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Prevalence of CHD, persons aged 16+
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Prevalence of COPD, persons aged 16+
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Prevalence of stroke, persons aged 16+
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Males Females Total

Cardiovascular disease

Four treatments (beta blocker, aspirin, ACE inhibitor, statin)

for all patients with a previous CVD event

CHD deaths averted 76 51 127

Stroke deaths averted 28 39 66

Additional treatment for hypertensives

with no previous CVD event

Additional hypertensive therapy 35 42 77

Adding a statin to treatment 19 18 37

Treatment for heart attack

Primary angioplasty (PCI) for heart attack 3 2 4

Anticoagelent therapy (Warfain) for all patients over 65 

with atrial fibrillation

Stroke deaths averted 8 15 23

Diabetes

Reducing blood sugars (HbA1c) over 7.5 by one unit 14 5 19

Chronic obstructive pulmonary disease (COPD) 

Treatment with inhaled corticosteroids for all patients 21 40 61

Harmful alcohol consumption

Brief intervention for 10% of harmful drinkers 2 1 3

Total 205 212 417

*Possible reduction in the number of deaths compared to the average number of deaths each year from 2005-07

Achievable number of averted deaths in 

one year*
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Executive Summary
Cardiovascular disease (CVD) covers a number of different problems of the heart and circulatory system, including coronary heart disease (CHD), stroke, diabetes and peripheral vascular disease. Coronary Heart Disease (CVD) kills more than 100,000 people in the United Kingdom every year. Nearly one-and-a-half million people have angina and nearly 300,000 have a heart attack annually.
There has been a steady improvement in Cardiovascular disease (CVD) rates in Sunderland in recent years and early deaths (under 75 years) from heart disease and stroke Sunderland are reducing faster than in England as a whole. However CVD still remains a major cause of early death; rates have fallen but remain significantly higher than the England average. 

There are 15,000 people in Sunderland with a diagnosis of coronary heart disease – 6.4% of all people ages 16 and over This prevalence is likely to rise to.  Between 16,600 and 16,900 people will be affected (7.2%) by 2020

There exists an enormous potential to prevent premature deaths by focussing on people who already have the disease and targeting those at high risk for developing CVD. These include:

· Men living in most areas of the city

· Those living in neighbourhoods with high levels of deprivation;
· People living with undiagnosed disease 
· Those who make unhealthy lifestyle choices especially those who smoke, drink unsafe levels of alcohol or who are overweight or obese.

· Those who have, or are at high risk of developing CVD 
One of the major issues in relation to cardio vascular disease is the gap between CVD rate in Sunderland and the England average.  Equally important, however, is the variation in CVD rates within Sunderland itself.

Services are in place to improve CVD levels.  There still, exists, however, many variations in provision and uptake in services which are not related to need.  Gaps, relate not only to the need to commission new services but also to reduce unexplained variation in service provision and to reconfigure services so that they are more accessible to those who need them most.
However there is a need to introduce improved service provision around cardiac rehabilitation, TIA clinics, community diabetes delivery, arrhythmia services and anti coagulant delivery 
Recommendations for Commissioning include:
· Increase the uptake of  NHS Health Check to systematically reach those 40-74 year olds at greatest risk, Ensuring that commissioned NHS Health Check providers target men to ensure equity of access, working with key community groups to develop awareness of health checks, focusing coordination of activities on the nine priority neighbourhoods,.

· Commission a range of evidence-based CVD services to address prevention, early identification, treatment and rehabilitation and improve healthy life expectancy including the consistent use of beta blockers, aspirin, ACE inhibitor and statin by GPs following an AMI. 
· Commissioning  range of evidence-based CVD risk factor prevention and treatment services including stop smoking and tobacco control, alcohol and overweight/obesity related services 
· Increase hypertension control following TIA and stroke including access to TIA clinics for stroke, working on agreement of local model for stroke care via network and direct discussions with clinicians, procurement of stroke rehabilitation team in Sunderland completed 
· Identification and consistent treatment of patients identified with Atrial Fibrillation.
· Further review of heart failure services in Sunderland
· Commission systematic cardiac rehabilitation services 
· Develop single-site model for weekend TIA clinics.
· Develop a revised service model for an intermediate community diabetes service and modernise current secondary services 
· Evaluate outreach community pilot arrhythmia service and make recommendations for future service commissioning.
Develop a community based  anti-coagulation and INR model and service

	Introduction

	Cardiovascular disease (CVD) covers a number of different problems of the heart and circulatory system, including coronary heart disease (CHD), stroke and peripheral vascular disease. Coronary Heart Disease (CVD) kills more than 100,000 people in the United Kingdom every year. Nearly one-and-a-half million people have angina and nearly 300,000 have a heart attack annually..
 The disease is the result of thickening and narrowing of the arteries supplying the heart and surrounding structures with blood carrying oxygen and nutrients. The usual cause of the arterial thickening is the deposition of thick fatty plaques in the artery walls. This is called atherosclerosis. Its presence compromises blood flow by increasing resistance. 

There are a number of factors which enhance the risk of CVD. Being old, inheriting a predisposition to the disease, and being male increase the risk. Other factors which are influenced by lifestyle include high blood pressure, raised cholesterol (and specifically the ‘bad’ cholesterol – low density lipoproteins, LDL), smoking, obesity, diabetes, poor nutrition and lack of exercise. The risk of CVD rises with increased blood pressure or cholesterol and it advances rapidly in patients with poorly controlled diabetes. The disease has its origins in childhood and evidence of atherosclerotic change may be present in up to one in three young people by the age of twenty.

Clues to the presence of CVD are often obtained during routine screening checks which are undertaken in GP surgeries when raised blood pressure or cholesterol or diabetic disease may be identified. Unfortunately high blood pressure and raised cholesterol are without symptoms and in undiagnosed patients the first sign of the disease may be a heart attack (or stroke or kidney failure).

There has been a steady improvement in Cardiovascular disease (CVD) rates in Sunderland in recent years and early deaths (under 75 years) from heart disease and stroke Sunderland are reducing faster than in England as a whole. However CVD still remains a major cause of early death; rates have fallen but remain significantly higher than the England average. 
Within Sunderland there are sizable variations in CVD, with the CVD mortality rate for the most deprived local areas being 2.3 times greater than least deprived area of the population. 

