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1. Introduction
Heart failure (HF) is a progressive and debilitating long-term condition that continues to impose a major burden on health and social care systems across the United Kingdom (UK) and globally. It represents one of the leading causes of morbidity, hospital admission, and premature mortality in adults, particularly in the older population (British Heart Foundation [BHF], 2024).
The purpose of this booklet is to provide a comprehensive, evidence-based overview of heart failure for health and social care professionals. It critically evaluates the clinical, psychosocial, and policy aspects of managing the condition within the UK context, highlighting evidence-based treatments, models of care, and current strategies for supporting people living with heart failure.
The intended audience includes nurses, allied health professionals, social care practitioners, and primary/community care staff who are involved in the assessment, monitoring, and ongoing management of individuals with this long-term condition. By integrating clinical evidence with policy frameworks and person-centred approaches, this resource aims to promote improved outcomes, enhance professional practice, and support compassionate, integrated care.

2. Definition and Overview of Heart Failure
Heart failure is defined by the National Institute for Health and Care Excellence (NICE, 2023) as a complex clinical syndrome in which the heart is unable to pump sufficient blood to meet the body’s metabolic demands or can do so only at the expense of increased filling pressures. This results from structural or functional impairment of ventricular filling or ejection of blood.

Heart failure is not a single disease but a syndrome encompassing a range of aetiologies, including left ventricular systolic dysfunction (HFrEF), preserved ejection fraction (HFpEF), or right ventricular failure. Chronic heart failure (CHF) develops gradually, whereas acute decompensated heart failure occurs suddenly and often requires hospitalisation (Ponikowski et al., 2021).
*Prevalence and Burden
Globally, heart failure affects an estimated 64 million people (GBD, 2022). In the UK, around 920,000 people live with heart failure, with approximately 200,000 new diagnoses annually (BHF, 2023). The prevalence rises steeply with age — affecting less than 1% of people under 65, but up to 12% of those aged 85 years and over (NICE, 2023).

Heart failure is associated with significant mortality: approximately 50% of patients die within five years of diagnosis (Hobbs et al., 2021). It accounts for around 2% of the NHS budget and nearly 1 million hospital bed days annually (NHS England, 2024). Despite advances in treatment, the condition remains underdiagnosed and often identified only after an emergency hospital admission.
Pathophysiology Overview
The pathophysiology of heart failure involves impaired myocardial contractility or relaxation, resulting in decreased cardiac output and compensatory mechanisms such as neurohormonal activation (e.g., renin–angiotensin–aldosterone system [RAAS] and sympathetic nervous system). Over time, these adaptations cause structural remodelling, fluid retention, and progressive symptoms such as dyspnoea, fatigue, and oedema (McDonagh et al., 2021).
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Normal heart vs. heart failure (Image source: BHF, 2023 — https://www.bhf.org.uk)
3. Risk Factors and Aetiology
Heart failure arises from a wide range of underlying cardiovascular and systemic conditions that damage or weaken the heart muscle, alter its structure, or interfere with its ability to fill and pump blood effectively. The risk factors can be grouped into medical, lifestyle, and socio-environmental determinants.
3.1 Medical Causes
1. Coronary Artery Disease (CAD):
The most common cause of heart failure in the UK is coronary artery disease, which leads to myocardial ischaemia and infarction. When the heart muscle is deprived of oxygen, irreversible myocardial damage occurs, reducing contractility (BHF, 2024).
Up to 70% of heart failure cases in developed countries are related to CAD (NICE, 2023).
2. Hypertension:
Long-standing hypertension leads to left ventricular hypertrophy, diastolic dysfunction, and eventually systolic failure. Poorly controlled blood pressure is a major modifiable cause of HF (NICE, 2023).
3. Valvular Heart Disease:
Structural abnormalities, such as aortic stenosis or mitral regurgitation, cause chronic pressure or volume overload. This can lead to ventricular dilation and heart failure, particularly in older adults (Hobbs et al., 2021).
4. Cardiomyopathies:
These include dilated, hypertrophic, and restrictive cardiomyopathies — either inherited or acquired (due to alcohol, infection, or chemotherapy). They directly weaken myocardial function.
5. Arrhythmias:
Atrial fibrillation (AF) and other arrhythmias impair ventricular filling and efficiency, contributing to the onset or worsening of HF (BHF, 2023).
6. Other Causes:
Conditions such as congenital heart disease, thyroid disorders, diabetes mellitus, chronic kidney disease (CKD), and obesity also play major roles in precipitating heart failure (NHS, 2024).

