Indicator development programme	
Consultation report: Chronic heart failure

Consultation period: 03 July – 31 July 2025
Introduction
This paper outlines stakeholder responses from a consultation in July 2025 on the following draft indicators that are potentially suitable for use in the QOF: 
	ID
	Indicator
	Evidence source 

	GID-IND10332
	The percentage of patients with a current diagnosis of heart failure with reduced ejection fraction, who are currently treated with: 
an angiotensin-converting enzyme inhibitor or angiotensin receptor-neprilysin inhibitor or angiotensin II receptor blocker
a beta blocker 
a mineralocorticoid receptor antagonist 
a sodium glucose co-transporter-2 inhibitor.
	 (2018, updated 2025) recommendations 1.4.1 and 1.4.7. 

	GID-IND10334
	The percentage of patients with a diagnosis of heart failure on or after 1st April 2026 who have a recorded ejection fraction category (reduced, mildly reduced, or preserved).
	NICE’s guideline on chronic heart failure in adults: diagnosis and management (2018, updated 2025) 








[bookmark: _Toc830288804][bookmark: _Toc201916050][bookmark: _Toc205564943]Heart failure: 4 pillars (heart failure with reduced ejection fraction)
GID-IND10332: The percentage of patients with a current diagnosis of heart failure with reduced ejection fraction, who are currently treated with: 
an angiotensin-converting enzyme inhibitor or angiotensin receptor-neprilysin inhibitor or angiotensin II receptor blocker
a beta blocker 
a mineralocorticoid receptor antagonist 
a sodium glucose co-transporter-2 inhibitor.
Rationale
The updated NICE guideline for chronic heart failure promotes the four-pillar medication approach (ACE inhibitors, beta-blockers, SGLT2 inhibitors, and MRAs) as first-line treatment for heart failure with reduced ejection fraction. This approach to care is cost-effective and leads to a reduction in cardiovascular-related mortality and hospital admissions.
Summary of consultation comments
A stakeholder highlighted the need for clarity in indicator design: whether the indicator measures provision of an individual therapy or full adherence to all four treatments. 
The initiation of MRAs remains complex and resource-intensive, requiring appropriate thresholds and support. To ensure equitable care, stakeholders emphasised the need for personalised care adjustments to be applied consistently and avoid variation in use.
Specific question/s included at consultation
Stakeholders were asked if there are any barriers to prescribing all four recommended drug classes in routine care. A stakeholder highlighted concerns regarding recommendation 1.7.4 in NICE’s 2025 draft guideline for heart failure, which advises general practitioners seek specialist input before prescribing SGLT2 inhibitors. They propose this requirement presents a significant barrier to implementing the four-pillar therapy for HFrEF and note that GPs already possess substantial experience with SGLT2 inhibitors through their use in managing type 2 diabetes and chronic kidney disease, so are well-equipped to monitor patients and manage adverse effects. It should be noted that the updated guideline has been amended to remove this requirement. 
One stakeholder noted that “MRAs and SGLT2is are secondary care initiated, therefore not within the responsibility of general practice”.
Stakeholders were asked if they agree with the focus on people with heart failure and recorded reduced ejection fraction given likely under-recording. Stakeholders suggested including patients coded with left ventricular systolic dysfunction (LVSD) or reduced ejection fraction to avoid exclusion due to coding inconsistencies. Current QOF HF003 and HF006 include both. 
Alternatively, a stakeholder recommended expanding or developing new indicators to include patients with mildly reduced and preserved ejection fraction. In the updated NICE guideline on heart failure these are weaker recommendations for the medications to be considered. 
Considerations for the advisory committee
The committee is asked to consider:
expanding the proposed indicator to include people with LVSD or reduced ejection fraction until recording of ejection fraction category improves. 
clarifying if success requires provision of all four medications or personalised care adjustment for each.   
whether additional indicators focused on mildly reduced and preserved ejection fraction should be developed.  


