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Preface
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Heart failure is a global clinical challenge and a growing priority across healthcare systems. It is associated with high morbidity, frequent hospitalisation, complex comorbidities, and significant impact on quality of life. For nurses, heart failure presents not only a clinical condition to be managed, but a continuing journey of care that requires observation, interpretation, education, advocacy, and compassion.

The purpose of this book is to provide a practical and clinically relevant guide to heart failure nursing. It has been written for a broad readership, including students, newly qualified nurses, ward nurses, specialist nurses, community nurses, advanced practitioners, and educators. The intention has been to create a text that is accessible enough for those developing confidence in heart failure care, while also remaining useful to experienced professionals seeking a structured and practice-focused reference.

A central aim of this book is inclusivity across settings and across health systems. Heart failure nursing does not belong solely to specialist clinics or advanced tertiary centres. It takes place in emergency departments, acute medical wards, cardiology units, outpatient clinics, rehabilitation services, primary care settings, and patients’ homes. In some environments, resources are extensive; in others, care depends heavily on clinical judgement, prioritisation, and adaptability. This book has therefore been designed around principles and practices that are globally relevant rather than tied to one country, one guideline structure, or one service model.

The emphasis throughout is on practicality. Chapters focus on what nurses need to recognise, what they need to monitor, how they contribute to treatment and symptom management, how they educate patients and families, and how they support continuity of care across the trajectory of illness. The text also addresses special clinical situations, multidisciplinary working, supportive care, professional accountability, and quality improvement, all of which are integral to contemporary heart failure nursing.

This book does not aim to replace national or local guidance, nor does it seek to reproduce specialist cardiology texts. Instead, it aims to bridge knowledge and practice. It is intended as a companion to clinical work: a resource that helps nurses translate evidence and principles into safe, thoughtful, and patient-centred care.

If this book supports nurses in recognising deterioration earlier, educating patients more effectively, coordinating care more confidently, or approaching heart failure with greater clarity and assurance, then it will have fulfilled its purpose.

It is hoped that Heart Failure Nursing: Practical Insights will contribute meaningfully to nursing practice, education, and ultimately to the care of people living with heart failure around the world.


Taha Othmane
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PART I  – FOUNDATIONS 
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CHAPTER 1   The Scope of Heart Failure Nursing
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1.1.  Defining heart failure nursing
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Heart failure nursing is a specialised area of clinical nursing practice focused on the assessment, monitoring, education, coordination, and ongoing management of people living with heart failure across the full trajectory of illness (1,2). It encompasses care delivered in acute hospitals, cardiology wards, emergency settings, outpatient clinics, rehabilitation services, primary care, and community or home-based environments (1,3). The scope of heart failure nursing extends beyond task-based care and includes clinical judgement, symptom interpretation, risk recognition, support for evidence-based therapies, patient and caregiver education, and coordination with multidisciplinary teams (2,4).

The defining characteristic of heart failure nursing is its integration of physiological understanding with longitudinal, practical care. Nurses caring for patients with heart failure must recognise congestion, hypoperfusion, arrhythmia-related instability, adverse effects of treatment, and patterns of deterioration while also supporting adherence, self-care, and quality of life (1,5). This requires the ability to translate diagnostic and therapeutic plans into day-to-day clinical practice, particularly in patients with multimorbidity, frailty, polypharmacy, and fluctuating symptoms (2,6).

Heart failure nursing should not be understood narrowly as the role of a specialist nurse alone. Although specialist heart failure nurses have a critical function in advanced assessment, optimisation of therapy, transitional care, and service leadership, heart failure nursing is relevant at multiple levels of practice, including general nursing, acute care nursing, rehabilitation, ambulatory care, and community nursing (3,4). A broad definition is therefore essential for a textbook intended to support learners and practitioners across healthcare systems, because the nursing needs of patients with heart failure arise in nearly every part of the care pathway (1,7).

A practical definition of heart failure nursing is the application of nursing knowledge, clinical observation, therapeutic support, patient education, and coordinated care to improve outcomes for people with suspected, newly diagnosed, stable, worsening, or advanced heart failure (2,4). This definition is useful because it captures both the immediate and longitudinal dimensions of care. It also reflects the reality that nursing input remains central not only during episodes of acute decompensation, but also during chronic disease management, discharge planning, prevention of readmission, supportive care, and end-of-life care (1,5,8).

