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to prevent premature deaths 
caused by high cholesterol and 
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professional training. 
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Foreword

This excellent report by HEART UK, the Cholesterol Charity, is an important reminder to 
all involved in the NHS and policy making to keep heart disease as a number one priority. 
It is also a wake-up call for the new NHS Health Checks programme – a great initiative to 
help early diagnosis and prevention of cardiovascular disease – despite clear instructions 
from both the current and the previous government, at least nine PCTs have failed to 
offer a single health check since roll-out of the programme began in 2009.    

This report also identifi es other areas where improvements can be made to help the NHS 
keep pace with the fast changing advances in clinical knowledge on cholesterol, and 
shares good examples of local public health initiatives that are making a difference to 
people’s lives.  

Over the past decade, the NHS has made huge advances in the treatment of heart 
disease. But the growing problems of unhealthy lifestyles mean efforts must be 
redoubled to help people identify the condition earlier, manage it better, and where 
possible prevent it developing altogether. And the responsibility rests with all of us, 
not just the NHS. 

We have an opportunity to keep improving the nation’s heart health. It is an opportunity 
we cannot afford to miss. I welcome this report and urge all who read it to heed its 
recommendations and support HEART UK’s important work. 

Rt Hon Kevin Barron MP, 
Former Chair, Health Select Committee

We all now accept that, as a nation, most of us are 
eating, drinking, and smoking too much, and exercising 
too little. Heart disease is still the country’s number one 
killer, and all these behaviours contribute to its place at 
the top. 

Sadly, heart disease is often a disease without symptoms – 
until it’s too late, that is. Without obvious symptoms of ill 
health, it’s easy for someone to think that there is nothing 
wrong, and that there’s no need for them to change their 
lifestyle. For example, a raised cholesterol level, the single 
biggest risk factor for heart disease, has no outward signs 
except in the most severe cases, yet most people in this 
country have above recommended levels. 

Rt Hon Kevin Barron MP, Former Chair 
of the Health Select Committee

“We have an
opportunity to keep 

improving the nation’s 
heart health. It is an 

opportunity we cannot 
afford to miss.”
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Total cholesterol 5 mmol/1 or less 4 mmol/1/ or less  

LDL cholesterol 3 mmol/1 or less 2 mmol/1/ or less

HDL cholesterol Men – above 1.0 mmol/l
 Women – above 1.2 mmol/1

Recommendations for
Healthy Adults

Recommendations for
High Risk Adults

Dr Robert Cramb 
Chair, HEART UK
Consultant Chemical 
Pathologist/Director 
of Pathology Services, 
University of Birmingham

Despite major improvements in 
the management and treatment of 
cardiovascular disease (CVD) over 
the last 10 years, heart disease remains 
the number one killer in the UK1. 

The most recent data from 2008 show 
that 191,000 people died from heart and 
circulatory diseases, including 88,000 
deaths attributed to coronary heart 
disease (CHD). Of these, 50,000 people 
died prematurely (under the age of 75) as 
a result of CVD, accounting for more than 
one in four deaths in men and one in fi ve 
deaths in women2. 30% of all premature 
deaths in 2008 in Europe were caused by 
CVD3. 21% of all male deaths and 22% 
of all female deaths in Europe were 
caused by CHD4.  

For people already living with some form 
of CVD, and in particular those who have 
already suffered an event such as a heart 
attack or stroke, their chances of suffering 
a further event increase signifi cantly. Of 
the 250,000 people in the UK admitted 
to hospital every year with a heart attack 
or unstable angina, around 30% will have 
another heart attack, be re-admitted to 
hospital for a second time, or will die 

Chapter 1  
CVD: The number one health priority

within six months5. The costs of continued 
care increase with readmission and 
rehabilitation, which is refl ected in rising 
fi scal pressures.

Despite these fi gures, public awareness 
and understanding of the dangers of heart 
disease appears to remain at a low level.  

In a recent survey of 1,034 people 
conducted by ICM and funded by MSD, 
more than two thirds (69%) of those 
questioned were not worried about their 
heart health despite the fact that 14% 
of these individuals knew that they had 
high cholesterol, 19% knew they had 
high blood pressure, and 5% had an 
established heart condition. Two thirds 
of those questioned (66%) were more 
motivated to exercise to improve their 
physical appearance rather than improve 

their heart health6. 

Heart disease 
in numbers
• Globally, an estimated 17.3 million 

people died from CVD in 2008, 
accounting for 30% of all deaths7 

• In Europe 23% of the population 
was affected by CVD in 20088  

• In the UK, 191,000 people died from 
heart and circulatory diseases in 20089 

• There are approximately 124,000 heart 
attacks10 and 150,000 strokes in the 
UK every year11

• The cost of CVD to the UK economy 
is in the region of £30 billion a year12 

• Approximately six in every ten adults 
in England have high cholesterol13

• Around one in three adults in England 
and Scotland has high blood pressure; 
just over half are receiving treatment14 

• In England in 2008, 266 million 
prescriptions were issued to help 
treat CVD15

The cholesterol factor
One of the most signifi cant risk factors 
for heart disease is raised cholesterol. 
NICE guidance recommends that healthy 
adults should aim for a total cholesterol 
of 5 mmol/L or less16. Six out of ten adults 
in England have cholesterol levels at or 
above 5mmol/L17.

The table below explains the difference 
between the recommendations for total 
cholesterol, low-density lipoprotein (LDL) 
and high-density lipoprotein (HDL) levels 
for healthy adults and high risk adults. 
High risk adults include those with existing 
heart disease, high blood pressure, 
diabetes or with a family history of early 
heart disease. 

LDL ‘bad’ cholesterol carries cholesterol 
from the liver, through the bloodstream, 
to where it is needed. HDL ‘good’ 
cholesterol returns cholesterol that is 
not needed, from the cells and the 
bloodstream to the liver for recycling, 
removing excess cholesterol from the 
bloodstream. This helps prevent cholesterol 
from being deposited in the arteries where 
it can lead to atherosclerosis.
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For many people raised cholesterol is relatively easy to manage once diagnosed. For a 
proportion of the population (around 1 in 500 people18), high cholesterol can be as a 
result of the inheritance of the condition Familial Hypercholesterolemia (FH). In these 
cases, it is important that patients are diagnosed with the condition as early as possible, 
and that family members are also tested. Cholesterol lowering drugs that can signifi cantly 
lower cholesterol are required for people with inherited high cholesterol to make sure 
that their levels are reduced as much as possible.

