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[bookmark: _Toc203661998]

[bookmark: _Toc207785214]Background
[bookmark: _Hlk207103560]The NICE guideline on chronic heart failure is currently in development (expected publication September 2025) which contains updated recommendations relating to treating people with heart failure with reduced ejection fraction (abbreviated to HFrEF).
Indicators relating to these updated recommendations for heart failure treatment are currently in development by NICE. In June 2025 NCCID agreed to commence work on a pilot to obtain rapid feedback on two draft indicators, with online interviews taking place with colleagues associated with primary care in July 2025. 
The purpose of this work was to obtain feedback on whether the draft indicators are feasible and acceptable, and to understand any implementation issues or unintended consequences. A summary of the participants and the selection process is included in Appendix 1. 
Views were received via interview on MS Teams, plus one email summary received from a participant who had planned to join a call but was unable to. 
The two draft indicators are:
GID-IND10332: The percentage of patients with heart failure and reduced ejection fraction who are currently treated with:
· an angiotensin-converting enzyme (ACE) inhibitor or angiotensin receptor-neprilysin inhibitor (ARNI) or angiotensin II receptor blocker (ARB)
· a beta blocker 
· a mineralocorticoid receptor antagonist (MRA)
· a sodium glucose co-transporter-2 (SGLT2) inhibitor 

GID-IND10334: The percentage of patients with a new diagnosis of heart failure on or after 1 April 2026 who have a recorded ejection fraction category (reduced, mildly reduced or preserved).




[bookmark: _Toc203662006][bookmark: _Toc207785215][bookmark: _Toc203661999]Indicator 1: Summary of views
· There was general support for the indicator’s intention of identifying those with heart failure with reduced ejection fraction and optimising their treatment, although a small number of participants expressed concern that this treatment was not always appropriate. However, it was clear from the discussion that the indicator would need to rely on accurate, timely and detailed diagnosis of heart failure in secondary care, which included details of the ejection fraction or category, and this was seen as a significant challenge, with most participants feeling it made the indicator unfeasible in practice. 
· It was suggested that the indicator could proceed if it also included those with left ventricular systolic dysfunction (LVSD), in order to address the coding issues relating to ejection fraction and not exclude existing patients who would benefit from the treatment intervention.
· Participants generally felt that if the indicator was to proceed it should be financially incentivised to reflect the work required, with a suggestion this could be at a system-level, as primary care is unable to make the required changes without support from secondary care.
· Concern was raised about the impact of the new requirement for drugs to be started in primary care on advice and guidance services.
[bookmark: _Toc203662014][bookmark: _Toc207785216]Indicator 2: Summary of views
· While participants felt it was important to code heart failure diagnosis correctly and comprehensively (and some expressed it would be important not to exclude existing patients in this indicator definition), the majority felt the indicator was unfeasible as practice are reliant on secondary care for this to happen. 
· One participant had queried her clinical system in preparation for the interview and reported that none of her patients who had had a recent echo had the ejection fraction coded. 
· Participant views in relation to waiting times to access diagnostic tests and the importance of the detailed results and findings being relayed back to primary care in a standardised way suggest that this indicator requires system-level working.
· Few participants felt the indicator would be suitable for financial incentivisation, although there was support for reporting and benchmarking data quality. 
[bookmark: _Toc207785217]Indicator 1 (indicator GID-IND10332): Treatment of patients with heart failure and reduced ejection fraction
[bookmark: _Toc203662000]General view of indicator
The majority of participants were supportive of the indicator in principle, with acknowledgement that it was in agreement with the best practice ‘four pillars’ and with what other countries were recommending. Six participants did raise concerns about the feasibility of the draft indicator in practice (the details of which are explored later in this report):
“(The indicator) seems good in the sense that it's quite clear it's the […] four pillars of heart failure treatment. I've got no issues with that. I guess it's still relatively specialist initiation in most areas for SGLT2s for heart failure.” [GP]
 “I think the overall indicator is great, it’s focused. It fits in with the guidelines, it’s the right thing from the quality and safety perspective but I think it will need education. It will need a strengthening of diagnostics […] if we get this right, it will significantly change the clinical outcomes for individuals and their quality of life [...] I think where there's a will, there's a way to change.” [current GP with various regional leadership roles]
“It's obviously trying to find those more severe patients and get them the full treatment that they need as quick as possible rather than waiting year-on-year for another hospital appointment. So I presume it's about encouraging primary care to initiate these medicines, which I would hope…some would be uncomfortable, […] I'm not sure all my colleagues would feel comfortable in heart failure, initiating all of these if they're under a secondary care cardiologist.” [Regional lead, pharmacist]
The other participant (non-GP) who generally agreed with the indicator expressed concern that the focus was solely on pharmacological intervention:
“We need to focus on the pharmacological side, but I can't help or ignore the fact that there has to be that lifestyle ‘prescription’ so to say […] It goes hand in hand, but I do definitely support the four-pillar support approach but with a hint of lifestyle.” [Regional lead, CVD]
Three participants expressed negative views with one participant (a practice manager) suggesting that in addition to being too complex, he felt it was not relevant to clinical practice and worried it would lead to ‘box-ticking’ rather than focussing on patient care.