There are 15,000 people in Sunderland with a diagnosis of coronary heart disease – 6.4% of all people ages 16 and over This prevalence is likely to rise to.  Between 16,600 and 16,900 people will be affected (7.2%) by 2020. 
Age is a key factor in cardiovascular disease as the prevalence of cardiovascular disease increases significantly after the age of 40 years and the ageing population means that CVD will continue to present a significant disease burden in future years.
There are modifiable factors which will have an impact on the development of CVD. These include smoking, unsafe drinking and being overweight or obese. Services to assist people to address these risk factors need to focus Increased understanding of the ‘fairness’ of services commissioned using

Health equity audit.
There exists an enormous potential to prevent premature deaths by focussing on people who already have the disease and targeting those at high risk for developing CVD. These include:

· Men living in most areas of the city

· Those living in neighbourhoods with high levels of deprivation;
· People living with undiagnosed disease 
· Those who make unhealthy lifestyle choices especially those who smoke, drink unsafe levels of alcohol or who are overweight or obese.

· Those who have, or are at high risk of developing CVD 
Evidence based interventions which will have impact on CVD rates relatively quickly.  include 

· Increasing the uptake of  NHS Health Check to systematically reach 40-74 year olds at risk and ensure a ‘scaling up’ of the NHS Health Check across Sunderland targeting  men and black and minority ethnic communities in particular
· The consistent use of beta blockers, aspirin, ACE inhibitor and statin by GPs following an AMI
· Services which address CVD risk factors lifestyle issues of tobacco, alcohol, obesity.
· High quality systematic care & rehabilitation: 
· Increase hypertension control following TIA and stroke including access to TIA clinics for stroke, working on agreement of local model for stroke care via network and direct discussions with clinicians, procurement of stroke rehabilitation team in Sunderland completed 
· Identification and consistent treatment of patients identified with Atrial Fibrillation.


	Key issues and gaps

	One of the major issues in relation to cardio vascular disease is the gap between CVD rate in Sunderland and the England average.  Equally important, however, is the variation in CVD rates within Sunderland itself.  
Services are in place to improve CVD levels.  There still, exists, however, many variations in provision and uptake in services which are not related to need.  Gaps, relate not only to the need to commission new services but also to reduce unexplained variation in service provision and to reconfigure services so that they are more accessible to those who need them most.
However there is a need to introduce improved service provision around cardiac rehabilitation, TIA clinics, community diabetes delivery, arrhythmia services and anti coagulant delivery.
NHS Health Checks were launched by the Department of Health in 2009, with the aim of providing early identification and management to find individuals between 40-74 at risk of cardiovascular disease In Sunderland despite there being nearly 1500 health checks a quarter undertaken for the last two years, the gap between expected and observed prevalence of hypertension is not closing. Indeed, the last two years have seen the lowest growth in the size of the recognized hypertension population since records began. There is a need to increase the uptake in NHS Health Checks.

	Recommendations for Commissioning

	· Increase the uptake of  NHS Health Check to systematically reach those 40-74 year olds at greatest risk, Ensuring that commissioned NHS Health Check providers target men to ensure equity of access working with key community groups to develop awareness of health checks, focusing coordination of activities on the nine priority neighbourhoods,.

· Commission a range of evidence-based CVD services to address prevention, early identification, treatment and rehabilitation and improve healthy life expectancy including the consistent use of beta blockers, aspirin, ACE inhibitor and statin by GPs following an AMI. 
· Commissioning range of evidence-based CVD risk factor prevention and treatment services including stop smoking and tobacco, alcohol and overweight/obesity related services.

· Increase hypertension control following TIA and stroke including access to TIA clinics for stroke, working on agreement of local model for stroke care via network and direct discussions with clinicians, procurement of stroke rehabilitation team in Sunderland completed 
· Identification and consistent treatment of patients identified with Atrial Fibrillation.
· Further review of heart failure services in Sunderland
· Commission systematic cardiac rehabilitation services 
· Develop single-site model for weekend TIA clinics.
· Develop a revised service model for an intermediate community diabetes service and modernise current secondary services 
· Evaluate outreach community pilot arrhythmia service and make recommendations for future service commissioning.
· Develop a community based  anti-coagulation and INR model and service


	1) Who is at risk and why?

	 

There has been a steady improvement in Cardiovascular disease (CVD) rates in Sunderland in recent years. However CVD remains a major cause of early death; rates have fallen but remain higher than the England average. These deaths account for a significant proportion of the health inequalities gap not only between Sunderland and England but also within the Sunderland area. There are sizable variations, with the CVD mortality rate for persons under 75 years, for the most deprived local areas being 2.3 times greater than least deprived quintile of the population.
 (NB Sunderland has 42.2% of its population in the most deprived national quintile  and less than 1% of the population in the least deprived quintile) There is marked variation in mortality rates across Sunderland, and while there has been improvement, Hendon remains significantly higher than the overall Sunderland rate. Within Sunderland  there are specific neighbourhoods where levels of deprivation and a range of factors that influence life expectancy  suggest that focussing CVD action will reduce the mortality rate further
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CMGC Barnes Ward 129 - 109 - 102 - 84 - 92 -

