NHS HEALTH CHECKS PREVENTION PROGRAMME

< CALL & RECALL SYSTEM 2012/2013>

PATHWAY

PROVIDER

SYSTEM IMPLICATIONS

IDENTIFICATION &
OFFER

HEALTH CHECK CRITERIA
Age between 40 — 74 yrs

NO previous diagnosis of heart
disease,

DH state 75%
coverage of the
eligible population is

GP PRACTICES are
currently the sole
providers for all elements
of health check
arrangements in
Newcastle

WEAKNESSESS IN

DATA
REQUIREMENT CURRENT SYSTEM
(Offer)

a) 3 invitation letters are
sent and most have no
response

Department of
Health

*

*.

taking regular exercise, eating a healthy diet,
reducing their calories intake asa way of managing
their weight, and stopping smoking.

Verbal communication of risk score
The risk score should be communicated and
discussed 'with the individual using language that is
appropriate to their level of understanding. The
person should be encouraged to ask questions about
their level of risk:

KEY

e Fragmentation in system

e Delays in patient responding / non responders

e Time lapse in processing lipid test as it is sent to a
Lab. For testing

Follow up reliant on individual responding again
and making a further appointment

Other lifestyle management
advice

*if required
Statins prescription offered

Anti-hypertensives prescription

DNA patient is lost to
follow and goes
back onto RECALL list, if
appropriate

ANNUAL RESULTS
(Offered & Completed)
ARE REPORTED

RISK MANAGEMENT
COST = £34.50

EACH COMPLETED

HEALTH CHECK COSTS
£58.50 PER PERSON

e achievable which means
stroke, diabetes and kidney disease 9,888 . requirements b) awareness ‘?f FREE NHS
A (including hypertension) @ @ e in the city should be "X Person Health Checks is very poor
S screened a) verbal invitation c) opportunistic offers
S ey . L
& NOT on STATINS Free NHS Health Check OFFER b) invitation letters can be.made if patl.ent is
e Invite patients systematically (3) at':]endmg GP/Practlce for
: other reason/s
Eligible population is identified RRACTICE I“:&;':IENTATION o, & where a'pp'ro'prlfate 3 'c) "(ele'phone d) relies on eligible
from individual GP Practice . : . opportunistic invites to invitation ) . .
Registers Submitted Fo & negotiated with Over 13,184 people attend for a Health Check d) declined patients going to Practice
Public Health Lead o~ (20%) per year meet invitation e) number of people
== 7/ health check criteria ¢) DNA health invited for health check
in the city check appt. falls well short of the
/ City’s target
Healthcare Assistants or BLAZ LG EB I
. REQUIREMENT CURRENT SYSTEM
] ] Practice Nurses carry out Risk A
RISK ASSESSMENT ACTUAL Risk score is calculated » <10%cardi arTIsR0 e R letter RISK LEVELS the assessment within (Risk Assessment) ‘
and contact with patient is made \ is sent to patient with results each Practice a) 2 stage process in
Q R R R a) age Newcastle so system is
T Categorisation of 10 year Risk ) enclas i) e (e
of CHD Event REYIEW TRAINING gendel
- Lab. send blood test \ > 10-20% cardiovascular risk 10 yrs — People should be reviewed at Providers are expected to c) Ethm?'ty blood test for )
Response by patient . . letter sent to patient and telephone ; ; X y d) smoking status cholesterol level is set
" » results to Practice timescales relevant to their actual access online training
Health Check appointment is agreed contact : : ’ e) Body Mass Index to laboratory from GP
with individual and / or Health Check risk score, For those with a Low risk resources as part of the o .
Clinic times are scheduled and I Low risk <15% or Moderate risk score (< 20%) the Health Check contract to (weight/height) PracFlce
~ Blood sample sent off N R | . f) Blood Pressure b) high DNA rate for
a promoted by Practices b. for chol / person should be reviewed and facilitate the delivery of M b
e A to La .fOth olestero N\ >20% - 30% cardiovascular risk 10 yrs — Moderate risk > 15-20% recalled every 5 years. ISk assessment & Fisk measure both 1% appt. & 2
n testing telephone contact is made with patient management elements of g) pulse appt.
for a return appointment for follow up the NHS Health Check h) cholesterol test c) time lag in between
i) physical activity assessment and recall
P?rson attt‘:”‘is j) family history for communication of
appointment, tests are . ) @ . .
taken and results > 30% cardiovascular risk 10 yrs — Written communication of risk score: :()) sltressl r:)k / :' K rtna'na'gemelnt
recorded ~—ip telephone contact is made with patient A written report of the results should be given to the patient in advance of any RISK ASSESSMENT alco ot' ) '?ln mj\ ralnlng:n v
for a return appointment for urgent discussion about risk management to allow the person time to think about their COST = £24 consumption €} No other providers
follow up K . . ml) dementia —for
results, what it means for them, and what questions they may like to ask. i
L i/ patients over >65
signposting to memory
clinic
( Please see Verbal communication of risk)
\ / Q DATA WEAKNESSESS IN
RISK MANAGEMENT »  COMMUNICATION OF RISK | Patient attends / Healthcare Assistants or REQUIREMENT CURRENT SYSTEM
\ Practice again Practice Nurses carry (Risk Management)
out the assessment
within each Practice a) NHS Health Check a) no referral data are
DEFINITION ‘ complete only reported so
Behaviour change support connectivity with other
Everyone who undergoes a check have their results NHS Health Check services is lost i.e to
and their NHS Health Check Assessment of vascular . N COMPLETED at this point which service
risk conveyed to them NHS Stop Smoking Services b) noirisk management
referral
data are collected
Everyone will have some level of risk and this needs B iy e — ¢) number of onward
to be clearly explained. The communication of risk Exerciselon/prescription/reterra q
Wl L= A or other physical activity Patient does not referralsiareinot
and what it means to the individual is of paramount N 3 . reported
) ] Lo intervention attend
importance to the programme meeting its objective d) no follow up to
of helping people stay well for longer. ascertain whether
o0 ) ) : Weight management on referral person accessed
o Levels of risk need to be discussed alongside what lifestyle service
% each individual can doto manage their risk such as e) time lag in system

