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Abstract
Heart Failure (HF) is a life-limiting condition which causes symptoms beyond the physical
manifestations of cardiac dysfunction. HF can significantly impact patients' quality of life
(QOL), which is often not addressed in standard regimes of HF care. QOL encompasses the
individual's physical, functional, psychological, and social aspects of life. The specialty of
palliative care (PC) addresses all these aspects and can significantly improve a patient’s QOL.
PC is underutilized for patients with HF due to the non-linear progression of the disease and the
general uncertainty of the prognosis. The aim of this integrative review was to explore the
impacts of early integration of outpatient PC on the QOL of patients with HF. Findings
demonstrate that outpatient PC can positively impact the QOL of HF patients and can be
introduced early in the disease process, even when patients are receiving life-prolonging
treatment. PC can improve measures of overall QOL, palliative symptom burden, HF symptom
burden, and depression in this populations. Primary care providers can implement the early

introduction of PC for their HF patients to preserve their QOL despite their current prognosis.
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The Integration of Early Palliative Care for Patients with Heart Failure: Effect on
Patient’s Quality of Life

Heart failure is a life-limiting clinical syndrome caused by cardiac dysfunction; it is
diagnosed clinically based on the patient’s symptoms, which often first present as dyspnea and
fatigue (Colucci & Borlaug, 2024). There are many treatment options utilized to delay the
progression of this life-limiting disease, which patients can misconstrue as curative rather than
medical management (Namukwaya et al., 2017). When patients are symptom-free due to
effective medical management, they often presume that they no longer have HF, not realizing
that the medical management techniques are not curative (Namukwaya et al., 2017). Due to the
variance between periods of exacerbations and medical management, communicating the
prognosis of HF can be a challenge. Healthcare providers often struggle to predict the course of
HF, as many variables can alter the disease course, and there is wide interpatient variability
(Colucci, 2024; Jones et al., 2019). The uncertainty of future illness trajectory can be distressing
for patients, particularly during periods of exacerbations when their symptoms are not effectively
managed (Jones et al., 2019). During the chronic phases of HF, discussions between healthcare
providers and patients regarding the disease process, prognosis and advanced care planning are
imperative; this provides patients with a better understanding of their disease, and acute
exacerbations are less alarming and easier to manage (Jones et al., 2019). Patients appreciate
knowing what is going on, and providers taking the time to explain things can significantly
impact their quality of life (QOL) (Ramanayake et al., 2016).

QOL can have many definitions depending on the person and encompasses physical,

functional, psychological, and social aspects of the individual’s life (Fallowfield, 2009). Higher



levels of QOL are associated with improved prognosis, so assessing and maintaining QOL
throughout treatment is important (Fallowfield, 2009). Heo et al. (2009) found that the definition
of QOL in patients with HF was multi-dimensional, encompassing aspects such as the ability to
perform physical and social activities, happiness, the ability to be at peace, and being around
people who support you. Garcia-Soleto et al. (2013) found that QOL measures were significantly
higher in HF patients after discharge from the hospital, demonstrating the value of outpatient
care on QOL. Primary care providers (PCPs) play an important role in ensuring that patients get
the best outpatient care as they have a rapport with patients and their families and are typically
the easiest to access (Ramanayake et al., 2016). PCPs provide access to specialists, liaise with
appropriate providers through referrals, integrate specialists’ care plans with concurrent
treatments, and ensure the patient receives the best possible care (Ramanayake et al., 2016).
Early discussions of disease progression and advanced care planning can be difficult for PCPs to
have due to the uncertainty of how things will progress, particularly early in the disease process
and the resistance of patients and their families to recognize the severity of the disease (Nowels
et al., 2016). Implementing specialties such as palliative care (PC) can help patients and PCPs
ease into the transition of living with life-limiting chronic conditions and aid in these discussions
(Beernaert et al., 2014).

