SERVICE SPECIFICATIONS

Service Devon and Torbay NHS Health Checks Programme

Authority Lead Martin White and Linda Churm

Syt 1st April 2016 — 31° March 2013 (with the option to
extend by two separate 12 month periods)

Date of Review November 2017

1. Population Needs

1.1 National/local context and evidence base

From 2009/10, the NHS was asked to implement a uniform and universal vascular risk assessment
and management programme called ‘vascular checks’ for people in England aged between 40 and
74. Vascular diseases include heart disease, stroke, diabetes and kidney disease and are the
biggest cause of death in the UK. From April 2013 Local Authorities are mandated to offer health
checks to their eligible population.

Collectively, vascular disease - heart disease, stroke, diabetes and kidney disease affect the lives of
more than four million people and kill 170,000 every year. They also account for more than half the
mortality gap between rich and poor. Modelling work undertaken by the Department of Health has
found that offering NHS Health Checks to all people between 40 and 74, and recalling them every
five years would be clinically and cost effective.

The programme has the potential to reduce the prevalence of heart disease, kidney disease, stroke
and diabetes. The cost per QALY (quality adjusted life year) is £2001. This represents significantly
greater cost effectiveness than the QALY threshold of £20-30,000 used by NICE and the Peninsula
Health Technology Commissioning Group. Using the DH Ready Reckoner the health checks
programme for Devon becomes cost saving at year 14 this tool includes the cost of resources to
complete the health check. However, these DH calculated figures are for universal screening a more
targeted approach may result in earlier savings and could be used to assist in reducing health
inequalities. Health checks are a universal service within which there can be a targeted element.

Each year 20% of the eligible population in Devon and Torbay should be offered an NHS health
check and at least 50% of those offered a check should receive one. The percentage uptake will
increase each year and must take account of its impact on health inequalities by ensuring certain
groups and individuals are not excluded. Thus each individual within the cohort, unless excluded
(see below) should be offered a health check, once every 5 years.

This service should be aware of, and work in conjunction with, the NHS Health Check Outreach
Programme, which will be working with the practices who are not commissioned to provide the
standard NHS Health Check Programme and targeting at risk groups who may be less willing to
engage in the standard NHS Health Check Programme.

The NHS Health Check should be compliant with the Best Practice Guidance published in April 2009
A completed vascular risk assessment as part of an NHS Health Check includes:

. A risk assessment

. Communication of risk given to the individual

. Individual lifestyle advice given to the person and

. Referral, as appropriate, to a lifestyle intervention or for further medical investigation

The population should be adjusted to exclude people who have been diagnosed with conditions such
as: Coronary heart disease, stroke, diabetes, chronic kidney disease (stages 3 to 5), hypertension,
Atrial Fibrillation, Transient Ischaemic Attack (TI1A), Familial Hypercholesterolemia, Heart failure, and

Page 1 of 24



Peripheral Arterial Disease (PAD) a link to the exclusion codes is available in 3.4.

The Public Health Outcomes framework for 2013-2016 sets out a framework for measuring public
health outcomes and includes an outcome for the percentage of eligible people who receive an NHS
Health Check. The requirements of the health check do not change but will be commissioned by the
local authority for its residents. An increased uptake is deemed important to identify early signs of
poor health leading to opportunities for primary prevention and early interventions. The programme
can and should reduce health inequalities.

Both the Devon Joint Health and Wellbeing Strategy 2013-2016 and The Torbay Joint Health and
Wellbeing Strategy 2012/2013-2014/15 have a number of lifestyle related priorities including reducing
hypertension, reducing the risks of cardio vascular disease and cancer the programme should
promote behaviour change in the population.

2. Key Service Outcomes

2.1 Service Outcomes

The health check programme is designed reduce the risk of vascular disease in the eligible
population. The programme will identify some people with previously unidentified
established disease and it is important that these people get the maximum benefit that early
diagnosis and treatment will bring. For others at risk of developing vascular disease primary
prevention and early intervention and lifestyle changes will prevent future ill health. For
others the programme will increase awareness of the risk and reinforce the lifestyle
messages to prevent vascular disease and other lifestyle related ill- health which include:

» Stop smoking if you smoke

* Eat a healthy diet

» Keep your weight and waist in check

* Take regular physical activity

» Cut back if you drink a lot of alcohol

The service will deliver the public health outcome which relates to the take up of the NHS
health check programme - by those eligible.

The service will contribute towards delivery of a number of other health improvement
outcomes including:

* Reduction in smoking prevalence (adults over 18)

* Reduction of proportion of adults who are overweight or obese

* Increase in the number of adults achieving at least 150 minutes of physical activity a

week

* Improved mental health and wellbeing

+ Identification and recording diabetes

* Reduction in alcohol related hospital admissions

* Increased dementia awareness and improved diagnosis

The service will contribute towards reducing premature mortality by reducing mortality from
all cardiovascular diseases (including heart disease and stroke)

In the first year the provider will work towards a minimum uptake of 50% of those offered a
health check receiving a health check and this target will increase year on year working
towards an expected 75% overtime.

The provider will evaluate the impact of its health checks on health inequalities for its
practice population when inviting and following up invitations to eligible patients.
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Devon County Council and Torbay Council will evaluate the programme in their areas and
feed back to practices to ensure the programme reaches populations and communities that
experience health inequalities.

Service Quality and Clinical Governance

Practices taking part in the programme must meet all national standards of service quality
and clinical governance including those set out in Standards for Better Health.
http://www.dh.gov.uk/prod consum dh/groups/dh digitalassets/@dh/@en/documents/digitalass
et/dh 4132991.pdf

These core and developmental standards of provision are designed to cover the full
spectrum of health care as defined in the Health and Social Care (Community Health and
Standards) Act 2003. The seven domains are safety, clinical and cost effectiveness,
governance, patient focus, accessible and responsive care, the care environment and public
health. Compliance with relevant NICE guidance is required.

