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Integrating Palliative Care Into Heart Failure Care
Paul J. Hauptman, MD; Edward P. Havranek, MD

H eart failure is a condition for which both palliative care and hospice care can be ap-
propriate. The disease’s increasing prevalence and predilection for elderly patients
with significant comorbidity underscore the need to integrate these modes of care
with the acute care approach that has dominated heart failure treatment. We pro-

pose integration of a palliative care approach early in the course of heart failure treatment and a
tiered process for selecting patients for hospice care. A transition of the focus to palliative care
rather than mortality reduction should occur over time, when clinical status deteriorates and ad-
vanced therapeutic options become inappropriate or ineffective. Failure to respond to the need for
palliative care puts at risk the mandate to treat the patient with heart failure during the entire course
of illness. Arch Intern Med. 2005;165:374-378

Heart failure (HF) is an increasingly preva-
lent, often progressive condition associ-
ated with high morbidity and mortality and
marked functional impairment that dis-
proportionately affects the elderly.2-5 Data
from the National Hospital Discharge Sur-
vey6 show that annual hospitalizations for
HF increased by 294000 from 1985 to
1995. Heart failure is the leading cause of
hospitalization among Medicare benefi-
ciaries.7 For 2003, estimates from the
American Heart Association heart dis-
ease and stroke statistics8 suggest that
the annual number of discharges ap-
proached 1 million; the actual numbers
may be even higher because coding from
the International Classification of Dis-

eases, 9th Revsion, may underestimate the
number of patients admitted with HF by
one third.9 Patients with HF report physi-
cal function scores nearly 2 SDs from the
mean for patients with normal health,10 and
significant comorbidities are common.11

Readmission rates are high: up to 44% at
6 months in elderly patients.12 For newly
diagnosed HF in the community setting,
mortality is estimated at 24%, 37%, and
more than 75% at 1, 2, and 6 years, respec-
tively.5,13 For advanced cases, a combined
end point of mortality or rehospitalization
has been reported to occur in up to 81% at
1 year.14

PALLIATIVE CARE

We recognize that there is controversy re-
garding the boundaries of the concepts of
palliative care.15-19 We have adopted a defi-
nition of palliative care and a distinction
between palliative care and hospice care
contained in a recent publication of the Na-
tional Consensus Project for Quality Pal-
liative Care.20 Palliative care is an inter-
disciplinary team approach to optimizing
symptom management and quality of life
that does not necessarily exclude any medi-
cal therapy and takes into account physi-
cal, psychosocial, and spiritual needs and

If organic lesions . . . have made evident progress, if all functions which are
connected to the circulation suffer already from its alteration, then the progno-
sis is altogether desperate; the physician has no longer to estimate the danger of
the disease; whenever he ascertains its existence, he recognizes a mortal affec-
tion; and his experience can enlighten him only in estimating the time that the
patient will be able to lead a lingering life, and in the choice of the means ca-
pable of rendering it the most supportable.

Jean Nicolas Corvisart1

Author Affiliations: Division of Cardiology, Saint Louis University School of
Medicine, St Louis, Mo (Dr Hauptman), and the Denver Health Medical Center,
Denver, Colo (Dr Havranek).
Financial Disclosure: None.

(REPRINTED) ARCH INTERN MED/ VOL 165, FEB 28, 2005 WWW.ARCHINTERNMED.COM
374

©2005 American Medical Association. All rights reserved.

Downloaded From: http://archinte.jamanetwork.com/ by Fred Hyde on 08/17/2012



patient/family preferences. As such,
palliative care can be integrated with
conventional HF care that empha-
sizes life-prolonging treatment. This
duality of care21 should be consid-
ered a normal approach to patients
with HF. Under this conceptualiza-
tion, hospice care is a specialized
form of palliative care in which the
patient has decided to forgo all life-
prolonging treatment.

Palliative care includes commu-
nication to the patient and family of
the prognosis and treatment op-
tions for the illness in question, iden-
tification of patient and family goals
and needs, and use of an interdisci-
plinary approach to meet the symp-
tomatic, psychological, and spiri-
tual needs identified.20,22 For patients
with HF, each of these tasks is as-
sociated with unique challenges. Be-
cause HF is an illness with a highly
variable trajectory,23 prognostica-
tion is difficult. Consideration of sev-
eral clinical factors, however, can
yield estimates that are useful to pa-
tients; we discuss these variables in
more detail herein. The array of
treatment options is particularly
broad in HF and includes a num-
ber of technologically invasive thera-
pies. Because there is frequently “one
more thing to try,” shifting the fo-
cus of care from life extension to
symptom relief can be particularly
difficult. Finally, an interdiscipli-
nary approach has been relatively
slow to reach the care of advanced
HF, because there has been little tra-
dition and experience with this ap-
proach among cardiologists.

