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The Heart Failure Policy Network’s main recommendations for the European 
Parliament’s Own Initiative Report on NCDs 

The impact of heart failure (HF) on society is a fundamental concern for the 
EU. The syndrome is the leading cause of hospital admissions in people over the 
age of 65, and of all preventable hospital admissions in the EU. HF symptoms may 
limit a person’s ability to work, travel and socialise, leading to a significant reduction 
in quality of life. 

An effective response to HF will support the EU’s commitments to the United 
Nations’ Sustainable Development Goals and the World Health Organization’s Non-
Communicable Disease Global Monitoring Framework. Adopting specific actions on 
HF in EU and national policy will help to improve the health of people as they age. 
It will ensure that older people – a group disproportionately affected by HF – can 
continue to contribute to society from an economic, social and cultural perspective.  

Multidisciplinary and integrated HF care should be considered in all strategies to 
build sustainable healthcare systems, reduce the burden on informal carers and 
counter the potential impact of ageing and workforce productivity losses.  

Across Europe, we drastically under invest in cardiovascular disease relative to its 
strategic importance and other diseases areas, a pattern that is well established in 
other high-income countries as well. This must be carefully examined, assessed and 
brought to high level political attention. 

Key actions for the European Parliament:  

1. Support a dedicated intergovernmental session on HF at a suitable meeting 
of EU officials, national governments and their ministries of health.  

2. Guide European institutions and stakeholders to a coherent, aligned 
response to HF by advocating to the Commission and Council for an EU-level 
Action Plan on cardiovascular disease, similar to the Beating Cancer Plan. 

3. Lead a review of historical European Commission funding and involvement 
in health, comparing allocations to different disease areas, relative to burden, 
societal need and strategic relevance (e.g. admissions, mortality, role in 
health inequalities, opportunity cost, future projections) to ensure appropriate 
evidence-based allocation of public funds. 

4. Showcase best-practice models of multidisciplinary and integrated HF care 
to support Member States in address long-term care challenges, including 
digital solutions to common challenges in HF care via telemedicine and 
telecare. 
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1 Heart failure impacts people’s health, wellbeing 
and productivity as they age 

HF changes lives forever – and millions of Europeans live with the syndrome  

HF is a common condition, the prevalence of which is likely to grow. The 
syndrome occurs when the heart becomes too weak or stiff to pump enough blood to 
meet the body’s needs.1 More than 15 million people in Europe are estimated to be 
living with the syndrome, and people aged 65 and over account for more than 80% of 
HF cases.2-4 The number of people living with HF will continue to rise,3 5 as the 
population aged 65 and older is projected to grow by almost 50% in the next 30 years.6 

The impact of HF is likely to exacerbate challenges such as loneliness and 
social isolation among vulnerable and excluded groups. HF symptoms may limit 
a person’s ability to work, travel and socialise, leading to a significant reduction in 
quality of life.7 This may affect the person’s mental health – in fact, one in in three 
people living with HF has experienced depression.8 9The impact of HF on mental 
health extends to the person’s informal carers, often partners or family members. They 
may themselves experience social isolation, loneliness and limitations in daily life.10  

The prevalence and burden of HF have been deeply exacerbated by the COVID-
19 pandemic.11 12 The pandemic has led to a sharp reduction in the routine availability 
of essential HF and cardiology services across Europe,13 14 which may have 
inadvertently caused avoidable hospitalisations and mortality among people living with 
HF. The backlog in HF care from the crisis period is stubborn and concerns grow that 
COVID-19 infection is linked to longer-term cardiovascular complications,15 
suggesting that pre-pandemic projections of HF patients in  future will need to rise  

The impact of HF on our population is a fundamental concern for healthcare 
systems and workforce productivity 

HF has a serious economic impact – it is a leading cause of hospitalisation and 
mortality in Europe. HF is the most common cause of preventable hospital 
admissions in all age groups, and of all hospital admissions in people over the age of 
65.5 16 Within this older age group, HF is associated with lengthy hospital admissions, 
high readmission rates and increased risk of death.1 17 18 HF management and 
outcomes among older people are further complicated by issues such as frailty, 
cognitive impairment, other health conditions (comorbidities) and limited social 
support.1 17 HF is also a significant contributor to health inequalities – in some 
countries, the number of hospitalisations is seven times higher than in others. 

