A community-based drop-in service for NHS health checks: evaluation of uptake
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Abstract
Background: A community-based drop-in service aimed to deliver cardiovascular health checks to people living in areas of high socioeconomic deprivation. 
Methods: Retrospective cohort study using data collected from 1092 cardiovascular health checks performed across a one-year time period in community venues across the city of Manchester. Participants were adults aged between 40–74 years, with no pre-existing cardiovascular disease who were registered with a primary care centre within the intervention catchment area.
Results: Of the total eligible population in Manchester across the study period 110194, it was found 7025(6.4%) had a cardiovascular health check, of these 1092(29%) were performed by the community-based service. Attendance was highest in younger females aged 40-45. Most patients were either in a managerial/professional occupation or unemployed. The higher risk population of cardiovascular disease (CVD were in highest attendance. Amongst the registered attendees, the checks discovered 129 new cases of hypertension, 64 new cases of type 2 diabetes, the vast majority of patients required an additional form of intervention, be that lifestyle or behaviour.  
Conclusions: A community-based cardiovascular check service is a viable method of delivering CD prevention intervention in areas of high socioeconomic deprivation. 
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INTRODUCTION
Cardiovascular disease (CVD) is the second biggest cause of premature death in the UK.(1) The NHS health check programme began in 2009, with the purpose of reducing mortality from CVD by offering assessment to all adults aged 40-74 years without pre-existing CVD. 
CVD risk is strongly associated with socioeconomic deprivation.(2) NHS health check uptake has been found to be higher in older, female and more affluent groups, suggesting that the programme is failing to capture those who would receive the greatest benefit.(3-5) A community-based drop-in service in Manchester, North West England was established with the aim of increasing the uptake of NHS health checks by people living in the most deprived areas of the city. 
This study aims to assess the effectiveness of this service in reaching deprived populations, by examining the demographic profile of people that attended compared with national attendance data. 
METHODS
The community venue NHS health check service operated in venues including; libraries, leisure centres, religious centres, town halls, art galleries, and youth centres. Primary care centres were informed when the service was within their catchment area and their patients were invited by letter with a description of available times and locations. Checks were also offered opportunistically and the service was promoted with local posters and leaflet drops. 
The service had no appointments and ran as a walk in centre. Patients were excluded if their primary care practice was outside the catchment area or if they had a pre-existing CVD condition defined by the NHS Health Check Best Practice Guidance [1]. No follow-up was provided by the community venue service.  All follow up was performed in primary care or health and wellbeing services. 
All data was collected routinely as part of the full NHS health check. The collated and anonymised data was analysed for all those that attended the service from 1 April 2016 - 30 March 2017. Health data was collected in accordance with the NHS health check best clinical guidance.(6) This includes: smoking status, occupational status, family history of coronary heart disease, body mass index (BMI), lipid profiling, blood pressure, pulse rhythm, physical activity assessment, alcohol risk assessment using the Audit-C questionnaire, diabetic risk assessment.(7) The QRISK®2 engine  was used to calculate each individual’s 10-year risk of CVD.(8)
Pearson’s correlation coefficient was calculated to measure the strength of the relationship between the number of attendees and the index of multiple deprivation deciles. 
RESULTS
A total of 1,092 NHS health checks were performed by the community venue service between April 2016 and April 2017. This accounted for 29% of the total number of NHS health checks performed in Manchester in the year and represented 6.4% (7,025) of the total eligible population in Manchester (110,194).   
55% of attendees were female. 41% of attendees were aged 40-49, 35% aged 50-59 and 23% were aged 60-74. 59% of attendees identified as White (British, Irish, other white background), 21% as Asian (Indian, Pakistani, Bangladeshi, Chinese other Asian), 12% as Black (African, Caribbean, other black background), 3.5% as Arab, 2.4% as Mixed 2.4%, 1% other ethnic group and 1% not stated. 33% of attendees were in managerial and professional employment, 14% intermediate and 14% in routine and manual employment. 19% of attendees were unemployed or not in work due to illness or disability. 4% of attendees identified themselves as full time carers and 1% as full time students. 
45% (494) of attendees reported that they had received a referral to the service through a letter from their GP and 3% (29) another invitation in the post. 9% (96) reported that they had been advised by someone else to attend. 14% (152) reported attending due to seeing a poster for the service. 29% (321) of attendees took up checks opportunistically.
Most patients were non- or ex-smokers (83%) and drank no alcohol (47%) or had an audit-C score of <5 (35%). 71% of attendees had a BMI of greater than 25, with 44% having a BMI of 25-30 (overweight), 19% 30-35 (obesity I), 6% 35-40 (obesity II) and 3% with a BMI of over 40 (obesity III). The majority of attendees (75%) had a low CVD risk as calculated by Qrisk2, 20% medium risk, 4% high risk and 0.6% (7 people) were defined as very high risk.
The vast majority of attendees received advice on modifying lifestyle risk factors related to; cholesterol levels for 82% of attendees, BMI for 72% and physical activity for 74%. Referrals for further primary care intervention were made for 30% of attendees.  
40% of attendees lived in areas in the lowest index of multiple deprivation decile, reflecting the location of the community venues. Pearson’s correlation coefficient showed a statistically significant moderate negative correlation with a R value of -0.676 9 (p<0.05). 
DISCUSSION
This study has shown that a community venue cardiovascular health check service can produce substantial numbers of attendees. The prevalence of smoking, drinking over 14 units of alcohol per week, obesity and physical inactivity among attendees was similar to the estimated prevalence for Manchester from national household survey data.(9)
Attendance by gender reflected national uptake, with more women attending than men.(10) Men are at greater risk of CVD, with women developing CVD up to 10 years later than men and men being three times more likely to suffer a myocardial infarct.(1) A concerted effort is required in order to attract more male attendees across all methods of performing cardiovascular health checks in the UK. 
Reported barriers to attending NHS health checks include difficulty accessing checks in primary care and a lack of understanding about the systemic health effects of CVD.(11) This service removed the access barrier by placing checks in community venues and removing the need for appointments. Knowing a friend who has attended screening acts as a positive predictor for uptake.(12) Word of mouth generated 9% of attendances for this service.
In contrast to national uptake which has shown higher uptake by older people, higher numbers of attendees to this service were in the lower age groups.(10)
It has been previously shown that people living in the most deprived areas are under-represented in the uptake of health checks.(13) This study shows that cardiovascular prevention services in community venues can provide valuable added coverage in areas of deprivation. The success of such a service to target those at greatest need is dependent on planning and implementation within the community which requires detailed knowledge of the area and its population. A large proportion of the attendees had heard about the service from their own GP. Collaboration with primary care is vital for successful implementation and effective follow-up of at risk individuals post heath check. 
An important factor in the design of the community venue NHS health check service was the availability of drop in checks with no need for attendees to book appointments. Convenience has been reported as a big influence on uptake of health checks.(14) 29% of attendees followed the offer of an opportunistic check. It has been demonstrated that direct verbal engagement increases uptake.(5,14)
Despite the service being designed to encourage uptake by people living in areas of high deprivation, the most frequent occupational status of attendees was a managerial or professional. These attendees may be more likely to represent the ‘worried well’. The service did also attract a high number of attendees who were unemployed and in employed in routine and manual occupations. To focus resources on those at greatest need, services such as this need to explore ways of targeting more specifically and may need to consider triage to exclude those at lowest risk from the full service. 
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