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Title: Approaches Used Within UK Health, Social Care and Digital Health Services to Improve Outcomes for Adults Living with Heart Failure: A Scoping Review
[bookmark: _Toc243593867]Introduction
Heart failure is a complex long-term condition in which the heart is unable to pump blood effectively enough to meet the body’s needs. It represents a significant public health challenge within the United Kingdom and is associated with high levels of morbidity, mortality, healthcare utilisation, and reduced quality of life. Recent evidence suggests that approximately 920,000 people in the UK are living with heart failure, with around 200,000 new cases diagnosed annually. Furthermore, heart failure contributes to approximately 100,000 hospital admissions each year, placing substantial pressure on NHS resources and wider health and social care services (Health Innovation Network, 2025).
Heart failure prevalence continues to rise due to population ageing and increasing long-term conditions (NICE, 2025).
Contemporary approaches to heart failure management emphasise person-centred care, multidisciplinary working, patient education, and self-management support. The National Institute for Health and Care Excellence (NICE) recommends multidisciplinary collaboration between healthcare professionals to improve the diagnosis, management, and ongoing monitoring of adults with chronic heart failure. Such approaches aim to improve symptom control, reduce hospital admissions, enhance quality of life, and support patients to participate actively in decisions regarding their care (NICE, 2025).
In addition, digital health technologies are increasingly being integrated into heart failure services across the UK. Telemonitoring, electronic patient records, remote consultations, and virtual care pathways have been introduced to improve access to care, facilitate early intervention, and enhance communication between professionals and patients. These innovations support the NHS ambition to deliver more integrated, community-based, and digitally enabled services for people living with long-term conditions (NHS England, 2024; NHS England, 2025).
The importance of integrated care has also been highlighted within NHS policy. The NHS Long Term Plan advocates greater collaboration between health and social care organisations, increased delivery of care within community settings, and wider adoption of digital services to improve patient outcomes and reduce avoidable hospital admissions. Evidence suggests that integrated approaches can improve care coordination, continuity of care, and quality of life for individuals living with cardiovascular conditions, including heart failure (Department of Health and Social Care, 2019; NHS England, 2024).
This report presents a scoping review exploring the approaches currently used within UK health, social care, and digital health services to improve outcomes for adults living with heart failure. The review aims to identify key interventions, evaluate the evidence relating to their effectiveness, and examine their contribution to improving self-management, reducing hospital admissions, enhancing quality of life, and supporting integrated care.
[bookmark: _Toc243593868]Aim
To explore the approaches currently used within UK health, social care, and digital health services to improve outcomes for adults living with heart failure.
[bookmark: _Toc243593869]Objectives
· To identify current health, social care, and digital health interventions used to support adults with heart failure in the UK.
· To examine the role of multidisciplinary and integrated care approaches in heart failure management.
· To evaluate evidence relating to patient outcomes, including quality of life, self-management, hospital admissions, and continuity of care.
· To identify challenges and gaps in current practice and provide recommendations for future service improvement.
[bookmark: _Toc243593870]Methodology
[bookmark: _Toc243593871]Research Design
A scoping review methodology was adopted to explore approaches used within UK health, social care and digital health services to improve outcomes for adults living with heart failure. Scoping reviews are useful for mapping existing evidence, identifying key concepts and examining a broad range of literature relating to complex healthcare topics (Arksey and O'Malley, 2005; Munn et al., 2018).
[bookmark: _Toc243593872]Search Strategy
	Author(s) and Year
	Study Type
	Focus of Study
	Key Findings
	Theme

	Holland et al. (2005)
	Systematic Review
	Multidisciplinary interventions in heart failure
	Multidisciplinary care reduced hospital admissions, heart-failure-related admissions and mortality.
	Multidisciplinary Care

	Morton, Masters and Cowburn (2018)
	Review Article
	Multidisciplinary team approach to heart failure management
	Multidisciplinary care was identified as the gold standard model for heart failure management and emphasised coordinated care between healthcare professionals.
	Multidisciplinary Care / Specialist Nursing

	Essa et al. (2022)
	Observational Study
	Multispecialty MDT management of heart failure and comorbidities
	Multidisciplinary team interventions reduced hospital admissions, outpatient attendance and healthcare costs.
