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Federation Led Health Check Standard Operating Procedure (SOP) 

 
 
 
Introduction 
 
This SOP covers the end to end process for delivering mobile health checks within the community in 
Surrey, as per the Public Health Agreement for the Health Checks Programme in Primary Care. Health 
checks will be delivered to patients aged 40-74 between the 1st of October 2021 and 31st of March 2023, 
including to those patients that are housebound, patients of no fixed abode, and those who qualify as 
part of the ‘at risk’ cohort. It does not replace the national PHE guidance and must be read in 
conjunction with this.  
 
 
General Statistics 
 
Surrey currently has a health check offer rate of 6.7% and a take-up rate of 3.5%. This is against a 
national rate of around 17%. BP prevalence across Surrey Heartlands is 61.2% against a national target 
of 80% by 2029. To close this gap, health checks need to be undertaken in a specific targeted way so the 
same worried populations aren’t repeatedly invited. The expectation is that this project will meet the 
upcoming HI PCN DES specs and will allow PCNs to achieve targets at all levels - from individual practice 
to the entirety of Surrey Heartlands. 
 
Forward Look 
 
NHSEI have shared that, contractually, the HI and Personalised Care PCN DES service specifications 
published in October 2021 (preparatory phase between October 2021 to March 2022) have a strong 
focus on CVD prevention and starting to close the gaps on AF, blood pressure and cholesterol 
prevalence gaps. Attached to this will be IIF targets on the above to dovetail some of our established 
GOF targets. 
 
Overview 
 
This is a key piece of work for Federations and PCNs as they transition into BAU at practice level. It offers 
an amazing opportunity to support practices allowing PCNs to meet their required targets, possibly 
establishing QoF QI projects completed once across Surrey Heartlands and will unlock further IIF funding 
for PCNs. 
 
It  allows an opportunity to consider how Surrey Heartlands want to position primary care. The 
publication of the Provider Collaborative document, which includes every sector except primary care, 
makes it vital for Federations to be ahead of the game, ensuring PC is strong, front and centre at both 
system and place levels. 
 
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0754-working-together-at-scale-guidance-
on-provider-collaboratives.pdf 
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Service Outline 
 

• Ensure that only appropriately trained staff provide the service. (See Training & Governance) 
 

• Ensure that for all completed Health Checks a complete record is made on the patient’s clinical 
record and it is possible to differentiate between those completed by The Federation and those 
completed by the practice.   

 

• Ensure that all equipment used is maintained and accurately calibrated in accordance with 
manufacturers’ guidelines and MHRA guidelines; ‘Management and use of IVD Point Of Care 
testing equipment Guidance Document Blood Pressure management devices MHRA Blood 
Pressure Management devices  

 

• Use the cardiovascular risk score (QRisk) specified in the latest version of ‘NHS Health Checks 
Best Practice Guidelines’.   

 

• The practice will have in place a call and re-call register, with individual patients only claimed for 
once in every 5 years.  This will involve inviting patients to access the service, record their results 
and recalling them in five years’ time.  Where patients fail to attend or refuse to have their risk 
assessed, this will be recorded accordingly.  A fail or refusal will be recorded after attempting to 
contact them on three separate occasions by either telephone, text or letter.  The practice will 
also take appropriate follow-up actions to encourage non-attendees to have their vascular risk 
assessed.  Template invite letters are available via NHS Health Checks website and standard 
Patient information letters are available from Surrey CC.  

 

• Undertake a standard assessment, based on the following questions and measurements: height, 
gender, age, ethnicity, weight, hip/waist ratio, current medicines, age, family history, smoking 
status, pulse rhythm check, blood pressure and a blood test for total / HDL cholesterol. Those 
who have been identified at risk of diabetes or kidney disease may then have further blood and 
urine tests (see appendix 1 and 2).  

 

• Communicate the risk (high, moderate, low) to people, with appropriate advice, support and 
interventions depending on the level of identified risk.   