From a workflow perspective, heart failure nursing begins with recognition and does not end with discharge. It includes identifying symptoms and signs, monitoring response to treatment, escalating concerns appropriately, reinforcing treatment plans, educating patients and families, and facilitating continuity across settings (3,6). In this sense, heart failure nursing functions as both a clinical and coordinating discipline, linking medical management with the lived experience of patients and caregivers (4,7).
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1.2.  The significance of nursing in heart failure care
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The significance of nursing in heart failure care lies in the fact that heart failure is rarely managed effectively through medical prescription alone. It is a chronic, relapsing, and symptom-burdened syndrome that requires continuous observation, interpretation of clinical change, support for treatment adherence, education, communication, and coordination across multiple settings (1,2). Nurses are central to all of these tasks and therefore influence both immediate safety and long-term outcomes (3,4).

Heart failure is associated with high rates of hospitalisation, recurrent decompensation, functional decline, impaired quality of life, and substantial healthcare utilisation worldwide (1,5). Many of the factors that worsen outcomes—such as delayed recognition of deterioration, poor understanding of medicines, inadequate follow-up, unresolved congestion at discharge, and fragmented communication—are areas in which nursing practice has direct impact (2,6). This makes nursing not an adjunct to heart failure care, but one of its operational foundations (3,4).

The importance of nursing becomes particularly clear at clinical transition points. During acute deterioration, nurses are often the first professionals to detect worsening breathlessness, rising oxygen requirements, weight gain, hypotension, altered perfusion, or reduced urine output, allowing escalation before further instability occurs (2,5). During recovery and discharge preparation, nurses help assess readiness for transition, reinforce medication changes, identify barriers to self-management, and ensure that patients and families understand warning signs and follow-up plans (4,7).

Heart failure nursing is also significant because many core interventions in heart failure depend on sustained patient engagement rather than one-time treatment decisions. Adherence to diuretics, renin-angiotensin system therapies, beta-blockers, fluid and dietary advice, weight monitoring, and timely reporting of deterioration all require repeated explanation, reinforcement, and practical tailoring to the patient’s context (1,6,8). Nurses are uniquely positioned to deliver this support because they often have the most consistent contact with patients across episodes of care (3,4).

Evidence from heart failure services and nurse-led models of care has shown that structured nursing involvement can improve symptom monitoring, medication optimisation, education, self-care, continuity, and in many settings reduce rehospitalisation or improve composite outcomes (4,8,9). Although service configurations differ between countries, the underlying principle is consistent: outcomes improve when patients receive coordinated, informed, and responsive nursing care integrated with multidisciplinary management (3,4).

The significance of nursing is further amplified in patients with complexity. Older adults with heart failure frequently present with frailty, renal dysfunction, diabetes, atrial fibrillation, cognitive impairment, depression, and social vulnerability, all of which complicate treatment decisions and self-management (5,7). Nursing care is essential in balancing evidence-based treatment with tolerability, safety, daily functioning, and patient goals, particularly where rigid disease-focused approaches are insufficient (2,6).

At a systems level, heart failure nursing contributes to safety, efficiency, and quality improvement. Standardised discharge teaching, early post-discharge contact, medication review, symptom surveillance, and communication between hospital and community teams are all processes in which nursing input can reduce gaps in care (4,7,8). For this reason, strengthening heart failure nursing capacity is not only a workforce issue but a service-quality priority.
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1.3.  The continuum of care
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Heart failure care is best understood as a continuum rather than a series of isolated encounters. Patients move across phases of risk, diagnosis, stabilisation, chronic management, deterioration, recovery, and in some cases advanced or palliative care, often with repeated transitions between home, clinic, emergency department, hospital ward, and community services (1,2). Heart failure nursing must therefore be organised around continuity, adaptability, and anticipation of change rather than around single episodes of treatment (3,4).

At the early end of the continuum, nursing may contribute to recognition of symptoms suggestive of heart failure, initial assessment, triage, and timely referral for diagnostic evaluation (1,5). Once heart failure is diagnosed, the nurse’s role expands to include education about the condition, explanation of treatment goals, support for initiation and monitoring of therapy, and assessment of social and practical factors that may affect adherence or follow-up (2,6). Early engagement is important because the period immediately following diagnosis is often characterised by uncertainty, incomplete understanding, and risk of avoidable deterioration (4,7).

During acute decompensation, nursing priorities shift toward rapid assessment, close monitoring, symptom relief, escalation of instability, and safe implementation of treatment plans. Clinical deterioration may occur over hours or days, and nursing surveillance is essential in identifying trends that signal worsening congestion, respiratory compromise, arrhythmia, or shock (2,5). In this phase, the continuum of care requires coordination between emergency, acute medical, cardiology, and critical care services, with nursing acting as a stabilising and communicative link between settings (3,4).