	Specialist Nursing / Integrated Care

	Yang et al. (2023)
	Systematic Review and Meta-analysis
	Integrated care interventions for chronic heart failure
	Integrated care programmes improved disease management and reduced hospital readmissions.
	Self-Management / Digital Health

	Iyngkaran et al. (2025)
	Umbrella Systematic Review
	Nurse-led and multidisciplinary self-management programmes
	Self-management interventions improved patient quality of life, self-care behaviours and reduced readmissions.
	Self-Management / Specialist Nursing



A literature search was conducted using CINAHL, MEDLINE, PubMed, Scopus and Google Scholar. Grey literature was also reviewed, including publications from NICE, NHS England and the Department of Health and Social Care. Search terms included combinations of heart failure, multidisciplinary care, self-management, specialist nursing, digital health and telemonitoring.
[bookmark: _Toc243593873]Inclusion and Exclusion Criteria
Studies were included if they focused on adults with heart failure, were conducted within the UK, examined health, social care or digital health interventions, and reported patient outcomes. Studies involving paediatric populations, non-UK settings or conditions unrelated to heart failure were excluded.
[bookmark: _Toc243593874]Data Analysis
Relevant information relating to study design, interventions and outcomes was extracted from the selected studies. Findings were analysed using thematic analysis (Braun and Clarke, 2006), resulting in four themes:
· Multidisciplinary care improves heart failure outcomes.
· Self-management supports independence and quality of life.
· Specialist heart failure nursing services improve continuity of care.
· Digital health and telemonitoring enhance access to care.
[bookmark: _Toc243593875]Ethical Considerations
As this review used publicly available literature and did not involve human participants, ethical approval was not required. Academic integrity was maintained through accurate citation and referencing of all sources.
[bookmark: _Toc243593876]Findings and Discussion
[bookmark: _Toc243593877]Theme 1: Multidisciplinary Care Improves Heart Failure Outcomes
Multidisciplinary care is widely recognised as one of the most effective approaches for managing chronic heart failure. Due to the complex nature of the condition, patients often require support from multiple healthcare professionals, including cardiologists, specialist heart failure nurses, pharmacists, general practitioners, social workers and allied healthcare professionals. This collaborative approach aims to provide holistic care that addresses both clinical and psychosocial needs while promoting continuity of care and reducing preventable hospital admissions (Morton, Masters and Cowburn, 2018).
Heart failure is associated with frequent hospital admissions, complex medication regimens and multiple comorbidities, all of which can negatively affect patient outcomes. Consequently, multidisciplinary teams are considered essential for coordinating treatment plans and ensuring effective communication between health and social care services. According to Morton, Masters and Cowburn (2018), multidisciplinary care is regarded as the gold standard model for delivering heart failure services because it allows patients to receive timely support from the most appropriate healthcare professional while promoting person-centred care.
Evidence supporting multidisciplinary care is substantial. In a systematic review of 74 clinical trials, Holland et al. (2005) found that multidisciplinary interventions significantly reduced all-cause hospital admissions, heart-failure-related admissions and overall mortality among people living with heart failure. The authors concluded that interventions involving healthcare professionals from multiple disciplines were more effective than traditional models of care, particularly when services included home-based support and follow-up.
Similarly, Yang et al. (2023) reported that integrated and multicomponent care models improved patient outcomes by enhancing communication between healthcare providers and strengthening continuity of care. Their meta-analysis demonstrated that coordinated care programmes were associated with reductions in hospital readmissions and improvements in long-term disease management. These findings support current NHS policy, which emphasises integrated care as a means of improving outcomes for individuals living with long-term conditions.
The role of specialist heart failure nurses within multidisciplinary teams is particularly significant. Specialist nurses provide patient education, medication monitoring, symptom assessment and ongoing self-management support. They also act as a link between primary care, secondary care and community services, thereby reducing fragmentation within the patient journey. Evidence from nurse-led and multidisciplinary programmes suggests that these services contribute to improved self-care behaviours, reduced hospitalisation and better patient quality of life (Iyngkaran et al., 2025).