3. Scope

3.1 Aims and objectives of service

To provide a Health Check (vascular risk assessment) and management for people in
Devon and Torbay in the target group (people aged 40 to 74 years of age who have not had
a previous diagnosis of vascular disease) in order to improve the person’s awareness of
their vascular risk (heart disease, stroke, diabetes and kidney disease) and how to minimise
or manage that risk. The eligible population will be offered a health check every 5 years.

3.2 Service description/pathway

Individuals who attend a health check following invitation will receive a risk assessment in
accordance with this specification and the risk assessment will comply with the DH national
requirements, in order that NHS Health Checks are delivered in a uniform, systematic and
integrated manner.

The results of the risk assessment will be communicated to the person and will be added to
the person’s GP clinical record.

The person will be offered brief healthy lifestyle advice and support to assist them with
managing and / or reducing their risk.

People who are found to be at moderate or high risk will be offered appropriate interventions
and referral, where required, in line with national and local guidance.

Where pre-existing disease is suspected or identified the person will be referred to their GP.

Whoever carries out the vascular risk assessment, the expectation is that it is carried out
face-to face, in a setting or an area which allows a private conversation.

Consenting people will have the following parameters measured and / or recorded:
+ Age
* Gender
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* Smoking status

* Level of physical activity

* Family history of vascular disease

» Ethnicity;

* Body Mass Index; with waist measurement

* Random blood cholesterol measurement (Total and HDL cholesterol)
* Blood pressure.

* Pulse check

* Alcohol use

+ Dementia awareness — for those aged 65-74

A diabetes filter, based on BMI and blood pressure measurement, will be used to determine
whether the person should undergo a blood glucose HbAlc measurement.

Detailed information about how to assess and manage vascular risk can be found in
“Putting Prevention First” NHS Health Check: Vascular Risk Assessment and
Management Best Practice Guidance”

http://www.dh.gov.uk/prod consum dh/groups/dh digitalassets/documents/digitalasset/dh
098410.pdf

The vascular risk assessment will consist of:

1. An interview to obtain any missing demographics, and perform any missing
measurements and any blood tests indicated.

2. A lifestyle assessment to identify those in need of brief physical activity intervention,
smoking cessation advice, brief intervention for alcohol and support with healthy
eating/weight reduction

3. A risk calculation will be undertaken (using QRISK®2) to estimate their 10 year risk of
cardiovascular disease and the individual’s risk whether high, moderate or low will be
clearly explained to them with advice as to how to make any necessary lifestyle
changes, and an assessment of the individual’s motivation to change.

4. Where necessary onward referral within the practice for further screening tests or
disease management will be arranged

This health check should focus on the individual’'s needs and preferences and maximise the
support provided to that individual to help them manage their risk and stay well for longer —
the ultimate aim of the NHS Health Check programme. A practice may prefer to deliver all of
the elements in one check or may arrange blood tests initially followed by face to face
assessment.

HC 1 (at the end of the document) provides a diagrammatic overview of the vascular risk
assessment and management programme to which the alcohol and dementia awareness
elements are added.

Invitation letter
An invitation letter template has been developed and tested, and is available to download
from the DH publications order line (www.orderline.dh.gov.uk). You can amend this letter to
suit your needs,

Patients should be invited once every 5 years, together with the national invitation leaflet.
Invitations should be repeated up to three times invites either by letter, text or telephone call
within one month of previous invitation. Record each invitation and DNA.
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Stratification could be achieved in many ways; or could be effectively first come first served
basis.

(For example eligible practice population could be invited to attend for a health check in the
financial quarter of their 40™, 45", 50", 55™, 60", 65", 70" birthday).

Where appropriate, it is also recommended that practices work with others to encourage
attendance. For example, carer support workers, local healthy lifestyle service providers and
the NHS Health Checks Devon Outreach Programme who work with the traveller and black
and minority ethnic groups (BME) and most deprived communities.

The practice must enter health check details from other providers to remove from eligible
population lists those that have had a health check which meets the requirements of this
specification.

Information leaflet for people invited for a check

People who are invited for a check should be informed about what the check entails. The
NHS Health Check information leaflet is available free of charge to Local Authorities and
NHS from DH publications order line (www.orderline.dh.gov.uk). Translated versions of the
leaflet will be available to download. When a person attends for their check, the person
carrying it out is responsible for ensuring that they are informed about the process. Further
information will be available on the health and wellbeing pages of our website with
resources for professionals. www.deveonhealthandwellbeing.org

It is important to establish that the person has received, read and understood the patient
information leaflet, and for them to be offered an opportunity to ask any questions. All staff
carrying out any part of the check needs to be able to answer accurately any queries the
person may pose, and we have provided a frequently asked questions section on the NHS
Choices website (www.nhs.uk/nhshealthcheck) to support them in this task.