CMGD Castle Ward 165 - 141 - 127 - 105 - 105 -

CMGE Copt Hill Ward 125 - 125 - 121 - 131 - 108 -

CMGF Doxford Ward 81 Lower 92 - 102 - 97 - 81 -

CMGG Fulwell Ward 78 Lower 71 Lower 63 Lower 49 Lower 39 Lower

CMGH Hendon Ward 170 Higher 179 Higher 170 Higher 178 Higher 176 Higher

CMGJ Hetton Ward 119 - 119 - 108 - 114 - 112 -

CMGK Houghton Ward 114 - 110 - 127 - 111 - 106 -

CMGL Millfield Ward 117 - 91 - 75 - 61 Lower 62 -

CMGM Pallion Ward 140 - 117 - 106 - 99 - 104 -

CMGN Redhill Ward 157 - 157 - 155 Higher 126 - 110 -

CMGP Ryhope Ward 82 - 76 Lower 91 - 109 - 96 -

CMGQ St. Anne's Ward 101 - 104 - 100 - 121 - 107 -

CMGR St. Chad's Ward 96 - 98 - 106 - 90 - 82 -

CMGS St. Michael's Ward 95 - 85 - 62 Lower 69 - 57 Lower

CMGT St. Peter's Ward 132 - 129 - 119 - 122 - 113 -

CMGU Sandhill Ward 147 - 126 - 101 - 66 - 110 -

CMGW Shiney Row Ward 109 - 114 - 123 - 95 - 73 -

CMGX Silksworth Ward 105 - 100 - 93 - 82 - 68 -

CMGY Southwick Ward 175 Higher 166 Higher 154 Higher 130 - 109 -

CMGZ Washington Central Ward 82 Lower 81 - 93 - 82 - 65 -

CMHA Washington East Ward 116 - 132 - 110 - 113 - 72 -

CMHB Washington North Ward 129 - 122 - 107 - 88 - 73 -

CMHC Washington South Ward 82 - 77 - 68 Lower 62 - 59 -

CMHD Washington West Ward 143 - 137 - 114 - 81 - 64 -

Sunderland MCD 119 114 108 98 89

NORTH EAST 117 109 100 93 87

England 97 90 84 79 75

Source: Information Services, NHS South of Tyne and Wear, significance indicates whether ward rate is significantly higher or lower than 

Sunderland average at 95% level of confidence


There are many factors involved in the development of CVD.  Ethnicity (The proportion of the population in Sunderland which is from black and minority ethnic groups is estimated to be 5.5%. South Asian men are more likely to develop CHD at younger age, and have higher rates of myocardial infarction.), age or genetic predisposition are difficult to modify. However an ageing population will have an impact on the rates of CVD across Sunderland. The age profile of the population is increasing. Age is a key factor in cardiovascular disease as the prevalence of cardiovascular disease increases significantly after the age of 40 years. The percentage of the population aged 40 yrs and over is expected to increase in Sunderland from 23.6% to 25.9% for males and increase from 26.7% to 28.1% for females by 2030. Sunderland is therefore predicted to have an older population and this will impact on predicted levels of CVD. 
Gender is a key factor in CVD.  Male CVD mortality rates in Sunderland are significantly higher than female CVD mortality rates. Male heart failure emergency admission rates are significantly higher than female heart failure emergency admission rates. Male angiography rates are 1.5 times greater than female angiography rates in Sunderland. Male stroke emergency admission rates are higher than female stroke emergency admission rates. 

There are modifiable CVD risk factors which will have an impact on the development of CVD. These include smoking, unsafe drinking and being overweight or obese. The Cardio Vascular Health profile estimates that in Sunderland 29.4% of the population smoke, 9.5% of the population in Sunderland binge drink, 29.1% of the adult population are obese and 29.1% do not eat healthily in that they are not consuming 5 or more vegetables per day.  Mortality from Coronary Heart Disease (CHD) is 60% higher in smokers and in 2000 about 1:8 deaths from CVD were attributed to smoking in the UK. Heavy drinking increases the risk of hypertension which in turn is a risk factor for CVD.  Heavy drinking increases the risk of all types of stroke.  Men who drink five or more units a day have been shown to be twice as likely to die from a stroke as those who don’t. Obesity also increases the risk of CVD.  Those with central obesity have over two times the risk of a heart attack.

Sunderland still has a high rate of Cardiovascular disease. There are specific groups within the population who at greater risk. These include:
· Men living in most areas of the city

· Those living in neighbourhoods with high levels of deprivation;

· People are living with undiagnosed disease 
· Those who make unhealthy lifestyle choices especially those who smoke, drink unsafe levels of alcohol or who are overweight or obese.

· Those who have, or are at high risk of developing CVD  


	(2) The level of need in the population 

	The health of people in Sunderland is mixed compared to the England average. Deprivation is higher than average and 14,760 children live in poverty. Life expectancy for both men and women is lower than the England average. Life expectancy is 10.6 years lower for men and 6.6 years lower for women in the most deprived areas of Sunderland than in the least deprived areas. 
 Over the last 10 years, all cause mortality rates have fallen. A national target was set in 2004 to narrow the gap in health outcomes between areas with the worst health and deprivation indicators and the rest of the country. 62 PCTs fell into this most deprived group and Sunderland was one of them. The gap between the most deprived areas in England and the England rate has decreased over time.
CVD Mortality Rates

The 2007-09 CVD mortality rate in Sunderland for persons under 75 yrs was 81.4 per 100,000. (SEPHO (2011) “Cardio vascular disease PCT Health Profile Sunderland” available at www.sepho.nhs.uk) This remains higher than England (70.4) and higher than North East (81.1). 
The CVD mortality rates of 81.4 represents a decrease of 55.6% from 1995-97.  (The percentage decrease against the target between 1995-97 to 2007-09 Sunderland: 55.6% North East:  53.8% England:  50.1%) The former CVD target was set to reduce mortality rates from all CVD by 2009-11 by at least 40% in people under 75 years. This target has already been met in England and in the North East region and has been met in Sunderland. The target ended in June 2010. However Male CVD mortality rates in Sunderland are significantly higher than female CVD mortality rates (113.5 and 51.9 respectively). 
The forecast decrease in the mortality rate for CVD in Sunderland by 2009-11 is 61.3%. For England, the forecast decrease is 55.7% and for North East it is 59.9%. 
In 2004 the national target for CVD was set aiming to narrow the gap in health outcomes between areas with the worst health and deprivation indicators such as Sunderland and the rest of the country. While the gap is reducing In 2007-09, the mortality in Sunderland PCT has remained higher (worse) than England,
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The implication of the trend line is that when we see the three year rolling  averages for midpoint 2009 (2008-2010) and 2010 (2009-2011) there is a strong possibility that death rates locally will be lower than the England average-a significant step on the reducing inequalities journey.
However despite the overall downward trend in mortality, deprived areas still have a higher mortality than the more affluent areas. In Sunderland both the absolute and relative gaps continue to narrow and are expected to continue to reduce in comparison with other deprived areas.