Multidisciplinary care is especially beneficial for patients living with multiple long-term conditions in addition to heart failure. Research by Essa et al. (2022) demonstrated that monthly multidisciplinary team meetings involving cardiologists, heart failure nurses, pharmacists, endocrinologists, geriatricians and palliative care specialists resulted in significant reductions in hospital admissions, outpatient attendance rates and healthcare costs. The study highlighted how coordinated management of comorbidities contributes to more effective and efficient care delivery.
Current UK guidance strongly supports multidisciplinary management of heart failure. NICE recommends multidisciplinary working throughout the patient pathway to improve diagnosis, treatment and monitoring while supporting informed decision-making and patient-centred care (National Institute for Health and Care Excellence, 2025). Furthermore, NHS integrated care strategies encourage collaboration between healthcare providers, local authorities and community services to ensure patients receive coordinated support as close to home as possible.
However, despite the recognised benefits of multidisciplinary care, challenges remain. Workforce shortages, regional variations in service provision and increasing demand for heart failure services can limit access to specialist support. Furthermore, effective multidisciplinary working relies on strong communication systems and adequate resource allocation, which may not be consistently available across all NHS organisations (Morton, Masters and Cowburn, 2018).
[bookmark: _Toc243593878]Theme 2: Self-Management Supports Independence and Quality of Life
Self-management is recognised as a fundamental component of effective heart failure care and is widely promoted within UK health services. Heart failure is a long-term condition requiring individuals to actively participate in the management of their symptoms, medication, lifestyle choices and healthcare decisions. Self-management interventions aim to improve patients' knowledge, confidence and ability to manage their condition independently, thereby reducing hospital admissions and improving quality of life (National Institute for Health and Care Excellence (NICE), 2025).
People living with heart failure are often required to monitor symptoms such as breathlessness, fatigue and fluid retention while adhering to complex medication regimens and lifestyle recommendations. Effective self-management enables patients to recognise early signs of deterioration and seek timely intervention before symptoms worsen. According to NICE guidance, patient education and self-care support are essential aspects of heart failure management and should be incorporated throughout the care pathway.
Research demonstrates a strong relationship between self-management interventions and improved patient outcomes. Iyngkaran et al. (2025) found that nurse-led and multidisciplinary self-management programmes contributed to improvements in self-care behaviours, health-related quality of life and hospital readmission rates among individuals with heart failure. Their umbrella review highlighted the importance of structured education programmes that encourage patients to take an active role in managing their condition.
Similarly, multidisciplinary interventions frequently incorporate self-management education because patients who possess a greater understanding of their condition are more likely to adhere to treatment plans and engage with healthcare services appropriately. Holland et al. (2005) reported that programmes involving patient education, home monitoring and regular follow-up reduced hospital admissions and mortality rates among individuals with heart failure. These findings suggest that empowering patients through education can have significant benefits for both clinical outcomes and healthcare resource utilisation.
Self-management also contributes to patient independence and autonomy. Person-centred care emphasises the importance of involving individuals in decisions regarding their treatment and supporting them to maintain control over their health wherever possible. Through improved understanding of symptom management, medication adherence and lifestyle modification, patients may experience greater confidence in their ability to live with heart failure and maintain their daily activities. Morton, Masters and Cowburn (2018) argue that effective heart failure management relies upon collaborative relationships between healthcare professionals and patients, with self-management forming a central component of multidisciplinary care.
The role of heart failure specialist nurses is particularly important in facilitating self-management. Specialist nurses provide education regarding medication adherence, dietary recommendations, fluid management, physical activity and symptom monitoring. They also support patients in understanding when to seek professional assistance and help address concerns that may affect engagement with treatment plans. Evidence indicates that nurse-led interventions can improve self-care behaviours and reduce the likelihood of avoidable hospital admissions (Iyngkaran et al., 2025).
Integrated care approaches further strengthen self-management by ensuring patients receive consistent information and support across healthcare settings. Yang et al. (2023) found that integrated care models combining patient education, coordinated follow-up and multidisciplinary support were associated with improved long-term outcomes and reduced hospital readmissions. These findings suggest that self-management interventions are most effective when incorporated into broader systems of coordinated care.