3.2 Lifestyle and Behavioural Risk Factors
Lifestyle factors are highly influential in the development and progression of HF. The World Health Organization (WHO, 2023) and Public Health England (2022) emphasise that behavioural determinants—such as poor diet, lack of exercise, and smoking—are modifiable targets for prevention.
Smoking: Damages coronary arteries and increases myocardial oxygen demand, accelerating heart failure progression (BHF, 2024).
Physical inactivity: Contributes to obesity and hypertension. Sedentary lifestyles are associated with higher HF risk, especially in middle-aged adults (British Journal of Cardiology, 2023).
Unhealthy diet: Diets high in saturated fats, trans fats, and salt increase blood pressure and cholesterol levels.
Excessive alcohol consumption: Leads to alcoholic cardiomyopathy in chronic cases.
Obesity and metabolic syndrome: Associated with structural cardiac changes, diastolic dysfunction, and insulin resistance (McDonagh et al., 2021).
3.3 Socioeconomic and Environmental Factors
Social determinants of health are increasingly recognised as powerful predictors of cardiovascular outcomes (Marmot, 2020). People in deprived communities are more likely to develop and die from HF due to lifestyle patterns, limited healthcare access, and environmental exposures.
Air pollution has also been linked to increased hospital admissions for heart failure (British Heart Foundation, 2023).
3.4 Genetic and Biological Influences
Certain inherited conditions such as familial dilated cardiomyopathy or hypertrophic cardiomyopathy predispose individuals to HF (Ponikowski et al., 2021). Genetic testing and family screening are now part of NHS specialist cardiac services.
3.5 Prevention and Risk Reduction
Primary prevention through public health strategies remains vital. Interventions include:
Regular screening for hypertension, diabetes, and dyslipidaemia.
Smoking cessation programmes through NHS Stop Smoking Services.
Weight management and physical activity promotion under NHS Health Check initiatives.
Community-based cardiac rehabilitation for at-risk patients (NHS England, 2024).
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Common risk factors for heart failure (Image source: Dr Holdright Cardiology, 2023 — https://www.drholdright.co.uk)
4. Impact of Heart Failure
Heart failure has profound and multifaceted effects on individuals, families, and healthcare systems. Its chronic, progressive nature leads to physical, psychological, and social challenges that require coordinated management and long-term professional support.
4.1 Physical Impacts
The hallmark symptoms of heart failure are breathlessness, fatigue, oedema, and exercise intolerance. These symptoms occur due to congestion, reduced cardiac output, and neurohormonal dysregulation (NHS, 2024).
Dyspnoea (breathlessness) is often worse when lying flat (orthopnoea) or during exertion.
Peripheral oedema occurs due to fluid accumulation in the lower limbs and abdomen.
Fatigue and weakness reduce mobility and independence.
Frequent exacerbations lead to repeated hospital admissions — around 100,000 admissions and nearly 1 million bed days annually in England (NHS England, 2024). Mortality remains high; up to 30–40% of patients die within one year of hospitalisation (Hobbs et al., 2021).
Patients often experience multimorbidity — e.g., COPD, diabetes, and renal disease — which complicates medication management and clinical outcomes (NICE, 2023).
4.2 Psychological Impacts
Living with heart failure can have significant mental health consequences. Studies show that up to 40% of patients experience anxiety or depression (British Journal of Cardiology, 2023).
The unpredictable trajectory of the disease, fear of symptom worsening, and frequent medical reviews can cause chronic psychological distress.
Depression is associated with poorer adherence to treatment, increased hospital readmissions, and higher mortality (McDonagh et al., 2021).
Cognitive decline may occur due to reduced cerebral perfusion and hypoxia.
Health-related quality of life (HRQoL) is often severely diminished compared with other long-term conditions (BHF, 2023).
Professionals should use validated tools such as the Hospital Anxiety and Depression Scale (HADS) to identify at-risk individuals and refer them for psychological or counselling support.
4.3 Social and Family Impacts
Heart failure also affects the wider social environment of the patient.
Reduced ability to work: Many individuals, especially of working age, are forced to retire early or reduce hours, impacting financial stability (Marmot, 2020).
Carer burden: Family members frequently act as informal caregivers, providing medication management, transport, and emotional support. This can lead to carer fatigue, stress, and social isolation (Tower Hamlets JSNA, 2023).