Regarding chronic conditions with inconsistent life expectancy, such as HF, PC is an
under-utilized specialty (Jones et al., 2019). There is often a general lack of knowledge about
when PCPs should refer to PC, and it is often done late in the disease progress, closer to end-of-
life (Ramirez & Verma, 2024). PC has a negative connotation due to its association with end-of-
life care. However, early introduction to PC has demonstrated improved QOL, symptom control,

and general patient satisfaction in their care with life-limiting diseases (Ramirez & Verma,



2024). It has also been demonstrated to prolong life by an average of 2.5 months in cancer
patients when introduced at the time of diagnosis (Ramirez & Verma, 2024). Although PC is
more commonly associated with conditions that have predictable disease progression, such as
cancer, this integrative review aims to determine the effect PC has on QOL in patients with HF.
How does the early introduction of outpatient PC affect QOL in patients with HF?
Background

HF is a clinical syndrome that can be caused by several different cardiac diseases
occurring individually or concurrently that progressively decrease the effectiveness of the heart
to pump blood (Colucci & Borlaug, 2022). Eventually, the heart cannot meet the body's
metabolic demands, which presents with various symptoms (Colucci & Borlaug, 2022).
Diagnosis is primarily made clinically based on presenting symptoms, history, physical
examination, and laboratory and diagnostics imaging studies (Colucci & Borlaug, 2023). The
New York Heart Association (NYHA) has developed a grading system based on the severity of
symptoms a patient presents with, which is known as the functional classification of HF
(Colucci, 2022). This classification (Table 1) is dynamic depending on the effectiveness of
medical management and is frequently used to help guide treatment (American Heart
Association, 2023).

Table 1: NYHA Classification (American Heart Association, 2023)

Classification | Patient Presentations

I No limitation of physical activity. Ordinary physical activity does not cause
undue fatigue, palpitation or shortness of breath

II Slight limitation of physical activity. Comfortable at rest. Ordinary physical
activity results in fatigue, palpitation, shortness of breath or chest pain.

I Marked limitation of physical activity. Comfortable at rest. Less than ordinary
activity causes fatigue, palpitation, shortness of breath or chest pain.

IV Symptoms of heart failure at rest. Any physical activity causes further
discomfort.




Heart Failure Incidence

As the population ages, the incidence of HF diagnoses increases, and as time progresses,
medical therapies continue to advance; despite this, mortality rates of HF remain high (Colucci,
2023). The total number of deaths in Canada in 2023 due to major cardiovascular disease (CVD)
was 76,962 (Statistics Canada, 2025). Approximately 750,000 Canadians are living with HF,
with an estimated 100,000 new diagnoses annually (Saveski et al., 2025). According to a
systematic review conducted by Jones et al. (2019) looking at the prognosis of HF, the ten-year
survival rate of HF is 34.9%. Many factors affect the survival rates of HF, including age, sex,
and the cause of cardiac dysfunction (Colucci, 2023), with individuals at advanced ages having a
significantly higher mortality rate (Jones et al., 2019). Hospitalization for HF exacerbations is an
indication of a poorer prognosis for patients and is related to an increase in mortality (Colucci,
2023). Within Canada, HF is among the top reasons for hospitalizations, with over 70,000 yearly
admissions and a median length stay of 7 days (Saveski et al., 2025). The 30-day hospitalization
readmission rate for HF has remained at 20% over the past decade despite an improved
knowledge base and the presence of evidence-based guidelines for HF management (Saveski et
al., 2025). This data indicates that there is room for improvement in the standard care of HF,
with the potential for collaboration with specialties that manage other aspects of care in the
outpatient setting.
Heart Failure Disease Course and Impacts on Quality of Life

When a patient’s condition begins to deteriorate, leading to increased emergency
utilization and the need for hospitalization, it can be very distressing and significantly impact a

patient’s QOL (Colucci, 2023). Due to the unpredictable nature of HF and frequent fluctuations



between NYHA classifications, patients are left feeling anxious and depressed about their
condition, contributing to a negative impact on their QOL (Corliss, 2023). Providers are often
not confident in their prognosis due to the variations in the condition, and important
conversations around the anticipated disease progression may be delayed, causing uncertainty
for patients (Jones et al., 2024). The ambiguity in disease progression and frequent fluctuation
between NYHA classifications causes patients to overestimate their life expectancy and
experience undue duress when their conditions significantly decline (Jones et al., 2019).
Integrating these difficult conversations into the provision of HF could potentially ease some
stress and uncertainty for HF patients and outline a more apparent trajectory of their illness,
improving their overall QOL.
Palliative Care

