


NHS Health Checks service specification


1. 	Introduction

1.1 Our Vision
Bristol City Council’s vision is to improve health and reduce inequality in health in Bristol through identifying individuals at higher risk of heart disease, stroke, diabetes, vascular dementia and kidney disease, and helping them reduce their risk of these conditions.

1.2 Our Ambition for this contract
Bristol City Council’s ambition is to address persistent inequality in healthy life expectancy by providing a more targeted NHS Health Check Service. 

In order to maximise the potential to reduce rates of CVD in Bristol the aims are as follows: 
· Improve access to NHS Health checks in general practice through increasing numbers of practices in Bristol offering them. Particularly where there are gaps in deprived areas.   
· Take a more targeted approach to invitations for NHS HCs to reach priority groups.
· Improve access to GP Practice data so that we can effectively measure achievement of these ambitions and measure the impact of the proposed changes on outcomes for patients eg identifying unknown risk, referrals to services to improve health outcomes, earlier diagnosis and treatment of CVD related conditions. Also to enable accurate and timely payments to GP practices for NHS Health Checks delivered

1.3 Our Values
· Wellbeing: Create healthier and more resilient communities where life expectancy is not determined by wealth or background.
· Empowering and Caring: Work with partners to empower communities and individuals, increase independence and support those who need it. 

1.4 The Focus
The focus of the service is the provision of NHS Health Checks to eligible people with targeting of specified priority groups resident in Bristol.

1.5 National and Local Context
Cardiovascular Disease (CVD) continues to be an important area for prevention.  The NHS Health Checks have a clear role in helping to prevent diabetes, heart disease, kidney disease, stroke and dementia. The NHS Long Term Plan outlines the aim to prevent CVD through a combination of public health and NHS action and the CORE20PLUS5 initiative to reduce health inequalities includes a focus on hypertension case finding, which NHS health Checks can support.  The Major Conditions Strategy includes a focus on cardiovascular disease and prevention – identifying and reducing risk factors. 

NHS Health Checks also have a key role in the systematic identification of people who could benefit from the Diabetes Prevention Programme.  This is a nationally commissioned and locally coordinated programme.  


1.6 Life expectancy and health inequalities 
Health inequalities are the differences in health outcomes between people or groups due to social, geographical, biological or other factors. These differences have a huge impact because they result in people who are worst off experiencing poorer health and shorter lives. Life expectancy is the average number of years a person is expected to live; Healthy life expectancy is an estimate of the years of life that will be spent in good health. 

1.7 Life Expectancy gap
There is a gap in life expectancy between the most deprived 10% of the population and the least deprived 10% of the population within Bristol. This gap is currently 9.9 years for males and 6.9 years for females.  This gap has not shown any clear signs of reducing over recent years[footnoteRef:2].  [2:  Bristol JSNA Health and Wellbeing Profile 24/25 – Life Expectancy] 


There are also large differences in life expectancy between wards of Bristol. The highest life expectancy occurs in Clifton for females (87.5 years) and Westbury-on-Trym and Henleaze for males (82.7 years). Lawrence Hill has the lowest life expectancy in Bristol for males (72 years) and Hartcliffe & Withywood is lowest for females (79.1 years)1.. 

1.8 Healthy Life Expectancy gap
Within Bristol there are five areas where male healthy life expectancy is in the lowest 5% in England (Knowle West, Barton Hill, Withywood, Upper Easton and Hartcliffe) and for females there are three areas that fall within the lowest 5% (Withywood, Hartcliffe and Barton Hill)[footnoteRef:3]. [3:  Bristol JSNA Health and Wellbeing Profile 2022/23 – Healthy Life Expectancy] 


The gap in healthy life expectancy between the most deprived 10% and the least deprived 10% within Bristol for males is 16.3 years and for females it is 16.7 years.

The number of years people are living in ill health has a vast range from 11 years to 31 years for females and from 10 years to 24 years for males between areas2.  

