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[bookmark: _heading=h.p9yzcvbpz1r3]Background
Definition: The chosen health condition is heart failure (HF) that is a global public health concern, especially among older adults, leading to hospitalisation, substantial healthcare expenses. The definition of Heart failure is dependent on physical symptoms, physical examination signs and imaging results showing pulmonary or systemic congestion or changes in the cardiac output. British Heart Foundation (BHF) consider HF as an issue where the heart is not able to pump enough blood to the body as it should and that makes the heart work harder, increasing the pressure on the heart to deliver oxygen and nutrients it needs (BHF 2025). 
UK and global data: According to the British Heart Foundation report on July 2026, stated almost 7 million people are living with cardiovascular disease where 4 million are male and 4 million are female showing no gender related gap (British Heart Foundation, 2026). Furthermore, as per BHF, (2026), among the ageing and growing population the number will reach up to 1 million by the end of 2030 and 2 million by the end of 2040, that will create burden on the healthcare system. It has been also estimated that cardiovascular disease including heart failure contributes to 26% deaths in the UK that is almost 460 deaths each day (British Heart Foundation 2026). More specifically, BHF estimated that 920,000 people are living with heart failure that many diagnoses are happening lately in the UK (BHF 2025). Within the global context, HF is also a significant public health concern that is affecting 64 million people, contributing to deaths and enhanced health expenditure (Shahim et al. 2023). In this context, another study mentioned that from 1990 to 2021 the HF prevalence has increased almost double that is 25.43 million to 55.50 million cases. However, even adjusting age-standardised prevalence (ASPR) there is still an upward trend that now it stands at 676.68 from 641.14 per 100,000 with an estimated annual percentage change (EAPC) of 0.19%. 
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Figure 1: Total deaths from heart diseases including HF in the UK
(Source: British Heart Foundation 2022)
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Figure 2: Trends of HF by region from 1990-2021
(Source: Ran et al. 2025)
Risk factors: Some of the common risk factors for HF include ageing that older adults increased risk of heart failure where genetics also play key role alongside having a family history of heart failure (NIH 2022). Also, unhealthy lifestyle choices such as smoking, using cocaine, heavy alcohol consumption and lack of physical activity plays key role. In other cases, certain heart conditions which results in the weaknesses of the muscle also play key role for developing HF such as heart and blood vessel conditions like heart attacks prevent heart muscles from receiving sufficient oxygen to pump to the other parts of the body, leading to the left-side heart failure (NIH 2022). 
Aim: Henceforth, to combat the increasing prevalence of HF, mortality from HF, and the increased burden of healthcare costs. Therefore, the aim of the information booklet is to guide healthcare workers, patients and their families regarding various aspects of HF such as the impacts of the long-term condition on individuals, current theoretical perspectives, and local and national political health and social care agendas to combat HF. Lastly, the information booklet will also guide individuals such as healthcare professionals and support workers by offering suitable recommendations for person-centred care approaches and end-of-life care for managing such a long-term condition. 



[bookmark: _heading=h.p6njgjqy8unx]Main Body
[bookmark: _heading=h.b3ay7oizxvpz]Physical, Psychological and Social Implications of HF
· Physical: Chronic HF is clinically manifested by several signs and symptoms which include breathlessness with exertion, shortness of breath, fatigue, weakness, difficulty breathing when lying down, sleeping difficulties, swollen feet, ankle (McHorney et al. 2021). Among these symptoms, shortness of breath during exertion, fatigue reduces the health-related quality of life (QoL) of individuals and their families because it affects individual with HF to perform daily activities without the help of another person (McHorney et al. 2021). A semi-structured interview of 40 HF patients found that all patients reported limitations related to walking, climbing where more than half patients reported difficulty to standing which hindered doing various activities and enhances the chance of developing other diseases (Niklasson et al. 2022). For example, individuals with diabetes often require performing physical activities, therefore, if someone has both diabetes and HF, then the management of diabetes become difficult due to limitations in doing physical activities. 