What contributes to CVD Mortality Rate
Coronary Heart Disease makes up the biggest proportion of deaths within CVD for males and females, 16.6% (6.5% Acute Myocardial Infarction [AMI] and 10.1% non AMI) and 10.8% (4.9% AMI and 5.8% non AMI) respectively in Sunderland. For Males 3.3% of deaths are due to Stroke and 0.6% are due to heart failure. For females  4.8% of deaths are due to stroke and 0.2% are due to heart failure
The 2007-09 acute myocardial infarction (AMI) mortality rates for persons under 75 yrs in Sunderland were 20.4 per 100,000. This is significantly higher than in England (16.3%) and higher than in North East (19.8%). In Sunderland, male AMI mortality rates are significantly higher than female AMI mortality rates. The forecast decrease in the mortality rate for CHD between 1996 and 2012 for Sunderland is 68.9% for males and 71.3% for females. For England, the forecast decrease is 65.3% and 72.4% for males and females and for North East it is 68.1% and 74.4% respectively
In terms of Stroke the 2007-09 mortality rate for persons under 75 yrs in Sunderland was 13.4 per 100,000. This is higher than England (12.8) and lower than North East (14.7). Male stroke mortality rates are higher than female stroke mortality rates in Sunderland.The forecast decrease in the mortality rate for stroke between 1996 and 2012 for Sunderland is 76.1% for males and 71.0% for females. 
Deprivation and Mortality Rates
The mortality rate in 2009 for persons who live in the most deprived areas of Sunderland was 110.8 per 100,000. This is 1.4 times greater than the overall mortality rate for Sunderland and 2.3 times greater than the mortality rate for persons who live in the least deprived areas of Sunderland.

In England the mortality rate for persons who live in the most deprived areas was 115.7, 1.6 times greater than overall and 2.8 times greater than in the least deprived areas. 
In addition to this the absolute gap in mortality rates between the most and least deprived areas in 2009 was 62.4 in Sunderland, 85.4 in North East  and 75.0 in England and  . Since 2001 this has decreased by 15.1% in Sunderland, has decreased by 22.2% in North East and has decreased by 27.9% in England.  While there has been a reduction in the absolute gap between the most and least deprived quintiles Sunderland has not narrowed the gap to the same extent as the England or the rest of the North East.
The early death rate from heart disease and stroke has fallen, but both remain worse than the England average. 
· There are 15,000 people in Sunderland with a diagnosis of coronary heart disease – 6.4% of all people ages 16 and over. This prevalence is likely to rise to.  Between 16,600 and 16,900 people will be affected (7.2% by 2020). 
· The observed prevalence for hypertension in Sunderland is only 51.5% of the estimated prevalence. This compares to 43.9% for England and 46.9% for North East. The gap between recognised and treated hypertension, and actual hypertension levels in the community have been long recognised and have been 
Further examination of the Quality and Outcomes Framework performance data shows that in Sunderland there are areas where the performance is significantly higher than England and the rest of the North East. This includes: 
· % newly diagnosed angina patients referred for exercise testing or assessment 
· % CHD patients with record of  blood pressure in last 15 months is % stroke patients with a record of blood pressure in last 15 month
· % hypertension patients with record of blood pressure in last 9 months
Coronary heart disease emergency admission rates
In 2009/10 the emergency admission rate for CHD, all persons, in Sunderland was 309.1 per 100,000 and significantly higher than England and the rest of the North East. Male CHD emergency admission rates are significantly higher than female CHD emergency admission rates. The emergency admission rate for CHD in 2009/10 for persons who live in the most deprived areas of Sunderland was 443.8. This is 2.1 times greater than the rate for people living in the least deprived areas of Sunderland. 

Heart Failure
Male heart failure emergency admission rates are significantly higher than female heart failure emergency admission rates. The emergency admission rate for heart failure in 2009/10 for persons who live in the most deprived areas of Sunderland was 2.1 times greater than the emergency admission rates for persons who live in the least deprived areas of Sunderland (42.7).

Heart failure emergency admission rates between the most and least deprived areas in Sunderland have increased from since 2003/04. In comparison in the rest of the North East and England the gap in the emergency admission rates has decreased 
Strokes and TIA
Stroke and Transient Ischaemic Attack [image: image3.emf]Prevalence of stroke and TIA 
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We know of 6,241 people in Sunderland who have suffered a stroke or TIA. (2.2% of all people ages 16 and over).
 This prevalence is likely to rise to 3.1% in Sunderland by 2020 meaning there is an expected rise  to between 7,000 and 7,200 people will be affected
In 2009/10 the emergency admission rate for stroke, there were 267 admissions (66.7 per 100,000). This is significantly lower than England (104.2 per 100,000) and significantly lower than North East (105.7 per 100,000).  Male stroke emergency admission rates are higher than female stroke emergency admission rates.  Once again the rate for those living in the most deprived areas was higher than those who live in the least deprived areas. 
The proportion of patients under the age of 75 discharged to home or usual place of residence in Sunderland is  84.5%, which is higher than North East (82.6%) and England (78.5%). 72.9% of patients aged 75 or over are discharged to home, which is lower than North East (75.6%) but higher than England (72.7%).
Diabetes

Diabetes mellitus is a condition where the amount of glucose in the blood

is too high, because the body cannot use it properly. There are two main types of

diabetes, Type 1 and Type 2. Type 1 diabetes cannot be avoided and accounts for

approximately 15% of cases, Type 2 is mostly linked to being overweight and

accounts for 85% of cases. There are currently 2.5 million people who have diabetes

in the UK, and there are more than half a million people who have the condition and

don’t know it (Diabetes UK, 2009). 
Prevalence of diabetes among people all ages in Sunderland
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Prevalence of diabetes among people 17 years and over
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	3) Current services in relation to need

	Current activity in Sunderland to address CVD issues includes a continued focus on programmes targeting a number of specific areas. 
This includes evidence based interventions which will have impact on CVD rates relatively quickly. These include 

· Increasing the uptake of  NHS Health Check to systematically reach 40-74 year olds
· The consistent use of beta blockers, aspirin, ACE inhibitor and statin by GPs following an AMI 
· Identification and management of atrial fibrillation,
· Services which address CVD risk factors lifestyle issues of tobacco, alcohol, obesity.
· High quality systematic care & rehabilitation: 
· Increase hypertension control following TIA and stroke including access to TIA clinics for stroke, working on agreement of local model for stroke care via network and direct discussions with clinicians, procurement of stroke rehabilitation team in Sunderland completed 
· Identification and consistent treatment of patients identified with Atrial Fibrillation. 
NHS Health Checks