1.9 Cardiovascular Disease Mortality
Cardiovascular disease (CVD) is one of the major causes of death in under 75s in England.  In Bristol, the rate of under 75 deaths from CVD among males at 127.4 per 100,000 population is over double the rate among females (49.5 per 100,000 population)[footnoteRef:4].  [4:  Bristol JSNA Health and Wellbeing Profile 2024/25 – Cardiovascular Disease] 


Between 2018-2020 the rates of under 75 mortality from CVD had fallen in all localities in Bristol. However, in the 2019-2021 and 2020-2022 periods the rates have increased in all localities. The rates in the Inner City locality have been consistently above the Bristol average and over 3 times as high as the rates in the North and West (inner) locality3.  

Our ambition for this contract is to help address these differences in health across our city.  



1.10 NHS Health Checks Programme
NHS Health Checks is a national call and recall health improvement programme which aims to assess risk and help individuals reduce their risk of cardiovascular conditions such as heart attack and stroke. The programme is for people who are aged 40 – 74, who have not already diagnosed with a cardiovascular condition.   It aims to identify those at higher risk eg with high blood pressure, raised lipid levels, high blood glucose, and contributing factors of obesity/overweight, smoking, harmful alcohol use and physical inactivity but who are not currently receiving routine medical care or treatment from a provider and will be otherwise less likely to receive an intervention. The target population is eligible for an NHS Health Check every 5 years.  National guidance mandates the tests, measurements and communication of risk that constitutes a completed NHS Health Check. Details can be found here:  https://www.healthcheck.nhs.uk/commissioners-and-providers/national-guidance/

The risk management within the programme encompasses appropriate advice, signposting and referral to pharmacological treatment and non-pharmacological management for the management of risk, follow up and ongoing management of those at highest risk.  It includes advice and support for behavioural change, and referral and signposting where appropriate, to support smoking cessation, weight management, alcohol harm reduction and physical activity, and clinical follow up in primary care where appropriate eg. for high blood pressure, high cholesterol, diabetes risk. 

It is expected that this programme will also contribute to identifying the undiagnosed population with existing cardiovascular disease, who will then be managed on existing disease pathways within primary care and exit from the Health Check Programme call and recall.

1.11 Digital Health Checks offer
The government has committed to developing a digital NHS Health Check (in test, with a target for full roll out by 2028) to support local authority delivery of the programme. A digital approach aims to increase accessibility, engagement and convenience and enable people to do the check at a time convenient to them and choose from a range of providers to undertake the physical measurements that are part of the check. As a result the local delivery model for the programme will need to adapt to incorporate this change in due course. It is likely that a digital offer will provide the universal element of the programme and that face-to-face health checks can then be targeted at higher risk individuals and those who experience barriers to engagement via digital and self -service models. 

More information will be provided as soon as this becomes available.


2.	Outcomes

2.1 Expected outcomes 

Service Key Performance Indicators include:
· Number and % of eligible population invited for NHS Health Check
· Number and % of the eligible population receiving an NHS Health Check
· Number and % of those invited attending an NHS Health Check

Eligible population estimates have been calculated by the Office for Health Improvement and Disparities (OHID) using the latest available Office of National Statistics data, minus the estimated number of people on existing disease registers. See here: https://www.healthcheck.nhs.uk/commissioners-and-providers/data/total-eligible-population/

For Bristol, the estimated eligible population is 113,952 for 2020-2025 (the only data available at time of writing).  

GP Practices should invite 10% of their eligible population each year and achieve an estimated 40% uptake (NHS health Checks delivered) in order to remain within Bristol City Council’s budget for NHS Health Checks.  

Activity will be capped at this level to remain within budget. Bristol City Council will use eligible population data provided by each GP practice at time of signing contract, to calculate any appropriate caps on activity.    

BCC will monitor activity on a quarterly basis and inform practices if the activity needs to be paused in any given year of the contract. 


