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 SCHEDULE 2 – THE SERVICES 

 
A. Service Specifications 

 

Service Specification No. Two 

Service Primary care stroke prevention service: 
Case finding for hypertension and Atrial Fibrillation (AF). 

Commissioner Lead Haringey CCG 

Provider Lead Haringey GP Practices  

Period October 1
st 

2015-March 31
st
 2016 

Date of Review January 2016 

 

1. Population Needs 

 

1.1 National/local context and evidence base 
 
 
1.1.1 The National Context 
 

 
Work done in Enfield has estimated the following healthcare costs of stroke: 

 £13,000 per person in the first 3 months following a stroke  

 £50,000 per person for the 10 years following a stroke. 
This does not include costs of social care, which are also likely to be significant.   
 
Stroke is a preventable condition.  The main risk factors include hypertension, smoking, atrial fibrillation, heavy 
alcohol consumption, hyperlipidaemia, diet, physical activity, weight and HRT. 

 
 

Hypertension is the most important risk factor for stroke. In people aged 40-70 who had strokes in the 
Framingham study in the USA, around 50% of these strokes were attributable to  (caused by) hypertension 
(see table 1 below).    
 
 
Atrial fibrillation (AF) is also an important risk for stroke particularly in older people.  In the Framingham study 
30% of strokes in people aged 80 and over were attributed to stroke. People with AF have a fivefold increased 
risk of stroke. 
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Table 1: Proportion of strokes that were attributable to various risk factors in the Framingham study. 
 

 
 
Source: Wolf PA, Abbott RD et al. Atrial Fibrillation as an independent risk factor for stroke: the Framingham study. Stroke 1991;22:983-988  

Not only is AF a major factor for stroke, when stroke occurs in association with AF, the patients suffer 
substantial mortality, morbidity, disability and longer hospital stays compared with patients without AF1.  
 
Prevention of strokes through improved management of hypertension and AF 
Increased prescribing of drugs to control blood pressure and increased anticoagulant therapy in atrial fibrillation 
are two the five most cost-effective high impact interventions as recommended by the National Audit Office 
report into Health Inequalities, and the Public Accounts Committee Report into Tackling Inequalities in life 
expectancy.   
 
Effectiveness of anticoagulation in preventing strokes in people with AF 
Warfarin is a highly effective treatment for preventing strokes in atrial fibrillation.  The BAFTA trial comparing 
management of people over 75 with AF with aspirin vs warfarin showed that warfarin reduces the risk of stroke 
by over 50% compared to aspirin.  Data from this study suggests that one stroke will be prevented in 1 year by 
converting 50 people with AF from aspirin treatment to warfarin treatment.  This is known as the number 
needed to treat (NNT).  The figure below shows the positive impact of warfarin in reducing stroke risk is 
cumulative over time, so over a longer period of follow up, the number needed to treat with warfarin to prevent 
a stroke falls, such that converting 10 people to warfarin from aspirin, will prevent one stroke in a five year 
follow up period. 
 
Figure: Impact of warfarin vs aspirin in preventing strokes (primary events) in the BAFTA trial  

 
 

Source: Mant J, Hobbs R et al. Warfarin versus aspirin for stroke prevention in an elderly community population with atrial f ibrillation (The Birmingham 
Atrial Fibrillation Treatment of the Aged Study, BAFTA): A randomised controlled trial. Lancet 2007;370:493-503  

 
 

                                                        
1
 The National Collaborating Centre for Chronic Conditions - funded to produce guidelines for the NHS by NICE. Atrial fibrillation-national clinical 

guideline for management in primary and secondary care. Published by the Royal College of Physicians: June 2006 11.1 
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The BAFTA trial did not show an increased rate of bleeding, such as gastrointestinal bleeding in people who 
were on warfarin compared to those on aspirin. 
 
 
 
Impact of improved blood pressure control on stroke prevention 
 
 
Overall, antihypertensive therapy is associated with a 35% to 44% reduction in the risk of stroke.2  The number 
of patients needed to be treated with anti-hypertensives to prevent a stroke is dependent on the severity of 
hypertension.  For people with more severe hypertension the number needed to treat is much lower than for 
people with milder hypertension.  
  