As the population ages, HF hospitalisations will stretch our healthcare systems 
if we do not invest in prevention measures. In 2015, there were more than 
1.7 million hospital admissions for HF in the EU, with a mean duration of 9.5 days.19 
Hospitalisations and inpatient care account for up to 87% of HF costs.20 In 2012, 
national healthcare costs for HF were estimated to have surpassed USD $1 billion 
(approximately  €781 million) each in France, Germany, Italy, the Netherlands and 
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Spain.21 These costs are likely to grow due to population ageing and the subsequent 
increase in the prevalence of HF.22 

HF generates significant costs to society and workforce productivity. One in four 
people with heart failure may not return to work in the year following a hospital stay.23  
In 2012, productivity losses and government support schemes for people living with 
HF cost an estimated €632 million in Spain, €943 million in Italy, €1.2 billion in France 
and €1.6 billion in Germany.21 These costs are compounded by demands on partners 
or other family members to provide care – in Spain, 37% of people living with HF 
require informal care, with an estimated annual cost of €12,870 per person.24 Many 
older women are unpaid carers for their partners and families, which in turn affects 
their participation in the workforce and the adequacy of their pensions.25  
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2 The right package of care can reduce the impact 
of heart failure on people, healthcare systems and 
society 

There is much we can do to improve outcomes in HF and create a more sustainable 
system of prevention, care and support.  

Critical areas for improvement include: 

a) Diagnosis of HF 

Early diagnosis of HF supports timely access to treatment and improves outcomes. 
Across Europe, HF diagnosis is hindered by poor recognition of symptoms and limited 
access to diagnostic tests.11 Healthcare professionals may find it difficult to recognise 
symptoms such as breathlessness and extreme fatigue as signs of HF, particularly in 
older people with several comorbidities.26 As a result, most people with HF are 
diagnosed in hospital, even though one in three had presented with symptoms to 
primary care in previous years.27 Clinical guidelines recommend natriuretic peptide 
testing as a low-cost method to rule out HF,28 saving unnecessary referrals to 
cardiology services and echocardiography, which may have long waiting times. Across 
Europe, however, there is limited reimbursement of this test, hindering its use.11 
Delays in diagnosis and access to care can have a devastating impact on people living 
with HF.29 People diagnosed with HF in hospital are almost twice as likely to die as 
those diagnosed in the community.30  

Case study: implementation of a digital care HF pathway in Scotland 

In Scotland, NHS Great Glasgow and Clyde developed a one-stop digital service that 
spans the entire HF pathway and incorporates innovative technologies.31  

They created a dashboard that combines information from GP referrals, electronic 
health records and diagnostic data to facilitate the comprehensive management of 
people with HF. The service also uses new echo technology, such as the point-of-care 
handheld transthoracic echocardiogram, which can produce images to diagnose 
HFrEF and analyse them with AI.32 33  

 

b) Management of HF  

Optimal HF treatment can reduce hospitalisations by one third.34 35 HF guidelines 
recommend that everyone with HF with reduced ejection fraction should receive the 
four cornerstone medications as soon as possible following diagnosis to improve 
outcomes.36 34 35 However, not all of the necessary medications are reimbursed across 
European countries.36 34 35 
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c) Multidisciplinary and integrated models of HF care 

Multidisciplinary and integrated models of HF care support people throughout their 
care journey and across healthcare settings. These models offer the type of long-term 
care and support needed to keep the ageing population healthy, independent and 
active. Best-practice care models have demonstrated real benefit, including better 
patient outcomes and a reduction in healthcare costs and the number and length of 
hospitalisations.11 Mainstream practices often lag far behind those in centres of 
excellence, hindering access to best-practice care and contributing to inequality 
between Member States.3  

HF management programmes should be led by specialists, such as cardiologists or 
HF nurses, with consistent communication between primary and hospital care teams.3 
Support from HF specialists is essential for older people living with HF, but the 
development of this workforce is being undermined by poor funding and lack of formal 
accreditation. Many European countries face a shortfall in key healthcare 
professionals required for HF care, including specialists and primary care 
professionals.37-41 This results in long waiting lists for people with HF before they can 
receive specialist care, with some people waiting for up to two years.42  