3.	Scope

3.1 Aims and Objectives of service
The Aim of the Service is to help prevent cardiovascular disease, including heart disease, stroke, diabetes, vascular dementia and kidney disease.  It will do this by:
· engaging individuals in understanding and reducing their risk
· focussing on those most likely to be at higher risk
· offering effective support for managing risk including effective follow up and management in primary care for physiological risk factors identified
 
The objectives of the service are to: 
1. Promote and improve the early identification and management of individual behavioural and physiological risk factors for vascular disease and related conditions. 
2. Support and motivate individuals to effectively manage and reduce behavioural risks through information, advice and signposting. 
3. Support individuals to effectively manage physiological risk factors through referral for clinical investigation and evidence based clinical management
4. Help reduce inequalities in the distribution and burden of cardiovascular risks and related conditions. 
5. Promote and support appropriate operational research and evaluation to optimise programme delivery and impact, both nationally and locally.

3.2 The Service will provide:
· Identification of the eligible population as detailed in 3.4 and the priority groups within this.
· Invitation to receive an NHS Health Check.
· NHS Health Checks undertaken by trained staff in appropriate locations.
· Lifestyle advice and brief intervention.
· Updating of patient records.

3.3 Service Delivery Model
The service must adhere to national standards, as outlined in the NHS Health Check programme standards and programme pathway (Appendix 1) and here: 
https://www.healthcheck.nhs.uk/commissioners-and-providers/national-guidance/   https://www.healthcheck.nhs.uk/commissioners-and-providers/delivery/ 

3.3.1 Identification and Invitation Process 
GP practices hold the necessary clinical data to define patient eligibility for Health Checks and will undertake the identification of an eligible patient list from their practice population. 

Practices should aim to invite 10% of their eligible population per annum. 

Where the GP practice is not the provider of the actual Health Check, the designated provider for the practice population must make appropriate arrangements to obtain a list of eligible patients identified by the GP practice.  A data sharing agreement and protocol, and any costs must be agreed between the practice and the provider.  

Providers of Health Checks must use practice generated lists of eligible patients and must make contact with each patient at least once by either, an initial invitation letter, email, text or telephone call.  

For patients identified in the priority groups set out in 3.4, the provider must make contact at least twice (ideally three times), through a combination of texts, letters, phone calls and any other appropriate method of communication over the course of six months.  Providers are expected to have a protocol defining a standard approach to non-responders and ‘did not attends’ (DNAs). 

If at the end of this six month period from initial invite the person has not made an appointment for a Health Check, Providers are to make a final contact, assuming no interest.  In this instance, the person is coded as either unable to contact or declined a check.

Providers using EMIS Search and Report (or other data reporting tools) should be able to co-ordinate this process using the EMIS software applications and support population level analyses of equity across the city.  Including co-ordinating letters to be sent in easy read and alternative languages. Providers are strongly encouraged to make use of these alternatives where it is known that literacy issues may be a barrier to access or English is not spoken as a first language. 

The national invitation letter template and invitation flyer can be found here: http://www.healthcheck.nhs.uk/commissioners_and_providers/delivery/invitation_letter_and_results_card/
 
Providers may also use the Accurx Health Checks Florey to invite patients for a health check and follow up with a face to face appointment to carry out the health check. 
More details can be found here: Questionnaire: SNOMED codes and questions for Health Check Questionnaire | Accurx Help Centre.



3.3.2 Opportunistic Health Checks 
Health Checks should be provided for eligible patients, including those who are unlikely to respond to an invitation. 

3.3.3 Risk Assessment
The NHS Health Check should be a face-to-face consultation with a competent person, as defined in this document. 

It must include all of the following elements as per national guidance, QRISK, CVD risk estimation and lifestyle review (see also Appendix 1 for NHS Health Checks programme pathway):
· Age
· Gender
· Smoking status
· Physical activity, using the General Practice Physical Activity Questionnaire
· Alcohol intake, using AUDIT – C as the initial screen
· Family history of coronary heart disease in first degree relative under 60 years
· Self-assigned ethnicity (white/not recorded, Indian, Pakistani, Bangladeshi, other Asian, black African, black Caribbean, Black British Chinese, other, including mixed)
· Body Mass Index (BMI)
· Ratio of total serum cholesterol/high density lipoprotein cholesterol
· Blood pressure
· QRISK score 
· Diabetes risk
· Dementia information ( includes leaflet( signposting to in house dementia lead (65-74 year olds) 
· Communication of the results
· The above should be verbal and a personalised ‘Your Results’ Leaflet given. Examples can be found here: https://www.healthcheck.nhs.uk/commissioners-and-providers/delivery/invitation-letter-and-results-card/
· Goals set in partnership with the patient (where relevant) using motivational interviewing skills.  These should be recorded on the leaflet referred to above
· Referral or signposting to clinical follow up and/or lifestyle support where appropriate. 

