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Objectives
• Overview of CHF palliative care issues
• Palliative CHF Management questions and
evidence
• Role of the Palliative Care Team in CHFhow to fit it in
• Framework and practical approach

Recent Edmonton Journal Article

By Brent Wittmeier, October 13, 2010

• At lifeʹs end, certain topics no longer

taboo
• Open and honest conversation with
doctor allows patient to maintain dignity

• Read more:
http://www.edmontonjournal.com/health/life+certain+topics+longer+tabo

http://www.edmontonjournal.com/health/life+certain+topics+longer+tabo
o/3662095/story.html#ixzz133ystw4i

Number of HF Deaths (actual and
projected) in Canada, 1980-2025

Heart and Stroke Foundation of Canada.

Size of the problem in CHF

• More cardiac survivors
• It is estimated 500,000 Canadians living with heart
•
•

failure and 50,000 new patients are diagnosed each
year. (Ross H, Canadian Journal of Cardiology 2006)
6-10% of elderly have CHF (Kupari M et al J Int Med 1997)
10% have severe and advanced symptoms (Ho KKL et al – J
Am Coll Cardiology 1993)

• 1/3 of patients admitted for CHF are readmitted within 3
•
•
•

months (Packer et al Am J of Cardiol 1999)
Mortality after discharge is 37.1% at 6/12 and 48.5% at
1 yr (Pritt Jaagosild et al Arch Int Med 2006)
In the States, CHF related hospital and treatment cost is
about $20.2 billion (Susan E, Progress in Cardio-Vasc disease 2000)
In the 1st year, CHF patients used an average of 26.9
hospital days and nearly 50% were readmitted to
hospital. (Johansen H, The Canadian J of Cardio-2003)

Co-morbid problems
• At least 1/5 patients above 80 have moderate to severe cognitive
•
•
•

impairment (The National Center for Health Statistics – 1999)
1/5 have depression (The National Center for Health Statistics –
1999)
½ of men and 2/3 of women above 70 yrs old have arthritis (The
National Center for Health Statistics – 2nd supplement on Aging
1994)
Unrelieved chronic pain in primary care is a frequent complaint (5036
patients -50.4% reported chronic pain and of which 48.7% had at
least severe grade of pain and 28% reported the highest need (Elliot

et al Lancet 1999)

• Over 4 million people in United States suffer from neuropathic pain
(Bennett et al – Hosp practice 1998)

Disease Trajectories and Variable
Prognosis

Poor prognostic indicators in CHF
• Advanced age
• Recurrent cardiac

• Depression
• Comorbid medical

•
•
•
•

•
•

hospitalisation
Renal dysfunction
Cachexia
Hyponatremia
Hypotension necessitating
withdrawal of therapies

•
•

conditions
LVEF (systolic HF)
Treatment resistant
ventricular dysrhythmias
Anaemia
?serum B-type natriuretic
peptide (BNP)

• Texture’ of prognostic indicators makes it difficult to explain to
patients and some of prognostic indicators fluctuate with
treatment
• ‘Impact of different factors might be different on various
patients

Difficulty in prognosticating in
heart failure
• 54% of patients were predicted to have a

prognosis of 6 months or more even though
patients died within 3 days (SUPPORT Study, Levenson et
al. J Am Geriatr Soc 2000)

• Difficult to prognosticate at the bedside
• How to road map/ milestone the disease
•
•

process ?
? ‘Sentinel events’
Seattle heart failure model under estimates
risk of death for patients with more advanced
heart failure, predicts 1-2 yr survival
estimates

Sudden cardiac death: The
aftershocks

Life changes fast.
Life changes in the instant.
You sit down to dinner and life as you know it ends. The year of magical thinking
Joan Didion
The question of self-pity.

“Palliative care for heart failure:
Time to move beyond treating and curing
to improving the end of life”
“The only cure for chronic heart failure—heart
transplantation—is equivalent to providing a single
lifeboat to the sinking Titanic.”

Editorial BMJ. Stewart et al. 2002

Heart Failure

EVOLUTION OF
CLINICAL STAGES
Stage A
No symptoms
Normal exercise
Normal heart
Risk Factors No symptoms
Normal exercise
Abnormal heart
No or mild symptoms
Exercise
Abnormal Heart
Severe Symptoms
Exercise
Abnormal Heart

Stage B

Stage C
NHYA class 1-2
Stage C
Class 3-4
Stage D
Refractory Symptoms

Pathophysiology

Sarah J Goodlin, J
of Am Coll of
Cardiology, 2009

Heart Failure Guidelines
• Various National guidelines give palliative care

•

recommendations for HF patients:
– Heart Failure Consensus Conference (Canada)
– National Institute for Clinical Excellence 2003
(UK)
– European Guidelines
The guidelines support palliative interventions
early in the disease trajectory and with a multidisciplinary approach as the most appropriate
strategy

National Institute of Clinical Excellence-UK
(NICE) guidelines on Heart Failure (2003)
"There is substantial evidence for
considerable unmet palliative needs
of patients with heart failure and
their informal carers. The main areas
of need include symptom control,
psychological and social support,
planning for future, and end of life
care."

