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1. Agreement to provide
By offering this service the Contractor agrees to comply with all requirements under the Public Health Contract. 

2. Objectives

The objectives for the service are:
a) Identify the target population for CV risk screening (using the Quest system)
b) Invite 20% of the eligible target population each financial year, so that by year 5, 100% of eligible people have been invited for each practice.
c) Ensure good uptake of invited patients. The uptake required in 2016/17 is 60% of the 20% invited.  Additional payments are available for practices that achieve 60% or greater uptake.
d) Calculate and communicate CV risk in line with the most up to date Public Health England (PHE) Health Check and vascular screening guidance and relevant NICE guidance, ensuring and evidencing that this intervention is evidence based, effective, safe and in line with commissioner’s policies.

e) Undertake alcohol screening and brief intervention using the Fast Alcohol Screening Test (FAST) or AUDIT-C test and then the Alcohol Use Disorders Identification Test (AUDIT) if appropriate.

f) Face to face discussion with patients regarding risk and risk reduction as well as individually tailored written information.

g) Refer or signpost to appropriate lifestyle interventions to reduce risk factors (see section 2.3)

h) Ensure comprehensive and complete data collection to enable the Commissioner to monitor performance according to KPIs and for evaluation of the effectiveness of the programme in achieving its aim.

i) Ensure data is collected in a read coded format to patients’ GP practice records using the template provided and that data is uploaded at least monthly to Quest.

j) High risk patients (≥20% CV risk) are managed according to national guidelines and added to a high risk register and followed up annually (unless put on another disease register and followed up under the protocol for that register)

k) Send high risk patients an evaluation questionnaire 4 months following their Health Check (see appendices for questionnaire).
l) Obtain patient and staff feedback and evidence how this feedback is used to improve the service. 

m) Meet the standards outlined in the national quality assurance (QA) framework.

Figure 1. Overview of the vascular risk assessment and management of programme
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2.1. Expected Outcomes including improving prevention

a) Primary outcomes

· Reduction in premature CVD mortality

· Reduction in CVD morbidity

b) Secondary outcomes

· Reduction in blood pressure

· Reduction in BMI

· Increase in healthy lifestyles including increased physical activity and healthy eating and reduced smoking.

· Diagnoses and treatment of previously unknown hypertension and diabetes

· Reduction in numbers of people becoming diabetic

· Increase in awareness of safe alcohol consumption

· Awareness of dementia 

2.2. Outcomes will be evidenced by the production of reports by the provider covering the KPIs in section 8 and the minimum dataset included in the templates for Health Checks that have been provided to practices.

3. Service Outline

3.1. Service model

a) Identification of patients in the target group and programme for sending invitation letters and following up with telephone calls, texts or further letter. The invitation letter to include leaflet with explanation of Health Checks. Invitations to be scheduled so that 20% of the eligible population will be invited each year (see appendices for the number of invitations required for each practice). All non-responders will have at least 2 further reminders (by telephone, text or further letter), with a record kept of number and method of reminders made.
b) Assessment – measurements, blood tests and lifestyle review, including alcohol screen and brief intervention (using FAST or AUDIT-C and then AUDIT questions if appropriate – see appendices).

c) Intervention and follow up – CVD risk assessment, face to face personalised discussion regarding risk reduction, lifestyle support and any further follow up for medical intervention needed based on results of initial assessment.

d) Data reporting requirements and payment.

e) Collection and use of patient and staff feedback including sending the evaluation questionnaire in the appendices to all high risk patients four months following their Health Check.

f) Participation in local QA scheme for the Health Check – to include an annual QA audit visit from the commissioner.
3.2. The following tests and investigations will be carried out as part of the NHS Health Check (in line with PHE guidance):

· Blood pressure

· Smoking status

· BMI

· Physical activity levels using GPPAQ
· Total cholesterol level 

· HDL cholesterol level 

· Fasting blood glucose level if BP ≥ 140/90 OR BMI ≥ 30 (BMI ≥ 27.5 if ethnic origin Indian, Pakistani, Bangladeshi, Other Asian or Chinese) (or other indicator that the patient is at significant risk). If patient is not fasting then do HbA1c level.

· Serum creatinine and eGFR if BP ≥ 140/90 

· Alcohol screen and brief intervention as detailed below

· Family history of diabetes and premature heart disease

· Ethnicity

· Postcode (to enable calculation of deprivation quintile)

3.3. Some of the above information can be obtained by the patient completing the lifestyle questionnaire in the appendices prior to their Health Check. Other information such as blood tests and other measurements will need to be collected at the time of the Health Check.

3.4. It is recommended that QRISK2 is used to calculate CVD risk:  http://qrisk.org/  

3.5. All patients must receive a face to face discussion regarding reducing their risk of cardiovascular disease. All patients must receive a results sheet detailing their test results and CVD risk and relevant plan / support options for reducing their risk (see example in appendices). All high risk patients (≥20% risk) should receive their results in a face-to-face discussion so that further appropriate interventions to reduce risk factors can be discussed.