[bookmark: _Toc205564944][bookmark: _Hlk118099340]Heart failure: ejection fraction category (newly diagnosed)
GID-IND10334: The percentage of patients with a diagnosis of heart failure on or after 1st April 2026 who have a recorded ejection fraction category (reduced, mildly reduced, or preserved). 
Rationale
The recording of heart failure (HF) ejection fraction category (reduced, mildly reduced, or preserved) appears to be suboptimal in primary care records, contributing to disparities in treatment and poorer patient outcomes. The lack of precise phenotype classification can result in inconsistent and suboptimal care, through both under and overtreatment. Improving the routine coding of heart failure type in general practice electronic medical records (EMRs) presents an opportunity to refine care pathways and improve care outcomes.
Summary of consultation comments
Stakeholders supported efforts to improve the recording of ejection fraction categories in patients with heart failure, as this is essential for implementing the treatment recommendations outlined in NICE’s heart failure guideline. 
Specific question/s included at consultation
Stakeholders were asked if focusing on new diagnoses only was a pragmatic approach for quality improvement given the likely under-recording of ejection fraction category for patients with long-standing diagnosed heart failure. Two stakeholders agreed, whilst another felt the approach risks disadvantaging some patients. They recommended regular reviews, which are already embedded in clinical practice and offer a practical opportunity to update ejection fraction records. Including these patients is important for accurate measurement of therapy uptake and for ensuring equitable access to recommended treatments across all heart failure populations.
Stakeholders were asked if there are specific clinical or practical challenges in the routine recording of ejection fraction category for all patient newly diagnosed with heart failure. A stakeholder noted their support for the routine recording of ejection fraction category for all patients with heart failure as treatment is based on this classification. They consider it feasible for newly diagnosed patients to have ejection fraction recorded as part of standard practice. For pre-existing patients, regular reviews offer opportunities to update this information, even if not previously coded. It was suggested that personalised care adjustments will be needed for clinically diagnosed heart failure where echo results would not alter management. 
Considerations for the advisory committee
The committee is asked to consider whether the indicator should be expanded to focus on all people with diagnosed heart failure (prevalent cases), rather than focusing on new cases.
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	ID
	Proforma question no.
	Stakeholder organisation
	Comment
	Responses

	1.
	GID-IND10332
	AstraZeneca UK Ltd.
	AstraZeneca support the update of the heart failure indicators to align with the four-pillar approach to treating heart failure with reduced ejection fraction (HFrEF) outlined in the 2025 draft guideline for the diagnosis and management of heart failure in adults (GID-NG10405) [1]. 

It is not clear from the current wording whether the indicator is for those patients receiving all four pillars of treatment, or if it is intended to record patients treated with each of these therapies individually. AstraZeneca recommend that the indicator support the adoption of the four pillars of heart failure treatment and collect the percentage who are currently treated with all the listed treatment options. AstraZeneca are aware that there are some patients for whom the ejection fraction has been recorded as <40%, but the ejection fraction category has not been coded as HFrEF. These patients may instead be coded as having left ventricular systolic dysfunction. Please see our response to Consultation Question 13 for further detail. 

For clarity, AstraZeneca therefore propose the wording be amended to ‘The percentage of patients with a current diagnosis of heart failure and reduced ejection fraction, or heart failure with left ventricular systolic dysfunction and ejection fraction <40%, who are currently treated with all of the following, unless contraindicated: an angiotensin-converting enzyme inhibitor or angiotensin receptor-neprilysin inhibitor or angiotensin II receptor blocker; a beta blocker; a mineralocorticoid receptor antagonist; a sodium glucose co-transporter-2 inhibitor.’  

AstraZeneca also highlight that the draft NICE guideline (GID-NG10405) [1] recommends the four-pillar approach for patients with mildly reduced ejection fraction (HFmrEF), and that SGLT2 inhibitors and MRAs should also be used for patients with preserved ejection fraction (HFpEF). For this reason, AstraZeneca suggest that indicators also be developed for HFmrEF and HFpEF, to track patients receiving the guideline recommended therapies for each heart failure sub-type. This could be done with separate indicators or a single indicator for all ejection fraction categories, measuring how many patients receive the guideline recommended treatments unless contraindicated. More details can be found in our response to Consultation Question 13, where we underline the importance of considering all heart failure types, not just HFrEF.

