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This guide has been developed by 
Dr Majid Akram, General Practitioner (GP)
and Vice Clinical Chair, South Lincolnshire 
Clinical Commissioning Group (CCG), 
and his team in South Lincolnshire, to 
raise awareness about their ‘Heart Failure 
Upskilling and Pathway Redesign Project’. 

The intention is to share learnings and help 
others seeking to improve heart failure 
services in their area through better primary 
and secondary care collaboration.
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 » Strengthen the delivery of routine 
care for heart failure patients 
to allow them to live longer and 
healthier lives 

 » Minimise unwarranted variation 
between 15 General Practices across 
South Lincolnshire

More information about the joint working project 
can be found here:
www.novartis.co.uk/partnerships/nhs/joint-working 
(NHS South Lincolnshire listed under June 2018)

The ‘Heart Failure Upskilling and Pathway 
Redesign Project’ was facilitated via a 
joint working agreement between Novartis, 
NHS South Lincolnshire CCG, Lakeside 
Healthcare Limited and Allied Health South 
Lincolnshire Limited.

 » Upskilling Community Nurses and 
General Practitioners (GPs)

 » Reviewing GP practice heart failure 
registers

 » Setting up community based 
multidisciplinary team (MDT) 
meetings

 » Creating a smoother pathway 
for patients between secondary 
care, primary care and community 
specialist teams

WE SET OUT TO ACHIEVE THESE 
OBJECTIVES BY IMPLEMENTING 

THE FOLLOWING:

OUR PROJECT SET OUT TO:
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WHO TO INVOLVE:
It is vital to encourage the involvement of a broad cross-section 
of stakeholders. To be able to run the service end-to-end, our 
practice involved primary care GPs, Clinicians, Practice Nurses, 
Community Heart Failure Nurses, and other external agencies, 
where appropriate.  
The following people have been key in driving the project in 
South Lincolnshire:

Dr Majid Akram 
General Practitioner, 

The Deepings Practice, 
Peterborough and

Vice Clinical Chair, South 
Lincolnshire CCG 

Nihar Varu  
National Lead Pharmacist, 

Interface Clinical Services*, 
Yeadon Leeds

*Interface Clinical Services provide independent support to the NHS by delivering on-site support across a range of long-term conditions.

Dr Angus MacDonald 
General Practitioner 

and Heart Failure Lead, 
Lakeside Healthcare, Stamford

Charlotte Martin 
Community Heart Failure Nurse, 
Lincolnshire Community Health 

Services NHS Trust

Julie Holroyd  
Consultant Cardiology Nurse, 
North West Anglia Foundation 

NHS Trust

Matthew Adams  
Patient Access Manager, 

Cardio-Metabolic Franchise, 
Novartis Pharmaceuticals UK 

Limited
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HOW TO IMPROVE THE MANAGEMENT 
OF HEART FAILURE ACROSS PRIMARY 
AND SECONDARY CARE:

We trained GP Practice Nurses to increase 
their knowledge to undertake routine heart 
failure reviews with confidence and direct 
patients to the GP.

The upskilling course was organised by the 
South Lincolnshire CCG and run by us. It was 
supported by the British Heart Foundation 
Health Service Engagement Team and 
attended by Cardiology Consultants from 
Peterborough City Hospital and Community 
Heart Failure Nurses.

To deliver an effective heart failure course 
for Practice Nurses and GPs, our advice is 
to ensure that:

 » It is run by a healthcare professional with 
a special interest in cardiology 

 » It is conducted via a series of small group 
sessions ensuring there is representation 
(Practice Nurse and/or GP) from each GP 
practice

 » It includes talks and lectures from 
specialist Heart Failure Nurses, local 
Cardiology Consultants, the Community 
Heart Failure Nurse and Cardiac 
Rehabilitation teams

 » It involves practical sessions on:

 » How to examine patients with heart 
failure

 » How to take a history of symptoms

 » How to identify those whose heart 
failure is not well controlled

 » How to identify those who may need 
referring to the GP

 » Case studies and discussions

Upskilling GP Practice NursesSt
ep 1
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We reviewed our practice registers to code all our patients correctly and 
identify those exhibiting heart failure symptoms who had not been diagnosed 
and re-assess patients whose heart failure was not adequately controlled.

Patients with suspected symptoms of heart failure are often missed off 
the practice registers, due to incorrect or inappropriate coding within the 
system. To identify these patients and cleanse the heart failure registers, 
we recommend you:

 » Develop a bespoke set of searches to look for clinical markers and 
combinations of indications which are highly suggestive of heart failure

 » Segment the patients into cohorts; we used the following parameters at 
the Deepings Practice:

Review of heart failure registers 
St

ep 2

 » An echocardiogram confirming a heart 
failure diagnosis

 » Codes suggestive of left ventricular 
systolic dysfunction

 » Levels of NT-proBNP above 400 pg/ml 

 » Combinations of medications used to 
treat heart failure

 » Patients who are very likely to have 
heart failure with the correct diagnosis 
in the system »» coding corrected 
within the registers 

Patients who are suspected HF and need a diagnosis. NT-proBNP testing 
should be offered and depending on the result, an echo to be conducted to confirm 

diagnosis

 » Highly symptomatic

 » Multiple co-morbidities

 » Highly symptomatic 

 » Does not have 
co-morbidities 

RED YELLOW GREEN

 » Set up dedicated heart failure clinics with 
Practice Nurses (and Pharmacists) 

 » Invite patients to attend face-to-face 
appointments to ensure their care is 
reviewed and optimised

 » Consider inviting the Community Heart 
Failure Specialist Nurse to support you at 
your first clinics

 » Book time with the Heart Failure 
Specialist Nurse regularly to ensure there 
is opportunity to step up/step down 

patients and learn from each other.  
This minimises delays in care and builds 
better relationships

 » Use the Attend2: Heart Failure Tool, 
if available – this is a clinical platform 
developed by Interface Clinical 
Services, that can be used to support 
the identification and management of 
patients with heart failure. Other tools 
with similar capabilities exist and may be 
utilised to achieve this, e.g. GRASP-HF
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Multidisciplinary team (MDT) meetings 
St

ep 3
We set up our MDT to provide a forum for 
primary care to ask questions, clarify and 
obtain information from secondary care, and 
address all the possible treatment options 
for patients.