An increased focus on palliative
care is appropriate after hospitaliza-
tion for HF, particularly in the el-
derly. Up to one third of elderly pa-
tients experience a deterioration of
physical functioning24 with hospi-
talization. In general, the palliative
care approach has improved pa-
tient outcomes as judged by symp-
tom control, quality of life, and sat-
isfaction with care.25 The evidence
for effectiveness of the palliative care
approach, however, comes from a
heterogeneous array of studies in
which patients with cancer predomi-
nate. Further study establishing ef-
fectiveness specific to HF is needed,
as is evidence-based delineation of
the key elements in a palliative care
program for HF.

DETERMINING SHORT-TERM
PROGNOSIS IN ADVANCED HF

Predicting prognosis in HF is diffi-
cult because its clinical course is
highly variable. Nonetheless, a great
deal of data on the prognostic value
of a variety of clinical variables can
be brought to bear on the issue if the
provider and patient are prepared to
accept a greater degree of uncer-
tainty when predicting outcome
compared with other terminal ill-
nesses such as malignancy.

Functional capacity remains the
most important predictor of mortal-
ity inHF.Determinationof functional
capacitybymeasurementofmaximum
oxygenconsumptionwithcardiopul-
monaryexercisetesting26 hasbeenthe
goldstandardforassessing functional
capacity in HF, because it is believed
tobethemostdiscriminatorymeasure.
Othermeasurementsderivedfromcar-
diopulmonaryexercise testingresults
may provide a slight advantage com-
pared with maximum exercise test-
ing.27 However, cardiopulmonaryex-
ercise testing is not widely available
andmaynotbeappropriate for elder-
ly patients with other comorbidities
that limit their ability to exercise. A
variety of standardized instruments,
eachwithitsadvantagesanddisadvan-
tages, are available for gauging func-
tionalcapacity.TheseincludetheNew
York Heart Association classification
anddisease-specifichealthstatusques-
tionnaires suchas theMinnesotaLiv-
ingWithHeartFailureQuestionnaire28

andtheKansasCityCardiomyopathy
Questionnaire.29Deteriorationinfunc-
tionalcapacitymaybeparticularly in-
dicative of high risk of mortality
during the next 6 months.23

Renal dysfunction30 (as evi-
denced by elevated serum urea ni-
trogen and serum creatinine lev-
els), hyponatremia, or intolerance to
angiotensin-converting enzyme in-
hibitors because of hypotension are
predictive of poor outcome. Hypo-
perfusion can also result in severe
dysfunction of the liver and, in
advanced cases, the cerebrum.
Uremia, liver failure, or delirium
complicating HF portends poor
short-term outcomes when HF treat-
ment is maximal and no other re-
versible causes can be found.

Multivariable models predicting
outcome in advanced HF are avail-

able. In a comprehensive study of
survival in patients referred for trans-
plantation, Aaronson et al31 found
maximal oxygen consumption, left
ventricular ejection fraction, and hy-
ponatremia to be significant predic-
tors of outcome, in addition to heart
rate, blood pressure, ischemic eti-
ology, and QRS widening on elec-
trocardiogram. In a recent random-
ized trial of left ventricular assist
devices as destination therapy,32

patients undergoing medical man-
agement who had a left ventricular
ejection fraction of less than 25%,
New York Heart Association func-
tional class IV symptoms present
for longer than 90 days, and maxi-
mal oxygen consumption of 12
mL/kg per minute or less or depen-
dence on inotropic support had
a 6-month mortality of approxi-
mately 50%. A recent observational
study of patients in a university
setting, rigorously selected for de-
pendence on continuous inotropic
support, demonstrated a 6-month
mortality of approximately 75%33

in patients characterized by an av-
erage of 1.9 hospitalizations in the
preceding 6 months, a mean left
ventricular ejection fraction less
than 20%, and a mean serum so-
dium level of 132 mEq/L.