References:
1.	National Institute for Health and Care Excellence, “Chronic heart failure in adults: diagnosis and management (in development),” [Online]. Available: https://www.nice.org.uk/guidance/gid-ng10405/documents/450.
	Thank you for your comment. The points raised were discussed at the post consultation advisory committee meeting. They agreed that the indicator should align with the updated NICE guidance on chronic heart failure (NG106), which recommends that patients diagnosed with heart failure with reduced ejection fraction (HFrEF) receive all four pillars of treatment.
This recommendation specifically applies to HFrEF rather than left ventricular systolic dysfunction, due to the robust evidence base supporting the four-pillar approach for HFrEF. In contrast, the evidence for heart failure with mildly reduced (HFmrEF) or preserved ejection fraction (HFpEF) is less conclusive, and therefore indicators for these groups were not prioritised.

	2.
	GID-IND10332
	Primary Care Cardiovascular Society (PCCS)
	4 pillar therapy is only indicated for patients with HF with reduced ejection fraction(EF 40% or less) – if this is not recorded then the patient will not be included in the denominator.
There will likely be wide variation depending on how well this is recorded in the primary care record.
	Thank you for your comment. The points raised were discussed at the post consultation advisory committee meeting. They agreed that recording of heart failure with reduced ejection fraction is inconsistent so progressed IND318 to publication, with the aim of improving the recording of ejection fraction categories.

	3.
	GID-IND10332
	Primary Care Cardiovascular Society (PCCS)
	Clarification will be required on recording of the ejection fraction /HF classification ( HFrEF/HFmrEF or HFpEF)in the first instance – this should be recorded from the initial (diagnostic) echocardiogram/imaging. This can be confusing when subsequent letters are received and/or coded in primary care.
	Thank you for your comment. The points raised were discussed at the post consultation advisory committee meeting. With the aim of improving consistency of ejection fraction category recording, the committee progressed IND318 to publication.

	4.
	GID-IND10332
	Primary Care Cardiovascular Society (PCCS)
	For existing patients’ wider access to these medicines in primary care is needed (in particular primary care should be able to initiate an SGLT2i without the requirement for specialist advice).  The final NICE update CHF guideline may address this when finally published but the draft had still kept the specialist advice requirement.
	Thank you for your comment. The final NICE guideline on chronic heart failure does not require specialist input for initiating the four-pillar treatment approach. Further information can be found on the guidance webpage.

	5.
	GID-IND10332
	Primary Care Cardiovascular Society (PCCS)
	SGLT2i are in general the easiest of the evidence based therapies to use in HFrEF particularly in patients who do not have diabetes. They require no dose adjustment for optimisation 
	Thank you for your comment. 

	6.
	GID-IND10332
	Primary Care Cardiovascular Society (PCCS)
	The current QOF indicators for the use of RAAS blockers or Betablockers apply to all people with heart failure who have LV systolic dysfunction ( EF less than 50%) . This group includes people with HFrEF and HFmrEF. The proposed  new indicator based around the four pillars of evidence based therapy applies only to those with HFrEF. We now have evidence based therapies(SGLT2i and MRA) for people with HFmrEF and HFpEF who make up 50% or more of people with heart failure yet they are not included in existing or proposed QOF indicators .
	Thank you for your comment. The points raised were discussed at the post consultation advisory committee meeting. They agreed that the indicator should align with the updated NICE guidance on chronic heart failure (NG106), which recommends that patients diagnosed with heart failure with reduced ejection fraction (HFrEF) receive all four pillars of treatment.
This recommendation specifically applies to HFrEF rather than left ventricular systolic dysfunction, due to the robust evidence base supporting the four-pillar approach for HFrEF. In contrast, the evidence for heart failure with mildly reduced (HFmrEF) or preserved ejection fraction (HFpEF) is less conclusive, and therefore indicators for these groups were not prioritised.