A GP with a significant leadership role in CVD and in heart failure was asked specifically whether he agreed with the indicator’s direction:
[bookmark: _Toc203662001]“Oh, look without any doubt, because we know that getting people onto the four pillars of care that they've listed here as soon as possible and you know, we should do it - not in the old incremental fashion, but as soon as possible - has significantly better outcomes for a patient than just the conventional dual therapy of an ACE/ARB plus Beta blocker. So the intention I fully support, but it's the way we do it and that is going to be the tough thing, and we need to find a way to do it because I think it's essential to do this. So I’m fully supportive.” [GP specialist and regional lead in heart failure]
Feasibility
One GP respondent raised concerns about patients having to be on all four drugs to achieve the indicator, as one or more of the ‘four pillar’ drugs could be unsuitable for some patients. Once it was clarified that there would be a way to exclude patients from the indicator for this purpose (for example specific PCAs in QOF for each of the four recommended drug groups), this concern was satisfied.
The majority of participants raised issues about the extent to which information relating to the ejection fraction was currently available from secondary care colleagues following echocardiography. 
“The communication from secondary care about the type of heart failure the patient has is truly dreadful and confusing.” [GP and regional expert in informatics, via email]
“Until secondary care get their act together, forget it.” [Practice Manager]
The issues identified with regard to the availability of information relating to the ejection fraction are further detailed in the section on indicator 2, which relates to recording the category of ejection fraction.
There was general agreement from participants that the ejection fraction category was largely not present in the patient’s primary care record, and therefore there would be a large group of existing heart failure patients who would be eligible for the treatment intervention but not identified by this indicator’s currently proposed definition: 
“I think that's going to cause major problems with primary care. The reality is that there will be lots of patients historically coded as LVSD. Many of them will have been coded based on what we call a qualitative comment from a consultant without the ejection fraction, so to then try and go back in the notes to try and find an ejection fraction less than 40% and re-code the patient would be very onerous […] in other cases you'll see an echo report that says ejection fraction between 35 to 45%. What do you then put, you know? Is it HFrEF, is it below 40% or is it above that?” [GP specialist and regional lead in heart failure]
As described below in the section on acceptability, participants felt this important group of existing heart failure patients must not be overlooked. 