 

• Ensure that all patients receive lifestyle advice on how to maintain/improve their vascular 
health. Patients identified as high risk will require further investigation and (if applicable) 
referred to a lifestyle management programme e.g. smoking cessation, weight management, 
healthy walks and Diabetes Prevention Programme.   Practices should follow their local 
protocols and referral pathways for those identified as high risk of T2DM.  (Where HbA1c is 42-
47 mmol/mol (6.0-6.4%) and refer to the NHS Diabetes Prevention Programme for intensive 
lifestyle behaviour change  

 

• Involve the patient actively in agreeing what advice and/or interventions are to be pursued, and 
make decisions in partnership with the patient and with the patient’s informed consent. 

 

mailto:allianceforbettercare@nhs.net
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• Have the flexibility to decide how to implement the vascular risk assessment programme – for 
example through allocated appointment times or open clinics. It may be that there are times 
when opportunistic assessment can take place.   

 

• Participate in the programme monitoring process by producing quarterly data and annual audit 
data as requested including the follow-up of high-risk individuals who have moved onto a 
disease register and exited the NHS Health Checks programme.  

 

 
Summary of Local Needs and Patient Eligibility 
 
Locally in Surrey we are building on the existing programme to prioritise populations groups at higher 
risk of CVD and would benefit sooner from a Health Check. A revised strategy of delivery for the 
programme has resulted in an enhanced fee for prioritising patient groups with higher risk factors for 
cardiovascular disease. These prioritised patients must be eligible for the NHS Health Check and meet 
at least one of the following criteria: 
 

▪ Living in an area of qualifying deprivation in Surrey; (i.e. living in quintiles 1 and 2 of areas 

of deprivation: as per the most up-to-date IMD score) 

▪ patients with a CVD QRisk2 Score of > 10  

▪ Patients with mental health illness and eligible 

▪ Persons registered as homeless 

▪ Patients registered with caring responsibilities and eligible 

▪ Patients registered as smokers and eligible 

▪ Patients registered as obese (BMI > 30) and eligible 

▪ Patients from BAME (non-white) ethnic groups  

 

Patient groups excluded from the programme (as per national guidance) 

▪ Coronary Heart Disease 
▪ Stroke 
▪ Chronic Kidney Disease stages 3-5 
▪ Diabetes 
▪ Atrial fibrillation 
▪ Hypertension  
▪ Familial hypercholesterolaemia 
▪ Transient Ischaemic attack (TIA) 
▪ Heart failure 
▪ Peripheral Arterial Disease (PAD) 
▪ Hypercholesterolaemia treated with statins 
▪ Over the age of 74 
▪ Had an NHS Health in last five years 

 
For advice on templates and searches to use Contact Public Health team on: 
publichealthclaims@surreycc.gov.uk  
 

mailto:allianceforbettercare@nhs.net
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Assessment 

All patients attending the practice for a health check will be assessed for their CVD risk using the CVD 
risk tool (QRisk) stated in the ‘NHS Health Check Best Practice Guidelines’. The following information will 
be collected and investigations will be carried out (subject to change as per the recommended CVD risk 
tool): 
 

▪ Age 
▪ Gender  
▪ Pulse rhythm check (*see Pulse Check best practice guidance note at end of this 

specification) 
▪ Blood pressure 
▪ Smoking status 
▪ BMI 
▪ Physical activity levels (GPPAQ questionnaire) 
▪ Total cholesterol level  
▪ HDL cholesterol level  
▪ HBA1C (for those at high risk of diabetes) 
▪ Family history of diabetes and premature heart disease 
▪ Ethnicity 
▪ Postcode (to enable deprivation score to be calculated) 
▪ Alcohol intake (Audit C screen) – see appendices 
▪ Dementia awareness  

 
Where appropriate, it may be possible to complete some elements of the health check digitally (e.g. via 
Footfall). However, physical measurements (blood pressure, cholesterol, HBA1C etc) will still require a 
physical appointment. 
 
Regardless of the format of the heath check (digital or in person), it is essential that the CVD risk score 
(Qrisk) and a discussion about health behaviours is completed verbally to ensure the patient 
understands their risk and the changes they can make to reduce their risk of CVD and diabetes.  
 
 
Service Aims  
 

▪ The purpose of the NHS Health Check is to identify an individual’s CVD risk, for this risk to be 
communicated in a way that the individual understands, and for that risk to be managed by 
appropriate follow-up, including being recalled every five years for assessment. The Health 
Checks programme facilitates behaviour change around modifiable lifestyle factors. 
 

