
Local enhanced service for the identification and management of people at high risk of Coronary Heart Disease

Introduction

Secondary prevention of Coronary Heart Disease (CHD) for patients is well established within practices and care of these patients is recognised within the Quality and Outcomes Framework (QOF).  The National Service Framework  (2000) identified that the second step was the identification and management of patients at high risk of CHD and this is identified as a target within the Local Delivery Plan (LDP) process but is not reflected in the QOF.  NICE guidance (CG 18 2004) advises that decisions on management of hypertension should be based on information that includes assessment of CVD risk. 

The advantages of identifying this group of patients is to offer effective management, both pharmacologically and non-pharmacologically, at an earlier stage with a view to preventing cardiac events and premature death. 

Given that this issue is of national and local priority, and that the scale and scope of the work for the identification of patients at high risk currently falls outside of the QOF, there is a need for a local enhanced service. 

No part of the specification by commission, omission or implication defines or redefines essential or additional services.

Aims

The aim of this service is to identify patients who are at risk of developing coronary heart disease and to reduce this risk.

Service Outline

This LES will fund:

1. The identification of the following target group:

Patients aged less than 75 and who have: 

· hypertension, 
· diabetes, 

· disorders of lipid metabolism, 
· FH familial hypercholesterolaemia  [ these patients should be coded and treated as high risk immediately] 

· FH of IHD in parents or siblings under the age of 60  
· BMI >30 

· Impaired Glucose Metabolism

· Borderline hypertension, 
but are on neither the CHD or stroke registers.

2. Identify and score those at risk creating a high risk register

· Measurement of BP, fasting lipids and blood glucose, anthropometric (height, weight, BMI and waist circumference) measurements

· Calculation of 10 year CHD/CVD risk using standard tools and recording on clinical records using appropriate read codes.

3. Manage risk by:

· Lifestyle assessment 

· Communication of level of risk to patient in most appropriate format

· Brief intervention on lifestyle advice and signposting to services to support lifestyle change (e.g. smoking cessation, physical activity programmes) 

· Patients at high risk (> 30% CHD or 40% CVD risk) should be offered statins and aspirin (if not contra-indicated) after discussion and reviewed at least annually to manage their CHD risk.  (This may be part of review for chronic disease e.g. hypertension annual review).

· Patients at moderate risk (15-30% CHD 20-39% CVD) should be offered statins after discussion. 

Monitoring

Practices will be required to report the following statistics on a quarterly basis:

· Number of patients in the target group not on the CHD or stroke registers

· Number of patients in target group coded for risk score

· Number of patients in target group coded high risk

· Number of patients in target group coded moderate risk

Practices will be expected to provide computer print outs for audit if required.  

Funding

Practices will be paid the equivalent of 6 QOF points for the creation and maintenance of a risk register.  30% of this will be paid when the practice successfully applies to provide the service.  The remainder will be paid on submission of the data and practices will be expected to demonstrate progress on a quarterly basis working towards all patients within the target groups having a CHD/CVD risk score.

Scheme Review

This LES will be reviewed in light of any changes to the QOF and/or NICE guidance, and will be developed from……...

Sharing of information 

Practice statistics will be collated by the PCT and shared through the Clinical Governance Leads.