[bookmark: _Toc203662002]Acceptability
Most participants agreed that the draft indicator definition represented clinical relevance and was the right thing to do to improve patient outcomes, including the GP specialist who was a regional lead in heart failure. However, one GP expressed concerns that the level of complexity of this indicator and potential exclusions (PCAs) that needed updating on an annual basis would require more admin time, leaving less time to focus on patient outcomes:
“It's the principle of how the existing indicators work for the ACE and the Beta blockers. There are patients you need to focus on and there are quite a few patients in whom stuff is contraindicated or they're allergic to it or they're not tolerant or they refuse it. But you have to fill in that box every year. So you've you spend a lot of time probably just ticking the box without really thinking and actually, cut that lot out and we could concentrate on the stuff that's important.” [GP]
There was an anecdotal suggestion (from a non-GP participant) that this treatment may not be appropriate for all older patients and there was a risk of over-medication:
(Geriatricians) see people that have been diagnosed with some form of heart failure and they're whacked on all of these drugs at top of dose because that's what the evidence tells you, needs to be done to manage their heart failure. But there's lots of adverse effects for particularly frail, elderly people from being on these drugs...like falling over, urinary incontinence - dashing to the loo, […] breaking their hip, all sorts of things like that, these unintended consequences of being on these drugs to treat their heart failure, when there's the whole other picture of what else is going on for that particular patient and is that entirely appropriate? 
Yes we can manage the better function of their heart. But what about everything else that's important for that person? And so there's a more personalised approach needs to be taken. (I understand that) lots of the evidence that is taken around these four pillars is for a pretty limited number of patients that were admitted into the trials, who were fairly young, didn't have lots of comorbidities. So when you're talking about somebody who's 85 with a number of other conditions and can't walk very well whatever, then perhaps it doesn't apply to everybody. So […] I would have some concerns." [Regional lead, pharmacist]
All participants who responded to the question of whether the indicator was suitable for financial incentivisation agreed that it was, however two felt it should begin as a quality improvement indicator and then become financially incentivised once issues with data quality are resolved. Others had specific views about how financial incentivisation should be implemented:
· A GP suggested financial incentivisation should be based on the prevalence of HFrEF to incentivise coding (which links to draft indicator 2).
· A non-GP participant suggested this indicator should be incentivised at system level, as secondary care may need to be encouraged to improve coding of ejection fraction, including the historic coding of existing patients.
“I think you've got to consider that some of this workload would sit in primary care, but most, some of it would sit in secondary care. So if you only incentivise through QOF, what's the incentive for the consultants to look back because they might have discharged them a couple of years ago, and they may need re-referrals.” [Regional lead, pharmacist]
· Another non-GP participant held a general view that doing ‘the right thing’ for new patients should not be financially incentivised, however that it would be appropriate to financially incentivise the work involved in going back and resolving coding issues for existing heart failure patients. He did not support implementing the indicator for new patients only due to the risk of having a large number of patients with existing heart failure who are not being treated according to best evidence. As mentioned above, the GP specialist and regional lead in heart failure also stated that it was important to get as many patients as possible on the right treatment “as soon as possible”.
One GP suggested that financially incentivising the indicator with a low threshold would help to educate people on the new guidelines: 
“If you're going to bring it in, I'd bring all four in, but a threshold of 10%, so we get people educated and used to the idea. But the trouble is, as soon as you put a threshold in, the next year it jumps up.” [GP]
During the interviews, attention was drawn to recommendation 1.7.4 in the latest version of the draft guideline which states that SGLT2 inhibitors and ARNIs can now be started by GPs, with advice from a heart failure specialist. Participant views on this were mixed, with one GP stating that this seemed straightforward, and the GP specialist and regional lead in heart failure suggested that primary care should be able to prescribe SGLT2 inhibitors for heart failure without advice, noting this is already the case for diabetes and nephropathy. He proposed that ARNIs could be handled similarly, if education was provided for primary care, however he expressed some conflict as he did note the value of specialist input at diagnosis.  A third GP suggested that secondary care support or advice is currently very difficult to obtain in their area. 
Two non-GP participants on the same call both felt that the indicator, particularly if incentivised, would increase demand on secondary care and that inclusion in QOF could cause an increase in advice and guidance requests to secondary care, and that this would not be welcomed: 
[bookmark: _Toc203662003]“You'd have to monitor your advice and guidance because I bet it would go up ...just saying, “well, why didn't you start these two? And you've only started these because I need it for my QOF points please. And I need to know by the end of March please so I can tick the box again”.” [Regional lead, pharmacist]
Her colleague agreed:
“If people don't feel comfortable initiating these (drugs), what you could end up doing is driving a load of referrals back into secondary care with “we've now become aware of our data, and we think we're under-prescribing these things. Here's 200 of our patients for you in secondary care to tell us whether we need to start an ACE inhibitor or not” […] and secondary care would get really annoyed if they thought that it was just purely from a QOF box ticking point of view.” [Regional lead, pharmacist]

