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Introduction
We created a State of the Nation report to describe the current condition of 
care for structural heart disease (SHD) in England.1

We aimed to:

•  �identify challenges, inefficiencies and inequalities where the system is 
failing its patients with SHD 

•  �highlight areas of good practice introduced to streamline services and 
make best use of available resources to improve patient outcomes and 
experience 

	 in order to: 

	 •  �provide evidence to encourage and support integrated care boards 
(ICBs), cardiac networks and other relevant bodies to identify 
challenges in management of SHD nationally and locally

		  so they can: 

		  •  �take meaningful action and direct resources to where they are 
needed most.

The broad range of SHD means that a vast amount of information is 
available, and we therefore needed to narrow our scope for the purposes 
of our report. We chose to focus on valvular heart disease (VHD) – one 
component under the umbrella of SHD – and, for some sections of the 
report, we focused further on aortic valve disease, which includes aortic 
stenosis (AS), the most common and serious form of VHD, and aortic 
regurgitation (AR).

To develop our report, we used a combination of sources.

•  �To provide insights from people working at the frontline of the NHS 
on the current management of SHD. 

Interviews with key stakeholders

Analysis of Hospital Episode Statistics (HES) data 

•  �To form a picture of good practice in the management of SHD. 
For this, we focused on VHD and further on aortic valve disease.

Relevant data from the literature 
including national guidance and policy

This document provides an overview of the findings of our report and our recommendations 
to improve care for patients with SHD and VHD.

This work uses data provided by patients and collected by the NHS as part of their care and support. Secondary care data are taken from the English Hospital Episode 
Statistics (HES) database produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS England. All rights reserved. 

There are problems 
along the whole 
[SHD] pathway, 
including detection 
and diagnosis, 
imaging, clinic 
review and 
intervention.

The underlying issue 
is lack of capacity.

Our large-scale population-based observational study reports figures 
from the HES database,2 across the VHD patient pathway from 
diagnosis, clinical assessment through to intervention, focusing on 
transcatheter aortic valve implantation (TAVI) and surgical aortic valve 
replacement (SAVR), for patients treated in NHS hospitals in England 
from 1 April 2022 to 31 March 2025.

Detailed study methods are provided in our full report.

•  �To demonstrate how patients with VHD are being managed in 
real-world clinical practice. 

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Data mapped against GIRFT’s aortic valve disease pathway in England
We used the GIRFT 8-week pathway5 to identify metrics available in the HES 
dataset,2 used under licence from NHS England, that would complement 
existing audit data.6–8

We used the data to gain insights into the burden of aortic valve disease on 
the NHS and the capacity and workforce in the NHS to meet that demand. We 
also looked for inequalities throughout the pathway, where appropriate data 
were available.

GIRFT 8-week pathway

Patient presents with possible severe AS5 SAVR pathway5

TAVI pathway5First presentation

Our metrics
Incidence/prevalence

• Incidence/prevalence of 
severe symptomatic AS 

• Projected incidence/
prevalence

Diagnosis

• Initial hospital attendance
• Counts 
• Wait times 
• Referral source

• Echocardiography first
  attendance
• Counts 
• Wait times 
• Referral source

Cardiology outpatient attendance 
Intervention

• Valve procedures
 • Counts

Age Gender Deprivation Ethnicity Rural/urban

• TAVI/SAVR
• Counts 
• Wait times 
• Length of stay

Referral Valve clinic

Fast-track urgent

Non-urgent

MDT meeting

Pre-admission
Inpatient

management

Inpatient
management

Discharge and
post-discharge

care

Discharge and
post-discharge

care

GIRFT guidance

GIRFT has published 
an 8-week pathway for 
managing severe AS.5

In 2019, the NHS 
Long Term Plan 
(LTP) committed to 
greater access to 
echocardiography 
in primary care to 
improve investigation 
of patients with 
breathlessness and 
early detection of 
heart failure and valve 
disease.3 

However, 2 years 
later in 2021, Getting 
It Right First Time 
(GIRFT) acknowledged 
that the number of 
patients referred 
for cardiological 
diagnostic tests was 
rising but capacity 
was not keeping pace 
with this growth in 
demand.4

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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In 2015, 1.5 million people aged ≥65 years in the UK had moderate or severe VHD9

Structural heart disease (SHD) is a term that includes all conditions that affect 
the heart valves, muscles, chambers or walls.10–16

•  �VHD is the most common form of SHD, with an overall prevalence of 2.5% 
in high-income countries.10

•  �VHD results from damage or defects in one of the heart valves, most often 
due to degeneration or thickening of heart valves.10,17,18

•  �VHD may be asymptomatic in the early stages, and patients often present 
only when VHD is severe.10,19

•  Aortic stenosis (AS) has the worst mortality of VHD.20 

	 •  �half of patients with untreated severe AS die within two years of 
symptom onset.

	 •  Three quarters die within three years.

Early detection and treatment can help patients live longer healthier lives.3

•  Most VHD is identified through a stethoscope.17

•  Imaging is key to confirming diagnosis of VHD and guiding management.21 

Prognosis depends on type of VHD and disease progression.23–25

•  �Some patients may be monitored for years before intervention is 
needed.17,19

•  VHD causing significant symptoms or heart changes requires intervention.17

•  �Type of intervention depends on the affected valve, severity of valve 
impairment, and patient’s surgical risk.17,21

Detecting and treating VHD earlier, and keeping patients on optimal care 
pathways, improves outcomes while reducing unplanned care and the 
system costs that come with it.

A 2026 report published by Heart Valve Voice found that managing a 
severe symptomatic AS patient on an ideal journey rather than a typical 
one could cut overall system costs by 51.7%, resulting in a potential saving 
of £35,062 per patient through fewer emergency admissions and shorter 
hospital stays.22

Long wait times 
are a particular 
problem for aortic 
stenosis (AS), given 
it is a time-sensitive 
condition, often with 
a prognosis worse 
than cancers but with 
less political clout.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Patient pathway for VHD requires an integrated approach between 
primary, secondary and tertiary care settings
The pathway for a patient with VHD begins at first 
presentation with symptoms – typically this is in 
primary or community care, but, in some cases, 
patients may present for the first time at the 
emergency department. 

Once a patient is suspected to have VHD, they are 
referred for echocardiography. 

If VHD is confirmed, they are then referred to 
cardiology at their local hospital for assessment 
and management. This may involve monitoring, 
medical treatment where appropriate, or, for those 
with more severe disease, intervention through 
surgery or minimally invasive procedures.

GP referral

Echocardiography

First presentation at GP

Monitoring 

Local cardiologist 

Medical treatment 

Valve clinic Surgical intervention

Tertiary care Secondary careCommunity/emergency department

NICE guidance

NICE has published 
guidance on diagnosis 
and management of 
adults with suspected 
VHD.19

An acute shortage of 
echocardiographers 
means patients can’t 
get their diagnosis 
to then get seen by 
a specialist and then 
get treated. These 
workforce challenges 
are having a profound 
impact down the line 
on how quickly we 
can treat patients.

If intervention is required, the patient will need to 
be managed at a tertiary centre experienced in 
specialist valve care.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Valve disease is 
the next cardiac 
pandemic, one in 
10 people above 65 
have moderate to 
severe heart valve 
disease.

