

2










Student Name: Samina Kousar
Student Number: 2244901
Module Code: Community Care and Management of Longer-term Conditions
Module Title: LCHS7003
Lecturer’s Name: Dr Aishat Bakre
Assignment Title: Component 1 Information Booklet of Long- term Condition Management  




Table of Contents
Introduction	3
Overview, Prevalence and Aetiology of CHF	3
Impact of CHF on Individuals and Families	4
Physical Implications	4
Psychological Implications	5
Social and Financial Implications	5
Impact on Families and Informal Carers	5
Evidence-Based Treatment and Management Through the NHS	6
Theoretical Perspectives and Models for Improving Outcomes	7
UK Health and Social Care Policies and Implementation	8
National policy	8
Local implementation	8
Recommendations for Person-Centred Care, Self-Management and End-of-Life Care	9
Conclusion	10
References	11







[bookmark: _Toc242533199]Introduction
Chronic heart failure (CHF) is a long-term condition that can get worse over time and has symptoms such as breathlessness, tiredness and fluid retention. This is a major challenge for the health and social care system in the UK, as these patients need more care, which can involve their continued use of medication and specialist care. Cardiac rehabilitation is regarded as a high clinical and economic cost, with repeated hospital admissions and poorer health outcomes, due to the substantial clinical and economic burden of heart failure, as highlighted by the British Society for Heart Failure (BHF, 2024). Kinsey and Lee (2024) highlight the importance of early diagnosis, appropriate pharmacological treatment and multidisciplinary management for improved survival and hospitalisation. 
This booklet considers evidence-based and NHS treatments for CHF, healthcare models and national and local policy initiatives critically, with a view to reviewing them. It also considers the need for person-centred care, with treatment decisions around individual treatment needs, preferences and circumstances. In addition to physical effects, CHF can cause anxiety, depression, social isolation and loss of independence and place greater emotional and practical demands on family carers. Thus, a coordinated clinical approach to helping patients and their families cope with the disease and its treatment, and to enhancing their quality of life and outcomes, must be matched by psychological support, patient self-management education and appropriate palliative care. 

[bookmark: _Toc242533200]Overview, Prevalence and Aetiology of CHF
CHF is a state in which the heart fails to fill because of structural or functional defects or fails to eject the blood, resulting in inadequate blood flow or raised intracardiac forces. Patients will experience symptoms such as breathlessness, tiredness, ankle swelling, water retention, and decreased exercise capacity. Redfield and Borlaug (2023) identify heart failure with reduced ejection fraction (HFrEF) (left ventricular ejection fraction < 40%) and preserved ejection fraction (HFpEF) (left ventricular ejection fraction ≥ 50%). Natriuretic peptide levels and echocardiography are useful in the diagnosis, while clinical evaluation is required. CHF is a major international health problem, affecting 64 million people worldwide, and is responsible for a significant mortality rate of 50% or more in 5 years (WHF, 2021). Around 1 million people in the UK have CHF, making up 5% of all emergency admissions to hospital and using about 2% of the total budget of the National Health Service (NHS), mostly through preventable days in hospital and frequent readmissions (NHS, 2026).
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Figure 1: Heart failure admissions (England) HES inpatient data April 2019 to March 2020 (NHS, 2026)
Coronary heart disease and hypertension represent significant causative factors due to the damage done to the myocardium and the overload in pressure that affects cardiac function. In addition, diabetes, obesity, smoking and valve diseases represent other factors that increase the risk for heart failure due to metabolic disorders, vascular complications and cardiac load (Malone, 2024). Age is another contributing factor due to the build-up of cardiovascular injury and decreased physiological reserve. Nevertheless, CHF is often associated with chronic kidney disease, respiratory disease and frailty, which makes it challenging for patients to select appropriate treatment options (Agress et al., 2024). This issue is complicated by health inequalities, as deprived individuals may face difficulties accessing primary care, investigation and secondary medical care. Diagnosis delay results in aggravation of symptoms before treatment starts. Finally, HFpEF can be difficult to diagnose due to overlapping symptoms that are associated with obesity, lung diseases and age (Toth, 2021).

