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Overview – NWL Single offer CRM element 
2026 2027
• 1. Detection/Quality improvement 

• 2. Consistency of approach across CRM 
interconnected/inter-related conditions

• 3. Clinical care optimisation – takes into 
account new medication guidelines for 
DM/CKD/Lipid/HF

• 4. Holistic care - recognises the influence 
of lifestyle factors in patients lives and 
enabling behaviour change for both 
teams and patients

• 20% - CRM01A, CRM01B, CRMO1C, 
CRMO1D, CRM01E – QOF registers

• 20% CRMO2

• 20% CRM03, CRM04, CRM05, CRM06

• 40% CRM07, CRM08, CRM09



Combined NWL Single Offer pg 207 CRMO1 –
Detection (20% payment)/Quality improvement

Key tips
• AF – Patients (all) on the whole CRM list –

ensure pulse check and or ECG if clinically 
indicated – annual review – measure once

• NDH/DM – check coding and annual 
review

• CKD – continue with coding and review
• HTN – check if on medications now or 

past/trends of BP and code – a number of 
these patients will be on the CRM register

• * Page 233-237 Appendix XII – PCN 
thresholds



Pg 208 CRM02 – Key care processes (20% 
payment) – consistency of approach

CRM02 – Key points
• Eg AF etc case load 1000
• DM case load 400
• Total 1400 – target – 700
• Can be any mix from either group –

leading to a total of 700
• Eg AF etc 600, DM 100

• Fib 4 – Practice data will reveal that >90% 
DM patients have had LFTs and AST 
around 10-17% - code the Fib4

• Also Fib4  - rolling over a 39 month period



Pg 208 *CRM03/CRM04/CRM05/CRM06 -
HTN – A 10mmHg reduction reduces cardiovascular 
risk by 20%

Statins – not just lowering cholesterol – reducing 
“furring of the arteries” – microvascular disease
Hence explaining “heart age”

Thresholds adjusted per practice/PCN - * localised 
thresholds

*Page 238-241 Appendix XII – PCN thresholds



Pg 208 CRM07, CRM08, CRM09 – personalised care 
recognising lifestyle factors – changing behaviours for both 
teams and patients

CRM08
Group 1 & 2 total Target number

100 3

200 5

300 8

400 10

500 13

600 15

700 18

800 20

900 23

1000 25

CRMO7 – record once in the year/ pre-
assessment/triage/HCA

CRM08  - Improvement in either or any of the three 
of exercises status/BMI/smoking status (record 
twice in the year)

CRM09 – Record twice a year
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Addressing Key Risk Factors: Physical Activity

• Moving out of bottom 25% of 
fitness level reduces 10-year 
mortality relative risk by 
80% and actual risk by about 
20%

• Moving from low to above 
average fitness (50th-75th

centile) is equivalent risk 
reduction to moving from 
End Stage Renal Disease to 
normal health

Dr Tony Willis  



Tracking codes

• CRM0B – pg 209 – captured on S1/EMIS clinical templates
• Ensure capture as a minimum for Group 1 and 2 – personally capture 

for all CRM – as enables tracking ( first and follow-up – patients may 
move groups dependent on most recent results/readings/metrics)



EMIS CRM Searches / Template / Care Plan
Presented by Matahir Jahn, Clinical Systems Developer, WNL



SystemOne CRM Searches / Template / Care Plan
Presented by Matahir Jahn, Clinical Systems Developer, WNL



Enhanced Services (Single Offer)
Cardiovascular Renal Metabolic (CRM)
Clinical Searches

Tharshiya Packianathan
Senior Information Manager (Primary Care)
Business Intelligence (Analytics)
06/05/2026



Introduction

BI Responsibilities

• SystmOne and EMIS searches for NWL Single Offer

• Reporting dashboards to monitor activity and achievement

• Supports GP Practices/PCNs on queries
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Location of CRM Searches - EMIS
• Brent & Harrow GP Practices

NWL ES&R >> NWL Enhanced Services 2026 27 >> 05 Cardiovascular-Renal-Metabolic (CRM) 
• Hillingdon GP Practices

Hillingdon ES&R >> NWL Enhanced Services 2026 27 >> 05 Cardiovascular-Renal-Metabolic 
(CRM) 
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Location of CRM Searches - SYSTMONE
Achievement

NW London ICB >> NWL Enhanced Services 2026 27 >> 05a Cardiovascular Renal 
Metabolic Payment

Data Quality
NW London ICB >> NWL Enhanced Services DQ 2026 27 >> 05 Cardiovascular Renal 
Metabolic

Achievement: Data Quality: 
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Cohort
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CRM Register
Inclusions
• Aged ≥ 17

• Atrial Fibrillation (AF)

• Coronary heart Disease (CHD)

• Peripheral arterial disease (PAD)

• Chronic Kidney Disease (CKD)

• Diabetes

• Heart failure (HF)

• Hypertension

• Metabolic dysfunction-associated steatotic disease (MASLD)

• Non-diabetic hyperglycaemia (NDH)

• Stroke/TIA

Exclusions
• Palliative Care
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EMIS:

SystmOne:



Risk Classification
• Split into 3 groups
Group 1 – 14 or more risk factors
Group 2 – 10-13 risk factors
Group 3 – 0-9 risk factors