· Psychological: From psychological point of view, depression is common for individuals suffering with HF as exacerbations, difficulty to perform daily activities like other non-HF affected person, care related cost, medical management, side effects of medications take a huge toll on the psychological well-being of the patient. However, immediate family members or wider family members also experience hopelessness, helplessness, fatigue from care burden, to manage and support the patient (McHorney et al. 2021). However, it has been also evident that family members of last stage HF patients often grief, face sadness, experience anxiety as the patient comes to end-of-life situation (Oriani et al. 2019). Financial burden is another major concern that leads to constant worry, anxiety regarding the management of medication, scheduling GPs/cardiologist visit, applying interventions or management of lifestyle choices. However, lower socio-economic countries or individual with HF from deprived communities face more challenges to cope with the psychological burden. 
· Social: Since caring for the individual affected with HF require sufficient time of each day, it becomes difficult for caregivers, wider family members to take part in various social activities, community gathering that leads to social isolation and loneliness (Oriani et al. 2019). The problem becomes more severe as carer, family members or even the patient needs to manage employment aspects and care provision simultaneously, leaving no space for social interactions. For individual with HF, the problem becomes severe as HF can lead to various complications that suggests the management of stress, lifestyle activities. But management of stress require interacting with others, engaging more into meaningful activities, recreational activities or pursuing hobbies which become impossible due to worsening physical health that in turn affects social relationships of both the individual with HF and wider families (Coyte et al. 2021). 
[bookmark: _heading=h.p8s7ahu7bgj2]Identification and Investigation of theoretical perspectives
Heart failure is a chronic condition which requires continuous monitoring, adherence to medication, modification of lifestyle, and undertaking coordinated multidisciplinary care to effectively manage the condition. However, the effective management of the condition requires understanding of theoretical models and frameworks which address not only physiological symptoms but also psychological well-being, individuals' health literacy, socioeconomic conditions and patients' capacity for self-management. For this part, the Chronic Care model is considered for UK and the World Health Organisation Innovative Care for Chronic Condition Framework, which is an international model have been selected to guide complementary approaches to improve outcomes.
UK: Chronic care model
The Chronic Care model was developed in 2001 by Wagner et al., who focused on productive interactions between informed, activated patients and prepared, proactive healthcare teams. This model consists of six components which are healthcare, organisation, community resources, self-management support, delivery system design, decision support, and clinical information systems. Within the context of UK, the heart failure services and using these principles into their general practise, specialist heart failure nursing, multidisciplinary reviews and in community based follow up helps in improving the outcome. However, in this case, self-management support is particularly important as patients should recognise worsening of symptoms such as breathlessness after minor activity, peripheral edoema and sudden weight changes. Though in cases, healthcare professionals should assess individuals' literacy level and may offer timely assistance by providing medication guidance written action plans to strengthen patients and their family's confidence that will further prevent delaying to obtain treatment. Though clinical information systems and plan follow up can support monitoring and improve communication between primary care cardiologists and community services but for patients who have been experiencing poverty, cognitive declination, have low health literacy or limited family support may struggle to implement self-management strategies. Though in such cases, digital monitoring tools such as telemedicine, electronic health records can improve access for some patients, but those living in remote areas or geographically isolated location without reliable internet access or digital skills will face struggle to access these services. Furthermore, multidisciplinary surfaces also require sufficient staffing, funding and information sharing arrangements. Therefore, the model's effectiveness is solely dependent on implementation instead of simply adopting its principle.
International Model: WHO's Innovative care for Chronic condition framework
In contradiction to the UK based model, the WHO's Innovative Care for Chronic Conditions framework goes beyond chronic care principles by incorporating healthcare organisations, prioritising community partnerships and supportive national policies (WHO 2026). This framework recognises the importance of improving heart failure outcomes by providing coordinated information, removing structural and systematic barriers, offering family support and policies via addressing social determinants of health (WHO 2026). Henceforth, at the patient level healthcare professionals should develop collaborative care plans provide understandable education and involve patients in the decision-making process to respect their autonomy. However, implementation will be difficult in low resource setting where specialist staff, diagnostic facilities and essential medicines are unevenly distributed. Overall, the chronic care model offers practical guidance for organising clinical care, whereas the WHO framework addresses broader socioeconomic parameters to alleviate disparities.