NHS Health Checks were launched by the Department of Health in 2009, with the aim of providing early identification and management to find individuals between 40-74 at risk of cardiovascular disease (including heart disease, diabetes, chronic kidney disease and stroke). Running alongside this was significant investment into lifestyle services to support people wanting to make changes to their behaviour.  NHS Health Checks have been commissioned against the backdrop of in-depth research which segmented the target audience of 40–74 year olds into groups based on their health-related behaviour and any potential barriers that might exist in terms of their likelihood of taking up the offer of the NHS Health Check.
 Based on the outcomes of this social marketing research which identified differing needs of differing segments of the population NHS Health Checks are being provided in GP practice, , at community pharmacy venues, there has been  the establishment of workplace testing and the NHS are provided in community settings via a nurse led community service.
This has been supported by a hard-hitting advertising and promotional campaigns designed to raise awareness of the checks and drive people to services. The NHS Health Check programme also includes the commissioning of Third Sector partners to reach out to seldom heard groups such as carers, to raise awareness provide and recognise their particular needs and vulnerabilities.  
A comprehensive evaluation of the service has just been completed and improvements in the delivery of NHS Health Checks are currently under discussion with a range of stakeholders.
Consistent treatment of CVD
With regard to ensuring consistent treatment of patients after a circulatory disease event (with all of: beta blocker, aspirin, ACE inhibitor, statin), variation between practices in the number of patients on the best treatment options has been identified.  The GP dashboard is being used to highlight this variation and data is shared on a quarterly basis with practices. Initial audit results have shown the practices are making progress around prescribing individual interventions but improvement in patients on all 4 treatments has been slow. This work also forms part of improving good medical practice and an annual review of progress will be carried out in December 2011, with an action plan developed.
Cardiac Rehabilitation
A rapid process improvement workshop was held in October 2010, which reviewed the cardiac rehabilitation pathway for patients following a Primary Percutaneous Coronary Intervention (PPCI). This improvement work has streamlined the process, improved referral rates and reduced waiting times. Further work is however required to ensure the same access to rehabilitation for patients with wider CVD conditions such as angina and heart failure. Development of a Rehabilitation Strategy, incorporating cardiac rehabilitation, is almost complete. This strategy addresses access issues from primary care for individuals who would benefit from cardiac rehab, the potential for prehab services, and strengthening connections/ referrals between specialist and generalist rehabilitation professionals and pathways, including access to reablement and health trainers, to increase capacity in specialist services. This work will inform revised service specifications for services in 12/13.

Arrhythmia and AF
Progress on identification and management of Arrhythmia and Atrial Fibrillation has been slow in recent years, however, their has been an increased focus in 2011 which will reap dividends in 2012/13.  An evaluation of the community based arrhythmia clinic in Sunderland has been completed and is informing the development of a revised pathway. The GRASP AF tool is currently being rolled out to all GP Practices in Sunderland, with a local incentive scheme focussing on increased numbers of patients on anticoagulation. In addition pulse checks have been included as part of the flu immunisation campaign to increase identification of AF, and a business case to increase capacity and quality regarding anticoagulation provision has been developed, to be approved by December.

Stroke and TIA
Major developments in stroke services have taken place in the last couple of years including the development of 24/7 hyper acute stroke services providing 24/7 access to thrombolysis using telemedicine in stroke care and a collaborative rota of stroke clinicians from all 3 Foundation Trusts in South if Tyne and Wear. This also enables specialist review of all strokes within 24 hours. Community based specialist stroke rehabilitation services have also been developed facilitating earlier supported discharge and home based care for stroke survivors, along with a range of life after stroke services, such as carer and family support, community integration and communication services.

TIA services have improved significantly in the last year, with daily clinics available Monday to Friday. However for patients identified as High Risk TIA diagnosis and interventions must be delivered within 24 hours of referral which currently leaves a gap at the weekend. An options appraisal for weekend clinics for High Risk TIAs is almost complete, using the benefits of the collaborative rota, and it is hoped this will be in implemented by April 2012.
Diabetes
The Sunderland Diabetes Network has been working to develop and extend best practice including consistent delivery of interventions with people identified with diabetes. A model of integrated working with secondary care clinicians has been developed, to increase the skills of primary care staff to deliver interventions and reduce unnecessary outpatient appointments, admissions to hospital and long lengths of stay. This work has not however been prioritised in 2011 and further work is required in 2012 to implement this model.

Heart Failure
In 2010 a local enhanced service was developed which focussed on improved management of heart failure in primary care and aimed to reduce admissions to hospital. Sign up to the LES in Sunderland was good, with 94% of practices. However, provision of the service has not been more variable with only 60% of practices delivering in 2011 and admissions for heart failure are rising in Sunderland. Practices have given various reasons for not providing the LES, the main reason being the complexity of the LES and its payment structure. Work is ongoing to consider options for provision of this service in 2012.
 


	4) Projected service use and outcomes in 3-5 years and 5-10 years

	While the mortality rate for CVD continues to reduce, and the gap between Sunderland and the England rate narrows, the numbers of people who are obese and who suffer the effects of excess drinking are predicted to rise steeply, as is the forecast increase in the population aged 85 and over. These increases have significant implications for health services, and potential increases in CVD rates. 
As described previously, Sunderland has CVD prevalence rates which are higher than the England average.  CVD is a major cause of premature death and emergency hospital admission, so the health and service implications of an ageing population for example will be further exacerbated by this increasing burden of chronic disease. In addition the work of the EPHO (Eastern Public Health Observatory) has calculated expected rise in Stroke levels in Sunderland by 2020 identifying that there is an expected rise to between 7,000 and 7,200 people but also a 7.2% rise in CHD rates to between 16,600 and 16,900 people. 
As can be seen from the tables below the NHS South of Tyne and Wear Strategic Plan 2010 -2015 (which identifies future activity requirements) highlights that in Sunderland there is an anticipated  rise in hypertension, CHD, Diabetes  and Stroke prevalence 

Predictive modeling has been used in the NHS Health checks programme at both macro and micro level.  At a macro level, predictive modeling has been used to identify scenarios for the number of people at risk of CVD, stratified by level of risk. This was used in the design and commissioning of the health check programme. 
The modeling showed that 