Substantial increases in VHD are expected due to the rapidly expanding elderly population.9,16,19,26,27 This will have widespread implications for clinicians and 
healthcare resources in the UK and beyond.9,16,26

Substantial increases in VHD are expected over the next 30 years9,16,19,26,27

Prevalence of SHD in Europe16,26 Number of people aged ≥65 years with moderate 
or severe VHD in the UK9

2015
1.5 million

2046
3 million

2056
3.3 million

100%
increase

122%
increase

2021
14 million

2040
>20 million

2050
>23 million

43%
increase

64%
increase

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf


9
No one understands the NHS better

What our 
report shows
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Key insights

Multiple issues across the VHD pathway result in poor patient experience and unnecessary deaths

Diagnosis AssessmentDetection Intervention

Many patients with VHD 
are undiagnosed

Access to diagnostic 
imaging is poor

Patients face long 
waits and multiple 
appointments for 
specialist review 

Clinically significant VHD 
competes with other 

diseases in overstretched, 
under-resourced cardiac 

catheterisation labs 

The prevalence 
gap of patients with 
undetected murmurs 
and cardiomyopathy 
is one challenge 
in optimising 
management of SHD.

Traditional pathway for patients with SHD is fragmented and convoluted.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Key insights

Impact on patient – a downward spiral

Higher risk
of acute event

Delayed detection

Delayed imaging

Delayed referral

Delayed treatment

Worsening 
disease status

Worsening 
quality of life

Increased
risk of death

Delays in 
treatment 

Worsening 
disease 
status

Increased 
risk of 

non-elective 
admission

 Increased 
length of 

stay

Capacity 
bottlenecks

Increased 
waiting lists

System 

Impact on system – a vicious circle 

But without 
significant funding 

reform, and a 
reorganisation of 

services to be more 
efficiently delivered 
using best practice 
examples, the UK 

risks falling behind 
global standards of 

care delivery.

Despite 
pressures, the 
UK VHD community 
remains strong, 
collaborative and 
patient‑centred.

Problems begin with detection and diagnosis…
…and end with patients deteriorating, and some dying, while waiting for treatment

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Traditional pathway for patients with SHD is fragmented and convoluted
A typical SHD patient journey through the system involves multiple interactions characterised by long waits between each progressive stage.

Patient presents to GP 
with symptoms (e.g. 
breathlessness)

Patient seen in tertiary 
centre by specialist, 
SHD procedure 
recommended

Patient enters waiting 
list for SHD procedure

If severe, referral 
made to tertiary 
centre

Patient attends multiple 
preoperative tests across 
di�erent departments 
(computed tomography (CT), 
lung function, vascular)

Patient 
undergoes 
SHD 
procedure

Patient waits again for 
echocardiogram and 
then further wait for 
follow up

Cardiologist often cannot view 
community echo images and 
requests repeat 
echocardiogram in hospital  

GP requests 
community 
echocardiogram

May be in a GP surgery, mobile 
service, or health centre

Echocardiogram and 
report returns to GP. 
If severe, referral to 
secondary care

Patient appointment 
with secondary care 
cardiologist

Patient again faces long wait for 
appointment in tertiary care

Echocardiogram often repeated (image 
transfer issues, clinical validity concerns, 
echo out of date due to waits) Wait times for procedure 

can be significant – up to 
6 months

Typical 6-month wait in some 
areas to see secondary care 
cardiologist

An audit conducted in Manchester found an 
average patient journey time of

400 days
from first attendance to procedure 

For most patients, 
the pathway is just 
a series of long 
waits: long waits 
for the echo, long 
waits to get back to 
the GP, long waits 
for secondary care 
cardiology, then 
another wait for 
tertiary care. 
By the time they sit 
in front of a surgeon, 
they’ve already 
been waiting a long 
time. We hear the 
frustration from 
patients all the time, 
because these delays 
affect their lives 
enormously.

Repeated scans across layers 
cause patient frustration.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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The underlying issue 
[for the prevalence 
gap] is lack of 
capacity and time 
in primary care. If a 
disease is not covered 
by the primary care 
contract, it is not a 
priority to identify 
affected people, 
as GPs are under 
immense pressure 
and there is simply 
not time to check for 
multiple problems 
and opportunistic 
detection in 10-minute 
appointments.

Problems with the pathway span the whole patient journey – 
beginning with detection and diagnosis

•  �Elderly patients with vague 
symptoms are often just 
given antibiotics or inhalers.

What are the issues with diagnosis?

•  �Long waits mean images from earlier 
stages are no longer clinically valid and 
the condition may have changed in 
that time.

•  �Lack of image interoperability as 
independent/community providers use 
separate servers.

•  �National work is investigating loading all 
echo scans onto one server, but this is 
far from reality.

•  �Surgeons often request their “own” 
echo in the operating centre.

•  �Many hospitals, 
typically district 
general hospitals 
(DGHs), still do not 
have a proper valve 
clinic.

•  �Without a structured 
clinic, a valve nurse, 
physiologists with 
expertise, and 
a single point of 
referral, patients are 
slotted into general 
cardiology pathways 
that are not designed 
for VHD.

•  �Confirmation of 
diagnosis often goes 
back to the GP, who 
refers to secondary 
care, which refers to 
tertiary care.

•  �Local cardiologists 
may not be up‑to‑date 
with rapidly changing 
guidelines on VHD, so 
patients are referred 
to valve specialists 
in tertiary care with 
their own 
wait lists.

Lack of 
awareness of 

VHD by 
patients and 
primary care.

Shift away 
from face-

to-face 
appointments.

Clinicians have 
“deskilled”, 

leading to poor 
early detection 

and declining use 
of stethoscopes 

resulting in missed 
murmurs and 

delayed diagnosis.

Access to 
echos is highly 
variable, with 
long waits in 

overwhelmed 
services.

Echos are 
often repeated 
multiple times 

across 
pathway.

Lack of appropriate 
infrastructure in 

hospitals.

Each referral in the 
process involves very 

long wait times – 
up to a year in 

secondary care.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Some patients may choose not to undergo treatment, but healthcare-related factors are often involved when patients are not treated

The UK has low penetration of TAVI, with the number of TAVI procedures 
significantly lower than almost all other European countries and with 
substantial geographical inequity in access to TAVI29,30

Multiple healthcare-related factors contribute to lack of/delayed treatment20,28

•  Inadequate cardiac cath lab capacity
•  Lack of cardiologists
•  Inadequate bed numbers
•  Poor access to cardiac CT
•  �Limitations on TAVI numbers by commissioners
•  �Surgical capacity specific issues such as lack of 

ITU beds and nursing staff

TAVI centres per million population for top and bottom 3 European countries, 201929

Contributory factors 

Greece 3.74 UK0.531.59

European average

Lack of 
awareness of 

treatments

Clinicians failing 
to engage 
patients in 

decisions about 
their care

Lack of centres 
to perform valve 

procedures

Clinicians failing to use 
appropriate geriatric 

assessment tools 
to determine older 

people’s suitability for 
treatment

Lack of 
capacity 

within 
centres

Patients 
perceived as 
having high 

operative risk

Disease 
perceived as 
not severe

NHS England is 
cautious and lags 
behind EU guidelines 
that recommend TAVI 
for patients aged 
>70 years.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Problems with the pathway span the whole patient journey 
– ending with patients deteriorating and some dying while waiting for treatment

•  �Some patients are not listed on 
a waiting list until months after 
diagnosis.

•  �After tertiary assessment, patients 
wait months for procedures 
due to competition in cardiac 
catheterisation labs for other 
interventions. 

•  �Many centres struggle to list 
patients more than twice a week, 
and huge regional variations in 
delivery are observed.

What are the issues with treatment?
The cost of not getting this right is absolutely huge. 