The MDT process, as per the NICE guidelines, 
enables all patients that have been 
diagnosed with heart failure to have access 
to specialist services. For example, as an MDT, 
we discuss patients who are symptomatic 
and are not on optimal therapy, and answer 
questions around whether specialist drugs 
or interventions could help improve their 
condition. 

Our MDT works in collaboration with the 
primary care team (i.e. the GP) and includes 
a Consultant Cardiologist, Specialist 
Heart Failure Nurse and/or a healthcare 
professional with expertise in specialist 
prescribing for heart failure. We meet in a 
face-to-face setting, as well as a virtual 
setting.

When setting up MDT meetings, our advice 
is to:

 » Involve a GP with an interest in 
cardiovascular disease, a Consultant 
Cardiologist, a Community Heart Failure 
Nurse and Hospital Nurse Consultant

 » Discuss case notes of the patients so that 
there is no need for individual patients to 
attend appointments in a hospital setting

 » Take into account community and 
secondary care perspectives to create an 
action and management plan for patients

 » Ensure the 6 month patient follow-ups 
are addressed within primary care in line 
with the recommendations in the NICE 
guidelines

 » Ensure GPs conduct NT-proBNP testing in 
the right patients

 » Diagnose patients early and ensure key 
interventions and optimisations take 
place at the appropriate time

 » Involve the Community Heart Failure 
Specialist teams to manage more complex 
patients  

 » Provide a platform for Heart Failure 
Nurse Consultants/Community Specialist 
Heart Failure teams to work closely with 
clinicians and build their confidence in 
making decisions on prescribing 

By upskilling the GPs and giving them a 
forum to ask questions through our MDT 
meetings, we have reduced the number of 
referrals from primary care to secondary 
care. This ensures that patients are treated 
in the right setting by the most appropriate 
professionals, freeing up time for specialists 
to carry out interventions and see more 
complicated patients. By using this model, 
we have been able to get specialist input 
without increasing referral costs.
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HOW TO DEFINE SUCCESS:

By discussing and agreeing on your desired outcomes at the outset, you 
should be able to assess the impact of your service enhancements to secure 
ongoing funding. 

From looking at the registers at the Deepings Practice, we identified 381 
patients who were added to the heart failure register. Of these patients, 
177 had left ventricular systolic dysfunction (LVSD), which met criteria for 
inclusion and further assessment. 

By conducting the heart failure prevalence improvement component at 
the Deepings Practice, we added 43 patients to the heart failure register, 
of which 28 had LVSD. Using the Attend2 Heart Failure Tool to stratify the 
heart failure register, we found an additional 78 patients for LVSD register 
inclusion. 

METRICS FROM THE DEEPINGS PRACTICE:

The percentage of 
heart failure patients 
included on the LVSD 

register at the practice 
increased from 

46% to 67%

49% of patients 
seen in clinic had 

a pharmacological 
intervention

121 patients were 
identified for 

further assessment 
in clinic

CCG heart failure 
prevalence 

increased from 
1.4% to 1.6%

104 patients seen 
in face-to-face 

within the GP 
practice

CCG heart failure-
LVSD prevalence 

increased from 0.6% 
to 1.04%

86% of invited 
patients attended 

the heart failure 
clinics within the 

GP practice

CCG projected 
total annual uplift 
in QOF on project 

completion approx. 
£15,000

Data from February 2019
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OUR KEY LEARNINGS:

 » We took an integrated and collaborative 
approach to a project of this size and 
complexity. We worked with Clinicians 
at different levels within heart failure, 
including primary care, community and 
secondary care teams

 » We found it helpful to work within the 
existing architecture of the NHS (the GP 
Federations and the CCG) and brought in 
external support, wherever possible, to 
help define our processes

 » Our CCG included the cardiovascular 
lead, which helped the team understand 
heart failure and the importance of 
improving patient care

 » Within our locality, accurate coding and 
understanding the prevalence of heart 
failure enabled us to have a deeper 
understanding of the clinical variation 
and quality in relation to how our patients 
are managed

 » Heart failure patient care pathways 
will evolve as members of the team are 
upskilled and patients feel more involved. 
We re-channeled patients, which 
allowed Practice Nurses to take on more 
responsibility and motivate heart failure 
patients to navigate the local health care 
system successfully

 » Regardless of where you are in 
development, education should always be 
an important focus

OUR ADVICE TO OTHERSDON’T: 
 » Worry about calling your Community Heart Failure Specialist Nurse for advice 

OUR ADVICE TO OTHERS

DO: 
 » Bring key people together as an 

MDT – as well as providing a forum 

for primary care to ask questions, 

MDTs enable patients that have 

been diagnosed with heart 

failure to have access to 

specialist services

 » Do encourage your patients to 

contact the local Community 

Heart Failure Specialist Nurse - 

don’t assume they will do this on 

their own
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