· national estimates show a likely 60,000 people at high risk of vascular events out of our population of 324,000 aged 35-74across all South of Tyne and Wear 
· GPs were only  recording 10,000 people on high risk registers;

· There are 57,000 people in the age group for whom no risk has been estimated – some will be in the high risk category but some will not; 
· Using local data on individual risk factors such as smoking and blood pressure, a range of scenarios were created to estimate people at high risk of CVD (mid point estimate 33,000)
 This provides the structure for the requirements and targets for NHS Health Checks, but also the potential demands on services should significant numbers of high risk patients be identified and treated following systematic identification via case finding and NHS Health Check programmes. 
Having evaluated the effectiveness of the current NHS Health Check programme, it is clear from the graph below the Programme will not deliver the coverage of the population within the required five years, indeed on current calculations there is a danger that the delivery will take 10 years. Therefore options in the way the NHS Health Check is delivered both in GP practices and in community settings is being reviewed to deliver improved take up. 
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Stroke Services
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Sunderland number with stroke 

on disease register (QOF)

Sunderland prevalence among 

people 16+ from QOF (%)

Sunderland predicted 

prevalence among people 16+ 

(%)

Sunderland predicted number 

with stroke using ONS 

population estimates 16+

Sunderland predicted number 

with stroke using QOF 

estimated list size 16+

England prevalence among 

people 16+ from QOF (%)

England predicted prevalence 

among people 16+ (%)

2005 5,760

2.6 5,862 2.5

2006

6,004

2.6 5,911 2.5

2007 6,085 2.6 5,964 2.5

2008 6,101 2.6 2.6 6,001 6,126 2.0 2.5

2009 2.6 6,056 6,182 2.5

2010 2.7 6,121 6,248 2.5

2015 2.9 6,596 6,732 2.6

2020 3.1 7,005 7,151 2.7


Source: NHS South of Tyne and Wear based on Eastern Region Public Health Observatory modelled estimates of prevalence of stroke for PCTs in England (2008) and QOF data
The above table demonstrates the anticipated potential increase in actual and predicted prevalence of stroke among people ages 16 and over The true PCT population is, somewhere in between the ONS and QOF estimates.  In the figures above, an upper and lower limit on the predicted number of people diagnosed with stroke has been calculated by generating estimates based on both ONS resident and QOF list size population estimates
As can be seen there is a predicted rise in the number of strokes in the next 10 years but as can be seen the increase anticipated is much larger than the predicted England prevalence

Local anecdotal evidence suggests that around 50% of referrals for suspected TIAs will result in an alternative diagnosis (e.g. migraine/neuro condition etc).  However, it is appropriate for these patients to be referred into outpatient TIA services as they prove to be very difficult to assess, and require review /investigations by a Stroke Specialist in order to make an accurate diagnosis. Therefore, the development of any TIA service needs to ensure that there is a mechanism for non TIA patients to be referred to the appropriately pathway as necessary.  

Diabetes
We know of 12,100 people in Sunderland who have been diagnosed with diabetes – 5.2% of people ages 16 years and over. However the results from the Health Survey for England applied to the Sunderland population suggest that true prevalence is more likely to be 7.5% or 17,000 residents. This prevalence is likely to rise to 10.0% by 2030. 22,900 people will be affected by the disease.
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Sunderland number with 

diabetes on disease register 

(17+, QOF)

Sunderland observed 

prevalence among people 16+ 

from QOF (%)

Sunderland predicted number 

with diabetes using ONS 

population projections 16+

Sunderland predicted 

prevalence among people 16+ 

(%)

North East prevalence among 

people 16+ from QOF (%)

North East predicted 

prevalence among people all 

ages (%)

England prevalence among 

people 16+ from QOF (%)

England predicted prevalence 

among people all ages (%)

2005 9,922

2006 10,424

2007 10,623

2008 11,371 4.9 4.9 4.7

2009 12,102 5.2 16,980 7.5 5.2 7.5 5.0 7.3

2010 17,234 7.6 7.5 7.4

2015 18,718 8.3 8.1 8.0

2020 20,105 8.9 8.7 8.5

2025 21,486 9.4 9.1 9.0

2030 22,869 10.0 9.6 9.5


Source: NHS South of Tyne and Wear based on APHO diabetes prevalence model (2010) and QOF data from the NHS Information Centre

This indicates increasing demand on Diabetic Serviices and a need to reframe services to meet anticipated increases in demand

	5) Evidence of what works

	There is a range of evidence as to what works to reduce CVD mortality. These range from intervention in relation to prevention, identification of early disease and treatment of established disease to interventions that consider the wider determinants of health.  All of these interventions are required if we are to see a sustained improvement CVD rates in Sunderland.

The table below describes a range of interventions in relation to prevention, identification and treatment and their potential impact.  
Intervention

 

Potential impact 

Time-scale 

Certainty 

 

 

 

 

 

Obesity treatment in Adults nonsurgical

 

3

2

Tobacco control

 

3

2

2

CVD -disease mgt of symptomatic individuals

 

3

3

2

Obesity treatment in  Children- nonsurgical

 

3

2

Obesity Prevention

 

3

1

 

 

 

 

 

Hypertension treatment (asymptomatic)

 

2

2

3

Hypertension management in asymptomatic individuals

 

2

3

3

Including more people in AF, diabetes, in disease mgt programmes

 

2

3

3

Patients with TIA referred for investigation

 

2

2

3

Disease management of stroke/ TIA patients

 

2

2

3

Anticoagulant therapy for AF patients over 65

 

2

3

NHS Health Checks ( assuming 75% over 5 years)

 

2

2

2

Nonsurgical Obesity symptomatic Adults

 

2

1

2

Reducing blood sugars( HbA1c) over 7.5 by one unit

 

2

2

2

Systematic cardiac rehabilitation programmes

 

2

2

2

 

 

 

 

 

Surgical obesity intervention- adults

 

1

3

3

Promote stop smoking service

 

1

2

3

Treatment for a heart attack- PCI for heart attack

 

1

2

3

Stroke management on stroke unit

 

1

2

2

As can be seen, a wide range of interventions are required to develop sustained impact on life expectancy.  The table below identifies specific numbers of deaths that can be averted if evidence-based interventions are implemented consistently.
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The clinical guidelines for stroke published by the Royal College of Physicians (2008) states that ‘People with a suspected TIA who are at high risk of stroke (that is, with an ABCD2 score of 4 or above) should have specialist assessment and investigation within 24 hours of onset of symptoms’.
There is also evidence to show that carotid endarterctomy (surgical intervention) when performed quickly and safely is effective in preventing stroke, the National Stroke Strategy suggests that surgery should ideally be performed within 48 hours of a TIA.  