At the assessment

Consenting people will have the following parameters measured and recorded:
* Age
» Gender

Postcode

®
Smoking status (QRISK 2 requires data on smoking status as follows: Current
smoker or non-smoker (including ex-smoker)

» Level of physical activity;
Recommended use of a validated screening tool such as GPPAQ to assess whether
an individual is inactive; moderately inactive; moderately active; active

« Family history of vascular disease;
Family history of coronary heart disease in first-degree relative under 60 years

* Ethnicity;

®
Self-assigned ethnicity is recorded in QRISK 2 (white/not recorded, Indian,
Pakistani, Bangladeshi, Other Asian, black African, black Caribbean, Chinese, other
including mixed)

* Body Mass Index; with waist measurement
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BMI provides one approach to identifying those at high risk of developing diabetes

or who have existing undiagnosed diabetes, and is required for the assessment of

diabetes risk. Where the individual’s BMI is in the obese range as follows, a blood

glucose test is required:

BMIlis 27.5 or over in individuals from the Indian, Pakistani, Bangladeshi, Other
Asian and Chinese ethnicity categories

* BMIlis 30 or over in other ethnicity categories

* Random blood cholesterol measurement (Total and HDL cholesterol);
For the purposes of initial assessment of CV risk non-fasting cholesterol and HDL is
adequate. If you tick lipid profile high risk on the pathology form then
HDL/LDL/triglycerides will automatically be performed. Fasting makes little difference
to HDL and therefore risk calculation. It is most important in estimating triglyceride
levels. Before treatment with statins is considered a fasting lipid profile may be
undertaken as this may in a small but significant number of cases reduce the
individual’s risk below the 20% threshold for treatment.
If point of care testing (POCT) is undertaken follow the protocol at HC 3
Practices can opt to use POCT testing or take venous samples.

* Blood pressure
Both Systolic (SBP) and Diastolic Blood Pressure (DBP) are required for the
diabetes filter, and for assessment for chronic kidney disease and hypertension.
If the individual has a blood pressure at, or above, 140/90mmHg, or where the SBP
or DBP exceeds 140mmHg or 90mmHg respectively, the individual requires:
» an assessment for hypertension (refer on within the practice)
» afasting plasma glucose (FPG) test
» an assessment for chronic kidney disease (blood test for eGFR)

Key points: To identify hypertension (persistent raised blood pressure, above
140/90mmHg), ask the patient to return for at least two more appointments; check blood
pressure twice on each occasion, under the best conditions available.

Related stages of the check: Individuals diagnosed with hypertension should be added to
the hypertension register and treated through existing care pathways. They will then exit the
health checks programme.

Qrisk score calculator available at http://grisk.org/ (HC 2 provides supporting
documentation)

There is additional data which may not be required for the cardiovascular, diabetes and
chronic kidney disease risk assessments, but is required for the QRISK® 2 risk engine. This
data may also be required to support decisions on appropriate lifestyle interventions.

®
For QRISK 2 the following additional data is required:

» Diagnosis/history of treated hypertension and at least one current prescription of at
least one antihypertensive agent)

» history of rheumatoid arthritis

» history of chronic renal disease

* history of atrial fibrillation

. Pulse
Assessment of the regularity of the pulse, patients with new diagnosis of unexplained
irregular pulse to be followed up with an ECG to assess potential diagnosis of AF.

. Alcohol use
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Practitioners carrying out the NHS Health Check will use the validated WHO developed
Alcohol Use Disorder Identification Test (AUDIT) - AUDIT-C and AUDIT screening tools.
HC 2 provides supporting documentation and shows the audit tool.
http://www.alcohollearningcentre.org.uk/Topics/Browse/BriefAdvice/?parent=4444&child=4
896

. Dementia awareness

Under the PM Challenge on Dementia, people aged 65 to 74 will be given information at
the time of the risk assessment to raise their awareness of dementia and the availability of
memory services as part of the NHS Health Check programme.

The NHS Dementia Health Checks Awareness Leaflet can be found at
http://www.healthcheck.nhs.uk/national resources/dementia_resources/ Along with a
dementia training tool.

Point of Care Testing equipment— Providers will be expected to adhere to Medicines and
Healthcare Regulatory products Agency (MHRA) advice and guidance on selection of
appropriate equipment, training in its use and ongoing management, troubleshooting, and
quality assurance processes that ensure the accuracy and reproducibility of test results.

Ref: MDA DB 2002(03): The management and Use of IVD Point of Care Testing Devices.
Medical Devices Agency UK 2002
(www.mhra.gov.uk/Publications/Safetyguidance/DeviceBulletins/ CON007333

HC 3 provides a protocol for use of POCT.

Testing for diabetes
Not every patient will need testing for diabetes

Diabetic filter
Perform a non-fasting HbA1c if:
* BMlis in the obese range (30 or over, or 27.5 or over in individuals from the Indian,
Pakistani, Bangladeshi, Other Asian and Chinese ethnicity categories)

or

* Blood pressure is at or above 140/90mmHg, or where the SBP or DBP exceeds
140mmHg or 90mmHg respectively.

It is important to consider the situation of the individual person, as some people who do not
fall into the categories above will still be at significant risk. This includes:
» people with first-degree relatives with type 2 diabetes or heart disease
* people with tissue damage known to be associated with diabetes, such as
retinopathy, kidney disease or neuropathy
+ women with past gestational diabetes those with conditions or illnesses known to be
associated with diabetes (e.g. polycystic ovarian syndrome or severe mental health
disorders)
+ those on current medication known to be associated with diabetes (e.g. oral
corticosteroids)

See also NICE guidance preventing type 2 diabetes: risk identification and interventions for
individuals at high risk (guidance www.nice.org.uk/PH38)

HbAlc is now recognised as a first-line test for diagnosis of type 2 diabetes. Therefore,
perform a HBALc test as the preferred test unless the following apply:
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Pregnancy

Suspected type 1 diabetes

Short duration of diabetes symptoms (<2 months)

Acutely ill patients

Advanced renal disease - CKD stage 4/5 (or lesser degrees but with renal anaemia)
Significant anaemia (eg. iron deficiency or haemolytic)

Presence or high suspicion of a haemoglobinopathy

Acute pancreatic damage or post-pancreatic surgery

HIV infection

Patients recently commenced on steroids or antipsychotic drugs

In the above cases, a fasting glucose test should be performed
Acting on results.