Despite the recognised benefits of self-management, barriers remain. Some patients may experience difficulties understanding health information, managing multiple long-term conditions or accessing appropriate support services. Older adults with heart failure may also face challenges related to frailty, cognitive impairment and social isolation, which can affect their ability to engage fully in self-management activities. Health inequalities and differences in service provision may further contribute to variations in patient outcomes. Consequently, healthcare professionals must tailor self-management support to individual patient needs and circumstances (NHS England, 2024).
[bookmark: _Toc243593879]Theme 3: Specialist Heart Failure Nursing Services Improve Continuity of Care
Specialist heart failure nursing services are widely recognised as an essential component of effective heart failure management. Heart failure is a complex long-term condition that requires ongoing monitoring, medication optimisation, patient education and psychosocial support. Consequently, specialist heart failure nurses play a significant role in supporting patients across primary, secondary and community care settings. Current National Institute for Health and Care Excellence (NICE) guidance recommends that individuals living with chronic heart failure should have access to specialist multidisciplinary services, including specialist nurses, to support effective disease management and improve quality of life (NICE, 2025).
One of the primary functions of specialist heart failure nurses is to ensure continuity of care throughout the patient journey. Patients with heart failure frequently move between hospital and community settings, creating a risk of fragmented care and poor communication between healthcare professionals. Specialist nurses act as care coordinators, helping patients navigate services, facilitating referrals and ensuring treatment plans are consistently implemented. According to Morton, Masters and Cowburn (2018), specialist nurses are central members of multidisciplinary teams because they support communication between professionals and provide a consistent point of contact for patients and carers.
The transition from hospital to home is recognised as a particularly vulnerable period for people living with heart failure. Readmission rates are often highest during the weeks immediately following discharge due to deteriorating symptoms, medication errors or inadequate follow-up support. Specialist heart failure nurses help reduce these risks through discharge planning, follow-up appointments, home visits and telephone monitoring. Evidence from the systematic review conducted by Holland et al. (2005) found that multidisciplinary interventions involving specialist nursing support significantly reduced all-cause hospital admissions and mortality among patients with heart failure.
The importance of specialist nursing services aligns closely with current NHS priorities regarding integrated care and community-based service delivery. NHS England emphasises the need for joined-up health and social care services that support patients closer to home and improve continuity of care for people with long-term conditions. Integrated approaches involving specialist nurses have been shown to improve care coordination, reduce unnecessary hospital admissions and enhance patient experiences of care.
Despite these benefits, challenges remain in ensuring equitable access to specialist nursing services across the UK. Workforce shortages, increasing demand for cardiovascular services and regional variations in service provision may limit patient access to specialist support. Furthermore, differences in funding and resource allocation can affect the consistency of heart failure services between healthcare organisations (Morton, Masters and Cowburn, 2018).
[bookmark: _Toc243593880]Theme 4: Digital Health and Telemonitoring Enhance Access to Care
Digital health technologies are increasingly being incorporated into heart failure services to improve patient outcomes, enhance access to healthcare and support the management of long-term conditions. As the prevalence of heart failure continues to increase, healthcare providers are seeking innovative approaches to deliver efficient and patient-centred care. Digital interventions such as telemonitoring, remote consultations, electronic patient records, mobile health applications and virtual care pathways have emerged as important tools for supporting individuals living with heart failure. These technologies align with NHS priorities that promote digitally enabled healthcare, integrated services and community-based care delivery (NHS England, 2024; NHS England, 2025).
Telemonitoring is one of the most commonly used digital interventions within heart failure management. Telemonitoring involves the remote collection and transmission of patient health data, including weight, blood pressure, heart rate and symptom reports, allowing healthcare professionals to monitor patients without requiring face-to-face appointments. Early identification of deteriorating symptoms enables timely intervention, which may prevent emergency hospital admissions and reduce complications associated with heart failure. Holland et al. (2005) found that multidisciplinary interventions incorporating home monitoring and telehealth support were associated with reductions in hospital admissions and mortality among people living with heart failure.