Aside from use of anti-hypertensives, there are a number of other interventions that can successfully reduce 
hypertension, including salt reduction, increased physical activity and interventions that reduce alcohol 
consumption. Interventions to improve hypertension control in primary care should incorporate these elements 
alongside medical therapy.  Although smoking is not directly linked to hypertension, people who have 
hypertension and who also smoke are at a greater risk of stroke than people with hypertension who do not 
smoke. A primary care approach to hypertension management should therefore incorporate evidence based 

smoking cessation interventions where appropriate. 
 
 
 
1.1.2 The Local Context 
 
 
Haringey has one of the highest levels of premature mortality from stroke in England (see figure below).  
Haringey has the 146th worst rate of premature stroke mortality out of 149 areas compared by Public Health 
England. 
 
 
 

 
 
 
 
 
 
 
 
 

                                                        
2
 Neal B, MacMahon S, Chapman N. Blood Pressure Lowering Treatment Trialists’ Collaboration. Effects of ACE inhibitors, 

calcium antagonists, and other blood-pressure–lowering drugs: results of prospectively designed overviews of randomised trials. 

Blood Pressure Lowering Treatment Trialists’ Collaboration. Lancet. 2000;356:1955–64. 
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In addition the rate of hospital admission for stroke in Haringey is significantly higher than the national average. 
(see figure below) 
 
 

 
 
 
 
 
Identification and management of AF and hypertension in Haringey 
 
Identification and management of atrial fibrillation and hypertension in Haringey could be significantly improved: 
 
Hypertension identification 
 
Data from QOF (2013/14) shows that Haringey has 30,289 people on GP registers with diagnosed 
hypertension. The total number of people with hypertension in Haringey (diagnosed and undiagnosed) is 
estimated at 62,323, (which includes an estimated 32,034 people who are undiagnosed). This gives Haringey 
an estimated diagnosis rate for hypertension of 49%, which is the 197th lowest of 211 CCGs. 
 
Hypertension management 
 
Of the 30,289 with a hypertension diagnosis recorded on GP registers 23,293 (76.9%) of these had controlled 
BP (<150/90mmHg) according to 2013/14 data for QOF. This is the fourth worst rate of London CCGs, with the 
best performing CCG in London, Tower Hamlets, achieving a rate of 82.9% for this metric. 
 
Atrial fibrillation identification 
 
Data from QOF 2013/14 shows that there are 1,935 people on GP registers with AF in Haringey. This is 
estimated as 46% of the total number of people with AF in Haringey.  There are an estimated 2271 people in 
Haringey with undiagnosed AF. The estimated diagnosis rate of AF of 46% in Haringey, compares to a national 
average of 65%, and is the 3rd worst of all London CCGs. 
 
Atrial fibrillation management 
 
Data from QOF (2013/14) tells us that 1,129 people with diagnosed AF in Haringey have a CHAD-VASC score 
of 2 or more, which means they are likely to have a reduced risk of stroke if they are on warfarin or an 
alternative anticoagulant drug.  At the end of 2013/14 693 of these people were on anticoagulation (61.4%) and 
436 were not in Haringey. This anticoagulation rate of 61.4% was the worst of all London CCGs.  Sutton CCG 
had the highest anticoagulation rate of 77%. 
 
 
 
Impact of improved case management of patients AF and hypertension in Haringey 
 
If Haringey CCG made significant improvements in the management of AF and hypertension in patients 
already diagnosed with the conditions, then this would lead to strokes being prevented. 
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The table below shows what would be required for Haringey to match AF and hypertension management QOF 
metrics for the top quartile of London CCGs and what impact this would be estimated to have on the number of 
strokes prevented. 

Metric Current 
Haringey 
performan
ce 
(2013/14 
QOF) 

Top 
quartile 
CCG 
perform
ance 

What is 
required in 
Haringey to 
match this 
performance 

Estimated number of 
strokes that would be 
prevented if Haringey 
matched top quartile. 

Estimated 
healthcare 
savings as a 
result of 
prevented 
strokes in 1

st
 

year 

Estimated 
healthcare 
savings as a 
result of 
prevented 
strokes in 5 
years 

Impact 
over 1 
year  

Impact 
over 5 
years 

% of patients 
with AF with a 
CHADS2 >1, 
the treated with 
anti-
coagulation 
therapy 

61.4% 68% 76 patients 
with existing 
AF converted 
to warfarin. 