When using HbAlc for the diagnosis of type 2 diabetes, the following should be
followed:

Are any conditions present that would invalidate the use of — Use glucose-
HbAlc as a diagnostic test in this patient?* Yes based diagnostic
criteria
No
v
Laboratory venous HbAlc
(no need for fasting)
\ 4 A A 4
HbA1c = 48 mmol/mol HbAlc 42-47 mmol/mol HbAlc < 42 mmol/mol

(if HbAlc > 120 mmol/mol
suggests marked

hyperglycaemia requiring 1
urgent clinical assessment) ;

A 4 /

Diabetes confirmed if symptoms
If asymptomatic repeat test within 2

weeks
v
Not diabetes but may
A 4 still be high diabetes
HbA1c = 48 High diabetes risk risk
mmol/mol on second Lifestyle intervention and Intensive lifestyle
sample monitor annually advice and recall in
Diabetes confirmed two years
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When using glucose based-criteria for the diagnosis of diabetes the following should
be followed

Do finger prick capillary glucose immediately
Send random venous laboratory glucose the same day

Finger prick glucose = 11.1 mmol/L Finger prick glucose < 11.1 mmol/L
Diabetes likely Diabetes less likely but possible
(check urine for ketones immediately)

Seek specialist diabetes advice A 4
same day if: Review Lab results promptly
e Type 1 diabetes
suspected

o Physically or mentally ill

Others — manage as clinically
appropriate whilst awaiting lab
glucose result — seek advice from
Diabetes nurse or GP

Lab glucose 7- 11.1 mmol/L
Diabetes possible
Check fasting lab glucose
Lab glucose < Lgb glucose = 11.1 mmol/L ywthln 3 dgys (= 7 mmol/L
11.1 mmol/L Diabetes |nd|cat_es d_|abetes — repeat
; If no symptoms: to confirm if asymptomatic)
Diabetes less .
; Repeat lab test required to
likely but ; . ; .
; confirm diagnosis — use fasting Lab glucose < 7 mmol/L
possible . : .
glucose as confirmatory test Diabetes unlikely
(fasting glucose = 7 mmol/L However need to give
confirms diabetes) intensive lifestyle advice

as at higher risk and
recall in two years.

A
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Testing for kidney disease;

Thresholds:

>140/90mmHg. If the individual has a blood pressure at or above 140/90mmHg, or where
the SBP or DBP exceeds 140mmHg or 90mmHg respectively, the individual requires an
assessment for chronic kidney disease by a GP who will follow up abnormal results
following creatinine testing. The results of the serum creatinine test should be used to
calculate the estimated glomerular filtration rate (eGFR) in order to assess the level of
kidney function, and recorded on the individual’s patient record.

60m|/min/1.73m2 Where eGFR is above or equal to 60ml/ min/1.73m2, no further
assessment is required, unless the individual is diagnosed with hypertension or diabetes
mellitus. In this case, their risk of kidney disease will be monitored as part of the
management of their hypertension and/or diabetes.

<60m|/min/1.73m2Where eGFR is below 60m|/min/1.73m2, management and assessment
for chronic kidney disease is required in line with NICE clinical guideline 73 on chronic
kidney disease. This will include an assessment of the urine albumin: creatinine ratio (ACR)
to identify and detect proteinuria. Further management will depend on the ACR results.

Communicating risk
Everyone who undergoes a check should have their results and their NHS Health Check
assessment of vascular risk conveyed to them.

Everyone will be at some level of risk and this need to be clearly explained. The
communication of risk and what it means for the individual is of paramount importance to the
programme meeting its objective of helping people stay well for longer. Levels of risk need
to be discussed alongside what each individual can do to manage their risk, such as taking
regular physical activity, eating a healthy diet, reducing their calorie and alcohol intake as a
way of managing their weight, and stopping smoking.

The following information relating to the person undergoing the health check shall be
communicated to that person as soon as reasonably practicable after the test has taken
place—

(a) body mass index;

(b) cholesterol level;

(c) blood pressure;

(d) cardiovascular risk score;

(e) AUDIT score

Branded leaflets will be available on the practitioner health and wellbeing pages
(www.devonhealthandwellbeing.org.uk) with information about local services and support
and a health check results leaflet will be developed and provided by Devon County Council
to support delivery of the programme. The NHS Health check website provides free
resources and copies of all leaflets.
(http://iwww.healthcheck.nhs.uk/commissioners_and_healthcare_professionals/)
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Lifestyle intervention

The Department of Health stipulates that as part of the check individuals should be sign
posted to appropriate services to enable them to make life-style changes. The current
services for both Devon and Torbay are included HC 4. It should be noted that these will be
subject to change and NHS Health Checks providers will be kept notified of any changes.

In Devon Tier 2 weight management services are now available to support those eligible for
a Health Check. Torbay’s Healthy Lifestyles team offer a wide range of lifestyle intervention
courses and advice sessions to the public of Torbay. Healthy Lifestyles Team can be
contacted on 0300 456 1006 or
http://www.torbaycaretrust.nhs.uk/yourlife/healthy lifestyles/Pages/Default.aspx

Smoking
Anyone who is a smoker and wants to quit should be offered the support of a local NHS
Stop Smoking Service.

Alcohol

For those patients who are AUDIT positive, the AUDIT score will help the NHS Health
Check practitioner decide what to do next. The AUDIT score should then be fed back to the
patient and to the GP.