▪ To reduce the burden of cardiovascular disease in the community by enabling more people to 
have their CVD risk identified and managed at an early stage of vascular change.  

▪ Offer the opportunity to make significant inroads into health inequalities, including socio-
economic, ethnic and gender inequalities.  
 

▪ To sustain the continuing increase in life expectancy and reduction of premature mortality that 
is under threat from the rise in obesity and sedentary living. 
 

mailto:allianceforbettercare@nhs.net
http://www.abcltd.org.uk/
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▪ To increase population awareness of dementia for all those attending the NHS Health Check 
 

▪ To identify level of potentially harmful drinking 
 

The service is primarily a preventive one; it is not intended for those people who already have vascular 
disease, e.g. people with existing diagnosis of diabetes, hypertension, heart disease, stroke, TIA, CKD.  
It is assumed that these people will be on the appropriate disease registers and receiving treatment as 
necessary.  Anyone on high risk register is excluded. 

 
 
 

Risk & Escalation Process 
 
 
Risk Assessment 
 

▪ To offer adults access to an individual risk assessment through a number of different validated 
strategies 

▪ To promote healthy lifestyle advice focusing on potential benefits of reducing vascular disease 
risk 

▪ To detect undiagnosed T2DM facilitating early implementation of prevention strategies and 
vascular disease intervention 

 
 
Risk Communication 
 

▪ Offer all adults undergoing a risk assessment, appropriate feedback of the results with 
subsequent care planning (i.e.to simply and effectively communicate their current risk of 
vascular disease) 

▪ To agree an action plan designed to reduce risk of incident vascular disease 
 
 
Risk Management 
 

▪ To integrate activities of the programme with primary prevention activities in the general 
population 

▪ Patients identified as requiring stop smoking or weight management support are referred to 
One You Surrey via the referral form or OYS website. 

▪ To ensure the overall programme addresses potential inequalities in healthcare 
▪ To ensure the optimal integration of these policies with existing systems and initiatives for 

example Quality and Outcomes Framework (QOF), to avoid duplication and unnecessary testing 
and/or assessment 

 

Operational Escalation 

mailto:allianceforbettercare@nhs.net
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For day-to-day operational queries, including IT issues, access to equipment, transport, etc., please 
direct your query to Lewis Mitchell (lewis.mitchell5@nhs.net)  

For anything urgent that cannot be resolved by the above, or for any urgent changes to operational 
processes or urgent strategic changes, please contact overall project lead Angelina Lee 
(angelina.lee@nhs.net) 
 
For shift queries in advance of (or after) working, please contact Jill Hawthorne (jill.hawthorne@nhs.net) 
 
 
Clinical Escalation 
 
Clinical Leadership should be provided within each Federation for appropriate review and escalation 
pathways. 

 
 

Reason for 
appointment 

Threshold Action Time 

High CVD risk ≥ 20% Referral to practice nurse or GP for 
cardiovascular risk assessment 

Within 2 weeks 

Blood 
pressure 

140 to 159 systolic 
and / or 
90 to 110 diastolic 

Referral to practice nurse or GP for 
Hypertension risk assessment and Chronic 
kidney disease risk assessment. 

Within  2 weeks 

160 to 179 systolic 
and / or 
> 110 diastolic 

Within 1 week 

≥ 180 systolic Urgent referral to GP for Hypertension risk 
assessment, Chronic kidney disease risk 
assessment and other CVD risk management. 

Same Day 

FPG ≥ 7mmol/l  Repeat FPG, intensive lifestyle advice or 
Referral to practice nurse or GP for diabetes 
risk management. 

Within 1 week 

HbA1c ≥ 6.5%/48mmol/l Repeat HbA1c, intensive lifestyle advice and 
Referral to practice nurse or GP for diabetes 
risk management. 

Within 1 week 

Total 
cholesterol 

> 7.5 mmol/l Referral to practice nurse or GP to assess 
possible familial hypercholesterolemia 

Within 2 weeks 

Weight 
management 

BMI ≥ 35 Referral to practice nurse or GP for weight 
management. 

