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care and as a palliative care specialist
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Learning Agenda

• Burden of Heart Disease in Canada
• Prognostication in Heart Failure (HF)
• The Palliative Care Paradigm
• Integrating Palliative care with Medical management 
• Symptom Management





Impacts of Heart Failure



Some More Statistics
• Heart diseases represent 20% of all cause mortality in 
Canada

• Heart failure (HF) has 23% 1-year mortality at diagnosis 
• HF causes more deaths than Ca of colon, breast, prostate 
combined

• HF deaths are increasing in North America

Statistics Canada, CANSIM table 102-0561.Last modified: 2018-02-23.
Slawnych, Can J Cardiol 34 (2018) 914e924.

http://www5.statcan.gc.ca/cansim/search-recherche?lang=eng&searchTypeByBalue=1&pattern=102-0561&p2=37


HF patients..
• Often not aware of terminal nature
• Overestimate benefits of therapies/interventions
• Frequent hospitalizations in final 6 months
• more likely to die in hospital 
• Often receive aggressive care near the end of life
• Much less likely to receive palliative care services

Slawnych, Can J Cardiol 34 (2018) 914e924.



Symptoms of Heart Failure
• Dyspnea
• Fatigue
• Anxiety
• Depression
• Anorexia/Cachexia
• Sleep disturbance
• Edema
• Cough
• Pain

• Dry mouth
• Sleep disturbance
• Constipation
• Sexual dysfunction
• Memory loss
• Delirium
• Isolation



Physiology of symptoms

JACC Vol. 54, No. 5, 
2009:386–96



So…

Patients with advanced heart failure need 
much more than pure medical 

management



Prognostication in HF

•Accuracy is elusive
• Individual outcomes widely variable
•Most tools can not predict 6 month survival
•ESCAPE score will offer 6 month survival estimate

J Am Coll Cardiol. 2010;55:872-878.



Medicalc website
http://www.scymed.com/en/s
mnxph/phqlb733.htm

J Am Coll Cardiol. 
2010;55:872-878.



PPS Predicts final days and weeks

J Pain Symptom Manage. 2009 Jul;38(1):134-44



Life Expectancy is Unpredictable

Circulation. 2012 Apr 17;125(15):1928-52
Palliat Med. 2009 Oct;23(7):642-8
Br J Gen Pract. 2011 Jan;61(582):e49-62
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“Patients tend to follow a progressive, albeit nonlinear, decline in health-related quality of life as the disease progresses; this course can be interrupted by sudden cardiac death caused by arrhythmia or can end in a more gradual death caused by progressive pump failure. The biological reality of heart failure makes communication particularly difficult for 2 reasons. First, heart failure is characterized by unpredictable periods of acute illness, followed by improvement in symptoms and function (Figure 1).19,21,125,126 Attending to this uncertainty involves both acknowledging the cognitive aspect of the conversation (eg, explaining to patients and families the unpredictable nature of illness and recognizing the inability of modern medicine to accurately predict life expectancy), while simultaneously addressing the complex emotions associated with the “roller coaster” of heart failure (eg, fear, anxiety, and uncertainty). Second, the chronic nature and unpredictability of heart failure require that communication be viewed as an evolving series of dynamic conversations that take into account the overall goals of the patient and family, the current state of heath, and the shifting balance between benefits and burdens of any treatment or test that is either currently being used or that is being considered. Patients' preferences may change over time as their illness progresses and their experience with the disease changes, which further underscores the importance of an ongoing dialogue with patients and their families.39,56,127 For example, in 1 study of 936 patients with advanced heart failure, 19% had changed their preferences for resuscitation within 2 months “-Uncertain trajectory of prognosis then delays goals of care or end of life discussions.  Therefore, they often take place when patients deteriorate, when patients are in fact too unwell to participate -Also: Many close calls ie. close to death on numbers of occasions but survived resuscitation efforts and therefore do not see why they wouldn’t in the future. Br J Gen Pract. 2011 Jan;61(582):e49-62



Markers of Poor Prognosis
• Frequent hospitalizations
• Not tolerating ACE-I, 𝛃𝛃-Blocker
• Refractory to Diuretics
• Secondary end-organ dysfunction (esp Liver, Kidney)
• NYHA IV despite optimization
• Hyponatremia
• EF < 20% 
• Cachexia

Hauptman, Arch Intern Med 2005; Ward, Heart 2002



The Surprise Question

“Would I be surprised if the person in front of me 
was to die in the next six months or one year?”