1.5 7.6 £20,500 (first 3 
months costs 
post stroke) 
£75,000 (10 
year costs post 
stroke) 

£98,800 (first 3 
months costs 
post stroke) 
£380,000 (10 
year costs post 
stroke) 

% of patients 
with 
hypertension 
whose last BP 
reading is 
150/90 mmHg 
or less 

76.9% 80% 938 
additional 
patients with 
existing 
diagnosed 
BP having 
their BP 
controlled 

n/a 7 to 72
3
 n/a £91,000 to 

£936,000 (first 3 
months costs 
post stroke) 
£350,000 to 
£3.6 million (10 
year costs post 
stroke) 

 
Impact of improved case finding for AF and hypertension 
 
Identification and appropriate management of people with AF and hypertension who are not currently 
diagnosed will also have a significant positive impact on stroke prevention in Haringey.  For hypertension, this 
will also have benefits for cardiovascular disease more generally, including prevention of heart attacks. 
 
The table below shows the number of new diagnoses of AF and hypertension in Haringey that would be 
required to match estimated diagnosis rates in the top quartile of CCGs in London.  The table also shows the 
potential impact on the number of strokes prevented of these new diagnoses, assuming newly diagnosed 
patients were managed in a way that matched current performance in Haringey CCG for AF anti-coagulation 
and hypertension control. 
 
 

 Number of 
people 
diagnosed 
in Haringey 
(QOF 
2013/14) 

N0 of people 
estimated 
undiagnosed 
(QOF 
2013/14) 

Estimated 
diagnosis 
rate in 
Haringey 

Diagnosis 
rate of top 
quartile 
CCGs in 
London.   

Number of new 
diagnoses of 
condition required 
to reach top quartile 
CCG performance 

Potential impact of 
reaching top 
quartile CCG 
performance on 
stroke prevention (5 
year follow up) 

AF 1935 2271 46% 58% 504 18 strokes 
prevented

4
 

Hypertension 30,289 32,034 49% 55% 3989 18 to 237 strokes 
prevented

5
 

. 

                                                        
3
 The number of strokes prevented is given as a range based on the low number needed to treat (13) and the high 

number needed to treat (167) from Cook et al above. 
4
 This is based on the assumption that of the 504 new patients diagnosed only a percentage would be in the high 

risk category that would benefit from anticoagulation, and of these, based on current performance, only 61% 

would receive anticoagulation. 
5
 This is based on the assumption that of the 3989 new patients that would be diagnosed, 77% would be 

successfully controlled (based on current performance).  The number of strokes prevented is given as a range 

based on the low number needed to treat (13) and the high number needed to treat (167) from Cook et al above. 
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2. Outcomes 

 

2.1 NHS Outcomes Framework Domains & Indicators 

 

Domain 1 Preventing people from dying prematurely X 

Domain 2 Enhancing quality of life for people with long-term 

conditions 

 

X 

Domain 3 Helping people to recover from episodes of ill-health or 

following injury 

 

Domain 4 Ensuring people have a positive experience of care   X 

Domain 5 Treating and caring for people in safe environment and 

protecting them from avoidable harm 

 

X 

 

2.2 Local defined outcomes 

 To promote wellbeing, reduce health inequalities and improve health outcomes for local people 

 To improve the health and quality of life for people by commissioning integrated health and social care 
delivered closer to home. 

 To decrease the number of strokes in Haringey. 

 To decrease the number of unplanned hospital admissions. 

 To provide appropriate lifestyle advice. 

3. Scope 

 
3.1 Aims and objectives of service 
 
The service will deliver : 

 

 A primary care led service for case finding of patients between the ages of 40-74 who have 
hypertension.  

 A primary care led programme of pulse checks for irregular pulse rhythm for patients 65 years or older. 
 

 

The services objectives will be to: 

 Provide case finding for patients in all practices across Haringey 

 Increase the number of patients with hypertension who are on hypertension registers. 

 Actively case find patients with hypertension and either refer them to 24-hour BP monitoring or provide home 
monitoring as per NICE guidelines. 