Housing and mobility challenges: Patients with breathlessness or oedema often struggle with stairs or living alone. Home adaptations and social care input are often required (NHS Digital, 2023).
4.4 Wider Health and Economic Burden
The economic cost of heart failure to the NHS exceeds £2 billion annually, with most costs associated with hospital admissions (NHS England, 2024).
The condition also increases demand on community nursing, social care, and end-of-life services.
Health inequalities persist: incidence and outcomes vary by ethnicity, gender, and deprivation. For example, black and South Asian populations in the UK have higher rates of hypertension and diabetes — key precursors for HF (BHF, 2024).
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Impact of heart failure on physical activity and quality of life (Source: London Cardiovascular Clinic, 2024 — https://www.londoncardiovascularclinic.co.uk)
Summary of Sections 3 & 4:
Heart failure has multifactorial causes (medical, lifestyle, genetic, social).
It leads to substantial physical and psychosocial challenges, creating major pressure on both individuals and health systems.
Addressing modifiable risks and holistic management are crucial for improving quality of life and reducing burden.
5. Evidence-Based Treatments and Management in the UK
Heart failure is a chronic but treatable condition. Management aims to alleviate symptoms, improve quality of life, reduce hospital admissions, and prolong survival. The UK’s approach is shaped by NICE Guidelines (NG106, 2018; updated 2024) and the NHS Long Term Plan (2019), which promote integrated, multidisciplinary, and person-centred care.
5.1 Principles of Management
The management of heart failure should always include:
Accurate diagnosis and classification (e.g., HFrEF, HFpEF).
Optimisation of evidence-based pharmacotherapy.
Patient education and self-management support.
Multidisciplinary follow-up (nurse-led clinics, primary care, cardiology input).
Psychosocial and lifestyle interventions.
NICE (2023) emphasises shared decision-making and regular reviews — at least every six months — to adjust therapy and address comorbidities.
5.2 Pharmacological Management
5.2.1 First-Line Therapies
According to NICE NG106 (2024), patients with heart failure with reduced ejection fraction (HFrEF) should receive a combination of:
ACE inhibitors (ACEIs) or angiotensin receptor blockers (ARBs) Beta-blockers (e.g., bisoprolol, carvedilol, nebivolol) Mineralocorticoid receptor antagonists (MRAs) such as spironolactone or eplerenone
These agents target the renin–angiotensin–aldosterone system (RAAS) and sympathetic activation, reducing mortality and hospitalisation (McDonagh et al., 2021).
5.2.2 Second-Line and Add-On Therapies
SGLT2 inhibitors (dapagliflozin, empagliflozin): Recent trials (DAPA-HF, 2020; EMPEROR-Reduced, 2021) show significant reduction in mortality and hospitalisation.
Angiotensin receptor–neprilysin inhibitor (ARNI): Sacubitril/valsartan replaces ACEI/ARB in symptomatic patients with reduced EF.
Ivabradine: For patients with sinus rhythm and resting HR ≥75 bpm despite beta-blockers.
Hydralazine/nitrate combination: Particularly beneficial for black African or Caribbean patients.
Loop diuretics (e.g., furosemide): For symptom relief from fluid overload.
5.2.3 Pharmacotherapy for HFpEF
For heart failure with preserved ejection fraction (HFpEF), treatment focuses on:
Blood pressure control
Managing comorbidities (e.g., AF, diabetes, obesity)
Diuretics for congestion
SGLT2 inhibitors have shown emerging benefit (NICE, 2024).
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Medication classes used in heart failure management (Teladoc Health Library, 2023 — https://library.teladochealth.com)
5.3 Device and Surgical Therapy 
Implantable Cardioverter-Defibrillator (ICD):
Recommended for patients at risk of sudden cardiac death due to ventricular arrhythmia.
Cardiac Resynchronisation Therapy (CRT):
For those with left bundle branch block (LBBB) and ejection fraction ≤35%.
Valve Surgery or Percutaneous Repair:
For patients with valvular disease contributing to HF (NHS, 2024).
Left Ventricular Assist Devices (LVADs):
Used as “bridge-to-transplant” or long-term therapy for end-stage HF.
Heart Transplantation:
Reserved for severe, refractory cases after optimisation of all other therapies (BHF, 2023).
5.4 Non-Pharmacological and Lifestyle Management
Dietary Advice:
Low-sodium, balanced diet rich in fruits, vegetables, and lean proteins.
Limit alcohol to ≤14 units per week (NHS, 2024).
Restrict fluid intake in severe HF to ≤1.5 L/day if recommended by specialist 
Physical Activity:
Participation in cardiac rehabilitation programmes improves exercise tolerance and mental wellbeing (HRI UK, 2024).
Vaccinations:
Influenza and pneumococcal vaccines reduce complications (NICE, 2023).
Smoking Cessation:
All patients should be referred to NHS Stop Smoking services.
Monitoring and Follow-Up:
Patients should be reviewed regularly in community HF clinics or GP-led monitoring programmes. Remote monitoring (telehealth) is increasingly used through the “Managing Heart Failure @ Home” initiative (NHS England, 2024).
5.5 Multidisciplinary Team (MDT) and Care Planning
A core principle of HF management in the UK is the multidisciplinary team (MDT) approach:
Specialist HF nurses lead titration clinics, home visits, and patient education.
Primary care teams coordinate chronic disease monitoring.
Pharmacists support medication optimisation and adherence.
Physiotherapists and dietitians deliver rehabilitation and nutrition support.
Social care staff coordinate community and home support (e.g., equipment, domiciliary care).
MDT coordination reduces readmissions, enhances adherence, and promotes holistic, person-centred care (NHS England, 2024).
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[image: ]Heart failure multidisciplinary care team (Source: NHS England, 2023 — https://www.england.nhs.uk) 
6. Theoretical Perspectives and Models of Care
To achieve better outcomes, health and social care professionals need to use evidence-based frameworks and models that guide chronic disease management and person-centred care.
6.1 UK Model: The NHS Long Term Conditions Model
The NHS Long-Term Conditions (LTC) Model (Department of Health, 2012; NHS England, 2019) provides a framework for proactive, integrated care based on self-management, community support, and partnership working. It was influenced by the Chronic Care Model developed in the US and adapted for UK services.
Key Components:
1. Supporting self-care: Encouraging patients to manage their own health through education and monitoring (e.g., daily weight, fluid restriction).
2. Disease management programmes: Nurse-led community HF clinics and structured rehabilitation.
3. Case management: Specialist teams for high-risk patients to prevent crises and admissions.
4. Information systems: Shared digital records, virtual wards, and telemonitoring.
The LTC model promotes person-centred, preventative, and integrated care. It aligns with NHS England’s Personalised Care Framework (2019), which highlights choice, empowerment, and co-production.
6.2 International Model: The Chronic Care Model (CCM)
Developed by Wagner et al. (1998) and widely implemented worldwide, the Chronic Care Model is based on six elements that improve outcomes for people with long-term conditions:
1. Health system organisation: Supportive leadership and prioritisation of chronic care.
2. Community resources: Involving social care, voluntary, and community sectors.
3. Self-management support: Structured education and empowerment.
4. Delivery system design: Multidisciplinary and team-based approaches.
5. Decision support: Evidence-based guidelines integrated into practice.
6. Clinical information systems: For tracking and proactive care.
When adapted for heart failure, the CCM has been shown to reduce hospitalisation rates by up to 30% (Bodenheimer et al., 2020).
Example Image:
The Chronic Care Model (Source: Wagner et al., 1998; image: ResearchGate, 2023)
6.3 Comparative Evaluation
Aspect NHS LTC Model (UK) Chronic Care Model (International)FocusIntegrated care & self-management within NHS	Global multidisciplinary systems.Setting Primary & community care in UK ICSs.International health systems Strengths	Emphasises personalised care and digital integration Proven reduction in hospitalisations Limitations Uneven local implementation Resource-intensive and context-dependent
Both frameworks encourage person-centred, preventative, and collaborative care, moving away from reactive, hospital-based management. For heart failure, integration between primary care, cardiology, and social care is essential for sustainable improvement.
Example Image:
UK Long-Term Conditions Model Framework (Source: NHS England, 2019)
6.4 Application to Heart Failure Practice
In UK practice, these models underpin services such as:
Heart Failure Virtual Wards: Remote monitoring and early intervention reduce readmissions (NHS England, 2024).
Specialist HF Nurse Programmes: Improve medication adherence and self-care (British Society for Heart Failure, 2024).
Community Integration: Joint working between Integrated Care Systems (ICSs), social services, and voluntary organisations such as the British Heart Foundation.
7 Policy and Political Agendas: Local and National Implementation
The management of long-term conditions like heart failure is strongly influenced by national policy frameworks, public health strategies, and local Integrated Care System (ICS) initiatives. These policies aim to improve outcomes, reduce inequalities, and deliver sustainable, person-centred care.