Within 2 weeks 

mailto:allianceforbettercare@nhs.net
http://www.abcltd.org.uk/
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Training and Governance 

 

• Surrey County Council led training sessions. These are aimed at those who will be delivering the 
NHS Health Checks to patients in GP, Pharmacy or Leisure settings and eligible individuals in 
other locations. It will include an explanation of the tests that are included in the NHS health 
check. It will give delegates confidence in assessing risk, communication of risk and suggestion 
of actions to help patients reduce their risk of CVD and diabetes. This session is also suitable for 
those who have not delivered NHS Health Checks during the COVID-19 pandemic and wish to 
refresh their memory before resuming services. 
 

• BHR Pharmaceuticals POC equipment training – to be held at a site (Woodhatch Place) with 
access to the POC equipment, and delivered by BHR staff via MS Teams 
 

• Those who are not registered health care professionals, must undertake a face to face session 
with a RHCP demonstrating the entire health check procedure prior to their first visit. All ABC 
staff will attend training at Woodhatch Place. 

 

• Any staff delivering NHS Health checks are required to have completed the ‘Health Check 
Mentor” eLearning module via the OnClick portal: https://shop.onclick.co.uk/login/signup.php 

 

• Healthcare staff delivering the service will be required to demonstrate their professional 
eligibility, competence and continuing professional development in order to remain up-to-date 
and deliver an effective service which is culturally appropriate.   

 

• Practitioners must have the required competencies for the risk assessment process at an 
appropriate level.  

 

• Staff should be able to demonstrate that they have participated in organisational mandatory 
and update training, for example infection control, manual handling, risk assessment and risk 
communication as required. 

 
 
http://www.healthcheck.nhs.uk/commissioners_and_healthcare_professionals/national_guidance/ 
 
 
  

mailto:allianceforbettercare@nhs.net
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Payment & Reporting 
 
The County Council will pay GP providers £45 for a completed Health Check  
 
It has been proposed the each federation would complete the following number of checks in line with 

the additional funding that is on offer: 

 

 

• As outlined in the SCC Service Agreement, payment will be made quarterly in arrears.  

• All claims are made via the quarterly claim form provided by the public health team or where 
agreed by public health, additional local mechanisms that have been developed to submit claims 
via a CCG or local GP federation can be used.  

• Practices must provide the required data monitoring activity to support their claims.  Failure to 
provide this may result in the claim being delayed until the information is provided.  

• In addition to the claim form (or locally agreed submission), practices or federations must 
provide results for each aspect of an NHS Health Check. This data should be anonymised but is 
required for all completed NHS Health Checks. Failure to provide this may result in the claim 
being delayed until the information is provided. 

• Where possible data relating to the outcomes following the NHS Health Check should also be 
recorded and included in data monitoring. For example, if a patient is identified as having a high 
blood pressure it would be helpful to know if they were subsequently diagnosed with 
hypertension and/or prescribed an anti-hypertensive. Similar outcomes would be helpful for the 
following: 

Qrisk >10 
Blood Pressure >140/90 
Irregular pulse 
HbA1c > 42mmol/L 
Cholesterol > 6 mmol/L 

 

 
 
 

 
 

 

Number of pts eligible 
for health check % of total 

Proportion of 
funding 

Target number of 
checks 

Pro Care 59848 20% £49,112 1091 

NICS 103000 34% £84,524 1878 

DHC 29907 10% £24,542 545 

Surrey Medical Network 18,603 6% £15,266 339 

GPHP 57068 19% £46,831 1041 

ABC 36223 12% £29,725 661 

mailto:allianceforbettercare@nhs.net
http://www.abcltd.org.uk/
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MHCS Locations & Community Outreach 
 
 
The MHCS (Mobile Health Check Service) provides an opportunity for PCN groupings to work with their 
local voluntary organisations, faith groups and local authorities and either start or build on key 
relationships for the future so the location can be as locally driven as possible. To make best use of the 
service, potential locations for the MHCS will be agreed between the Service Lead and the PCN practices 
in partnership with local authority Community Development teams, Citizens Advice Bureau, and other 
community and voluntary organisations as appropriate. Key information in selecting locations will 
include: 
 

• ‘Soft intelligence’ on areas of low uptake for any reason. Local authority Community 
Development teams can work with residents’ associations, neighbourhood groups, faith groups, 
etc., to discover the local feeling about public health requirements, identify any common 
themes around reasons for low uptake, and plan a strategy to target and address those themes 
at a local level. 

