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|Pain and symptom management|

Palliation in heart failure:

When less and more are more

Paul J. Hauptman, MD

Introduction

The aging of the population,
increasing prevalence of risk factors
for congestive heart failure among
older persons, and high mortality
rates, especially for patients in
advanced symptoms according to the
standardized New York Heart As-
sociation classification, 1-3 have
focused attention on the need to
devise strategies to evaluate and man-
age patients with progressive and
chronic cardiac failure. This clinical
challenge is highlighted by the fact
that, despite increasing use of drugs
closely associated with improved out-
comes (ACE inhibitors and 13-adrener-
gic antagonists),4'5 morbidity and
mortality have not changed demon-
strably for patients once signs and
symptoms of advanced disease devel-
op.6 Further, clinical trials in heart
failure have not uniformly enrolled
elderly patients,7'8 thereby potentially
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limiting our ability to broadly general-
ize about the applicability of standard
therapies to all age groups.

Indeed, many options do not apply
to the vast majority of patients with
severe symptomatic disease. Cardiac
transplantation is limited in number
and by age restrictions (usually 65
years); the volume of these procedures
performed on an annual basis in the
United States has not increased in
recent years.9 Selection of destination
therapy with a left ventricular assist
device remains limited by the techni-
cal expertise required, exorbitant
costs, access, and limited survival
advantage.10 Further, it is an option
that is applicable to patients within a
relatively limited age range and/or
with comorbidities that are not
thought to be severe enough to limit
survival. It seems unfathomable that
older septugenarians or octogenarians
would be candidates for or select for
themselves such dramatic therapy.
Biventricular pacemakers ("resyn-
chronization therapy") can be offered
to a larger population but uncertainties
remain, including appropriate patient

selection, sustainability of response,
and overall survival benefit."

Given the complexities and limita-
tions of therapeutic options, a key
component of care in advanced heart
failure involves the assessment of
patient preferences and, in that con-
text, recognition that age is an ex-
tremely important factor in any evalu-
ation of the impact of heart failure on
patients' lives. We and others2",3 have
shown that after controlling for key
variables such as New York Heart
Association class and distance tra-
versed on a six-minute walk test, older
patients report better health-related
quality of life than younger patients.
As Masoudi et al. noted, "Physician
estimates of older patients' HRQL,
which may be largely based on func-
tional status, are known to overesti-
mate the true impact of disease on a
patient ... the acceptance of functional
status as a surrogate for HRQL in an
older patient with HF could result in
an inappropriately pessimistic assess-
ment of a patient's experience of their
condition."'3

Comfortable options exist, of
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course: palliative and comprehensive
care teams and disease management
approaches4",5 focus on early identifi-
cation of symptoms, care coordina-
tion, and monitoring outside the hos-
pital setting. A major limiting factor in
the wider adoption of these options
has been the cost, which reflects
inequities within a payment system
that favors reimbursement for acute
episodic care and invasive procedures
over chronic care.

The use of chronic continuous
intravenous inotropes represents one
pharmacological alternative for
patients who have failed conventional
measures and has been rated as a class
JIb ("usefulness/efficacy is less well
established by expert opinion") indi-
cation based on consensus opinion of
experts according to the guidelines of
the American College of Cardiology/
American Heart Association.'6 While
intravenous inotropic therapy can lead
to a meaningful improvement in
symptoms of low cardiac output syn-
drome, there are in fact no randomized
single- or double-blinded studies to
support wide adoption of this
approach. Inotropes may very well
represent a therapy that improves
symptoms, appetite, and function but,
given the potential for proarrhythmia,
possibly hasten the patient's death.'7
While used and partially reimbursed
in the Medicare population,'8 inotrop-
ic drugs are often not considered
appropriate in hospice. A large part of
that bias relates to the cost associated
with chronic intravenous infusions
rather than a misunderstanding of the
role these drugs play in the manage-
ment of end-stage heart failure
patients.'9

For patients with stage D heart fail-
ure for whom hospice is a realistic
option,'6 one problem appears to be
uncertainty about the timing of refer-
ral on the part of physicians. To some
degree, this situation is compounded
by the lack of a disease-specific
approach to heart failure and limited

formal training in heart failure as
reported by medical directors of hos-
pice programs.20

Perhaps no greater example of the
ethical challenges that exist for the
clinician in the care of the end-stage
heart failure patient can be found in
the management decisions related to
implantable cardiodefibrillators (ICDs).
Indeed, while the ICD may change the
natural history of heart failure when
patients are not experiencing worsen-
ing signs and symptoms of congestion
and pump failure,2"22 the same cannot
be said when the patient develops
manifestations of significant pump
dysfunction. What to do, then, with
the patient who has stage D failure?
The misfortune of defibrillator dis-
charge during the terminal stages of
life is now documented.23 Therefore, I
would advocate a rather simple
approach, involving two forms of
device deactivation. First, passive
deactivation can be considered when a
device is near end of life from battery
depletion. The practitioner, in consul-
tation with patient and family, should
not advocate or promote the place-
ment of a new generator. Second,
active deactivation should be pursued
when the patient and physician have
chosen an exclusively palliative
approach to care. Nevertheless, the
question arises about who should take
the initiative in discussing these options
with the patient. In unpublished data
from a national pilot survey, we found
that the majority of respondents in the
disciplines of internal medicine, family
practice, and geriatrics have had no
experience with or discussions about
ICD deactivation. These preliminary
data point to a knowledge deficit that
will need to be addressed.
A final dilemma pertains to mea-

surement of quality in advanced HF
care. What, specifically, would reflect
quality, and how can it be measured?
To what degree should the pharmaco-
logic component of a palliative treat-
ment plan for heart failure focus on

the disease-specific symptoms of fluid
overload and poor end-organ perfu-
sion, and to what degree can there be
overlap with the treatment of other
chronic debilitating and fatal condi-
tions? I would advocate formal study
in this area to encourage the best that
palliative care can deliver.

In summary, when selecting care
options for heart failure patients who
are failing conventional pharmacolog-
ical management, less and more may
be more: fewer defibrillators but more
consideration of deactivation, less
focus on survival but more emphasis
on therapies that palliate such as
inotropic therapy, fewer invasive pro-
cedures but more focus on correction
of easily identifiable precipitants of
worsening congestion, less proscrip-
tive care but more interest in under-
standing patient preferences and the
impact ofthe disease on quality of life.
It has been eight years since heart fail-
ure data were presented from the
SUPPORT study.24'25 Perhaps it is
time to see if we have learned any-
thing in the interim.
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