	7.
	GID-IND10332
	Primary Care Cardiovascular Society (PCCS)
	MRAs typically require more healthcare professional time and monitoring to initiate and optimise. They may be more challenging for primary care to initiate for various reasons and may require specialist guidance/support.   MRA prescribing is typically lower than other evidence-based therapies ( see National Heart Failure NICOR Audit) therefore this would have to be considered when thinking about appropriate thresholds for a related QOF indicator .
	Thank you for your comment. QOF payment thresholds are subject to negotiations between NHS England and the British Medical Association’s General Practitioners Committee. We will share your comments. 

	8.
	GID-IND10332
	Primary Care Cardiovascular Society (PCCS)
	Personalised care adjustments clearly need to be used but need to avoid wide variation in the use of these
	Thank you for your comment. The committee noted the need to consider personalised care adjustments or exception codes for those unable to tolerate all four treatments.

	9. 
	GID-IND10332
	General Practitioners Committee England, British Medical Association
	Both mineralocorticoid and SGLT2i in Sheffield are both secondary care initiated medications. We’d question the value and appropriateness of utilising them in QOF target if not initiated by GPs
	Thank you for your comment. The final NICE guideline on chronic heart failure does not require specialist input for initiating the four-pillar treatment approach and therefore the treatment can be initiated in primary care. Further information can be found on the guidance webpage.

	10. 
	Question 12 Are there any barriers to prescribing all four recommended drug classes in routine care?
	AstraZeneca UK Ltd.
	In the 2025 draft guideline for the diagnosis and management of heart failure in adults (GID-NG10405) [1], NICE state that GPs should seek advice from a heart failure specialist before prescribing an SGLT2 inhibitor (recommendation 1.7.4). This represents a significant barrier to adopting the four-pillar medication approach for HFrEF described in this draft indicator. In its response to the draft guideline consultation, AstraZeneca urged NICE to reconsider recommendation 1.7.4 of GID-NG10405 and have provided the response below:
The clinical landscape for SGLT2 inhibitors has advanced considerably in recent years. GPs are already highly experienced with initiating and managing these medicines, with extensive practice gained from treating type 2 diabetes and chronic kidney disease. This expertise translates directly to heart failure, where GPs are fully equipped to monitor patients and manage potential adverse events from the guideline recommended therapies.

NICE’s own evidence review for HFrEF in GID-NG10405 (Evidence Review A) [2] explicitly recognises both the feasibility and appropriateness of SGLT2 inhibitor prescribing in primary care and in practice, enforcing recommendation 1.7.4 would disrupt optimal treatment prescribing leading to delays in patients receiving optimal treatment. The other classes of heart failure medicines can be initiated immediately by GPs in primary care, without specialist input, while patients would face an unnecessary barrier before starting an SGLT2 inhibitor simply due to the added step of securing specialist approval. This adds complexities into the treatment pathway and could lead to delays in starting an SGLT2 inhibitor or even stop their initiation. 

Requiring specialist input will also necessitate additional referrals or formal requests for advice, including writing letters, making telephone calls, or requesting advice through digital communication channels such as Advice and Guidance. Even the non-face-to-face activity is time and resource intensive which burdens both specialist and GP time, reduces outpatient or community-based specialist resource, and adds significant administrative workload. Ultimately, it will place further strain on an already limited healthcare resources and increase costs without clear clinical need.

For these reasons, AstraZeneca strongly recommended that NICE remove recommendation 1.7.4 of the GID-NG10405 draft guideline, and allow GPs to initiate SGLT2 inhibitor therapy for all indicated heart failure populations, in line with the committee’s own conclusions as described in Evidence Review A for GID-NG10405. This would remove a barrier to the implementation of GID-IND10325. The current recommendation risks unnecessary delays, undermines existing GP competence, may lead to suboptimal prescribing of therapies, and could drive significant and unwarranted cost and resource implications.