3.6. All patients to be given NHS Health Checks results pack (available free from Public Health at BCC).  

3.7. If the patient has a CVD risk of ≥ 20% they should be managed according to NICE guidance and added to the high risk register at their GP practice to allow for annual follow up. This is done by selecting “yes” on the template when asked if patient is high risk (risk score also needs to be recorded in the template).
3.8. NICE guidance for primary prevention is that statin treatment (40mg simvastatin unless contraindicated) is offered to those who have a ≥ 20% risk of developing CVD in the next 10 years, irrespective of their cholesterol level; A high cholesterol level in a person with a lower CVD risk is not treated with statins, and treatment is not to target (unlike for secondary prevention).

3.9. All people having an NHS Health Check should be asked either the AUDIT-C or FAST questions (see appendices). Those found to be at increasing or high risk of drinking (score of 5 or more on AUDIT-C or 3 or more on FAST) need to be asked the full set of AUDIT questions and the following actions taken, depending on the full AUDIT score:
	AUDIT scores
	Action by professional undertaking NHS Health Check

	0 -7 low risk
	Give alcohol information leaflet (copies available from public health)



	8-15 increasing (hazardous)


	Practice to provide brief advice and provide leaflet. Inform patients of sources of self-help tools and further support found on NHS Choices:  www.nhs.uk/livewell/alcohol

	Foer both: 16-19 higher risk (harmful)

And 20+
	Practice to provide local alcohol services information. Practice to discuss further and recommend referral to specialist alcohol services: SMART. 

SMART workers are experienced in helping people with alcohol problems. SMART will help to set up a plan to reduce drinking, and can refer for further support including counselling, housing and detox. 

Freephone (BT lines): 0800 032 0666

E-mail: info@smartcjs.org.uk
SMART, Elmhurst Centre, Dunsham Lane, Aylesbury, HP20 2BD
For timings please contact: http://www.smartcjs.org.uk/contact-us/
SMART, 86a Easton Street, High Wycombe, HP11 1LT
Day time: Mon – Friday 12-16.00 Evenings: Tues 16.00 -20.00 Thurs 16.00 – 20.00
Weekend: Saturday 10.00 – 14.00


All practices should be using Health Check templates that include the read codes for alcohol screening.
It is the practice’s responsibility to ensure that there are systems / protocols in place, and that they are used, for ensuring that abnormal results from Health Check assessments are followed up appropriately and that patients receive advice and/or treatment according to best practice and national guidance. 

3.10. Accessibility/acceptability
The provider will conduct an Equality Analysis prior to implementation and ensure the protected groups are not discriminated against by or within this service. 

Providers are encouraged to ensure the needs of their patients are taken into account when planning the service. For example, early morning or evening appointments may make the service more accessible to people of working age.
3.11. Whole System Relationships
The NHS Health Check is viewed as a complementary initiative to fit within the existing primary care prevention agenda. It is a programme led by public health, and aims to prevent CVD, improving the health of the population and thus reducing hospital use linked to CVD in the medium to long term.

People having an NHS Health Check should be signposted/referred onto the following relevant services by the person undertaking the screening appointment (NB this list may change over time).

· Physical activity providers e.g. Exercise on referral, Reactivate Bucks, Simply Walk

· Weight management services (NHS or Weight Watchers/Rosemary Conley)

· Smoking cessation e.g. Bucks Smokefree services, GP-based smoking cessation advisers

· Health Trainers for intensive support  to change health behaviours in the eligible population

Full information about these services is available on the PH website: Address: TBC as well as on the local resources flyer included in the packs and is updated annually.
3.12. Interdependencies

The service is dependent on capacity in primary care. Therefore if capacity issues are identified (e.g. maternity/sick leave) that cannot be resolved at practice level, the commissioner should be informed as soon as possible. Practices are encouraged to share staff across different practices so that the service is more resilient. 

4. Exclusions

· Anyone outside of the eligible 40-74 year old age group.

· Anyone with Diabetes, Coronary Heart Disease, Heart failure, Atrial Fibrillation, Stroke, Transient Ischaemic Attack (TIA), Hypertension, Chronic Kidney Disease, Peripheral Vascular Disease, or Familial Hypercholesterolemia.

· Anyone taking statins.

· Anyone on the High Risk register or who has been invited or received a NHS Health Check in the last 5 years.