 Increase the identification of patients with AF to reduce their risk of stroke. 

 Training and up skilling of primary care workforce.  

 Increase the prevalence rate of patients with hypertension by 1% and prevalence of AF by 0.1%. 
 

 
3.2 Service description/care pathway 

 

3.2.1  Service description 

 

This service will be provided by GP practices who will provide this service to all appropriate patients registered 

in their practice.  Initially practices will need to complete the expression of interests form (see appendix A). 

Once this has been completed the final target and payment amounts can be calculated, and practices will need 

to complete the sign up form (see appendix B), to confirm that they wish to join the service. 
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Under this specification the following will need to be undertaken. 

 

3.2.1.1 – Patients with hypertension: Case finding 

 

GP practices will undertake the following: 

 Develop a system for identifying people aged 40-74 with unidentified hypertension. 

 Invite patients to have their blood pressure monitored. This could be through: 

 Active call in of patients aged 40-74 who have not had a BP check in the last 5 years.  

 Inviting patients to take their BP at reception.  

 Prioritising patients at higher risk of stroke, such as smokers. 

 Opportunistic testing. 

 Community outreach activities. 

 Diagnosis of hypertension will be confirmed by 24 hour BP monitoring or home monitoring as per NICE 

guidance. 

 Any newly diagnosed hypertensives must be managed according to NICE guidance 

 

This service will be in addition to NHS Health Checks.  GP practices providing both services will not receive 

additional payments for new hypertensives who are identified as part of an NHS Health Checks. 

 

Within the 40-74 age group that are eligible for this service, practices will be able to determine which patients 

om their list they wish to prioritise. Some suggestions can be found on appendix D. 

 

3.2.1.2 – Patients with AF: Case finding 

 

 

GP practices are asked to develop processes and policies by which opportunistic pulse palpation becomes a 

regular part of primary care practice. Under this specification practices will: 

 

 Use a variety of clinical opportunities to record and identify irregularities in pulse rate and rhythm in 

patients aged 65 years and over. Patients can be identified opportunistically through: 

o Flu clinics. 

o Opportunistic testing 

 Refer patients as appropriate for an ECG. 

 Ensure patients with AF are managed appropriately and referred to anti-coagulation services. 

 

3.2.1.3 – BP Machines 

 

Under this service, practices will have the option of buying BP monitors so that patients can monitor their BP at 

home. Practices will need to purchase the BP machines and claim back the cost from the CCG, (see section 

3.4 Payment for service for further information). Funding will be for one BP machine per 2,000 patients on the 

practice list.  

 

 

3.3 Monitoring and evaluation of the service 

 

3.3.1 KPIs and Monitoring Information 

 

Read codes to use for this service: 

 

Practices are asked use the following Read codes: 
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To complete a BP check  

O/E - blood pressure reading (246) 

 

Hypertension screen (68B1) 

Atrial Fibrillation check  

Heart Disease screen (68B) 

O/E - irregular pulse 

or O/E - regular pulse 

(2435) 

(2341-1) 

O/E Pulse rate (242) (*not essential) 

 

In order to monitor this service, practices will need to provide the following information: 

 

Task Method of reporting Submission Dates 

Hypertension 

Practice to provide number of patients aged 40-

74 with a previous BP recording of over 140/90 

mmHg who have had a BP taken in the last 

quarter. 

Practice to complete audit 

form (see appendix C) 

 

 

Audit form to be 

submitted quarterly by: 

8th January 2016 

8th April 2016 

Practice to provide number of patients who have 

been diagnosed with hypertension in the last 

quarter.  

Practice to complete audit 

form (see appendix C) 

Audit form to be 

submitted quarterly by: 

8th January 2016 

8th April 2016 

AF 

Number of patients who have been identified 

with AF through opportunistic pulse check (rate, 

rhythm) – any Health Care Professional can 

undertake. 

Practice to complete audit 

form (see appendix C) 

Audit form to be 

submitted quarterly by: 

8th January 2016 

8th April 2016 

Number of patients who have been diagnosed 

with AF in the last quarter 

Practice to complete audit 

form (see appendix C) 

Audit form to be 

submitted quarterly by: 

8th January 2016 

8th April 2016 

  

 

3.4 Payment for Service  

 

Payments will be made for case finding on an activity basis. In addition practices will receive a payment for 

reaching an agreed target, and thus increasing the practices overall prevalence rate.  

