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Objectives: We present findings from a national online survey of uptake and implementa-

tion of the National Health Service Health Check (NHSHC) programme. The research aimed

to understand national variation in implementation of NHSHCs and explore the relation-

ship between uptake and different components of implementation.

Study design: The study design was a descriptive online survey.

Methods: Data were collected via an online survey between November 2015 and August

2016. The survey was distributed nationally to practice managers in the Midlands and East

of England, South of England, North of England and London via local NHSHC leads with the

help of the national programme manager.

Results: Responses were received from 153 participants, half of who were practice man-

agers (49.7%). Common components of implementation included using postal invitations

accompanied by the national leaflet, NHSHCs delivered routinely with other appointments,

offering NHSHC outside of working hours and with blood samples taken during the

consultation. Meaningful exploration of the relationship between uptake and components

of implementation was not possible given the inaccuracy of self-reported uptake data,

which was confirmed by comparison with public health data in a subsample (n ¼ 18). The

comparison also found that a number of practices were reporting more completed health

checks than the total number of patients invited, which again indicates problems that may

have implications for uptake figures locally and nationally.

Conclusions: Overall, our findings showed considerable variation in the implementation of

NHSHCs on a national scale and issues with quality of programme uptake data, which has

implications for national reporting for NHSHC.

© 2018 The Royal Society for Public Health. Published by Elsevier Ltd. All rights reserved.
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referral back to the GP or other services, where possible, based

on NICE guidance.

Nationally, uptake of NHSHC remains below 75% on which

the original economic model was based.1 Best practice

guidelines have been available to support the implementation

of NHSHC since 2009, but local authorities are given autonomy

to design and implement the programme in a way that meets

the needs of the local population. This has inevitably led to

varied implementation throughout the country, both across

regions and between individual general practices. Data from

eight PCTs (in 2010)2 and 99 practices in London3 and 13

practices in Sefton4 indicated a number of variations

including the budgets for NHSHC; approaches to delivery;

payments made to general practices; evaluation and moni-

toring; tools used to estimate CVD risk and services available

for referral postcheck.2 Training given to staff involved in

NHSHC also differed. Some, but not all, general practices

included: measurement methods (43%); communicating risk

(65%) and advice about lifestyle change (62%).3 Variation be-

tween practices and individual health professionals in the

delivery of NHSHC has also been identified in the recording of

medical and lifestyle information, advice given to patients,

requested tests and lifestyle support referrals.4 Units of

alcohol consumed, bodymass index, smoking status, levels of

physical activity, blood pressure and cholesterol were only

recorded in 45.3% of patients withmarked variance in lifestyle

advice and referrals between practices and health pro-

fessionals.4 Aside from the differences in the consultation, it

is also important to understand disparities in the organisation

and implementation of NHSHC as this is likely to influence

uptake. This article explores uptake, implementation and

reporting of uptake data for the programme.

This short report presents findings from an online survey

on uptake and implementation of NHSHC. The survey was

informed by previous research4,5 and discussion with public

health NHSHC leads. Survey questions focussed on uptake

and programme implementation (e.g. invitation method,

staffing, advertisement and appointments). Typically, closed

questions were used, ending with an open question allowing

respondents to leave additional comments and information.

There were two main aims: (i) to understand national

variation in NHSHC implementation (ii) to explore the rela-

tionship between NHSHC uptake and different components of

implementation.
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National variation in NHSHC implementation

Data were collected through an online survey, which was

distributed nationally to practice managers (November

2015eAugust 2016), with the help of the national programme

manager and regional NHSHC leads. A number of NHSHC

national lead meetings and steering groups were also atten-

ded to encourage participation. Over 10 months, 454 re-

sponses were initiated and 112 were completed. Additional

responses were received via paper (n ¼ 17) and telephone

(n ¼ 26), giving 153 responses in total. Respondents were most

commonly practice managers (49.7%), health care assistants

(16.3%) and ‘others’ (17%), which included administrators and

data quality staff. Almost half of the responses received were
Please cite this article in press as: Riley VA, et al., Understanding im
Check Programme, Public Health (2018), https://doi.org/10.1016/j.puh
from the Midlands and East of England (n ¼ 72), followed by

the South of England (n ¼ 31), North of England (n ¼ 30) and

London (n¼ 19). MeanNHSHCuptake reported by respondents

was 47.09%, which was in line with the national average for

the corresponding year (48.3%, 15/16 datadwww.

healthcheck.nhs.uk/). Respondents represented a range of

practices in terms of practice size (mean 8202, range

1650e36000), patients registered White British (mean 78.91%,

range 12.3e99%), GP population aged 40e74 (mean 41.05%,

range 7.86e55.56%) and deprivation of practice location based

on the Index of Multiple Deprivation (most deprived to least

deprived quintile, Q1 ¼ 27.5%, Q2 ¼ 24.1%, Q3 ¼ 17.4%,

Q4 ¼ 17.4%, Q5 ¼ 13.5%).

As reported elsewhere,6 letters were the most common

method of invitation, although most respondents reported

use of multiple methods (Table 1). Of those that sent a postal

invitation, the majority included the national NHSHC leaflet

(n ¼ 152). Other methods to invite patients for a NHSHC

included telephone (52%) and text messages (22%). Research

that has looked at invitation methods has suggested that

telephone invitations are associated with higher uptake than

postal,7 and the combination of a postal invitation and text

messaging improves uptake.8

The average Qnumber of practice staff involved in the

invitation process was 2.7% (n ¼ 147), most commonly

administrative staff (n ¼ 153). Sixty-two percent stated that

NHSHCs were routinely implemented with other appoint-

ments (e.g. prescription review, vaccinations), whereas 33%

ran NHSHC-specific clinics and 5% used both. Despite

limited investigation of prebooked appointments, which

have shown the method to be effective,9 just 11% of prac-

tices adopted this method alone or in combination with a

letter requesting a patient to book an appointment (26%;

n ¼ 152). More respondents in London chose to adopt both

methods (58%) instead of leaving it to the patient to book

the appointment (21%). Nearly three-quarters of practices

offered NHSHC appointments to patients after working

hours. Blood sampling varied between practices; half re-

ported taking blood samples during the NHSHC (not in

advance) in line with previous research.6 Although a single

appointment method may be more effective for uptake, it

precludes the discussion of CVD risk during the health

check if the practice does not use point-of-care testing.