f) current system does
not represent Value
for Money

g) Performance — Q3
2012/2013

Offered 8518 (12.9%)
Completed 4057 (6.2%)

Lynda Seery, Public Health Specialist, Newcastle City Council APRIL 2013




NHS HEALTH CHECKS PREVENTION PROGRAMME

PROPOSED NEW DELIVERY MODEL >October 2013

Living Well for Longer in Newcastle — Action to reduce avoidable premature mortality Investment decisions
Basic F K AIM Working across the health and care system
(s aSI(f rgmewoy . Prevention Diagnosis Treatment (SYSTEM & EQUIPMENT REQUIREMENTS)
™ provided though the The NHS Health Check programme aims to prevent heart ( w €
Putting Prevention First — disease, stroke, diabetes and kidney disease. oy — ) P : : \
o S Best Practice and Everyone between the ages of 40-74 who has not been [‘ —— ‘] ( 1) Customised software requirement )
'..9_, & Guidance and Vascular diagnosed with one of these conditions, will be invited or I \ 2) Hardware requirement /
© % """ Risk Assessment opportunistically offered (once every 5 years) to have a health ( - Primary care ) )
g_ Workforce Competencies| check to assess their risk of developing cardiovascular disease, ( NHS Health Check ) The following equipment enables the full range of CVD
9 A | = documents and to offer them advice and support to help them manage that EEE———— health checks to be delivered in the community. All new
I hliad W risk and to stay well for longer [‘ ‘ P — ] providers except GP Practice will require Equipment kits
2 \ consisting:
oo HEALTH CHECK CRITERIA ( Acute diagnostic test )
w F NHS Health Check i ‘to- i i i \
u H::igeyou preventheaert?isease,stvoke,ec A Hzai:)h;reCk is a fpcerto-face rigk agsegsment and risk management programene gimed gt people [ Providers making every contact count ] [ Hospital or community treatment e LDX Cholesterol Analyser *
diabetes and kidney disease. - .
age . . . . . | . . ) e External Quality Assurance Scheme (EQA)
NO previous diagnosis of heart:disease, stroke, diabetes and kidney disease (including e USB link
hypertension)NOT on STATINS / Anti-hypertensive e TC/HDL Cassettes
e Consumable accessories, swabs, plasters, lancets etc
4 (" MAKING EVERY CONTACT COUNT ) *  Portable height meter
o e AA Approved BP Unit
'g e Anthropometric tape for waist measurement
K . . . . . e large Blood Pressure Cuff
3 Health Improvement Pharmacies Health Trainers GP Practices Leisure Services e  Seca Weigh Scales
2 e Set of Quick Guides
g e Packaging, delivery and insurance per kit
= Any Qualified Provider NCC Occupational Health Community Outreach Team
8 Each community site will require a computer and colour
printer and a clinical waste contract
i . * GP Practices may require a LDX Cholesterol Analyser
( Workforce Competencies\ C DELIVERING HEALTH CHECKS ) Health issues covered. The measurement and evaluation of:
All providers will be expected o Lifestyle — activity, alcohol and smoking NPA A PR > S |
. . . i ; i ; ccredited Training, | day on-site, for 10 people,
tén to give a commitment to the Accredited Training Course for:the : ‘é\lle'g:t' XL EL U B e ETET D including Certification = £1,000