• Practice level data on uptake factoring age groups and ethnicity data from practice clinical 

systems, mapped geographically either by mapping to a practice catchment area or, where 

possible, mapping more specifically and accurately using clinical system mapping features. 

 

Once locations have been identified they will need to meet the following requirements 
 

• Security of entrance, ideally with a single access point that can be marshalled continuously; 

• Suitable tarmac / hard standing; 

• Adjacent to parking for ease of access for patients as required; 

• Permission of the landowners to use that location; 

• Access to nearby facilities including toilet with handwashing for staff; 

• A site specific risk assessment should be completed in conjunction with the landowners. 
 
 
Contacts  
 
GRT, Refugee & Asylum Seeker Population – Eva Bangova 
 
Surrey Minority Ethnic Forum – Jasmine Kapoor 
 
Housing Needs Population – Trevor Woolvet   

mailto:allianceforbettercare@nhs.net
http://www.abcltd.org.uk/
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Staffing & Equipment 
 
Working under the National protocol, the MHCS will be staffed with the following as a minimum*: 
 

• 1 x Health Check Practitioner  

• 1 x Administrator 

• 1 x Marshall (volunteer) to support patient flow and set-up (requirement dependant on site 
location and patient throughput) 

 
*Where health checks are being carried out in conjuction with mobile vaccinations, a registered health 
care professional must also form part of the staffing (please refer to ABC Off Site Vaccination SOP: 
02_SOP Off Site Vaccination.docx) 
 
All staff will book shifts through the Lantum platform and may either be employed by ABC, under MOU, 
or work directly as self employed.  All staff must provide evidence of BLS, Anaphylaxis, POC equipment 
training and Health Check eLfH training as a minimum requirement. 
 

Lateral Flow Testing 

All staff intending to interact with patient should have had a negative lateral flow test (LFT) within the 
preceding 72 hours. Ideally this is performed prior to arriving at the LVS, but where this isn’t possible it 
may be performed in the designated areas on arrival 

Point of care testing equipment 
 
Each federation will be provided  
 

▪ Cool box 
▪ Vaccine 
▪ PPE – masks, gloves, aprons 
▪ Clinell wipes 
▪ 1ml syringes 
▪ 2ml Syringes 
▪ Sodium Chloride 
▪ Alcohol wipes 
▪ Cotton Wool 
▪ Micropore 
▪ Alcohol Gel 
▪ Anaphylaxis Kit  
▪ Saline and giving sets 
▪ Defibrillator 
▪ Laptop and plug 
▪ Sharps bin 
▪ Leaflets 
▪ Vaccination cards 
▪ Indelible marker pen 
▪ Clinical waste bag 

mailto:allianceforbettercare@nhs.net
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▪ Hand sanitiser 
▪ Business continuity forms 
▪ Observation chart 
▪ Laptop with cellular data 
▪ Laptop charger  

 

 
The equipment will need to be able to measure cholesterol and HbA1c and be in line with the POCT 
MHRA Guidance documents in the appendices.  
 
The practice will purchase consumables, maintain the equipment in terms of calibration, and internal 
and external quality assurance.  
 
Practice providers should ensure: 

 

• only staff who have been trained (by a competent trainer) use the POC equipment  

• That an appropriate internal quality control (IQC) process is in place  

• up-to-date register of trained/competent operators 

• That there is named POCT coordinator 

• That records of results of quality control performed 

• That they can evidence registration in an accredited external quality control EQA scheme 
reporting to NQAAP  
 

(the above is based on the MHRA guidelines already referred to.) 

 
Restock at end of shift 

On return to the collection site, the team must sign back in equipment, finalise records (updating 
relevant service or practice leads with any issues) and restock the roving kit ready for the next shift. As 
part of your checks, please: 

- Test the AED 
- Notify the Clinical Lead of any emergency medications you’ve used and have these replaced 
- Check that all medications in the trolley are in date. 
 