For non-inherited high cholesterol, some individuals may require medicines prescribed 
by their doctor, but for others, adopting a healthier lifestyle, increasing their exercise 
and improving their diet, can naturally reduce cholesterol levels. For example, this can 
be achieved by reducing the consumption of foods that are high in saturated fat such as 
fatty meats, pastries, cream and cheese. In addition, there are a number of food products 
such as soya, nuts and oats, as well as those containing plant stanols or sterols, which are 
readily available in supermarkets and which can help lower a person’s cholesterol when 
used in conjunction with a healthier lifestyle. 

A number of other lifestyle choices can signifi cantly impact on an individual’s risk of 
developing heart disease. In England, about 21% of adults smoke19, whilst across 
Britain two-thirds of adults do not consume the recommended fi ve portions of fruit and 
vegetables a day20. Amongst younger people aged fi ve to fi fteen, this fi gure increases 
to four out of fi ve21. 

More than a third of men and nearly a third of women exceed the government 
recommended level of alcohol intake on a regular basis22.  

These fi ndings are not new and compound what has long been recognised. 
However, progress in tackling these problems remains slow and patchy. 

There have been a number of initiatives aimed at raising awareness of the dangers of 
poor lifestyle choices and the measures that can be taken by the general public to make 
healthier choices. A critical challenge facing healthcare professionals and policymakers 
is the delivery of suitable information, advice and messages. 

The risk factors for heart disease
As well as raised cholesterol levels, patients are at risk of developing heart disease if they 
have one or more of the following clinical risk factors:

• Previous history of heart attack or stroke

• Type one or two diabetes

• High blood pressure

• A family history of heart disease, including forms of inherited high cholesterol

• Erectile dysfunction

• Infl ammatory conditions that include psoriasis, rheumatoid arthritis 
and ankylosing spondylitis

Ethnic origin also plays a role in determining risk. People from South Asia or of African-
Caribbean descent have been found to be at higher risk of developing heart disease than 
the rest of the population. 

In addition, there are a series of lifestyle factors that can impact on the risk of developing 
heart disease, including:

• Age over 50 years  • Poor physical fi tness and generally inactive

• Being overweight • A  poor and unbalanced diet

• Smoking • Increased levels of personal stress

The term 
cardiovascular 
disease encapsulates 
diseases of the heart 
and blood vessels. 
The two main types 
of CVD are coronary 
heart disease (CHD) 
and stroke, but 
CVD also includes 
congenital heart 
disease and other 
diseases of the heart 
and blood vessels.
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NHS Health Checks
In 2007, a report by HEART UK issued a warning that by 2020, heart disease will be 
the leading cause of disability in the UK as people with the condition are forced to leave 
the workforce prematurely23. Although measures have been taken since the report was 
published to improve understanding of the risks of heart disease, the message has not 
encompassed all levels of society. For this reason, the focus on heart disease must remain 
a priority health issue for healthcare professionals, government and health policymakers.

The NHS Health Checks programme, announced in 2008 with implementation beginning 
in April 2009, represents a major step forward in adopting a preventative approach to 
CVD. In a recent report in the London Journal of Primary Care, Dr Martin Dachsel and 
Dr Eugenia Lee note that 2009 NHS Comparator data suggested an average rate of 50% 
under-diagnosis of major cardiovascular risk factors24.

An explanation of the NHS Health Checks and how they work is explained in fi gure 1.

The age old divide
This report uniquely maps the uptake of NHS Health Checks against the prevalence of 
CHD mortality across England. The results highlight that the subjective view of a north-
south divide in CHD mortality is objectively correct.

These data show the South West, South Central, East of England, London and South East 
coastal regions all have lower than average mortality from CHD per 100,000 people25. 
Conversely, the West Midlands, East Midlands, North West, Yorkshire and the Humber 
and the North East all have higher than average mortality from CHD26. Amongst these, 
the South Central region has the lowest rates and the North West has the highest27.

In 2007, a report 
by HEART UK issued 
a warning that 

by 2020, 
heart disease 
will be the 
leading cause 
of disability 
in the UK 

as people with the 
condition are forced 
to leave the workforce 
prematurely.
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Risk assessment Risk management

RECALL

Cholesterol test

Smoking status

Physical activity

Body Mass Index

Age

Gender

Ethnicity

Diabetes filter
• BMI
• BP measure

Blood pressure 
measure

Statins prescription
offered*

Exercise on
prescription or other
physical activity
intervention

NHS stop smoking
services referral

Weight management
on referral

NHS Health Check programme

Family history

Risk 
assessment

^People recalled to separate
appointments for diagnosis

Anti-hypertensives
prescription *

Serum Creatinine^

Assessment for 
hypertension^

IFG/IGT lifestyle
management advice

Oral Glucose
Tolerance test^

DM

High

Raised blood
pressure

IFG/IGT

If at risk

eGFR low

Communication of risk

Signpost 
or refer to 
lifestyle
interventions

All to be undertaken by GP 
practice team

Key:

 

DM: diabetes mellitus

eGFR: estimated
glomerular filtration rate

IFG: impaired fasting 
glucose

IGT: impaired glucose 
tolerance

 

 

Behaviour change
tool, e.g. Mid-life
LifeCheck

If CVD risk assessed as >20%

If blood sugar high

*Or by professionals with suitable patient
information and prescribing rights

CKD assessment
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Figure 1. Diagrammatic overview of the vascular risk assessment 
and management programme
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The inequalities are emphasised by a 
more detailed review of specifi c areas. 
For example these data show that the 
CHD rate for people living in Tameside 
and Glossop near Manchester is almost 
four times higher than those living in 
Kensington and Chelsea in London28.

Mapping this against HEART UK’s 
Freedom of Information survey 
scrutinising NHS Health Check 
implementation across England, 
Kensington and Chelsea is adopting 
one of the most innovative approaches 
to NHS Health Checks in the country 
by providing the service in a variety 
of settings outside of the standard GP 
surgery, including pharmacies, youth 
hostels, supermarkets, parks and town 
halls. By contrast, Tameside and Glossop 
failed to submit a response.

