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1.  Population Needs


	1.1 National/local context and evidence base

The NHS Health Check programme aims to prevent heart disease, stroke, diabetes and kidney disease, and raise awareness of dementia both across the population and within high risk and vulnerable groups. Cardiovascular disease (CVD) is the leading cause of death in England and Wales, accounting for almost one-third of deaths. CVD has significant cost implications and was estimated to cost the NHS in England in excess of £7 billion (2012/13)
In April 2013 the NHS Health Check became a mandated public health service in England. Local authorities are responsible for making provision to offer an NHS Health Check to eligible individuals aged 40-74 years once every five years. Vascular disease makes up approximately a third of the difference in life expectancy between the most deprived and the least deprived areas in North Somerset. 
The NHS Health Check programme will help to ensure greater focus on the prevention of coronary heart disease, stroke, diabetes, kidney disease and dementia. Earlier CVD detection and intervention will help people remain well for longer. 
Late diagnosis of these conditions is associated with poor health, disability and premature death. In addition to those diagnosed with disease many more with risk factors such as smoking, overweight, poor diet, and low levels of physical activity will be advised, encouraged and assisted to make lifestyle changes to reduce risk of developing disease in the future.

	
2. Aims, Objectives and Outcomes


	2.1 Aims
· To improve the health and wellbeing of adults aged 40-74 years through the promotion of early awareness, assessment, and management of the major risk factors for CVD – risk factors that are associated with premature death, disability and health inequalities in England. 

2.2 Objectives of the service
· To promote and improve the early identification and management of the individual behavioural and physiological risk factors for vascular disease and the other conditions associated with those risk factors.
· To support individuals to effectively manage and reduce behavioural risks and associated conditions through information, behavioural and evidence based clinical interventions.
· To help reduce inequalities in the distribution and burden of behavioural risks, related conditions and multiple morbidities.
· To promote and support appropriate operational research and evaluation to optimise programme delivery and impact, nationally and locally.
· Reduce prevalence of risk factors such as high cholesterol, high blood pressure, obesity, excessive alcohol consumption, lack of physical activity and smoking, in the target age group.

2.3 North Somerset Council Public Health will:
· Provide all required leaflets 
· Supply external quality assurance
· Support assessment of NHS Health Check Competence
· Provide initial and annual update training and information on training and development opportunities
· Provide regular audit of data, entry template and quality assurance details and monitor that practices are delivering to their higher risk patients.

2.4 The GP Practices providing this service will:
· Allocate a named NHS Health Checks Lead; the lead does not necessarily need to deliver health checks but will be responsible for the quality and coordination of NHS health checks within the practice. 
· Ensure that the monthly Quality Assurance samples from RIQAS are used to quality assure the cardiochek metres and results sent to RIQAS. If surgeries are unable to do this due to staff leaving or illness, then the NHS Health Checks commissioner must be notified as soon as possible. Failure to complete a quality assurance more than 2 months in a row will result in the withdrawal of this offer and the practice will be responsible for paying costs to ensure the device is quality assured.

· Determine the highest risk eligible[footnoteRef:2] patients to invite using the EMIS risk stratification tool, or another method depending on the nature of the practice population (eg long term non attendees at the practice; patients known to be smokers or obese) [2:  https://www.healthcheck.nhs.uk/seecmsfile/?id=1480] 

· Invite sufficient patients to achieve the number of Health Checks required to be delivered by your practice (as shown in Appendix 1). Invitations to each patient should be made initially by letter (template in Appendix 2) and followed up, as required, by text and/or telephone, to increase uptake.
· If a patient cannot make an appointment during surgery hours, then the practice should refer to another GP surgery offering NHS Health Checks.
· Use competent staff to deliver the full NHS Health Check in a 20 – 30 minute appointment as specified in the NHS Health Check Best Practice Guidance (2019)[footnoteRef:3] and local guidance in the North Somerset NHS Health Check Toolkit[footnoteRef:4] , using point of care cholesterol testing and including:- [3:  https://www.healthcheck.nhs.uk/seecmsfile/?id=1480]  [4: ] 

