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Introduction
What is heart failure?
Heart failure (HF) is a highly prevalent syndrome, which occurs when the heart
becomes too weak or stiff to pump enough blood to meet the body’s needs.1
People with HF experience various physical and emotional symptoms such as shortness
of breath, extreme fatigue, swelling (especially of the lower limbs and abdomen),
sleeping difficulties, chest pain and depression.2 Symptoms are often severe and people
with HF describe it as life-changing, with a huge physical and psychological burden
limiting routine aspects of everyday tasks such as climbing stairs, showering, shopping
and cooking.3-5
Consequently, many people with HF report a poor quality of life, which is associated
with high hospitalisation and mortality rates.2 Quality of life and survival in HF are
worse than in many common forms of cancer.6 7

What is the burden of heart failure?
One in five people can expect to be diagnosed with HF at some point in their
lives.8 There are currently around 64 million people living with HF worldwide,9 with a
prevalence in Europe and North America (US and Canada) estimated at about 2% of the
population.1 10‑12 Patterns of population ageing and lifestyle and behavioural risk factors
suggest that the number of people living with HF will rise.11 13
Despite significant medical advances in the
diagnosis and management of HF, it remains
a leading global healthcare challenge. The total
global economic cost of HF was estimated in 2012
to be USD $108 billion every year, of which direct
costs accounted for approximately $65 billion and
indirect costs $43 billion (Figure 1).14 Hospitalisations
and inpatient care account for up to 87% of spending
associated with HF,15 and the syndrome is a leading
cause of hospitalisation in the US and Europe,
accounting for 1–2% of all admissions.16
Yet general awareness of HF and its impact
remains low. Understanding of HF must therefore
be improved among the public, healthcare
professionals and decision-makers to overcome
long‑standing policy inertia.

Figure 1. Global economic cost of heart failure, 201214
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Heart failure and the policy agenda
In 2011, the United Nations (UN) held a meeting on the prevention and control
of non-communicable diseases (NCDs), which included cardiovascular diseases.
This meeting led to the development of the NCD Global Monitoring Framework,
which would enable global tracking of progress in preventing and controlling NCDs.
The framework set out an overarching target of achieving a 25% relative reduction in
overall mortality from NCDs by 2025.17 In 2013, in the wake of the first UN Global Summit
on NCDs, governments around the world committed to reducing premature mortality
due to NCDs by one third by 2030.18 This goal was later integrated into the UN Agenda
for Sustainable Development, with Sustainable Development Goal 3.4 focusing on
reducing mortality from NCDs and achieving universal health insurance for all.19
Reducing the burden of HF is essential to achieving these goals. Despite improvements
in treatment and care in the past two decades, the burden of HF remains high. HF is
the most common cause of hospital admission in people over the age of 65 and the
most common cause of unplanned admissions for all age groups.13 20 In some European
countries, mortality from HF is higher than from several common cancers in both men
(prostate and bladder cancer) and women (breast cancer).6 In 2014, a study in France
found that the survival rate for people after hospitalisation with HF was 89% at one
month, 71% at one year and 60% at two years.21
Indirect societal costs and productivity losses from HF are substantial. Direct annual
costs for HF have been estimated as USD $21 billion in the US, $7.8 billion in Japan,
$5.3 billion in Germany, $4.3 billion in France and $3.2 billion in the UK (Figure 2).14
The economic impact of HF is compounded by significant indirect costs, mostly owing
to the demands on partners or other family members to provide care.22 23 Indirect
costs also relate to lost productivity of people with HF, and use of sickness benefits or
welfare schemes. Working-age people with HF may struggle to return to employment,
for example where there is stress, a requirement to stand for long periods or heavy
physical work.24 In Denmark, data from 1997–2012 show that one in four people did not
return to work in the year following their first hospitalisation for HF.25 HF is more likely to
reduce people’s workforce participation than asthma, diabetes, coronary heart disease or
osteoarthritis.11
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Figure 2. Estimated direct annual costs of heart failure in five countries, 201414
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Awareness and recognition of HF are still too low among decision-makers and the
wider public. Few members of the general public appear to understand the symptoms
and seriousness of HF: a recent survey across several countries found that more
than half of respondents were unable to correctly identify the definition of HF among
a list of definitions of cardiovascular diseases, and only 11% recognised that half of
people with HF die within five years of their diagnosis.9 Of particular concern is that
many policymakers may not grasp the scale of mortality arising from HF in their
societies, nor the major role of HF in driving hospital admissions. Roughly one third of
policymakers believed accidents were the number one reason for avoidable hospital
admissions in their country; only 12% correctly identified the number one reason as HF.9
Only 4% of policymakers recognised that as much as 87% of government spending
on HF is associated with hospitalisations.
To date, HF has received little strategic attention from governments. Poor recognition
of HF among decision-makers and the wider public appears to translate into its low
prioritisation in long-term national healthcare plans and policies, and few countries
have generated strategic plans to better manage HF and improve patient outcomes.26
In addition, other cardiovascular or NCD policy initiatives typically neglect HF, despite its
relevance.27-30 Partly as a result, HF care typically remains beset by chronic shortages
of specialists, diagnostics, rehabilitation and other services, and people living with HF
experience significant barriers to achieving guideline-based care and management.11 26
Now is the time to act – we have effective, evidence-based care models in HF,
suitable for long-term mainstream implementation, which must be applied without
delay. High-level government strategies and plans should commit to delivering on clear
goals to reduce avoidable hospitalisations and improve outcomes for people living with
HF, not least by readying workforce and organisational structures to consistently provide
HF disease management approaches in the non-acute setting. Improving knowledge
of HF among national officials and the public is likely to be a vital first step in prioritising
this population in decision-making.

