
Heart Failure Palliative Care 
for In-patient and Out-patient 

July 18, 2018
1:00pm – 2:00pm Central

Presenter:
Lee R. Goldberg MD, MPH 



2

© 2018, The Joint Commission

• Assist organizations in helping patients manage chronic disease
• Reduce unwanted variations in care and improve the patient experience 
• Improve efficiency and outcomes at a potential lower cost 
• Position your service line to effectively face new challenges 
• Unique survey approach that combines unique survey approach with what AHA 

has to offer
• Receive recognition of your quality program
• Promote a culture of excellence to boost retention and recruitment of talent 
• As of January 1, 2019, all AHF certified organizations will be required to 

participate in the AHA GWTG-HF registry
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This certification is offered by The Joint Commission in collaboration with the American Heart Association

Email accreditation@heart.org for more information
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Phenotype of Heart Failure is Changing

• Improved survival
– Medications
– Devices
– Primary angioplasty

• Decreased sudden death 
– ICD
– Medications

• Appearance of low cardiac output state
• Survive to get cancer, dementia, renal failure etc.



New Devices – New Challenges

• ICD
– PTSD/Anxiety
– Deactivation 

• VAD’s 
– Poor outcome but “can’t die”
– Deactivation



Classification of Heart Failure
ACCF/AHA Stages NYHA Functional Classification

A At high risk for HF but without structural 
heart disease or symptoms of HF

None

B Structural heart disease but without 
signs or symptoms of HF

I No limitation of physical activity. Ordinary 
physical activity does not cause HF symptoms 

C Structural heart disease with prior or 
current symptoms of HF

I No limitation of physical activity. Ordinary 
physical activity does not cause HF symptoms 

II Slight limitation of physical activity. 
Comfortable at rest, but ordinary physical 
activity results in HF symptoms

III Marked limitation of physical activity. 
Comfortable at rest, but less than ordinary 
activity causes HF symptoms

IV Unable to carry on any physical activity without 
HF symptoms, or symptoms at rest

D Refractory HF requiring specialized 
interventions

IV Unable to carry on any physical activity without 
HF symptoms, or symptoms at rest

Yancy CW, et al. Circulation. 2013;128:1810-1852.

Stage “Course of Disease” Class “Symptoms at that moment”

The minimal required therapies 
to prevent progression and reduce 

morbidity and mortality

Therapies to reduce symptoms 
or trigger referral to advanced 

therapies or hospice 
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Trajectory of HF: Uncertain Prognosis 

Allen L, et al. Circulation 125(15);2012.



Palliative Care Definition – World Health 
Organization

“… an approach that improves the quality of life (QOL) of 
patients and their families facing the problem associated with 
life-threatening illness, through the prevention and relief of 
suffering by means of early identification and impeccable 
assessment and treatment of pain and other problems, physical, 
psychosocial and spiritual.”
Distinct from Hospice
World Health Organization.  WHO definition of palliativecare. Available at:   
http://www.who.int/cancer/palliative/definition/en. Published2010. 



Palliative Care Is Not Hospice 

Hospice 
Care

Palliative 
Care 

Khan RF et al. JAMA Intern Med. 2015 Oct;175(10):1713-5. 



Palliative Care Versus Hospice



Models of Palliative Care



Complex medical decision making

Allen L, et al. Circulation 125(15);2012.





Patient Perspectives



Benefits of early Palliative Care

Temel JS,et al.. N Engl J Med. 2010 Aug 19;363(8):733-42. 



Benefits of early Palliative Care in Lung Cancer

Temel JS,et al.. N Engl J Med. 2010 Aug 19;363(8):733-42. 

Improved Quality of Life and Survival



“Instead of serving as a reason 
to avoid conversation, 

uncertainty should be a trigger 
for exploration.” 

Braun LT et al. Circulation. 2016 Sep 13;134(11):e198-225.



Heart Failure Patients

• Chronic life threatening condition
– Depression
– Psychological Pain
– Distress
– Symptom burden

• Very similar to patients with cancer



Palliating the Broken Heart

• Primary PC 

• Specialist PC

Quill, et al. N Engl J Med. 2013 Mar 28;368(13). 



Heart Failure Patients are Complicated

• Many comorbidities
– COPD
– Gout
– Renal failure
– Dementia
– Cancer

• Complexity
– Mangement
– Symptoms
– Distress



Studies of Palliative Care in Heart Failure



Palliative Care and Readmission



Inpatient Palliative Care Consults



Inpatient Palliative Care Consults

• Improved at 3 months
– Quality of life
– Symptom burden
– Depressive symptoms

• More likely to have an advanced care plan



Benefits of Palliative Care in Heart 
Failure Patients 

Rogers et al. J Am Coll Cardiol. 2017 Jul 18;70(3):331-341. 



Benefits of Palliative Care 

Rogers et al. J Am Coll Cardiol. 2017 Jul 18;70(3):331-341. 



Randomized Trial

• Randomized control trial of transitional 
palliative care 
– Weekly visits at home for 4 weeks
– Monthly visits to 1 year



Results



High symptom burden
Hospitalized patients with HF

No improvement in symptoms after 
hospitalizations

68% HF pts interested in receiving PC

Khan RF et al. JAMA Intern Med. 2015 Oct;175(10):1713-5. 