HEART UK’s research mirrors the 
fi ndings of the British Heart Foundation’s 
Coronary Heart Disease Statistics showing 
that the relative difference between the 
numbers of people dying from heart 
disease in the most deprived and the most 
affl uent areas of the country has hardly 
changed since the mid-1990s29. 

Making England 
a world leader in 
preventative health
HEART UK believes that the NHS Health 
Checks, if universally pursued throughout 
the country, engage the public in health 
prevention by:

• identifying potential risk factors 
for vascular disease

• providing individuals  with information 
to reduce their risk of CVD through 
lifestyle changes 

• reducing their risk of CVD through 
treatment where necessary. 

The charity calls on PCTs to fulfi l the 
requirements placed upon them by the 
NHS to ensure that the Health Checks 
programme is made available to all people 
at a local level aged between 40 and 
74, and that a key target is to prioritise 
the most effective ways of targeting the 
harder to reach groups. 

In the same way that the smoking ban has 
led to a reduction in the number of heart 
attacks30, NHS Health Checks have the 
potential to positively impact on long term 
health. They can infl uence behavioural 
change amongst patients, who can be 
encouraged by their GP or healthcare 
professional to adopt healthier practices 
following the identifi cation of raised 
cholesterol, high blood pressure, high 
BMI, or multiple risk factors. 

Using a holistic approach to risk factors 
associated with CVD can act as a catalyst 
to encourage change in individuals to 
adopt a healthier lifestyle. At the same 
time, GPs and healthcare practitioners 
have a systematic approach to measuring 
the patients’ progress, rather than 
monitoring stand-alone risk factors 
individually.

A study published in 2008 showed that 
patients diagnosed with the inherited 
high cholesterol condition FH not only 
reduced their risk of developing CVD as 
a result of the diagnosis and subsequent 
treatment, but also reduced their risk of 
cancer31. The promotion of a healthy life 
style encourages actions beyond those 
that specifi cally help in reducing risk for 
CVD and simultaneously reduces their risk 
of developing other conditions associated 
with unhealthy living. 

The study showed that all-cause mortality 
was reduced by a third in patients with 
known heart disease, primarily as a result 
of a signifi cantly lower risk of developing 
cancer. The authors concluded that this 
was because patients adhered closely 
to advice from their doctors to be more 
physically active, adjust their diet, remain 
at a healthy weight and stop smoking32.  

There are approximately 16 million 
people eligible for an NHS Health 
Check in England33, many of whom are 
of a working age. This is a signifi cant 
proportion of the population. Making 
even half of this number of people more 
aware of their risk of developing heart 
disease by presenting them with the 
results of their NHS Health Check and 
encouraging them to act could make 
signifi cant progress towards delivering 
on public health objectives. This in turn 
would be associated with savings for 

the NHS by preventing patients having a 
cardiovascular event, as well as protection 
from other diseases caused by poor 
lifestyle choices. Simultaneously, this 
would benefi t the economy by improving 
the health of individuals and ensuring they 
can work longer. Finally, a comprehensive 
rollout of the Health Check programme 
can help encourage individuals to take 
greater responsibility for their own 
heart health.
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Higher than national average

Lower than national average

England National Average = 77.63

CHD Mortality is the number of deaths from 
the selected condition per 100,000 people in 
the given area to provide a 'death rate'

KEY

4. North East
87.46

5. North West
93.72

10. Yorkshire &
Humberside

88.90

9. West Midlands
78.12

1. East Midlands
80.35

2. East of England
71.25

8. South West
67.74

6. South
Central
65.59

7. South East Coast
67.02

3. London
74.99

1 East Midlands 80.35
2 East of England 71.25
3 London 74.99 
4 North East 87.46
5 North West 93.72
6 South Central 65.59
7 South East Coast 67.02
8 South West 67.74
9 West Midlands 78.12
10 Yorkshire And The Humber 88.90

Map of National Average Mortality 
Rate for Coronary Heart Disease in 2009 
by Strategic Health Authority

HEART UK commissioned a Freedom of Information (FOI) request of 152 Primary Care 
Trusts (PCTs) across England in September 2011 in order to collate information about 
the local provision and implementation of NHS Health Checks. 

We received a total of 112 response, which represents a response rate of 74%. 

HEART UK’s fi ndings demonstrate that the NHS Health Checks programme has made a 
rather slow and patchy start. Whilst some regions appear to have seized the opportunity 
with both hands, others are yet to implement the programme locally.

Chapter 2  
Mapping heart disease

HEART UK FOI 
Request Questions: 
NHS Health Checks

1.  Are you rolling out the NHS 

Health Checks programme 

locally? (yes/no/in part)

2.  If yes to question 1 above, how 

many NHS Health Checks were 

provided in the year 2010-2011?

3.  Does your Trust have targets 

for the number of NHS Health 

Checks provided to patients 

in 2011/2012? (yes/no)

4.  If yes to question 3 above, 

what targets have been set?

5.  Where have your PCT- 

commissioned NHS Health 

Checks been provided? 

(e.g. GP surgeries, pharmacies, 

community centres etc).

6.  Does your PCT have plans to 

commission NHS Health Checks 

from other providers? (If yes, 

please specify which providers)

Map re-used with the permission of MSD
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The best and worst performers

HEART UK’s results suggest that the best 
performing Strategic Health Authority is 
the East of England, where PCTs provided 
an average of 8,946 NHS Health Checks 
in the year 2010-2011. 

The worst performing region is the South 
East Coast, where local PCTs provided an 
average of just 732 NHS Health Checks 
in the same time period.

The average number of NHS Health 
Checks provided nationally in 2010-
2011 was 6,112. The highest number 
was 35,104 checks – provided across 
Hertfordshire PCT. Nine PCTs who 
responded to the FOI were yet to provide 
a single Health Check. These included 
Bexley Care Trust, Calderdale PCT, 
East Riding Of Yorkshire PCT, Eastern 
and Coastal Kent PCT, Milton Keynes 
PCT, Shropshire County PCT, South 
Gloucestershire PCT, Sutton and Merton 
PCT and West Kent PCT.

Map of NHS Health Checks offered in the year 
2010 - 2011 per PCT 

NB: See Appendix for table showing number 
of health checks offered per PCT.