Reducing hospitalisations in heart failure: an offer policymakers cannot refuse // 7

Reducing hospitalisations
in heart failure: an offer
policymakers cannot refuse
HF is not only a major driver of hospitalisation
and bed days, but also a leading opportunity
to reduce preventable admissions. It has been
identified by the Organisation for Economic
Co‑operation and Development (OECD) as the
leading cause of preventable hospitalisations
in Europe, followed by chronic airway diseases,
diabetes and hypertension (Table 1).31 The scale
of opportunity is compelling. For example, a World
Health Organization (WHO) expert panel in Germany
estimated that of 381,000 annual admissions for
HF, 64% were preventable, equivalent to 246,000
hospitalisations per year in Germany alone
(Figure 3).32 Similar findings were generated in an
expert panel exercise undertaken by the WHO in
Portugal.33

Figure 3. Heart failure hospitalisations in Germany32
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Hospitalisations are the dominant driver of healthcare costs in HF. The financial
burden of HF is significant,34 35 and hospitalisations and inpatient care account for up
to 87% of HF health costs.9 15 In 2015, there were over 1.7 million hospital admissions
for HF in the European Union alone, with a mean duration of 9.5 days (Table 1).31
The average length of stay for a person with HF is longer than that for people with
chronic airway diseases, diabetes or hypertension.31 Political urgency also arises from
the need to mitigate expected future increases in demand. In the UK, for example, HF
hospital admissions have been projected to rise by 50% between 2010 and 2035,13 36
making HF one of the fastest-growing causes of hospitalisation.37
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Table 1. Hospital admissions in the European Union for five chronic conditions, 201531
Heart
failure

Diabetes

Hypertension

Chronic airway
diseases*

Total

Admissions/discharges

1,749,384

800,303

665,396

1,438,841

4,653,924

% of all admissions

2.1%

1.0%

0.8%

1.7%

5.6%

Mean length of stay

9.5 days

8.5 days

6.9 days

6.6–8.9 days

8.1 days (avg.)

Total bed days

16,619,148

6,794,572

4,597,886

12,033,422

37,603,706

Proportion of all bed days

2.7%

1.1%

0.7%

2.0%

6.5%

* Chronic obstructive pulmonary disease, bronchiectasis and asthma
Source: OECD/EU 2018. Health at a Glance: 2018: State of Health in the EU cycle

