274
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Benefit forecasting model insights

Expansion scenario

Figure 11 shows the forecasted monetary savings after 5 years from lipid management if the project is extended to a wider ICB geography

o implementation. The estimated benefit from lipids management is £154,274.
o=
— £70,000
|
) £59,924
g -] £60,000
E £50,000
.I(-h' £40,000
© ’ £34,438
(] £31,009
Q £30,000
s £20,032
[Tt £20,000
'.I= £10,000
qq_) ) £4,803 £4,069
c £0 1 |
q) Stroke Myocardial infarction Coronary revascularisation Non coronary Unstable angina Transient ischaemic attack
m revascularisation

Figure 11: Forecasted monetary savings after 5 years from lipid management if the project is extended to a wider ICB geography implementation.
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Summary of findings



Summary of findings

How effective has the project been at reaching under-served groups (Core20PLUS)?

Every individual who was reviewed (n=845) and who benefited as part of the project were from the Core20PLUS population. Of these, 220
individuals attended and received a blood test appointment, and 24% (n=205) of the total sample received a medication intervention.

]
D
Of the total project sample (n=845), Core20 The proportion of service users identifying as part of For the total project sample, 288 (34%) individuals
individuals comprised 78% (n=659), Females an ethnic minority group in the intervention data is were treated to threshold in their most recent blood
aged between 40 to 59 years old made up 20% smaller than that of CVD patients in Kent and Medway test. When examining the respective groups, the

(n=170), and ethnic minority groups made up ICB as a whole, however, due to limitations of the data majority of these individuals belonged to the Core20
2.5% (n=21). collection, it is likely that this group is group (n=222; 34%). The proportion of Females aged

underrepresented in the data. 40-59 had a similar proportion TTT at 35% (n=59),

whereas the ethnic minorities group had the highest
proportion of patients TTT at 43% (n=9) but it's
important to note that they had the lowest sample size
amongst each group at 21 individuals
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Summary of findings

What effect has the project had on outputs or outcomes across target groups?

As a result of the programme case finding, 557 individuals amongst the total project sample were identified as not to threshold and in
need of intervention, and 205 of the total sample received a medication intervention. Importantly, 160 individuals from the pre-defined
Core20PLUS health inequality groups that were not to threshold were identified and escalated for lipid lowering therapy. Further, within
the study period there was an increase of 143 individuals who were treated to target within the practices involved. These service users
may have been delayed in being identified and receiving an intervention if not for the project.

For the total project sample of 845 participants, a During the project, 205 individuals received a
total of 288 (34%) individuals were treated to medication intervention. Findings revealed 160
threshold in their most recent blood test. patients who were NTT prior to the project received

As a result of the programme case finding, 557 a medication intervention. A further 45 who were
individuals amongst the total project sample were already TTT had their medicines adjusted.
identified as not treated to threshold and in need
of intervention, either as part of historic blood test

results or blood test results undertaken
throughout the programme period.
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HIST (51%; n=81) and Ezetimibe (22%; n=35) were
the most prescribed lipid lowering therapies for the
total project sample, closely followed by LIST (21%;
n=33). Of the NRTs, there were a total of 11
prescriptions, all of which were for individuals NTT,
with 7 for Bempedoic acid with Ezetimibe and 4 for
Inclisiran. All groups had at least one individual that
received an Inclisiran prescription.
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Summary of findings

What has been the monetary impact of the InHIP programme?

The results from the benefit forecast model encompass the broader scope and vision of the InHIP programme concerning lipid-lowering
therapies across Core20 groups. They indicate a potential health and social care benefit of £154k over a 5-year period within the Kent

The project's measurable and monetisable benefits
illustrate its financial impact, though the broader
implications are likely even more substantial. These
non-monetised benefits encompass factors like
enhanced quality of life and ongoing advantages
extending beyond a five-year timeframe. The
project's full impact is anticipated to unfold over
decades rather than years.

June 2024

and Medway ICB region.

The magnitude of the monetisable benefits,
coupled with the projected scale of the non-
monetisable gains, supports the rationale for
ongoing investment and project expansion.
Leveraging insights gained from current

implementation is crucial for future scalability.

Kent and Medway InHIP: Evaluation report :

While the analysis does not currently include
project costs, it is advisable to conduct a thorough
cost review and implement cost-minimisation
strategies before embarking on broader
implementation. This approach ensures a positive
return on investment.




Summary of findings

Is the approach a feasible option for future initiatives?

Interviews highlighted the support and challenges that the evolving InHIP project faced, the importance of longer appointments, and exploring different methods of
communications to secure engagement and adherence to treatment. Despite this, concerns were raised on longer term sustainability, as the impacts on budgets and the
complexities of reducing health inequalities across the system were apparent with wider system pressures and ongoing changes.

o, LN

l',,

The evolving InHIP project challenges were

Participants expressed their pleasure  Exploration into alternative venues and  The significance of using ARRS roles
noted to have been compounded by system

in realising people want to engage with linking in with wider stakeholders to to redesign service delivery and the
pressures that, whilst outside of the health education and look after raise awareness of the service and  workforce were discussed. Meaningful
immediate project control, should be themselves. This is validating to team  engender trust in the communities was  engagement can also be expedited by
mitigated where possible and was a key members as they are delivering care in an important consideration for the collaborating with the Third Sector and
learning for team members. The use of data a new model, and therefore, would project scaling. Further support could community leaders to develop a
not only defined the eligible group within the benefit from further confirmation by also be provided by a wider bespoke outreach offering. This is of
target populations, but also brought wider other data sources to provide a communications piece across the local significance, as despite being a new

partners on board. This is crucial and if this
achieved, delivery is likely to be largely
successful.

demonstrable link to patient outcomes. area. way of working, has seen positive

result relatively quickly.
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Conclusion

How effective has the project been at reaching under-served groups (Core20PLUS5)?
=  Every individual who was reviewed (n=845) and who benefited as part of the project were from Core20PLUS. Of these, 220 individuals attended and received
a blood test appointment, and 24% (n=205) of the total sample received a medication intervention. Core20 individuals made up most of the sample (78%;
n=659). While those from an ethnic minority group only made up 3% (n=21) of the sample, this is likely to be higher due to the way data was captured.

What effect has the project had on outputs or outcomes across the target groups?
= As a result of the programme case finding, 557 individuals amongst the total project sample were identified as not to threshold and in need of intervention,
and 205 of the total sample received a medication intervention within the study period. Ultimately, the project successfully reached 160 individuals from the
pre-defined Core20PLUS health inequality groups that were not to threshold and escalated them to appropriate lipid lowering therapy. Moreover, within the

study period there was an increase of 143 individuals who were treated to target within the practices involved. If not for this project, these service users may
have been delayed in being identified and receiving an appropriate intervention.

What has been the monetary impact of the InHIP programme?
= The Benefit forecast model indicates a potential £154k benefit to health and social care in the Kent and Medway ICB region over 5 years, reflecting
measurable and monetisable project benefits. However, the project's total impact is expected to surpass these figures. The combination of these monetisable

benefits alongside anticipated non-monetisable gains underscores the business case for further project investment and scaling. It is important, though, to
conduct a thorough cost review before proceeding with any expansion.

Is the approach a feasible option for future initiatives?

. Interviews highlighted the support and challenges that the evolving InHIP project has faced, the importance of longer appointments and exploring different
methods of communications to secure engagement and adherence to treatment. Despite this, concerns were raised on longer term sustainability, as the
impacts on budgets and the complexities of reducing health inequalities across the system are apparent with wider system pressures and changes ongoing.
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