With recommendation 1.7.4 removed from the GID-NG10405 draft guideline, this indicator will more effectively support the uptake of these medicines in primary care, increasing the proportion of patients on guideline-directed medical therapy.

In addition, AstraZeneca note the variation across the country in the services for monitoring and treating heart failure, and the variable availability in the positioning of these treatments on formularies, may also represent barriers to prescribing these four drug classes.

References: 
1.	National Institute for Health and Care Excellence, “Chronic heart failure in adults: diagnosis and management (in development),” [Online]. Available: https://www.nice.org.uk/guidance/gid-ng10405/documents/450.
2.	National Institute for Health and Care Excellence, “Chronic heart failure in adults: diagnosis and management. Evidence review for pharmacological therapy for heart failure with reduced ejection fraction (draft for consultation)” [Online]. Available: https://www.nice.org.uk/guidance/gid-ng10405/documents/evidence-review.
	Thank you for your comment. The final NICE guideline on chronic heart failure does not require specialist input for initiating the four-pillar treatment approach. Further information can be found on the guidance webpage.

	11.
	Question 13 Do stakeholders agree with the focus on people with heart failure and recorded reduced ejection fraction given likely under-recording?
	AstraZeneca UK Ltd.
	As described in our response to Consultation Question 12, AstraZeneca recommend that HFmrEF and HFpEF should also be included in the indicator, to support the future implementation of the treatment recommended in the draft guideline (GID-NG10405) for each type of heart failure [1]. 

Previous indicators have only focused on HFrEF, because there were no treatments recommended by NICE in the 2018 Chronic Heart Failure guideline for HFmrEF or HFpEF [2]. Since then, NICE have recommended treatments for HFmrEF and HFpEF [3, 4], and the draft guideline GID-NG10405 has been updated accordingly to include treatment algorithms for all ejection fraction categories [1]. Therefore, the indicators should include all ejection fraction categories, to align with NICE technology appraisal guidance and the updated guideline. According to data provided by NICE from CPRD Aurum, patients with HFrEF recorded represent only 31% of patients with an ejection fraction category recorded [5]. Having an indicator for the guideline-directed treatment of HFmrEF and HFpEF, not just HFrEF, would also help to further embed the recording of ejection fraction category in standard clinical practice.

Given the under-recording of ejection fraction category, AstraZeneca suggest that the indicator for four-pillar treatment include people with heart failure who are coded as having left ventricular systolic dysfunction (LVSD) and may benefit from four-pillar treatment, but may not be coded as having HFrEF. For example, ‘The proportion of patients with heart failure with reduced ejection fraction, or heart failure with left ventricular systolic dysfunction and ejection fraction <40%’. This is in line with the Quality Outcomes Framework prescribing indicators for 2025/2026 (HF003 and HF006) that include people with heart failure due to LVSD or reduced ejection fraction [6]. As noted by NICE in the equality and health inequalities assessment for this indicator [7], ‘Focusing only on people with reduced ejection fraction, instead of people with left ventricular systolic dysfunction (as described by current indicators) could increase inequalities for people diagnosed with heart failure prior to more recent approaches of identifying ejection fraction category.’