4.1. It is expected that the above groups will receive relevant investigations and management relating to cardiovascular disease prevention as part of their usual care.
5. Service Delivery
5.1. Service Model

The service model must be compliant with DH, PHE and NICE guidance on Health Checks and screening for vascular risk.  Different models that are compliant with DH, PHE and NICE guidance, and are evidence based, safe and effective can also be proposed to the commissioner in writing by the provider.
5.2. Supervision and management

Staff must be trained according to the DH vascular risk screening workforce competencies and this training must be assessed and maintained with evidence of these presented to the commissioner.

http://www.healthcheck.nhs.uk/search_results/index.php?search=workforce
Staff to be trained in accordance with the PHE competencies framework.  Training must be assessed and maintained with evidence of this presented to the commissioner on request.
http://www.healthcheck.nhs.uk/search_results/index.php?search=competency
5.3. It is expected that as part of normal staff management practices, effective supervision, support and development takes place and can be evidenced to the commissioner upon request.

5.4. Monitoring and evaluation

All monitoring and evaluation is completed using the Quest system. This system is dependent on GP practices filling in the Buckinghamshire NHS Health Checks template correctly, so all relevant read codes are captured.

5.5. Care Pathway(s)

See DH and PHE guidance for Health Checks and for screening for vascular risk for guidance on the aspects of the pathway.

www.healthcheck.nhs.uk
5.6. Equipment

All equipment used for NHS Health Checks needs to be fully functional, used regularly, CE marked, validated, maintained, and calibrated according to the manufacturers’ instructions. Adverse incidents to be reported to the MHRA and manufacturer and managed according to the providers’ governance arrangements. 

6. Referral, Access and Acceptance Criteria

6.1. Geographic coverage/boundaries

The service will be open to eligible 40-74 year olds registered with a GP practice within one of Buckinghamshire’s Clinical Commissioning Groups (CCGs).

6.2. Days/Hours of operation 

The service needs to have flexible provision that meets the needs of the target population. This will include appointment availability at evenings or weekends.

6.3. Referral criteria, sources and route
Entry into the NHS Health Check will be via identification of eligible 40-74 year olds from GP practice registers, using Quest, and subsequent invitation for Health Check.

6.4. Response time & detail and prioritisation

Patients should be offered an appointment within 2 weeks of making contact with the provider to book an appointment. Waiting times will need to be evidenced to the commissioner.
7. Discharge Criteria and Planning

7.1. Once the CVD risk score is given to the patient and appropriate referrals/signposting to lifestyle services or the GP have taken place, the patient ‘exits’ the NHS Health Check process. Further intervention or onward referral is then the responsibility of the professional or service to which the patient has been referred.

8. Prevention, Self-Care and Patient and Carer Information

8.1. Information given to patients as part of the NHS Health Check, such as diet advice, should be based on best practice guidelines and be produced by a recognised source (e.g. DH, PHE, NICE). In the case of guidance changes, this information should be reviewed within a 3 month period of this change. Information needs to be agreed by the commissioner in advance of being given to patients.

8.2. Information about reducing risk and results should be fully explained and given to patients in hard copy.
9. Monitoring

9.1. Baseline performance targets – quality, performance and productivity 
	Performance Indicator
	Threshold
	Method of Measurement
	Frequency of Monitoring

	1. Screening invites
	Must invite 20% of eligible each financial year
	a) Number of invites sent

(Uploaded to Quest by practice and obtained from Quest by commissioner)
	Monthly and QA visit feedback

	2. Screening uptake
	Minimum of 50% of the 20% invited receive a HC
	a) Number of patients screened

b) Number and percentage uptake of those invited 

(both obtained from Quest by commissioner)
	Monthly and QA visit feedback

	3. Patient experience
	
	a) Face to face communication of patient results

b) Summary of results from patient feedback

c) Evidence to show how information has been used
	QA visit

	4. Staff experience
	
	a) Summary of results from staff feedback

b) Evidence to show how information has been used
	QA visit

	5. Onward referrals or signposting


	100% of eligible referred (or declined)
	a) Obtained from Quest by commissioner
	Monthly and QA visit feedback

	6. Data quality and completeness of HC
	95%
	a) Percentage data completeness showing that all relevant components of the HC have been carried out on each patient -  obtained from Quest by commissioner
	Monthly and QA visit feedback

	7. Compliance with guidance
	
	a) Guidance changes and service response
	QA visit

	8. Staff wellbeing
	
	a) Number of Health Check WTE staff
	QA visit

	9. Audit of operational policies
	
	View copy of policy
	Ad hoc 

(1 week’s notice)


9.2. Activity 

	Activity Performance Indicators
	Method of measurement
	Threshold
	Frequency of Monitoring 

	Number of eligible patients invited
	Report
	20% invited
	Monthly 

	Number of eligible patients screened
	Report
	Minimum 50% of the 20% invited
	Monthly


9.3. Activity Plan / Activity Management Plan 

There will be an annual quality assurance visit agreed with each practice and adhoc calls and meetings as required during the year.

9.4. Capacity Review

It is assumed that the required capacity is available if providers sign up to this contract. Any issues that cannot be rectified and may impact service delivery should be raised to the commissioner as soon as possible, and at least within 30 working days.

