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UNITED KINGDOM
Mortality trends
The UK’s mortality rate from CHD is the 6th highest for men and the 4th highest for women in the EuroHeart countries. Male stroke mortality rates are among the lowest in the EuroHeart countries, however female rates are closer to the EU average.
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Coronary Heart Disease policy - National Service Framework for Coronary Heart Disease, 2000

Summary prepared by Rebecca Salay
Identification of the problem within a population 

The National Service Framework (NSF) was developed with the assistance of an External Reference Group (ERG), which included health and social care professionals, service users and carers, health service managers, partner agencies, and other advocates. A full range of views was sought by the ERG, which was assisted by the Department of Health (DH).  The NSF reviews the problem of coronary heart disease (CHD) and its unequal distribution in society – i.e. ethnic variations (higher death rate for men and women from the Indian sub-continent), higher death rates for men and women in lower economic classes, and higher death rates for men and women living in the north of the country.  The plan itself takes a population-level approach, with the expectation that National Health Service (NHS) staff will identify people who need services and ensure outcomes are delivered.

From the NSF: “The death rate among men from manual classes is 40% higher than for non-manual workers. Men of working age in social class V are 50% more likely to die from CHD than men in the population as a whole. The wives of manual workers have nearly twice the risk compared to wives of non-manual workers….For people born in the Indian sub-continent, the death rate from heart disease is 38% higher for men and 43% higher for women than rates for the country as a whole….Death rates are higher for people living in the north of the country. The death rate from heart disease in people under 65 is almost three times higher in Manchester than in Kingston and Richmond….Inequalities between rich and poor have increased over the last 20 years; CHD death rates have declined faster among the more affluent in society than among those who are less well off.”  (p 7)

Goals to be achieved within a specific time frame

The NSF is intended to help meet priorities and targets related to CHD included in the strategy document Saving Lives: Our Healthier Nation – reducing the incidence of illness and death due to CHD, and reducing “undesirable variance” in access to services and quality of care. The NSF set out 12 standards, which relate to seven areas of CHD.  Each area includes immediate priorities and periodic milestones, as well as a final goal to be reached.  The standards relating to health promotion and primary prevention are:

· Reducing heart disease in the population

· Standard one: The NHS and partner agencies should develop, implement and monitor policies that reduce the prevalence of coronary risk factors in the population, and reduce inequalities in risks of developing heart disease.

· Standard two: The NHS and partner agencies should contribute to a reduction in the prevalence of smoking in the local population.

“The effect of the NSF will be to reduce undesirable variations and inconsistencies in service delivery and access, improve overall quality of care for CHD and thereby improve the overall health of the population (contributing to the achievement of targets set out in Saving Lives: Our Healthier Nation). Not only will the NSF reduce the burden of CHD, but it will also have benefits for patients with stroke and other diseases.” (p 8)

Consideration of policy options: population & community/individual levels

The ERG decided the NSF would cover primary prevention, emergency and secondary care, and cardiac rehabilitation.  The ERG also decided it would set standards for the health service to meet in each area of care, determined with the health of focus groups which reviewed the evidence, and would also identify models of care and/or systems of delivery shown to be effective.  Standards and interventions were considered against these criteria:

· Strength of evidence

· Impact on individuals and the population

· Cost-effectiveness and affordability

· Robustness of monitoring arrangements

· Practicality of implementation

· Extent of significant variations in current practice

Commitments (including resources), recommendations & targets

The NSF does not specify additional funding. The ambitious programme laid out by the NSF will not be achieved overnight, and the document acknowledges that it will take some time to implement systemic change.  The NSF includes several different milestones expected to be reached over a 10 year time frame, along with some immediate priorities expected to be reached quickly.

Immediate priority: By April 2001, health authorities (HA) will introduce specialist smoking cessation clinics, helping 150,000 people

Milestone 1: By October 2000 all NHS bodies, working closely with local authorities (LA), will:

· actively participate in the development of the Health Improvement Programme (HImP)

· have agreed their responsibilities for and contributions to specific projects identified in the HImP

· have a mechanism for being held to account for the actions they have agreed to deliver as part of the HImP

· have a mechanism for ensuring that progress on health promotion policies is reported to and reviewed by the Board

· have identified a link person to be a point of contact for partner agencies.