· QRISK CVD risk calculation
· Behaviour review and communication of the results for each of the tests
· Motivational brief advice and the offer of medical intervention and lifestyle support
· Giving the results in the North Somerset Results Booklet or Card. 
· All people who receive an NHS Health Check (age 40-74) are given information on how to reduce their risk of developing dementia. People aged 65+ also get information on: Signs and symptoms of dementia and Signposting to further information.
· Update patient records using the Ardens clinical system template for NHS Health Checks. 
· Update patient records using the supplied clinical system templates for patients who have received an NHS Health Check outside the practice, eg in a pharmacy or community setting.
· Ensure follow up of all patients where clinically indicated and entry onto appropriate registers where required 
· Ensure delivery of the maximum designated number of NHS Health Checks, through collaborative arrangements between practices. This will facilitate delivery of these NHS Health Checks where resources to deliver may be limited or benefit to Practices and/or patients can be demonstrated. Public Health will support this. This could involve use of the One Care Saturday morning Clinics
· Ensure patients who want further lifestyle support are effectively referred into the lifestyle services. 
· Has an up-to-date register of trained/competent operators available to the commissioner on request.
2.5 Any acceptance and exclusion criteria and thresholds 

Exclusions
· Patients who do not fall into the inclusive age range of 40-74 years old. 
· Patients with any of the following conditions: -
· coronary heart disease 
· chronic kidney disease (CKD), which has been classified as stage 3, 4 or 5 within the meaning of the National Institute for Health and Care Excellence (NICE) clinical guideline 182 on CKD 
· diabetes 
· hypertension 
· atrial fibrillation 
· transient ischaemic attack 
· hypercholesterolemia – defined as familial hypercholesterolemia 
· heart failure 
· peripheral arterial disease 
· stroke 
· is currently being prescribed statins for the purpose of lowering cholesterol 
· people who have previously had an NHS Health Check, or any other check undertaken through the health service in England, and found to have a 20% or higher risk of developing cardiovascular disease over the next ten years 

2.6 Interdependencies with other services
Practices may have arrangements for the provision of the service with other practices in their group, primary care network, locality partnership, or Local Authority area. Provision may be offered to registered patients of the practice or patients from another practice. Provision may also be delivered through inter-practice referral, and/or static or mobile hubs.

Providers will be expected to maintain close working relationships with in-house smoking cessation services as this should be the first point of referral for any clients wishing to stop smoking. If the waiting time for in-house services is greater than 2 weeks, then the patient should be referred to Smokefree North Somerset, the HCA or nurse delivering the Health Checks should call Smokefree North Somerset on 01275 546744.


	
3. Applicable Service Standards & Clinical Governance Requirements 

	3.1 Clinical Effectiveness & Research-Applicable national & local standards e.g. NICE
· NHS Health Check IG and data flows pack – October 2016
· NHS Health Check best practice guidance - - October 2019 (updated March 2020)
· NHS Health Check competency framework – July 2020
· NHS Health Check Learner and Assessor Workbook – July 2020

Relevant NICE Guidance includes:
· Overweight and obesity management – NICE Clinical Guideline NG246 (January 2025)
· Cardiovascular disease: risk assessment and reduction, including lipid modification – NICE Clinical guideline NG238 (December 2023)
· Familial hypercholesterolaemia: identification and management. - NICE Clinical guideline CG71 (August 2008)
· Hypertension in adults: diagnosis and management. - NICE guideline NG136 (November 2023)
· Prevention of cardiovascular disease. - NICE public health guidance PH25 (June 2010)
· Alcohol-use disorders: preventing harmful drinking. - NICE public health guidance PH24 (June 2010).
· Identifying and supporting people most at risk of dying prematurely. - NICE public health guidance PH15 (September 2008).
· Behaviour change: the principles for effective interventions. - NICE public health guidance PH6 (October 2007).
· Tobacco: preventing uptake, promoting quitting and treating dependence. - NICE guideline NG209 (February 2025)
· Walking and cycling. - NICE public health guidance PH41 (November 2012)
· Physical activity: brief advice for adults in primary care. - NICE public health guidance PH44 (May 2013)
· Exercise referral schemes to promote physical activity - NICE public health guidance PH54 (September 2014)
· Type 2 diabetes: prevention in people at high risk. NICE Public Health Guideline PH38 (2017)
3.2 Audit
· Practices will take part in public health annual audits as required.