Following stabilisation, the continuum enters a transition phase in which discharge planning is not an administrative event but a clinical process. Patients require clear explanations of medication changes, fluid and dietary guidance, symptom action plans, follow-up arrangements, and understanding of when to seek help (1,6,8). Nursing input at this stage has substantial influence on whether the patient returns home prepared or vulnerable to early relapse, treatment confusion, or disengagement from care (4,7).

In the ambulatory and community phases, heart failure nursing supports chronic disease management through surveillance of symptoms, functional status, weight trends, adherence, treatment response, and psychosocial burden (3,4). This phase often includes nurse-led review, telephone or virtual contact, home-based care, and coordination with primary care or community teams depending on local service structure (6,8). The objective is not merely to react to worsening heart failure but to anticipate it, reduce avoidable hospitalisation, and maintain stability and quality of life over time (1,9).

The continuum of care also includes advanced illness. Some patients progress despite optimal treatment and experience recurrent admissions, refractory symptoms, progressive frailty, and increasing dependence (5,7). In this phase, nursing care must integrate symptom management, discussions about goals of care, support for caregivers, and coordination with palliative care services where available (2,8). Importantly, supportive care is not separate from heart failure care but part of the same continuum, introduced according to need rather than delayed until the final days of life (1,4).

A continuum-based model has practical implications for nursing workflow. At each stage, four recurrent functions remain central: assessment, monitoring, education, and coordination (3,6). What changes is the intensity and priority of these functions. For example, in acute pulmonary oedema the priority is urgent recognition and escalation, whereas in long-term ambulatory care the priority may be medication adherence, dietary reinforcement, or early response to subtle weight gain (2,5). A textbook on heart failure nursing must therefore frame care as dynamic, with nursing roles adapting across stages while preserving continuity of purpose.
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1.4.  Person-centred and family-centred practice
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Person-centred and family-centred practice is fundamental to heart failure nursing because heart failure is experienced not only as a physiological disorder but as a chronic life-altering condition affecting identity, function, independence, relationships, and daily decision-making (1,2). Effective nursing care therefore requires more than disease management; it requires understanding how symptoms, treatments, uncertainty, and care demands affect the individual patient and those who support them (3,4).

Person-centred practice means aligning care with the patient’s needs, values, preferences, level of understanding, goals, and capacity for self-management (2,5). In heart failure, this includes how treatment recommendations are explained, how symptoms are interpreted in context, how education is tailored to literacy and culture, and how care plans are adjusted to the patient’s functional status, social support, finances, and competing health priorities (1,6). A regimen that is theoretically optimal but practically unmanageable is unlikely to achieve sustained benefit (4,7).

Family-centred practice is equally important because many patients with heart failure rely on spouses, adult children, relatives, or other informal caregivers for support with medications, appointments, symptom monitoring, mobility, nutrition, and decision-making (3,5). Caregivers often observe deterioration before professionals do, particularly in relation to reduced exercise tolerance, confusion, worsening oedema, reduced appetite, or increasing fatigue (2,6). Including families in education and communication can therefore strengthen early recognition of deterioration and improve continuity between clinical encounters (4,8).

A person-centred and family-centred approach affects several key decisions in nursing workflow. The first is how information is delivered. Patients with heart failure frequently receive complex advice on medicines, sodium and fluid intake, daily weights, symptom reporting, follow-up, and sometimes device care or supportive care planning (1,5). Nurses must assess readiness to learn, use clear language, check understanding, and prioritise information according to immediate relevance rather than delivering excessive instruction at a single encounter (6,8).

The second decision point concerns shared goal setting. Not all patients value the same outcomes equally. Some prioritise symptom relief and independence, others prioritise avoidance of hospitalisation, and others may place greater emphasis on longevity, cognitive clarity, or remaining at home (2,3). In older adults and those with multimorbidity, treatment plans often require balancing evidence-based recommendations with burden of treatment, adverse effects, transportation barriers, and caregiver capacity (4,7). Nursing practice is strengthened when goals are discussed explicitly and revisited over time.

The third decision point concerns communication in advanced illness. Patients and families may experience uncertainty, fear of deterioration, and difficulty understanding prognosis because heart failure often follows a fluctuating course rather than a clearly predictable decline (1,8). Nurses play an important role in framing uncertainty honestly, identifying evolving support needs, encouraging advance care planning when appropriate, and ensuring that supportive care is introduced as part of good heart failure care rather than as abandonment of active management (3,4).