In addition, few countries recognise the HF specialist nurse role through formal 
accreditation.11 HF specialist nurses are uniquely positioned to facilitate high quality 
HF care and can alleviate the burden on physicians by taking over medical tasks.42 
HF specialist nurses provide much-needed care and support in the community for 
older people living with HF, who may not be able to attend hospital appointments due 
to frailty or other complex care needs.43 Ongoing support in the community is 
particularly important for older people living with HF, who may not be able to perform 
essential self-care tasks.44  

Case study: integrated multidisciplinary management in Barcelona  

The integrated HF management programme in the Barcelona Litoral Mar Integrated 
Health Area reduced hospital admissions and improved survival rates among older 
people living with HF (mean age of 78 years).43 45 

People admitted to hospital are seen by a cardiologist, who establishes or reviews the 
cause of HF and an appropriate treatment plan.43 HF specialist nurses provide 
therapeutic education and assess the patient’s cognitive, social, functional and frailty-
related skills and needs.45  

Members of the hospital care team meet with primary care nurses on a weekly basis 
to coordinate care and discuss people being discharged from hospital.45 All patients 
have a follow-up appointment with their HF care team within seven days of hospital 
discharge, with an option for home visits if needed. After that, people living with HF 
have access to home-based follow-up with primary care nurses or a combination of 
home- and hospital-based follow-up led by HF specialist nurses.45 
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The Barcelona Litoral Mar Integrated Health Area also has outpatient HF units (day 
hospitals), primary care emergency centres and social care resources (e.g. palliative 
care units) to support seamless care transitions and reduce the risk of readmission 
following hospitalisation for HF.45  

d) IT infrastructure 

Few EU Member States have the IT infrastructure needed to support the delivery of 
best-practice HF care. The integration of IT systems is essential to support older 
people living with HF, who may have more complex care needs and may see other 
specialists for their comorbidities.46 Some European countries are in more advanced 
stages of developing collaborative IT systems, including electronic health records.11 
Using artificial intelligence algorithms with electronic health records can outperform 
current risk scores in the prediction of cardiovascular events.47 These tools can 
facilitate the assessment of HF risk and support clinical decision-making.48 49 Still, 
overall, there is a need to invest in IT platforms that collect key HF parameters, share 
information, and enable collaboration and multidisciplinary working. 

e) Telemedicine models of HF care 

The use of healthcare technology can support the autonomy and independence of 
older people and informal carers. Use of smartphones, mobile apps, wearables and 
implantable devices enables remote monitoring of HF signs and symptoms and 
supports communication between the person living with HF and their care team.50 
This can improve access to care and reduce HF-related hospital admissions and 
mortality.50 People living with HF should receive essential equipment, such as tablets 
and blood pressure monitors, to ensure the success of telemedicine models.51 Some 
older people and their carers may require additional training and support to use 
healthcare technologies, which should be provided by a member of their HF care team 

The COVID-19 pandemic has acted as a major catalyst for the rapid uptake of 
telemedicine models.52 Many non-urgent outpatient services switched to remote and 
virtual consultations during the pandemic.53 Most notably in the outpatient setting, 
virtual consultations were rapidly recommended over traditional care models.54-57 
Telemedicine can lower heart failure care costs by 35%.58 Post-pandemic, there may 
be an even stronger political will for the reimbursement of these care models. 

Case study: a nurse-led telemedicine model in Denmark  

The TeleCare North Heart Failure Trial, which was conducted in the North Denmark 
Region in 2016–17, examined the benefits of a nurse-led telemedicine intervention 
compared with routine care.59 The mean age of participants was 70 years. 

The programme provided education on HF to participants, who received the 
equipment necessary for self-monitoring at home, including devices to measure 
pulse rate and blood pressure, and a tablet for communication with their care team.58 

60 Self-care was supervised by hospital staff, who responded to any signs of HF 
exacerbation, ensuring rapid adjustment of medication in order to avoid hospital 
admission. The intervention aimed to facilitate transparent and patient-centred 
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collaboration between people living with HF, their families and healthcare 
professionals across care settings. The overall goal was to support self-monitoring 
and care adherence. 