Many hospitalisations can be avoided through proven models of best-practice
care. Leading models have been shown to reduce mortality and improve quality of
life,38-41 with studies showing reductions in hospital admissions and costs by as much
as 30%.42 For example, the introduction of a multidisciplinary heart failure service
spanning primary and secondary care in Barcelona, Spain reduced the risk of HF-related
readmissions by 14%.39 Similarly, in the Midlands region of England, the rate of hospital
readmission within three months was 67% lower among people seen in a rapid-access
specialist HF service than among those receiving standard care.43
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The comprehensive model
of heart failure care
The challenge in addressing HF is not a lack of best-practice models or proof
of their impact, but limits to their wider implementation. Several local models have
demonstrated a positive impact via the integration of care and more efficient use of
resources.11 Wider roll-out of these currently isolated best-practice care models would
improve care delivery and would benefit people with HF, healthcare systems and society.
Multidisciplinary care is the cornerstone of effective HF management. People living
with HF require an integrated package of care and support, including patient therapeutic
education and regular consultations to monitor symptoms, adjust medication and
assess the need for cardiac devices.1 44 Healthcare professionals are expected to work
in close coordination with one another and with the person with HF, with mutual respect,
effective communication and a clear division of responsibilities.45 46 This is especially
important when a person with HF transitions between care settings – for example,
on discharge from hospital, when ongoing cardiac risk and the lack of close medical
supervision may make them more vulnerable.11 47 Hospital readmission remains a
significant issue in HF, and the period of high vulnerability following hospital discharge
is a missed opportunity in terms of improving care and reducing the burden of HF.26
Person-centred discharge planning and discharge checklists are examples of best
practice in HF, with evidence of benefit in safely reducing length of stay.48 49
HF management programmes are widely recognised as the ‘gold standard’ care
delivery model.1 11 They typically aim to follow people with HF across phases of
care, from discharge planning through to long-term monitoring and patient support.
They should span primary and secondary care settings, as well as home-based
follow‑up.1 HF clinics are well-established hosts to HF programmes, often in an
outpatient capacity, and may integrate other key services such as diagnostics.41 50
For example, the Cardiauvergne model in France coordinates HF care and education
with the aim of improving quality of life for people living with the syndrome, while
reducing hospitalisation rates and healthcare costs.51 Similarly, the Catalan Health
Service and Barcelona Litoral Mar Integrated Healthcare Area developed a nurse-led
multidisciplinary HF care model that integrated care and reduced the risk of readmission
and death.52 Many more examples exist across Europe, with excellent prospects for
mainstream application. These include programmes to identify cardiac patients at high
risk of developing HF to prevent onset, such as the widely acknowledged STOP-HF
programme in Ireland.53

10 // Preventing hospital admissions in heart failure

Adaptations to HF programmes and clinics have also proven effective in terms of
clinical benefit and diversification of access across communities. These models
include part-time clinics, home visits, structured telephone calls and telemedicine
platforms.38 54 For example, adding a telemedicine component to the nurse-led
multidisciplinary HF care model in Spain has further reduced hospital readmission,
length of hospital stay at readmission, and cost per patient.38 In Denmark, telemedicine
models have reduced total healthcare costs by as much as 35% within one year,
primarily driven by a reduction in costs associated with hospitalisation.54 In Portugal,
the Centro Hospitalar Universitário Lisboa Norte in Lisbon has operated a telemonitoring
programme since 2017 for people with chronic HF who are considered at high risk
of hospitalisation. The programme has been shown to significantly reduce 12-month
hospitalisation, average number of days lost due to unplanned hospitalisation,
and mortality.55
Specialist nurses are fundamental to the success of most HF management
programmes. European guidelines recommend that HF specialists play a key role
in the management of HF from the point of hospital admission.1 However, continual
case leadership by cardiologists or HF specialist internists is usually unworkable due
to resource constraints, while general practitioners (GPs) typically face significant
pressures that may obstruct close observation of specialist guidelines.26 56 HF specialist
nurses are thus central to many of the leading clinic-based HF management
programmes with demonstrably improved outcomes.57-60 They can provide routine
monitoring, management and patient therapeutic education, and can run longer
and more individualised consultations than other healthcare professionals.26 45
Unfortunately, most countries do not have HF specialist nurses.26 Barriers include limited
funding for advanced nursing roles and a lack of formal accreditation of HF specialism,
mainly due to complex and lengthy national approval processes for new healthcare roles
and a lack of degree programmes. Ultimately, the underdevelopment of this role relates
to limited awareness among decision-makers of the benefits brought about by HF
specialist nurses.26
Timely access to guideline-recommended medications for HF is crucial to improve
patient outcomes. Studies show that deferral of core medications (typically defined as
angiotensin-converting enzyme inhibitors, beta blockers and aldosterone)1 comes with
a serious cost to patient survival. Deferring all three treatments, even in a person with
low-risk HF, increases the risk of death by roughly 12% per year.61 Regrettably, despite
promising evidence of high prescription of core medications in centres of excellence,62
performance in mainstream settings is more sobering. Here, core medications are
commonly under-prescribed, with insufficient reviews and changes to dosage.13
For example, in England and Wales, just over a half of people seen by an HF specialist
during hospital admission were prescribed all guideline-recommended medications
before discharge, and this rate drops to just a third of people in general wards.63
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Leading organisational and process elements of HF prevention and care are
often underused, despite having clear benefits. Essential elements of effective HF
programmes (such as integrated HF care pathways, referral protocols and supportive IT
systems) are often unavailable. Similarly, key diagnostics and telemedicine platforms are
often lacking.11 26
A recent analysis of 11 European countries identified the major policy barriers to
HF care and management. These include limited financial investment, reimbursement
restrictions outside of specialist settings, shortages of specialist staff and administrative
hurdles.26 64 It is crucial to understand that failure to implement an effective system of
HF care and management will test the limits of our healthcare systems, as well as social
and economic sustainability.