[bookmark: _Toc242533201]Impact of CHF on Individuals and Families
[bookmark: _Toc242533202]Physical Implications
The symptoms of CHF are breathlessness, tiredness, and swelling of the legs and feet, which restrict walking, bathing, everyday activities and household chores. The National Heart Failure Audit (UK) also documents early mortality and repeated hospital attendance, indicating that a significant number of patients suffer from symptoms beyond the first treatment (NHS, 2010). Rehabilitation can enhance functioning and facilitate self-care, but frailty, renal disease and chronic lung disease may limit exercise and may make diuretic titration more difficult, as per Osadnik et al. (2023). The resulting muscular atrophy and exercise intolerance lead to repeated hospitalisations, causing a vicious cycle of emergency hospitalisations, leading to greater physical deconditioning. On the other hand, physical rehabilitation is recommended to enhance functional status, while adherence to the condition is known to be poor in clinical cohorts in real-world settings (Sumner et al., 2023).
[bookmark: _Toc242533203]Psychological Implications
Psychological morbidity in CHF is ubiquitous, and anxiety and depression can be clinically established in as many as 40% of patients (Tsabedze et al., 2021). The unpredictable course of the disease causes extreme existential insecurity and anxiety about the possibility of sudden death, leading to a significant impact on health-related quality of life, as highlighted by Agarwal et al. (2022). Psychological interventions, including cognitive behavioural therapy (CBT), have also been found to be effective in reducing psychological distress, but this may be complicated by continued physiological symptoms. Importantly, somatisation, such as dyspnoea as a visual symptom, is a trigger for panic cycles, and this makes it difficult to separate psychological pathology from bodily distress. Additionally, Marx et al. (2023) provide evidence that untreated depression increases the risk of nonadherence to complex self-care plans and of all-cause mortality by two times, highlighting that psychological distress is a potentially direct contributor to poor clinical outcomes.
[bookmark: _Toc242533204]Social and Financial Implications
The social restrictions and financial burden for people affected by CHF can be significant, such as reduced physical abilities, and often result in early retirement or a reduction in working hours, resulting in a significant loss of income (McHorney et al., 2021). Kaufman et al. (2024) also highlight that the monetary cost is not limited to lost wages, as it also includes out-of-pocket travel expenses due to frequent medical visits and increased home energy expenses for temperature regulation. Despite attempts by social prescribers in the NHS to link people with welfare services and other sources of help, as pointed out by Needham and Hall (2023), there exist too many difficulties, such as red tape and fragmentation of social care commissioning, which prevent people from receiving sufficient financial assistance.
[bookmark: _Toc242533205]Impact on Families and Informal Carers
Family members and informal carers form the backbone of the long-term management of CHF, and can be physically, emotionally and economically affected. Informal carers perform complex nursing activities but do not receive formal education or professional support to do these tasks, according to Predebon et al. (2021). This surprising change of roles brings emotional and sleep disturbances and increased clinical burnout. Family-centred care frameworks have a good theoretical understanding of the importance of carer support; however, Sutcliffe et al. (2021) critique current health service and NHS personalised care systems in that they approach family members as resources rather than as those needing care.

[bookmark: _Toc242533206]Evidence-Based Treatment and Management Through the NHS
NICE NG106 recommends the "fantastic four" or "quadruplet" drug therapy for HFrEF: angiotensin-converting enzyme (ACE) inhibitors, evidence-based beta-blockers, Mineralocorticoid Receptor Antagonists (MRAs), and SGLT2 inhibitors (NICE, 2025). This combination can greatly decrease cardiovascular mortality and hospitalisations for heart failure, as shown by Bauersachs (2021). Chen et al. (2026) counter that the clinical reality of quadruple therapy is that renal toxicity, symptomatic hypotension, hyperkalaemia and polypharmacy are commonly encountered, which often means that many patients are not optimally treated for drug titration. Loop diuretics are important for symptom control and decongestion; however, Agarwal et al. (2025) have disagreed with the use of diuretics alone for prognosis with survival benefit, because they believe these diuretics can lead to deterioration in renal function. 
Complementary role of nonpharmacological strategies in stabilising a disease. Exercise-Based Cardio Rehabilitation (XCR) can increase physical capacity and health-related quality of life and decrease overall hospital readmissions (Alston, 2026). However, Taylor (2026) argues that the need to transport frail or elderly individuals to the rigid, traditional programs for rehab will not stimulate participation, and a flexible rehab program based in their home environment will be more effective. Similarly, with diet planning, the excessive intake of sodium and fluid needs should be targeted while avoiding unnecessary restriction. However, smoking is detrimental to the cardiovascular system, and advised vaccinations can prevent infections that could lead to decompensation (Ahmadi et al., 2022). Therefore, a balance between general guidelines for comorbidities, nutrition, and individual circumstances is necessary in the delivery of evidence-based care. 
Regular specialist monitoring and linked care pathways are needed for optimisation of long-term management. Diagnostic accuracy and disease monitoring are accomplished through serial echocardiogram and blood level measurements of NT-proBNP. Within Multidisciplinary Teams (MDTs), Heart Failure Specialist Nurses (HFSNs) provide the backbone of care in the community. Despite the fact that nurse-led titration clinics significantly reduce the rate of emergency hospital readmissions, there are regional inequalities in the UK due to the availability of nurses (Scollan-Koliopoulos, 2025). Moreover, remote telemonitoring and virtual wards promote self-management practices by allowing the tracking of blood pressure, weight changes and other data on a daily basis. Meda and Brennan-Davies (2026), though, argue that any benefit of remote monitoring lies with structured rapid clinical escalation pathways and not passive data collection.