For those patients whose drinking (AUDIT score) is placing them at increasing or higher risk
of future health damage, NICE guidance recommends that NHS Health Check practitioners
provide them with brief advice about how alcohol can contribute to health problems and
encourage the patient to reduce their alcohol consumption. This advice should be supported
by giving the patient an appropriate leaflet to reinforce the messages delivered.

For those patients whose AUDIT score is high and indicates that they may possibly be
dependent on alcohol, the NHS Health Check practitioner or the GP should consider and
discuss with the patient a referral to local specialist services for appropriate assessment and
treatment.

About 22% of adults are drinking above lower-risk guidelines. Most people attending a NHS
Health Check will be assessed as low risk for alcohol consumption and can simply be
congratulated on their lower-risk use of alcohol and be encouraged to maintain this lifestyle.

For patients with an AUDIT score between 8 -20 the provision of information and brief
advice focusing on how alcohol can contribute to health problems and discussing practical
ways of reducing alcohol consumption. These discussions should be reinforced by providing
written information.

For patients with an AUDIT score above 20 indicating possible dependency or a score of 16-
20 with complex needs such as mental health then consider referral to a specialist service.
Currently in Devon this is RISE Recovery and Integration Service and in Torbay it is Walnut
Lodge of the Torbay Drug and Alcohol Service.

Physical Activity

The Chief Medical Officer recommends that for general health benefits adults should take a
total of 30 minutes a day of at least moderately intense physical activity on five or more days
a week (or 150 minutes per week). The recommended levels of activity can be achieved
either by doing all the daily activity in one session, or through several shorter bouts of
activity of 10 minutes or more. The activity can be lifestyle activity or structured physical
activity or sport, or a combination of these.
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Key points:

If, through DH’s validated tool GPPAQ, the individual is identified as less than active,
practitioners should offer a brief intervention in physical activity as follows. The 2006 NICE
physical activity public health intervention guidance recommends that primary care
practitioners should take the opportunity, whenever possible, to identify inactive adults and
advise them to aim for 30 minutes of moderate activity on five days of the week (or more),
and to offer adults who are less than active a Brief Intervention in Physical Activity.

Four commonly used methods to increase physical activity: brief interventions in primary
care, exercise referral schemes, pedometers and community-based exercise programmes
for walking and cycling. NICE Public Health Intervention Guidance PHI002. March 2006.
www.nice.org.uk/PHI002

General Practice Physical Activity Questionnaire: www.dh.gov.uk/en/ Publications and
statistics/Publications/ Publications Policy And Guidance.

Weight management

Devon County Council and Torbay Council commission Healthy Weight Services which aim
to support clients who want support to manage their weight and are 16 years and over,
ready to change and either self-referred or referred by a health professional. Clients will be
supported with an assessment of readiness to change, followed by a brief intervention of
varying length (depending on the needs of the client), the agreement of an action plan and
the provision of support material and follow-up.

Following the risk assessment

» Patients will be classified into 3 risk categories which will be recorded on their
record including the NHS Health Check Register
Low Risk =10%
Moderate risk 10-20%

+ High Risk 220%
Record the outcomes from any further interventions in the patient record

» Provide reports on activity and outcomes to Devon County Council and Torbay
Council

» Administer the recall process

Recall

Patients with a risk score = 20% will exit the programme and be managed accordingly under
the GMS contract.

Patients with a risk score < 20% will remain in the programme and be recalled every 5
years.

Activity Reporting

Activity data is currently reported through the quarterly returns and includes health checks
offered and received. In future, the details of the health check as per the complete latest
NHS Health Check data set (currently 17.03.15) must be recorded on the practice system
using the relevant supplied clinical codes.

http://www.healthcheck.nhs.uk/commissioners _and healthcare professionals/managing_yo
ur_programme/information _governance and data/

The plan is for an anonymised direct data extraction from the primary care data warehouse
to be performed on a quarterly basis for contract monitoring and programme evaluation
purposes. At present Devon Local Medical Committee only permits access to data in the
primary care data warehouse for predictive modelling purposes, so a variation to existing
agreements will be required to allow for the extraction of health check information for these
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purposes. If this is not forthcoming, the alternative is for each practice to directly provide an
anonymised dataset to Public Health Devon on behalf of both Devon and Torbay councils.

3.3 Population covered

All eligible people registered with a GP practice within Devon and Torbay who are aged
between 40-74 years.

3.4 Any acceptance and exclusion criteria

People who are on a CVD related disease register or have been diagnosed with coronary
heart disease, chronic kidney disease (CKD stages 3-5), diabetes or who have had a stroke
are excluded from the programme as they will already be managed using existing care
pathways.

In addition, people who have been diagnosed with the following are also excluded:
* Hypertension
» Atrial Fibrillation
* Transient Ischaemic attack (TIA)
* Hypercholesterolaemia
* Heart failure
» Peripheral Arterial Disease (PAD)
* Those prescribed statins
+ Those identified as high risk (= 20%) - those identified as high risk are managed
accordingly under QOF under are no longer part of the health checks programme.

People who have been diagnosed as obese are not excluded from the NHS Health Check,
and should be called routinely every five years like all other people as they are likely to
benefit from the NHS Health Check. People with blood clotting diseases such as
haemophilia and Hughes syndrome are not excluded from the programme. Again, they do
not have existing vascular disease and will benefit from the advice and support provided
through the NHS Health Check.

People who have CKD stages 1 and 2 are included in the programme because they will not
be routinely managed and monitored for other vascular conditions such as diabetes and
hypertension.

