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Introduction
Congestive heart failure is a clinical syndrome in which structural or functional cardiac abnormalities
impair ventricular filling, pumping, or both, producing symptoms such as breathlessness, fatigue,
exercise intolerance, and fluid retention. The term does not mean that the heart has stopped, and
visible congestion is not present at every stage. The case patient’s fatigue, ankle swelling, rapid
heartbeat, shortness of breath, and difficulty completing ordinary activities are compatible with heart
failure but are not diagnostic by themselves because lung disease, anemia, renal disease, arrhythmia,
thyroid disorders, infection, medication effects, and deconditioning can produce similar symptoms.
Evaluation commonly includes history and examination, electrocardiography, laboratory testing,
natriuretic peptides, imaging, and echocardiography. Modern management depends strongly on
ejection fraction, the underlying cause, blood pressure, kidney function, potassium, comorbidities,
symptoms, and patient goals. Current U.S. guidance classifies heart failure with reduced ejection
fraction as LVEF of 40 percent or less, mildly reduced ejection fraction as 41–49 percent, and
preserved ejection fraction as 50 percent or greater when other evidence supports the diagnosis
(Heidenreich et al., 2022).

Causes, Assessment, and Clinical Severity
Heart failure can result from coronary artery disease, myocardial infarction, long-standing
hypertension, cardiomyopathy, valvular disease, rhythm disorders, congenital abnormalities,
cardiotoxic exposures, infiltrative disease, or other conditions, and several causes may coexist.
Identifying the underlying mechanism matters because treatment may extend beyond routine heart-
failure medicines to revascularization, valve intervention, rhythm management, genetic evaluation, or
disease-specific therapy. Clinicians must also determine whether the patient is stable or acutely
decompensated. Increasing breathlessness, worsening edema, rapid weight gain, inability to lie flat,
reduced urine output, marked fatigue, or falling functional capacity may indicate congestion, while
severe breathlessness at rest, syncope, chest pain, confusion, cyanosis, or rapidly deteriorating
symptoms require urgent assessment. The American Heart Association’s current staging system
distinguishes people at risk for heart failure, those with pre-heart-failure structural or biomarker
abnormalities, symptomatic disease, and advanced disease that remains difficult to control despite
treatment (American Heart Association, 2026). Caregiver education should therefore include both the
established diagnosis and a clear escalation plan rather than asking families to interpret complex
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findings independently.

Guideline-Directed Medical Therapy
For chronic heart failure with reduced ejection fraction, current guidance emphasizes four
foundational medication classes: an angiotensin receptor–neprilysin inhibitor when appropriate, an
evidence-based beta blocker, a mineralocorticoid receptor antagonist, and a sodium–glucose
cotransporter-2 inhibitor. The 2024 American College of Cardiology expert consensus reinforces early
initiation of all four core therapies and, when feasible, titration toward maximally tolerated doses
within approximately three months rather than sequentially maximizing one or two drugs while
delaying the others (Maddox et al., 2024). Diuretics remain important for relieving congestion but
serve a different purpose from these disease-modifying therapies. Treatment must be individualized
because blood pressure, renal function, potassium, volume status, adverse effects, cost, and
contraindications influence what can be started or continued. Patients with mildly reduced or
preserved ejection fraction have different evidence profiles, although SGLT2 inhibitors have an
established role in contemporary guidance for many patients across these categories (Heidenreich et
al., 2022). Medication should never be changed simply because a caregiver notices a symptom unless
an individualized action plan specifically authorizes that response.

Daily Self-Care, Nutrition, Activity, and Monitoring
Self-care works best when monitoring leads to a predefined clinical response. Many patients are
advised to measure weight regularly under similar conditions because rapid increases can reflect fluid
accumulation, but the treating team should specify the patient’s threshold and whom to contact.
Monitoring can also include ankle swelling, breathlessness, ability to sleep flat, cough, appetite,
dizziness, fatigue, and activity tolerance. Sodium and fluid advice should be individualized rather than
reduced to one strict limit for every patient. Dietitians and heart-failure teams can translate
recommendations into culturally familiar meals and help avoid unnecessary restrictions that reduce
nutrition or quality of life. Stable patients also benefit from appropriate physical activity and, when
eligible, cardiac rehabilitation because excessive inactivity can worsen deconditioning. The plan
should match disease stability and functional capacity, with instructions to stop and seek guidance for
chest pain, faintness, or unusual breathlessness. A simple symptom and medication log may improve
communication, but collecting measurements without an action pathway can create false
reassurance. Effective self-management therefore combines observation, realistic routines, and
timely access to professional advice.