3.3 Risk Management 
· Practices must comply with latest Infection Prevention Control Guidance IPC
· Any serious incidents need to be reported in accordance with the Practices local incident reporting policy and comply with the requirements and arrangements for notification of deaths and other incidents to CQC in accordance with CQC Regulations. If the Practices gives a notification to the CQC or any other Regulatory Body which directly or indirectly concerns any Service User, the Practices must send a copy of it to the Authority within 5 Business Days. 
· Practices must comply with the arrangements for reporting, investigating, implementing and sharing the Lessons Learned from Serious Incidents.

3.4 Patient and Public Involvement (PPI) 
· The practice co-operates with any locally agreed North Somerset led assessment of service user experience. This includes being willing to participate in periodic ‘mystery shopping’ exercises to monitor quality.

3.5 Clinical Governance, education and training 
· All those delivering NHS Health Checks should: -
· Complete online training course provided by Smart Health Solutions funded by North Somerset Council, one member of staff from each practice should attend an annual half day update training session provided by Smart Health Solutions. 
· Complete the dementia awareness online training and provide a certificate of completion. Training is accessed via http://www.healthcheck.nhs.uk/increasing-dementia-awareness-training-resource/#1
· Be assessed as competent using the standards of the nationally developed competence framework by a competent nurse. 
· All equipment used for the NHS Health Check should be: fully functional, used regularly, CE marked, validated, maintained and is recalibrated according to the manufacturer’s instructions. This includes height and weight measuring devices, blood pressure monitors and point of care testing equipment. Staff should be fully trained and competent in use of the equipment

· One point of care testing unit will be provided to each practice in the first year of delivery of the NHS Health Check service. Practices are responsible for maintenance and replacement of the unit. 
· Practices are required to complete an annual GP Practice Clinical Governance Assurance Statement to provide assurance that public health commissioned services in North Somerset are safe, effective and meet the required quality standards. 

	
4. Reporting and Financial Details


	· The Provider is required to ensure full and accurate records are created and maintained for all patients using the Ardens NHS Health Check Template. 

4.1 Reporting
· For monitoring and payment purposes the Practice providing the service is required to complete and submit a quarterly data return using the Ardens data report which can be found in Ardens folder 5.36 Contracts – NHS Health Check > 2. Ardens Manager MHS HC Report’ and is entitled ‘Ardens Manager Contract Report - NHS Health Checks Quarterly’.
· The expectation is that practices will use the Ardens template when delivering the health checks labelled ‘NHS Health Check’ accessed during a consultation via ‘run template’ then selecting the NHS Health Check template with the name “Ardens” after it.
· Any claims submitted after deadline will not be paid until the following quarter.  Any claims submitted after the 31st July in respect of the previous financial year will not be accepted or paid.
· Maximum levels of NHS Health Checks allocated by GP practice have been set out in Appendix 1 to this specification. Any potential variation outside of these levels should be notified to the Commissioner as soon as possible, and at the time it is known or predicted. This is particularly important if a practice does not think they will achieve the maximum number so that PH can reallocate funding to ensure the maximum numbers of people can receive a Health Check.  Should the maximum level be exceeded, additional funding will not be available to cover this, therefore, additional claims to the Council will not be accepted
· The Provider is expected to take part in any North Somerset Council audit, relevant to this service that may periodically be requested

4.2 Financial details 
Delivering an NHS Health Check - £30

Payments under this agreement may be suspended at any time if the provider is unable to provide the services in line with the service specification or fails to meet the eligibility and minimum quality criteria.