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Figure 3: Chronic Care model
Source: (Gee et al. 2016)
[bookmark: _heading=h.snu65ry4kgag]Implementation of local and national political health and social care agendas
National health and social care agendas
The management of heart failure in the UK is influenced by National Health policies, clinical guidelines and locally integrated care initiatives, which altogether aim to improve heart failure prevention, foster early diagnosis, improve treatment, taxes, payer coordination and overall QoL. Nevertheless, the effectiveness of this management strategies depends on workforce capacity, funding, geographical exercise and the extend to wage services respond to patients' individual needs. International Institute for Health and Care Excellence (NICE) guideline NG106 provides recommendations for diagnosis and managing chronic heart failure. In its' updated version it focused on pharmacological treatment monitoring, collaboration of multidisciplinary teams, rehabilitation and palliative care approaches to effectively treat the condition of patients (NICE 2025). Its implementation can improve clinical consistency by offering evidence prescribing, appropriate monitoring, and timely specialist referral. For patients with heart failure with reduced ejection fraction, it has been recommended to combine treatment which include medicine to prevent hospitalisation and mortality risk (NICE 2025).  NICE is also focused on communication between prime Medicare and specialist teams, alongside emphasising on personalised care plans.
However, it must be noted that this national guidance automatically translates into equitable outcomes, as differences in staffing, service availability and local commissioning create variation in access to specialist heart failure nurses, echocardiography and cardiography rehabilitation. Furthermore, for ethnic minor communities, cultural preferences are essential that many healthcare professionals lack desired cultural awareness to treat ethnic minor communities in the UK and global contexts, which leads to inaccessible care by this section, leading to fragmented appointments and competent treatment demands. Therefore, policy implementation should focus on upskilling the existing workforce by offering training, teaching technological use and culturally competence care for workforce development alongside effective preferred pathways and regular evaluation instead of relying exclusively on pipeline publication. NHS England's Integrated Care Agenda further promotes coordinated services, prevention, self-care and management of long-term conditions near home. For HF patients, it may involve reviewing medication, monitoring community, ensuring rehabilitation and social care referrals (NHS England 2024). Nevertheless, integration can remain aspirational when organisations use incompatible information systems or face competing priorities.
Local implementation
At local level, integrated care boards and healthcare professors can translate national priorities into HF pathways reflecting population and local area needs. Some potential initiatives may involve specialist nurse follow-up after discharge, ensuring community-based education through health promotion, healthcare rehabilitation, and coordinated reviews involving primary care and cardiology. It is supported by NICE's recommendations that care plans should include follow up rehabilitation, access to social care and contact details for appropriate HCPs support workers (NICE 2025). Those local services need to assess social determinants affecting patients' capability to access treatment and management options that financial struggle may prevent access to suitable food, transport and heating while living alone or lacking Informal carers can make the monitoring of symptoms difficult. Therefore, the successful implementation should be assessed through measurable outcomes including unplanned hospital admissions, mortality. QoL, rehabilitation, participation and assessing inequalities
[bookmark: _heading=h.az7n2ct6d3bw]Recommendations for improvement
[bookmark: _heading=h.wvfm5cat1nvn]Person-centred approach
Since HF is a complicated health issue that reduces the quality of life over the time, it is essential to adopt person-centred care approaches while guiding individuals to manage their health conditions. Person-centred care (PCC) approaches are a holistic care method which aims at fostering welfare of all aspects of one's health such as physiological, psychological, social, cultural and spiritual based on individuals' preferences, choices, likes, dislikes while respecting their autonomy, dignity. Here are some recommendations which could be useful for guiding individuals with HF and their families to manage the condition-
· A supportive environment must be created for the patient to make the patient feel heard, valued and respected. However, it depends on the communication and teamwork efforts of healthcare professionals (HCPs) within a multi-disciplinary framework (Giusti et al. 2024). 
· In a supportive environment, patients and their families concern should be listened carefully with respect that helps in building rapport and enhances patients' confidence. HCPs should also encourage patients with HF and their families to ask open-ended questions, seek clarifications, and express their concerns, preferences in a comfortable manner to foster beneficence (Giusti et al. 2024). 
· The management of HF becomes difficult in low-resource constraints setting. Therefore, patients from such settings often have heightened social needs, financial needs due to scarcity of job, difficulty to perform job due to physical exacerbations leading breathlessness and others that is also applicable in some well- resourced setting. To foster PCC, HCPs will make attempts to signpost the patients and their families to available financial assistance funds. 