THE SPECTRUM OF
THERAPEUTIC OPTIONS

Standard medical therapy consists of
diuretics, angiotensin-converting en-
zyme inhibitors, �-adrenergic an-
tagonists, aldosterone antagonists,
and possibly digoxin. Two of the
agents, diuretics and digoxin, may
improve functional capacity with-
out affecting survival. In addition, re-
cent advances have widened the ar-
ray of options to include long-term
inotropic therapy,34 cardiac resyn-
chronization pacing,35 high-risk mi-
tral valve repair or replacement or
revascularization cardiac surgery,36

ventricular assist devices as destina-
tion therapy,32 external counterpul-
sation,37andcardiactransplantation.38

In general, the evidence supporting
use of these therapies is still emerg-
ing.Thegoalof these therapies,how-
ever, is stabilization rather than cure,
andthenumberofeligiblepatientswho
are candidates for or have access to
thesetherapiesislimited.Forexample,
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hearttransplantation,althougheffect-
ing a prolongation of life, is limited
bysmallnumbersofdonorheartsand
byrestrictiveselectioncriteria.Anim-
portant emerging option is formal
multidisciplinarymanagement.Pub-
lisheddataonHFdiseasemanagement
demonstrate that these programs re-
sult in decreased hospitalizations, de-
creased readmissions, increased ap-
propriate medication use, decreased
medication errors, and improved
health-related quality of life.39 The
major limiting factors for the wide-
spread adoption of formal multidis-
ciplinary programs are perceived
cost issues and access to care. Par-
ticipation in research trials may also
be an alternative for a limited num-
ber of patients.

TRANSITION TO
HOSPICE CARE

The National Hospice Organiza-
tion (NHO) has published a guide-
line for determining prognosis in
noncancer diseases40 that Medicare
fiscal intermediaries have used to
help determine eligibility for hos-
pice payment. These guidelines are
intended to supplement the gen-
eral Medicare guideline that the pa-
tient’s attending physician and the
hospice director believe the pa-
tient’s life expectancy is 6 months or
less if the terminal illness runs its
normal course. The NHO guide-
lines contain disease-specific and
non–disease-specific components.

The latter components specify
that the patient has a life-limiting
condition, has elected palliation, and
has documented clinical progres-
sion of disease or impaired nutri-
tional status related to the terminal
process. Documented clinical progres-
sion is defined by serial physician as-
sessment (or nursing assessment for
homebound patients), multiple
emergency department visits or hos-
pitalizations within 6 months, a
Karnofsky performance status of less
than 50%, or dependence in at least
3 of 6 basic activities of daily living
(ie, bathing, dressing, transfers, feed-
ing, continence, and independent
ambulation to the bathroom). Im-
paired nutritional status is defined by
loss of greater than 10% of body
weight, with a serum albumin level
of less than 2.5 g/dL as supporting

evidence. The disease-specific com-
ponent for HF is limited in scope, as
it requires that the patient is opti-
mally treated with diuretics and
vasodilators and has symptoms
compatible with New York Heart As-
sociation functional class IV. Docu-
mentation of an ejection fraction of
20% or less is suggested but not
required.

The available data suggest that we
need to improve on the perfor-
mance of the NHO guidelines. Fox
and colleagues41 investigated com-
patibility of the NHO guidelines with
the Medicare hospice benefit re-
quirement of life expectancy of less
than 6 months. Among the 1312 pa-
tients with HF enrolled in the Study
to Understand Prognoses and Pref-
erences for Outcomes and Risks of
Treatments (SUPPORT), 58% of pa-
tients meeting the criteria in the
NHO guidelines were alive at 6
months. Expert consensus guide-
lines for the management of HF do
not offer advice for timing the tran-
sition to hospice care. For ex-
ample, the American College of Car-
diology/American Heart Association
guidelines provide a limited num-
ber of formal recommendations for
the patient group classified with ad-
vanced (stage D) HF.42 Perhaps as a
consequence of this paucity of guid-
ance, palliative and hospice care are
probably underused in HF care. Only
5% of hospitalized patients with se-
vere failure have a do-not-resusci-
tate order.43 Hospice care is rarely
provided at the time of hospital dis-
charge.44 Estimates of patient pref-
erence for resuscitation are fre-
quently inaccurate.45

APPROACHING THE PATIENT
WITH ADVANCED HF

We present a treatment algorithm
that incorporates palliative care into
HF care early in the course of the dis-
ease and establishes the conditions
that should be met for referral of the
patient with advanced HF to hos-
pice care (Figure). The first step is
clinical assessment that empha-
sizes the need to document evi-
dence for severe left ventricular
dysfunction and lack of active cor-
rectable ischemia, a diligent search
for reversible factors, and the use of
maximal medical therapy. Discus-