Person-centred and family-centred care also improves safety. Patients are more likely to recognise red-flag symptoms, adhere to monitoring plans, and seek help appropriately when education is understandable, relevant, and reinforced over time (5,6). Families are more likely to support effective management when they understand the rationale for medications, dietary measures, follow-up, and escalation triggers (2,8). In this sense, person-centred care is not separate from clinical effectiveness; it is one of its main enablers.

For heart failure nursing, the practical message is clear: good care is technically sound, but excellent care is technically sound and individually meaningful. Nursing practice must therefore integrate clinical standards with communication, empathy, cultural awareness, and partnership with patients and caregivers across the full course of illness (1,3,4).

Table 1.1 Core components of heart failure nursing across the continuum of care


	Component

	Practical focus

	Nursing implications


	Assessment

	Symptoms, signs, functional status, congestion, perfusion, comorbidities

	Establish baseline status, identify instability, prioritise care


	Monitoring

	Vital signs, weight, fluid balance, oxygenation, renal function, treatment response

	Detect trends early and guide reassessment or escalation


	Therapeutic support

	Medication administration, monitoring adverse effects, reinforcing treatment plans

	Improve safety, tolerability, and implementation of evidence-based therapies


	Education

	Disease understanding, self-monitoring, medicines, lifestyle, warning signs

	Strengthen adherence, self-care, and timely help-seeking


	Coordination

	Handover, discharge planning, referral, follow-up, multidisciplinary communication

	Reduce fragmentation and support continuity across settings


	Supportive care

	Symptom relief, goal setting, caregiver support, advance care planning

	Improve quality of life and align care with patient priorities




Table 1.2 Heart failure nursing roles across different care settings


	Care setting

	Common nursing priorities

	Key decision points


	Emergency or acute care

	Triage, rapid assessment, oxygenation, monitoring, escalation

	Is the patient clinically unstable or deteriorating rapidly?


	Inpatient ward

	Daily review, treatment response, fluid status, discharge planning

	Is congestion improving and is discharge preparation adequate?


	Outpatient clinic

	Reassessment, education, medication review, symptom surveillance

	Is the patient stable, improving, or showing early worsening?


	Community or home care

	Adherence, symptom monitoring, caregiver engagement, resource assessment

	Can deterioration be managed early without hospital admission?


	Advanced or supportive care

	Symptom relief, communication, goals of care, family support

	Are care goals aligned with disease stage and patient priorities?




Flowchart 1.1 Heart failure nursing across the continuum of care
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CHAPTER 2   Understanding Heart Failure
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2.1. Definitions and classification
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Heart failure is a clinical syndrome caused by structural and/or functional cardiac abnormality resulting in elevated intracardiac pressures and/or inadequate cardiac output at rest or during stress (1,2). It is not a single disease entity but a final common pathway of multiple cardiovascular disorders, characterised by symptoms such as breathlessness, fatigue, and reduced exercise tolerance, often accompanied by signs including peripheral oedema, elevated jugular venous pressure, and pulmonary congestion (1,3). For nursing practice, this definition is important because heart failure should be approached as a syndrome requiring clinical recognition, structured assessment, and continuous monitoring rather than as an isolated diagnostic label (2,4).

Modern classification of heart failure is based primarily on left ventricular ejection fraction (LVEF), clinical chronicity, symptom burden, and haemodynamic or functional status (1,2). The most widely used LVEF-based categories are heart failure with reduced ejection fraction (HFrEF), typically defined as LVEF 40% or less; heart failure with mildly reduced ejection fraction (HFmrEF), generally defined as LVEF 41% to 49%; and heart failure with preserved ejection fraction (HFpEF), usually defined as LVEF 50% or greater, with supporting evidence of raised filling pressures or structural heart disease (1,2,5). These categories are clinically relevant because prognosis, underlying mechanisms, and evidence-based treatment options differ across them, and nurses need to understand these distinctions when monitoring response, reinforcing treatment plans, and educating patients (1,4).

Heart failure may also be classified as acute or chronic. Acute heart failure refers to new-onset heart failure or, more commonly, rapid deterioration of existing heart failure requiring urgent assessment and treatment, while chronic heart failure refers to an ongoing syndrome that may be stable, compensated, or punctuated by episodes of decompensation (1,2). This distinction is operationally important for nurses because clinical priorities differ substantially between acute instability, where airway, breathing, circulation, rapid monitoring, and escalation dominate, and chronic management, where the focus shifts toward optimisation, self-care support, surveillance, and continuity across settings (3,4).