10. Audit 

All GP practices will be required to provide an annual audit consisting of:

· The member of staff delivering the health check service has been trained in accordance with the DH vascular risk screening workforce competencies and this training must be assessed and maintained with evidence of these presented to the commissioner 

· http://www.healthcheck.nhs.uk/search_results/index.php?search=workforce
· The member of staff delivering the service attends as a minimum an annual update and clinical supervision meetings along with any relevant workshops

· Audit trail for a minimum of 10 patients per practice per year to demonstrate follow-up  appointments

· Documentation and audit of equipment checks.

11. Termination notice

Either party is required to give at least 3 months written notice of intention to terminate the provision or commission of this service. 

Buckinghamshire County Council reserves the right to amend or withdraw this service if a GP Practice: 

· fails for 3 consecutive months to invite patients at the rate required to achieve 20% of eligible patients invited over 12 months.
· fails to provide health checks at the rate required to achieve 10% of eligible patients having a health check over 12 months.
12. Payment

	Fee 
	Payment  (£s)

	Per Health Check invite (up to maximum of 20% of eligible invited) paid in addition to Health Check completed

Per Health Check completed up to 59% target
DQ*1-3 (practices in areas with lower deprivation levels)

DQ4-5 (practices in areas with higher deprivation levels)

Per Health Check completed at 60% and over for ALL Health Checks completed in year
DQ1-3 (practices in areas with lower deprivation levels)
DQ4-5 (practices in areas with higher deprivation levels)
The additional £2 per Health Check completed will be paid as an accrual for those practices that deliver over 60%.
	£2.00
£22
£28

£24

£30


Please see Appendix 9 for list of practice DQ ranking

*Index of multiple deprivation scores were used to determine distribution of population from most to least deprived areas and were classified in quintiles were DQ1 (deprivation quintile) includes population with lower deprivation levels and DQ5 includes population with higher deprivation.
All payments require all relevant read codes to be entered onto QUEST, which can be done by using the NHS Health Check template provided to practices by the Public Health team when doing Health Checks. Payments will be made quarterly following receipt of data uploaded by the ninth day of the preceding quarter. 

	Health Check period 
	Months covered
	Data Upload deadline
	Payment due 

	Quarter One
	April to June
	9th July
	August

	Quarter Two
	July to September
	9th October
	November

	Quarter Three
	October to December
	9th January 
	February

	Quarter Four
	January to March 
	9th April 
	May


Additional payment for those practices that achieve 60%+ uptake will be paid as an accrual in the following finical year. 

This data is received by Public Health at Bucks County Council, County Hall, Walton Street, Aylesbury HP20 1UA as proof of validation of activity and for payments to be processed.

13. Contacts

For any further information related to this service specification or commissioning via the Public Health Contract please contact the:
Public Health Team

Bucks County Council

County Hall 

Walton Street

Aylesbury

Buckinghamshire

HP20 1UA
For payment issues please contact the Public Health Contracts Support Officer at  phcontracts@buckscc.gov.uk or telephone 01296 387139 (direct dial)
For information on providing NHS Health Checks in the primary care setting, training and professional development, clinical supervision meetings and up to date advice and policy please contact:

GP Practice Liaison Manager 

Public Health Team

Bucks County Council

County Hall 

Walton Street

Aylesbury

Buckinghamshire

HP20 1UA
Telephone: 01296 383382
For any technical advice on the GMS contract or general primary care issue, please contact the primary care team in the Area Team of NHS England in Oxfordshire on 01865 336800.
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Appendix 1: Practice NHS Health Check Target 2015-16

	Practice Name
	Eligible population for Health Checks
	20% invite target for 2015/16
	Monthly invites over 12 months
	60% uptake target
	Monthly health checks over 12 months

	SWAN SURGERY
	6293
	1259
	105
	755
	63

	OAKFIELD SURGERY
	1674
	335
	28
	201
	17

	MEADOWCROFT SURGERY
	3710
	742
	62
	445
	37

	THE MANDEVILLE PRACTICE
	4729
	946
	79
	567
	47

	THE CROSS KEYS PRACTICE
	5630
	1126
	94
	676
	56

	HADDENHAM MEDICAL CENTRE
	3111
	622
	52
	373
	31

	WELLINGTON HOUSE SURGERY
	3405
	681
	57
	409
	34

	POPLAR GROVE PRACTICE
	5770
	1154
	96
	692
	58

	WHITEHILL SURGERY
	3679
	736
	61
	441
	37

	WHITCHURCH SURGERY
	1614
	323
	27
	194
	16

	NORDEN HOUSE SURGERY
	3509
	702
	58
	421
	35

	TRINITY HEALTH
	4179
	836
	70
	501
	42

	ASHCROFT SURGERY
	1409
	282
	23
	169
	14

	WADDESDON SURGERY
	1884
	377
	31
	226
	19

	VERNEY CLOSE SURGERY
	3188
	638
	53
	383
	32

	STEWKLEY ROAD SURGERY
	2016
	403
	34
	242
	20

	WESTONGROVE PARTNERSHIP
	9708
	1942
	162
	1165
	97

	EDLESBOROUGH SURGERY
	2840
	568
	47
	341
	28

	BERRYFIELDS MEDICAL CENTRE
	1029
	206
	17
	123
	10

	AVCCG TOTAL
	69377
	13875
	1156
	8325
	694


	Practice Name
	Eligible population for Health Checks
	20% invite target for 2015/16
	Monthly invites over 12 months
	60% uptake target
	Monthly health checks over 12 months