London

1-1000

1000-5000

No reply to FOI

0

5000-10,000

10,000-20,000

20,000+

Encouragingly, four out of the fi ve regions with the highest rates of CHD mortality per 
100,000 of the population were among the top fi ve regions for providing Health Checks, 
indicating that these regions are recognising the benefi ts that can be gained from the 
programme, and are working hard to make sure that patients are accessing the service.

East of England 8,946 71.25

West Midlands 6,633 78.12

East Midlands 4,882 80.35

North West  4,645 93.72

Yorkshire and Humberside 4,211 88.90

London 3,863 74.99

North East 4,859 87.46

South Central 2,390 65.59

South West 2,161 67.74

South East Coast 732 67.02

Analysis of the fi gures

Average number 
of NHS Health Checks 
provided by local PCTs

CHD Mortality (number 
of deaths from CHD per 
100,000 of the population)*

SHA

Average number of NHS Health Checks provided per SHA

* Green denotes lower than national average for CHD mortality (77.63), 
Red denotes higher than national average
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Where NHS Health Checks 
are being delivered
Access to a number of locations delivering NHS Health Checks is important for men and 
women aged 40 to 74 to ensure health equality. However the results for the numbers 
of PCTs commissioning the service outside of the GP surgery do not refl ect this. The 
Government’s 2010 White Paper for Public Health, Healthy Lives, Healthy People, stated:

“NHS Health Checks will continue to be offered to men and women aged 40 to 74. 
Everyone receiving an NHS Health Check will receive individually tailored advice and 
support to help manage their risk of heart disease, stroke and diabetes. The assessment 
can be carried out in a variety of settings, including pharmacy and community settings 
and the workplace, to help ensure that the service is accessible to all those eligible, 
including those in groups at highest risk of these diseases34.”

However, our results show that half of PCTs that responded to our survey were still 
providing the Health Checks in GP surgeries only, with 5% providing the checks in 
pharmacy settings only. The remaining PCTs provided the checks in a number of more 
innovative locations, including:

• workplaces  • pubs  • public parks

• walk-in centres • town centres • town halls

• traveller sites  • football grounds  • public libraries

• prisons  • youth hostels   • village halls

• mental health centres  • supermarkets   

The majority of those PCTs commissioning NHS Health Checks outside of the traditional 
GP surgery, or even pharmacy setting, were located in the South of the country where 
CHD mortality is lower than national average. 

In total, 15 PCTs responded to say that their NHS Health Checks were provided 
in more than just GP surgeries or pharmacies. 27 PCTs also stated that they had plans 
to commission the NHS Health Checks from other providers. 

Across the PCTs in the Northern SHAs – North East, North West and Yorkshire and 
Humberside, only 8 were commissioning NHS Health Checks from providers other than 
GP surgeries and pharmacies, and 19 responded that their PCTs had plans in place to 
commission NHS Health Checks from other providers.  

HEART UK congratulates those PCTs that have already commissioned services from 
alternative settings to make the NHS Health Checks as accessible as possible, and calls 
on the remaining PCTs to consider where the Checks can be provided to ensure they 
are accessed by the hard-to-reach – and potentially highest risk – groups.

Meeting the targets
NHS Health Checks are intended to be 
fully rolled-out across the country by 
2012/2013. The programme is designed 
to roll out in a fi ve year cycle, meaning 
that 20% of the eligible population aged 
40-74 should receive the offer of a test 
every year. PCTs should therefore be 
setting annual targets to offer 20% of 
their eligible population an NHS Health 
Check in order to deliver the programme 
as intended.

The 2011/12 Operating Framework set 
a target of offering an NHS Health Check 
to 90% of one fi fth of the eligible cohort 
of individuals aged 40-7435. For PCTs, 
this meant providing 18% of their 
eligible population with a Health Check 
every year. 

The results of HEART UK’s FOI survey 
appear to support recent reports that 
a number of PCTs will fall short of this 
target36. Only 36 PCTs had set a target of 
18%. 21 PCTs had set a more ambitious 
target, including four PCTs aiming to 
provide the testing to everyone within a 
fi fth of their eligible population. However, 
a sizable number – 42 PCTs – responded 
that they had targets in place for less 
than 18%. 

Overall, HEART UK’s fi ndings 
demonstrate that the NHS Health Checks 
programme has made a rather slow and 
patchy start. Whilst some regions appear 
to have seized the opportunity with both 
hands, others are yet to implement the 
programme locally. 

As the NHS moves to a new model of 
commissioning care, it is imperative that 
all PCTs make good progress towards 
delivering the NHS Health Checks 
programme in full by the 2012/13 target. 
Otherwise the benefi ts of the programme 
will not be realised for patients or the NHS.

Under the new commissioning structures, 
CVD must be identifi ed as a priority across 
the country, but particularly in the North 
where CHD mortality is consistently higher 
than national average. The NHS Health 
Checks programme should be seen 
as a means of addressing this divide. 

Workplace

OtherPharmacies

Community Centres

11%-20%

1%-10%

21%-30%

40%

100%
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NHS Health Check Settings PCT Health Check delivery 
targets for 2011/2012
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Chapter 3 
How to identify and 
manage high cholesterol 
at a local level

Role of NHS Health Checks 
and importance of rolling them out

As already outlined, NHS Health Checks play an important role in identifying those most 
at risk of heart disease, raising awareness of the dangers of cardiovascular disease (CVD) 
and helping patients to manage their conditions more effectively. 

This report could not come at a more important time. While HEART UK’s research 
reveals progress in the roll out of NHS Health Checks, there are growing concerns that 
momentum may be lost in the face of budgetary restrictions37.

HEART UK’s FOI results refl ect the Department of Health fi gures for the fi rst quarter 
of 2011/12, which exposed a disappointing performance by many PCTs, raising doubts 
about whether the target of providing 18% of their eligible population with a Health 
Check every year, as set out in the 2011-12 Operating Framework, would be met38.  
For example, NHS West Midlands noted in September 2011 that only fi ve out of 17 
PCTs achieved or exceeded their targets39, while 20 other PCTs in England had failed to 
offer a single person a health check in the fi rst quarter of 2011/1240 (the three months 
from April to June 2011).  