Suggested amendments
As described above, most participants highlighted that coding is and would continue to be an issue in terms of identification of the patients suitable for this treatment intervention. Whilst some proposed options to resolve this, many felt the problems with coding presented a barrier to implementing the indicator with its proposed definition. 
There were suggestions, of relevance to the draft guideline rather than to the indicator specifically, for groups of patients who should be included in the intervention but are not part of the current proposed indicator definition. One participant suggested the definition should continue to include patients coded as having LVSD:
“So I think that as it stands now, LVSD or heart failure with reduced ejection fraction seems more appropriate and easier and fairer for primary care […] if it's appropriate give them all four drugs, but if it's not, then you can exception report the ones like an MRA or an ARNI or an SGLT2 where it may not apply. If someone has got mildly reduced ejection fraction and they're symptomatic they should be offered all four drugs as well.” [GP specialist and regional lead in heart failure]
This participant also separately suggested that those patients with heart failure and preserved ejection fraction should not be overlooked.
Another GP raised concerns with the indicator focus being specifically on those with a reduced ejection fraction of less than 40% only:
“When you are so prescriptive with using a very particular definition of an ejection fraction, you know there may be people […] it's less than 40%, isn't it, that we aim for, but obviously there will be patients who fall into the 40 to 49 cohort, which may kind of convolute things […] we now have a growing population of heart failure preserved ejection fraction group and how would that fit into what we're trying to achieve here in terms of overall heart failure identification and early intervention.” [current GP with various regional leadership roles]
Another GP proposed that the denominator for the indicator should be ‘restarted’ and limited to those with a specific code for reduced ejection fraction, without a subsequent code for preserved ejection fraction, mildly reduced ejection fraction or where heart failure is resolved. 
This GP also provided examples of scenarios where the patient’s ejection fraction does not necessarily relate to their heart failure category, and therefore the best treatment:
“The latest EF might give a misleading impression about how the patient should be managed.  Here are a couple of examples.
i. Patient develops heart failure with EF 35% (HFrEF) – started on treatment and gets better – has a subsequent echo which shows EF 50%.  They still have HFrEF and need to be managed as such, even though the EF now puts them in the HFpEF range.
ii. Patient with HFpEF has a heart attack, an echo at the time shows EF <40% but shortly after recovers back to EF >50% - this is myocardial stunning, and this patient doesn't need to be managed as HFrEF.
i.e. the latest EF doesn't always correlate with the patient’s heart failure type.” [GP and regional expert in informatics, via email]
This view was supported by another GP who pointed out that ejection fraction is expected to improve when patients are treated effectively, and noted that for groups of patients in his (rural) area, establishing the patient’s ejection fraction category can be impractical:
“I'm interested about those four categories. You've got ‘reduced’ […] ‘preserved’, you haven't actually got ‘improved’, because actually the whole point of our treatment is to improve it and they do improve […] … It’s nine months to get an echo if you’re lucky, locally our RACPC (Rapid Access Chest Pain Clinic) is over ninety weeks, so we’re going nine months or a year behind the potential diagnosis and we’re treating people in advance….I make a new diagnosis quickly (for) frail, elderly, new patients in care homes […] I'm not even going to send them for an echo because it's an hour and a half drive each way. I can make a clinical diagnosis, but perhaps I should exclude those from the indicator.” [GP]
One GP suggested that patients who require palliative care, patients with dementia and patients living in care homes could be considered as potential exclusions, which aligns with the view described in the above section on acceptability, suggesting that following the best evidence to effectively manage heart failure may lead to unacceptable side-effects in frail elderly patients. The same GP suggested patients receiving chemotherapy and patients with learning disabilities could be excluded on a case-by-case basis. 
However, most other participants who gave their views on exclusions felt there should be no blanket exclusions, and advocated for a personalised approach:
“I feel the exclusion or the refinement of who gets priority […] maybe it needs to be done further down the road […] I do not know how much (excluding groups of patients) will impact primary care in terms of volumes of people being seen. But we know the numbers are minute. I don't think now is the time for us to maybe focus on priority groups 'cause I just feel not enough of those people are being cared for or optimized as it stands.” [Regional lead, CVD]
“Multi morbidity is a risk factor and you want to minimise their problems with heart failure. So I think they should be a priority group not excluded. Frailty I think is often used as an excuse not to give life-saving drugs and life-prolonging drugs, and I think it should be left to the discretion of the clinician. I think if you start saying “don't give it to people with moderate to severe frailty”, then that's a subjective sort of opinion. And I've spent my career restarting drugs that have been stopped when they shouldn't have been just because someone's gone into a care home and are deemed frail. You know, I don't agree with that. So I don't think any group should be excluded, but it should be left to the clinical judgement and assessment of that patient and in hand-in-hand with their family.” [GP specialist and regional lead in heart failure]
One GP made a practical suggestion to ensure that the indicator definition included medications that may have been started for another clinical condition before the patient developed heart failure, where appropriate:
“You'd also need to make sure you include finerenone in the MRA cluster because someone might be established on that with a strong indication and then develop heart failure and you often wouldn't want to switch that to another MRA.” [GP and regional expert in informatics, via email]
To note that a NICE technology appraisal on finerenone for treating heart failure with preserved or mildly reduced ejection fraction is currently in development. 
[bookmark: _Toc203662004]Implementation issues and impact
In addition to the potentially unacceptable side-effects for frail elderly patients described in the section on acceptability, concern was raised by one GP specifically regarding patient safety and the potential side-effects of SGLT2 inhibitors, including Fournier's gangrene: “it's not that it's a really benign drug...It's not just a low-risk drug like starting a Beta blocker.” [GP]
Concern was raised about workload, including additional coding responsibilities for this complex topic which would require further training. It was also highlighted that this would result in work being outsourced to private companies for practice system templates to be updated:
“There's a lot of extra background work and coding work, but (that) will trigger a lot of actual clinical input and revision of this medication, which some would argue is not really primary care, GP shouldn't be doing (it) […] it's really stretching the boundaries and probably crosses the boundary into secondary care work.” [GP]
“I don't think we want to be put in something that's going to end up making a lot of work for our data teams, because that that is often what ends up happening, and then when they get stuck on something then they send it to the GP so it then ends up, you know, spending your time trying to work out the tricky ones and what the information means, and also sometimes we do that ourselves and sometimes external companies will help us to do that.” [GP]
We just don't get the quality (of data recording from secondary care), if we get anything. The only winner with this indicator would be the consultancy firms that come in and re-code our systems for us. So you'd be basically diverting money from primary care to the private sector coding companies. [Practice manager]
The view from the GP specialist and regional lead in heart failure was that this was an acceptable level of work for general practice, adding that “in the majority of new patients, they should be going through a heart failure service, and that heart failure service will usually get them onto these four drugs fairly quickly.”
A GP raised potential wider issues for patients with insurance:
“It sometimes causes issues for patients with insurance companies having multiple codes. I had a patient come back to me and say I've got severe LVSD and I've got heart failure with reduced ejection fraction on my problem list, do I need to tell the insurance company about both of them?”.” [GP]
[bookmark: _Toc203662007]One participant raised concerns about the potential for there to be a ‘mismatch’ between NICE guidelines and QOF indicators, emphasising the importance for the indicator to be available once the guideline is finalised: 
“A couple of years ago there was a mismatch between what NICE said we had to do and what QOF said we had to do […] it just caused chaos. Medically we follow NICE. To get the money […] we follow QOF. We don’t need that confusion.” [Practice manager]