	RECTORY MEADOW SURGERY
	3431
	686
	57
	412
	34

	AMERSHAM HEALTH CENTRE
	4392
	878
	73
	527
	44

	HAWTHORNDEN SURGERY
	2593
	519
	43
	311
	26

	IVER MEDICAL CENTRE
	3258
	652
	54
	391
	33

	THE HALL PRACTICE
	3248
	650
	54
	390
	32

	TOWER HOUSE SURGERY
	2897
	579
	48
	348
	29

	MILLBARN MEDICAL CENTRE
	2727
	545
	45
	327
	27

	HIGHFIELD SURGERY
	2097
	419
	35
	252
	21

	DESBOROUGH SURGERY
	2914
	583
	49
	350
	29

	CHILTERN HOUSE MED CENTRE
	2901
	580
	48
	348
	29

	KINGSWOOD SURGERY
	2571
	514
	43
	309
	26

	THE DOCTORS HOUSE, MARLOW MEDICAL GROUP
	9914
	1983
	165
	1190
	99

	CHERRYMEAD SURGERY
	3299
	660
	55
	396
	33

	WYE VALLEY SURGERY
	2458
	492
	41
	295
	25

	THREEWAYS
	2163
	433
	36
	260
	22

	BURNHAM HEALTH CENTRE
	6321
	1264
	105
	759
	63

	THE JOHN HAMPDEN SURGERY
	1227
	245
	20
	147
	12

	RIVERSIDE SURGERY
	2648
	530
	44
	318
	26

	WATER MEADOW SURGERY
	4415
	883
	74
	530
	44

	CARRINGTON HOUSE SURGERY
	2231
	446
	37
	268
	22

	SOUTHMEAD SURGERY
	2339
	468
	39
	281
	23

	THE SIMPSON CENTRE
	6179
	1236
	103
	741
	62

	STOKENCHURCH MEDICAL CTRE
	2378
	476
	40
	285
	24

	HUGHENDEN VALLEY SURGERY
	4616
	923
	77
	554
	46

	THE MISBOURNE SURGERY
	4530
	906
	76
	544
	45

	PRIORY SURGERY
	3737
	747
	62
	448
	37

	DENHAM MEDICAL CENTRE
	2970
	594
	50
	356
	30

	GLADSTONE ROAD SURGERY
	1642
	328
	27
	197
	16

	POUND HOUSE SURGERY
	2439
	488
	41
	293
	24

	DR ALLAN AND PARTNERS
	3409
	682
	57
	409
	34

	CRESSEX HEALTH CENTRE
	1842
	368
	31
	221
	18

	PROSPECT HOUSE SURGERY
	1379
	276
	23
	165
	14

	LITTLE CHALFONT SURGERY
	1886
	377
	31
	226
	19

	CCCG TOTAL
	107051
	21410
	1784
	12846
	1071

	BUCKS TOTAL
	176428
	35286
	2940
	21171
	1764


Appendix 2: Example Invite Letter Template


[GP Practice address]

Dear [patient name], 

Our practice is taking part in a new disease prevention programme – the ‘NHS Health Check’. 

Heart disease and stroke are the UK’s biggest killers; however, these diseases can be prevented through early detection, treatment and other actions. 

We are inviting patients aged 40-74 on our list who would most benefit from this health check. Our records show that you have not had a heart check-up in the last five years. We would therefore like to invite you to take advantage of this service. 

The health check includes: 

� Blood pressure measurement

� Weight and height measurement

� Cholesterol measurement (blood test)

� A lifestyle questionnaire

The check will be carried out by a [nurse/doctor/healthcare assistant]. Please ring the surgery to make an appointment at your convenience or to let us know that you do not wish to take up the health check. 

Please read the enclosed leaflet which provides further information. If you need this information in other formats or languages, please ask at the practice. 

Yours sincerely,



Appendix 3: Lifestyle Questionnaire
Welcome to your free NHS Health Check.
The questions you answer here and your blood test results will be entered into a calculator that will show your risk of heart disease and stroke over the next 10 years. The questions are asked because the answers directly affect your risk of having a heart attack or stroke. The information given here is confidential and will only be used by your GP surgery and the local Public Health department.