A full list of exclusion codes are available at:
http://www.ic.nhs.uk/services/datasets/document-downloads/nhs-health-check

Practices must create and maintain a register of patients eligible for an NHS Health Check.
Patients with a diagnosis of cardiovascular disease must be entered onto the disease
register and follow the relevant care pathway. People who have had a health check which
meets the requirements of the specification in the past five years are excluded.

3.5 Interdependencies with other services

The service will be integrated with other providers as part of the patients care pathway. The
service will work with:

* Clinical Commissioning Groups

* Other GP practices

* Outreach Programme
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Community Groups
Secondary care services
Pathology services
Pharmacies

Lifestyle Services

Alcohol treatment services
Dementia services

Devon County Council
Torbay Council

Equipment providers

Carers health and wellbeing check providers
Any other interested parties.

NEW Devon and South Devon and Torbay CCGs provide carers health and wellbeing
checks and new carers identified through the health check programme should be informed
of the wider carers health and wellbeing checks.

3.6 Any activity planning assumptions

Devon has an eligible population of 246,679 for 2013/14 and on this basis 49,366 individuals
should be invited for a health check per annum across Devon. Torbay has an eligible
population of 43,280 and on this basis 8,656 individuals should be invited for a health check
per annum across Torbay. A forecast activity level for the practice is shown in the attached
payment schedule which assumes that 50% of those invited to receive a health check will
attend. £24 is payable for each completed Healthcheck (i.e. patient seen and data
completed and provided to Devon County Council and Torbay Council respectively).

Payment will be made in accordance with Appendix B of the contract.

As the health check programme is a five year programme it is assumed that 20% of the
eligible population will be invited each year and for payment purposes it has been assumed
that 50% will attend. The programme started in-year so practices are able to continue to
increase offers in year 3 to achieve 60% of the eligible practice population by 31* March
2016 and payments will be adjusted accordingly. The objective is to increase uptake to 66%.

4. Applicable Service Standards

4.1 Applicable national standards e.g. NICE

‘NHS Health Check Programme: Best Practice Guidance; Programme standards for self-
assessment framework; Competence Framework and Programme Standards:
http://www.healthcheck.nhs.uk/commissioners and healthcare professionals/national quid
ance/

‘Putting Prevention First’ NHS Health Check: Vascular Risk Assessment and Management.
Best Practice available at
http://www.dh.gov.uk/prod consum dh/groups/dh digitalassets/documents/digitalasset/ 09

8410.pdf

The Handbook for Vascular risk Assessment, Risk Reduction and Risk Management A
report prepared for the UK national Screening Committee available at
http://www.screening.nhs.uk/cms.php?folder=2718
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MDA DB 2002(03): The management and Use of IVD Point of Care Testing Devices.

Medical

Devices Agency UK 2002

www.mhra.gov.uk/Publications/Safetyquidance/DeviceBulletins/CON007333

Four commonly used methods to increase physical activity: brief interventions in primary
care, exercise referral schemes, pedometers and community-based exercise programmes
for walking and cycling. NICE Public Health Intervention Guidance PHI002. March 2006.
www.nice.org.uk/PHI002

See also NICE guidance preventing type 2 diabetes: risk identification and interventions for
individuals at high risk (guidance www.nice.org.uk/PH38)

4.2 Applicable local standards

POCT protocol —HC 3

Audit

An audit is required and a programme of practice audits will be developed and undertaken
by the Commissioner to provide a sample of the effectiveness of the programme.

To ensure that services for which a fee is claimed have actually taken place and
thereby protect the public against fraud

To evaluate the effectiveness of the NHS Health Checks programme in picking up
CVD related risks and diseases

To inform future needs for lifestyle service development

Professional competency, education and training

Healthcare staff delivering the service will be appropriately trained to perform a
NHS Health Check including all relevant clinical skills, risk communication and brief
intervention.

Devon County Council and Torbay Council are able to support training prior to
implementation and practice staff will be invited to attend and the Councils will
provide ongoing support and resources.

Health care assistants should be supervised by appropriate senior staff including
regular observation of their work and Devon County Council and Torbay Council
require a named NHS Health Checks Champion in each practice to oversee the
NHS Health Checks.

Involved staff should complete the online training tool available at
http://nhslocal.nhs.uk/story/inside-nhs/1-introduction-nhs-health-checks-online-
training

For those involved in the delivery of alcohol IBA it is recommended that, as a
minimum, they undertake a short e-learning course. An accessible online training
module is available to support the delivery of alcohol IBA in Primary Care.
http://www.alcohollearningcentre.org.uk/eLearning/IBA/

Practices are expected to comply with the standards published in the NHS booklet
‘Putting Prevention First — NHS Health Check: Vascular Risk Assessment and
Management, Best Practice Guidance’

http://www.dh.gov.uk/prod consum_dh/groups/dh_digitalassets/documents/digitala
sset/dh_098410.pdf

Further information available in the Vascular Assessment Workforce Competencies
document available at
http://www.healthcheck.nhs.uk/Library/VRAWorkforceCompetences294521 Preve
ntionFirst v3.pdf

All equipment used to perform the physiological measurements must be validated
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and calibrated according to national guidance.
* A web based dementia tool can be found at
http://www.healthcheck.nhs.uk/national resources/dementia resources/

A practitioner page has been set up on the Devon Health and Wellbeing website and on
Torbay Public Health pages with downloadable resources and details of training events and
links to guidance and best practice. The link for Devon practices is:
http://www.devonhealthandwellbeing.org.uk/library/prof/health-checks/

The link for Torbay practices is:
http://www.torbay.gov.uk/index/yourservices/publichealth.htm

5. Location of Provider Premises

The Provider’s Premises are located at: GP Practice premises
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HC 2
Supporting Documentation

CVD risk

e Pulse should be checked for rate and rhythm

e The CVD risk in patients is calculated using a web based risk calculator that can be
accessed from this http://qrisk.org/

o On completion of the above tool a risk score will be produced. However, this initial
score may need to be further weighted to take into account the effects of
abdominal fat (waist circumference measurement) and other risk factors not

Example of tool below

included in this equation.