Functional classification remains useful in everyday practice. The New York Heart Association (NYHA) functional classification categorises patients according to limitation of physical activity, ranging from class I, in which ordinary physical activity does not cause undue symptoms, to class IV, in which symptoms occur at rest or with minimal exertion (1,6). Although imperfect and subject to interobserver variation, NYHA class remains helpful in estimating symptom burden, communicating severity, and guiding discussions about disease impact, rehabilitation, and advanced care planning (2,4).

Additional classification frameworks may describe heart failure according to the side of the heart predominantly involved, the haemodynamic profile, or the trajectory of illness. Left-sided heart failure commonly produces pulmonary congestion and exertional dyspnoea, right-sided heart failure is more often associated with systemic venous congestion and peripheral oedema, and biventricular failure combines both profiles to varying degrees (3,5). In practice, however, overlap is common, and nurses should avoid overly rigid categorisation when assessing patients whose symptoms may evolve over time or reflect mixed mechanisms (2,4).

Staging systems also add value by framing heart failure as a progressive process. The American College of Cardiology/American Heart Association staging system includes individuals at risk of heart failure, those with pre-heart-failure structural abnormalities or elevated biomarkers, those with symptomatic heart failure, and those with advanced disease (2). For nursing practice, this model emphasises that prevention, early recognition, chronic management, and supportive care are all part of the same disease continuum rather than separate phases of care (4,7).
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2.2. Phenotypes and clinical presentations
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Heart failure phenotypes reflect differences in ventricular function, structural abnormalities, comorbidity burden, and pathophysiological mechanisms, and these differences shape clinical presentation, treatment approach, and nursing priorities (1,2). The most established phenotypic distinction is between HFrEF, HFmrEF, and HFpEF, but in practice nurses also encounter phenotypes defined by acuity, congestion status, blood pressure profile, right ventricular involvement, arrhythmia burden, and advanced disease stage (1,3). Understanding these phenotypes is essential because symptom patterns, therapeutic response, and monitoring needs vary considerably between patients (2,4).

HFrEF is often associated with ischaemic heart disease, dilated cardiomyopathy, prior myocardial infarction, or chronic volume and pressure overload leading to impaired systolic function (1,2). Patients commonly present with exertional dyspnoea, orthopnoea, paroxysmal nocturnal dyspnoea, fatigue, exercise intolerance, fluid retention, and repeated episodes of decompensation (3,5). This phenotype is particularly important because it has the strongest evidence base for disease-modifying pharmacological therapy, making nursing support for medication initiation, titration, monitoring, and adherence central to long-term care (1,2).

HFpEF often presents differently. It is more common in older adults, women, and patients with hypertension, obesity, diabetes, chronic kidney disease, and atrial fibrillation, and it is frequently associated with concentric remodelling, impaired ventricular relaxation, and elevated filling pressures despite preserved systolic ejection fraction (1,2,5). Symptoms may be subtle at first, with exertional breathlessness, reduced stamina, fluid retention, and recurrent congestion, while physical signs can fluctuate depending on volume status and comorbidity profile (3,4). For nurses, HFpEF requires careful attention to multimorbidity, functional decline, congestion surveillance, and patient education, because symptom burden may be substantial even when echocardiographic terminology appears less severe to patients and families (2,7).

HFmrEF occupies an intermediate category and may share features of both HFrEF and HFpEF (1,2). Some patients have improving ventricular function following treatment, while others are transitioning toward reduced or preserved ejection fraction phenotypes over time (5,6). Nurses should therefore interpret this category dynamically and recognise that longitudinal monitoring, treatment response, and evolving imaging results may change how the patient is classified and managed (2,4).

From a bedside perspective, patients may also be described according to whether they are predominantly congested, hypoperfused, or both. Congestion produces symptoms and signs such as dyspnoea, orthopnoea, weight gain, ankle swelling, raised jugular venous pressure, ascites, hepatomegaly, and pulmonary crackles, while hypoperfusion may manifest as cool peripheries, fatigue, dizziness, oliguria, confusion, hypotension, and reduced exercise tolerance (1,3). This phenotype-based bedside assessment is highly relevant to nursing practice because it directs monitoring intensity, escalation thresholds, and the practical evaluation of treatment response (4,8).