In addition, the TIA Best Practice Tariff (BPT)  introduced on the 1st April 2011  states that TIA patients should be treated in an outpatient setting where appropriate and that clinics should be provided seven days a week.  



	6) User Views

	· NHS Health Checks have been commissioned following in-depth social marketing research with focus groups and which segmented the target audience of 40–74 year olds into groups based on their health-related behaviour and any potential barriers that might exist in terms of their likelihood of taking up the offer of the NHS Health Check. This research was used to shape the service offer, the settings in which it was offered  the identification of the different needs of differing segments of the population people 

· Patients and service users were actively engaged in the development of stroke services, through discovery interviews, focus groups and questionnaires. A stroke survivor also joined the rapid improvement workshop. The PCT has worked with the Stroke Association to undertake engagement work with patients and the public via interviews, questionnaires and the local engagement boards for the TIA Options Appraisal.
· Commissioned alcohol research into hard to reach and vulnerable groups, older people, carers, dual diagnosis, learning disabilities to inform and shape the service specification.

· Patients have been involved in reviewing current anticoagulation services.

· Patients have been involved in developed the revised model for diabetes care.

· Work is underway to gain patient views in the development of new cardiology pathways starting with arrhythmia services.
· Development of Primary Care Centres have been influenced by local people who have identified the type of service they would like provided closer to home. 

	7) Equality Impact Assessments

	Age 

Sunderland ageing population will have an impact on the rates of CVD across Sunderland. The age profile of the population is increasing. Age is a key factor in cardiovascular disease as the prevalence of cardiovascular disease increases significantly after the age of 40 years. The percentage of the population aged 40 yrs and over is expected to increase in Sunderland from 23.6% to 25.9% for males and increase from 26.7% to 28.1% for females by 2030. Sunderland is therefore predicted to have an older population and this will impact on predicted levels of CVD. Services will need to recognise increased delivery due to the ageing population
While CVD is age related, consideration must be given to identify appropriate and specialist information for children and young people who may end up taking on caring or supporting roles for family members. 

Disability
There is limited evidence relating to disability and CVD .A study in the France noted that  the mean level of the risk factors increased gradually with the severity of physical disability.. After adjustment for cardiovascular risk factors, participants with moderate or severe disability had a 1.7 times greater risk of overall CHD than nondisabled subjects.  Those with mild disability were not at greater CHD risk. An association was also found with fatal CHD, for which the risk increased gradually with the severity of disability 
  For those with LD it whas been noted that  Apart from lack of exercise (which was much more prevalent than for the general population) and overweight or obesity, the overall CVD risk factor profile of supported older adults with LD appears generally more favourable compared to the age-matched general population, although the occurrence of all risk factors is still common. Healthy lifestyle programs for this population should focus on implementation of exercise and nutrition strategies

Gender/Sex

Gender is a key factor in CVD.  Male CVD mortality rates in Sunderland are significantly higher than female CVD mortality rates (113.5 and 51.9 respectively) Male heart failure emergency admission rates are significantly higher than female heart failure emergency admission rates. Male angiography rates are 1.5 times greater than female angiography rates in Sunderland. Male stroke emergency admission rates are higher than female stroke emergency admission rates. 

The forecast decrease in the mortality rate for CHD between 1996 and 2012 for Sunderland is 68.9% for males and 71.3% for females, 

Services such as the identification of asymptomatic patients via NHS Health Checks will target males to strengthen preventative interventions

Race & Ethnicity

The proportion of the population in Sunderland which is from black and minority ethnic groups is estimated to be 5.5%. The 2004 Health Survey for England
 found that Bangladeshi and Pakistani men and women and Black Caribbean women were particularly likely to report bad or very bad health. Other findings included:

- HEART DISEASE: South Asians experience significantly higher rates of

coronary heart disease. Pakistani men, in particular, are twice as likely as men

in the general population to report this condition. There is also evidence of

higher rates of heart disease among Irish men and women;

- DIABETES: The prevalence of diabetes among South Asians can be up to five

times that of the general population. Rates of diabetes among Black

Caribbeans are also higher than the general population;

- SMOKING: Smoking rates are higher among Bangladeshi men (40%),

Pakistani men (29%) and White Irish men (30%) compared to the general population (24%).South Asian men are more likely to develop CHD at younger age, and have higher rates of myocardial infarction. Black people have the highest stroke mortality rates. 
There is limited knowledge as to why such risk factors vary in their potency across different ethnic groupings. A better understanding of the influence of social context is fundamental, especially when developing interventions aimed at reducing the risk of coronary heart disease People from minority ethnic groups living in the UK seem to differ from the general population in their susceptibility to cardiovascular disease. Ethnicity is recognised as a risk factor for developing coronary heart disease, although the evidence suggests that the relationship between the two is complex There is a need to develop culturally appropriate services to increase people’s awareness of coronary risk factors and to support people to live a healthier lifestyle.
 Services such as the identification of asymptomatic patients via NHS Health Checks will target Sunderland BME communities

Sexual Orientation & Transgender/Gender Identity

A systematic review of lesbian, gay, bisexual and transgender  health has indicated that very little general LGBT health research has been published so far. It has identified that there were higher rates of risk factors, particularly smoking, for cardiovascular disease but there is no research which determines whether this actually manifests in higher rates of cardiovascular disease.


	8) Unmet needs and service gaps

	As demonstrated above services are in place to improve CVD rates.  There still, exists, many variations in provision and uptake in services which are not related to need.  Most of the gaps, therefore, relate not to the need to commission new services but to reduce unexplained variation in service provision and to reconfigure services so that they are more accessible to those who need them most

However there are areas where service can be improved including the delivery of:
· Heart failure services 
· systematic cardiac rehabilitation services 
· Weekend TIA clinics.
· Intermediate community diabetes service and modernise current secondary services to reduce unnecessary admission and length of stay.
· outreach arrhythmia services 
· community based  anti-coagulation and INR model and service


	9) Recommendations for Commissioning

	· Increase the uptake of  NHS Health Check to systematically reach those 40-74 year olds at greatest risk, Ensuring that commissioned NHS Health Check providers target men to ensure equity of access working with key community groups to develop awareness of health checks, focusing coordination of activities on the nine priority neighbourhoods,.