Given the scale of the burden of CVD, the need to focus on prevention cannot be 
overstated. While the delivery of new services may be challenging in the current 
fi nancial climate, there is no doubt that poor identifi cation of at-risk patients will prove 
more expensive in the long-term41. It is therefore necessary to continue to build on the 
progress made by some PCTs since the Health Checks were fi rst announced in 2008. 

HEART UK’s research has uncovered evidence of good practice in a number of PCTs 
and it is hoped that, by drawing attention to these, others will follow their example.   

Dr Sarah Jarvis MA, BM, 
BCh, DRCOG, FRCGP
GP, West London
Former Chair of HEART UK’s 
Healthcare Committee
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Hammersmith and Fulham: 
What’s happening in my PCT?
Within my PCT Hammersmith and Fulham, there is a high prevalence of patients 
at risk of CVD, including high incidences of obesity and diabetes.  Even before 
the NHS Health Checks programme was announced, it was recognised that we 
needed to take action to address this issue locally. Our practice is fortunate to 
benefi t from the PCT’s innovative approach to developing services for at-risk 
patients, including lifestyle management clinics and “drop-in to weigh in” services.

Since 2010 we have implemented a number of simple steps to identify at-risk 
patients from the earliest possible stage and to help monitor their progress on 
a continual basis. New patients are given a written registration check form which 
is designed to fl ag risk factors for CVD. Within our computer system we also 
have a basic CVD risk calculator that appears onscreen for every patient. 
The system posts a fl ag on all patients’ notes to review their CVD risk factors, 
which is updated every three months. 

For patients with a risk greater than 20%, we are reminded to check their 
treatment programmes and ensure that they are comfortable with their plan.  
There are a number of services available to those requiring further treatment, 
including access to dieticians, exercise facilities and education programmes. 
These are all designed to suit individual need. 

Examples of different locations 
for proving NHS Health Checks

Kensington and Chelsea 

• GP surgeries

• pharmacies

• supermarkets

• youth hostels

• parks 

• town halls

Cambridgeshire PCT

• GP surgeries

• workplace

• traveller sites

Telford and Wrekin PCT

• GP surgeries

• pharmacies

• pubs

• workplace

• town centre

• football ground

Delivering NHS Health Checks 
in the community
NHS Health Checks are designed to be preventative and there is a particular need to 
make them accessible to those most at risk. High-risk individuals often come from the 
more hard-to-reach groups which are less likely to engage with their GP practice.

The Men’s Health Forum suggests that men are 20% less likely to visit their GP than 
women42. A 2008 report by the Department of Health also showed that black and 
minority ethnic (BME) individuals, especially Bangladeshi individuals, were on average 
signifi cantly less satisfi ed with all aspects of access to primary care43.  

A number of PCTs have adopted innovative approaches by commissioning NHS Health 
Checks from a range of alternative community locations. While GP surgeries remain the 
most common setting, followed by pharmacies, some PCTs are delivering Health Checks 
from innovative locations such as community centres, supermarkets, town halls, football 
grounds and parks. 

The accessibility and informality of non-surgery locations make it easier for people to 
“drop in” and have a Health Check. There are even examples of some supermarket 
pharmacies developing convenient programmes in store, whereby a person can have a 
Health Check before shopping and receive the results by the time they fi nish, although 
in most cases these have not yet been linked-up to the NHS Health Checks programme. 

Of those questioned, 28 PCTs currently offering Health Checks from just one setting 
said they had plans to commission from other providers. Telford and Wrekin PCT, which 
currently provides Health Checks from a number of non-surgery sites including football 
grounds and town centre locations, is also planning to commission from other providers. 

Critics of the NHS Health Check 
programme argue that its impacts 
will be limited to the “worried well”44. 
While this argument fails to recognise the 
wider benefi ts of the Programme, it does 
correctly allude to the need to engage 
with hard-to-reach groups if the Health 
Checks are to deliver maximum benefi t.  
Greater accessibility is the best way to 
do this. 

11
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The importance 
of lifestyle advice

It is widely recognised that many of 
the barriers to the implementation of 
CVD prevention strategies arise with 
patients themselves. People often either 
overestimate their health or simply 
don’t have the inclination to improve 
it on their own45. GPs, nurses and the 
wider community have a role to play 
in encouraging at-risk patients to adopt 
healthier lifestyles. Their advice ought to 
focus on helping patients to stop smoking, 
eat a healthy diet, take suffi cient amounts 
of exercise, achieve a healthy weight and 
reduce alcohol intake. 

There are a number of innovative ways 
in which to help patients act upon this 
advice. For example, Rotherham PCT has 
partnered with DC Leisure Management 
Ltd, an organisation which manages 
leisure facilities in partnership with local 
authorities, to offer a six-week gym 
membership trial to people identifi ed 
through the NHS Health Checks as 
requiring lifestyle improvements.    

Good lifestyle advice plays an integral 
role in best practice service delivery at a 
local level. However, as the King’s Fund 
highlighted in its inquiry into the Quality 
of General Practice in England, many 
GPs feel that they do not have the 

skills to deliver effective health 
promotion46. Public health is now moving 
to new commissioning arrangements 
with local authorities taking the lead 
for delivering on this area, meaning it is 
important that there is suffi cient link up 
between GPs and public health leads so 
that the patients who stand to benefi t the 
most from public health interventions have 
access to these services. Examples such 
as the Rotherham partnership referenced 
above highlight how local authorities and 
GPs can work effectively together 
to promote healthier lifestyles.

Role of QOF 
and the case for 
lowering targets
While NHS Health Checks help to identify 
at-risk patients in the fi rst place, there 
are further initiatives aimed at improving 
secondary prevention. This relates to 
measures taken to prevent patients who 
have already suffered a cardiovascular 
event, such as a heart attack or stroke, 
from experiencing another one.  

The Quality and Outcomes Framework 
(QOF) is an annual reward and incentive 
programme for all GP surgeries in 
England. Introduced in 2004 as part of 
the GMS contract, the QOF rewards 
GP practices fi nancially, depending 
on their achievements against specifi c 
quality indicators. These indicators are 
organised into four main domains: Clinical, 
Organisational, Patient Experience and 
Additional Services47. 

Since 2009, NICE has overseen the 
development of the QOF clinical indicators, 
making recommendations about whether 
any of the existing indicators need to 
be reviewed, or new indicators should 
be added. Part of the reason NICE 
took on this role was to ensure that the 
recommendations from its other guidance 
were refl ected in the QOF indicators.