Their symptoms deteriorate – breathlessness, fatigue, 
reduced exercise tolerance, chest pain – and that impacts 
not just physical health but mental wellbeing too. Their 
ability to work is affected, and that has a wider impact on 
society. 
We saw after COVID exactly what happens when patients 
wait too long. The heart muscle deteriorates; scar tissue 
forms; the long‑term benefit of fixing the valves isn’t always 
seen. Patients had worse outcomes, longer intensive care 
unit (ICU) stays, more complications, more use of ECMO 
[extracorporeal membrane oxygenator] machines, and 
many ended up being admitted repeatedly with heart 
failure. Early intervention makes a massive difference.
The ultimate price is that patients die – and we do see 
deaths on the waiting list for a condition that is entirely 
treatable. There is a real attrition rate: people who were 

stable at diagnosis wait months, 
decompensate into heart failure, end up 
being admitted, and are in a far worse 
state than when the problem was first picked up.
Once they decompensate, their procedural risk 
goes up dramatically – an elective TAVI has a 1–2% 
risk, but that risk essentially doubles if the patient 
becomes an inpatient. 
And from a system point of view, it’s a disaster: 
urgent inpatients take 7–8 times the number of 
bed-days compared with planned cases, at several 
hundred pounds per day, and that blocks capacity 
for everyone else. 
So, the harm is twofold – patients come to 
real harm, and the NHS absorbs huge, entirely 
avoidable cost.

The UK is much slower compared to other European countries 
and the USA. Patients may wait between 2 and 8 months, 
depending on:
•  �where the “referral” clock starts (unclear within NHS RTT rules)
•  �regional capacity differences.

The biggest bottleneck is post‑diagnosis 
capacity (surgeons/interventionalists).

SHD procedural options have 
increased and grown rapidly, 
putting enormous strain on 
hospitals, and with no new 
cardiac catheterisation labs 
expected in the near future.

Lack of cardiologists 
contributes to 
undertreatment, and 
the shortfall is likely to 
worsen as specialists 
retire in the next 
5–10 years.

Lack of cardiac 
surgeons similarly 
contributes to 
undertreatment, with 
many due to retire in 
the coming years.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Multiple issues across the pathway result in poor patient experience and 
unnecessary deaths
What do VHD pathway issues mean for patients?

•  �Patients must attend multiple appointments – often on different days and 
sometimes at distant tertiary centres.

•  �Tests (e.g., echo, lung function, vascular assessments) cannot be 
coordinated on the same day, leading to inefficiency and repeated 
investigations.

•  �Additional burden for patients and families, including repeated transport 
arrangements and patients/carers needing to take several days off work.

•  �Patients receive appointments by letter with fixed date/time and find it 
difficult to reschedule, increasing likelihood of cancellations and multiple 
journeys.

Significant anxiety and fears about mortality 
(patients increasingly research online).

Long waits for diagnosis and treatment exacerbate risks because 
symptomatic severe AS has prognosis “worse than many cancers.”

Older patients often rely on ambulance transport or on family members 
who must take time off work to accompany them.

ICB policy supports ‘care closer to home’, which aligns with 
patient preference; but limited VHD centres means geography often 

dictates care and elderly patients particularly are disadvantaged 
by travel difficulties.

Declining quality of life; many arrive “really breathless or worse.” Fragmented care across cardiology, vascular, and respiratory services. 

Limited flexibility in scheduling. 

Loss of independence, especially as most are elderly.

Undertreatment 
of VHD has 
consequences 
for patients and 
healthcare systems, 
including unnecessary 
deaths and avoidable 
resource use.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf


17
No one understands the NHS better

Estimated prevalence and incidence of severe symptomatic AS 
in England are increasing.

Regardless of referral source, patients are waiting 2–3 months 
for their first appointment in cardiology.

•  �GPs were the most common referrers to outpatient cardiology for 
any reason.

•  �Allied health professionals (AHPs) and accident & emergency 
departments (A&E) saw the highest growth in referrals.

•  �GP and AHP referrals have longer waits.

As echocardiography procedures increase year on year, pressure 
increases on already stretched services, increasing diagnostic delays.

•  �Wait times decreased for routine echos and secondary care referrals 
but increased for urgent, 2-week wait, GP and A&E referrals.

•  �Mean waits for routine and urgent echo referrals were longer than the 
6 and 2 weeks, respectively, recommended by GIRFT and NICE.5,19

•  �Mean waits for echos for secondary care, GP and A&E referrals were 
longer than the 6 weeks recommended by GIRFT and NICE for 
non-urgent referrals.5,19

At a national level, mean length of stay (MLOS) is much longer for 
non-elective SAVR and TAVI compared with elective SAVR and TAVI.

•  �Non-elective and elective TAVI procedures have shorter LOS than 
equivalent SAVR procedures.

•  �When TAVI is non-elective, overall LOS is longer than for elective 
SAVR.

•  �Mean postoperative duration is 1.3–1.6 times longer after non-elective 
than elective procedures.

The treatment gap* in 2024/2025 was over 5,300 people.

More than one-quarter of aortic valve replacement (AVR) 
procedures nationally are performed non-electively.

•  Decision to proceed with SAVR is made 2 weeks earlier than for TAVI. 

•  �Equivalent wait time for elective intervention is 7 weeks longer 
for SAVR.

Key findings from our analyses

*Difference between number of patients undergoing intervention and number expected to undergo 
SAVR or TAVI for severe symptomatic AS.

This work uses data provided by patients and collected by the NHS as part of their care and support. Secondary care data are taken from the English Hospital Episode 
Statistics (HES) database produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS England. All rights reserved. 

One of the biggest 
blockers is social 
care. Patients who are 
medically ready for 
discharge get stuck 
in hospital because 
there aren’t enough 
placements to move 
patients from hospital 
into social care – 
and this is more 
profoundly felt in 
DGHs than specialist 
hospitals.
It has a knock-on 
effect – if we can’t 
move patients after 
cardiac surgery to 
a DGH for further 
rehabilitation, 
patients remain in 
the specialist cardiac 
centre, but where 
other patients could 
use that bed more 
appropriately. That 
creates back pressure 
throughout the whole 
system and slows 
down everything else.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Estimated prevalence and incidence of severe symptomatic AS in England are increasing

As part of our analysis of aortic valve disease care, we estimated the 
prevalence and incidence of severe symptomatic AS in England.

The estimated prevalence and incidence of severe symptomatic AS 
have increased steadily between 2022 and 2024. 

We estimated the number of people aged ≥65 years with severe AS in 
England by applying age-specific estimates of severe AS prevalence 
reported by Strange et al (2022)31 to Office for National Statistics 
mid-year population estimates for England and individual ICBs.32 We then 
used Strange et al’s estimate that 68.3% of all patients aged ≥55 years 
with severe AS will be symptomatic to determine the number of people 
aged ≥65 years* with severe symptomatic AS at national and ICB levels.31

We also estimated the number of new cases of severe AS within the 
population aged ≥65 years by applying the age-specific estimates of 
severe AS incidence in Australia from Strange et al (2021) to ONS mid-year 
population estimates for ICBs.33

*The work by Strange et al included patients aged ≥55 years; however, the prevalence of severe 
AS within the population aged 55-64 years represented only 0.5%, so our estimate focuses on 
patients aged ≥65 years.31

Estimated prevalence of severe symptomatic AS in people 
aged ≥65 years in England, 2022–2024 

158,329
(1.49%)

162,007
(1.50%)

165,710
(1.51%)
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op

le
 (n

)

Mid-2024

Detailed study methods are available in our full report.1

Substantial increases 
in VHD are expected 
due to the rapidly 
expanding elderly 
population.9,16,19,26,27

In the UK, the number 
of people aged 
≥65 years with 
moderate or severe 
VHD is expected to 
double from 1.5 million 
in 2015 to 3 million by 
2045 and to increase 
by a further 22% to 
3.3 million by 2056.9

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Higher volumes of referrals from primary care are driving up wait times, 
when not all patients need secondary care referrals
Our data for first cardiology outpatient appointments are not specific to VHD; 
however, patients with suspected VHD will be among the patients covered by 
these appointments. 

