Palliative care considerations in heart failure
	Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].

General Information:
Individuals living with advanced heart failure should have a holistic needs assessment which should include:
· Person-centred meaningful conversations to help determine goals of care and ceiling of treatment.
· Comprehensive assessment.
· Advance care planning.
· Cohesive multidisciplinary working across health and social care providers.

Holistic, person-centred biopsychosocial care does not only apply to patients who are at a ceiling of treatment, but it also applies to patients at any stage of the disease. Clarifying goals of care early through open discussion with the patient can reduce unnecessary interventions and ensure care is aligned with patient priorities. Any ongoing treatment should not delay access to additional support and care for those living with life limiting symptoms. 
The trajectory of heart failure can be challenging for accurate prognostication. However, in the last 12 months of life, individuals with heart failure often experience repeated hospitalisation (both heart failure and non-heart failure related), deterioration in symptoms and functional capacity, and reduced tolerance of disease modifying medications. Weight loss and cardiac cachexia can be present. Persistent hyponatraemia is also a poor prognostic sign. Referral to palliative care services at this stage may be indicated for optimisation of symptoms and quality of life.

	· All patients should be offered the opportunity to participate in advance care planning, where treatment escalation decisions and recommendations should be discussed including resuscitation, hospital admissions and ICD de-activation. These conversations can take time and may be enhanced by making links with community palliative care.  
· A systematic approach to the person’s medical and care needs should take place. Proactive integration with community services such as palliative care and social care is essential.
· Continue all treatments that are being tolerated without ill effect. If treatments are causing substantial side effects or distress to the patient, individualised planning and deprescribing may be indicated.
· If needing to down titrate treatments due to symptomatic hypotension, prioritise those which are likely to benefit symptoms. Continue diuretics in patients who are congested, consider adjusting timings of medication so that doses of blood pressure reducing medications can be spaced out across the day, review any antianginal medication and in particular consider stopping oral nitrates if stable angina symptoms, review/discontinue other medication potentially causing hypotension e.g. alpha blockers. Maintaining small doses of all 4 pillars of GDMT is beneficial in HFrEF and down titration of one or more pillars may enable all 4 classes of medications to continue at low doses.
· Diuretics for heart failure may cause a deterioration in renal function to achieve therapeutic effect. They may need to be uptitrated to relieve distress from congestion irrespective of renal function. They should not be stopped without careful consideration – for example if patients are thought to be hypovolaemic due to over-diuresis.
· If available locally ambulatory pathways for IV diuretic management may support with symptom management.
· Consider using opioids to manage refractory symptoms.


	Troubleshooting: 
· Do not offer home oxygen for management of heart failure. 
· Referral to heart failure team may be helpful if there is clinical uncertainty about prognosis or treatment options, but determination of ceiling of care should primarily be based on discussion with the patient and does not routinely require cardiology review. 
· For medication management advice please contact local heart failure/palliative care team depending on local practice.

	Links to relevant national guidance, local guidelines and pathways:
· 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure: ESC Clinical Practice Guidelines
· Addressing palliative and end of life care needs for people living with heart failure: a revised framework for integrated care systems
· Millerick Y, Barton C, Welstand J. [2022] Cardiac supportive palliative care guidance (CS-PCG): professional resource

Resources for patients:
· British Society for Heart Failure: Cardiac supportive palliative care resource framework


	If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]