“No”
➔ Increased risk of death in the next 6 months.

CMAJ. 2014 Apr 1;186(6):425-32
J Palliat Med. 2001 Summer;4(2):249-54
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It’s time to talk…
• Patients are waiting 
• Advanced Care Planning should be initiated by care providers.
• Goals should be set by combining patient values / priorities with 
and an understanding of treatment options and their outcome 





What is Palliative Care?
Palliative care is an approach that improves the quality 
of life 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. 
(WHO Definition)



Palliative Care IS……
• Patient & Family Centered
• Improve Quality of Life and functional status
• Focus on Symptom control, communication
• Whole-person care; physical, spiritual, emotional and social
• Supports the patient, family and healthcare team
• Multidisciplinary 

Palliative Care is NOT……
• A Failure
• Withdrawal of Care – never say these 
words

• A Place or  Disposition
• Hastened Death
• The WRHA Palliative Care Program



Palliative Care Can and Should be Provided in All 
Clinical Settings

Shared responsibility of All Healthcare Providers



SUFFERING
EMOTIONALPSYCHOSOCIAL

PHYSICAL

SPIRITUAL



Palliative Care
End of Life Care

Terminal Care

Symptom management

Addresses values, 
goals of care

Quality of Life

Any Life –threatening 
illness

Underlying condition is 
irreversible

Declining function

GOC may fluctuate

Actively Dying

Pure Comfort Care

Hours to Days

Palliative Care may be the main focus 
OR

delivered concurrently with life-prolonging care 

In combination with 
acute medical 
management

Whole-person Care



Decision-making
Decisions based on

•Realistic Understanding
•Personal Priorities and Values

•Patients and families lack the ability to apply their own 
values to these decisions

•Physicians often fail to explore what’s important for a 
patient

thecarenet.ca



Communication is Key
• Patients  often unaware that HF is a terminal illness
• Overestimate benefits of treatment
• Treatment goals/consequences may not match patient values

Our job: 
• Bring a realistic understanding of illness/prognosis/treatment 
options and reconcile with patient’s values/priorities



Integrating Palliative Care and Chronic Disease 
Management
• First: Optimize management of disease process
• Add comfort measures to treat refractory symptoms
• Many common symptoms, others very disease-specific

Hawley P. 2014



Acute Care Palliative Care

Hawley P. 2014



CPR
Intubation
Ventilation

CABG
Transplant

Control of
• Pain
• Dyspnea
• Nausea
• Vomiting
• Delirium

Support
• Emotional
• Spiritual
• PsychosocialPacemaker

B-Blockers

CRT

ICD

Opioids

ACE-I

Effective Communication
Acute Care Palliative Care

Diuretics

Attentive Symptom Control

Statins

VAD
Inotropes

Digoxin
Angiography
Stents



Slawnych, Can J Cardiol 34 (2018) 914e924.



When should palliative care begin?
• A palliative approach should be incorporated in every patient with a life-limiting 

or progressive disease.

• Specific palliative measures should begin when symptoms can not be 
mitigated by optimal management (NYHA III-IV)

• Whole-person approach
always

EMOTIONALPSYCHOSOCIAL

PHYSICAL

SPIRITUAL



Basic versus Specialized Palliation
• Shared decision-making
Management of 
• Dyspnea 
• Fatigue
• Depression/anxiety
• Pain
• GI Symptoms
• Dry mouth

Specialised
• Refractory dyspnea
• Complicated pain
• Challenging psychosocial 
dynamics

• Delirium
• Death at home



Very advanced….
• VAD as destination therapy
• Inotropes
• Ultrafiltration
• Appropriate in select situations

Slawnych, Can J Cardiol 34 (2018) 914e924.



Does a Palliative Approach Improve Care in HF?