With improved detection of cardiac disease, including VHD, in primary care 
through public awareness initiatives and service innovations, such as those 
described our full report,1 the number of cardiology referrals from GPs and 
AHPs will continue to increase. 

The longer wait times for these referrals may reflect generally less severe 
disease identified in the community than identified via secondary care or A&E. 
However, some patients are likely to have severe disease and it is important 
that they are seen in a timely manner. 

GPs Secondary care A&E AHPs

Referrals 2024/2025 544,545 315,010 88,200 3,985

Per annum change 
2022/2023–2024/2025

Mean wait time 2024/2025 81.1 days 61.2 days 66.1 days 88.4 days

Per annum change 
2022/2023–2024/2025

6.2% 1.9% 17.9% 15.9%

12.7% 0.6% 2.3% 0.6%

This work uses data provided by patients and collected by the NHS as part of their care and support. Secondary care data are taken from the English Hospital Episode 
Statistics (HES) database produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS England. All rights reserved. 

GPs were the most 
common referrers to 
outpatient cardiology 
for any reason, but 
AHPs and A&E saw 
the highest growth in 
referrals.

Regardless of referral 
source, patients are 
waiting between 
2 and 3 months for 
their first appointment 
in cardiology.

Wait times for GP referrals are increasing because of the increase in 
referrals to cardiology from primary care. So there is a big increase 
in referrals, half of which don’t need to be seen, but [patients] are 
referred in for clinic appointments and the pressure on outpatients has 
gone up, and so has the mean wait times for clinic appointments.
It’s partly to do with general practice not coping, with other people 
referring patients in without proper triaging of patients, it’s a problem 
in general with outpatient waits. 
It’s de-skilling of primary care, and a number of other non-clinicians will 
refer patients in on a triage system, and over 50% don’t really need a 
cardiology outpatient appointment.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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GIRFT and NICE recommendation times for echocardiography referrals are not being 
achieved nationally

Both urgent and 2-week wait times have also been increasing.

Referrals coded as urgent waits are 
only 3.5 days shorter than the GIRFT 
routine recommendation of 42 days.5

Referrals coded as 2-week waits 
are 9.6 days longer than the 
time recommended for routine 
(GIRFT non-urgent) referrals.5 

Mean wait times for echocardiography procedures by priority: GIRFT and NICE recommendations5,19 versus 2024/2025 in our analysis

Days 10 20 30 40

GIRFT non-urgent 
recommendation
42 days

14 days
GIRFT and NICE urgent
recommendation

38.5 days 
Urgent in
our analysis

51.6 days 
2-week wait
in our analysis

Routine in our analysis
73.5 days 

6050 70 80 90 1000

Our HES analysis only looked at outpatient cardiology first attendances for echocardiography.

Mean waits for routine and urgent echocardiography referrals were 
longer than the 6 and 2 weeks, respectively, recommended by GIRFT 
and NICE for patients with known VHD on patient-initiated follow-up 
(NICE) and patients with severe AS (GIRFT).5,19

This work uses data provided by patients and collected by the NHS as part of their care and support. Secondary care data are taken from the English Hospital Episode 
Statistics (HES) database produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS England. All rights reserved. 

As echocardiography 
procedures increase 
year on year, pressure 
increases on already 
stretched services, 
increasing diagnostic 
delays.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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A&E referrals for echocardiography procedures were approaching 100 days

Both GP and A&E wait times increased overall during our study period:
3.3 days longer for GP referrals� 8.9 days longer for A&E referrals

GP referrals waited 18.3 days longer 
than secondary care referrals.

A&E referrals waited 37.9 days – 
more than a month – longer than 
secondary care referrals.†

Mean wait times for echocardiography procedures by referral source: GIRFT and NICE recommendations5,19 versus 2024/2025 in our analysis

Mean waits for echos for secondary 
care, GP and A&E referrals were longer 
than the 6 weeks recommended 
by GIRFT and NICE for non-urgent 
referrals.5,19

Waits for echos following 
secondary care referrals 
decreased by 3.9 days during 
our study period.

Days 0 10 20 30 40

GIRFT non-urgent
recommendation
42 days

Secondary care
referral in our analysis
57.9 days

GIRFT and NICE urgent
recommendation
14 days

GP referral in
our analysis
76.2 days 

A&E referral in
our analysis
95.8 days 

6050 70 80 90 100

Our HES analysis only looked at outpatient cardiology first attendances for echocardiography.
†Because A&E is a smaller volume of referrals, it is more likely to show variation in waiting times from year-on-year 
(i.e. it may go up one year then down the next).

This work uses data provided by patients and collected by the NHS as part of their care and support. Secondary care data are taken from the English Hospital Episode 
Statistics (HES) database produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS England. All rights reserved. 

Wait times decreased 
for routine echos 
and secondary care 
referrals but increased 
for urgent, 2-week 
wait, GP and A&E 
referrals.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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There is a ‘treatment gap’ between the number of patients undergoing intervention 
and the number expected to undergo SAVR or TAVI
When the number of TAVI and SAVR procedures combined in patients aged ≥65 years is compared with our estimated incidence of severe symptomatic AS 
in patients in this age group, there is a ‘treatment gap’ between the number of patients undergoing intervention and the number who would be expected to 
undergo SAVR or TAVI.*

The estimated incidence of severe symptomatic AS in this chart reflects the 
findings of a contemporary model of the population profile of symptomatic and 
asymptomatic severe AS in Europe and North America when used to estimate 
the incidence of severe symptomatic AS in people aged ≥60 years in Australia 
who might benefit from SAVR or TAVI.33

*It is important to note that the number of patients receiving TAVI or SAVR treatment each year may 
differ slightly from the total number of TAVI and SAVR episodes. It is also important to be aware 
that patients with symptomatic severe AS may have died while waiting for intervention, which is not 
captured in our data.

Number of TAVI/SAVR patients vs estimated incidence of severe 
symptomatic AS in patients aged ≥65 years, 2022/2023 to 2024/2025

The treatment gap has narrowed as the number of both procedures has 
increased, falling by 11.8% annually. However, the treatment gap was 
still more than 5,300 patients in 2024/2025. 

As our estimate of incidence only includes severe symptomatic AS, this 
is likely to be a conservative estimate of the true treatment gap. 
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This work uses data provided by patients and collected by the NHS as part of their care and support. Secondary care data are taken from the English Hospital Episode 
Statistics (HES) database produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS England. All rights reserved. 

Detailed study methods are provided in our full report.1

VHD can be severe 
and life-threatening, 
but 30% of people 
with VHD in the UK are 
untreated in UK.18,20

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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More than a quarter of TAVI and SAVR procedures nationally are performed non-electively

This work uses data provided by patients and collected by the NHS as part of their care and support. Secondary care data are taken from the English Hospital Episode 
Statistics (HES) database produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS England. All rights reserved. 

As AS is a rapidly 
progressive condition, 
every delay in 
progression to the 
next step in the patient 
pathway can result 
in worsening of the 
patient’s condition and 
would be expected to 
increase the likelihood 
of a non-elective 
admission for urgent 
intervention.