	
5. Key Performance Indicators 


		Activity
	Quality
	Experience
	Method of measurement

	Number of invited people receiving NHS Health Checks (by practice, age range, IMD) 

+

% of capped targets achieved by GP practice

	% of health checks that include full risk assessment (BP, BMI, cholesterol, diabetes where appropriate)

	User satisfaction (% of service users who found the check useful/relevant to their health or wellbeing)*

	Provided by GP practice via quarterly claims form and Ardens report. 






Appendix 1 - Maximum Number of Health Checks to be delivered by Practice 
Appendix 2 – Invitation letter template


Appendix 1: Maximum number of Health Checks to be delivered by practice.

	Practice
	Health Checks allocation 

	168 Medical Group
	195

	Clevedon Medical Centre
	66

	Graham Road Surgery
	168

	Harbourside Family Practice
	110

	Heywood Family Practice
	115

	Horizon Health Centre
	100

	Mendip Vale Medical Practice
	144

	Portishead Medical Group
	51

	Stafford Medical Group
	80

	The Cedars Surgery
	95

	The Milton Surgery 
	71

	Tudor Lodge Surgery
	98

	Tyntesfield Medical Group
	68

	Winscombe and Banwell Family Practice
	48

	 
	1410




Appendix 2:  Invitation Letter Template

	
Appendix 2 (cont): Text Reminder Template
Evidence shows that the letter above, plus the two texts below increase uptake of Health Checks by 12%. If only one text is sent the letter plus reminder text has been shown to be almost as effective.
If a motivational telephone call follows uptake improves much more (no evidence of exact increase is available)
[image: ]



image1.emf
2026-27 GP  Smoking Service service spec V1.docx


2026-27 GP Smoking Service service spec V1.docx
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1.  Population Needs





		1.1 Introduction

Smoking remains the biggest, preventable cause of death in the UK. It is the biggest driver of health inequality between most and least deprived. BNSSG ICS partners have set a vision for a Smokefree BNSSG[footnoteRef:1] where less than 5% of our population smoke by 2030. Reducing smoking prevalence is an ICS strategic commitment[footnoteRef:2], a priority for North Somerset’s Health and Wellbeing Board[footnoteRef:3], and aligns to North Somerset Councils Corporate plan[footnoteRef:4]. [1:  Department of Health and Social Care (2017) Towards a Smoke free Generation - A Tobacco Control Plan for England 2017-2022. Online: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/630217/Towards_a_Smoke_free_Generation_-_A_Tobacco_Control_Plan_for_England_2017-2022__2_.pdf ]  [2:  BNSSG ICS (2022) Integrated Care System (ICS) Strategy. Online: https://bnssg.icb.nhs.uk/about-us/the-integrated-care-system-in-bnssg/integrated-care-system-strategy/ ]  [3:  North Somerset Health and Wellbeing Board (2021) Health and wellbeing strategy 2021-24. Online: https://n-somerset.gov.uk/council-democracy/priorities-strategies/health-wellbeing-strategy-2021-24 ]  [4:  North Somerset Council (2024) North Somerset Corporate Plan 2024 – 2028. Online: https://n-somerset.gov.uk/sites/default/files/2024-04/corporate%20plan%202024-28.pdf ] 




Working towards this shared vision gives us a big opportunity to reduce the impact of tobacco on our population through: 

· Preventing initiation of smoking, supporting people to quit, and reducing use and harm. 

· Protecting non-smokers. 

· Building community capacity. 

· Improving outcomes and reducing inequalities



Many smokers want to quit, but it takes multiple attempts. NICE guidance identifies that helping a patient to stop smoking is one of the most cost-effective medical interventions. Smokers are up to three times more likely to quit with pharmacotherapy combined with behavioural support from a specially trained support to stop smoking advisor.