For more examples of best practice in heart failure across
Europe, explore the country reports from Heart failure policy
and practice in Europe, available at www.hfpolicynetwork.org
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Building resilience and
sustainability in heart failure:
what does it mean?
The COVID-19 pandemic has tested health system resilience for HF. The pandemic
is known to exacerbate existing HF and is likely to drive an increase in the prevalence
of cardiac risk factors and conditions overall.65-69 This is due to both the pathology of
the infection itself and the massive disruption to services throughout the pandemic,
which has created a backlog of missed or delayed diagnoses and care around the
world.67 70-75 In England, for example, a survey of cardiac patients by the British Heart
Foundation found that the number of people who had to wait more than six weeks for
a diagnostic echocardiogram was nearly 18 times higher than before the pandemic.76
In addition, one third of people struggled to get the medications they needed, and 40%
had an elective procedure or test postponed or cancelled. This is of serious concern, as
patient outcomes in HF are highly sensitive to delays in diagnosis as well as uptake and
adjustment of key medications to the dose of maximum benefit.61 Recent commentary
thus points to significant growth in future demand on HF services, driven by a ‘hidden’
cohort of new cases as well as deterioration in people with pre-existing HF.77 78
Looking to the future, it will be important to ensure HF management programmes are
expanded and protected from the impact of other possible crises. While the COVID-19
pandemic will continue to require significant political attention, governments must
remember that HF remains a leading cause of hospital admissions in Europe. This has
been the case for many years and will continue long after COVID-19 has been contained.
The recommendations laid out in this section build on existing recommendations
made by the Heart Failure Policy Network to ensure the sustainability and
effectiveness of HF care in the long term. They can be utilised by national as well
as regional authorities and health experts to identify opportunities to improve the
management of HF, with a focus on building the sustainability and resilience of HF
services and the healthcare system as a whole.
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Health system governance
Formal plans and strategies
All governments should have a formal strategy on HF and the changing impact
it will have on healthcare systems and society. This should be developed in close
consultation with patient and clinical advocates, and include the modelling of future
demand and scenario planning for crisis adaptations. Strategies should set clear and
measurable goals for success. In particular, the safe reduction of hospital readmissions
should be a major strategic objective, indicating a sustainable approach to HF care.
Formal plans should also map and address historical barriers to the reorganisation
of care and points of failure in the care pathway, coordinating new central policy
directives and guiding new investment, innovation and enhanced capacity as required.
Low levels of awareness of HF among policymakers have, thus far, translated into
low prioritisation of HF in long-term national healthcare plans and policies. Targeted
messaging for decision-makers should include comparisons between the burden of HF
and better‑known conditions, such as cancer or type 2 diabetes.