Whether patients are admitted electively or non-electively is an important 
indicator, as non-elective admissions represent patients whose condition has 
decompensated to the point where emergency intervention is needed.

Our analysis shows that, at the national level, 
the split of elective and non-elective procedures is 

similar for SAVR and TAVI.

Percentage of TAVI and SAVR by admission method, 2024/2025

More than one-quarter of procedures 
performed non-electively

74.3% 72.7%

25.6% 27.3%
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An elective TAVI has a 1–2% risk, but that risk 
essentially doubles if the patient becomes an 
inpatient. 

And from a system point of view, it’s a disaster: 
urgent inpatients take 7–8 times the number 
of bed‑days compared with planned cases, at 
several hundred pounds per day, and that blocks 
capacity for everyone else.

Conversely, non-elective admissions indicate that the patient is stable and 
intervention is proactively planned. 

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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0Days 20 40 60 80 100 120 140 160 180 200

Referral to 
secondary care Elective TAVIDecision to treat with TAVI

Decision to treat with SAVRReferral to 
secondary care

Elective SAVR

TAVI intervention wait time: 60.3 days

Referral to treatment time: 164.9 days

SAVR intervention wait time: 110.2 days

Referral to treatment time: 129.5 days

Decision to proceed with SAVR is made 2 weeks earlier than for TAVI but subsequent wait 
time for elective intervention is 7 weeks longer for SAVR

2024/2025 
national data

SAVR 
54.7 days

TAVI 
69.2 days

Working backwards from the intervention using 
elective intervention wait time and RTT time, 

wait time for decision to treat is made about 
2 weeks earlier for SAVR than for TAVI.

Once the decision to intervene has been 
made, the wait time for elective SAVR 

intervention to actually take place is 7 weeks 
longer than the wait time for elective TAVI. 

Median intervention waits for TAVI and SAVR 
were considerably lower than mean waits, 

indicating that some patients waited 
much longer than others.

TAVI 
60.3 days

SAVR 
110.2 days

TAVI 
37 days

SAVR 
79 days

TAVI 
+2.1 days

SAVR 
–22.9 days

2022/2023–
2024/2025 
national data

This work uses data provided by patients and collected by the NHS as part of their care and support. Secondary care data are taken from the English Hospital Episode 
Statistics (HES) database produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS England. All rights reserved. 

The biggest challenge 
probably is the wait 
for the intervention. 
Delays for 
interventions are 
a disaster. When 
people are left waiting 
months, there is a 
real attrition rate – 
patients deteriorate, 
they’re admitted in 
heart failure, and 
some die on the 
waiting list for a 
completely treatable 
condition, and this is 
terrible. 
Every month of delay 
increases risk. There 
will be a significant 
amount of people 
dying on the waiting 
list if the waiting list is 
too long.

During our study, RTT 
decreased for SAVR patients 

but increased for TAVI patients.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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Ensuring timely treatment while patients are stable enough for elective procedures reduces 
overall, preoperative and postoperative length of stay
Elective procedures have shorter LOS than equivalent non-elective 
procedures.

•  �Non-elective and elective TAVI procedures have shorter LOS than 
equivalent SAVR procedures.

•  �However, when TAVI is non-elective, overall MLOS is longer than for 
elective SAVR.

Patients having non-elective procedures are admitted 3–5 days before 
their procedure episode.
•  �Full preoperative LOS:

	 •  �>1 week for non-elective procedures

	 •  ≤1.5 days for elective procedures

•  �Postoperative LOS: 

	 • �1.3–1.6 times longer after 
non-elective than elective 
procedures

MLOS, mean length of stay

Elective 

TA
VI

SA
VR

Elective TAVI hospital spell 

TAVI episode

Preoperative MLOS: 0.7 days 

Postoperative MLOS: 2.3 days 
Full preoperative MLOS: 0.8 days 

Overall MLOS: 3.8 days  

TAVI TAVI

SAVR SAVR
Preoperative MLOS: 1.2 days 

Postoperative MLOS: 8.8 days 
Full preoperative MLOS: 1.5 days 

Preoperative MLOS: 3.4 days 

Postoperative MLOS: 11.2 days 
Full preoperative MLOS: 8.8 days 

Preoperative MLOS: 4.1 days 

Postoperative MLOS: 3.7 days 
Full preoperative MLOS: 7.5 days 

Elective SAVR hospital spell 

SAVR episode

Overall MLOS: 11.4 days  

Non-elective

Non-elective TAVI hospital spell 

TAVI episode

Overall MLOS: 12.8 days  

Non-elective SAVR hospital spell 

SAVR episode

Overall MLOS: 23.3 days  

This work uses data provided by patients and collected by the NHS as part of their care and support. Secondary care data are taken from the English Hospital Episode 
Statistics (HES) database produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS England. All rights reserved. 

Once a patient has 
been identified for 
either needing a 
TAVI or surgical valve 
replacement, this wait 
from identifying the 
moment a patient 
is ready for an 
intervention, usually at 
the MDT, to having the 
intervention, is far too 
long. In our hospital, 
it is about 4–6 months’ 
wait for surgery.
Why is this? It’s 
because of capacity. 
On the surgical side, it 
is theatre space, ICU 
space, ICU nurses; and 
on the TAVI side, it is 
the catheterisation lab 
capacity – because 
there has been a huge 
growth in the number of 
TAVIs, and there is not 
enough space. 
How have we dealt 
with it? Well we are 
doing more per list, 
more procedures per 
session, additional 
days of procedures.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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TAVI and SAVR procedures increased across all ethnic groups, 
but high numbers with ‘unknown ethnic group’ 

made meaningful analysis difficult. 

Younger patients wait longer for SAVR and TAVI 
and had higher non-elective admission rates.

•  �Most patients undergoing TAVI were aged ≥75 years.

•  �SAVR was split more evenly between age groups.

•  �Wait times for SAVR were longer for all age groups vs TAVI:

Number of AVR procedures increased with decreasing deprivation.

•  �No clear pattern for elective wait times by IMD quintile.

•  �Patients from most deprived quintile had highest non-elective 
admission rates.

•  �Patients from least deprived quintile had lowest non-elective 
admission rates.

Almost twice as many men as women undergo any AVR procedure.

More TAVI and SAVR procedures performed 
on patients living in urban than rural areas.

•  Patients in rural areas waited longer for TAVI than those in urban areas.

•  �Patients in urban areas waited longer for SAVR than those in rural 
areas.

•  �About 25% of SAVR and TAVR performed non-electively in both rural 
and urban areas.

•  �Patients aged 
≥75 years 

	 •  �	shortest wait 
times for TAVI 

•  �Patients aged 
65–74 years

	 •  �	shortest wait 
times for SAVR

•  �Patients aged 
<65 years

	 •  �Longest TAVI and SAVR 
wait times

	 •  �	Highest non-elective 
TAVI and SAVR 
admission rates

Key findings in our HES analysis: inequalities

This work uses data provided by patients and collected by the NHS as part of their care and support. Secondary care data are taken from the English Hospital Episode 
Statistics (HES) database produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS England. All rights reserved. 

Health inequalities 
are unjust and 
avoidable differences 
in people’s health 
across the population 
and between specific 
groups.

•  �Women more likely 
to have TAVI.

•  �Women had slightly 
longer TAVI wait 
times.

•  �Almost equal split of 
TAVI/SAVR for men.

•  �Men had slightly 
longer SAVR wait 
times.

•  �Share of non-
elective TAVI was 
almost same for 
men and women.

•  �Share of non-
elective SAVR 
was slightly higher 
for men.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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What needs to happen to improve VHD care	

Improve efficiency across the whole pathway

Explore examples of best practice and innovative solutions from real-world practice across our full State of the Nation report.