Clinical presentation varies not only by phenotype but also by setting. In outpatient care, patients may report gradual decline in exercise tolerance, increased need for pillows, progressive oedema, early satiety, or reduced confidence with daily activities (3,4). In emergency or acute care settings, presentations may include severe breathlessness, pulmonary oedema, tachypnoea, anxiety, chest discomfort, arrhythmia, syncope, or cardiogenic shock (1,2). Nurses need to recognise that both subtle and dramatic presentations can represent clinically significant heart failure, and delayed recognition is a common cause of avoidable deterioration (4,8).

Advanced heart failure constitutes a further phenotype characterised by persistent severe symptoms, recurrent admissions, refractory congestion, poor exercise tolerance, progressive end-organ dysfunction, or dependence on advanced therapies or supportive care (2,7). These patients often require complex balancing of symptom relief, monitoring burden, treatment tolerance, and goals of care. For nursing practice, advanced heart failure is distinguished not only by severity but by the need for repeated reassessment of prognosis, quality of life, caregiver strain, and appropriateness of escalating versus comfort-focused interventions (4,9).
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2.3.  Causes and precipitating factors
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Heart failure has diverse causes, and accurate understanding of aetiology is clinically important because the underlying cause influences prognosis, treatment opportunities, risk of recurrence, and associated nursing priorities (1,2). Common causes include ischaemic heart disease, long-standing hypertension, valvular heart disease, cardiomyopathies, congenital heart disease, myocarditis, arrhythmia-related cardiomyopathy, infiltrative disease, and cardiotoxic exposure from alcohol, drugs, or cancer therapy (1,3,5). In many patients, more than one cause is present, and heart failure should therefore be assessed as a syndrome with both primary drivers and modifying comorbid conditions (2,4).

Ischaemic heart disease remains one of the most important causes of HFrEF globally, particularly following myocardial infarction or repeated episodes of myocardial injury that impair ventricular contractility and promote adverse remodelling (1,2). Hypertension is a major contributor across phenotypes, particularly HFpEF, through chronic pressure overload, ventricular hypertrophy, vascular stiffness, and diastolic dysfunction (3,5). Valvular heart disease may cause heart failure through pressure or volume overload, while primary cardiomyopathies may be genetic, inflammatory, toxic, or idiopathic in origin (1,6). Nurses do not diagnose aetiology independently in most settings, but awareness of these causes helps anticipate disease course, monitor for related complications, and reinforce the rationale for investigations and interventions (4,7).

Comorbid conditions frequently contribute to both the development and progression of heart failure. Diabetes mellitus, obesity, chronic kidney disease, chronic lung disease, anaemia, sleep-disordered breathing, atrial fibrillation, and thyroid dysfunction may worsen symptoms, alter treatment tolerability, and complicate interpretation of clinical status (2,3). For nurses, these comorbidities are particularly significant because they often explain why standard management becomes difficult, why symptoms fluctuate despite apparent treatment, or why hospitalisation risk remains high even when one aspect of care is optimised (4,8).

In addition to underlying causes, heart failure is often destabilised by precipitating factors. These are events or conditions that trigger acute decompensation in a patient with known or previously unrecognised heart failure (1,2). Common precipitants include infection, uncontrolled hypertension, acute coronary syndrome, arrhythmias such as atrial fibrillation with rapid ventricular response, non-adherence to medication, excessive dietary sodium or fluid intake, renal dysfunction, pulmonary embolism, anaemia, and adverse drug effects including use of non-steroidal anti-inflammatory drugs or other sodium-retaining or negatively inotropic agents (1,3,5). Recognition of precipitating factors is a practical nursing priority because acute management is incomplete if congestion is treated without identifying and addressing the trigger (2,4).

The distinction between cause and precipitant is useful in nursing workflow. A patient may have heart failure caused by ischaemic cardiomyopathy but present acutely because of pneumonia, rapid atrial fibrillation, omission of diuretics, or worsening renal function (1,2). Nursing assessment should therefore ask not only what disease underlies the syndrome, but also what recent change may have led to decompensation. This improves escalation, supports more accurate handover, and helps target education before discharge (4,8).

Certain populations require particular attention to aetiology. In younger patients, cardiomyopathy, congenital heart disease, myocarditis, peripartum cardiomyopathy, or inherited disorders may be more prominent (3,6). In older adults, heart failure is more often multifactorial, driven by combinations of hypertension, ischaemic disease, atrial fibrillation, valvular disease, renal dysfunction, and frailty (2,7). In oncology patients, prior exposure to anthracyclines, trastuzumab, or chest radiotherapy may be relevant, while in some regions rheumatic heart disease, Chagas disease, poorly controlled hypertension, or limited access to chronic preventive care may shape the heart failure profile more strongly than in high-resource settings (1,5). A globally relevant nursing approach must therefore remain flexible and context-aware.