References:
1.	National Institute for Health and Care Excellence, “Chronic heart failure in adults: diagnosis and management (in development),” [Online]. Available: https://www.nice.org.uk/guidance/gid-ng10405/documents/450.
2.	National Institute for Health and Care Excellence. “Chronic heart failure in adults: diagnosis and management,” 2018. [Online]. Available: https://www.nice.org.uk/guidance/ng106
3.	National Institute for Health and Care Excellence, “Dapagliflozin for treating chronic heart failure with preserved or mildly reduced ejection fraction,” 2023. [Online]. Available: https://www.nice.org.uk/guidance/ta902. 
4.	National Institute for Health and Care Excellence, “Empagliflozin for treating chronic heart failure with preserved or mildly reduced ejection fraction,” 2023. [Online]. Available: https://www.nice.org.uk/guidance/ta929. 
5.	National Institute for Health and Care Excellence. “Consultation on new and updated NICE indicators: GID-IND10330 to GID-IND10335 & GID-IND10337 to GID-IND10338.” [Online]. Available:  https://www.nice.org.uk/consultations/3006/11/heart-failure-4-pillars-heart-failure-with-reduced-ejection-fraction#rationale-5.
6.	NHS England, "Quality and Outcomes Framework guidance for 2025/26," NHS England, 2025. [Online]. Available: https://www.england.nhs.uk/publication/quality-and-outcomes-framework-guidance-for-2025-26/.
7.	National Institute for Health and Care Excellence. “Equality and health inequalities assessment (EHIA): GID-IND10334: Heart failure: ejection fraction category (newly diagnosed)” [Online]. Available:  https://www.nice.org.uk/consultations/3006/7/stage-1-consultation.
	Thank you for your comment. The points raised were discussed at the post consultation advisory committee meeting. They agreed that the indicator should align with the updated NICE guidance on chronic heart failure (NG106), which recommends that patients diagnosed with heart failure with reduced ejection fraction (HFrEF) receive all four pillars of treatment.
This recommendation specifically applies to HFrEF rather than left ventricular systolic dysfunction, due to the robust evidence base supporting the four-pillar approach for HFrEF. In contrast, the evidence for heart failure with mildly reduced (HFmrEF) or preserved ejection fraction (HFpEF) is less conclusive, and therefore indicators for these groups were not prioritised.


	12.
	Question 13: Do stakeholders agree with the focus on people with heart failure and recorded reduced ejection fraction given likely under-recording?
	General Practitioners Committee England, British Medical Association
	There are many historic coding/diagnoses where ejection fraction not coded. Some of these are in the stable younger group of patients who would likely benefit significantly but would not be picked up by this.
	Thank you for your comment. The points raised were discussed at the post consultation advisory committee meeting. They noted that focusing on new diagnosis risks undertreatment in the prevalent population however, the committee agreed that this is a pragmatic approach because a retrospective review of all patients would not be practical nor would referring all patients back to specialist care.

	13.
	GID-IND10334
	AstraZeneca UK Ltd.
	AstraZeneca support the intention to increase the recording of the ejection fraction category of patients with heart failure. This will be essential for the successful implementation of the draft guideline on the treatment of chronic heart failure (GID-NG10405), which recommends different treatment combinations based on ejection fraction category [1]. 

Only including patients diagnosed after 1st April 2026 risks disadvantaging patients currently diagnosed with heart failure by increasing the likelihood that they receive suboptimal treatment if they don’t have an ejection fraction category recorded. Please see our response to Consultation Question 14 for further detail.

Additionally, since ejection fraction category, and therefore recommended treatment, can change over time [2], we recommend including a frequency for the recording of ejection fraction category in the indicator, and consider this would be feasible in practice due to the recommended regular monitoring of patients with heart failure (for further detail see AstraZeneca’s response to Consultation Question 14). AstraZeneca propose, ‘The percentage of patients with a diagnosis of heart failure who have an ejection fraction category (reduced, mildly reduced, or preserved) recorded in the last 12 months’. This would encourage the recording of ejection fraction in patients with diagnosed heart failure as part of a patient’s regular treatment reviews.

References:
1.	National Institute for Health and Care Excellence, “Chronic heart failure in adults: diagnosis and management (in development),” [Online]. Available: https://www.nice.org.uk/guidance/gid-ng10405/documents/450.
2.	G. Savarese, et al., “Prevalence and prognostic implications of longitudinal ejection fraction change in heart failure,” JACC: Heart Failure, vol. 7, no. 4, pp. 306–317, 2019.
	Thank you for your comment. The points raised were discussed at the post consultation advisory committee meeting. They noted that focusing on new diagnosis risks undertreatment in the prevalent population however, the committee agreed that this is a pragmatic approach because a retrospective review of all patients would not be practical nor would referring all patients back to specialist care. The committee noted that regular reviews, which are already embedded in clinical practice, offer a practical opportunity to update ejection fraction records and therefore did not amend the wording of the indicator to include frequency of recording.