•  �Restructure pathways 
so the right patients are seen in the 
right place at the right time.

•  �Use pathway optimisation tools 
to reduce administrative 
bottlenecks.

•  �Introduce dedicated booking coordinators 
to track each patient’s position in the pathway and adjust 
their prioritisation as condition evolves to provide ownership 
over patient flow and minimise loss of patients from care.

From a BHVS [British Heart Valve Society] perspective, collaboration 
across the whole pathway is absolutely essential. Valve disease care 
has to be network based, with surgeons, cardiologists, structural 
interventionalists, imagers, radiologists, valve nurses and physiologists 
all working together as one team. Too often the system is fragmented — 
private echo providers don’t link in, images aren’t shared, and services 
operate in silos. BHVS’s view is that high-quality, equitable care 
depends on a connected pathway with the right infrastructure in place.

Infrastructure is needed to overcome the postcode lottery, because 
that is really not fair. Inequalities are seen across deprived areas, 
areas with higher ethnic minority populations, and even women are 
underserved. Care must be disease specific, not procedure specific: 
whether a patient needs TAVI or surgery shouldn’t determine the 
speed or quality of their care. Everyone with severe symptomatic aortic 
stenosis should have equal access to timely, life saving treatment 
wherever they live.

Outcomes for untreated symptomatic AS are worse than many cancers 
— pathway should mirror cancer models (centralised, rapid, expert‑led).

CVD Prevent is a great audit but with little on SHD, making it difficult for 
PCNs [primary care networks]/ICBs... to have this in the national audit 
would be much better.

Given the focus on AS and TAVI pathways in our report, potential outcomes of our recommendations, such as waiting times, mortality and cost 
effectiveness, may not apply to all forms of VHD, and alternative solutions may be needed. However, we hope that this report will inspire organisations 
to review pathways and identify suitable solutions across the spectrum of VHD.

In terms of solutions, 
I think we have to 
accept that we’re not 
going to suddenly 
get a huge amount 
of extra money, 
so we need to do 
things differently. 
Streamlining the 
pathway is key. 
One-stop clinics – 
where the echo, 
the interventional 
specialist and the 
surgeon all see the 
patient on the same 
day – already exist 
in places and they 
work. 
Cancer services work 
this way; there’s no 
reason valve disease 
shouldn’t. 
Rapid access valve 
assessment clinics, 
like have been 
done in Greater 
Manchester, and 
single points of 
referral can make a 
huge difference.

View the full 
State of the Nation 

report here

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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What needs to happen to improve VHD care	

Detection

•  �Increase public awareness – education 
campaigns, patient education materials 

•  �Targeted, appropriately commissioned 
case-finding programmes and regular 
heart health checks for people aged 
≥60 years, supported by adequate 
echocardiography capacity and clear 
referral pathways

•  �Heart assessment in non‑clinical 
settings as part of targeted case-finding 
(pharmacies, immunisation appointments) 

•  �Consider the potential benefits of digital 
tools, such as AI stethoscopes and 
smartwatches

•  �Unified national echo archive on 
single server

•  �Direct referral from echo to 
assessment in specialist or 
Level 3-accredited, physiologist-
led heart valve clinics

•  �Flag from physiologist to 
referring healthcare professional 
(HCP) to prompt urgent 
cardiology review

•  �Weekly echo MDT review of GP-
requested echos with moderate/
severe HVD, with direct booking 
of cardiology outpatient 
appointment

Diagnosis

•  �Every hospital to have 
a valve clinic, with the 
right expertise in the 
right streams

•  �Clear, effective single 
point of referral to see, 
triage and prioritise 
patients, with oversight

•  �Clinic redesign to 
prioritise complex 
patients and redirect 
straightforward cases 
back to the community 

Assessment

•  �Increase in interventional 
capacity

•  �Day‑case procedures to reduce 
bed pressure

•  Surgical safety checklists
•  �Comprehensive pre-optimisation 

programme
•  �Early social care and discharge 

planning
•  �Remote monitoring while waiting 

(including B-type natriuretic 
peptide [BNP])

•  Day of surgery admission
•  Enhanced theatre utilisation

Treatment 

There’s the digital opportunity: AI echo analysis, virtual 
MDTs, digital stethoscopes… these things are promising 
and can really accelerate care if we use them properly.

Reducing the time for diagnostics is 
key for HVD patients… this is more 
important than left shift.

Be cautious with widescale screening: 
the NHS doesn’t have capacity to 
treat the added volume.

Improve efficiency across the whole pathwayWe need to close the 
detection gap. 
Awareness 
campaigns like the 
Heart Valve Voice 
‘SLOW’ campaign 
help.
Something as simple 
as listening to every 
patient over 65 with 
a stethoscope could 
detect so much 
disease earlier.
Community 
diagnostic centres 
are also really 
important to move 
testing closer to 
patients. When these 
resources are in the 
community, there’s 
more awareness 
about this being an 
important disease 
process.

View the full 
State of the Nation 

report here

Explore examples of best practice and innovative solutions from real-world practice across our full State of the Nation report.

https://hsjinformation.co.uk/sites/default/files/2026-10/HSJ%20Information%20SHD%20SOTN%20report%20Oct2026%20%282%29.pdf
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What national organisations should do next

For local organisations to truly make progress in improving care of people 
with VHD will require pragmatic, bold and forward-thinking support 

from national organisations.

The ambitions and objectives of existing national work in the NHS 
10-year plan,34 Cardiac Transformation Programme,35 and GIRFT 
pathways5 can only be realised in practice when backed up by national 
funding and commitment, otherwise they remain aspirational.

The NHS has developed a Cardiovascular Disease 
Modern Service Framework (CVD MSF), published in 
July 2026, aimed at reducing premature heart disease 
and stroke mortality by 25% over the next decade.36,37 
One of the first MSFs under the 10-year Health Plan34 
and a ministerial priority, the framework will provide 
consistent, high-quality, and equitable care across the 
CVD pathway and foster innovation.

National leadership is essential. The NHS England cardiovascular 
transformation work, the GIRFT AS pathway, the upcoming 10‑year 
cardiovascular plan – these will be crucial in addressing inequalities, 
improving referral quality, and spreading resources more effectively.

It’s really important that the major societies…continue to lobby 
and promote the importance of structural heart disease. Their role 
in keeping this front and centre for national decision‑makers is 
absolutely vital.

10-year plan focuses on CVD34

3 shifts of 10-year plan34

Analogue to 
digital

Hospital to 
community

Sickness to 
prevention

Ageing population
+ 
high‑cost treatments 
+ 
guideline changes 
expand demand, while 
funding shrinks.

Overall financial 
constraints across 
NHS, ICBs and trusts 
severely limit service 
expansion.