The cholesterol target for secondary 
prevention of coronary heart disease (CHD) 
included in the QOF, (indicator CHD08) 
awards points for the percentage of 

individuals with CHD whose last measured 
total cholesterol is 5 mmol/l or less48, with 
no targets for low-density lipoprotein (LDL) 
cholesterol. NICE guidance and the Joint 
British Society’s second set of guidance (JBS 
2) both call for a target of below 4 mmol/l 
for total cholesterol and below 2mmol/l for 
LDL cholesterol. The GMS Contract is not 
refl ective of clinical best practice guidelines.

NICE’s own clinical guideline on lipid 
modifi cation recognises that it is clinically 
effective to achieve total cholesterol of 
4mmol/l for patients with CHD49.  Similarly, 
JBS 2 on prevention of CVD in clinical 
practice recommends that, for patients 
with established CHD and other major 
atherosclerotic disease, the total cholesterol 
level should be no higher than 4 mmol/l 
and the LDL cholesterol should be below 
2 mmol/l50.  

While there has been some inconsistency 
in the association between QOF scores 
and clinical outcomes, research in 2010 
found that GP practices that better meet 
evidence-based quality targets related to 
CVD and risk factor management have 
lower hospital admission and death rates 
from CHD51. To maximise the potential 
impact of QOF, the indicators should be 
refl ective of best practice guidance, and 
therefore GPs should be aiming for more 
ambitious targets for cholesterol. Although 
it may not be clinically possible to get all 
patients with established CHD to a total 
cholesterol of 4mmol/L, GPs should be 
encouraged to get as near to this fi gure 
as possible.

In light of the proven correlation between 
better primary care and lower health 
inequalities, and the role of the QOF in 
improving primary care, there are genuine 
opportunities through QOF to encourage 
better management of CVD and prevention 
of secondary events. 

12
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Get Walking 
Keep Walking 
Get Walking Keep Walking (GWKW) 
is the fl agship project of the Ramblers, 
Britain’s walking charity, aimed at helping 
inactive people improve their health 
and well-being by walking regularly and 
locally. GWKW encourages everyday 
walking as a way of reducing health 
inequalities and risks.   

The project has developed a 12-week 
plan for people to increase their level of 
walking until they meet the recommended 
government target of 150 minutes’ weekly 
exercise. Guided walks are delivered using 
the plan, a log book and step counter 
over 12 weeks. These materials are also in 
“Get Walking Packs” for others not on the 
walks, across England.

Walking programmes are organised with 
a range of partners, especially for those at 
risk of health inequalities, including black 
and minority ethnic communities and 
those living in deprived areas. BIG-funded 
programmes are in Sheffi eld, Manchester, 
Birmingham, and London, and others in 
Durham and now Swindon. The launch 
of Get Walking Durham in February 2011 
was specifi cally aimed at people who 
have, or are at risk of, CVD.  

By September 2011, over 14,000 people 
had participated in a local programme and 
73,000 had received a Get Walking Pack. 
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Local Initiatives outside of the 
NHS Health Checks Programme
HEART UK has identifi ed a number of innovative approaches to addressing CVD 
at a local level that are separate to the NHS Health Checks Programme. Just a few 
examples are included below. 

These projects demonstrate that it is possible to engage with all parts of society; 
even those commonly referred to as ‘hard-to-reach’.

As these projects already target a number of people eligible for an NHS Health Check, 
there could be opportunities for PCTs and commissioners to try and engage directly 
with the projects and consider how link up with the NHS programme could help to 
deliver on local objectives for full roll-out.

An evaluation in October 2011 showed that 
68% of people engaging face to face were 
inactive or insuffi ciently active, compared 
with an average of 55% in the control 
group. Of those interviewed three months 
later, 43% had increased their activity, rising 
to 70% amongst the least active. People also 
on average increased their regular walking 
activity by over one day per week. 

Premier 
League Health
Launched in 2009, Premier League Health 
is a partnership between football clubs 
and local authorities designed to help 
improve the state of men’s health. With 
a focus on deprived regions, the £1.63m 
programme, funded by The Football 
Pools, sees a number of Premier League 
clubs working with local PCTs to engage 
over 4,000 men.

The Everton example: Premier League 
Health activities are based at Everton’s 
football stadium. The initiative is run 
from a specialised facility operated in 
partnership with Liverpool John Moores 
University, School of Sport and Exercise 
Sciences, and Everton in the Community. 
The Everton project targets 18-35 year 
old men, a demographic inherently 
reluctant to engage with health services.

The project tackles six key regional 
health themes:

• Alcohol and Substance abuse

• Cancer

• Mental Health

• Obesity and CVD

• Stopping Smoking

• Sexual Health

By offering a range of weekly sporting 
opportunities including football, circuit 
training, boxing and access to gym 
facilities, the project encourages men 
to make healthy lifestyle choices. The 
initiative also offers regular health checks, 
one-to-one mentoring support to achieve 
targeted health and lifestyle goals, 
and access to education, training and 
employment through a range of sporting 
and non-sporting qualifi cations.

Since its inception in 2009, Premier 
League Health has run a series of health 
themed match day engagement events 
at Everton FC aimed at promoting disease 
awareness and reducing risk factors.

CASE STUDY 1

CASE STUDY 2
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Delivering health 
checks in a 
religious setting 
South Asians in the UK have a higher 
than average CVD mortality rate52. 
Furthermore, as outlined previously, 
there is evidence that ethnic minority 
groups are less engaged with primary 
care services in the UK when compared 
to the wider population, thus 
contributing to health inequalities53. 

In an attempt to reach out to the at-
risk South Asian community, a joint 
collaboration was established in 2008 
between HEART UK, The Royal Free 
Hampstead NHS Trust and Hindu 
temples. Through this initiative, NHS 
Health Checks have been delivered 
in both the B.A.P.S Sri Swaminarayan 
Mandir Temple in Neasden and the 
Sri Swaminarayan Temple in Willesden, 
as well as other linked Temples in 
Birmingham and Leicester. 

By the summer of 2011, 1,027 individuals 
had been tested; 527 men and 500 
women. The tests identifi ed at least one 
modifi able CVD risk factor in 92% of 
those tested.