Medication Adherence and Teach-Back Education
Medication adherence should be treated as a practical and collaborative problem rather than as a test
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of obedience. Heart-failure regimens can be difficult because of cost, side effects, pharmacy access,
frequent prescription changes, low health literacy, depression, transportation problems, or competing
family responsibilities. Medication reconciliation should compare the patient’s actual home medicines
with the prescribed list and identify duplications, omissions, interactions, or misunderstanding. Pill
organizers, synchronized refills, simplified schedules, pharmacy consultation, reminders, and financial
assistance may help when matched to the real barrier. Education is more reliable when professionals
use teach-back: after explaining medicines, warning signs, weight monitoring, nutrition, activity, and
follow-up, the patient and caregiver describe the plan in their own words so misunderstandings can
be corrected before discharge. Written instructions should match the final prescriptions rather than an
earlier medication list. The patient should remain involved to the greatest extent possible, while
caregivers assist according to consent. Good adherence support therefore protects autonomy while
recognizing that successful treatment depends on the health system making a complex regimen
understandable, obtainable, and manageable.

Caregiver Support, Transitions, and Emotional
Health
Caregivers can contribute substantially by helping with appointments, transportation, medication
organization, meals, symptom recognition, communication, and emotional support, but chronic illness
does not justify taking control of every decision. The care team should ask the patient what help is
desired, who may receive medical information, and how responsibilities will be shared. The transition
after hospitalization deserves special attention because prescriptions may have changed, congestion
may not be fully resolved, laboratory monitoring may be pending, and follow-up can fail if
transportation or pharmacy access is uncertain. Discharge planning should therefore confirm
medications, appointments, laboratory needs, warning signs, contact numbers, and responsibility for
unresolved results. Emotional health also affects self-care. Heart failure can produce fear, grief,
depression, anxiety, and concern about becoming dependent, while caregivers may experience sleep
loss, financial strain, and burnout. Counseling, support groups, social work, respite, and family
communication may be appropriate. Readmission is not always preventable, so returning to hospital
for serious deterioration should not be framed as a moral failure by either the patient or caregiver.

Devices, Advanced Care, and Goals of Treatment
Some patients require therapies beyond medication and routine self-care. Depending on ejection
fraction, rhythm, symptoms, anatomy, prognosis, and comorbidities, options can include implantable
cardioverter-defibrillators, cardiac resynchronization therapy, revascularization, valve procedures,
mechanical circulatory support, transplantation, or referral to an advanced heart-failure team. Current
guidance recommends specialist referral when high-risk features suggest possible advanced disease
or when etiology and treatment remain uncertain (Maddox et al., 2024). Palliative care can also be
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integrated alongside disease-directed therapy at any stage to address symptoms, communication,
decision-making, emotional needs, and quality of life; it is not synonymous with hospice. Goals-of-care
discussions are particularly valuable before repeated crises because patients may have preferences
regarding hospitalization, devices, intensive care, resuscitation, or life-prolonging treatment that
caregivers would otherwise have to interpret under pressure. Advance directives and designation of a
healthcare proxy can clarify those values. The purpose of advanced planning is not to withdraw hope,
but to ensure that treatment intensity, symptom relief, survival goals, and daily quality of life remain
aligned with what matters to the patient.

Conclusion
The case patient’s fatigue, breathlessness, ankle swelling, rapid heartbeat, and reduced activity are
consistent with possible heart failure and warrant a complete diagnostic and clinical assessment
rather than assumption from symptoms alone. Management depends on the type and cause of heart
failure, severity of congestion, ejection fraction, comorbidities, kidney function, blood pressure, and
the patient’s goals. For reduced-ejection-fraction disease, contemporary care emphasizes the four
foundational medication classes supported by the 2022 AHA/ACC/HFSA guideline and reinforced by
the 2024 ACC consensus, alongside diuretics when congestion is present and specialist referral when
disease is advanced or complex (Heidenreich et al., 2022; Maddox et al., 2024). Daily monitoring,
nutrition guidance, physical activity, medication organization, and teach-back education are useful
only when individualized and linked to clear actions. Caregivers can strengthen adherence,
communication, and emotional support, but they also need consent, education, and protection from
burnout. Person-centered heart-failure care therefore combines evidence-based treatment with
practical access, shared decision-making, careful transitions, and long-term attention to quality of life.
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