Milestone 2: By April 2001 all NHS bodies, working closely with LAs, will:

· have agreed and be contributing to the delivery of the local programme of effective policies on: a) reducing smoking; b) promoting healthy eating; c) increasing physical activity; and d) reducing overweight and obesity

· have a mechanism for ensuring all new policies and all existing policies subject to review can be screened for health impacts

· as an employer, have implemented a policy on smoking

· be able to refer clients/service users to specialist smoking cessation services, including clinics

· have produced an equity profile and set local equity targets.

Milestone 3: By April 2002 every local health community will:

· have quantitative data no more than 12 months old about the implementation of the policies on:

· reducing the prevalence of smoking

· promoting healthy eating

· promoting physical activity

· reducing overweight and obesity

· as employers, have developed ‘green’ transport plans and taken steps to implement employee-friendly policies.

Milestone 4: By April 2003 every local health community will have implemented plans to evaluate progress against national targets associated with Saving Lives: Our Healthier Nation and local targets.

Goal: to contribute to the target reduction in deaths from circulatory diseases as outlined in Saving Lives: Our Healthier Nation of up to 200,000 lives in total by 2010.

Detailed action plan – identification of population groups, settings for action

The plan aims to reduce heart disease across the population, and also has specific goals directed to high-risk patients.  It also aims to reduce health inequalities.  The health promotion related action items are directed to health authorities, local authorities, primary care groups/trusts (PCGs/PCTs), and NHS Trusts.

By October 2000, HAs, LAs, PCGs/PCTs, and NHS Trusts will:

· have actively participated in the development of Health Improvement Programmes (HImPs)

· have agreed their responsibilities for and contributions to specific projects identified in HImPs

· have agreed a mechanism for being held to account for the actions they have agreed to deliver as part of the HImP

· have agreed a mechanism for ensuring that progress on health promotion policies is reported to and reviewed by the Board

· have identified a link person to be a point of contact for partner agencies

By April 2001, HAs, LAs, PCGs/PCTs, and NHS Trusts will:

· have agreed and be contributing to the delivery of the local programme of effective policies on a) reducing smoking b) promoting healthy eating c) increasing physical activity and d) reducing overweight and obesity

· have a mechanism for ensuring all new policies and all existing policies subject to review can be screened for health impacts

· as an employer, have implemented a policy on smoking

· be able to refer clients/service users to specialist smoking cessation services, including clinics

· have produced an equity profile and set local equity targets

By April 2002 HAs, LAs, PCGs/PCTs, and NHS Trusts will:

· have quantitative data no more than 12 months old about the implementation of the policies on:

· reducing the prevalence of smoking

· promoting healthy eating

· promoting physical activity

· reducing overweight and obesity

· as an employer, have developed ‘green’ transport plans and taken steps to implement employee-friendly policies

By April 2003, HAs, LAs, PCGs/PCTs, and NHS Trusts will:

· have implemented plans to evaluate progress against national targets associated with Saving Lives: Our Healthier Nation and local targets

The NSF also lays out what should be included in service models to deliver effective prevention policies and programmes:

· Local players should produce a health improvement programme (HImP) that makes clear the priority attached to improving health and reducing inequalities; refers to recommendations in the Director of Public Health’s annual report and to the Local Equity Profile; specifies actions each organisation is responsible for delivering; creates local links to relevant national policies; and specifies structure, process and outcome measures by which local delivery will be judged.

· Local players will work with key stakeholders to establish a local implementation team to develop and oversee implementation of the local delivery plan.

· Local players should carry out health impact assessments on major policy decisions likely to have a direct or indirect effect on cardiac care.

· Local Directors of Public Health should produce an equity profile for their local population, identifying inequalities in heart health and in access to preventive and treatment services.  This should directly inform the HImP.