Indications for Referral



Heart Failure Advanced Care Planning

• Define goals
– Intubation
– Dialysis
– Re-hospitalization

• Deactivate ICD
– Maintain BiV pacing functions



Timeline for Palliative Care in Heart 
Failure



Inotropes – ACC/AHA Guidelines



Palliative Milrinone
• Can prevent hospitalizations and transiently 

improve quality of life
• 50% mortality at 6 months
• 90% mortality at 1 year
• Requires IV access – often PICC line
• By definition need palliative care consult

– Improved symptoms may delay palliative care
– Initiation of inotropes is a “sentinel” event

• If consideration of MCD or Transplant need 
expedited work-up 



Mechanical Circulatory Support

• Destination therapy
– Not candidate for transplant
– More comorbidities
– More psychosocial challenges 



The MCS Journey 

HF course VAD 
decision

Pre-
implant

Life on 
VAD

EOL/ 
Bereavement 

Adapted from JN Kirkpatrick

Symptoms, complex decision making, caregiver 
burden, uncertain prognosis 



Complex Decision Making 

Allen L, et al. Circulation 125(15);2012.



High caregiver burden

Kitko LA, et al. Heart Lung 2013;42:195e201.



Pre-implant: Preparedness Planning

Swetz, KM et al. J Pain Symptom Manage. 2014 May;47(5):926-935.



Post-implant 

Kirklin JK, et al. J Heart Lung Transplant. 2015 Dec;34(12):1495-504. 



Studies of Palliative Care in LVAD



LVAD Deactivation

• Complicated volitional process
– On part of patients, caregivers, providers 

• High stress on caregivers as surrogate decision 
makers 

Vinay Kini, James N. Kirkpatrick. J Cardiothorac Vasc Anesth. 
2013 Oct;27(5):1051-2.



LVAD Deactivation
Logisitics

Gafford EF, et al. J Palliat Med 2013;16:980e982.



Specialist PC for MCS patients
Regulatory Requirement

• Impartial voice in decision making
• Facilitator of advanced care planning
• Contributor to improved patient and family 

experience
• Support for MCS team members 
• Support for transition to hospice and MCS 

deactivation 

Sagin A et al, J Pain Symptom Manage 52(4);2016.



End of Life Scenarios
End-stage Heart Failure

• Poor QOL despite medical/device therapies
• Progression of comorbid conditions 

– ESRD
– Cancer
– Dementia

• Incompatibility with goals of care

Gafford EF, Luckhardt AJ, Swetz KM. J Palliat Med 2013;16:980e982.



Challenges

• Most providers do not receive palliative care training
• Discussing death is challenging
• Perception of “failure” or “letting down” patient and their 

family
• Better to have act of “commission” versus “omission”
• Misunderstanding of the power of palliative care – improved 

QOL, improved survival



Benefits

• Empower patients and families
– Restore their “voice”
– Avoid conflicts

• Respect preferences and goals
• Reduce suffering 
• Extend survival



Conversations
• Define limits of current therapies
• Provide options

– Advanced therapies or why not
– Palliative inotropes
– Deactivate ICD
– Re-hospitalization, intubation, dialysis, etc.

• Define role of the “proxy”
• Encourage communication

– Gift of defining wishes to avoid conflict

• Introduce palliative care



Systems to Provide Earlier Referral

• Mortality score calculated for each patient
• Provided to staff caring for patient
• Set threshold for referral to “pre-hospice” homecare
• Set threshold for referral for inpatient palliative care consult
• Access to outpatient palliative care consults



Ominous prognostic factors

Intolerance of beta-blockers
Intolerance of ACEi/ARBs
Recurrent hospitalizations

Need for inotropes
Hyponatremia

Progressive renal insufficiency

No one factor is “predictive” enough – combine and weight 
several into a predictive “model”



Referral to Advanced Therapy



Penn “Wired-Way”

• Using 6 month mortality predictive model
• Refer patients to home care with a palliative care component

– Provide additional services
– IV diuretic escalation
– Discussion around goals of care and wishes



Benefits of Prognostic Models

Goldberg, Jessup Circulation 2007; 116:360



Hazards of Prognostic Models

Goldberg, Jessup Circulation 2007; 116:360



Conclusions

• Palliative care provides improved quality of life and survival in 
heart failure patients

• Palliative care reduces readmissions and assists patients and 
families define advanced care plans

• Many patients are referred to late due to lack of comfort of 
providers and patients – use models to help

• All team members should assess for the need for palliative care



Contact Us to Learn More
Tanya Lane Truitt, RN MS
Senior Manager QSI Programs & Operations: Resuscitation & HF
Get With The Guidelines®
tanya.truitt@heart.org

Liz Olson, CVA
Program Manager, Get With The Guidelines – Heart Failure
liz.olson@heart.org

Stay informed on the latest updates from all of the Get With The Guidelines programs. 

Sign Up for Focus on Quality e-Communications

mailto:user@heart.org
mailto:liz.olson@heart.org
http://www.heart.org/HEARTORG/Professional/FocusonQuality/e-Communications/Sign-Up-for-Focus-on-Quality-e-Communications_UCM_426627_Article.jsp#.WEsglfKQzIU


Thank you for your active participation and 

contributions to GWTG-Heart Failure!

7/18/2018 ©2010, American Heart Association 
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