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Swansea Bay Community 
Heart Failure team

Nurse and Pharmacist led

1000+case load

Approx 5000 patients in Swansea with a 

diagnosis of HF. (underdiagnosed)
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Community Heart Failure Team: Advanced practice clinic

Advance Practice Clinic
Advance 
Practice Clinic

Rapid 
Optimisation

Potassium 
binder clinic

Complex 
Diuretic 

clinic

Advanced practice clinics are 
manned by prescribing 
pharmacists and nurses.









Pilot
Working with NHS Performance and 

Improvement AND Doccla

To test use of remote monitoring on groups of 

people with heart failure.

A BMJ Innovations study found that virtual 

ward beds emit approximately 8.8 kg CO₂ per 

day, compared to 37.9 kg CO₂ for traditional 

hospital beds—a 77% reduction in emissions

BMJ Innovations, 2025



Discussion
Potential benefits

Potential  barriers/challenges

Would this work in your practice?
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