Name _____________________________________





Date of birth_______________________                    
          Yes


No

Smoking  

Are you a current smoker?



(

(


If Yes how many do you smoke a day? ..........................

If you smoked in the past, when did you stop? ...............





Family History

Do you have a first degree relative


(

(



(father, mother, brother, sister) who




has had angina or heart attack 




before the age of 60?   

Medical History
Have you ever had angina/heart 


(

(



attack or stroke?

Ethnicity

How would you describe your Ethnic group?




( Asian Bangladeshi  ( Asian Indian  ( Asian Pakistani




( Asian Other  ( Black African  ( Black Caribbean  




( Black Other  ( Chinese   ( White British  



           ( White Irish  ( White other  ( Mixed White and Asian




( Mixed White and Black African  

  


( Mixed White and Black Caribbean 




Other, please state ……………………………….

Postcode     

………………….. 




PTO


General Practice Physical Activity Questionnaire (GPPAQ)

Date………………………

Name……………………..

1.
Please tell us the type and amount of physical activity involved in your work.

	
	
	Please

mark one

box only

	a


	I am not in employment (e.g. retired, retired for health reasons, unemployed, full-time carer, etc.
	

	b
	I spend most of my time at work sitting (such as in an office)
	

	c


	I spend most of my time at work standing or walking.  However, my work does not require much intense physical effort (e.g. shop assistant, hairdresser, security guard, childminder, etc.)
	

	d


	My work involves definite physical effort including handling of heavy objects and use of tools (e.g. plumber, electrician, carpenter, cleaner, hospital nurse, gardener, postal delivery workers, etc.)
	

	e


	My work involves vigorous physical activity including of very heavy objects (e.g. scaffolder, construction worker, refuse collector, etc.)
	


2. 
During the last week, how many hours did you spend on each of the following activities? Please answer whether you are in employment or not
Please mark one box only on each row

	
	None
	Some but

less than

1 hour
	1 hour but

less than

3 hours
	3 hours or

more



	a


	Physical exercise such as swimming,

jogging, aerobics, football, tennis, gym

workout etc.
	
	
	
	

	b
	Cycling, including cycling to work and

during leisure time
	
	
	
	

	c
	Walking, including walking to work,

shopping, for pleasure etc.
	
	
	
	

	d
	Housework/Childcare
	
	
	
	

	e
	Gardening/DIY
	
	
	
	


3. 
How would you describe your usual walking pace? Please mark one box only.

	
	Slow pace

(i.e. less than 3 mph)
	
	Steady average pace


	

	
	Brisk pace
	
	Fast pace

(i.e. over 4mph)
	


(Score to be calculated electronically on the GPPAQ template during the Health Check appointment)

Appendix 4: AUDIT questions for alcohol screening and brief intervention
This is one unit of alcohol…

[image: image1.emf]
…and each of these is more than one unit

[image: image2.emf]
AUDIT – C 

	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink containing alcohol?
	Never
	Monthly

or less
	2 - 4 times per month
	2 - 3 times per week
	4+ times per week
	

	How many units of alcohol do you drink on a typical day when you are drinking?
	1 -2
	3 - 4
	5 - 6
	7 - 9
	10+
	

	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?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	


Scoring:
A total of 5+ indicates increasing or higher risk drinking.

An overall total score of 5 or above is AUDIT-C positive and 

indicates the need for further questions (as below) 

and actions (see service specification).

Score from AUDIT- C (other side) 

Remaining AUDIT questions for those scoring 5 or more on AUDIT-C

	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often during the last year have you found that you were not able to stop drinking once you had started?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you failed to do what was normally expected from you because of your drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you had a feeling of guilt or remorse after drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Have you or somebody else been injured as a result of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	


Scoring: 0 – 7 Lower risk, 8 – 15 Increasing risk,

 16 – 19 Higher risk, 20+ Possible dependence

Appendix 5: Letter to non-responders

Template for covering letter for those who do not attend for NHS Health Check after invitation and phone calls, to be sent with posted lifestyle questionnaire.

Dear …..

As you have been invited for your free NHS Health Check and have not yet booked an appointment we would appreciate it if you could fill in the attached questionnaire and send it back to the practice together with any comments as to why you have not booked your NHS Health Check.

The NHS Health Check is to assess your risk of developing heart disease, stroke, kidney disease or diabetes. If there are any warning signs, then we can help you to find ways to reduce your risk of developing these diseases.

If you are able to attend to receive your free NHS Health Check please call the practice to make an appointment.

If you are not able to attend, the information in the questionnaire will be added to your medical records so that your risk of heart disease and stroke can be discussed at a future date should you wish. 

Please use the space below to let us know why you did not attend (so we can improve the service offered) and return this page with the questionnaire.