£ training as part of the delivery of CVD health checks Blood plressure
E contract ¢ Pbloodglucose . . Few or larger numbers can be trained and the cost will
\_ ) * Cholesterol, HDL, LDL and triglycerides vary with an approximate cost of £100 per person
2> R . -
*Quality assurance (internal quality controls and EQA) o L = P Gl By ety L
All-pharmaciesparticipate-in-an-external-qualityjassurance:scheme-which-isimonitored
= | (" NHSHealthCheck ) x120 minute C COMMUNITY SETTINGS ) /" 1) Personis seenbyahealthcare " | [The new Tarif based system will be £25.00 per
2 ONE STEP appointment provider who is competent and trained | completed health check for each eligible Newcastle
: ph . to take history, communicate risk score resident.
= ; Community Centres Shopping Centres armacies and test results
© 1) Risk Assessment (POCT — , ,
o > - D N O e Please see new financial profile (May 2013)
x Point o C.are.Testlng.) Targeted locations ) | 2) Provide Brief Intervention advice for (i.e 13,184*£25 = £329,600 )
2 2) Communication of Risk / Leisure Centres Workplaces .~ | risk factors (lifestyle — smoking, obesity, |
z \Risk Management J T ——— T T \ alcohol as appropriate)
/The benefits to Newcastle City Ct?unC|I: . END TO END I.T. SOLUTION ) Returning data to any GP system Q Cost in the first year is greate.r t.h.an
* Ensures standardisation across all sites and all providers. any subsequent years due to the initial purchase
* Configured to the LA’s requirements. . fth ft
* Ensures all operators adhere to LA requirements. NN i priceo € software.
8 * Complies with the DH Guidelines in Putting Prevention First. Data Collection, Invoicing, Ana|ysis and 7 X ~ I In subsequent years, no charge for an
© * Data matches the National Minimum Dataset requirements. d % annual licence but charge for software
= * Provides clients with a fun and motivational one-to-one session. Reportlng \ tf tlv £250 ol VAT/|'
* A range of professional client report with hints and tips on how to improve. ~ support.ree (curren V' plus icence
* Central collection of data at the touch of a button. RECALL \\ per annum) and the data 'upload and
* No inttlernet access required. Can be set up for a range of data storage \\ of eligible population /s reporting service fee
chnarlos - __

Lynda Seery, Public Health Specialist, Newcastle City Council APRIL 2013



Portable height meter

Standardise equipment

Seca Weigh Scales

Consumable accessories: swabs, plasters, lancets etc

LunglLife — checks lung disfunction

LDX system can measure a patient’s full lipid profile (total cholesterol, HDL, LDL,
triglycerides, blood glucose) -\_

&
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AA Approved BP unit

Diabetes - Bayer A1CNow (self check) measures average
blood glucose over 2/3 months

Software/hardware to support whole programme



Working across the health and care system

Prevention / Diagnosis \ / Treatment \

‘ Wider social determinants ‘

‘ Behavioural factors ‘

‘ Primary care

E NHS Health Check ]

‘ Public awareness campaigns ‘

‘ Screening programmes ‘

Acute diagnostic test

Providers making every contact count ‘ Hospital or community treatment




