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P2 Implementation Plan
Implementation of a 

CORE20Plus5 delivery 
plan, with initial focus 

on CVD

Short to medium term actions:
• Develop a set of actions following the CVD Prevention 

workshop (held in September). 
• Secure ongoing funding for Housebound Hypertension 

and BP@Home projects
• Evaluate the community health check pilot
• Explore options for closer integration of various ‘Health 

check’ programmes across Wirral 
• Improve access and sharing of data/intelligence across 

partners to measure performance and outcomes relating 
to CVD 

• Action plans to be developed across key Core20Pplus5 
Health & Care inequality areas

Longer-term actions:
• Integration with programmes of support that deal 

with underlying reasons behind levels of preventable 
hypertension and other long terms conditions that 
are largely preventable (e.g. type 2 diabetes, obesity) 
in the community.

• Local delivery of the national ‘Major Conditions 
Strategy’ (CVD is one of six major conditions groups).

• Implementation of the new ‘WorkWell’ Partnership 
Programme, with local systems providing support to 
disabled people and people with health conditions 
who want help to start, stay or succeed in work

Impact evidenced by:
• Increased identification of 

hypertension in most at-risk 
groups

• Increase in people from most 
at-risk groups having 
Healthchecks

• Case studies from Wirral 
residents evidencing greater 
awareness of blood pressure 

Impact evidenced by:
• Decrease in heart attacks 

and strokes amongst 
Wirral residents

• Decrease in inequality 
gap for heart attacks and 
strokes

• Decrease in obesity 
related diseases 

Overseen by:
• Wirral Place-based Partnership Board
• COREPlus25 Group
• CVD Working Group.



Tackling inequalities in health and care service access, 
experience and outcome

Plus Groups in Wirral:

• Ethnic minority 

communities

• Those who misuse 

substances

• People with multi 

morbidities

• People with Learning 

disabilities



Vision and scope of CVD Prevention (‘Game Changer’)

To reduce the number of preventable heart attacks and 
strokes through improvement activity focused specifically on 
the ‘ABC’ conditions, targeting the communities and 
individuals in greatest need (Core20Plus..).  

What different approaches we can take to implement earlier 
detection opportunities and better management of CVD 
(heart attacks and strokes) with a focus on our most 
vulnerable residents.
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Core20Plus5 - CVD Workshop 
20th September 2024



NHS Prevention 
Pledge

• Disease prevention approach 

• Supporting NHS 
organisations to become 
anchor institutions

• 14 pledge commitments 

• Synergies with Core20Plus5



Housebound 
hypertension 
project 
‘BP at Home’

• 67% of patients have a BP reading that is 
treated to target. This is a significant increase 
from the starting point in January 2022.

• 63% of the 39,000 hypertensive patients who 
have never submitted a home BP reading meet 
their BP target. 

• The introduction of Digital BP Messaging has 
had a significant positive effect on finding new 
cases of hypertension who are now being 
effectively managed.

• Further expanded to include non –housebound 
frail residents



NHS community pharmacy
hypertension case-finding advanced service
• Identify people aged 40 or older –with high blood pressure (who have previously 

not had a confirmed diagnosis of hypertension), and to refer them to general 
practice to confirm diagnosis and for appropriate management.

• Undertake ad hoc clinic and ambulatory blood pressure measurements for adults 
of any age.  These requests can be in relation to people either with or without a 
diagnosis of hypertension.

• Promote healthy behaviours to patients.

Since the start in 2022, Wirral community pharmacies have 
conducted 8,523 consultations.

Of these 2,194 were found to have blood pressure above 
the norm, with 1907 having had no previous diagnosis or 
treatment for the condition.



Community Outreach

Living Well Bus (Cheshire and Wirral Partnership 
Trust)

• Roving / mobile service with targeted approach 
to geographical areas of lower take up

• Primary focus is COVID-19 and flu vaccinations 
plus addition offer of full NHS Health Check

• Onwards referral to other community support
• 1 day per week for Wirral (shared resource 

across C&M)

60 clinics held between 3rd April 2023 to 20th

January 2024
337 blood pressure checks carried out
81 (24%) referrals to General Practice for further 
action



NHS Community Health Checks

208 (55%) of those 

who had a Health 

Check were men

199 (53%) of 

people from ethnic 

communities had a  

Health Check

85 (22%) of Health 

Checks had a high 

blood pressure

reading

265 (70%) of Health 

Checks were on 

people in the most 

deprived areas

76 (20%) of Health 

Checks had a high 

cholesterol reading

170 (45%) of Health 

Checks resulted in 

a moderate/high 

diabetes risk 

profile



















Next Steps

• Core20Plus5 will become a programme in 
the Wirral Health and Care Plan  - CVD 
prevention delivery plan 

• Develop insight into the experience of 
people living with different conditions 

• Use data to address the differences in health 
outcomes and help us to understand our 
communities needs.

• Identify what is happening across Primary 
Care on CVD prevention
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