Thank you for your help 

Yours sincerely

[Practice name]

For health information see the below websites:

http://www.nhs.uk/Tools/Pages/LifeCheck.aspx – how to make your lifestyle healthier

www.nhs.uk – general health information

www.bhf.org.uk – heart health information


Appendix 6: Referral Criteria for Weight Management 




Appendix 7: NHS Health Check Results

	MEASUREMENT
	YOUR RESULTS
	NORMAL VALUES and

SUGGESTED ACTIONS  (if outside normal range)

	Blood Pressure
	
	Less than 140/90mmHg

Actions: Reduce salt intake

               Increase exercise

	Weight

Height

BMI


	
	BMI (body mass index = wt in kg divided by height squared in m)

· Normal 18-25

· Overweight 25-30

· Obese over 30

· Morbidly obese over 40

Actions: 

Support information available at: www.nhs.uk
www.heartuk.org.uk for ideas on healthy eating

Speak to practice staff to find out ways we can support you.

	Total Cholesterol

HDL 

TC/HDL ratio
	
	· Less than 5 mmols/mol

· More than 1.2mmols/mol

· Less than 4.5mmol/mol

Actions: If you results are above these normal values, reduce saturated fats – eat less butter, cream, hard chesse, fatty meat.

Access www.heartuk.org.uk for other ways to reduce your cholesterol 

	HbA1c/IFCC

(sugar level)
	
	Less than 42mmol/mol

Actions: Specific action may be required if you are above this level.  Discuss with practice staff.

	Smoking
	
	Current smoker           Ex smoker          Non smoker

Actions: There is no safe level of smoking.

Consider quitting and speak to one of our advisors

Buckinghamshire smokefree support service

0845 27 07 222 www.smokescape.org.uk

	Alcohol
	
	Men 3-4 units daily (with 2 alcohol free days)

Women 2-3 units daily (with 2 alcohol free days)

Actions: Reduce alcohol to keep within limits

Refer to alcohol leaflet for accurate unit measures

	Physical activity
	
	At least 150 minutes per week
Any activity that makes you breathe harder and increases your heart rate.

Actions: find an activity that you enjoy

Physical activity in Buckinghamshire: www.leapwithus.org.uk
Simply Walks 01494 475367 www.buckscc.gov.uk/environment/rights-of-way/exploring-the-countryside/simply-walk

	10 year risk of developing cardio-vascular disease (heart attack and/or stroke)

Heart age
	
	· Low: Less than 10%

· Moderate: 10-20% - discuss with your GP how statins might help to reduce your risk

· High: 20% or more - discuss your risk with the GP

(if you have a 20% risk, 20 out of 100 people like you will develop cardiovascular disease in the next 10 years)

www.healthcheck.nhs.uk


Appendix 8: Questionnaire for high risk patients 4 months after Health Check

Patient evaluation of the NHS Health Check 

Thank you for taking part in the ‘NHS Health Check’. We hope you have found it useful and informative. We would be grateful for your feedback about the service. This information is confidential and will only be used by the local Public Health department to improve the service.

Age______
 Male/Female
Postcode ________   Ethnicity__________ 

GP Practice________________________

1. How useful was the Health Check to you?

Not useful  
 1
2
3
4
5
6 
Very useful

2. What was your risk?

Less than 10%
          10-19%           
    20% or above

3. Did it identify any areas of risk you were unaware of?

High Blood pressure

Y

N

N/A

High Cholesterol


Y

N

N/A

Level of physical activity

Y

N

N/A


BMI/Weight



Y

N

N/A

Blood sugar level


Y

N

N/A

Diet




Y

N

N/A

Smoking



Y

N

N/A

Kidney problems


Y

N

N/A

4. Was there enough time to ask questions?

Y
N

5. Was the appointment long enough?

Y
N

6. How good were the written materials you received?

Poor  

 1
2
3
4
5
6

Excellent

7. Were you referred to any of the following services?

Stop Smoking Service
Y
N
If yes, did you attend
Y       N      

Weight loss service

Y
N
If yes, did you attend
Y       N  

Exercise on Referral
Y
N
If yes, did you attend
Y       N


If you were referred and didn’t attend, please say why:

8. If you did attend how useful were they?

Stop Smoking Service

Not useful  

 1
2
3
4
5
6
Very useful

How could this be improved (e.g. waiting times, location/time of appointment)? ______________________________________________________________

Weight loss service

Weight watchers / Rosemary Conley (please delete as appropriate)

Not useful  

 1
2
3
4
5
6
Very useful

How could this be improved? ______________________________________________________________

Exercise on Referral

Not useful  

 1
2
3
4
5
6
Very useful

How could this be improved? ______________________________________________________________

9. Overall have you made any lifestyle changes following the Health Check?

Stop smoking

Y
N
N/A 

If no, please say why:

Lost weight


Y
N
N/A 



If no, please say why:

If yes, please say how much:

Exercising more

Y
N
N/A 

If no, please say why:

If yes, please say how much:

Healthier diet


Y
N
N/A 

If no, please say why:

If yes, please describe changes:

10. Please give any additional comments below (continue on another sheet if required):

_________________________________________________________________________________________________________________________________________________________________________________________________________

We are always looking for people to share their experience of the NHS Health Check. If you would like to do this, please fill in your name and number below and one of the public health team will give you a call.

