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INTRODUCTION
April 2013 was an important date for the 
NHS Health Check programme, as for 
the entire English NHS. The Health and 
Social Care Act brought the programme 
under the control of local government 
via new arrangements for public health. 
The programme offers everyone between 
the ages of 40 and 74 years screening for 
cardiovascular risk factors, diabetes, and 
renal disease with 5-yearly recall. Given 
difficult beginnings, including an uncertain 
evidence base and faltering roll-out, 
this article explores the programme’s 
current status, 1 year after its change in 
commissioner. We consider health checks 
against some of the key concepts outlined 
in standard criteria for screening, ‘Wilson’s 
criteria’: namely the condition’s importance; 
efficacy of the test and treatment; and 
arrangement of the programme. We ask 
whether it should remain, in its current 
form, the flagship of English cardiovascular 
disease (CVD) prevention.

THE CONDITION
As CVD is the largest cause of morbidity and 
mortality internationally, the importance of 
prevention is self-evident. CVD reduction in 
high-income countries has arguably been 
the greatest population health improvement 
of the late 20th century. However, there 
is still room for improvement. Evidence 
suggests reductions in incidence are stalling 
while CVD remains a leading cause of 
premature mortality.1 An ageing population, 
leading to increased prevalence, and rising 
treatment costs, seem destined to force 
spiralling CVD spending. With aspects of the 
aetiology and natural history well known, 
CVD is a potentially important candidate for 
prevention and therefore screening.

THE TEsT
In screening, the test is used for the 
‘presumptive identification of unrecognised 
disease or defects’. How, therefore, do 
health checks do this? CVD risk calculation 
is central to any intervention; however, there 
are questions about the calculators. The 
choice of calculator is not clear, with older 
ones overestimating CVD risk, and newer 
ones underestimating it.2 There are also 
general concerns. Risk prediction (at least 
10-year risk) is heavily dependent on age, 
therefore interventions bypass the young. 
Unlike diagnostic tests, scores predict 

probabilities of events, not their presence: 
health checks will never be entirely 
comparable to other screening. Finally, 
when derived, in-person variability in risk 
factors is not accounted for: this causes 
misclassification when applied, which is 
larger in those at lower risk.3

Health checks not only test for risk, but 
also for occult disease. Early diagnosis, not 
direct management of risk, may hold the 
greatest potential programme gains, but 
there is evidence of limitations in health 
check procedures. The ‘diabetes filter’, 
which selects attendees for blood glucose 
testing, omits one-third of those with 
undiagnosed diabetes.4 Important health 
gains may be missed, and changes are vital 
to maximise health gains.

THE TREaTmENT
There are two potential streams of 
intervention — or treatment — in the 
programme. Firstly, health checks 
themselves should include advice tailored 
to participants’ risk. These multifactorial 
lifestyle interventions — the only intervention 
offered to most attendees — do not reduce 
CVD mortality, and are unlikely to affect 
risk factors without medication.5 Secondly, 
any raised risk should be actively managed, 
either in the medical setting or by referral to 
external intervention.

Unfortunately one of the strongest 
themes to emerge from the programme 
is limited subsequent action; for example, 
lifestyle intervention or smoking cessation.6 

At a general practice and local authority (LA) 
level, such interventions are at best under-
used, at worst absent,7,8 while participants 
describe health checks as ‘a series of clinical 
tests’, not a risk management service.9 
Combined with poor uptake of checks, 
this will result in limited public health gain 
and the programme failing. Further, this 
undermines the ethics and principles of 
screening, which dictate appropriate follow-
up must be provided.

