Understanding the data
The rolling annual checks
· It is worthy of note that this data is always presented as a rolling figure of the sets of physical health checks undertaken in the last twelve months. N.B. it does not follow the financial year. 
For example, if a practice or PCN has 100 people on its register and they undertake 5 sets of checks a month through the year as shown below:
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan

	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	


The green shaded area represents the current data, 60 checks were undertaken over the period in question.
If then, in the coming January, 10 checks are undertaken, the below table represents the new data:
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan

	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	10


65 checks have been undertaken in the period, and would be the new number given for performance.
Or if instead, no checks are undertaken in January:
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan

	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	5
	0


Then 55 checks have been undertaken in the period, and would be the new number given for performance.
This means that for example, if the performance given in the current month has increased from the previous month, then more sets of checks were completed during the current month than the one 13 months ago that is no longer part of the year that constitutes this month’s reporting period.
· We must consider the increases in physical health checks now being accomplished as a new way of working that needs to be sustained and further built upon each month. 
· Hopefully the above explanation also illustrates that dividing the cohort over the months of each year enables practices to plan ahead (rather than undertake them randomly or in a clump).
Inconsistency across the six checks
· While not so obvious when viewing at PCN level, it is worth noting that lower performing practices often show a low number for one of the checks (typically alcohol consumption) even though they may have high percentages for the rest. Conversely, in some cases practices have similar rates for all the checks but a low overall performance, which indicates they are being done for different people and not as full sets. This can be confusing to practices that think they are undertaking a large number of checks, but could be due to difficulties in tracking the number of checks each patient has had.
· The high completion rate for blood pressure checks across the area challenges the still commonly expressed belief that the SMI cohort won’t engage with their health or visit GP practices.