Use of Opioids in
breathlessness
• Opioids help to reduce breathlessness probably
•
•

by ? reducing the sensitivity to pCO2. Reduces
air hunger.
Elevates the mood of the patient – helps with
underlying anxiety + breathlessness.
Reduce the work of breadthing and reduce
respiratory fatique (Miles J E, Journal of Palliative Care,
2005)

• Do opioids shorten life – no if used properly
(Jennings AL, Thorax, 2002)

How to dose in patients with
opioids in different situations
Considerations
1) Is the patient opioid naïve?
2) Choice of opioid e.g tramacet
3) Is the patient on dialysis?
4) How bad is the renal impairment
5) Generally, renal dosing intervals are recommended eg
less frequent dosing, up to even once a day
6) Codeine and renal failure
7) Morphine and renal failure/ dialysis
8) Opioids and liver impairment
9) Opioids and addiction and diversion issues-Universal
Precaution

Palliative Focus
Morphine
Oxygen

Symptom focused therapies
• diuretics
•digoxin
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Hierachy of Medical Mx of
Advanced CHF Patients

Treat cause
ACE Inhibitors/ARB
Beta blockers
Spironolactone

Davidson, Macdonald, Dracup, Stewart et al 2006

What is role of the “Hard Core” Cardiac
Medications and Interventions ?

• What does the evidence say ?

ACE inhibitors- tested in nearly 7000 patients with systolic
HF & >30 trials=reduce death by 20% in severe disease
and hospitalisations with patients in mild, moderate and
severe disease, ARB reduces mortality and morbidity as
well, downside=low bp, high K+ and azotemia
Beta-blockers – tested in >20,000 patients in 20 clinical
trials, reduce death by 35% in severe disease,
downside=low bp, fatique, initial worsening of volume
overload
Spironolactone – reduces mortality and morbidity in NYHA
III, IV, 35% reduction in hospitalisations, no treatment
benefit for NYHA I, II, downside=hyperK+, harder to
use for creatinine>115

What is role of the “Hard Core” Cardiac
Medications and Interventions ?

• Diuretics – reduce some risk of death in patients with

•
•
•

chronic HF and improve exercise capacity (Farris R F,
Cochrane Database, 2006), variable bioavailability (12%
to 112%),
Digoxin – improves exercise tolerance, improve QoL,
reduce hospitalisation in patients with mild and
moderate HF (DIG trial – NEJM, 1997)
Hydralazine and nitrates – for African Americans with
NYHA II,III,IV and those who are unable to tolerate
ACE/ ARB due to renal dysfunction (A-HeFT Trial)
Intropic Support – For refractory hemodynamic or
symptom problems, use at home is cumbersome, and
prolonged use = v. high risk of arrythmias and up to
mortality of 74% at 6 months (Hershberger J Card Failure
2003)

What is role of the “Hard Core” Cardiac
Medications and Interventions ?
• Pacemakers – try to keep them in as it gives good
•

symptomatic relief
ICD – needs to be deactivated, especially with repeated
shocks, beneficial who have life expectancy of >1yr &
NYHA II, III symptoms. Only relative risk reduction of
death by 20-30%. Mortality benefit seen only after 2
years. $$

• Cardiac Resynchronization therapy – indicated in only
patients with wide QRS interval+NYHA III, IV. Some
reduction in mortality and hospitalisations. $$$

• Left Ventricular Assist Devices – LVAD, huge $$$$ and
very hard on families, needing intensive social support,
only for select few

How About the Role of Palliative Drugs
in End Stage CHF ?

• Oral opioids improve dyspnea acutely and chronically in

NYHA II,III,IV, improves ventilatory response in exercise
(Chua TP, J Am Coll Cardio, 1997, Johnson MJ, Eur J Heart Failure,
2002, Williams SG, Heart, 2003)

• Anti-depressants – patients with renal problems and

•
•
•
•

SSRI=at risk of worsening low Na and fluid retention,
needs close monitoring, TCA prolong QT interval,
pyschostimulants may be considered, atypicals - ?
Anxiolytics – ? Atypicals ? Benzodiazepines
Antipsychotics – atypicals and citalopram can be helpful
in concomitant dementia, behaviourable problems
AVOID NSAIDS – worsens renal function, volume status
etc
s/c medications – e.g maxeran