[bookmark: _Toc242533207]Theoretical Perspectives and Models for Improving Outcomes
The NHS Comprehensive Model of Personalised Care is focused on improving the levels of shared decision-making, personalised care and support planning and supported self-management. NHS England (2019) states that personalised care helps people to have more choice and control over what's happening to their health, which is important for CHF since treatment needs to consider their symptom severity, comorbidities and preferences. Patients' knowledge and confidence can be raised through supported self-management interventions, which can support collaborative approaches to medication adherence and symptom recognition (Johansen et al. 2022). However, individual planning cannot be a standalone solution to shortages of staffing or disjointed follow-ups. Multidisciplinary management is important, as emphasised by McDonagh (2021); however, this will require adequate specialist nursing space and also available community services. The model, therefore, provides a useful structure for providing personalised CHF care, but its benefits stem from the action taken based on shared decision-making, rather than from the transfer of responsibility to the patient. 
The Chronic Care Model (CCM) Wagner developed is designed to improve outcomes through productive interactions between informed patients and proactive healthcare teams (Grudniewicz et al., 2023). It has six components including self-management support, delivery-system design, decision support, clinical information systems, and healthcare organisation/community resources. In the case of CHF, these principles aid in the provision of specialist nurse follow-up, medication optimisation, symptom monitoring and hospital-GP-community service liaison. Khatri et al. (2023) suggest that coordination of care across settings has an impact on decreased future healthcare use. The CCM does not independently prescribe the appropriate medication or escalation thresholds as the treatment pathway but rather offers an organisational structure for these (Alruwaili et al., 2026). To implement, it also needs interoperable records, trained employees, and community resources available. Thus, its capacity to decrease unnecessary admissions relies on its operational capacity and on reliable communication and meaningful engagement of patients. 
Both models advocate patient engagement and coordination, yet the focus varies. NHS England emphasises personal planning and empowerment of individuals, whereas Wagner pays more attention to redesign of healthcare systems to enable proactive management. Both are complimentary since personalisation ensures tailoring CHF management to patients’ needs, whereas the CCM offers organisational tools for ensuring reliable follow-ups. The idea of shared decision making and self-management is endorsed by Montori et al. (2023), whereas the importance of coordination during transitions is highlighted by Khatri et al., (2023). However, neither model is certain to reduce admissions without sufficient capacity of specialists, good communication and services available in communities. Furthermore, self-management might not be appropriate for patients with cognitive problems, frailty, and poor health literacy if no help from professionals and carers is available.

[bookmark: _Toc242533208]UK Health and Social Care Policies and Implementation
[bookmark: _Toc242533209]National policy
A combined effort of the NHS Long Term Plan, National CVD Strategies, and NICE Guidelines NG106 seeks to achieve good results in managing heart failure through early testing, quick referrals, and integration of the community in the care process (England, 2023; NICE, 2025). Cardiovascular disease (CVD) prevention and earlier diagnosis and better management, including improved detection of undiagnosed heart failure and more specialist care (GOV.UK, 2026), are priorities in the NHS Long Term Plan. It aims to have a clinical impact on cutting the increasing rates of heart failure admissions to English hospitals and underscores the importance of moving the management of heart failure away from hospital care and towards prevention and community management.
NICE guideline NG106 suggests that diagnostic assessment should be performed, including echocardiography and evidence-based treatment, and NICE quality standards outline the expectations for consistent care (NICE, 2025). However, Taylor et al. (2020) state that the guidance does not ensure provision, as specialist capacity is limited and waiting times to get to diagnostic cardiac imaging, such as an echocardiography, can be long, and personnel can be in short supply. The NHS England CVD prevention recovery plan confirms action to mitigate CHF burden and do better in improving cardiovascular prevention and clearing service backlogs; however, prevention is not enough for everyone affected by CHF (GOV.UK, 2026). Measurable local targets, adequate funding and audit of treatment access, readmissions and inequalities are therefore essential for effective implementation.
[bookmark: _Toc242533210]Local implementation
The national cardiovascular priorities are being realised in the region through the Cheshire and Merseyside Integrated Care System (ICS) and Greater Manchester's integrated health and social care arrangements. The population-health approach is the basis for coordinating prevention, primary care and hospital services in Cheshire and Merseyside (NHS, 2023). Similarly, devolution in Greater Manchester promotes working together between NHS organisations, councils and community services (GOV.UK, 2026). NHS England's National Heart Failure Audit offers a valuable indicator of the effectiveness of these arrangements for specialist referral, evidence-based treatment and post-discharge follow-up (NHS, 2009).
Regional partnership structures, however, are insufficient to demonstrate better CHF outcomes. It is difficult to isolate improvements due to specific initiatives as there are no comparable local data on diagnostic delays, medication optimisation, readmissions and mortality. The King's Fund outlines the opportunities and governance issues arising from Greater Manchester's devolution arrangements (The King’s Fund, 2015). Restrictions to access may still exist due to shortages of workforce, specialist-nurse provision unevenness and digital exclusion, especially for deprived and older people. In both systems, there is a need for clear outcome reporting, well-funded community teams, and non-digital support to facilitate integration that leads to tangible outcomes. 

