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The Heart Health Alliance is a multi-agency partnership focused on improving heart health outcomes in Barnsley and reducing inequalities through prevention, early detection and successful disease management. To share this work, quarterly newsletters will be produced to summarise discussions from each meeting. 

Please can all Alliance members disseminate this letter across their local professional networks to raise awareness of heart health work, share opportunities and encourage collaboration, ideas and feedback.

The June 2023 Heart Health Alliance meeting focused on a review of progress of the Heart Health Alliance work so far.

Primary Prevention 
Since the establishment of the Alliance, we have aimed to ensure there’s early prevention across all we do. Primary prevention is trying to promote healthy lifestyles and help people take ownership of their own health and wellbeing by makinge changes before the ill health effects occur. This includes such things as stopping smoking, reducing alcohol, moving more and eating a healthy balanced diet. Each of these topics have been explored in relation to heart health at a Heart Health Alliance meeting and work has been undertaken to try and improve the support we offer in Barnsley. The presentation below has more details and suggests services to signpost people to for more support:



Service Discussion
Through the collaboration of the Heart Health Alliance we have been able to set up a variety of new services and programmes of work. The presentation above includes more details but so far we have:

· Funded several community heart health grants. We have funded Reds in the Community, Age UK and Dearne FC to provide heart health work to help us improve the heart health of our local population, often people who may not normally access health services. An example of the great work by Reds in the Community is below:
[image: ]

· [image: ]Created the local community blood pressure service ‘How’s Thi Ticker’. As of June 2023 this has included:
· Delivering 233 community sessions
· Taking the BP of 3825 Barnsley residents
· 30% of which were referred to the local pharmacy case finding service and 12% referred to their GP for further investigations and treatment. 



· Sub groups – two sub groups have been set up to lead on specific pieces of work:
· Heart Failure – looking at how we can improve the pathway for patients
· Stroke prevention and early detection – creation of a new campaign across Barnsleyy to help people identify stroke symptoms and urging people to call 999 if they suspect a stroke. Watch this space for the campaign in the coming months. 
· Stroke BP at home – building BP taking into the 6 week stroke review has seen great results and the team are sharing this best practice with other areas.

 
· NHS Health Checks – the precurement exercise is complete and the NHS Health Check service for all eligible people over 40 will begin August this year. It will be a targeted service to help the people most in need. 
· Targeted Lung Health Checks – so far over 10,000 Barnsley patients have been invited for their lung health check. It has so far picked up several cancers and also heart health issues. 


Priorities for next year and beyond

The group discussed the priorities of the Heart Health Alliance going forward. It was agreed that we will focus on:
· Building on the roll out of the How’s Thi Ticker campaign
· A targeted Stroke campaign
· Heart health prevention across the life course
· Evaluation
Whilst still being flexible and responding to local and national guidance. 

Your feedback
We really welcome your thoughts on both the Heart Health Alliance meetings and this newsletter. If you have any feedback or suggestions please email to darminderkumar@barnsley.gov.uk 


Next meeting: 
Tuesday, 12 September 2023, 10:00am-12:00pm
Microsoft Teams 

If you would like to attend the Heart Health Alliance please contact kayemann3@barnsley.gov.uk
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A collaborative system wide approach to heart health









Reminder of our purpose, vision and priorities
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Our priorities
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Review of primary prevention



What progress has been made?



What more can we do?





















Physical Activity · Alcohol · Food and healthy weight · Tobacco
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Physical Activity



New resources creation and distribution

Leaflet

Posters

Postcards



Have this been useful?

Where have they been used?

Would you like more?
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Services to refer to

Reds in the Community offer 12-week health and wellbeing programmes for both men and women. 

https://barnsleyfccommunity.co.uk/health-2/

sean.margison@barnsleyfc.co.uk   



Barnsley Premier Leisure (BPL) offer to Barnsley residents a Wellbeing Programme and the Health Referral Scheme. Contact mark.goodhead@bpl.org.uk  for more info. 
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Alcohol 



What progress has been made?



What more can we do?































Food and healthy weight



The Barnsley Food Plan was presented to the alliance 

The Healthy Weight Declaration is a strategic, system-wide commitment to promote healthy weight and overall health. It includes 16 commitments whereby local areas pledge to achieve action on improving policy and healthy weight outcomes. A task and finish group is established, and H&WB have strategic ownership. 

















What more are we doing?



What more could we do?