Five years since the programme’s 
introduction, the evidence base for CVD 
prevention has evolved. A 2012 systematic 
review suggested health checks do not 
reduce mortality and when implemented 
often lack intervention, including modern 
treatments.10 This prompted varied 
responses, including the UK government 
defending the programme, claiming the 
review irrelevant because, unlike after 
NHS Health Checks, trials did not specify 
risk management. Firstly, however, most 
trials did include follow-up, some even 
using specialists, more than the English 
programme offers, while subgroup analysis 
found no benefit in trials including lifestyle 
advice.10

Other criticisms were rebuffed, 
including concerns about the age of trials; 
specifically that it neglected modern, 
effective interventions. The review authors 
highlight that new therapies, especially 
those targeted at ‘healthy’ groups, are 
not necessarily better than 30 years ago. 
Older studies may in fact tend towards 
greater gain from health checks. There 
is substantially more routine testing in 
contemporary primary care, therefore it is 
plausible that modern health checks will 
pick up fewer ‘unmanaged defects’, having 
disproportionately smaller impact.

Two successes emerge from the 
programme. Statin prescribing has likely 
increased in those eligible.11 This is important 
given recent evidence confirming statins 
are effective, cost-effective and maintain 
long-term reductions in cardiovascular 
events in those without prior CVD, although 
generally in higher risk populations. The 
question remains how best to deliver them 
to target groups. Secondly, there is evidence 
of reductions in CVD risk, although strictly 
restricted to high-risk subgroups.6,12

THE pROgRammE 
Important structural elements must be 
present for screening to be viable and 
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health checks face subtle difficulties. Of the 
public health functions transferred to LAs, 
health checks present a challenge. They 
are one of LAs’ largest commitments to 
health spending, while its ‘medical’ nature is 
removed from their experience. Boundaries 
are unclear between who funds components 
of the service. What is funded under LAs’ 
public health remit — the ‘health check’ — 
and what is routine management of CVD 
risk? Guidance defines LA commissioning 
responsibilities as ‘NHS health check 
assessments’, mentioning nothing of 
intervention.13 This drives a rift through the 
programme, likely exacerbating the limited 
intervention and further reducing its chances 
of success.

A second concern surrounds monitoring 
the programme. One simple question is 
central to quality assurance: how do we 
measure the success of a public health 
intervention? It may become increasingly 
tempting to focus on high-risk individuals or 
those with clinical disease; that is, groups 
where the programme is most likely to 
succeed. The ideal standard should, however, 
reflect the programme’s original aim. As 
England’s premier CVD prevention policy, 
health gains should be measured across 
the whole population. Increasing emphasis 
is being placed on disease diagnosis (not 
that this is bad per se), but we must not 
completely diverge from the programme’s 
primary prevention origins. 

THE fUTURE
Naming health checks as a priority for 
the new English NHS was a significant 
fillip for CVD prevention. This support must 
be harnessed into an effective English 
CVD prevention policy. The successful 
management of CVD risk after health 
checks restricted to high-risk subgroups 
does support an alternative;6,12 that is, 
targeted prevention, which was initially 
rejected in England. Health check invitees 
are preselected, only those at highest risk 
are invited, which bypasses the inefficiencies 
and ineffectiveness of offering checks to 
those at lower risk. Furthermore, one of 
the greatest strengths of English primary 
care is its coverage with electronic medical 
records: this provides up-to-date data 
which improves targeting, hence enhancing 
this strategy. Using a targeted approach, 
one can capture all prospective CVD events 
in the pre-selected group without screening 
the entire population.14 The Archimedes 
model shows targeting improves cost-
effectiveness, making health checks cost-
saving across Europe.15 Public Health 
England states that guidelines support 

the current health check programme by 
‘managing those at high risk of vascular 
disease’.16 In truth, guidelines only support 
the actual management of those at high 
risk, not universal health checks. Since a 
targeted approach will identify and manage 
the high risk equally effectively, but far more 
cost-effectively, this is a good alternative.

No screening-based approach to 
CVD prevention is the sole answer, only 
addressing risk in a minority. To combat 
CVD we need more than a reactive 
programme that diagnoses disease or 
manages existing risk. We need a proactive 
approach, concentrating on primary, even 
primordial, prevention at a population 
level.17 Policy changes, for example 
regulating salt or trans-fat consumption, 
have enormous potential health gains, and 
are cost saving.17 That said, a targeted 
health check programme will effectively 
manage those at the highest risk, which will 
save lives and money, leaving resources 
to implement complimentary population-
based programmes.

andrew RH Dalton,
Public Health Specialty Registrar, Health Education 
West Midlands, Birmingham.