Providers are directed to NHS Health Check Best Practice Guidance (2019), NICE Guidance for Prevention of Diabetes Type 2 and other relevant documents such as NHS Health Check rapid evidence synthesis, and Emerging evidence on the NHS Health Check: findings and recommendations. See here: http://www.healthcheck.nhs.uk/commissioners_and_providers/guidance/  


3.3.4 Diabetes and CKD Risk Assessment if Indicated by:
BP ≥ 140/90 (either or both) 
Or
BMI ≥ 30 (or 27.5 if ethnicity Indian, Pakistani, Bangladeshi, other Asian or Chinese).



3.3.5 Diabetes and CKD
Patients who are found to be at risk of diabetes should have a venous sample test for HbA1C or fasting plasma glucose after the patient has fasted appropriately. Patients who are found to be at risk of CKD should have a venous sample test for U&E’s (with creatinine) during the health check if possible. Practices are expected to follow up all abnormal results identified during a health check. 

3.3.6 Alcohol
Alcohol intake should be assessed using Audit C; a positive score to all questions should instigate provision of information and advice as set out in section 5.4 of the NHS Health Check Best practice guidance https://www.healthcheck.nhs.uk/commissioners-and-providers/national-guidance/. For harmful drinking, appropriate follow-up and referral to alcohol services as required. 

3.3.7 QRISK
Adults aged 40 to 74 who attend an NHS Health Check should have their cardiovascular disease risk score calculated using the QRISK calculator, in order to calculate the person’s risk of developing a heart attack or stroke over the next 10 years. Guidance can be found here: https://www.healthcheck.nhs.uk/seecmsfile/?id=1687

The Qrisk calculator is available through GP clinical systems or via the web here: https://www.qrisk.org/
Latest NICE Lipid Modification Guidance for CVD risk assessment and reduction is here:  https://www.nice.org.uk/guidance/ng238  

3.3.8 Point-of-care testing 
All providers will be required to use point-of-care testing (POCT) for blood tests to measure cholesterol. This will enable the check (including calculation and communication of risk) to be undertaken in a single visit, where possible.  
  
Bristol City Council will provide appropriate POCT equipment to each provider and also register this equipment onto an appropriate quality assurance and control scheme (commissioned by Bristol City Council). Providers must participate in the designated quality assurance and control scheme to ensure ongoing precision and accuracy of patient results.  

Bristol City Council will review the ongoing costs of such provision and reserve the right to suspend provision should costs exceed budget in any given year of the contract.
    
POCT consumables will be purchased by the provider which has been factored into the local tariff. 

All providers must follow the national guidance and advice on the use of POCT. See here:  https://www.healthcheck.nhs.uk/commissioners-and-providers/national-guidance/

Any adverse incidents involving medical equipment should be reported to the manufacturer as well as the MHRA, and to the commissioner, and managed according to providers’ governance arrangements. 

3.3.9 Cholesterol Testing
A total/HDL ratio measurement is required in order to calculate a full QRISK3 score.
As per NHS Health Check pathway (Appendix 1), if the total HDL is outside of the recommended range i.e. 7.5 mmols, a lipid profile should be obtained (this does not need to be fasting). 

3.3.10 Communicating the Risk Score to Patients
Following each patient’s cardiovascular risk estimation, a brief intervention to communicate and discuss the risk score, and discussion of individual modifiable lifestyle factors should take place.   The communication of risk and what it means for the individual is of paramount importance.  Levels of risk need to be discussed alongside what each individual can do to manage their risk. As part of the check, each patient should be supported to set goals (using motivational interviewing skills) and these alongside the results should be documented within the ‘Your Results leaflet and handed to the patient. 