[bookmark: _Toc207785218]Indicator 2 (indicator GID-IND10334): Patients with a new diagnosis of heart failure with ejection fraction category recorded
[bookmark: _Toc203662008]General view of indicator
Initial comments on this indicator were generally negative. Four participants (two GPs) expressed agreement with the intention, to code the heart failure diagnosis accurately and therefore ensure that patients were given the correct treatment strategy:
“It is a good thing because […], because (if) it's a QOF indicator, GPs will then make an effort to actually find out what is reduced, what is mildly reduced, what is (preserved), and NICE should be outlining in detail how to categorise and how to code these patients […] in my opinion there should be an umbrella code of ‘heart failure’. There should be an echo code that shows left ventricular systolic dysfunction or diastolic dysfunction. And there should be a third code which are sub category, HFrEF, mildly reduced or HFpEF. So I think it is a good thing going forward […] I think you should introduce (the two indicators) together.” [GP specialist and regional lead in heart failure]
However, five of the eleven participants who expressed their views immediately raised the impact of GPs being reliant on secondary care to obtain this information:
I worry about those letters where you see people started on treatment and it doesn't actually say how severe their heart failure is. And I mean, you could say that's a failure of the hospital detailed letter … on the basis that a lot of these hospital letters are written by the most junior members of the team who might not have any idea about the sort of higher impact of what particular words are written. [GP]
Two participants on separate calls described the draft indicator as a ‘nightmare’ to implement. The issue is explored in more detail in the section on feasibility, below.
One participant felt this would make no difference to individual patient outcomes:
“At a population level, it might improve things, but at a patient level it's not going to make a ha’porth of a difference, and it's going to get in the way and it's going to make me feel vulnerable to assessment from third parties who really don't understand how we look after patients.” [GP]
As the majority of participants felt achieving this indicator would be challenging or impossible even for newly diagnosed patients, few specifically addressed the issue of whether the indicator should incorporate existing heart failure patients. One participant stated that in principle he felt the indicator should cover all patients:
“I always come back to the ‘my mam’ approach, if it is my mam then who was recorded two years ago, how would she be optimised if actually we are not going back to recorrect?” [Regional lead, CVD]
As mentioned in the acceptability section for indicator 1, two participants specifically stated they did not support implementing indicator 1 (getting patients on the ‘four pillars’) for new patients only as that risks having many patients with heart failure who are not treated according to best evidence. 
[bookmark: _Toc203662009]Feasibility
The majority of participants had raised issues about coding of reduced ejection fraction while discussing the feasibility of indicator 1:
“(To prepare for the interview) I went to check how many of our patients have had an echo in the past six months, have actually had their ejection fraction coded. None of them had.” [Current GP with various regional leadership roles]
“This is then dependent on standardised echocardiography reports, so they're going to have to say “right every echo unit in the UK, please make every effort to record an ejection fraction that goes to the GP” […] and that's where it may fall down in some areas if they don't do that. So it is dependent on the echo and heart failure clinic and of course we will need secondary care buy-in to it as well […] I currently run a lipid clinic and if I diagnose someone with (a specific condition) I actually write the SNOMED code next to it and say “please code this patient”. That's what primary care wants. It's not hard to do. You just have a list, and you just include it in the letter or template. So I think we should have education of secondary care to provide that information to primary care.” [GP specialist and regional lead in heart failure]
“(The ejection fraction category) will be in the echo report, which I think if someone's had that done as an outpatient, then the letter should go back to the GP. But there's a possibility if that was done as an inpatient, the GP actually never even sees it, let alone is able to code it, and they certainly don't code it at the minute, so I would agree it's all either sitting in free text or it's in letters at the minute.” [Regional lead, pharmacist]
“Some of these patients we see get admitted to hospital, they have an inpatient echo, they're seen by cardiology team and discharged out. We wouldn't necessarily be given a copy of the echo report. We would just have a new diagnosis: ‘heart failure, reduced ejection fraction, started on these medications […]’. If we request an echo from general practice, they're probably less likely to be a severe heart failure with a reduced ejection fraction, because those tend to be the ones that go into hospital or present acutely end up having the echo in hospital.” [GP]
Concerns were also raised about long delays in terms of patients accessing echo services:
“We still have significant wait times around the country with getting an echo.” [Current GP with various regional leadership roles]
[bookmark: _Toc203662010]Acceptability
It was generally accepted in principle that achieving this indicator would lead to improved quality of care, and the availability of information relating to the ejection fraction category would aid clinical decisions and the management of this patient group. As a result, care would be optimised which would contribute to positive outcomes. 
Nine participants specifically gave a view on whether the indicator should be financially incentivised or for quality improvement purposes, and 33.3% (3/9) suggested financial incentivisation. 
Another three suggested that quality improvement was appropriate, with one noting that the focus of this indicator was improving coding accuracy:
“If it was so clear that everyone knew how to record it, then you wouldn't incentivise the payment, because actually it's just a code, all you want them to do is put a record of a code in, so it's not improving clinical outcomes necessarily for the patient, is it, it's just trying to get your records accurate so that you can find these patients.” [Regional lead, pharmacist]
This participant also added that financial incentivisation would only be effective at system level (as mentioned above), as incentivising primary care only would not resolve the system problems.
The other two participants with this view proposed that the data quality of the information from secondary care should be reported and benchmarked to drive improvement:
It should be a qualitative indicator and it should be where we're identifying where we don't have a recorded value […] and we should name and shame those trusts.
And that's the only way that you're going to get improved data by actually saying “that hospital did…that hospital didn't”, but make it as a quality exercise and short term, not one that is still on QOF in 10 years’ time.” [Practice manager]
“I would suggest […] as well as the options there and ‘improved’ we could have ‘not recorded’ or something like that (to record that) that we haven't got it (ejection fraction category) through on that information that we've got, because if we haven't got it, we can't add it […] then that information can be used to see where there needs to be quality improvement in terms of the information that's coming through to us in, in primary care.” [GP]
The remaining three responded to the question by stating that the indicator should not progress.
“I think it needs to be sorted out somewhere else. I just don't think this is the right way to do it.” [Regional lead, pharmacist]
[bookmark: _Toc203662011]Suggested amendments
There were no suggested amendments to indicator wording or definitions, and no patient groups proposed to be excluded from this indicator.
[bookmark: _Toc203662012]Implementation issues and impact
[bookmark: _Toc203662013]Two participants raised concerns about administrative workload and additional training in terms of identifying the relevant information from secondary care letters and ensuring this was coded appropriately in the clinical record. 
Another participant suggested that hospital letters should contain less “extraneous language” and focus on “the important things you need to know about.” 
As described above, there was general agreement that secondary care buy-in to this was crucial in order to improve coding and communication back to primary care. Suggestions from participants to make this happen included:
· Standardisation of echo reports, with all units required to record an ejection fraction and ensure that this information (including the specific SNOMED codes) flowed back to the patient’s GP.
· System-level incentivisation, to ensure the incentives are targeted to those able to make the necessary changes.
· [bookmark: _Toc203662015]Quality reporting, including benchmarking of trusts.