sion of advance directives should be
initiated. In the setting of contin-
ued clinical worsening, whether or
not the deterioration is punctuated
by a hospitalization, reassessment of
reversible causes is again per-
formed and advanced therapeutic
options are considered. When eli-
gibility for advanced therapeutic mo-
dalities is unclear, this step may re-
quire that the generalist consult with
a cardiologist and/or an HF special-
ist in a referral center. When the at-
tending physician has determined
that the prognosis is poor and that
life-prolonging therapies are likely
to be ineffective, a formal consulta-
tion, if possible with a palliative care
team, should be considered. The fo-
cus on symptom relief and atten-
tion to psychosocial and spiritual
needs of the patient and family be-
come paramount. We encourage a
clarification of treatment prefer-
ences and a discussion about living
wills and advanced directives that
encompass a variety of likely con-
tingencies throughout the course of
HF care, with reclarification as the
patient’s clinical status changes.

If further aggressive treatment op-
tions have been considered and re-
jected, it is then appropriate to so-
licit the preferences of the patient
and family with regard to hospice
care, rather than pursue further in-
termittent acute care characterized
by advanced diagnostic and thera-
peutic interventions.

LIMITATIONS AND
FUTURE DIRECTIONS

We have intentionally excluded pa-
tients with HF and preserved left
ventricular systolic function be-
cause of generally acknowledged un-
certainty about prognostication in
this group.46 We have defined an al-
gorithm for patients with advanced
HF that incorporates palliative care
early in the course of care and pro-
vides guidance for appropriate tran-
sition to hospice care. This algo-
rithm should be subjected to debate
and further research; without this at-
tention, underuse of the palliative
care option will undoubtedly con-
tinue, to the detriment of patients
and their families.47 Mechanisms to
develop research priorities include
the involvement of professional so-
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cieties as well as research groups,
such as the Palliative Care–Heart
Failure Education and Research
Trials collaborative group (avail-
able at http://www.pc-heart.org).
Failure to acknowledge the impor-
tance of this mode of care puts at risk
the mandate to treat the patient dur-
ing the entire course of illness, even
when therapeutic options have been
exhausted.
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Assess Clinical Status

• Assess LVF; Document Severe LV Systolic Dysfunction∗
• Assess and Treat Exacerbating Factors†

• Administer Maximum Tolerated Medical Therapy‡

• Discuss Prognosis and Goals With Patient and Family
• Address All Symptoms
• Coordinate Care With Interdisciplinary Team

(Particularly During or Shortly After Recovery From Acute Exacerbation)

• Reassess and Treat Exacerbating Factors
• Reassess Goals of Care in Light of Diminished Life Expectancy
• Consider Advanced Therapeutic Options¶

• Readdress Symptom Control
• Consider Expanded Interdisciplinary Team and Expanded Role for Interdisciplinary Team

Progression of Illness

• Severe Functional Limitation§ or End-Organ HypoperfusionII Present Despite
  Optimized Medical Therapy and
• Evidence for Significant Disease Progression in the Prior 6 Months:
 • Multiple Hospital Admissions or Emergency Department Visits or
 • Loss of Abilities to Perform Activities of Daily Living

Hospice Care

• Generally Will Include Medical Therapy, Possibly Including Inotropic Support, and
  Will Focus on Symptom Relief, Directed by Hospice/Palliative Care Specialist
• Will Not Include an Active ICD or Acute Care Hospitalization for Exacerbation

• Ineligible for or Declines Advanced Therapeutic Options¶

• Ineligible for or Declines Destination Therapy# or Heart Transplant
• Patient and Family Aware of Prognosis and Desire Symptom Relief but Not Further
  Acute Episodic Care

∗Generally defined as left ventricular ejection fraction ≤20%.
 †Common examples include hypothyroidism or hyperthyroidism, anemia, ischemia, and depression.
 ‡Generally consists of loop diuretic with dosing optimized, angiotensin-converting enzyme inhibitor or
  angiotensin receptor blocker if angiotensin-converting enzyme inhibitor is not tolerated, β-blocker,
  aldosterone antagonist, and digoxin.
 §Generally defined as symptoms present at rest (New York Heart Association class IV), and whenever
  possible documented cardiopulmonary exercise testing results should demonstrate maximal
  oxygen uptake ≤12 mL/kg per minute.
 IIIncludes clinically significant renal or hepatic dysfunction or abnormal mental status, each with no
  identifiable or reversible cause.
 ¶Generally requires consultation with heart failure specialist or specialty clinic. 
 #Includes LV assist device or other mechanical circulatory aid.

Figure. Algorithm for integrating palliative care into the care of patients with advanced heart failure.
ICD indicates implantable cardiodefibrillator; LV, left ventricular; LVF, LV function.
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