1.2 National and local context

Based on the Annual Population Survey (2021) (APS) data, the proportion of current smokers in the UK in 2022 was 12.9%, or 6.4 million people smoking. In the UK in 2022, England had the lowest proportion of current smokers with 12.7%, or 5.3 million people smoking (ONS, 2023. Adult smoking habits in the UK: 2022[footnoteRef:5]). [5:  ONS (2023) Adult smoking habits in the UK: 2022. Online: www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/adultsmokinghabitsingreatbritain/2022#:~:text=In%20the%20UK%20in%202022%2C%20England%20had%20the%20lowest%20proportion,)%2C%20although%20not%20statistically%20significant. ] 




Based on the same APS dataset, the estimated adult smoking prevalence in North Somerset is 10.4% equating to over 18,000 people. In North Somerset alone, around 5 people per week die from smoking-attributable illness. In 2019/20 there were 2,072 hospital admissions attributable to smoking - a figure which has steadily increased from 1,897 in 2015/16.



In addition to this, it is estimated that the primary care costs of treating smoking related illness in North Somerset equates to £7.01m annually. This is in addition to £4.06m in social care costs and £3.87m for smoking related hospital admissions[footnoteRef:6]. [6:  ASH (2023) Ash ready reckoner: https://ash.org.uk/resources/view/ash-ready-reckoner ] 






		

2. Aims, Objectives, and Outcomes





		2.1 Aims 

· Enable smokers to live longer and happier lives, maximising their wellbeing.  

· To reduce smoking prevalence in North Somerset by supporting smokers to stop.

· To reduce the burden of smoking related illness in North Somerset.

· To reduce health and social inequalities experienced by smokers in North Somerset.

· To reduce the financial cost of smoking to social care and health services.



2.2 Objectives of the Service

· Support smokers to stop smoking for up to 12 weeks, using evidence-based methods including behavioural support and pharmacotherapy.

· Provide flexible access to a choice of high-quality support services and medication, including Nicotine Replacement Therapy, Varenicline and Bupropion (Zyban).

· In accordance with the ICS position statement on nicotine vaping[footnoteRef:7] and in addition to the above licensed smoking cessation aids, provide patients with Department of Health and Social Care (DHSC) Swap to Stop nicotine vaping starter kits. [7:  BNSSG ICS (2023) Nicotine Vaping Position Statement. Online: URL TBC] 


· Provide an appropriate referral route for smokers with more complex needs and who have had multiple, unsuccessful, quit attempts to Smokefree North Somerset, this should include those with learning disabilities, mental health issues, and pregnant women, and other populations.

· Support wider efforts towards the reduction of smoking prevalence in North Somerset for those aged 12 years and over.

· Advertise the availability of the Support to Stop Smoking service within the surgery.

· Identify smokers by asking patients their smoking status, or where patients are recorded as having a history of smoking, or state that they currently smoke, offer them referral to the surgeries’ in-house service or referral to Smokefree North Somerset where an in-house service does not exist or have capacity to see the smoker within 2 weeks. 

· Ensure a smoker does not have to wait more than 2 weeks for a stop smoking appointment and if this is not possible contact Smokefree North Somerset on 01275 546 744 so alternative arrangements can be made.



2.3 North Somerset Council Public Health will:

· Supply carbon monoxide monitors and mouth pieces for use by advisors. 

· Work with General Practices to help manage any variation in demand and capacity.

· Provide training, regular updates, information, and day to day support for general practice advisors.



To book on to training please email smokefree@n-somerset.gov.uk . Alternatively, please call Smokefree North Somerset on 01275 546 744



2.4 Key service outcomes 

· Support the reduction of smoking prevalence in North Somerset amongst both adults and young people.

· Achieve General Practice 4-week quit rates within the Department of Health recommended range of 35-70%.