7.1 National Policies and Frameworks
The NHS Long Term Plan (2019–2029)
The NHS Long Term Plan sets the overarching strategy for improving outcomes in cardiovascular disease (CVD), including heart failure. Its main goals include:
Preventing 150,000 heart attacks, strokes, and dementia cases over ten years.
Expanding specialist heart failure teams in community and hospital settings.
Strengthening primary care networks (PCNs) to provide continuity of care.
Increasing use of digital technology and telemonitoring (NHS England, 2019).
This plan marks a shift from reactive to proactive care, emphasising prevention, earlier diagnosis, and community-based support.
NICE Guidelines (NG106, 2018; Updated 2024)
NICE provides evidence-based standards for diagnosis, pharmacological therapy, and holistic management. Key recommendations include:
Natriuretic peptide testing (BNP/NT-proBNP) for early diagnosis.
Echocardiography for confirmation.
Multidisciplinary team management.
Annual reviews and lifestyle advice.
NICE quality standards (QS103, 2023) ensure consistency across NHS services and promote patient-centred care.
The NHS Cardiovascular Disease (CVD) Prevention Programme
This programme, launched in 2021, integrates primary care screening for hypertension, atrial fibrillation, and cholesterol management to reduce heart failure incidence. It aligns with Public Health England’s “Healthy Hearts” initiative.
Health and Social Care Act (2012) and Integration Reforms
The Act encourages integrated commissioning and joint working between NHS, local authorities, and voluntary organisations. In 2022, this approach was formalised through the establishment of Integrated Care Systems (ICSs), designed to coordinate local cardiac and heart failure services (DHSC, 2022).
End of Life Care Strategy (DHSC, 2023)
This strategy mandates access to palliative care for people with advanced heart failure, focusing on dignity, comfort, and shared decision-making during the final stages of illness.
Local and Regional Implementation
At local level, ICSs and NHS Trusts have adopted innovative programmes:
Greater Manchester Heart Failure Pathway (2023): Combines specialist outreach teams and digital monitoring to reduce hospital admissions.
Tower Hamlets (London) HF Service: Integrates social care, pharmacists, and community nursing to manage complex cases.
Leeds CVD Strategy (2024): Targets deprived communities with education, prevention, and early detection initiatives.
These reflect how national policy translates into local practice through collaboration, shared data systems, and public health partnerships.
7.2 Political Influences and Future Direction
Heart failure policy is shaped by broader political priorities, such as the NHS’s triple aim — improving population health, enhancing experience, and ensuring financial sustainability.
Recent political focus on preventive healthcare and digital transformation has accelerated use of virtual wards, remote monitoring, and AI-supported risk prediction tools (NHS AI Lab, 2024).
Post-pandemic reforms have also highlighted the importance of addressing health inequalities — a priority reinforced by the Marmot Review (2020). Policies increasingly promote equitable access to diagnostics, rehabilitation, and palliative care across all communities.
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Integration of heart failure care across NHS and social care pathways (NHS England, 2024 — https://www.england.nhs.uk)
8 Person-Centred Care, Self-Management, and End-of-Life Considerations
8.1 Principles of Person-Centred Care
Person-centred care (PCC) places the individual at the core of all decision-making. It is a fundamental principle of modern healthcare, embedded in NHS Constitution (2015) and Care Act (2014).
For heart failure, PCC involves:
Respecting individual preferences, values, and goals.
Empowering self-management through education and shared decisions.
Integrating physical, emotional, and social support.
NICE (2023) recommends personalised care plans that address medication, lifestyle, psychological wellbeing, and social needs — regularly reviewed with patients and carers.
8.2 Supporting Self-Management
Effective self-management reduces hospitalisations and improves quality of life. According to BHF (2023), patients who actively manage their condition report higher confidence and better symptom control.
Strategies Include:
1. Education and Health Literacy: Understanding medication, fluid balance, and symptoms of decompensation.
2. Daily Monitoring: Weight and blood pressure checks to detect fluid retention early.
3. Medication Adherence: Simplified regimens and pharmacist support reduce errors.