	14.
	GID-IND10334
	Primary Care Cardiovascular Society (PCCS)
	This is a pragmatic approach as there is historical under-recording. We would support this proposed indicator as accurate classification of heart failure is key to providing the appropriate evidence-based therapy not least when annual reviews are undertaken (also linked to QOF indicator). It would though be important to promote this to heart failure specialist services/secondary care/echo services who typically make the diagnosis and would be required to provide the necessary information for coding  there by encouraging a  system wide, integrated  approach 
	Thank you for your comment.

	15.
	Question 14: Given the likely under-recording of ejection fraction category for patients with long-standing diagnosed heart failure, is focusing on new diagnoses a pragmatic approach for quality improvement?
	AstraZeneca UK Ltd.
	AstraZeneca do not agree with excluding patients diagnosed with heart failure before 1st April 2026 from this indicator.

Only including patients diagnosed after 1st April 2026 risks disadvantaging patients currently diagnosed with heart failure by increasing the likelihood that they receive suboptimal treatment if they don’t have an ejection fraction category recorded.

Sections 1.4 and 1.5 of the draft guideline on the treatment of chronic heart failure (GID-NG10405) are titled ‘treating people with newly diagnosed and pre-existing heart failure with reduced ejection fraction’ and ‘treating people with newly diagnosed and pre-existing heart failure with mildly reduced or preserved ejection fraction’ [1]. The guideline recommends the same treatment approach for people with newly diagnosed and pre-existing heart failure, so to ensure the successful uptake of the NICE guideline existing heart failure patients should also be included in the indicator.

Since the prevalence of heart failure in the UK is approximately 1.4% of the total population [2] and 58% of people currently diagnosed with heart failure have no ejection fraction category recorded [3], there are approximately 560,000 UK patients with a pre-existing heart failure diagnosis and no ejection fraction category recorded. These patients are not included in GID-IND10327 or GID-IND10325, so will be less likely to receive the optimal guideline-directed medical therapy for their ejection fraction category than newly diagnosed patients.

The draft guideline GID-NG10405 states ‘For stable people with proven heart failure, monitor at least every 6 months’ and recommends that the primary care team of a person with heart failure should ‘lead a full review of the person’s heart failure care, which may form part of a long-term conditions review’ and ‘recall the person at least every 6 months and update the clinical record’ [1]. The Quality Outcomes Framework for 2025/2026 includes ‘HF007. The percentage of patients with a diagnosis of heart failure on the register, who have had a review in the preceding 12 months, including an assessment of functional capacity and a review of medication to ensure medicines optimisation at maximal tolerated doses’ [4]. These regular reviews provide an opportunity to record the ejection fraction category, if the ejection fraction is available in the patient record, without the need for additional appointments. Since the different treatment combinations recommended in the draft guideline GID-NG10405 depends on ejection fraction category, without this recorded the majority of patients with heart failure may face a barrier to guideline-directed medical therapy and GID-IND10325 will not be an accurate measure of the proportion of patients on guideline-directed medical therapy. Increasing the proportion of patients with an existing diagnosis of heart failure who have an ejection fraction category recorded will be crucial for the successful future implementation of the draft guideline GID-NG10405, and should be addressed by this indicator.