· Ensure 4-week follow-ups/outcomes are completed for every patient within the 4-week follow up period (25-42 days) as per National Centre for Smoking Cessation and Training (NCSCT) Local Stop Smoking Services and support: commissioning, delivery and monitoring guidance, regardless of outcome and entered on to Smokefree North Somerset’s case management system (See 2.5).

· Identify the quit outcomes of patients lost to follow up by contacting patients to establish whether they have quit smoking within 4-weeks of their quit date. This should be attempted up to three times and preferably by three different methods (phone, text, email, face to face, or letter). If the 4-week outcome for this client is still unknown they should be recorded as LTFU (lost to follow up). 

· Ensure 85% of face-to-face 4-week follow ups have a CO level recorded on the case management system. 

· Ensure every patient is offered and encouraged to use first line smoking cessation aids – combination NRT, vape, Varenicline or Cytisine* (*Varenicline and Cytisine are not currently available on the BNSSG formulary however options are currently being explored in collaboration with the ICB).

· In instances where first line smoking cessation aids are not wanted by the patient, second line treatments may be offered and include single NRT item, or Bupropion (Zyban). However, best outcomes are achieved when using first-line treatment options. 



2.5 Case management system 

Smokefree North Somerset is transitioning case management system from Theseus to Quitmanager. Our intention will be to extract data from EMIS using Quitmanager so that at some point in the near future, Health Care Assistants (HCAs) working as stop smoking advisors in GP practices, will not need to separately enter data into our case management system. We will notify practices when HCAs will no longer need to enter it into our system. However, for now HCAs will need to continue entering stop smoking episodes into Theseus.



2.6 Acceptance and exclusion criteria and thresholds 



Acceptance

The Smokefree North Somerset service is a universal service for smokers who either live within the boundaries of North Somerset, or work in North Somerset and are current smokers or have stopped smoking within the last 2 weeks.



Exclusions

Any patients who are recorded on the case management system as being currently supported by Smokefree North Somerset, any other GP surgery within North Somerset or any pharmacy within North Somerset under the Smokefree North Somerset service provision.



The service is not intended to support people who are not smokers but wish to cease using a vape and/or NRT. 



2.7 Service Description and Delivery 

· At every opportunity, ask patients if they smoke, use smokeless tobacco, or have recently stopped using tobacco and record in patient records (NICE QS207 & NG209). 

· If still smoking, advise them to stop smoking in a way that is sensitive to their preferences and needs, and advise them that stopping smoking in one go is the best approach. Explain how stop-smoking support can help and that you can make a referral for them to your in-house stop smoking advisor. 

· Offer a stop smoking service in accordance with NICE guidance and NCSCT standards: Local Stop Smoking Services and support: commissioning, delivery and monitoring guidance (2024)

· Aim to CO validate 85% of all successful 4 week quitters as outlined in the NCSCT Local Stop Smoking Services and support: commissioning, delivery and monitoring guidance (2024) (a national quality standard set by the Department of Health for all Stop Smoking Services in England). 

· Provide stop smoking advisors with dedicated time to provide such support to smokers wanting to quit.

· Promote the availability of the Support to Stop Smoking service within the practice. 

· Ensure all Stop Smoking Advisors in the surgery MUST have completed the Smokefree North Somerset Advisor Training. If any staff have completed Intermediate Advisor Training within other areas, then this may qualify them to work as advisors in North Somerset without the need to attend North Somerset training, however this must be confirmed with the Smokefree North Somerset service prior to the commencement of delivery in North Somerset and will be assessed on a case-by-case basis.

· Ensure all in-house stop smoking advisors attend Smokefree Advisor Update training once a year to maintain competence. 

· Utilise the provision of stop smoking service to ensure full achievement of all Quality Outcome Framework (QOF) indicators for Smoking – SMOK002-005, by recording smoking status and providing treatment to patients with long-term conditions.