ISK2-2012 - Microsoft Internet Explorer provided by Cornwall NHS

Fie Edit View Favorites Tools Help

— _ »
g | oumzaiz ] I Ly v B - & v (i) pags - 3 Tooks -
)
ClinRisk e .
#  Welcome to the QRISK®2-2012 risk calculator: http:/grisk.org
This calculator is only valid if you do not already have a diagnosis
Please check out
« hitp:igintervention.arg, which has both QRISK®2 and QDiabsetes® and will be updated to the 2012 versions of bath soan; and
o hitp:ligrisk orglifstime, a newer, competing risks model, which displays people's risk of heart attack or stroke over the whole of their life. QRISK®-lifetime is the risk engine used atthe heart of the new JBS3 calculatar.
+ hitp/iclinrisk co uk/ClinRis/QRISK2 Windows calculatorhtml, for a Micrasoft Windows version of the QRISK®2-2012 calculator licenced for commercialihealthcare use
# The App Store for an iPhone and iPad version of the calculator. The 2012 update has just been released
[ Welcome ] [ Information ] [ Publications ][ About ] [ Caopyright ] [ Contact Us ] [ Algorithm ] [ Software ]
About you @ s . 5
Welcome to the QRISK™2-2012 cardiovascular disease risk calculator
Age (30-84)
Sex @Male OFemale Welcome to the QRISK®2-2012 Web Calculator You can use this calculator to work out your risk of having a neart attack or
Ethnicity White or notstated % stroke over the next ten years by answering some simple guestions. It is suitable for people who do not already have a
diagnosis of heart disease or stroke
UK posicode: leave blank if unknown
Postcode l:l The QRISK®?2 algorithm has been developed by doctors and academics working in the UK National Health Service and is
based on routinely collected data from many thousands of GPs across the country who have freely contributed data for
Clinical information medical research. It is updated annually each April, refitted to the latest data to remain as accurate as possible
8 Whilst QRISK2 has been developed for use in the UK, it is being used internationally. For non-UK use. if the postcode field is
Diabetic? [J left blank the score will be calculated using an average value. Users should note, however, that CVD risk is likely to be under-

X estimated in patients from deprived areas and over-estimated for patients from affluent areas. All medical decisions need o
Angina or heart attack in a 1st degree refative < 607 [ be taken by a patient in consultation with their docter. The authors and the sponsors accept no responsibility for clinical use
Chronic kidney disease? [ or misuse of these score

2 8.
gltalibniton g The science underpinning the QRISK®2 equations has been published here
On blood pressure treatment? []
o » Prediciing cardiovascular risk in England and YWales_ prospective derivation and validation of QRISK2. BIJ ,
Rheumatoid arthritis? [ 5008 536 147587
Leave blank if unknown
Cholesterol/HDL ratio :l Click here for more information on QRISKZ2
Systolic blood pressure (mmHg) l:l
Body mass index
Heigntemy:| |
T —
Calculate risk over |10 ¥ years. [_Calculate risk &

€ Internet

F100%
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Alcohol Audit Tool
AUDIT - C

A revised Alcohol Use Disorders Identification Test Consumption (AUDIT C ) which places
guestions 1, 2 and 3 of the AUDIT first with the remaining 7 AUDIT questions after. (2008,
DH)

Scoring system Your

0 1 2 3 4 score
2 - 4 2 - 3 4+
How often do you have a Never Monthly times times times

drink containing alcohol? orless per per per
month  week week

Questions

How many units of
alcohol do you drink on a

. 1-2 3-4 5-6 7-9 10+
typical day when you are

drinking?

How often have you had Dail
6 or more units if female, Less or y
or 8 or more if male, on a Never than Monthly Weekly

: S almost
single occasion in the last monthly dail
year? y
Scoring:

A total of 5+ indicates increasing or higher risk drinking.
An overall total score of 5 or above is AUDIT-C positive.

Page 19 of 24



AUDIT

The full Audit, providing 10 alcohol identification questions, is the gold standard of
identification tests and was developed by WHO.

Questions

How often do you have a
drink containing alcohol?

How many units of
alcohol do you drink on a
typical day when you are
drinking?

How often have you had
6 or more units if female,
or 8 or more if male, on a
single occasion in the last
year?

How often during the last
year have you found that
you were not able to stop
drinking once you had
started?

How often during the last
year have you failed to
do what was normally
expected from you
because of your drinking?
How often during the last
year have you needed an
alcoholic drink in the
morning to get yourself
going after a heavy
drinking session?

How often during the last
year have you had a
feeling of guilt or remorse
after drinking?

How often during the last

year have vyou been
unable to remember what
happened the night

before because you had
been drinking?

Have you or somebody
else been injured as a
result of your drinking?

Scoring system

0

Never

1-2

Never

Never

Never

Never

Never

Never

No

1

Monthly
or less

Less
than
monthly

Less
than
monthly

Less
than
monthly

Less
than
monthly

Less
than
monthly

Less
than
monthly
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2

2 - 4
times
per
month

5-6

Monthly

Monthly

Monthly

Monthly

Monthly

Monthly

Yes,
but not
in the
last
year

3

2 - 3
times
per
week

7-9

Weekly

Weekly

Weekly

Weekly

Weekly

Weekly

Your
4 score

4+
times
per
week

10+

Daily
or
almost
daily

Daily
or
almost
daily

Daily
or
almost
daily

Daily
or
almost
daily

Daily
or
almost
daily

Daily
or
almost
daily

Yes,
during
the
last
year



Has a
doctor

about

relative or friend,

or other health Yes, Yes_,
but not during
worker been concerned .
s No in the the
your drinking or
last last
suggested that you cut
year year

down?