PC is a medical specialty that encompasses all the domains of suffering, including the
physical, emotional, psychosocial and spiritual issues that accompany chronic illnesses such as
HF (Corliss, 2023) and can be effectively used alongside life-prolonging care (Ramirez &
Verma, 2024). In 2002, the World Health Organization updated the definition of PC as

An approach that improves the quality of life of patients (adults and children) and their

families who are facing problems associated with life-threatening illness. It prevents and

relieves suffering through the early identification, correct assessment and treatment of

pain and other problems, whether physical, psychosocial or spiritual. (World Health

Organization, 2025, para. 1).
Despite this definition suggesting improved QOL with early identification, PC continues to focus
on the treatment of those whose illness is no longer responsive to other medical modalities late

in the disease process and for end-of-life treatments (Ramirez & Verma, 2024). In the case of



HF, this would be when cardiac dysfunction reduces cardiac output, hypotension and renal
dysfunction begin to dominate the disease process, and medications are no longer effective in
managing symptoms (Allen, 2025). Introducing PC before the HF symptom burden is too high
can greatly improve a patient’s QOL when they are living with the disease and decrease overall
morbidity.

HF can negatively impact an individual’s QOL to the point where they no longer want to
continue living. In BC, from April 1 to June 30, 2023, 19.6% of the total cases of medical
assistance in dying (MAID) were requested due to CVD (Government of British Columbia,
2023b). Of this 19.6%, HF comprised 54.6% of these MAID requests (Government of British
Columbia, 2023b). Although this data does not indicate whether those who opted for MAID had
previous encounters with PC, it does demonstrate that the effects on QOL are so severe that a
patient would choose MAID rather than continue in the progression of their HF. Addressing
issues in QOL early in the disease progression and providing PC could potentially mitigate
suffering and decrease the demand for MAID in HF.

Benefits of Early Initiation of Palliative Care

Introduction of PC at the time of diagnosis is recommended in seriously ill cancer
patients with a focus on the management of physical symptoms, emotions, social concerns and
spirituality (Ramirez & Verma, 2024). The benefits of early PC in cancer patients have
demonstrated prolonged lifespan, improvements in QOL, symptom control and patient/caregiver
satisfaction levels when compared to standard care (Ramirez & Verma, 2024). In cancer
patients, early PC was associated with less aggressive interventions, such as mechanical
ventilation and chest compressions, which are associated with a worse QOL after intervention

(Ramirez & Verma, 2024). This demonstrates that the early introduction of PC positively



impacts the QOL of patients with life-limiting conditions. The research by Ramirez and Verma
(2024) focuses on the effects PC has on cancer, so how does this relate to HF?

Cancer is the second most common cause of death after CVD, with HF being one of the
most frequent causes of hospitalization in CVD (Askoxylakis et al., 2010). Despite this, cancer is
the condition most associated with PC (Ramirez & Verma, 2024). In data from a systematic
review by Askoxylakis et al. (2010), the five-year survival rate after diagnosis for all cancers
was 43%, whereas the five-year survival rate for HF varied between 26 and 52%. Askoxylakis et
al. argue that based on the relative risk of survival, cancer does not necessarily have a worse
prognosis than HF despite cancer’s association with PC (Askoxylakis et al., 2010). The
trajectory of illness in HF tends to be more unpredictable than cancer (Askoxylakis et al., 2010),
which is why there are barriers to the early introduction of PC in HF (Corliss, 2024). A few
benefits seen in the early introduction of PC are improved management at home, leading to
fewer hospital-acquired infections and more time spent with family (Corliss, 2024). PC helps
patients better understand the risks and benefits of different treatment modalities and helps focus
on the individual desires that a patient has in terms of long-term goals and QOL (Corliss, 2024).
Despite HF having a worse prognosis than cancer (Askoxylakis et al., 2010), there remain
significant barriers to the early introduction of PC in HF. Early evidence suggests that HF
patients may benefit from integrating PC into their care model; however, it remains underutilized
(Corliss, 2024). PC has demonstrated positive effects on the QOL of cancer patients and their
caregivers (Ramirez & Verma, 2024). However, there is still limited knowledge of how PC use

in HF impacts QOL; this integrative review intends to address this current gap in knowledge.