· Ensure all stop smoking medications are offered as first-line treatments in accordance with the guidance (NICE NG209).

· Actively promote support to stop smoking campaigns – Stoptober, Health Harms and No Smoking Day plus any other relevant campaigns that support smokers to stop.

· Ensure that a waiting list for support does not exceed two weeks. Where a waiting list exceeds two weeks, support from Smokefree North Somerset should be sought. 

· Complex clients such as those with a mental health condition, learning difficulty or chronic illness can be referred to Smokefree North Somerset for intensive specialist support.  

· Provide data to the Commissioner via Smokefree North Somerset’s Case Management System. 



2.8 Interdependencies with other services

Practices may have arrangements for the provision of the service with other practices in their group, primary care network, locality partnership, or Local Authority area. Provision may be offered to registered patients of the practice or patients from another practice. Provision may also be delivered through inter-practice referral, and/or static or mobile hubs.





		

3. Applicable Service Standards & Clinical Governance Requirements 





		3.1 Clinical Effectiveness & Research-Applicable national & local standards e.g. NICE

This service is to be delivered in line with the following NICE Guidance and any subsequent, future updates to NICE guidance:

· Tobacco: preventing uptake, promoting quitting and treating dependence (NICE NG209)

· Tobacco: treating dependence (NICE QS207)



This service is to be delivered in accordance with the following guidelines from the National Centre for Smoking Cessation and Training (NCSCT) Guidance and any subsequent, future updates to NCSCT guidance:

· The NCSCT Standard Treatment Programme (NCSCT)

· Local Stop Smoking Services and support: commissioning, delivery and monitoring guidance 2024 (NCSCT)

· Competences required for delivering a Standard Treatment Programme (NCSCT)



Changes to relevant guidance will be communicated to GP practice advisors through annual update training, emails and/or phone calls to advisors. 



3.2 Audit

· Practices will take part in public health annual audits as required.



3.3 Risk Management 

· Practices must comply with latest Infection Prevention Control Guidance IPC

· Any serious incidents need to be reported in accordance with the Practices local incident reporting policy and comply with the requirements and arrangements for notification of deaths and other incidents to CQC in accordance with CQC Regulations. If the Practices gives a notification to the CQC or any other Regulatory Body which directly or indirectly concerns any Service User, the Practices must send a copy of it to the Authority within 5 Business Days. 

· Practices must comply with the arrangements for reporting, investigating, implementing and sharing the Lessons Learned from Serious Incidents.



3.4 Patient and Public Involvement (PPI) 

· The practice co-operates with any locally agreed North Somerset led assessment of service user experience. This includes being willing to participate in periodic ‘mystery shopping’ exercises to monitor quality.

· Patients receiving services are encouraged to complete National Patient Surveys, and any local patient surveys.

· The provider facilitates requests from the commissioner to invite patients in receipt of services covered by this contract to provide anonymous feedback (see Appendix D of the main contract).



3.5 Education and Training

· Ensure all Stop Smoking Advisors in the surgery have completed the Smokefree North Somerset 2-day Intermediate Advisor Training. If any staff have completed Intermediate Advisor Training within other areas, then this may qualify them to work as advisors in North Somerset without the need to attend North Somerset training, however this must be confirmed with the Smokefree North Somerset service prior to the commencement of delivery in North Somerset and will be assessed on a case-by-case basis.

· Ensure all in-house stop smoking advisors attend Smokefree North Somerset Advisor Update training once a year to maintain competence. 

· Practices are required to complete an annual GP Practice Clinical Governance Assurance Statement to provide assurance that public health commissioned services in North Somerset are safe, effective, and meet the required quality standards.





		

4.  Information provision





		4.1 Reporting



4.1.1 Reporting Activity 

· For monitoring and payment purposes Public Health North Somerset will collect data from the case management system and use this data to make activity payments on a quarterly basis on the 10th of the month. Practices must therefore ensure accurate and up-to-date record keeping on the case management system. 