As shown by the signifi cant number of 
tests carried out, the project has proven 
that religious locations can provide an 
effective setting for delivering NHS 
Health Checks to members of the 
South Asian population. 

GP referral schemes at 
DC Leisure Management Ltd
DC Leisure Centre sites in the UK are working in partnership with local GPs to offer a six 
week course to individuals who are overweight and/or at risk of CVD or type 2 diabetes. 

Rotherham’s three DC Leisure Centres were pioneers of this project, developing a 
partnership model that has been adapted by most of the 90 DC Leisure Centres in the 
UK to foster greater participation in their respective communities to help heart health. 
Each scheme works slightly differently in order to support the needs of the Local 
Authority and the local NHS. 

In Rotherham, cardiovascular risk screening referrals are offered Cardiovascular Lifestyle 
Sessions on a weekly basis to support them throughout their six week membership. 
These are run by the fi tness team and are designed to be educational, interactive and 
light-hearted!  

All participants referred by their GP attend half hour appointments on a one-to-one 
basis, during which goals are set, an exercise programme is written, motivation and 
health education are discussed and a high level of customer interaction is achieved. 

The sessions focus on the following themes:

• Understanding heart conditions – how the heart works 

• Living with a heart condition – what happens when it doesn’t work as it should?

• Reducing the risk of CHD

• The importance of a healthy diet – how to manage weight gain

• How to reduce cholesterol – cutting down on saturated fat

• How to reduce salt intake – understanding food labels

• Being aware of dangers – stress, smoking and alcohol

• Managing high blood pressure

• Controlling blood glucose – diabetes 

• Healthy recipes – eating healthily on a budget

• The importance of being physically active – at home, work, shopping

DC Leisure operates a tracking system whereby all referrals receive a confi rmation call 
the day before their next appointment and if appointments are not kept, they receive 
further telephone calls or letters to ensure that they stay on track.

All participants referred by their GP attend 
half hour appointments on a one-to-one basis, 
during which goals are set.
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Opportunities in 
primary prevention: 
stopping an event
The NHS Health Checks programme 
is a cost effective and evidence based 
programme54 that can deliver on a 
number of major Government objectives 
for health. 

This includes delivering cost effi ciencies 
for the NHS, by saving the money 
that would be spent if individuals go 
unchecked resulting in a cardiovascular 
event that requires treatment and 
rehabilitation. The Health Checks can also 
play a role in preventing other lifestyle-
associated conditions, like some types of 
cancer, through encouraging healthier 
lifestyle choices. 

The preventative aspects also benefi t the 
wider economy, as people stay healthier 
and in work for longer, enabling them to 
continue to actively contribute to society.  

In line with the Government’s Big Society 
agenda, and one of the main drivers 
behind the Change4Life campaign and the 
Public Health Responsibility Deal, people 
can also be encouraged to take greater 
responsibility for their own health.

HEART UK supports the view that NHS 
Health Checks need to be accessible to the 
most vulnerable and at-risk individuals, 
and should be seen as a major opportunity 
to tackle health inequalities. However, it 
is up to the local PCTs and eventually the 
local commissioning groups, to establish 
exactly where and how Health Checks 
can be delivered to reach the people who 
would benefi t the most.

Our survey fi ndings highlight both 
encouraging results, and areas for 
concern. It is encouraging to see that a 
number of PCTs have explored ways of 
providing the checks to reach all parts of 

HEART UK’s call 
to action
This report highlights the progress that 
has been made in tackling the onset of 
cardiovascular disease (CVD) in some parts 
of society. However, there is still some 
way to go before this progress reaches –
and benefi ts – all levels of society.

In the current economic climate, this 
country cannot afford to undo the 
progress that has been made towards 
tackling heart disease. The number of 
individuals with and at risk of coronary 
heart disease (CHD) is increasing, putting 
pressure on their families and often their 
livelihoods. The costs of treating people 
with CHD are mounting at a time when 
the NHS is looking for opportunities to 
make signifi cant effi ciency savings. 

The good news is that these issues can 
be addressed, particularly through heart 
disease prevention, leading to better 
health and cost savings. 

Chapter 4 
Cholesterol and CVD in the new NHS

the target population. However, it remains 
a major concern that half of those PCTs 
that responded are only providing the 
service out of local GP surgeries, which 
are viewed as less accessible than other 
community based settings.

As our case studies show, in some 
local areas, groups and organisations 
such as Premier League Health are 
themselves taking the initiative to help 
raise awareness of the dangers of CVD 
amongst their target population.

The next stage for success is to help 
foster involvement of local projects in 
the delivery of the NHS Health Checks 
programme. This will help facilitate the 
transfer of valuable clinical data to GPs 
when tests are conducted, and where 
necessary, trigger further action.

Where PCTs are not already doing so, 
HEART UK calls on Public Health Directors 
to conduct an audit of all CVD related 
prevention programmes taking place 
within their local area, and explore the 
possibility of linking these up to the roll-
out of NHS Health Checks. This could be 
particularly benefi cial for those areas only 
providing Health Checks in a minimal 
range of settings, such as GP surgeries.

RECOMMENDATION 1: Where PCTs 
are not already doing so, consideration 
should be given to where the NHS Health 
Checks programme can be provided to 
reach the most at-risk groups of society

RECOMMENDATION 2: PCTs should 
audit local CVD services to consider how 
local initiatives can be joined-up with 
local NHS Health Check services

Jules Payne
Chief Executive of Heart UK

15



CHOLESTEROL AND A HEALTHIER NATION: SHARED RESPONSIBILITY FOR BETTER PUBLIC HEALTH

Holding 
commissioners 
to account
Reports that the NHS Health Checks 
programme is under threat in some areas 
due to lack of funding and waning support 
from GPs55 are worrying, particularly as 
the NHS undergoes signifi cant reforms 
to its commissioning structures. 

HEART UK is concerned that the 
NHS Health Checks programme 
will fall through the gaps of the new 
arrangements, particularly in those 
areas where the programme is yet 
to get off the ground.

HEART UK supports suggestions that the 
new NHS Commissioning Board will be 
responsible for monitoring uptake of the 
NHS Health Checks programme56, and will 
hold commissioning consortia to account 
for poor uptake and performance.  