 

The table below outlines the activities, payment trigger and associated payments:  

 

Task Payment trigger Payment to Practice 

Hypertension 

Number of patients who are aged 

40-74 who have been identified 

with a BP of over 140/90mmHg 

who have had their BP taken 

Audit form (appendix C) to be 

submitted.  

 

Indicative amount for a screen is 

£3. This could increase 

depending on uptake across 

Haringey. The amount per 

screen will be capped at £5 per 

patient.   

Practice to reach prevalence rate 

of 1% over the Haringey average 

for hypertension.  

Audit form (appendix C) to be 

submitted, and target reached. 

 

Practices will be paid a share of 

the budget based on population 

covered. Practices will be 

provided with actual payment as 

part of the sign-up sheet. 
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BP machines Practices will need to achieve at 

least 25% of their hypertension 

target in order to retain the 

funding for the BP machines. Any 

payment made up front will be 

clawed back if practices do not 

reach 25% of their screening 

target. 

Allocation of funding will be one 

machine per 2,000 patients 

registered with a practice. 

Payment will be up to £20 per 

machine.  

 

 

AF 

Number of patients who have 

been identified with AF through 

opportunistic pulse check (rate, 

rhythm) – any Health Care 

Professional can undertake. 

Audit form (appendix C) to be 

submitted.  

 

Indicative amount per screen is 

£2.  This could increase 

depending on uptake across 

Haringey. The amount per 

screen will be capped at £5 per 

patient.   

Practice to reach prevalence rate 

of 0.1% over the Haringey 

average for AF.  

Audit form (appendix C) to be 

submitted and target reached. 

 

Practices will be paid a share of 

the budget based on population 

covered. Practices will be 

provided with actual payment as 

part of the Sign-up sheet. 

 

 

 

 

 

3.6 Training 
 
Training will be made available for any member of primary care staff who requires training for the following: 
 

 Understanding the theory that underpins AF. 

 Identification and diagnostic assessment of AF including the importance of pulse checks. 

 Applying current guidelines appropriately in managing patients with AF. 

 Managing AF safely in line with the quality and outcomes framework aimed at prevention of stroke. 

 Anticoagulation and risk stratification. 

 
3.7 Populations covered  

 All patients who are at risk of being hypertensive 

 All patients 65 and over will be offered opportunistic screening for AF. 

 

3.8 Any acceptance and exclusion criteria and thresholds 

 
The on-going referral to the community anticoagulant service will be available for all eligible patients with AF 
who are over 16 years of age and do not require rapid anti-coagulation. 
 

 Atrial fibrillation – uncomplicated by an embolic event 

 Non-valvular atrial fibrillation 
Patients excluded from this pathway should be referred to an acute specialist team 

3.9 Interdependence with other services/providers 
 

 The provider shall support an integrated approach within the primary care setting. 

 Ensuring patient records and information are transferred appropriately to support seamless patient care.  

 The provider will ensure that effective clear communication is maintained with all relevant 
agencies/healthcare providers to support the on-going management of patient care. 
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4.1 Applicable national standards (eg NICE) 
 

 NICE Guidance - Atrial fibrillation: the management of atrial fibrillation 
NICE guidelines CG180. Published date: June 2014 
https://www.nice.org.uk/guidance/CG180 

 NICE Guidance: CG127 Clinical Management of primary hypertension in adults: 
Including lifestyle interventions:  
 

4.2 Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges)  
 
            The practice will comply with the Department of Health and Royal College of General Practitioners 

regulations and guidelines.  

 

4.3 Applicable local standards 
             Practices will be required to follow the relevant referral pathways and prescribing guidelines.  

5. Location of Provider Premises 

 
The Provider’s Premises are located at:  
The service location will be in GP practices that are within the boundaries of London Borough of Haringey. 

 

https://www.nice.org.uk/guidance/CG180
https://www.nice.org.uk/guidance/CG127/chapter/1-Guidance#initiating-and-monitoring-antihypertensive-drug-treatment-including-blood-pressure-targets-2

