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 DECLARATION OF JOINT WORKING BETWEEN OXFORD AHSN AND  

ASTRAZENECA UK LTD 

Oxford AHSN and AstraZeneca UK Ltd are engaged in a Joint Working Project entitled “Identification and 
Review of Patients at High Risk of Heart Failure and Code Cleansing in Practices in Areas of High Deprivation 

Project”. 

The aims and objectives of the project are: 

➢ Identify diagnosed HF patients not on the QOF register. Ensure these patients are captured in the 

ongoing heart failure clinical review cycle.  

➢ Using a novel risk stratification tool (developed by Interface Clinical Services), Identify 

undiagnosed HF patients from a high-risk patient pool, including those with T2D, atrial 

fibrillation, prior MI, +/- BAME, hypertension + 1 other risk factor, +/- previously recorded 

oedema or breathlessness.  

➢ Screen these patients for HF and ensure diagnosis and optimal management, including review of 

management of HF. 

This project will be run as a pilot in 9 practices from deprived communities within the Oxford AHSN 

region. 

1. Build a HF data extraction tool to be able to remotely search GP practice databases for patients that 
are on treatment for HF but are not registered on the HF QOF database and to identify patients who 
are at high-risk of HF. The data extraction tool is being built by Interface Clinical Services. 

2. Identify 9 primary care practices within the Oxford AHSN and that are in the areas of highest 
deprivation. 

3. Run patient searches within each of the 9 practices to identify (Tier 1 service provision from Interface 
Clinical Services Ltd): 
- Patients with HF code but not currently within the HF QOF register 

- Patients on treatment for HF but are not registered on the HF QOF register 

- Patients with an NTproBNP >400 pg/ml and/or abnormal echo but not coded for HF 

- Patients that are high risk of having HF as defined as: 

a. T2D, atrial fibrillation, prior MI, +/- BAME, hypertension + 1 other risk factor, +/- previously 
recorded oedema or breathlessness. Risk stratified patient lists will be provided to the 
practice and will highlight ‘red’ (high risk) and ‘amber’ (medium-high risk) patients. 

4. Provide GP practices with mentoring from Interface pharmacists on how to appropriately manage 
these patients in a sustainable way via 1 Interface pharmacist led clinic day per practice (Tier 2 level 
service provision from Interface Clinical Services Ltd): 

a. Manage diagnosed HF patients:  Management will be recommended based on local or 
societal aligned guidelines. 

b. Recall patients identified as high-risk for HF (as defined above) for NTproBNP analysis and 
subsequent specialist referral for diagnostic echo.  

5. Code cleanse HF patients’ data to ensure all appropriate patients are within the HF QOF register. 
6. Report quality improvement, including population health data. 
7. Report project findings and recommendations. 

Term 

The project will run from June 2023 to March 2024.  Both parties have contributed resources to the 

initiative.  


