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SMART aims for Heart Failure Detection, Monitoring And Optimisation
Projects

Heart Failure projects are aiming to improve the health outcomes for patients with heart failure by ensuring that the condition is
properly diagnosed, managed, and monitored. This helps to reduce hospital admissions, improve quality of life, and prevent
complications such as arrhythmias and worsening heart failure symptoms.

Your aim might look like....
* To review and, if needed, update the coding of 30% of patients on our heart failure register by November 2025.

* To increase the percentage of heart failure patients with left ventricular systolic dysfunction (LVSD) treated with an ACE-| or
ARB by 20% by November 2025.

* To increase the percentage of heart failure patients with left ventricular systolic dysfunction (LVSD) being treated with a beta-
blocker licensed for heart failure by 20% by November 2025.

® To increase the number of heart failure reviews conducted during annual health checks by 20% by November 2025.

* To ensure X% of heart failure patients diagnosed on or after April 1, 2021, have their diagnosis confirmed by
echocardiogram or specialist assessment within 3 months before or 6 months after registration, or within 6 months for those
newly registered without confirmation.

A SMART Aim is Specific, Measurable, Achievable, Relevant, & Timebound
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Optimising Heart Failure Care

Target groups (see updated UCLP Framework for more detail)

Heart failure with reduced ejection
fraction (HFrEF )

Heart failure with mildly reduced

ejection fraction ( HFmrEF)

Heart failure with preserved
ejection fraction (HFpEF)

Prioritise :

New diagnosis in last 6 months
Admission to hospital in last 6 months
Prognostic medication not optimised

HF diagnosis with complex co-morbidities
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https://s42140.pcdn.co/wp-content/uploads/HF-pathway-NOV23-v2.pdf

CVDPrevent - Heart failure Data

@ CVDPREVENT

CVDPREVENT is a national audit of GP records to support primary care in Data Exol
understanding how many people with cardiovascular disease (CVD), or e s B
conditions that lead to a higher risk of developing CVD, are potentially

undiagnosed, under treated or over treated. The metrics used relating to Heart . ruce cvon cvorns -
Failure are:

CVDPOOTHF: Prevalence of GP recorded heart failure
¢ Prevalence (CVDOO:LH F) (= ualty mprovement ] Data Exract | Metacat |

°  Monitoring with eGFR (CVDoo2HF) All Persons Data
077 % 138% 131%

To access these, go to CVDPREVENT then select 'Data Explorer' and find your
practice or PCN.

Inequalities Markers Area Comparison Data Extract (.csv)
System median @ National value @

@ Markers showing national values but no area values means that the area value has been suppressed for disclosure control due to small count.

@ Age standardised data allows comparisons to be made across areas where the age profiles are different. More information is available here.
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https://www.cvdprevent.nhs.uk/home
https://www.cvdprevent.nhs.uk/home

CVDPrevent — Quality Improvement Tool ¢S
CVDPREVENT

The metrics used relating to Heart Failure are:

Quality Improvement Tool ™

the data specific to your STR CCG, PCN or Practice

* Prevalence of GP recorded heart failure CVDPOO1HF
* Patients with GP recorded heart failure, with a recorded eGFR test in the
preceding 6 months CVDPOO2HF

Filter by condition:

Filter indicator list by condition type

AF |[HyP ][ FH |[cHoL| ckp || cvp | smok | pm/nDH || Bmi | [T

Filter by trend: Filter by quintiles: @ Search indicators:
Area value trend from latest two periods ‘Area value against system level quintiles search indicator titles and codes
M Increase ¥ Decrease Search by title or code...

TO access these, gO to CVDPREVE NT then select 'Quality Improvement TOOII CVDPOOTHF: Prevalence of GP recorded heart failure [0 060

and find your practice or PCN. EE e

CVDPOO2HF: Patients with GP recorded heart failure, with a record of an eGFR test in the
preceding 6 months.

[u{xpmrema-,a H Data Extract H etadata ‘
Sex: Persons 59.81% ¥ 75% | ] —_—
|Persans # Areavalue @ ® System median @ Min: 59.81% Max: 79.9%



https://www.cvdprevent.nhs.uk/home

Heart Failure Projects — Ideas for Delivery

Following are ideas for delivery to get you started in planning your
project. Your project will need to reflect ways of working in your
practice, staff and patient need, procedures & guidance, local
pathways - and any other factors. However, this can help you get
started.