Barriers to Palliative Care in Heart Failure

Significant barriers impact the number of HF patients who receive a referral to PC. This
includes the unpredictability of the HF disease process, a lack of knowledge of the benefit PC
can have on non-cancer illnesses, and its negative association with end-of-life care (Crimmins et
al., 2020). As healthcare workers, educating ourselves and identifying our biases in healthcare
provision, including those that potentially create barriers to introducing a beneficial service for
patients, is important.

Uncertainty of the Disease Progress. Throughout the disease course, HF patients will
face drastic changes in their functional capacity, both physical and psychological, and their
symptom burden in a non-linear manner, increasing demands on the patients, clinicians, and the
healthcare system (Crimmins et al., 2020). As outlined by Poon et al. (2022); both the
hospitalization and readmission rates of HF patients are high. Patients often have poor health
literacy when it comes to the management of their HF; this includes recognizing symptoms of
HF, medication management, dietary restrictions and how to prevent acute exacerbations
(Artinian et al., 2002). The misunderstanding of their diagnosis can have significant impacts on
their QOL as they pursue life-saving therapy into the terminal phases of their illness (Jones et al.,
2019). PC has demonstrated significant benefits for patient QOL for those living with life-
limiting illnesses (Corliss, 2024; Ramirez & Verma, 2024), and despite medical advances,
mortality (Colucci, 2023; Jones et al., 2019) and hospitalization and readmission rate (Poon et
al., 2022) of HF remain unacceptably high. Although many providers focus on the ambiguity of
the prognosis, PC is based on the needs of the patients, not the disease process and can be
appropriate at any time during the disease course, even if the patient is in a stable condition

(Crimmins et al., 2020). Many PCPs avoid having end-of-life discussions with their patients



early in the disease progression due to the uncertainty of the prognosis, so often, patients are
unaware of the benefits of PC (Enguidanos et al., 2020). Despite HF having an inconsistent
prognosis, collaboration with PC could potentially meet the varying needs of the patient. This
integrative review intends to examine the knowledge base on early PC, and explore how, despite
the ambiguity of the disease progress, it may impact the QOL of HF patients.

Lack of Knowledge of the Benefits of Palliative Care. Providers and patients have a
knowledge deficit of what benefit PC can provide to illness management before the patient is at
end-of-life (Crimmins et al., 2020; Ramirez & Verma, 2024). Enguidanos et al. (2020)
conducted a study on the provider-perceived barriers to home-based PC and found a wide
variance of knowledge and understanding of PC, ranging from a complete lack of knowledge to
many misconceptions and confusion about PC. Many assumed that PC was only for those near
end-of-life and no longer pursuing medical management of their conditions (Enguidanos et al.,
2020). This confusion could be due to the unawareness of the wide variety of services that PC
can provide (Enguidanos et al., 2020), including managing distressing symptoms such as
shortness of breath, pain, anorexia, fatigue, and depression that are often overlooked in regular
HF care (Crimmins et al., 2020). The primary focus of PC is to improve QOL for patients and
their families facing life-limiting illnesses, but it does not necessarily indicate that a patient is
close to end-of-life (Crimmins et al., 2020). It is important to address the knowledge gaps that
PCPs have on PC as there may be a benefit to those who are diagnosed with life-limiting illness.