The programme achieved a 35% reduction in annual healthcare costs per person 
living with HF, mainly due to a decrease in hospitalisations.58 

3 What the EU can do to support Member States in 
heart failure  

While each Member State faces its own unique challenges in supporting healthy and 
active ageing, several crucial actions are needed in most, if not all, countries to reduce 
the impact of HF on older people as well as on our healthcare systems, economies 
and societies.  

We urge the European Parliament to: 

1. Seek a dedicated European intergovernmental session on HF at a suitable 
meeting of EU officials, national governments and their ministries of 
health, aligned with the Commission and Presidencies of the Council of 
Ministers. The EU has a clear and urgent remit to raise awareness of HF and 
its relevance to an ageing population, as evidenced by the fact that few 
European countries have a dedicated strategy on HF.11 Many policymakers are 
unaware of HF and its role in driving healthcare demands among older people. 
Fewer than 15% of national policymakers recognise HF as the leading cause 
of preventable hospitalisations.61 These low levels of awareness translate into 
low prioritisation of HF in long-term national healthcare plans and policies. As 
HF is a shared international concern, and expertise globally distributed, we 
recommend that consideration be made for invitations and collegiate action with 
non-Member States, (for example, aligned G20 nations) 

2. Guide European institutions and stakeholders to a coherent, aligned 
response to CVD and HF by advocating for an EU-level Action Plan on 
cardiovascular disease. This plan should include a dedicated focus on HF, as 
justified by the comparative disease burden. Key stakeholders in HF, including 
patient organisations and professional societies, should be consulted in the 
developmental stages. The plan should encourage Member States to 
implement essential components of HF diagnosis and care. such as better use 
of modern diagnostic pathways, clinical delegation, accreditation of excellence 
and specialism, improved data sharing and multi-disciplinary working, and 
general adaption of prevention and care in the community setting. An EU-level 
Action Plan on cardiovascular disease is essential to meet the targets outlined 
in the United Nations’ Sustainable Development Goals and the World Health 
Organization’s Non-Communicable Disease Global Monitoring Framework. 

3. Support Member States to address long-term care challenges by sharing 
best-practice models of multidisciplinary and integrated HF care. There 
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are numerous innovative solutions and best-practice care models in use by 
centres of excellence across Europe, which would benefit from wider 
implementation. Such models have demonstrated real benefit, including a 
reduction in the number and length of hospitalisations. This may be particularly 
important for Member States such as Lithuania and Slovakia where rates of HF 
hospitalisations are comparatively higher than others. The Commission should 
nominate best-practice models of HF care and present them to Member States 
with financial backing to help implement their widespread rollout.  

4. Deploy the Parliament’s scrutiny function to the allocation of EU funding 
in health, to better direct the balance of investment to strategic need in 
clinical research, patient involvement, and capacity building in Member 
States. Evidence from other industrialised countries shows that research into 
CVD is grossly and disproportionately lower than other disease, compared to 
the burden of ill health.  

5. Identify and recommend to the commission priority areas for expanded 
research funding and implementation support in CVD. This should include 
funding from the EU4Health Programme, European Structural and Investment 
Funds and Horizon Europe. Evidence is clear that close consideration should 
be given to greater EU support to Member States in their efforts to expand, train 
and accredit the HF specialist workforce. Specialist support in the community 
is essential to protect the autonomy, independence and rights of older people 
who may have more complex care needs. This would reduce the dependency 
on informal carers and enhance both parties’ participation in society. EU 
funding could increase investment in tools to support multidisciplinary 
communication across care settings, such as interoperable IT systems. 
Funding can support Member States to implement multidisciplinary and 
integrated HF care through the development of care protocols and clinical 
networks. 

6. Explore digital solutions to common challenges in HF care as part of the 
Commission’s work in telemedicine and telecare. These approaches can 
help support continued care of older people in remote areas or specialised 
institutes, such as nursing homes, and can reduce costs. Telemedicine should 
be part of integrated HF management programmes, tailored to the person’s 
needs and preferences. These innovative tools must be accessible to the older 
people who need them, which will require investment in improving digital 
literacy for some. The COVID-19 pandemic has underscored the value of 
telemedicine in HF care. Widespread adoption of such models can help to 
alleviate unnecessary visits to care settings. Telemedicine offers promise to 
expand outpatient services but will require adequate preparation and lead-in 
times to ensure patient safety and effectiveness. 
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