Political oversight of performance
Governments will require centrally led, comprehensive audits if they are to fully
identify gaps, inequalities and opportunities for improvement. Comparable
performance data between localities are important for many reasons, including
transparency in reporting of performance, local feedback, accreditation or certification
of institutions, evaluation of new care models, determination of value-based pricing
and development of financial incentives. Decision-makers should commission robust
and public national audits of performance to ensure accountability to citizens on a range
of standardised indicators and to guide investment and incentives. Indicators should
include patient survival, hospitalisation, quality of life and experience. The Danish Heart
Failure Registry is a notable example: since its introduction in 2003, there have been
significant improvements in the delivery of guideline-based HF practice, which has
helped to reduce mortality within one year of diagnosis.79 80
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Health system financing
Reimbursement frameworks must encourage a shift in HF care from acute to
community settings, and from units or outputs of care to desired patient outcomes.
Decision-makers should incentivise providers to adopt best practices across the whole
care pathway. This should include rewarding acute providers for key patient outcomes –
such as reduced rehospitalisation rates – and high standards in guideline-recommended
elements of care, such as comprehensive discharge planning and specialist-led review
post-discharge. In England, for example, national pay-for-performance schemes
incentivise optimal HF care in hospital and community settings.81 Hospitals receive
incentive payments from the Best Practice Tariff scheme, a pay‑for-performance
initiative aimed at acute care, when they meet two criteria: they must submit at least
70% of their relevant data to the National Heart Failure Audit, and at least 60% of patients
recorded in the audit must receive specialist care.82
Reimbursement models should also seek to enable earlier diagnosis and more
robust ongoing care delivered in primary care settings. For example, testing of
natriuretic peptide (NP) levels, recommended in clinical guidelines to assist in the
diagnosis of HF, should be consistently reimbursed in primary care. This low-cost
test offers a valuable triage and patient assessment tool to HF care teams, not least
in an environment of social distancing and shortages of specialists. Equally, direct
referral by GPs to echocardiography can greatly speed up HF diagnosis and, therefore,
initiation of key treatments and interventions. Currently, however, variation in policies
for the reimbursement of NP testing across Europe forces significant deviation from
best‑practice recommendations.26 Overall, primary care providers could be better
incentivised to coordinate and deliver comprehensive HF care in the community.
This should involve HF specialists, such as cardiologists and nurses, as well as
pharmacists, dietitians, physiotherapists, psychologists, palliative care providers
and social workers.

Building resilience and sustainability in heart failure: what does it mean? // 15

Service delivery
HF specialist workforce accreditation
Governments should formally accredit and expand the HF specialist nurse role.
Several countries across Europe are facing a shortfall in the healthcare professionals
required for HF care, including specialists and primary care professionals. This may
act as a major brake on innovation, not least given the importance of such roles to
HF management programmes. In particular, HF specialist nurses can provide the
therapeutic education and close patient support that is central to many leading models
of self-management and telemedicine. Healthcare systems should therefore invest
in professional HF training for all healthcare professionals, and in building up clinical
delegation and specialism in the outpatient setting.
Formal accreditation of nurse specialism is crucial to the expansion of the HF
workforce. This greatly enables consistent and transferable skill sets, certifiable
professional development, and incentivisation via enhanced professional status,
which in turn support the policy case for higher remuneration. In an analysis of
11 European countries, the role of HF specialist nurse via accreditation programme
was only recognised in three countries: England, Germany and Ireland.26 Accreditation
criteria can be incorporated into postgraduate training programmes, which should be
formally recognised by regional and national healthcare systems and professional
societies. Accreditation of HF-specific centres (such as HF units) can also help deliver
high-quality HF care, as demonstrated in Denmark.80

National and regional guidance and care pathways
Governments should ensure each country and region has formally approved clinical
guidelines for HF and clear templates to guide local organisation of care. While
international guidelines are often adopted at the national level, translations and formal
approvals by relevant authorities can give vital clarity to local practitioners, as well as
allowing the option of adaptations for relevant national and regional differences. Local
HF pathways and decision-making protocols can help to operationalise guidelines
by setting out transparent clinical and procedural standards to clinicians, patients
and decision-makers, clarifying where roles and responsibilities lie. This should span
the whole diagnostic and care pathway, including interactions among all settings.
In addition, non-specialists such as GPs should receive accessible summaries of key
principles and standards relevant to their role, in recognition of the pressures and
realities of that setting.
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Medications and technology
Medications
Governments must ensure that core, guideline-based HF medications are routinely
prescribed and reviewed, and that people with HF are supported in understanding
and adhering to their medication. Success in this endeavour is essential to any
efforts aiming to reduce hospitalisations and improve patient outcomes.61 It is also
interdependent with many of the system elements described previously, for example
discharge and care planning with specialist input (in which prescription of guidelinebased medications is higher) and national audits (which can reveal unwarranted
variations in prescription practices). Of particular concern to medication adherence is
that patient therapeutic education and support is sporadic,26 83 and care centres and
patient groups are frequently left to develop their own education programmes and
materials.84 85 In Germany, for example, structured and evaluated therapeutic educational
programmes are not routinely available,86 while in Italy, people with HF and their carers
may lack the training to appropriately monitor their condition.6 In addition, in their
approaches with people with HF, clinicians may routinely overestimate the burden of
medication side effects and the balance of risk and benefit.61