• Patient will remain in a risk group 
when first appointment has been 
completed until end of financial 
year
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EMIS:

SystmOne:



Metrics
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Payment and Quality Metrics

• First & Follow Up (CRM00B)
 No longer a payment metric
 Needed to fix patients in risk group
 First appointment is part of holistic 

care plan for Groups 1 & 2

• Payment KPIs
CRM01 – CRM09 

• Quality metrics (non-payment)
CRM10 – CRM12
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EMIS Achievement:

SystmOne Achievement:

SystmOne Data Quality:

EMIS Data Quality:



Detection 
Searches
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CRM01 – Detection Searches
Split into 5 metrics: 
a) Atrial Fibrillation

 Cohort: CRM patients aged ≥ 55
 Achievement: ECG or pulse rhythm check in financial year

b) Chronic Kidney Disease
 Cohort: 2*eGFR < 60 or 2*Urine ACR > 3
 Achievement: CKD diagnosis in financial year

c) Diabetes
 Cohort: HbA1c ≥ 48
 Achievement: Diabetes diagnosis in financial year

d) Hypertension
 Cohort: Daytime average BP ≥ 135/85 or BP ≥ 140/90
 Achievement: Either Hypertension diagnosis OR BP < 140/90 or daytime average BP < 135/85 in financial year

e) Non-Diabetic Hyperglycaemia 
 Cohort: HbA1c ≥ 42 & < 48
 Achievement: NDH diagnosis in financial year 26



CRM01: EMIS Searches

Achievement Data Quality
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CRM01: SystmOne Searches
Achievement Data Quality
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Care Processes
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CRM02 – Care Processes
• Cohort: All CRM patients
• Achievement: All care processes completed (CRM02)
• CRM02a-l – Breakdown of care processes
Note:
• Waist circumference (new metric)
• Diabetic patients only:

Mental health screening
 Left & Right foot risk classification
Retinal screening

• Diabetic & MASLD
 FIB-4
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CRM02: EMIS Searches

Achievement Data Quality

31



CRM02: SystmOne Searches

Achievement Data Quality
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Blood Pressure 
Treatment

33



CRM03 – Blood Pressure Treatment
• Cohort: Chronic Kidney Disease, Diabetes or Hypertension

• Achievement: BP Targets are split into 2 categories
No Moderate or Severe Frailty or aged < 79 with BP target ≤ 130/80
Moderate or Severe Frailty or aged ≥ 80 with BP target ≤ 150/90
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CRM03: EMIS Searches
Achievement

Data Quality
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CRM03: SystmOne Searches

Achievement

Data Quality
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Prescribing
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CRM04-6 – Prescribing/Medication Metrics
• Lipid Lowering Therapy

 Cohort Group 1: CKD, Stroke/TIA, CHD, PAD, Diabetes, or HF
 Cohort Group 2: AF, Hypertension, MASLD, NDH and latest QRISK > 10%
 Achievement: Moderate or high intensity statins prescribed in last 6 months

• ACEI/ARB Medications
 Cohort Group 1 : CKD and Urine ACR ≥ 30
 Cohort Group 2 : Diabetes and Urine ACR ≥ 3 or eGFR < 60
 Achievement: ACE inhibitor or Angiotensin Receptor Blockers prescribed in last 6 months

SGLT-2 Inhibitors
 Cohort Group 1: CKD and latest eGFR between 20 and 45
 Cohort Group 2: CKD and latest eGFR between 45 and 90 and Urine ACR ≥ 22.6
 Cohort Group 3: Type 2 Diabetes
 Cohort Group 4: Heart Failure
 Achievement: SGLT-2 inhibitors prescribed in last 6 months
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CRM04-6: EMIS Searches

Achievement Data Quality
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CRM04-6: SystmOne Searches

Achievement

Data Quality
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Holistic Care 
Plan
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CRM07 – Holistic Care Plan
 Cohort: Groups 1 & 2

• Achievement: All components of holistic care plan is completed 
(CRM07)

• CRM07Na-g: individual components of holistic care plan
• All elements to be completed in last 15 months
Note:
• CRM07Ng - Avoid harmful substances (3 items need to be completed)
Smoking
Alcohol
Drugs 
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CRM07: EMIS Searches

Achievement Data Quality
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CRM07: SystmOne Searches
Achievement Data Quality
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Improvement in 
Health Factors
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CRM08 – Improvement in Health Factors
 Cohort: Groups 1 & 2

• Achievement: Improvement in any of exercise, BMI or smoking indicators
• E.g. Exercise
 Cohort: earliest inactive/no exercise or moderately inactive coded between 

01st Jan 26 – 31st Dec 26
 Achievement: latest active or moderately active coded between 01st Jan 26 –

31st Mar 27 (recorded after earliest inactive/no exercise or moderately inactive 
code)
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CRM08: EMIS Searches

Achievement Data Quality
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CRM08: SystmOne Searches
Achievement

Data Quality
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Health 
Confidence 

Score
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CRM09 – Health Confidence Score
 Cohort: Groups 1 & 2

• Achievement: 2 Health Confidence scores recorded at least 1 month apart
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CRM09: EMIS Searches
Achievement

Data Quality
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CRM09: SystmOne Searches
Achievement

Data Quality
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