 
  

mailto:allianceforbettercare@nhs.net
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Patient Booking & Consent 
 
 
Triage & Booking 
 
This will be coordinated by a key role within each PCN (e.g. Care Coordinators, ).  These individuals must 
have access to the ABC Covid Vaccine sites MS Teams group and the Care Home Vaccination Channel 
 
The Coordinator should make contact with the care home to arrange the following 
 

o Number of patients  
o Preferred date / time for visit 
o Suitable area for vaccination 
o Ensure all patients are within timescale for vaccination  

 
Update the master spreadsheet with this information, this will be viewed by the roving team to allocate 
visit times and updated at this point.  Where practices will vaccinate the homes themselves this also 
needs to be updated on the spreadsheet. 
 

  
Consent 
 

• The assessor should ensure that all individuals that attend for a Health Check are provided with 
the same information about the service and the purpose of the Health Check prior to the 
process commencing.  

 

• The assessor will reassure the individual and give an overview of the tests and questions that 
they will go through in order for them to make an informed choice as to whether or not they 
consent for the Health Check to take place. 

 

• Prior to the commencement of a Health Check, it is essential that the individual gives their 
consent for the check to take place.  The individual must give his/her consent for all 
measurements to be made during the Health Check and consent to a finger prick blood sample 
to be taken if using POCT. 

 

• The assessor must inform the individual that the information obtained at the Health Check will 
be shared in a secure manner with the individual’s GP practice.  The individual will be asked if 
they consent to this and given the option to decline. 

 

• If the individual gives his/her consent to the terms above then the Health Check can continue. 
 

• If the individual refuses to give consent to the terms above then the Health Check must be 
terminated. 

mailto:allianceforbettercare@nhs.net
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Appendix 1. Health checks algorithm 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix 2. Diabetes Filter 
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Useful links and information 

 

Patient Audits: 

• GPAQ Questionnaire : https://www.gov.uk/government/publications/general-practice-physical-

activity-questionnaire-gppaq 

• Audit C Questionnaire : 

http://www.alcohollearningcentre.org.uk/Topics/Browse/BriefAdvice/?parent=4444&child=489

8 

• Diabetes UK Risk Score tool https://www.diabetes.org.uk/resources-s3/2018-

02/DiabetesRiskScore_form.pdf 

• Or Leicester Diabetes org http://leicesterdiabetescentre.org.uk/The-Leicester-Diabetes-Risk-

Score 

• Best Practice Guidance :  DoH publication NHS Health Checks Best Practice  

http://www.healthcheck.nhs.uk/national_guidance/ 
 

POC Management and Guidance  

http://www.mhra.gov.uk/Publications/Safetyguidance/DeviceBulletins/CON071082 

 

QRisk : http://www.qrisk.org/  

 

Patient Information: 

• Department of Health (Alcohol, Change4Life, Health Check Dementia booklet)  

https://www.orderline.dh.gov.uk/ecom_dh/public/saleproducts.jsf 

• NHS Choices (NHS interactive Livewell Information including weight loss tools)  

http://www.nhs.uk/Conditions/nhs-health-check/Pages/NHS-Health-Check.aspx 

• Diet and Lifestyle advice http://www.nhs.uk/change4life/Pages/change-for-life.aspx  

• Patient advice and leaflets on Blood Pressure and Cholesterol :  

https://www.bhf.org.uk/publications 
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http://www.healthcheck.nhs.uk/national_guidance/
http://www.mhra.gov.uk/Publications/Safetyguidance/DeviceBulletins/CON071082
http://www.qrisk.org/
https://www.orderline.dh.gov.uk/ecom_dh/public/saleproducts.jsf
http://www.nhs.uk/Conditions/nhs-health-check/Pages/NHS-Health-Check.aspx
http://www.nhs.uk/change4life/Pages/change-for-life.aspx
https://www.bhf.org.uk/publications


 
 

 

Contracts 
Individual contracts needed with SCC (ABC draft available – Lewis will send to CEOs - NICS) 
Insurance – outside a PMS/GMS contract?  
 
 
 
 
 