· Commission a range of evidence-based CVD services to address prevention, early identification, treatment and rehabilitation and improve healthy life expectancy including the consistent use of beta blockers, aspirin, ACE inhibitor and statin by GPs following an AMI. 
· Commission a range of evidence-based prevention and treatment services in relation to stop smoking and tobacco control services, alcohol and overweight/obesity related services.
· Support Increase hypertension control following TIA and stroke including access to TIA clinics for stroke, working on agreement of local model for stroke care via network and direct discussions with clinicians, procurement of stroke rehabilitation team in Sunderland completed 
· Identification and consistent treatment of patients identified with Atrial Fibrillation.
· Further review of heart failure services in Sunderland
· Commission systematic cardiac rehabilitation services across Sunderland including heart manual. Introduce a minimum data set and outcome measures and ensure that all eligible patients are included for rehabilitation. This will have an impact on hospital re-admissions
· Develop single-site model for weekend TIA clinics in Sunderland.
· Develop a revised service model for an intermediate community diabetes service and modernise current secondary services to reduce unnecessary admission and length of stay.
· Evaluate outreach community pilot arrhythmia service and make recommendations for future service commissioning.
· Develop a community based  anti-coagulation and INR model and service

	10) Recommendations for needs assessment work
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_1343052522.xls
Sheet1

		Year		Sunderland number with diabetes on disease register (17+, QOF)		Sunderland observed prevalence among people 16+ from QOF (%)		Sunderland predicted number with diabetes using ONS population projections 16+		Sunderland predicted prevalence among people 16+ (%)		North East prevalence among people 16+ from QOF (%)		North East predicted prevalence among people all ages (%)		England prevalence among people 16+ from QOF (%)		England predicted prevalence among people all ages (%)

		2005		9,922

		2006		10,424

		2007		10,623

		2008		11,371		4.9						4.9				4.7

		2009		12,102		5.2		16,980		7.5		5.2		7.5		5.0		7.3

		2010						17,234		7.6				7.5				7.4

		2015						18,718		8.3				8.1				8.0

		2020						20,105		8.9				8.7				8.5

		2025						21,486		9.4				9.1				9.0

		2030						22,869		10.0				9.6				9.5

		ONS resident population based estimates for 2008 are interpolated from 2005 and 2010 values produced by the PBS prevalence model.  GP list size based estimates in italics are derived by applying the estimated prevalence to GP list sizes published in 2008 QOF.
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		Codes		Names		2002 04		Categoric		2003 05		Categoric		2004 06		Categoric		2005 07		Categoric		2006 08		Categoric

		CMGC		Barnes Ward		129		-		109		-		102		-		84		-		92		-

		CMGD		Castle Ward		165		-		141		-		127		-		105		-		105		-

		CMGE		Copt Hill Ward		125		-		125		-		121		-		131		-		108		-

		CMGF		Doxford Ward		81		Lower		92		-		102		-		97		-		81		-

		CMGG		Fulwell Ward		78		Lower		71		Lower		63		Lower		49		Lower		39		Lower

		CMGH		Hendon Ward		170		Higher		179		Higher		170		Higher		178		Higher		176		Higher

		CMGJ		Hetton Ward		119		-		119		-		108		-		114		-		112		-

		CMGK		Houghton Ward		114		-		110		-		127		-		111		-		106		-

		CMGL		Millfield Ward		117		-		91		-		75		-		61		Lower		62		-

		CMGM		Pallion Ward		140		-		117		-		106		-		99		-		104		-

		CMGN		Redhill Ward		157		-		157		-		155		Higher		126		-		110		-

		CMGP		Ryhope Ward		82		-		76		Lower		91		-		109		-		96		-

		CMGQ		St. Anne's Ward		101		-		104		-		100		-		121		-		107		-

		CMGR		St. Chad's Ward		96		-		98		-		106		-		90		-		82		-

		CMGS		St. Michael's Ward		95		-		85		-		62		Lower		69		-		57		Lower

		CMGT		St. Peter's Ward		132		-		129		-		119		-		122		-		113		-

		CMGU		Sandhill Ward		147		-		126		-		101		-		66		-		110		-

		CMGW		Shiney Row Ward		109		-		114		-		123		-		95		-		73		-

		CMGX		Silksworth Ward		105		-		100		-		93		-		82		-		68		-

		CMGY		Southwick Ward		175		Higher		166		Higher		154		Higher		130		-		109		-

		CMGZ		Washington Central Ward		82		Lower		81		-		93		-		82		-		65		-

		CMHA		Washington East Ward		116		-		132		-		110		-		113		-		72		-

		CMHB		Washington North Ward		129		-		122		-		107		-		88		-		73		-

		CMHC		Washington South Ward		82		-		77		-		68		Lower		62		-		59		-

		CMHD		Washington West Ward		143		-		137		-		114		-		81		-		64		-

				Sunderland MCD		119				114				108				98				89

				NORTH EAST		117				109				100				93				87

				England		97				90				84				79				75

		Source: Information Services, NHS South of Tyne and Wear, significance indicates whether ward rate is significantly higher or lower than Sunderland average at 95% level of confidence
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		Year		Sunderland number with stroke on disease register (QOF)		Sunderland prevalence among people 16+ from QOF (%)		Sunderland predicted prevalence among people 16+ (%)		Sunderland predicted number with stroke using ONS population estimates 16+		Sunderland predicted number with stroke using QOF estimated list size 16+		England prevalence among people 16+ from QOF (%)		England predicted prevalence among people 16+ (%)

		2005		5,760				2.6		5,862						2.5

		2006		6,004				2.6		5,911						2.5

		2007		6,085				2.6		5,964						2.5

		2008		6,101		2.6		2.6		6,001		6,126		2.0		2.5

		2009						2.6		6,056		6,182				2.5

		2010						2.7		6,121		6,248				2.5

		2015						2.9		6,596		6,732				2.6

		2020						3.1		7,005		7,151				2.7