Risk is being pushed down 
NHS England

ICBs

individual trusts

clinicians

View the full 
State of the Nation 

report here
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What national organisations should do next

Make VHD a national priority in its own right rather than hidden in wider cardiovascular programmes 

Run national awareness 
campaign for VHD

•  �Increase public awareness 
through advertising campaigns – 
such as the Heart Valve Voice 
‘SLOW’ symptoms awareness 
campaign

Support a scalable, evidence-
based model of care for VHD

•  �Facilitate collaboration between 
NHS England and ICBs to create a 
blueprint for VHD that:

	 •  is backed by research 

	 •  has political support for rollout

•  �Consider wider implementation 
of best practice examples of care 
such as rapid access to valve 
assessment (RAVA) clinics

Increase funding for VHD

•  �Provide VHD-specific budgets 
for primary, secondary and 
tertiary care:

	 •  �service innovations

	 •  �equipment

	 •  �staff

	 •  �training

Introduce regulatory obligations 
for VHD

•  �Introduce a service and quality 
improvement framework for VHD

•  �Include quality standards for 
VHD in primary care contract, e.g. 
contractual incentive to identify 
people with VHD or percentage of 
over 65s with a stethoscope check

•  �Embed and regulate GIRFT 
8-week AS pathway5

Funding tied to delivery

10-year plan focuses on CVD34

3 shifts of 10-year plan34

Analogue to digital
•  Digital stethoscopes

•  �Automation of processes, such as integration of 
optimal VHD pathways into electronic patient records

•  National dataset linking primary and secondary care

Hospital to community
•  �Home blood pressure (BP) 

monitoring to free capacity 

•  �CVD testing at community 
diagnostic centres (CDCs)

Sickness to prevention
•  �Earlier identification 

of high-risk patients 
through targeted 
case-finding

•  �Earlier detection

•  �Optimise risk factors 
•  �Prompt diagnosis
•  �Timely intervention 
•  �Patient education and 

awareness programmes

Need to have the 
right contracting 
environment to create 
left shift, unless this 
is in place the system 
falls over. Miles away 
from it at the moment…
not being delivered 
so far…ICBs very 
financially driven.

Has to be clinically 
led… which is 
identifying early and 
optimising early.
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What local organisations and systems should do next

•  Automate coding across CVD in primary care to get a true prevalence of VHD based on coding 

•  �Run multiple morbidity clinics for long-term conditions in primary care to identify patients at risk 
of VHD due to other conditions such as chronic kidney disease and diabetes

•  �Improve access to imaging, especially echocardiography and CT to ensure patients are 
diagnosed quickly before they deteriorate 

•  Increase access to specialist assessment to ensure patients can access secondary care quickly

•  �Ensure every hospital has a valve clinic with a clear and effective single point of referral and 
the right expertise in the right streams, so patients are triaged and prioritised, with appropriate 
clinical oversight

•  �Consider introducing physiologist-led valve clinics, including Level 3 accreditation,38 to increase 
capacity and fast-track patients with severe left VHD by facilitating direct referral to tertiary 
centres to reduce RTT time, delivering patient education supported by specialist VHD nurse, and 
potentially reducing unnecessary routine scans of asymptomatic patients

•  �Facilitate care for less severe disease in the community to free specialist capacity for more 
complex cases

•  �Increase intervention capacity to cope with current and future demand so patients are treated 
before they need emergency admission or die waiting

•  �Develop a system to improve consistency and accuracy of recording in HES so that metrics such 
as referral to treatment time can be monitored and audited when initiatives are introduced 
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Audit local performance

•  Audit local performance to identify current 
issues across the VHD pathway 

Update local pathways

•  Review local pathways to ensure they are fit 
for purpose for modern management of VHD

We need to provide more 
capacity. We need more cath lab 
capacity, operating theatres and 
ICU space, we actually might 
need another consultant to help 
us during the procedures, and 
we need more access and more 
rapid access to CT scans to make 
the pathway quicker.

A lack of flexibility in appointment 
setting – patients receive 
fixed date/time letters; cannot 
choose appointments, changing 
appointments is difficult.

The consequences are patient 
cancellations yes, but also 
multiple transport arrangements… 
children taking time off work 
3 times to take parents in…

Ideally patients should be able to 
book tests (echo, lung function, 
vascular) on the same day 
themselves, via a digital interface.

Setting up a proper 
valve clinic in a busy 
DGH takes time 
and effort. To make 
it happen, it has to 
be resourced and 
stipulated in the 
service framework – 
there needs to be a 
regulatory obligation to 
provide it. 

Commissioners should 
tie funding to delivery. If 
the required valve clinic 
structure isn’t in place 
— consultant lead, 
valve nurse, specialist 
physiologists, clear 
streams, and a single 
point of referral — then 
the appropriate funding 
should not flow. That’s 
how you turn good 
intentions into service 
change.
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Why are people with VHD undetected in primary care?
Are people with VHD being coded correctly in primary care?
•  �Encourage targeted stethoscope checks in patients aged ≥65 years, 

within commissioned case-finding pathways
•  Introduce AI tools to improve case-finding and detection 
•  Encourage testing in other community settings, e.g. pharmacies
•  Encourage improved coding in primary care

Are patients waiting longer than recommended for echos, first 
appointments and treatment? Do some subgroups wait longer than others?
Do treatment rates match local prevalence/incidence of severe 
symptomatic AS or is there a treatment gap?
Are wait times and LOS longer than for comparable organisations?
Are non-elective rates higher than for comparable organisations?
•  �Ensure patients with VHD are adequately prioritised
•  �Redesign services to reduce wait times for tests, appointments and 

interventions
•  �Review and clarify local management pathways to ensure all patients 

receive appropriate interventions in a timely manner 
•  Increase surgical capacity so patients get the best lifelong treatment plan
•  �Increase education of patients at diagnosis about signs/symptoms of 

decompensation and when to contact their valve team
•  �Ensure patients have clear, easy and rapid access routes to contact 

clinics – e.g. direct phone number for specialist nurses
•  �Consider remote monitoring solutions to reduce clinic review 

appointments, increase clinic capacity, and identify deteriorating patients

Detecting people with VHD Management of patients with VHD

Is coding in HES data consistent and accurate?
•  Encourage accurate and consistent recording of HES data

Coding gaps for patients with VHD

Are patients being referred through correct pathways?
Are patients referred by GPs and AHPs given lower priority than secondary 
care and A&E referrals?
Do referrals include sufficient and appropriate information for triage by 
secondary care tertiary care?
Are A&E referrals increasing locally?
Are referral pathways optimised for efficiency and resource use?
•  �Ensure systems are in place to support more accurate and appropriate 

referrals from primary care to cardiology
•  Publish guidance on local referral pathways and when to refer
•  Provide standardised referral templates 
•  �Review pathways to identify opportunities to streamline and reduce 

inefficiencies

Referrals for patients with VHD

What local organisations and systems should do next
					     some prompts around pathway gaps and inefficiencies 

The fast-track pathway 
for AS – 8 weeks from 
referral for intervention 
to treatment – will 
only happen if there 
is a carrot and stick 
approach. Otherwise, 
we’ll all talk about 
it, but nothing will 
change because the 
limiting step is always 
resources.
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What local organisations and systems should do next
					     some prompts around inequalities 

Are younger patients waiting longer for SAVR and TAVI?
Do younger patients have higher elective admission rates?
•  �Raise awareness among clinicians that younger patients are waiting 

longer, which may be contributing to high non-elective admission rates

Age
 
Are any ethnic groups locally experiencing inequalities? 
•  �Consider service redesign and outreach for underserved ethnic 

populations 
•  �Run education and awareness initiatives 
•  �Encourage more consistent recording of ethnicity 
•  �Explain to patients and clinicians why recording ethnicity is so important

Ethnicity

Do men wait longer for SAVR but women wait longer for TAVI?
Are women being treated appropriately?
•  �Research is needed on whether men and women with severe VHD 

present with the same symptoms and echocardiography features
•  �Increase awareness of VHD in women to ensure they receive prompt 

diagnosis and optimal intervention through:
	 •  �additional clinician training
	 •  �checklists highlighting gender-specific features 
	 •  �AI tools that may improve diagnosis in women (although research 

on UK-based populations is needed to ensure AI does not widen 
healthcare inequalities)  