Name: __________________________ Number: _________________________
Appendix 9: GP deprivation scores

	PRACTICE_CODE
	ORG_NAME
	DQ

	K82001
	RECTORY MEADOW SURGERY
	1

	K82004
	AMERSHAM HEALTH CENTRE
	1

	K82005
	HAWTHORNDEN SURGERY
	1

	K82006
	IVER MEDICAL CENTRE
	4

	K82007
	THE SWAN PRACTICE
	3

	K82008
	THE HALL PRACTICE
	1

	K82010
	TOWER HOUSE SURGERY
	4

	K82011
	MILLBARN MEDICAL CENTRE
	2

	K82012
	HIGHFIELD SURGERY
	1

	K82014
	OAKFIELD SURGERY
	4

	K82017
	DESBOROUGH SURGERY
	4

	K82018
	MEADOWCROFT SURGERY
	5

	K82019
	THE MANDEVILLE PRACTICE
	5

	K82020
	CHILTERN HOUSE MED CENTRE
	3

	K82021
	THE CROSS KEYS PRACTICE
	2

	K82022
	KINGSWOOD SURGERY
	5

	K82023
	THE DOCTORS HOUSE, MARLOW MEDICAL GROUP
	2

	K82024
	DR FIRTH AND PARTNERS
	4

	K82028
	HADDENHAM MEDICAL CENTRE
	2

	K82029
	CHERRYMEAD SURGERY
	3

	K82030
	WYE VALLEY SURGERY
	5

	K82031
	THREEWAYS SURGERY
	3

	K82033
	BURNHAM HEALTH CENTRE
	5

	K82034
	WELLINGTON HOUSE SURGERY
	2

	K82035
	THE JOHN HAMPDEN SURGERY
	1

	K82036
	RIVERSIDE SURGERY
	5

	K82037
	WATER MEADOW SURGERY
	4

	K82038
	POPLAR GROVE PRACTICE
	4

	K82040
	WHITEHILL SURGERY
	5

	K82042
	WHITCHURCH SURGERY
	3

	K82043
	NORDEN HOUSE SURGERY
	2

	K82044
	CARRINGTON HOUSE SURGERY
	4

	K82045
	SOUTHMEAD SURGERY
	3

	K82046
	THE SIMPSON CENTRE
	1

	K82047
	TRINITY HEALTH
	3

	K82048
	STOKENCHURCH MEDICAL CTRE
	3

	K82049
	HUGHENDEN VALLEY SURGERY
	1

	K82051
	THE MISBOURNE SURGERY
	1

	K82053
	PRIORY SURGERY
	4

	K82055
	DENHAM MEDICAL CENTRE
	4

	K82058
	GLADSTONE ROAD SURGERY
	4

	K82061
	ASHCROFT SURGERY
	3

	K82066
	POUND HOUSE SURGERY
	2

	K82068
	WADDESDON SURGERY
	3

	K82069
	VERNEY CLOSE SURGERY
	3

	K82070
	STEWKLEY ROAD SURGERY
	3

	K82073
	WESTONGROVE PARTNERSHIP
	2

	K82078
	DR ALLAN AND PARTNERS
	1

	K82079
	EDLESBOROUGH SURGERY
	3

	K82603
	CRESSEX HEALTH CENTRE
	5

	K82618
	PROSPECT HOUSE SURGERY
	1

	K82621
	LITTLE CHALFONT SURGERY
	1

	Y01964
	BERRYFIELDS MEDICAL CENTRE
	4


General Practitioners NHS Health Checks


Service Specification 


(Public Health Contract)





Free NHS Health Check


Helping you prevent heart disease, stroke, diabetes and kidney disease





Free NHS Health Check


Helping you prevent heart disease, stroke, diabetes and kidney disease





SCORE





SCORE





TOTAL





Free NHS Health Check


Helping you prevent heart disease, stroke, diabetes and kidney disease





BMI assessment





Any patient identified as obese


(BMI ≥30 or ≥27.5 for BME groups)


OR


Any patient with BMI ≥28 with any of the following: 


BP≥140/90


Glucose/HBA1c ≥ 6


CV risk ≥ 20%


Other relevant co-morbidities





Refer to FREE Weight Watchers or Rosemary Conley programme for 12 weeks.





Overweight patient without co-morbidity:


Give leaflets:


BHF leaflets


Simply Walk


Reactivate Bucks


� HYPERLINK "http://www.nhs.uk/Tools/Pages/LifeCheck.aspx" �http://www.nhs.uk/Tools/Pages/LifeCheck.aspx�
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