[bookmark: _Toc242533211]Recommendations for Person-Centred Care, Self-Management and End-of-Life Care
A person-centred approach to managing CHF starts with shared decision-making and an individualised care plan, based on the severity of symptoms, comorbidities, cultural preferences, health literacy and personal health goals. NICE guideline NG106 encourages patient engagement in decision-making about treatment, but for meaningful engagement, clinicians need to communicate the benefits of medications, any side effects, and the need for monitoring in accessible terms (NICE, 2025). Dennison Himmelfarb et al. (2023) support the idea that shared decision-making involves combining clinical evidence and patient preference; thus, family members should be involved, but not assumed to make decisions. 
Self-management should encompass identification of changes in breathlessness, oedema and fatigue, and awareness of prescribed medications and agreed escalation. Effective self-care is defined as symptom monitoring and appropriate self-care responses to deterioration, according to Johnsson et al. (2023). Individualised advice on daily weight should be given to the patient regarding what weight gain or loss needs to be evaluated by clinical contact. Written guidance needs to clearly indicate who should be alerted urgently, not leave patients to self-interpret. Education needs to be reiterated during consultations, as cognitive decline, health literacy and the use of complex drug regimens may compromise adherence. 
Advances in integrated care need to integrate GPs, cardiologists, heart failure specialist nurses, pharmacists and other community services, all collaborating through shared care plans and timely discharge communication. Ahmed et al. (2024) found that for some patients with HF, structured remote patient management had beneficial effects, linked with technology for clinical review and escalation. However, it should work alongside face-to-face care, as remote monitoring should not be a replacement for it, as frailty, digital exclusion and poor connectivity can limit participation. Services should offer follow-up and accessible alternative services, and have a clear process for reviewing alerts on the phone. 
Psychosocial wellbeing and needs of the caregiver must be assessed routinely, not just when in crisis. Rashid et al., (2023) linked depression to increased adverse heart failure (HF) outcomes, justifying screening and referral for psychological support. Caregiver strain should also be evaluated, as should employment pressures and willingness to provide care, and where available, social prescribing, carer assessments and respite support should be provided. This acknowledges that family involvement can help people manage their condition, but that it is not a replacement for services. 
Palliative care should be started based on symptom burden and patient needs and should not be limited to the last stages of life. The use of palliative care in advanced heart failure care resulted in better quality of life and decreased anxiety and depression (Allcroft et al. 2025). Respectful, sensitive, revisable discussion of place of care, resuscitation preferences, future hospitalisation and treatment priorities in advance care planning. Integrating palliative specialists with cardiology services enables ongoing palliative care for symptom relief and psychosocial support, while continuing to provide the best disease-modifying care while maintaining a person's dignity and independence as their CHF develops. 

[bookmark: _Toc242533212]Conclusion
CHF is a chronic progressive clinical state that is characterised by breathlessness, tiredness, fluid retention, repeated admissions to hospital, and a higher risk of death. The impact of its consequences is not only physical but also psychological, affecting independence, family relationships and financial security. Such effective management demands more than just medications. A combination of personalised care based on patients' clinical symptoms and comorbidities, their preference for treatment plans, and capacity for self-care, with evidence-based pharmacologic therapy, appropriate diuretics, and cardiac rehabilitation combined with regular clinical review. 
Supporting patients to notice when they fall ill, to track relevant symptoms, and to seek timely medical attention can help prevent avoidable complications, but these tasks must be realistic for patients with frailty, cognitive impairment or limited social support. Standards nationally and clinical guidance can be set, but this is heavily reliant upon local services that are available and the level of staffing, as well as the effective working relationship between primary care, specialist heart failure teams and community services. Including family members in treatment decisions and introducing early discussions about palliative care in caring for patients with their consent can mitigate stresses for caregivers, inform patient decisions and not compromise dignified treatment.
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