Sex
It is difficult to disentangle deprivation, rurality, and urbanicity, as people 
living in rural and urban areas may experience deprivation for different 
reasons, so these metrics should be considered in tandem 
Some ICBs will be predominantly rural and others predominantly urban, 
but many will have a mix within their boundaries and different inequalities 
may need to be addressed in different patches
Are people in more deprived areas experiencing inequalities compared 
to less deprived patients?
Are people living in rural areas experiencing inequalities compared with 
patients in urban areas, and vice versa?
•  �Run awareness campaigns in areas with inequalities and targeted at 

underserved groups
•  �Consider service redesign and outreach to target issues in deprived, 

rural and urban areas
•  �Consider AI-assisted imaging to improve access in rural areas and 

increase capacity in urban areas by shifting imaging outside of tertiary 
centres

Deprivation and rural/urban

Ethnic inequity is 
probably the most 
obvious [inequity], 
because there you see 
very much lower rates 
of access to treatment. 
Patients engage with 
healthcare in different 
ways; they don’t 
activate or use primary 
care in the same way. 
Their pathway is quite 
delayed. It’s also 
tied up in economic 
and socioeconomic 
boundaries – poorer 
parts of the country 
have less access 
to general practice, 
bigger lists, bigger 
practices, and that’s 
harder to get GP 
appointments.
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HES disclaimer
1. � This work uses data provided by patients and collected by the NHS as part of their care and 

support. Secondary care data is taken from the English Hospital Episode Statistics (HES) database 
produced by NHS England, Copyright © 2026, NHS England. Re-used with the permission of NHS 
England. All rights reserved.

2. � HES Data must be used within the licensing restrictions set by NHS England, which are summarised 
below. HSJ Information (formerly Wilmington Healthcare Limited) accept no responsibility for the 
inappropriate use of HES data by your organisation.
2.1. � One of the basic principles for the release and use of HES data is to protect the privacy 

and confidentiality of individuals. All users of HES data must consider the risk of identifying 
individuals in their analyses prior to publication/release. 
2.1.1. � Data should always be released at a high enough level of aggregation to prevent others 

being able to ‘recognise’ a particular individual. To protect the privacy and confidentiality 
of individuals, 
HSJ Information have applied suppression to the HES data - ‘*’ or ‘-1’ represents a figure 
between 1 and 7. All other potentially identifiable figures (e.g. patient numbers, spell 
counts) have been rounded to the nearest 5.

2.1.2. � On no account should an attempt be made to decipher the process of creating 
anonymised data items.

2.2. � You should be on the alert for any rare and unintentional breach of confidence, such as 
responding to a query relating to a news item that may add more information to that already 
in the public domain. If you recognise an individual while carrying out any analysis you must 
exercise professionalism and respect their confidentiality.

2.3. � If you believe this identification could easily be made by others you should alert a member 
of the HSJ Information team using the contact details below. While appropriate handling 
of an accidental recognition is acceptable, the consequences of deliberately breaching 
confidentiality could be severe.

2.4. � HES data must only be used exclusively for the provision of outputs to assist health and social 
care organisations. 

2.5. � HES data must not be used principally for commercial activities. The same aggregated HES 
data outputs must be made available, if requested, to all health and social care organisations, 
irrespective of their value to the company.

2.6. � HES data must not be used for, including (but not limited to), the following activities:
2.6.1. � Relating HES data outputs to the use of commercially available products. An example 

being the prescribing of pharmaceutical products
2.6.2. � Any analysis of the impact of commercially available products. An example being 

pharmaceutical products
2.6.3. � Targeting and marketing activity

2.7. � HES data must be accessed, processed and used within England or Wales only. HES data 
outputs must not be shared outside of England or Wales without the prior written consent of 
HSJ Information.

2.8. � If HES data are subject to a request under the Freedom of Information Act, then HSJ 
Information and NHS England must be consulted and must approve any response before a 
response is provided.

3. � 2024/2025 HES data are provisional and may be incomplete or contain errors for which no 
adjustments have yet been made. Counts produced from provisional data are likely to be 
lower than those generated for the same period in the final dataset. This shortfall will be most 
pronounced in the final month of the latest period, e.g. September from the April to September 
extract. It is also probable that clinical data are not complete, which may in particular affect the last 
two months of any given period. There may also be errors due to coding inconsistencies that have 
not yet been investigated and corrected.

4. � ICD-10 codes, terms and text © World Health Organization, 1992-2026
5. � The OPCS Classification of Interventions and Procedures, codes, terms and text is Crown copyright 

(2026) published by NHS England, licensed under the Open Government Licence.
6. � English indices of deprivation 2019 data are published by Ministry of Housing, Communities and 

Local Government (https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019) 
and licensed under the Open Government Licence. 2011 Rural-Urban Classification (RUC2011) data 
are published by ONS (https://www.ons.gov.uk/methodology/geography/geographicalproducts/
ruralurbanclassifications/2011ruralurbanclassification) and licensed under the Open Government 
Licence. Mid-year Population Estimates for Integrated Care Boards are published by ONS (https://
www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/
datasets/clinicalcommissioninggroupmidyearpopulationestimates) and licensed under the Open 
Government Licence.

7. � Contains public sector information licensed under the Open Government Licence v3.0. A copy of 
the Open Government Licence is available at www.nationalarchives.gov.uk/doc/open-government-
licence/open-government-licence.htm

8. � No part of this database, report or output shall be reproduced or distributed in any form or by any 
means, or stored in a database or retrieval system, without the prior written permission of HSJ 
Information Ltd. Information in this database is subject to change without notice. Access to this 
database is licensed subject to the condition that it shall not, by way of trade or otherwise, be lent, 
resold, hired out, or otherwise circulated in any form without prior consent of HSJ Information Ltd.

9. � Whilst every effort has been made to ensure the accuracy of this database, HSJ Information 
Ltd makes no representations or warranties of any kind, express or implied, the completeness, 
accuracy, reliability or suitability of the data. Any reliance you place on the data is therefore strictly 
at your own risk. Other company names, products, marks and logos mentioned in this document 
may be the trademark of their respective owners.

10. � You can contact HSJ Information by telephoning 0845 121 3686, by e-mailing engagement@
hsjinformation.co.uk or by visiting https://hsjinformation.co.uk/ 
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Abbreviations
A&E 	 accident and emergency 

AHP 	 allied health professional 

AI	 artificial intelligence

AR 	 aortic regurgitation 

AS 	 aortic stenosis 

AVR 	 aortic valve replacement

BHVS	 British Heart Valve Society 

BNP	 B-type natriuretic peptide 

BP	 blood pressure monitoring

CDC	 community diagnostic centre

CT 	 computed tomography 

CVD	 cardiovascular disease

ECMO	 extracorporeal membrane oxygenator

GIRFT 	 Getting It Right First Time

GP 	 general practitioner 

HCP	 healthcare professional

HES 	 Hospital Episode Statistics

ICB 	 integrated care board

ICU 	 intensive care unit 

LOS	 length of stay

LTP 	 Long Term Plan 

MDT 	 multidisciplinary team

MLOS	 mean length of stay

MSF	 modern service framework

NHS 	 National Health Service

NICE 	 National Institute for Health and Care Excellence 

OPCS 	� Office of Population Censuses and Surveys Classification of 
Interventions and Procedures 

ONS 	 Office for National Statistics 

PCN	 primary care network	

RAVA	 rapid access valve assessment

RTT 	 referral to treatment time

SAVR 	 surgical aortic valve replacement

SHD 	 structural heart disease 

TAVI 	 transcatheter aortic valve implantation

VHD	 valvular heart disease 
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