Such measures should be tailored to the individual patient, but might include:
· taking regular exercise
· eating a healthy diet
· reducing their calorie intake
· reducing alcohol intake
· stopping smoking
· sign posting to self-help including weight management, smoking cessation, and alcohol and where appropriate referral on to stop smoking support or community based services.

It is essential to convey an individual’s risk of developing cardio vascular disease in a way that can help motivate them to make behaviour changes that may reduce their risk.   

3.3.11 Recording the Health Check
NHS Health Check data should be recorded on the GP practice system using SNOMED CT (Systematized Nomenclature of Medicine -- Clinical Terms). Providers are expected to adjust their systems to accommodate any changes applied at a national level.  

The total health check is expected to last approximately 30 minutes.

3.4 Eligible Population
The estimated number of people in Bristol who are eligible for NHS health Checks can be found here: https://www.healthcheck.nhs.uk/commissioners-and-providers/data/total-eligible-population/


Practices should aim to invite 10% of their eligible population per annum. Prioritising invitation to target higher risk groups, including current smokers and Ethnicity = Black/Asian, in order that we may maximise the impact for the council’s budget.

Each GP practice should identify their eligible population, according to the following criteria:
· are aged 40 – 74 years 
· do not have a diagnosis for any of the following conditions:
· coronary heart disease
· chronic kidney disease (CKD), which has been classified as stage 3, 4 or 5 within the meaning of the National Institute for Health and Care Excellence (NICE) clinical guideline 182 on CKD
· diabetes
· hypertension
· atrial fibrillation
· transient ischaemic attack 
· familial hypercholesterolemia 
· heart failure 
· peripheral arterial disease 
· stroke 
· are currently being prescribed statins for the purpose of lowering cholesterol 
· people who have previously had an NHS Health Check, or any other check undertaken through the health service in England, and found to have a 20% or higher risk of developing cardiovascular disease over the next ten years. 

3.4.1 Priority Population Groups
The following groups should be prioritised when inviting patients for an NHS Health check: 
· Living in the most deprived areas (1st and 2nd most deprived quintile)
· BME ( South Asian, Chinese, Black  British (Caribbean)  or Black  African Origin -risk factors occur earlier and individuals in this category are eligible between ages 30-39 with a BMI of >23  
· BMI 30+ (or 23+ if South Asian)
· Those with a family history of CHD under 60 years old
· Current smokers
· Those who have not attended the GP Practice in the past 12 months 

3.5 Acceptance and Exclusion Criteria and Thresholds
· Acceptance criteria
· Patients registered with a GP practice in North & West Bristol, Inner City & East Bristol and South Bristol (as shown on map).
· Patients must meet the eligibility criteria as set out in 3.4
· Exclusion criteria:
· Patients registered with a GP practice in a local authority other than Bristol.
· Patients not meeting the NHS Health Check eligibility criteria.
· Patients with existing CVD related conditions and patients being prescribed statins for the purpose of lowering cholesterol are not eligible for NHS Health Checks.
· Providers are also advised to exclude patients on palliative care registers.


3.6 Risk Management and Untoward Events
The provider will use the Bristol City Council incident reporting protocols to report any clinical or non-clinical risks associated with the provision of this service in a timely fashion.

GP providers should also use the standard NHS Clinical Governance process for serious events and significant events.

Providers are expected to notify the commissioner of any long term staffing or management issues which may negatively impact on delivery of the service for a period of more than 3 months.

3.7 Training and Accreditation
Providers must ensure that all staff delivering NHS Health Checks meet the standard of the nationally developed NHS Health Check Competence Framework 2014. See here: http://www.healthcheck.nhs.uk/commissioners-and-providers/training/ 

Providers in Bristol can access NHS Health Check online training commissioned (and funded) by Bristol City Council. See here: https://smarthealthsolutions.co.uk/bristol-and-north-somerset-training/

Places may be booked by the providers directly. If for any reason the training cannot be attended, the Provider must give Bristol City Council and/or the training provider, a minimum of 3 working days to cancel their place. If this notice is not given by the provider, Bristol City Council reserve the right to invoice the Provider for the full cost of the place.    
   