Information systems and telemedicine
Governments must invest in integrated healthcare IT systems, ensuring that
comprehensive patient data in HF can be routinely shared between settings.
IT systems that apply to a wide range of care settings are essential in multidisciplinary
and integrated care. Such systems will offer much greater resilience and adaptability in
the face of crises such as the COVID-19 pandemic. They can also become a foundation
for national HF registries. Some European countries (such as Denmark and Belgium) are
in more advanced stages of developing collaborative IT systems, including electronic
health records.26 Overall, however, there is a need to invest in IT platforms that collect key
HF parameters, share information and enable collaboration and multidisciplinary working.
Telemedicine offers promise to expand outpatient services but will require adequate
preparation and lead-in times to ensure patient safety and effectiveness. Before 2020,
investment in telemedicine platforms for HF had not been a priority across Europe.87
However, the pandemic has acted as a major catalyst for rapid uptake across whole
systems,78 potentially leading to greater political will for the reimbursement of these
care models to continue. For telemedicine to reach its full potential, people living with
HF will require basic home equipment such as smartphones, tablets and blood pressure
monitors, and providers should promote (via principles of informed consent) the benefits
of implantable devices with data collation and transmission capabilities. People living
with HF will also require training and education to fulfil their role and give meaningful
informed consent to remote monitoring – which, as noted previously, often depends on
availability of clinical delegation in the non-acute setting, such as nurse specialism.
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Political support and public acceptability
Governments should launch awareness-raising exercises in HF at all levels.
People living with HF commonly report low understanding and a lack of suitable
information on the syndrome, its symptoms and risks.88 89 Awareness-raising efforts
should involve working closely with HF and cardiovascular disease patient advocates,
non-governmental organisations (NGOs) and professional groups to build awareness
of key symptoms, principles of treatment, and challenges of living with HF, to address
issues of fatalism and misunderstanding. This should include targeted messages for
healthcare professionals, people living with HF and the wider public, reflecting their
different concerns and interests.

FURTHER READING
Heart failure policy and practice in Europe26 (2020) aims to better equip and empower national
advocates across Europe with a clear picture of central leadership and overall performance in
terms of major pillars of health services, treatment and care. It provides a comprehensive analysis
of national policy issues in HF, key gaps in care and examples of best practice investigated in
11 European countries.
The handbook of multidisciplinary and integrated heart failure care11 (2018) makes a case for bestpractice multidisciplinary and integrated care throughout the care journey for the person living with
HF. It identifies key components of quality in HF care and the barriers to implementing best‑practice
care across Europe.
The handbook is built around five ‘pressure points’ along the care journey, including the clinical
management of HF. Each pressure point is summarised in the handbook and also has a dedicated
short report containing an overview of the issue, best practice, and case studies and reproducible
tools:
•

Pressure point 1: Presentation and diagnosis

•

Pressure point 2: Discharge planning and early follow-up

•

Pressure point 3: Clinical management

•

Pressure point 4: Patient empowerment and self-care

•

Pressure point 5: Advance care planning

The Spotlight series (2020) features evidence-based reports on topics at the forefront of debates
and challenges in the future of HF care. The reports highlight clinical challenges, policy issues,
patient needs and best-practice case studies to support meaningful and sustainable improvements
in care provision and research. The series covers five topics:
•

HFpEF: heart failure with preserved ejection fraction

•

Iron deficiency in heart failure

•

Telemedicine in ongoing heart failure care

•

Quality assessment in heart failure care

•

Hyperkalaemia in heart failure
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