Digital health technologies also play a significant role in improving patient self-management. Mobile applications and remote monitoring systems allow individuals to track symptoms, medication adherence, physical activity and lifestyle factors. By providing patients with greater access to health information and personalised feedback, digital tools can encourage active participation in disease management and improve self-care behaviours. Iyngkaran et al. (2025) suggest that digital interventions incorporated within nurse-led and multidisciplinary programmes can strengthen self-management capabilities and contribute to improved quality of life for heart failure patients.
Furthermore, digital health supports continuity of care by improving communication between patients and healthcare professionals. Electronic patient records enable healthcare providers across different settings to access consistent patient information, reducing duplication of services and improving care coordination. NHS England (2025) highlights electronic patient record workflows as an important component of future heart failure service development, helping to standardise care pathways and facilitate timely interventions for patients with chronic cardiovascular conditions.
Research has demonstrated the effectiveness of integrated digital and multidisciplinary care models. Yang et al. (2023) reported that multicomponent integrated care programmes incorporating digital monitoring and coordinated follow-up were associated with reduced hospital readmissions and improved disease management among patients with chronic heart failure. The authors concluded that digital technologies are most effective when embedded within broader systems of coordinated and multidisciplinary care rather than being used as standalone interventions.
Despite the benefits of digital health technologies, several challenges remain. Digital exclusion is a significant concern, particularly among older adults who may have limited digital literacy or restricted access to internet services and electronic devices. Concerns relating to data security, patient privacy and technological reliability may also affect implementation and patient engagement. Consequently, healthcare professionals must ensure that digital services complement rather than replace traditional models of care and that appropriate support is provided for those who are unable to engage with technology (NHS England, 2024).
[bookmark: _Toc243593881]Discussion
The findings of this review demonstrate that multidisciplinary care, self-management support, specialist nursing services and digital health interventions play important roles in improving outcomes for adults living with heart failure. These findings align with current NICE guidance and NHS policy, which emphasise integrated and person-centred approaches to long-term condition management (NICE, 2025; NHS England, 2024).
The evidence suggests that multidisciplinary care contributes to reduced hospital admissions, improved symptom management and lower mortality rates (Holland et al., 2005; Yang et al., 2023). This supports NICE recommendations that advocate coordinated care involving a range of healthcare professionals. Integrated working enables services to respond more effectively to the complex needs associated with heart failure.
Self-management was also identified as an important component of care. Studies highlighted that patient education and ongoing support improve confidence, self-care behaviours and quality of life (Iyngkaran et al., 2025). However, patients often require continuing professional support, suggesting that self-management is most effective when delivered within a broader system of coordinated care.
Specialist heart failure nurses were consistently identified as key contributors to continuity of care. Evidence suggests that specialist nursing services support discharge planning, symptom monitoring and care coordination, helping to reduce avoidable admissions and improve patient experiences (Morton, Masters and Cowburn, 2018). Nevertheless, regional variations in service availability continue to present challenges.
Digital health technologies were also shown to support improved access to care and earlier intervention. Telemonitoring and electronic patient records have the potential to improve communication and support self-management (Yang et al., 2023; NHS England, 2025). However, concerns regarding digital exclusion suggest that these technologies should complement rather than replace traditional care models.
Overall, the review highlights the value of integrated approaches that combine multidisciplinary care, specialist nursing support, self-management interventions and digital innovation. Continued investment in these areas may contribute to improved outcomes and quality of life for adults living with heart failure.
[bookmark: _Toc243593882]Conclusion
This review examined approaches used within UK health, social care and digital health services to improve outcomes for adults living with heart failure. The findings indicate that multidisciplinary care, self-management support, specialist heart failure nursing and digital health interventions all contribute to improved patient outcomes, including enhanced quality of life and reduced hospital admissions. These approaches align closely with current NHS and NICE priorities for integrated and person-centred care. However, challenges relating to workforce pressures, service variation and digital exclusion remain. Addressing these issues will be important in ensuring equitable access to effective heart failure services across the UK.
[bookmark: _Toc243593883]Recommendations
[bookmark: _Toc243593884]Practice
· Expand specialist heart failure nursing services.
· Strengthen multidisciplinary working across health and social care services.
[bookmark: _Toc243593885]Policy
· Increase investment in community-based and digital heart failure services.
[bookmark: _Toc243593886]Research
· Investigate the long-term effectiveness of telemonitoring and digital health interventions.
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