4. Lifestyle Adjustments: Balanced diet, physical activity, and avoiding triggers such as excess salt and alcohol.
5. Digital Tools: Apps like “MyHF Care” and “BHF Heart Matters” offer tracking and educational resources.
6. Peer and Community Support: Involvement in local heart failure groups or online forums promotes motivation and reduces isolation.
Community heart failure nurses play a crucial role in facilitating these strategies, often using the “teach-back” method to ensure understanding.
8.3 Role of Carers and Family Support
Carers provide essential emotional and practical support. The Care Act (2014) recognises their right to assessment and support services.
Health professionals should engage carers in care planning, provide training (e.g., recognising fluid overload), and offer respite or counselling services when needed (Tower Hamlets JSNA, 2023).
8.4 Palliative and End-of-Life Care
Heart failure has an unpredictable trajectory, with periods of stability and sudden decline.
Palliative care should be integrated early in the disease pathway, not just at the terminal stage (NICE QS103, 2023).
Key Aspects:
Advance Care Planning (ACP): Discussing patient wishes, preferred place of care, and Do Not Attempt Resuscitation (DNAR) orders.
Symptom Control: Optimising medication for breathlessness, anxiety, and pain.
Coordination Across Services: GPs, community palliative teams, and HF specialists must collaborate.
Bereavement Support: Families should be offered follow-up after death to reduce psychological distress.
The Gold Standards Framework (GSF, 2022) supports systematic identification and care coordination for patients nearing end of life.
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Heart failure trajectory and palliative integration (Source: GSF Centre UK, 2023 — https://www.goldstandardsframework.org.uk)
9 Recommendations for Service Improvement
Drawing from the evidence and policy frameworks, the following recommendations can strengthen heart failure management within the UK’s health and social care landscape:
1. Expand Early Diagnosis Initiatives:
Universal access to natriuretic peptide testing in primary care.
Improved referral pathways to cardiology.
2. Enhance Multidisciplinary Integration.
Mandatory heart failure specialist nurse in every primary care network (PCN).
Closer liaison between cardiology, social care, and community support.
3. Strengthen Education and Digital Literacy:
Incorporate heart failure self-care modules into NHS Apps.
Promote digital inclusion for older adults through training sessions.
4. Address Health Inequalities:
Targeted outreach to deprived and ethnic minority communities.
Tailored public health campaigns on hypertension, diet, and activity.
5. Invest in Research and Innovation:
Support clinical trials for novel therapeutics and telemonitoring tools.
Integrate AI analytics for predictive risk modelling.
6. Improve End-of-Life Care:
Earlier palliative referral and ACP discussions.
Consistent implementation of GSF standards across ICSs.
10 Conclusion
Heart failure remains a significant long-term condition with complex clinical and psychosocial implications. Despite advances in pharmacological and device therapies, the burden of heart failure on individuals, families, and the NHS remains high.
A multidisciplinary, integrated, and person-centred approach is essential for improving outcomes. National policies like the NHS Long Term Plan and NICE guidelines provide a strong framework, but continued local adaptation, investment in workforce development, and emphasis on prevention are crucial.
Empowering patients through education, self-management, and shared decision-making, alongside equitable access to care and early palliative integration, represents the future of compassionate, effective heart failure management in the UK.
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CENTRAL ILLUSTRATION: Integrating Palliative Care Across the HF
Experience

| After heart failure (HF) diagnosis, initiate in tandem:

Traditional HF Managem Pi ry Palliative Care

Patient assessments: ’ Control pain and other symptoms
Medical and family histories,

physical exam, diagnostic tests,

patient-reported outcomes ‘\lr Assist with medical decision-making

and advance care planning

Predict and communicate

prognosis Assess and reduce emotional distress

and burden to patient and family

Choose therapy o

»

Coordination of care across patient's care team

Manage “trigger” events Promote improved quality of life

for patient and caregiver

Monitor progress as physical
function and quality of life declines & [HaEIH A e Care

Consider specialist involvement when problems
Q are especially complex or severe
(includes hospice care)

Kavalieratos, D. et al. J Am Coll Cardiol. 2017;70(15):1919-30.
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