Eighty-six percent of practices advertised NHSHCs in sur-

gery. Strategies included posters, TV monitors, practice

websites, newsletters, on prescriptions, via social media

and leaflets in the waiting area (n ¼ 121).

Perceptions of the programme were mixed. Respondents

from the South of England were less inclined to perceive

health checks as ‘very’ or ‘extremely’ important compared

with those from London. When asked to list three services to

which practice gave highest priority, 20% of respondents

included NHSHCs, although this varied by region (e.g. lower

priority in the South of England). Although other services

such as asthma clinics and sexual health are undoubtedly

important, the results may indicate a lower perceived

importance of preventive services. The findings show a large

variation in the perceived importance, effectiveness and

priority of NHSHCs nationally, which is in line with the

findings of Krska, du Plessis and Chellaswamy,6 who found
plementation and uptake in the National Health Service Health
e.2018.01.024
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Table 1 e Implementation characteristics and perceptions of NHS Health Checks Q7.

Implementation
characteristics

Total responses
(n ¼ 153)

Midlands and East
of England (n ¼ 72)

North of England
(n ¼ 30)

South of
England (n ¼ 31)

London
(n ¼ 19)

n % n % n % n % n %

Invited by

Letter 123 80 57 79 26 87 26 84 13 68

Telephone 79 52 43 60 18 60 2 7 15 79

Letter followed by telephone 32 21 16 22 8 27 3 10 4 21

Text 34 22 16 22 11 37 0 0 7 37

Opportunistic invitation 92 60 45 63 20 67 14 45 13 68

Included national leaflet in

postal invitation

92 61 48 67 17 57 22 71 4 21

Invite patients up to three times 71 46 31 43 20 67 11 36 8 42

Implement health checks

routinely in current practice

95 62 46 64 21 70 15 48 12 63

Leave it to patients to make an

appointment

95 62 48 67 17 57 26 84 4 21

Offer health checks

After work (5pm) 110 72 49 68 25 83 22 71 14 74

Before work (9am) 85 56 38 53 73 73 16 52 8 42

At weekends 18 12 9 13 2 7 0 0 7 37

Take the blood sample during

the health check

appointment

84 55 36 50 11 37 25 81 11 58

Advertise NHSHealth Checks in

practice

132 86 62 86 26 87 27 87 16 84

HCs were ‘very’ or ‘extremely’

important

76 50 36 50 19 63 7 23 13 68

HCs were ‘effective’ or ‘very

effective’

74 48 35 49 11 37 14 45 14 74

HCs included in top three

prioritised services

31 20 16 22 4 13 2 7 8 42

NHS, National Health Service; HCs, Health Checks.
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that just over half of GPs perceived the programme as

important and beneficial to patients.
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Self-reported uptake

Owing to anomalies and missing self-reported uptake data,

where possible, responses were compared with general

practice uptake data accessed from a subsample of two local

authorities to check accuracy. Comparisons were conducted

between local authority and self-reported uptake data for 18

practices within the two areas. Of these, only two practices

reported uptake that was in line with corresponding practice

public health data. Self-reported data from 12 respondents did

not match data held by public health with three respondents

self-reporting percentage uptake above that reported by

public health (variation mean 3%, range 1e5%) and nine re-

spondents self-reporting percentage uptake below that held

by public health (variation mean 15%, range 2e34%).

We were unable to compare data for four respondents as

public health data suggested that the practice had completed

more health checks than total number of patients invited.

This suggested that practices have difficulty in accurately

recording and reporting the number of patients invited for a

health check, whether by letter, telephone, text, email or

opportunistically. As a result, univariate analysis could not be

conducted due to inaccuracy of self-reported uptake.
Please cite this article in press as: Riley VA, et al., Understanding im
Check Programme, Public Health (2018), https://doi.org/10.1016/j.puh
Implementation and implication of self-reported
uptake

Overall, our data show considerable variation in programme

implementation, which is consistent with previous

research.2e4,6,10 There is evidence of relative consistency in

use of the national leaflet in postal invitations, offering health

check appointments outside of working hours and advertising

the programme in the waiting area. All of which may be

important for improving uptake for the programme.

There are clearly issues around data quality and perfor-

mance indicators. The marked discrepancy between self-

reported NHSHC uptake and that collated by the correspond-

ing local authority highlighted issues in the accuracy of

recording. For the present study, the accuracy of reported

uptake data prevented meaningful analysis of which aspects

of delivery were associated with high/low uptake (our sec-

ondary aim). Moreover, this broader issue is important in

practical terms given that some localities still rely on self-

reported data for local and national reporting. We were un-

able to calculate uptake for a number of general practices due

to insufficient public health data, potentially due tomiscoding

of opportunistic invitations, which again has implications for

national reporting. Therefore, accuracy of recording needs to

be improved before this type of analysis can be conducted.

This is a broader issue currently being looked at by Public
plementation and uptake in the National Health Service Health
e.2018.01.024
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Health England through use of a national data extraction ‘to

monitor the programme and help local commissioners and

service providers address variation by locality and across

different patient groups’ (NHSHC e-bulletin October

2017dwww.healthcheck.nhs.uk/).
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