The Association of Palliative Care to End-of-life. There is a negative connotation with
PC and the association with end-of-life, so there is often hesitancy on the part of the healthcare
provider and the patient in integrating PC (Ramirez & Verma, 2024). PCPs often erroneously

equate PC with Hospice and its association with end-of-life (Enguidanos et al., 2020). Hospice is
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a subcategory of PC that is delivered when the patient is deemed to have less than six months
remaining to live; although all Hospice care is PC, not all PC is Hospice (Corliss, 2024; Ramirez
& Verma, 2024), and patients and providers often misconstrue this. PC allows for the medical
management of HF while offering symptom relief and interventions that address the patient's
holistic needs (Crimmins et al., 2020). Crimmins et al. (2020) argue that this is why PC is
important to implement; PC is a specialty that is trained to have difficult conversations about
disease progression, and it may be beneficial in supporting patients to ensure QOL is preserved.
The awareness of this negative association between PC and end-of-life can aid PCPs in having
open discussions with their patients about PC and how it may benefit their QOL.

Current Heart Failure Guidelines. The BC Guidelines (2023a) on HF management,
suggest that PC should not be delayed for a patient with serious illness who has physical,
psychological, social, or spiritual distress simply because they are pursuing disease-directed
treatment. PC in HF can address pain, dyspnea, and other associated symptoms while prioritizing
QOL (Government of British Columbia, 2023a). Despite clearly outlined evidence-based
instances of when to consider PC consultation in HF in the BC Guidelines (2023a), very few HF
patients receive this vital service early, if at all, due to ongoing gaps in current knowledge about
PC. The current barriers to introducing PC early in the disease process of HF demonstrate there
is a current gap in the knowledge on how PC can positively impact the care and QOL of HF
patients; the purpose of this integrative review is to address these knowledge gaps and determine

if the early introduction of PC impacts the QOL of HF patients.
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Method

When performing an integrative review, developing a strong research question is the first
step in conducting research and shapes how you perform your search (Mohanan &
Parameswaran, 2022). After brainstorming research questions and subjecting them to the FINER
criteria (Mohanan & Parameswaran, 2022), the question ‘How does early introduction of
outpatient PC affect QOL in patients with HF?” was developed. During the development of the
search strategy, A Step-by-Step Guide to Conducting a Search (Melilo, 2020) was reviewed,
which helped choose which databases to utilize and strongly recommended using resources such
as librarians in the search process. Following consultation with the knowledge synthesis
librarian, a search strategy was compiled.

Three databases were searched: CINAHL, Medline, and APA Psyclnfo. A search was
conducted on Google Scholar to identify any articles that may not be in the databases and for
information pertinent to the background or introduction. A quick scan of the articles in Google
Scholar was done with a filter for any articles ‘Since 2020’, and any articles that met the
inclusion/exclusion criteria discussed below within the first three pages were utilized. Search
terms utilized aimed to find articles that discussed the effects of PC on HF patients” QOL in
outpatient settings. The main search terms and Boolean phrases used for CINAHL and Medline
were “Palliative Care” or “Palliative Medicine” or “palliative care” AND “early introduction” or
“early referral” or “early initiation” or time* AND “Heart Failure” or “heart failure” or CHF
AND “Quality of Life” or “Psychological Well-Being” or “quality of life” or “well-being” or
“life satisfaction” AND “Home Health Care” or community or outpatient or home*. The main
search terms differed slightly for PsycInfo as they had different subtopics and included

“Palliative Care” or “Health Care Delivery” or “Spiritual Care” or “palliative care” AND “early
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introduction” or “early referral” or “early initiation” or time* AND “heart failure” AND
“Quality of Life” or “Well Being” or “Life satisfaction” or “quality of life”” or “well-being” or
“life satisfaction AND “Community Treatment” or “Outpatient Treatment” or “Home Care” or
community or outpatient or home*. This is summarized for each database, outlining the number
of articles retrieved using this strategy in a table in Appendix A.
Inclusion and Exclusion Criteria
The inclusion criteria that were employed in this screening were:

: studies focused on the patient’s experience and QOL

: studies focused on HF specifically

: studies focused on the outpatient provision of PC

: studies that focused on PC as an intervention
The exclusion criteria employed in this screening were:

: studies that utilized in-patient intervention

: studies that focused on caregivers’ experience

: studies that included patients without HF

: studies that focused on end-of-life

: pilot studies that did not include final data

: systematic and integrative reviews
Data Extraction

The search results from the three databases and Google Scholar were imported into
Covidence systematic review software (2024). “Covidence is a web-based collaboration software
platform that streamlines the production of systematic and other literature reviews” (Covidence

systematic review software, 2024, para. 5). A total of 61 articles were uploaded into Covidence;



13

seven were removed by the software as duplicates and double-checked to ensure they were not
removed in error. Sixty-four were entered into a title and abstracts were screened by a single
reviewer. Thirty-nine articles were deemed irrelevant based on inclusion/exclusion criteria in the
title and abstract screening. Fifteen articles entered a full test screening, and eight articles were
selected for data extraction by a single reviewer. See the PRISMA diagram in Appendix A for a
summary.

Data extraction and quality assessment were completed utilizing Covidence systematic
review software (2024). The quality assessment tool utilized was the Cochrane RoB1 tool
(Covidence Systematic Review Software, 2024), which is summarized in Appendix B. Data
extraction involved carefully reading through the results to determine the specific measures of

QOL utilized in each study, which will be discussed in the next section.
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Results

The method described above yielded a total of 8 articles. The following section will
critically review these articles, beginning with an overview of the studies’ characteristics, how
the delivery of PC differed between studies and a comparison of how PC affected the QOL of
their HF subjects. Findings are organized into the different aspects of QOL explored in the
articles, including overall QOL, palliative and HF symptom burden, and depression, as well as
characteristics of an effective HF program and themes that emerged from qualitative interview
questions.
Overview of Studies

This section will review the characteristics of the studies included in this integrative
review based on their location, the NYHA classifications of their subjects, the type of PC
provided and the implications these may have on the integrative review findings.
Study Locations

The studies were from a variety of developed countries. To note, the three studies from
the United States of America (USA) (Evangelista et al., 2012; Flint et al., 2017; O’Riordan et al.,
2019) were the only studies included from countries that have solely privatized health care; the
other countries include Canada (Lewin et al., 2017), China (Ng & Wong, 2018), Switzerland
(Gonzalez-Jaramillo et al., 2022), Scotland (Boyd et al., 2009), and Colombia (Arenas Ochoa et
al., 2022) which utilize public health care systems with privatized options. The studies do not
mention whether the sampling of participants took place in privatized clinics or hospitals; one
study (Evangelista et al., 2012) included financial resources as a portion of the PC assessment,
two studies (Ng & Wong, 2018; Gonzalez-Jaramillo et al., 2022) included finances in their needs

assessment. This may have implications on this integrative review because sampling subjects
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from privatized clinics may impact the subject’s baseline characteristics. Those with higher
socioeconomic status (SES) are more capable of paying for healthcare; lower SES is associated
with higher HF-related mortality even in countries with public healthcare (Averbuch et al.,
2022). This could impact the studies’ results as those with lower SES may have baseline poorer
QOL and, therefore, show a more significant increase in QOL with their intervention,
demonstrating the potential for selection bias (Melnyk & Fineout-Overholt, 2023).

All the studies included data collected from outpatient HF clinics or home-based care as
outpatient care is the focus of the current research question. One of the studies was from a rural
setting (Boyd et al., 2009), which may impact specialties such as PC and resources available to
these subjects as rural sites tend to be more underserviced.

NYHA Heart Failure Classifications

The NYHA classification of patients included in this review differed between studies and
is summarized in Table 2. Three studies included patients with NYHA classification III or IV
(Boyd et al., 2009; Lewin et al., 2017; Ng & Wong, 2018), which is associated with the
presentation of HF symptoms at rest (see Table 1 for definitions). This could have implications
for this review as the intention was to focus on early introduction. However, NYHA
classification is a dynamic process and does not imply these patients are late in the disease
course; it also does not specify if they are early after diagnosis of their HF; this is further
explored as a limitation of this integrative review. The overview of each study is summarized in
Table 2 and the exclusion and inclusion criteria of each study in this integrative review is

summarized in Table 3.