Heart Failure Sample Project

To implement the PDSA cycle you will likely -

1.

|dentify what the problem is. Use data and other evidence (i.e. staff and patient feedback) to
identify this.

Identify who in your practice needs to be involved in each stage of the project. Speak to
colleagues about what you are doing — some Fellows found bringing the data was very useful to
getting everyone on board.

With colleagues map the current process for recalling patients and optimising treatment. Think
through the patient experience of this process, involving patients where possible.

Identify areas you can change for your project.

Work with colleagues to develop an improved process —for both patients and staff. Again, involve
patients where possible.

Decide what you will test for your project — PDSA cycle.
Begin delivery of a new way of working. & & /m




Heart Failure Sample Project — Coding

To implement a project relating to HF coding you might:

1. ldentify who needs to be involved and invite them to co-design the process with you. This may include administration
staff and other clinicians.

2.  Construct a process map of how you would proceed with searching for the patients, contacting them, sending them for
testing and then discussing the results with them. Refer to local and national guideiines and consider patient experience.

3. Engage patient representatives to help you co-design the patient facing aspects, ie communications and the process.

4. Use asearch to identify how many patients are coded for HF to create your baseline group.

5. Choose a manageable amount of this group to focus on for the first PDSA cycle.

6. Review their healthcare records. Re-code any patients who appear to have been coded incorrectly.

7. Invite any patients who are coded for HF and need further testing for a review.

8. Eg\e/ijegé these patients and modify their medications if required, refer them to testing and secondary clinics where

9. Organise follow-up with patient for repeat testing, discussions etc.

10. Track patients to assess impact.
11. Compare progress to aim - look at what is working well and what could be further improved.
12. Rerun the cycle (PDSA cycle) with the next group of patients.




Heart Failure Sample Project — Optimising treatment

To implement a project relating to HF optimising treatment you might:

1.

Engage Stakeholders: Involve clinicians, pharmacists, administration staff, and patient representatives to co-
design the process.

Construct Process Map: Outline the steps for identifying eligible patients, reviewing records, and ensuring
appropriate ACE-l or ARB treatment.

Baseline Data: Run a search to identify LVSD patients and establish the current percentage on ACE-I or ARB
therapy.

Initial PDSA Cycle: Focus on a manageable group, review records, and reconcile any missed prescriptions for
ACE-| or ARB.

Patient Review: Invite eligible patients for a review, provide information leaflets, and modify treatment plans as
needed.

Follow-Up and Support: Organise follow-up appointments, track medication adherence, and monitor clinical
outcomes.

Evaluate Progress: Assess the percentage of patients treated with ACE-I or ARB and identify areas for
improvement.

Refine and Repeat: Adjust the process based on feedback, repeat PDSA cycles, and work towards achieving the
25% increase by November 2025,
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Heart Failure Projects - Other things to consider

* Who do you need to involve in your project? (Stakeholders — this could include practice and / or
PCN staff, patients, carers etc)

* Who else could help project delivery? Would they need training to support?
Who can run searches in the practice? Can anyone be trained to help?

Do you need training to help with delivery?

Are staff confident with coding? With escalation procedures? Local pathways and guidance?

* Isthere already a call and recall system to bring in patients for reqular checks? How well is this
working?

* What information on self-management do you have for patients? Does it reflect your patients’
diets and culture? How are they sent information?




Heart Failure resources HIN Protected Characteristics Dashboard
to support you project

UCLP searches and Heart Failure Proactive Care

Framework

NICE: Overview | Chronic heart failure in
adults: diagnosis and management |

Guidance | NICE

CVD Prevent

Pumping Marvellous | The UK's Heart Failure

Charity



https://public.tableau.com/app/profile/hinsouthlondon/viz/Protectedcharacteristicsdashboard/Story1
https://uclpartners.com/proactive-care/search-and-risk-stratification-tools/supporting-resources/
https://s42140.pcdn.co/wp-content/uploads/HF-pathway-NOV23-v2.pdf
https://s42140.pcdn.co/wp-content/uploads/HF-pathway-NOV23-v2.pdf
https://www.nice.org.uk/guidance/ng106
https://www.nice.org.uk/guidance/ng106
https://www.nice.org.uk/guidance/ng106
https://www.cvdprevent.nhs.uk/
https://pumpingmarvellous.org/
https://pumpingmarvellous.org/

Please get in touch — hin.cvd@nhs.net

020 7188 9805

@HINSouthLondon

healthinnovationnetwork.com
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