For clinical practice, the most important principle is that nurses should systematically consider both chronic drivers and acute triggers. This supports more complete assessment, more meaningful multidisciplinary communication, and better discharge planning aimed at preventing recurrence (4,8). A patient who understands that infection, dietary indiscretion, missed medication, or uncontrolled blood pressure can precipitate worsening is better equipped to recognise risk early and seek help appropriately (2,7).
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2.4.  Pathophysiological principles for nursing practice

[image: ]


Pathophysiology is essential to heart failure nursing because effective monitoring and clinical decision-making depend on understanding why symptoms develop, why patients deteriorate, and how treatments influence haemodynamics, symptoms, and organ function (1,2). The aim in nursing practice is not to master every mechanistic detail but to understand the key physiological disturbances that explain the patient’s presentation and guide bedside priorities (3,4).

At its core, heart failure occurs when the heart is unable to pump sufficient blood to meet metabolic demands without increased filling pressures, or when it can only maintain output at the cost of pathological compensatory mechanisms (1,2). Reduced forward flow contributes to fatigue, reduced exercise tolerance, cool extremities, dizziness, impaired renal perfusion, and, in severe cases, shock (3,5). Elevated filling pressures contribute to pulmonary congestion, orthopnoea, paroxysmal nocturnal dyspnoea, crackles, pleural effusions, abdominal bloating, hepatomegaly, ascites, and peripheral oedema (1,4). For nurses, this distinction between low output and congestion is fundamental because it shapes assessment, urgency, and monitoring priorities.

Neurohormonal activation is a central pathophysiological feature of heart failure. Reduced cardiac output and perceived arterial underfilling activate the sympathetic nervous system and the renin-angiotensin-aldosterone system, while vasopressin and other pathways contribute to vasoconstriction, sodium retention, water retention, tachycardia, and ventricular remodelling (1,2,6). These compensatory mechanisms may initially support blood pressure and perfusion, but over time they worsen congestion, increase myocardial workload, promote fibrosis and remodelling, and contribute to progressive decline (3,5). This is highly relevant to nursing care because many cornerstone therapies, including renin-angiotensin system inhibitors, beta-blockers, mineralocorticoid receptor antagonists, and sodium-glucose cotransporter-2 inhibitors, are effective precisely because they counter maladaptive pathways and improve outcomes over time (1,2).

Ventricular remodelling is another key principle. Following injury or chronic overload, the ventricle may dilate, hypertrophy, or stiffen, altering filling, contraction, valvular competence, and electrical stability (3,5). These structural changes contribute to worsening systolic or diastolic function, mitral regurgitation, atrial enlargement, and arrhythmia susceptibility. Nurses need to appreciate that symptom progression may reflect not only fluid excess but ongoing structural disease, which is why chronic therapy, follow-up, and adherence remain important even when the patient feels temporarily improved (2,4).

Congestion is often the dominant pathophysiological problem observed in clinical practice. It may result from gradual sodium and water retention, redistribution of fluid, worsening ventricular filling pressures, renal dysfunction, or treatment non-adherence (1,7). Importantly, congestion can be present before dramatic oedema is obvious. Patients may first describe increasing breathlessness, reduced exercise tolerance, abdominal fullness, or nocturnal symptoms, while objective findings may include rising weight, elevated jugular venous pressure, or subtle pulmonary signs (3,4). Nursing assessment must therefore identify both overt and early congestion, as unresolved congestion is associated with rehospitalisation and poor outcomes (2,8).

Renal dysfunction in heart failure reflects a complex interaction between reduced perfusion, venous congestion, neurohormonal activation, and treatment effects (1,6). Changes in creatinine or urine output should not be interpreted in isolation, because worsening renal indices may occur in the context of severe congestion, diuresis, hypotension, or progressive low-output states (2,4). For nursing practice, this means fluid balance, blood pressure trends, symptoms, oedema, and perfusion markers should be interpreted together rather than relying on a single laboratory value to judge whether the patient is improving or deteriorating (3,8).

Arrhythmias are both a consequence and driver of heart failure pathophysiology. Atrial fibrillation can reduce diastolic filling and cardiac efficiency, while ventricular arrhythmias reflect structural and electrical instability and may lead to sudden deterioration or death (1,2). Bradyarrhythmias, conduction disease, and dyssynchrony may further impair cardiac performance. Nurses should therefore understand that rhythm disturbance is not merely an associated finding but often a clinically important determinant of symptoms, haemodynamic status, and urgency of intervention (4,7).