PAL-HF
• 150 patients with advanced HF randomized to usual care Vs usual 
care plus palliative intervention

• Intervention:  Consultation and concomitant care from a 
multidisciplinary PC team



• Improved Quality of life 
• Reduced anxiety, depression
• Improved spiritual wellbeing
• No changes in rehospitalization or mortality



LET’S GET SPECIFIC
Practical Matters



Classic Pharmacologic Management

Drug I II III IV Survival Hospital 
Admits

Functional 
Status

Diuretic X √ √ √

ACE-I/ARB √ √ √ √

Spironolactone X X √ √

B-blocker X √ √ √

Digoxin X √ √ √



Dyspnea



• Sit Up
• Open Window
• Fan
• Reassurance

Dyspnea – Simple Measures





Dyspnea - Pharmacotherapy
• Opioids by far the most effective
• Oxygen clearly effective for hypoxemic dyspnea
• Oxygen in nonhypoxemic less clear
• Benzodiazepines do not treat dyspnea, but may be helpful 
for concomitant anxiety



Opioids and Dyspnea – Practical Matters
• Life-limiting symptoms (Class III-IV)
• Start low with long intervals

Starting
• Morphine 1 – 2.5 mg PO Q6h-Q8h
• Hydromorphone 0.25 – 0.5mg PO Q6h-Q8h
• Plus PRN Q2-4 hours initially
• Titrate every 1-3 days for inpatients
• Outpatient:  adjust q1-2 weeks.
• Shorten interval first (up to Q4h) then increase dose
• SR and Contin require ~ 30mg morphine daily



In the ICU:
• Removal of Vent without symptom control will result in greatly increased O2 

demands, ++sympathetic drive
 increased Work of Breathing and ++Dyspnea!

With Symptom control 
• Diminished sympathetic drive
• Diminished O2 and metabolic demands
• Less Tissue Hypoxia
• Patients treated with opioids and sedative may in fact live longer!

Opioids and survival

Journal of Palliative Care; Winter 2005; 21, 4;299-302
Am J Hosp Palliat Care. 2008 Apr-May;25(2):152-4. 



Palliat Med. 2007;21(2):81–6.

Morphine and Respiratory Depression



Pain
• Consider underlying cause
• Avoid NSAIDS
• MON (+/- A) for chest pain

• Do not need workup to palliate
• Acetaminophen
• Low dose opioids (with care) 



Edema

•Optimise HF therapy
•NonPharm:

• Elevate
• Compression garments (mixed results)
• Skin care!



Sleep disturbances
• Consider cause

• If orthop/PND then consider increased diuresis
• Sleep apnea - treat

• Change diuretic dose to earlier in the day
• Sleeping surface
• Incline 
• Address Anxiety/Depression



GI symptoms
Nausea

• Optimize HF Tx
• Treat constipation
• Assess electrolytes
• Pro-motility (metoclopramide/domperidone)
• Haloperidol (0.5-1mg)
• Ondansetron (beware - causes constipation)

Constipation
• Stimulant (Bisacodyl, senna)
• Osmotic (PEG3350)
• Docusate – NO benefit
• Relax fluid restriction



Ascites secondary to Cardiac Cirrhosis
• Optimize HF tx
• Avoid hepatotoxins
• Judicious paracentesis
• Indwelling catheter (usually peritoneal dialysis catheter) in 
select cases



Dry mouth
• Reassess diuretics / fluid restrictions
• Med review – reduce anticholinergics etc..
• Saliva substitutes 
• Salivary gland Stimulation (gum, candy)
• Oral hygiene



ICD’s and end-of-life
• Patients with ICD at risk of receiving shocks in the last 
days – hours of life

• Should include deactivation of ICD in discussions before 
final days if possible.

• Not all patients will choose to deactivate ICD



WRHA Palliative Care Program
• Provides range of support from consultation, concomitant care for challenging 

cases, ongoing community support, inpatient care 
• Consultation for any patient with a life-limiting or life-threatening illness 

regardless of goals of care to assist in symptom management
• Enrollment in the Palliative Care program available for patients with life-

expectancy < 6 months who no longer request aggressive treatments for their 
primary illness and goals align with palliative model

• Dedicated inpatient palliative care units intended for patients requiring 
specialized palliative care



Useful Resources
virtualhospice.ca
thecarenet.ca
advancecareplanning.ca
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