Tom marshall,
Reader in Primary Care, School of Health and 
Population Sciences, University of Birmingham, 
Birmingham.

Richard J mcmanus,
NIHR Professor of Primary Care and GP, Nuffield 
Department of Primary Care Health Sciences, 
University of Oxford, Oxford.

provenance
Freely submitted; not externally peer reviewed.

DOI: 10.3399/bjgp14X681997

aDDREss fOR CORREspONDENCE

andrew RH Dalton,
Health Education West Midlands, St Chads Court, 
213 Hagley Road, Edgbaston, Birmingham,  
B16 9RG, UK.
E-mail:  andrew.r.h.dalton@gmail.com

British Journal of General Practice, October 2014  531

REfERENCEs
1. O’Flaherty M, Ford E, Allender S, et al. 

Coronary heart disease trends in England and 
Wales from 1984 to 2004: concealed levelling 
of mortality rates among young adults. Heart  
2008; 94(2): 178–181.

2. Siontis GC, Tzoulaki I, Siontis KC, Ioannidis JP. 
Comparisons of established risk prediction 
models for cardiovascular disease: systematic 
review. BMJ 2012; e344: e3318.

3.  Marshall T. The effect of blood pressure and 
cholesterol variability on the precision of 
Framingham cardiovascular risk estimation: 
a simulation study. J Hum Hypertens 2010; 
24(10): 631–638.

4. Smith S, Waterall J, Burden AC. An evaluation 
of the performance of the NHS Health Check 
programme in identifying people at high risk of 
developing type 2 diabetes. BMJ Open 2013; 3: 
e002219.

5. Ebrahim S, Taylor F, Ward K, et al. Multiple risk 
factor interventions for primary prevention of 
coronary heart disease. Cochrane Database 
Syst Rev 2011; (1): CD001561.

6. Gidlow CJ, Cochrane T, Davey R, et al. One-year 
cardiovascular risk and quality of life changes in 
participants of a health trainer service. Perspect 
Public Health 2014; 134(3): 135–144.

7. Graley CE, May KF, McCoy DC. Postcode 
lotteries in public health — the NHS Health 
Checks Programme in North West London. 
BMC Public Health 2011; 11: 738.

8. Nicholas JM, Burgess C, Dodhia H, et al. 
Variations in the organization and delivery of the 
‘NHS health check’ in primary care. J Public 
Health (Oxf) 2013; 35(1): 85–91.

9. Chipchase L, Waterall J, Hill P. Understanding 
how the NHS Health Check works in practice. 
Practice Nursing 2013; 24(1): 24–29.

10. Krogsbøll LT, Jørgensen KJ, Grønhøj Larsen C, 
Gøtzsche PC. General health checks in adults 
for reducing morbidity and mortality from 
disease. Cochrane Database Syst Rev 2012; 10: 
CD009009.

11. Dalton ARH, Bottle A, Okoro C, et al. Uptake 
of the NHS Health Checks programme in a 
deprived, culturally diverse setting: cross-
sectional study. J Public Health (Oxf ) 2011: 
33(3): 422–429.

12. Artac M, Dalton AR, Majeed A, et al. 
Effectiveness of a national cardiovascular 
disease risk assessment program (NHS Health 
Check): results after one year. Prev Med 2013; 
57(2): 129–134.

13. Department of Health. Public health in local 
government: commissioning responsibilities. 
London: DoH, 2011. 

14. Marshall T. The use of cardiovascular risk 
factor information in practice databases: 
making the best of patient data. Br J Gen Pract  
2006; 56(529): 600-605.

15. Schuetz CA, Alperin P, Guda S, et al. A 
standardized vascular disease health check in 
europe: a cost-effectiveness analysis. PloS One 
2013; 8(7): e66454.

16. Fenton K, Kelly MP, Newton J, et al. NHS 
Health Check: our approach to the evidence. 
London: Public Health England, 2013. 

17. Capewell S, Lloyd-Jones DM. Optimal 
cardiovascular prevention strategies for the 21st 
century. JAMA 2010; 304(18): 2057–2058.