Pathophysiological understanding also supports patient education. Explaining that weight gain may reflect fluid retention, that breathlessness may worsen before peripheral oedema becomes obvious, or that medicines are prescribed not only for symptom relief but to reduce harmful neurohormonal activation can improve adherence and help patients recognise change earlier (2,6). For this reason, pathophysiology in nursing practice is not abstract science; it is the basis for effective observation, interpretation, communication, and education.

A practical approach for nurses is to relate pathophysiology to four recurring bedside questions: Is the patient congested, hypoperfused, both, or neither? Is there evidence of acute change? Is treatment improving haemodynamics and symptoms? Is there a trigger or complication that explains current deterioration? These questions translate complex physiology into clinically actionable reasoning and help structure both monitoring and escalation in everyday care (3,4,8).

Table 2.1 Classification of heart failure relevant to nursing practice


	Classification 

domain

	Categories

	Nursing relevance


	Ejection fraction

	HFrEF, HFmrEF, HFpEF

	Influences expected treatment approach, education, and monitoring priorities


	Clinical course

	Acute, chronic, acute-on-chronic

	Determines urgency, monitoring intensity, and escalation needs


	Functional status

	NYHA I-IV

	Helps assess symptom burden, activity limitation, and disease impact


	Dominant haemodynamic pattern

	Congestion, hypoperfusion, mixed profile

	Guides bedside assessment and response to treatment


	Disease stage

	At risk, pre-heart failure, symptomatic heart failure, advanced heart failure

	Frames prevention, chronic management, and supportive care needs




Table 2.2 Common causes and precipitants of heart failure


	Category

	Examples

	Practical nursing 

significance


	Structural or ischaemic causes

	Ischaemic heart disease, prior myocardial infarction, valvular disease, cardiomyopathy

	Helps anticipate disease course, complications, and investigations


	Pressure or volume overload

	Hypertension, valvular regurgitation, congenital lesions

	Important for symptom interpretation and long-term management


	Rhythm-related causes

	Atrial fibrillation, tachycardia-induced cardiomyopathy, conduction disease

	May explain decompensation, palpitations, syncope, or poor treatment response


	Systemic and comorbid contributors

	Diabetes, chronic kidney disease, obesity, anaemia, thyroid disease

	Affect symptom burden, treatment tolerance, and readmission risk


	Acute precipitants

	Infection, acute coronary syndrome, uncontrolled hypertension, non-adherence, excess sodium or fluid intake, renal dysfunction, adverse drugs, pulmonary embolism

	Must be recognised and addressed to prevent recurrent decompensation




Flowchart 2.1 Nursing interpretation of heart failure presentation
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CHAPTER 3   Principles of Global Heart Failure Care
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3.1.  Core principles across health systems
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Heart failure care is delivered within highly variable health systems, yet several core principles remain consistent across countries, institutions, and service models. These principles include timely recognition of heart failure, accurate clinical assessment, evidence-informed treatment, close monitoring of response and deterioration, patient and caregiver education, multidisciplinary collaboration, and continuity across transitions of care (1–3). For nursing practice, these principles provide a stable framework that remains relevant even when specific resources, referral pathways, or prescribing systems differ (4,5).

The first core principle is early recognition and confirmation of heart failure. Patients commonly present with nonspecific symptoms such as breathlessness, fatigue, reduced exercise tolerance, weight gain, or peripheral oedema, and delayed recognition contributes to avoidable deterioration, repeated emergency attendance, and worse outcomes (1,2). Nurses therefore play an important role in identifying symptom clusters, recognising red flags, facilitating escalation for diagnostic evaluation, and ensuring that suspected heart failure is considered in the differential diagnosis when symptoms are progressive or recurrent (4,6).

The second principle is structured clinical assessment. Regardless of setting, safe care depends on systematic evaluation of symptoms, haemodynamic status, congestion, perfusion, comorbidities, precipitating factors, medication use, and functional limitation (1,3). Nurses contribute directly to this process through observation, documentation, monitoring, and communication of change over time. This is particularly important because heart failure often evolves gradually, and trend recognition may be more informative than isolated single observations (4,5).

The third principle is implementation of evidence-based management. Although access to specific medicines, devices, and specialist services varies globally, the broad goals of care are shared: relieve symptoms, improve
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