Smoking

Free online, accredited training for staff is at https://www.ncsct.co.uk/

Barnsley Community Stop Smoking Service (SWYFT’s Yorkshire Smokefree)  Referrals can be sent securely via YSFBarnsley@swyt.nhs.uk or SystmOne.  More info at https://barnsley.yorkshiresmokefree.nhs.uk/  

Barnsley Hospital QUIT service – inhouse support for BHNFT patients and staff, contact the team via bdg-tr.quitprogramme@nhs.net   

For maternity stop smoking referrals email maternity.stopsmoking@nhs.net   

Some Health and Wellbeing Coaches at GPs are trained to support people to stop smoking 
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Review of services 



New service development

Review of progress so far

What more can we do?
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How's Thi Ticker



Service been running 1 year now

Delivered 233 community sessions

BP taken of 3825 people

Ave age 54

59% female/ 41% male

71% no previous diagnosis of high BP

30% high and referred to local pharmacy

12% referred to GP
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Heart Health Grants

Reds in the Community

Age UK

Dearne FC





Heart Failure Subgroup

Is there still a need?

Who should lead

Is this the right place for it to sit?





Stroke

Task and Finish Group established

Data analysis underway

New localised campaign under development







Stroke BP at Home

Service offered as part of the 6 week stroke review













NHS Health Checks



Successful procurement 

New Service to commence August 2023

Targeted model, focusing on outcomes
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Targeted Lung Health Checks
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To improve heart health
through prevention, early
detection and successful
management of diseases
affecting the heart and
blood vessels.
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Our priorities

Ensurea
collaborative
system wide
approach to
heart health

Make heart health
understandable,
accessible,

and valued by
everyone

Support services
to provide the
best possible care
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Our brand new
website is here!
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Moving more
in Barnsley

What's your move?

Being physically active is one of the most
important ways fo look after your physical and
mental wellbeing. Find your move online at:

{

“There is no situation, there is
no age no condition where
exercise is not a good thing.”

Sir Chris Whitty, Chief Medi
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Indicators from the Local Tobacco Control Profiles
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BP at home poster.pdf
BP @ home NHS

BP @ Home is a service offered as part of _ South We_sot
6-week stroke review for patients identified Yorkshire Partnership
as having high blood pressure (BP) NHS Foundation Trust

What do we do?
e Patients at 6 weeks post discharge from hospital get a full D ata

secondary prevention assessment. If high blood pressure is

identified, patient is informed and BP @ home is offered : _
e This is a 7—dpay blood pressure monitoring programme Out of 402 patients seen for a 6-week review between March 2022 - March 2023, 30

e Patient is given a calibrated machine, recording sheet, information patients were identified as having high blood pressure:

and contact details
e Follow up appointment is made for review after day 8/9

60/ of adults in South Yorkshire were identified

as having high blood pressure.
healthcare professionals and influences patients to take ownership

ﬁ 63 n 3 /0 were males (19)
of their own health in their own environment

e |t's a good use of health professional resources e.g. reduces
amount of GP appointments @ 36 60/ were females (1 1)
- O
Patient feedback &ﬂ 40% were aged 40 - 59 (12)

“Found it really beneficial. | was
identified as having high blood pressure. @@ (o) d 60 - 79 (12
My GP followed up and increased my ‘ 40 /0 e "
medications.”

"Really good. Would not have known my @ 20% were aged 80+ (6)

blood pressure was high without it.”

Why do we do it?

e High blood pressure was identified by The National Stroke Service
Model as a major risk factor to health
e |t aids continuity of care for the patient in partnership with

Stroke and TIA (Transient Ischaemic 1 year aUd It

Attack) percentage of stroke/TIA ?t;? p?jtients of 402 (total seen) were offered home BP monitoring for elevated
. . . ood pressure.
patients with controlled hypertension cp ol : o e haat and et ot
. s received a copy of the recording sheet and a covering letter on completion
(HBP) - South Yorkshire data of the monitoring period.

Under 80s ol ote the full 7 ’
140/90 mmHg or less (last 12 months) E 20% 2l e(_j tO. complete t I da}ys O

monitoring due to patient choice.

80@/ had consistently elevated BP and were
O eferred back to their GP for further review.

80 -

70 -

60 [~

50—

40 -

Wl England
200 63% of the patients referred to their GP
10f 16 6% for further review did not receive
¢ any GP follow-up.
QOF: STIA010
Over 80s ‘ 79.1% were followed up by their GP.
150/90 mmHg or less (last 12 months)

80 -

70 -

0 of the patients followed up by their GP
45 .8 /o had changes made to their medications.

73 30/ of patients found completing the 7 days
_ O home monitoring to be beneficial.

60 [~

50 -

40 -

30~

20~

10~

0 . . . .

QOF: STIA011 6 60 of patients have continued monitoring
= 0 their blood pressure at home.

Indicator Patients [PCAs |[Controlled % Uncontrolled

STIA010 <80yrs 19,627 1,341 13,857 66 (4,429

stroke contr HBP

STIA010 >80yrs 10,111 395 8,384 80 (1,332

stroke contr HBP
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