Providers are encouraged to work in line with the Code of Conduct for Healthcare Support Workers and Adult Social Care Workers, particularly where staff are not registered professionals with their own Codes of Practice to which they already adhere.
https://www.skillsforhealth.org.uk/standards/item/217-code-of-conduct 

3.8 Quarterly Data Returns 
Reporting will be extracted automatically from EMIS by OneCare on behalf of Bristol City Council on a quarterly basis.

Practices should continue to use the Ardens/EMIS templates. 

All providers are expected to participate in this arrangement as part of the NHS Health Check contract and only in exceptional circumstances will alternative arrangement be agreed by the council.

3.9 Payment
Payments will be made directly to the practice from Bristol City Council based on the activity data received above, these payments will be made within the first 2 weeks of July, October, January and April.

Payment for the services are as follows:
· £30 per health check delivered 
· Additional enhanced tariff of £5 per health check delivered to one or more of the following target groups (whichever is highest, not for each category):  
· Ethnicity = Black/Asian
· Smoker = current 
· Maximum payment for a health check delivered (including one or more of target groups) will be £35

The tariff includes the identification of the eligible population, invitation to, and provision of the Health Check, recording of the results and reporting of data on a quarterly basis to the council.
 
Overall activity will be monitored by Bristol City Council and activity may be capped where necessary to ensure the service remains within its annual budget. 

This tariff relates to the following activities:
· The identification and prioritisation of the eligible practice population, according to the criteria specified above.
· All invitations and subsequent follow-up of non-responders 
· Undertaking of the Health Check according to the criteria specified above 
· Recording of Health Checks results. 
· Near-patient testing (or equivalent) for lipids and glucose/U&E’s (the latter 2 if appropriate i.e. BMI > 30 (27.5 for South Asian and Chinese patients) and BP outside of normal range i.e. >140/90).
· The delivery of lifestyle advice according to the criteria specified above and goal setting using motivational interviewing or brief intervention techniques.
· Referral or signposting onto self- help or appropriate lifestyle services/onward referral.
· Delivery of lifestyle advice must be recorded according to the criteria specified above. 
· Communication of the results and agreeing with the patient mutually agreed personalised objectives or goals that are to be recorded in the ‘Your Results’ leaflet and handed to each patient (with the appropriate leaflets as stated above).
· Referral to GP or practice nurse, where appropriate.
· Where the Health Check is provided by a non GP Practice provider, returning of the Health Check record to the GP practice.
· Recording of the Health Check result in the patient record by the GP Practice.
· Returning quarterly data to Bristol City Council.
· Submitting invoices for payment of NHS Health Checks delivered in each quarter to Bristol City Council.

Providers may work in partnership / subcontract with voluntary and community sector providers where this is likely to result in greatest reach in addressing health inequality. This must remain within the bounds of the tariff outlined above. 

Payment will be made against the number of NHS Health Checks delivered each quarter on patients that meet the eligibility criteria. 

3.10 Communications and marketing 
The service is expected as a minimum to maintain an awareness of regional and national NHS Health Checks campaigns and promotion. Marketing activity to raise awareness of the programme and to increase engagement in priority groups should be undertaken in line with the guidance in the NHS Health Checks Marketing Toolkit which has been developed to provide marketing support for all those promoting and implementing the NHS Health Check programme locally.  http://www.healthcheck.nhs.uk/commissioners-and-providers/marketing/ 

3.11 Safeguarding 
[bookmark: a195931][bookmark: a452469]The Provider’s Safeguarding policies and procedures will meet the Quality requirements agreed for the NHS Standard Contract for providers in the Bristol, North Somerset and South Gloucestershire area of the Safeguarding Vulnerable Groups Act 2006. 

3.12 Data Protection
Data flow between parties involved in the NHS Health Check programme is subject to the Data Protection Act and information governance rules. The three main data flows for the programme are:
· identifying and inviting the eligible population
· transferring NHS Health Check assessment data from non-GP NHS Health Check providers back to the GP practice
· data extraction from GP practices for local monitoring, evaluation and quality assurance of NHS Health Check. It is up to local commissioners to decide the level of data required to properly assess the impact of the programme.