The charity calls on the Government to 
ensure that this safeguard is put in place. 
A regular update on the numbers of 
Health Checks provided, broken down 
by clinical commissioning group, should 
be made publicly available so that the 
best and worst performing areas can 
be identifi ed.

RECOMMENDATION 3: 
The Government must ensure that the 
NHS Commissioning Board oversees the 
continued delivery of the NHS Health 
Checks programme and monitors local 
implementation rigorously

Aiming for success
The 2011/12 Operating Framework sets 
a target of 90% of a fi fth of the eligible 
cohort of individuals aged 40-74 to have 
an NHS Health Check57. For PCTs, this 
meant providing 18% of their eligible 
population with a Health Check each year. 

The results of HEART UK’s survey support 
recent reports that a signifi cant number 
of PCTs will fall short of this target. Only 
35 PCTs had set a target of 18%. 20 PCTs 
had set a more ambitious target, including 

4 PCTs aiming to provide the testing 
to 100% of their eligible population. 
However, over a quarter of all PCTs – 
40 PCTs – responded that they had 
targets in place for less than 18%. 

More support is needed to ensure that 
the PCTs struggling to implement the 
programme can benefi t from shared 
best practice from those PCTs that 
have successfully rolled it out. 

In addition, specifi c targets like those 
contained within the NHS Operating 
Framework need to be retained until 
they are delivered in full.

RECOMMENDATION 4: 
The Department of Health and the new 

NHS Commissioning Board should devise 

a system for sharing best practice across 

PCTs to help with the roll out of the NHS 

Health Checks programme

RECOMMENDATION 5: 
Targets for delivering the NHS Health 

Checks programme should continue 

to be specifi ed in the NHS Operating 

Framework until such time as the 

programme is fully rolled out 

across England

Preventing 
individuals with 
CVD from having 
a second event
The Quality and Outcomes Framework 
(QOF) incentive scheme also provides 
a real opportunity for improvements in 
heart disease, particularly in secondary 
prevention. This is aimed at helping 
individuals who have already had a 
cardiovascular event such as a heart attack 
or stroke from suffering a further one.

As outlined earlier in this report, for people 
already living with some form of CVD, 
and particularly those individuals who 
have already had an event, their chances 
of suffering a further heart attack or stroke 
increase signifi cantly compared to the rest 
of the population.

Our survey 
fi ndings highlight 
both encouraging 
results, and areas 
for concern. It is 
encouraging to 
see that a number 
of PCTs have 
explored ways 
of providing the 
checks to reach 
all parts of the 
target population.
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lifestyle advice to their patients. This is 
particularly important at a time when 
NHS budgets are under pressure. 
The more patients can do to help 
themselves the better.

Longer term, Government proposals 
mean that local authorities will take 
greater responsibility for delivering public 
health initiatives for their populations. 
Examples like DC Leisure’s agreement 
with Rotherham PCT are an innovative 
approach to encouraging healthier living 
practices amongst the population, which 
could easily be replicated elsewhere.

RECOMMENDATION 7: 
The Government and Royal Colleges 
should consider how best to support 
GPs and other healthcare professionals 
to provide lifestyle advice and support 
to patients

RECOMMENDATION 8: 
Local authorities should consider 
adopting innovative best practice 
examples for promoting public 
health locally

Opportunity 
for change
The NHS Health Checks programme 
could be this country’s once in a 
generation opportunity to have a major 
impact on CVD – Britain’s major cause 
of disability, ill-health and mortality. 

Despite the budgetary pressures on the 
NHS, and the continuing demands on 
healthcare professionals, it is imperative 
to ensure that the NHS Health Checks 
Programme is fully rolled out and 
accessible throughout the country, 
and for those at highest risk of CVD. 

This programme is not about medicalising 
the population. It is about empowering 
people to take greater responsibility for 
their own health. In cases where patients 
would benefi t from treatment, healthier 
lifestyle choices should also be encouraged 
to help patients reduce their risks as much 
as possible.

However, the existing QOF indicators 
regarding cholesterol targets for secondary 
prevention of coronary heart disease 
(CHD) are not refl ective of clinical best 
practice guidelines, including JBS 258 and 
NICE’s (National Institute for Health 
and Clinical Excellence) own guidance 
on lipid modifi cation59.

At present, the QOF indicator (CHD08) 
rewards points for the percentage of 
individuals with CHD whose last measured 
total cholesterol is 5 mmol/l or less60. 
NICE guidance and JBS 2 guidance both 
call for a target of 4 mmol/l.

NICE assumed the responsibility for 
developing and reviewing QOF indicators 
in part to ensure that “the principles 
behind [NICE’s] recommendations are 
refl ected in the indicators61.” HEART UK 
calls on NICE to ensure that this principle 
is applied to all indicators for CVD related 
conditions, particularly raised cholesterol, 
by making all QOF indicators refl ective 
of NICE and other best practice guidance. 

RECOMMENDATION 6: NICE should 
review QOF indicators for secondary 
prevention of CHD and ensure that all 
existing targets refl ect best practice 
guidelines and are ambitious enough 
to help individuals achieve the best 
possible outcomes

Public Health and 
lifestyle advice
As the case studies in this report and 
many others around the country 
demonstrate, there is much that public 
health leads can learn from local 
independent projects about how best 
to engage with target populations and 
encourage healthier practices. A link up 
between some of these local projects and 
the NHS Health Checks programme would 
help in the short-term to reap the benefi ts 
of this innovative thinking at a local level.

HEART UK also calls on the Government 
and Royal Colleges to ensure that GPs 
and other healthcare professionals are 
encouraged, and feel able, to provide 

For those patients who have already 
suffered an event such as a heart 
attack or stroke, the focus should be on 
preventing this from happening again. 
As well as encouraging lifestyle changes 
and treatment adherence, GPs and 
healthcare professionals should be 
incentivised through the QOF on the 
basis of clinical best practice guidance, 
to enable patients to reach their optimal 
clinical targets.

Finally, as the NHS undergoes signifi cant 
changes, CVD must remain the number 
one priority in healthcare and public 
health. Within this, cholesterol must 
be recognised as a key risk factor, and 
in cases where individuals have raised 
cholesterol as a result of non-inherited 
conditions, an area where both patients 
and their healthcare professionals 
can focus on simple changes to gain 
signifi cant benefi ts.
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