· HCPs also need to engage the individual with HF and their families in the decision-making, but priority should be given to the patient’s concern to prioritise autonomy. However, decision-making will be based on receiving sufficient and relevant information that will allow the patient and families to make choices. 
· Evidence suggests peer support and co-designed educational sources regarding lifestyle choices such as physical activity, food choices, managing stress, self-monitoring of blood pressures, glucose levels which act as risk factors for developing complications empower patients to take control over their lives (Dellafiore et al. 2023). However, many individual lack strong health literacy skill that could worsen the outcome, therefore, HCPs should assess patients’ and their family's literacy level before entirely putting the self-management plan on them. 
· Motivational interviewing, coaching from HCPs at individual or community level further strengthen self-efficacy, that leads to improved management of symptoms, quality of life and reduce hospital readmission rate may be required in some cases (Dellafiore et al. 2023). 
[bookmark: _heading=h.cfpauy3y0kvq]End-of-Life care/Palliative care approach
WHO described that end-of-life care approaches improved QoL of patients and their families in association with life-threatening or life-limiting illnesses. Recent HF guidelines such as 2021 ESC guidelines for the diagnosis and treatment of acute and chronic HF suggest integrative end-of-life care approaches for HF patients to improve their quality of life by pain management, lifestyle modification and setting up a holistic care plan (Lee and Hwang 2022). The following end-of-life care approaches could be followed by adhering to the given recommendations-
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Figure 4: Domain of EoL or Palliative Care approach
Source: (Gelfman et al. 2024)
· End stage HF patients are more prone to exhibit symptoms such as dyspnoea, pain, anxiety, depression and fatigue which demand regular symptom assessments using validated scales such as numeric rating scales, Edmonton Symptom Assessment System (ESAS) can be used for more comprehensive assessment (Lee and Hwang 2022).  
· Other HF specific tools such as Minnesota Living with Heart Failure Questionnaire and Kansas City Cardiomyopathy Questionnaire (KCCQ) can be also used to measure burden of the deteriorator factors (Lee and Hwang 2022). 
· Another critical consideration is approximate reliable calculation of patients’ life expectancy that some clinicians, HCPs who lack proper HF knowledge often overestimate life-expectancy in comparison to model-based prediction related to survival (Gelfman et al. 2024). In such cases, tools like online Seattle Heart Failure Model can guide HCPs, palliative care support workers with prognosis but also explore and document patients' preferences, values, likes, health-related concerns with priority (Gelfman et al. 2024). 
· In ambulatory setting, patients with HF should receive management of HF symptoms by the management of HF symptoms. HCPs, palliative care workers should apply guideline-directed medical therapies such as diuretic titration, optimise quadruple medical therapy, regurgitation of mitral vulve, effective treatment of left bundle branch block to improve the cardiac function that will lower ejection fraction (Kavalieratos et al. 2018). 
· End-of-life care for HF patients often involve conflicts with family members, patients, other HCPs which require adhering to ethical principle of fostering beneficence, avoiding maleficence and maintaining effective communication skills to resolve conflicts. 
· HCPs are also recommended to take care of themselves as caring for HF patients, especially for older adults require continuous showcasing of empathy, compassion that leads to compassion burnout (Cross et al. 2023). HCPs and families of the patients are also guided to manage stress by engaging into meaningful activities, taking short-breaks or seeking professional helps if it is unmanageable by following self-management strategies. This is also important because caregivers' well-being is closely related with patients’ well-being as it makes the care personnels more engaged into care provision, prevent fatal events, and negative outcomes (Cross et al. 2023).  
[bookmark: _heading=h.pnruay9a66gx]Conclusion

Overall, in conclusion, it can be said that HF is a significant long-term condition which significantly effects individual physiological, psychological and social well-being, affect social relationships, create financial burden along with enhancing healthcare demands. Henceforth, the effective management of HF liquor combined and collaborative care approach following evidence based national guidelines and locally coordinated health and social care services. The chronic care model and WHO framework provide complementary approaches to strengthening self-management, multidisciplinary collaboration and equitable access. Moreover, person centred care approach and end of life care approach should focus on prioritising patients' preferences, choices, respecting their autonomy, management of pain and other symptoms following ethical principles to improve their QoL. Overall, sustainable improvements required collaborative decision making, accessible services along with alleviating structural and social determinants of health creating barriers.
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