Table 2: Study Identification breakdowns

16

Study ID Intervention and Controls Country Setting Study Design HF category Sample size :h:m
Intervention: HPHF . . Randomized
Ng 2018 Control: Usual Care China Outpatient controlled trial NYHA Il or IV 84 78.3
O'Riordan . United States of | Academic Randomized
2019 Intervention: SMS-HF America medical centre controlled trial NYHA II-TV 39 65
Lewin Intervention: Palliative Care . Prospective cohort
2017 Control: Usual Care Canada Outpatient study NYHA Il or IV 40 83
. . L . . 53.6
Evangelista | Intervention: Palliative Care | United States of . Prospective cohort
2012 Control: Usual Care America Outpatient study NYHA I/ 2 2[;
Moderate Health Status
Trajectory 67.6
Flint 2017 Puo.r Health Status Unltct.i States of Outpatient Retrospective cohort NYHA LIV 302 sD
Trajectory America study 10.1
Markedly Improved Health :
Status Trajectory
Arenas .
Usual HF care . Outpatient HF .
?nga NECPAL + NECPAL - Colombia Clinic Cross-sectional NYHA I-1V 178 70
Gonzalez- o No stage or severity
Jaramillo Intervention Switzerland Outpatient ?l:allt.atlv.c of HF was 70 64
2022 nierviewing preselected
96
30 patients
Intervention: Regional HF . Longitudinal 25 carers
Boyd 2009 Service Scotland Rural outpatient Qualitative Study NYHA NIV a 76
healthcare
professionals
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Delivery of Palliative Care

There are many ways outpatient PC can be provided to patients, and it is best
individualized to meet a person's specific physical, emotional, psychosocial and spiritual needs
(Corliss, 2023). For this reason, the method of PC delivery is important to discuss, as it can
impact the outcome of how it affects a person’s QOL. The type and delivery method of PC
varied between studies and could have potential effects on the outcomes of how it impacted
QOL in HF patients within the studies utilized in this review. Two studies (Ng & Wong, 2018;
O’Riordan et al., 2019) utilized a combination of in-home visits and telehealth for follow-up, one
study utilized only telehealth (Evangelista et al., 2012), and three studies were based within a HF
clinic (Arenas Ochoa et al., 2021; Gonzalez-Jaramillo et al., 2022; Lewin et al., 2017). One
study (Lewin et al., 2017) had access to a PC Nurse Practitioner (NP) providing coverage 24
hours a day, seven days a week for symptom management support. The PC interventions
provided were diverse between groups, but all focused on the key components of PC. The main
PC provided was symptom management (Ng & Wong, 2018; O’Riordan et al., 2019), social,
spiritual and existential support (Lewin et al., 2017; Ng & Wong, 2018; O’Riordan et al., 2019),
advanced care planning (Ng & Wong, 2018; O’Riordan et al., 2019), and basic HF symptom
management (Lewin et al., 2017). Two studies (Evangelista et al., 2012; Lewin et al., 2017)
provided a treatment plan based on the PC assessment accessible to the patient and all healthcare
providers. Four studies (Arenas Ochoa et al., 2021; Boyd et al., 2009; Flint et al., 2017;
Gonzalez-Jaramillo et al., 2022) did not provide any direct PC intervention. Flint et al. reviewed
subjects from previous data collected in a study that was based on symptom management in HF;
however, directly in this study, they did not provide any symptom management; they utilized

latent growth analysis to divide the subjects into groups based on their disease trajectories.



19

Arenas Ochoa et al. divided subjects into groups for comparison; the subjects’ cardiologists
deemed them to either require PC or not at the time of sampling; these groups were then
compared on QOL measures. Gonzalez-Jaramillo et al. assessed the needs of HF patients with
QOL measures and what they felt their current care was lacking in usual HF care. Boyd et al.
reviewed patients’, caregivers’, and providers’ perspectives on current HF care and what they
felt was missing. Although Arenas Ochoa et al. (2021), Boyd et al. (2009), Flint et al. (2017),
and Gonzalez-Jaramillo et al. (2022) do not directly explore a cause-and-effect relationship
between PC and QOL, they were included in this review as they look at QOL factors and assess
how PC can or cannot impact the care within these diverse groups.