· Health authorities, working with primary care trusts, are expected to establish smoking cessation services for smokers who want to quit.  These services should target disadvantaged communities, young people and pregnant women and should be available in a variety of settings, and will feature support, advice and follow-up as well as one weeks’ free nicotine replacement therapy for smokers least able to afford it.

· A community development approach should be taken, with professionals acting as facilitators to involve local communities in decisions affecting their health.

· The NHS and LAs should develop and implement workplace policies to protect and improve health (including heart health) of staff, and report on progress to their Boards and Councils.

Programme development & implementation

Local NHS organisations have the ultimate responsibility for implementation.  They will work with other agencies and stakeholders in coordinating delivery.  Regional CHD implementation teams and a National Coronary Heart Disease Implementation Group also lend support. Implementation and delivery will involve people working in social services, public health specialists, primary care teams, and hospital staff. Voluntary agencies, local authorities, education authorities, Health Authorities, Primary Care Trusts and NHS Trusts will all contribute. To implement the standards of the NSF:
· Local health communities translate national standards and service models into local delivery plans, through local implementation teams

· Local delivery plans:

· Spell out local actions needed

· Are consistent with evidence on effectiveness and relevant guidelines

· Should be reflected in HImPs

· National and regional systems and strategies will support local implementation

· A National CHD Implementation Group provides overall leadership for the NSF

· Regional Offices monitor performance and work with the NHS locally to ensure good progress.

Development/endorsement of guidelines/standards for practice

The ERG set formal standards in each area of care which the NHS would be expected to achieve.  As noted above, these standards were based on clear evidence that interventions were clinically and cost-effective.  Focus groups reviewed the evidence in each area.  The ERG also identified models of care and systems of service delivery which have been shown to be effective, and which could help reach the goals of the NSF.

Progress reports, monitoring

Monitoring progress is an important part of the NSF and systems are set up for monitoring at national and local levels.  The ERG worked with the National Centre for Health Outcomes Development and the Department of Health to develop audit criteria and performance indicators for the NSF.  Clinical audit criteria are also identified to enable staff to monitor the effectiveness of the services they are delivering. Every health authority (HA) makes an annual performance agreement with the Regional Office of the NHS Executive to cover key priorities for the year, which will incorporate plans from the NSF and key targets, objectives and standards for service delivery. Some performance indicators will be included in the NHS Performance Assessment Framework, and the NSF proposes some further indicators for use in national and local performance management.  These will be collated and published annually.  (p 76)

Indicators relating to smoking cessation were laid out in Saving Lives: Our Healthier Nation and work is already underway in response to that strategy.  The performance of second priority items will be monitored by regional offices.  A number of other entities will be monitoring progress on clinical items (the Royal College of Physicians, National Institute for Clinical Excellence).  Overall progress will be monitored by the National CHD Implementation Group. Overall progress on implementing the NSF will be monitored by the Commission for Health Improvement, which will conduct a rolling programme of reviews, visiting every NHS Trust and Primary Care Trust over a period of 3-4 years.  These national studies and local reviews will be coordinated with the Audit Commission.

The NSF also lays out plans for longer-term performance monitoring (for clinical aspects) through use of data in electronic patient records, however this requires ongoing development work.

Public reporting and accountability

There have been annual reports put out by the Department of Health assessing the progress made in meeting the goals and standards in the NSF.

http://www.dh.gov.uk/en/Healthcare/NationalServiceFrameworks/Coronaryheartdisease/index.htm
Outside organisations which have partnered with the DH and done audits of NSF implementation, such as the British Cardiovascular Society, have published reports on findings as well.

Identification of agents to support change

Local Health Authorities are responsible for identifying key stakeholders, including local NHS organisations, partner agencies, Local Authorities and the voluntary sector.  They will also establish a local implementation team and local networks of cardiac care.
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Risk factor prevalence*





Smoking	


26% in men and 23% in women





Fruit and vegetable availability


526g/person/day





Average energy from fat


39%





People achieving 4 or more days of moderate physical activity


24%














In 2006:








Population


59,847,000





GDP


$2,391,262 million (US dollars)





Total healthcare costs on CVD


€19,911,391,000
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