· A confirmation statement will be sent to each surgery detailing the activity that the surgery has been paid for. Practices may also access this data from the case management system. 

· Smokefree North Somerset will pay £30 for every stop smoking episode that has a  4-week follow up outcome completed in the quarter. 

· For example, if 10 stop smoking episodes have quit dates set during Quarter 1 but only seven of these have a four week follow up outcome recorded at the end of the quarter, the payment for Quarter 1 will be £210 (7 * £30).  If the three episodes without 4-week follow up outcomes are followed up in Quarter 2, they will then be included with the Quarter 2 payment along with any Quarter 2 episodes that also have a four week follow up outcome recorded.

· If the patient has had their 4-week follow up outcome completed and also resides in an IMD decile 1-2 postcode, then the practice will receive an additional £30 for that record. 

· Smokefree North Somerset regularly monitors data and contacts advisors to notify them of upcoming 4-week follow ups that need completing.

· Stop smoking advisors should complete all required sections of the clients’ record in full ensuring the 4-week follow up status has been completed between 25-42 days after the quit date has been set. 



4.1.2 Information Sharing 

All patients must be informed that their information will be shared with North Somerset Council’s Smokefree North Somerset service via the case management system. If any patients do not wish for their information to be shared with North Somerset Council, then the episode cannot be recorded on the case management system and will not be paid as it will not be covered under the terms of this contract. 



4.1.3 Pharmacotherapy supplies

All nicotine replacement therapy (NRT), Varenicline and Bupropion costs will be met, as they are currently, from the practice prescribing budget. 



4.1.4 Electronic cigarettes/vapes 

Smokefree North Somerset have funding from the DHSC under the Swap to Stop programme. The programme has provided funding for nicotine vaping starter kits from a supplier who has been audited by Crown Commercial Services and whom have evidenced compliance with all relevant laws and regulations including notification of all products to the Medicines and Healthcare Products Regulatory Agency MHRA. These products are offered as a first line treatment as recommended by NICE and the NCSCT. Smokefree North Somerset will be working with GP practices to make these Swap to Stop kits available through your services.



4.2 Financial details 

This agreement covers the period from 1st April 2024 to 31st March 2026. 



		Payment for each correctly completed 4-week outcome recorded on Case Management System

		£30 

		Quarterly 



		Enhanced payment for patients residing in an IMD Decile 1-2 postcode in addition to the payment for correctly completed 4-week outcome. 

		£30

		Quarterly
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5. Key Performance Indicators 





				Key Performance Indicators

		Method of measurement

		Threshold

		Consequence of breach



		Performance: Advisors to achieve a quit rate of at least 35%, defined as 35% of those setting a quit date, achieving quit status at their 4 week follow up). 

		Recorded in episode data on the case management system. This data is checked fortnightly by the smokefree team

		Quit rate <35% 

		Where quit rates are low, Smokefree North Somerset will contact the advisor directly to determine whether it is simply a data recording issue and whether additional support/training is needed.



		Performance: 100% of episodes have a 4 week follow up recorded regardless of outcome i.e. quit, not quit, lost to follow up. 



		Recorded in episode data on the case management system. This data is checked fortnightly by the smokefree team. 

		<100% episodes with no 4-week follow up recorded. 

		Where a 4-week outcome has not been recorded, Smokefree North Somerset will contact the advisor directly to determine whether it is simply a data recording issue and whether additional support/training is needed.



		Quality: CO validate 85% of face-to-face episodes. 



		Recorded in episode data on the case management system and checked quarterly. .

		CO validation rate less than 85%

		Smokefree North Somerset will contact the advisor directly to determine what the issue is. 



		Quality: Smokers undergoing a support to stop smoking episode to be seen at least fortnightly during their support episode. 

		Recorded in episode data on the case management system. Smokefree North Somerset can identify if clients are not being seen at least fortnightly based on session dates.   

		

		Trigger meeting with the commissioner to discuss issues.
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