Flows of personal data between parties involved in the NHS Health Check programme are subject to the General Data Protection Regulation and the Data Protection Act 2018. Further information on the data protection responsibilities of organisations processing personal data can be found on the Information Commissioner’s Office website. https://ico.org.uk/ 

3.13 Clinical Governance
Any adverse incidents relating to public health services, including NHS Health Checks should be reported to enable us to take any appropriate action. 


4.	Service Standards

Standards for the NHS Health Check programme have been developed nationally, see here: https://www.healthcheck.nhs.uk/commissioners-and-providers/national-guidance/
 These standards define specific elements of the NHS Health Check programme pathway to help ensure that, the NHS Health Check programme is delivered in a consistent and uniform way across England. 

See Appendix 1 and also here: https://www.healthcheck.nhs.uk/commissioners-and-providers/delivery/
 
The full NHS Health Check Programme Standards: a framework for quality improvement. February 2014 can be found at https://www.healthcheck.nhs.uk/commissioners-and-providers/delivery/quality-assurance/ 

4.1 Quality Indicators
	No.
	Standard	
	Point of Pathway

	1
	Identifying the eligible population and offering an NHS Health Check.
	Invitation and offer

	2
	Consistent approach to non-responders and those who do not attend their risk assessment appointment.
	Invitation and offer

	3
	Ensuring a complete health check for those who accept the offer is undertaken and recorded.
	The risk assessment

	4
	Equipment use.
	The risk assessment

	5
	Quality control for point of care testing.
	The risk assessment

	6
	Ensuring results are communicated effectively and recorded.
	Communication of results

	7
	High quality lifestyle advice (by using motivational interviewing skills) and referral /signposting are given to all.
	Risk management

	8
	Additional testing and clinical follow-up.
	Risk management

	9
	Appropriate follow-up for all if CVD risk assessed as 10% or greater.
	Risk management

	10
	Confidential and timely transfer of patient identifiable data.
	Throughout the pathway



Supplementary guidance specifically on the quality indicators is available through the quality assurance pages of the NHS Health Check programme website: http://www.healthcheck.nhs.uk/commissioners_and_healthcare_professionals/managing_your_programme/quality_assurance/


5.	Quality Assurance

5.1 Quality Assurance (QA)

Bristol City Council aims to ensure that any services that are commissioned meet quality standards, including those outlined in the NH Health Check programme standards. See here: https://www.healthcheck.nhs.uk/commissioners-and-providers/national-guidance/

5.2 Roles of those responsible for elements of QA 
The roles of both the commissioner and provider are summarised below.  All providers are expected to adhere to these standards as part of their contractual obligations. 



	Commissioner
	Provider

	1. Ensure strong local leadership.
1. Commission a quality assured and consistent programme meeting at least the defined acceptable standards with universal cover.
1. Through contract management assess all providers against these national standards and facilitate quality improvement.
1. Publish performance and monitoring reports at defined intervals, including an annual report. This could be included in the Director of Public Health Annual Report.
1. Ensure systems are in place to identify and manage serious incidents, supporting improvements and disseminating learning.
	1. To achieve a high standard of care, review and risk assess local pathways against national guidance and standards.
2. Work with commissioners to develop, implement and maintain appropriate risk reduction measures.
3. Provide agreed performance data and evidence of quality to the commissioner at agreed intervals.
4. Review implementation routinely through audit and ensure appropriate staff training for delivery of the programme. The service should seek the views of patients who attend for an NHS Health Check as part of the audit.
5. Ensure appropriate links are made with internal governance arrangements, such as risk registers.


Source: NHS Health Check Programme Standards. Available at https://www.healthcheck.nhs.uk/commissioners-and-providers/national-guidance/


6.	Location of Service

Service provision will be within the geographical boundaries of Bristol with the exact locations to be determined by providers.



Appendix 1. NHS Health Check Programme Pathway  

[image: TEST2 CCS309_CCS0320308248-001_NHS HC pathway]
 Source: NHS Health Check programme pathway https://www.healthcheck.nhs.uk/commissioners-and-providers/delivery/
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