Common Treatment Issues Encountered in
end stage CHF Palliative Patients
• Ongoing disease modifying treatments,
inhibitors,Beta blockers, spironolactone)

(e.g ACE

• Non disease modifying treatments, oxygen, frusemide
•
•
•

relieves dyspnea, digoxin reduces hospitalisation, IV
inotropes
Dilemna of life sustaining treatments e.g iv antibiotics,
NG tube feeds, G-tube feeding
Difficulty in prognostication and perceived of a more
prolonged disease trajectory
Cognitive impairment makes the goals of care very
difficult as these patients tend to be older with a greater
epidemiological risk of cognitive impairment

When to involve Palliative Care ?
Concurrent palliative approach for any patient with
Class IV symptoms despite optimal Tx:

“Given availability of effective treatments but
distressing symptoms, and persistent high
risk of death that may occur suddenly,
physicians must simultaneously treat the
underlying condition while discussing and
attending to palliative care issues” (‘Palliative
Care for patients with HF’ JAMA 2004)

When to involve Palliative Care ?
1. Frequent admissions to hospital e.g 3 or more in a
2.
3.
4.
5.
6.
7.

year
Highly symptomatic/ refractory patients – usually
NYHA Class III/ IV patients
Maximal cardiac therapy and not candidates for cardiac
transplant and invasive cardiac treatments
Patient thought by the team to be in the last year of
life – “Would you be surprised if the patient dies within
the next 1 year ?”
Withdrawal of life sustaining treatments and in
conjunction with cardiologist (eg patient with multiple
ICD shocks)
Help with difficult advance care planning
Hospice placement

How Can The Palliative Specialty Help?
• Advanced symptom assessment e.g symptom clusters, primary

•
•
•
•
•

vs secondary symptoms, dyspnea-anxiety cycle, symptom driven
agitation, dynamic component of symptoms e.g incident dyspnea,
total pain syndrome, differential diagnosis for the symptoms, road
mapping of multiple symptoms, respiratory panic attacks
Advanced symptom management – which treatment will give a
bigger bang for the buck, which combo of drugs, what to avoid,
constipation management
Strong mood and psycho-social management – both drug
and non-drug management, the illness experience and working
with both patient and family to guide them through this journey
Optimise advance care planning
‘Licensed’ to discuss about discontinuing life-sustaining treatments
Co-ordinate the patient’s care with other health care professionals
e.g nutrition and rehab issues, Hospice and community related
placement

Ethical Decision Making and stopping
Life sustaining treatments
• What to consider: best interest of the patient,
•
•

what does the patient want (autonomy),
Is the patient capable of making in informed
decision ? do no harm, futility and costs,
requests of the family
Concept of sentinel events – repeated
admissions, requiring inotropic support,
repeated sepsis, bad prognostic markers

Preferences of patients with heart
failure for prognosis communication
• Prognosis : For the physician to offer

information about prognosis at time of diagnosis
- while patient still well and decision making capacity
intact

• Truth : For the physician to tell the truth including possibilities of deterioration and death

• Hope : For the truth to be balanced with hope hope for QOL, symptom control and control over EOL
decisions

Caldwell et al. Canadian Journal of Cardiology 2007

ACP for HF patients
Ongoing discussion – don’t have
to cover everything in one
consultation!!

RMC Coding System
http://www.calgaryhealthregion.ca/programs/advancecareplanning/acp_docs/
103547_gcdorderform_backpage.pdf

Conceptualising Comprehensive Palliative HF Care
Progressive myopathy,
neuroendocrine processes,
volume overload/ decrease
cardiac output
Meticulous
Symptom
Assessment

CHF patients –
progressing significantly
despite treatments
Co-management
with Cardiac and
Palliative
Specialists+teams
Who is the Cardiac Palliative Patient ?
- patient and family centered care

Switching gears …. To more
palliative approach
Evidence based
management-which
treatments give the
biggest bang for
the buck

Triggering events, ‘sentinel
events

Transition phase

Big picture – how do the
treatments stack against the
patient’s goals of care and
symptom burden

Framework for CHF End-of-life Care for
Health Care Teams

• Surprise question – reflects on whether the patient is
•
•
•
•
•
•
•
•

medically palliative based on disease trajectory, severity
of illness, refractory to treatment
Is this patient and family ready for palliative ?
What are the needs ?
Good Symptom assessment
Trial of life sustaining treatments if indicated – e.g IV ab,
trial of feeding etc
Symptom control – balance disease modifying vs non
disease modifying vs just purely symptom control
Prognosis – best guesstimate, but be aware of biasness
Goals of care – Calgary RMC coding system
Tapping into Specialist Colleagues

Thank you !
Any questions ?