Scoring: 0 - 7 Lower risk, 8 = 15 Increasing risk,
16 - 19 Higher risk, 20+ Possible dependence

Point of Care Testing Protocol

The Lipid near patient testing device will be quality checked on a locally agreed
regular basis, by following the guidelines for quality assurance in accordance with
the manufacturer’s instructions supplied with the device.

Internal quality control (IQC) procedure will be followed by the analysis of an
appropriate control material (supplied by the manufacturer of the device), providing
reassurance that the system is working correctly. The results of the IQC must be
recorded appropriately and performed at an appropriate frequency.

External quality assessment (EQA) of samples with unknown values from an
external source will be performed on a scheduled basis. This will be operated
through dedicated EQA providers, such as the UK National External Quality
Assessment service or the local hospital laboratory.

All QA results, faults, repairs and maintenance must be documented and held by
the operator of the Health Check service.

Adverse incidents involving medical devices will be reported to the manufacturer
and to the MHRA.
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HC 4

Current Lifestyle Services in Devon and Torbay
(these will be subject to change)

Commissioned Lifestyle Services available to support the NHS Health Check in Devon

Service Provider Health Self - How to Refer?
Professional Referral?
Referral?
Drug and Alcohol RISE (Recovery YES YES Email: rise.referral@riserecovery.cjsm.net
Treatment and and Integration Exeter, East and Mid Devon - Tel: 01392 492360 Fax : 01392 213485
Support Service) North and West Devon, Torridge - Tel: 01271 859044 Fax : 01271 370712
South Devon and Teignbridge - Tel: 01626 351144 Fax : 01626 366314
Online Alcohol Breaking Free YES N/A Email: gd-vies@breakingfreeonline.com
Treatment and Support | Online Tel: 0161 834 4647
Specialist Stop Health Promotion YES YES Email: ndht.hpd@nhs.net
Smoking Service Devon Tel: 01884 836 024
Stop Smoking Support | Various YES YES Website: http://www.smokefreedevon.org.uk/support-to-quit-smoking/quit-
(GP, Pharmacy and smoking-through-your-gp-pharmacy-or-dentist/ Resources:
community settings) http://resources.smokefree.nhs.uk/resources/
Community-Based Health Promotion YES N/A Email: ndht.hpd@nhs.net (use referral form from website)
Weight  Management | Devon Tel: 01884 836 024 Website:
Services www.devonhealthandwellbeing.org.uk/library/prof/community-based-weight-
management-programme-tiers-1-and-2/
Exercise Referral Various YES N/A Website: www.devonhealthandwellbeing.org.uk/wp-
Scheme content/uploads/2012/10/Exercise-Referral-Schemes Devonl.pdf
(non-funded)
Get Active Devon N/A N/A N/A Website: www.getactivedevon.co.uk
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(e-tool)

Devon YES

Partnership Trust

Depression and
Anxiety Services

YES

Exeter -

Tel: 01392 675 630 email: dpn-tr.ExeterDAS@nhs.net

East and Mid Devon -

Tel: 01392 385 170 email: dpn-tr.EastandMidDevonDAS@nhs.net
North Devon -

Tel: 01271 335 041 email: dpn-tr.NorthDevonDAS @nhs.net

South and West Devon

Tel: 01626 203 500 email: dpn-tr.SouthandWestDevonDas@nhs.net
Website: http://www.devonpartnership.nhs.uk/DAS.385.0.html

Commissioned Lifestyle Services available to su

pport the

NHS Health Check in Torbay

Service Provider Health Self - | How to Refer?

Professional Referral?

Referral?
Drug and Alcohol Torbay Drug and YES YES http://www.torbaycaretrust.nhs.uk/yourlife/healthy lifestyles/primary care dru
Treatment and Alcohol Service g_service/Pages/Default.aspx
Support
Online Alcohol Torbay Drug and YES N/A http://www.torbayalcoholservices.nhs.uk/content/
Treatment and Support | Alcohol Service
Specialist Stop Lifestyle Torbay YES YES http://www.torbaycaretrust.nhs.uk/yourlife/healthy lifestyles/stop smoking/Pag
Smoking Service es/Default.aspx

Tel: 01803 299160

Stop Smoking Support | Various YES YES Stopsmoking.torbay@nhs.net

(GP, Pharmacy and

Tel: 01803 299160
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community settings)

Community-Based Lifestyles Torbay YES N/A http://www.torbaycaretrust.nhs.uk/yourlife/healthy lifestyles/Pages/SpecialistO
Weight  Management besityService.aspx

Services Tel: 01803 299160

Exercise Referral Lifestyles Torbay YES N/A http://www.torbaycaretrust.nhs.uk/yourlife/healthy lifestyles/fitness in_torbay/
Scheme Pages/Default.aspx

(non-funded) Tel: 01803 299160

Get Active Devon N/A N/A N/A Website: www.getactivedevon.co.uk

(e-tool)

Depression and Devon YES YES South and West Devon

Anxiety Services

Partnership Trust

Tel: 01626 203 500 email: dpn-tr.SouthandWestDevonDas@nhs.net
Website: http://www.devonpartnership.nhs.uk/DAS.385.0.html
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