References:
1.	National Institute for Health and Care Excellence, “Chronic heart failure in adults: diagnosis and management (in development),” [Online]. Available: https://www.nice.org.uk/guidance/gid-ng10405/documents/450.
2.	N. Conrad, et al., “Temporal trends and patterns in heart failure incidence: a population-based study of 4 million individuals,” The Lancet, vol. 391, no. 10120, pp. 572–580, 2018.
3.	National Institute for Health and Care Excellence. “Consultation on new and updated NICE indicators: GID-IND10330 to GID-IND10335 & GID-IND10337 to GID-IND10338.” [Online]. Available: https://www.nice.org.uk/consultations/3006/11/heart-failure-4-pillars-heart-failure-with-reduced-ejection-fraction#rationale-5.
4.	NHS England, "Quality and Outcomes Framework guidance for 2025/26," NHS England, 2025. [Online]. Available: https://www.england.nhs.uk/publication/quality-and-outcomes-framework-guidance-for-2025-26/.
	Thank you for your comment. The points raised were discussed at the post consultation advisory committee meeting. They noted that focusing on new diagnosis risks undertreatment in the prevalent population however, the committee agreed that this is a pragmatic approach because a retrospective review of all patients would not be practical nor would referring all patients back to specialist care.

	16.
	Question 14 Given the likely under-recording of ejection fraction category for patients with long-standing diagnosed heart failure, is focusing on new diagnoses a pragmatic approach for quality improvement?
	General Practitioners Committee England, British Medical Association
	This is a pragmatic approach to ensure all going forward receive best care.
	Thank you for your comment.

	17.
	Question 15: Are there specific clinical or practical challenges in the routine recording of ejection fraction category for all patient newly diagnosed with heart failure?
	AstraZeneca UK Ltd.
	Since the draft guideline GID-NG10405 [1] recommends treatment for heart failure based on ejection fraction category, all patients newly diagnosed with heart failure will need to have an echocardiogram to determine the ejection fraction category and inform treatment decisions. Therefore, AstraZeneca believe it is feasible for the ejection fraction category to be recorded for newly diagnosed patients as standard clinical practice.

As explained in our response to Consultation Question 14, AstraZeneca urge NICE to change the indicator GID-IND10327 to support the routine recording of ejection fraction category for all patients with heart failure, both newly diagnosed and pre-existing. AstraZeneca understand that some patients with an existing diagnosis of heart failure will have had an echocardiogram as part of their regular monitoring, but do not have an ejection fraction category recorded and correctly coded, and that regular reviews of these patients provide an opportunity to record the ejection fraction category. AstraZeneca acknowledge that recording the ejection fraction category of patients who do not have a regular echocardiogram  represents a potential challenge given capacity constraints in the NHS, but consider this is important in order to increase the use of guideline-directed medical therapy, which is dependent on ejection fraction category and ensure that GID-IND10325 is an accurate measure of the proportion of patients in NHS clinical practice on guideline-directed medical therapy.

References:
1.	National Institute for Health and Care Excellence, “Chronic heart failure in adults: diagnosis and management (in development),” [Online]. Available: https://www.nice.org.uk/guidance/gid-ng10405/documents/450.
	Thank you for your comment. The points raised were discussed at the post consultation advisory committee meeting. They noted that focusing on new diagnosis risks undertreatment in the prevalent population however, the committee agreed that this is a pragmatic approach because a retrospective review of all patients would not be practical nor would referring all patients back to specialist care. The committee noted that regular reviews, which are already embedded in clinical practice, offer a practical opportunity to update ejection fraction records and therefore did not amend the wording of the indicator to include frequency of recording.

	18.
	Question 15: Are there specific clinical or practical challenges in the routine recording of ejection fraction category for all patient newly diagnosed with heart failure?
	General Practitioners Committee England, British Medical Association
	There is a proportion of elderly where the diagnosis of heart failure is clinical. In this group initiation of SGLT2i/mineralocorticoids are often inappropriate and echo results would not alter clinical management. Using resource and putting patients through investigation (transporting frail elderly) would be inappropriate in these circumstances and personalised Care Adjustment should be applicable for this circumstance.
	Thank you for your comment. The supporting indicator guidance highlights that personalised care adjustments should be considered where moderate or severe frailty means echocardiography is not appropriate. 
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