[bookmark: _Toc207785219]Appendix 1 Focus group composition
GP practices who participated in the 2023/24 indicator pilot were contacted in June 2025, and 4 of the 22 practices agreed to take part in the focus groups in July 2025. To supplement these views, 7 colleagues associated with primary care (GP practices and regional leads) based in the North East and North Cumbria (NENC) area were also invited to participate on this topic. A brief description of the draft indicators and the rationale for inclusion was shared with participants in advance of the focus group interview.
The interviews were carried out with:
4 pilot practices from 2023/24 (3 GPs and 1 practice manager) 
2 regional leads from NENC (who were also GPs)
1 GP specialist (not included in the practice numbers) and NENC regional lead in heart failure. To note this participant is also employed by a consulting company.
4 regional leads from NENC (3 pharmacists, 1 clinical programme lead)
Table 1: Attendee type and region 
	Region 
	GP practice
	Regional lead

	East of England
	1
	

	London
	0
	

	Midlands
	2
	

	North East and Yorkshire
	3
	5

	North West
	0
	

	South East
	0
	

	South West
	0
	


Table 2: Attendee practice deprivation (GP practice participants)
	Practice deprivation decile 
	Count of attendees

	1-3
	0

	4-7
	5

	8-10
	1


1 is the most deprived decile, 10 the least deprived decile. 
[bookmark: _Hlk205307871]

Table 3: Attendee practice list size (GP practice participants)
	Practice list size 
	Count of attendees

	Less than 8000
	4

	8000 to 10999
	0

	More than 11000
	2


National average list size (mean), July 2025 = 10,276
[bookmark: _Hlk205307881]Table 4: Attendee practice QOF achievement 2023/24 (GP practice participants)
	Practice achievement 
	Count of attendees

	Less than 590
	1

	590 to 620
	2

	More than 620
	3


Total points available: 635 (national average (mean) practice achievement: 591)


21