The general overview of the studies utilized in this integrative review shows some
similarities and differences in the characteristics of each. Having an overarching understanding
of where the studies were conducted, the NYHA classification of the subjects included in the
studies, and the different ways that PC was provided or examined in each study is important due
to the implications these aspects may have on the outcomes of the studies.

Effect of Palliative Care on Quality of Life in Heart Failure

QOL is a multidimensional concept affected by physical and psychosocial symptoms that
limit a patient’s daily physical and social activities (Heo et al., 2009). Despite QOL being an
abstract concept, concrete measures have been developed to look at specific aspects of QOL.
The aspects of QOL identified and measured in the research articles included in this integrative
review were overall QOL, which measures overall physical, emotional, socio-economic, and
spiritual health (Arenas Ochoa et al., 2021; Evangelista et al., 2012; Flint et al., 2017; Lewin et
al., 2017; Ng & Wong, 2018; O’Riordan et al., 2019); palliative symptom burden, which

measures the impact of palliative-associated symptoms on a patient’s life (Ng & Wong, 2018;
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O’Riordan et al., 2019; Evangelista et al., 2012; Flint et al., 2017); HF symptom burden, which
measures the impact of HF-related symptoms on a patient’s life (Arenas-Ochoa et al., 2021; Flint
etal., 2017; Lewin et al., 2017; Ng & Wong, 2018); and depression (Arenas Ochoa et al., 2021;
Evangelista et al., 2012; Flint et al., 2017). Other aspects the studies utilized in this review
looked at were the attributes that encompass an effective HF-PC program (Boyd et al., 2009;
Gonzalez-Jaramillo et al., 2022). Based on previous research on patients with other life-limiting
conditions, it was anticipated that PC would positively impact the QOL of HF patients involved
in these studies.

Effect on Overall Quality of Life

A patient’s overall QOL encompasses their physical, emotional, socio-economic and
spiritual well-being, which can be significantly impacted during the course of a chronic illness
such as HF. The impact of PC on HF patients’ overall QOL was measured in several of the
studies included in this review utilizing different tools that quantify the different aspects of QOL.
This section will review those studies and the impact the found PC had on QOL, comment on
how they differed, and the implications for this review.

In three studies, the total QOL measures showed overall improvements in both the
intervention group receiving PC and the control groups (Evangelista et al., 2012; Ng & Wong,
2018; O’Riordan et al., 2019). Within the intervention group, Ng & Wong (2018) found that
total QOL showed significant improvement over time (P=0.016). However, there were no
significant differences between groups in total QOL found by Ng & Wong and O’Riordan et al.
Ng & Wong measured the overall QOL utilizing the McGill Quality of Life Questionnaire
(Cohen, 1996), which is non-specific to HF and is utilized for anyone with a life-limiting illness,

validated to measure how the disease alters QOL (Cohen, 2014). It measures physical well-
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being, physical symptoms, psychological symptoms, existential well-being and support, as well
as overall quality of life (Cohen, 2014). O’Riordan et al. utilized the Minnesota Living with HF
Questionnaire (Rector & Cohn, 1992), which focuses on how HF-specific symptoms can alter
physical and emotional health and day-to-day QOL (Bilbao et al., 2016). Ng & Wong and
O’Riordan et al. were randomized control trials (RCT) utilizing block randomization. Ng &
Wong utilized computer-generated sequences, whereas O’Riordan et al. had a researcher
uninvolved with the current study conduct random assignment to reduce allocation bias (Melnyk
& Fineout-Overholt, 2023). Due to the nature of the interventions, it was impossible to blind the
participants or the personnel involved in the RCTs, which could introduce performance bias
(Melnyk & Fineout-Overholt, 2023). To reduce selection bias, Ng & Wong and O’Riordan et al.
had similar patient characteristics between their study groups (Melnyk & Fineout-Overholt,
2023). Possible limitations to the O’Riordan et al. study are the small sample size of only 30
participants and the low adherence to the intervention, in which, on average, participants
received only five of the six components of the intervention with a range from one to six
components received. This could potentially contribute to why there was not as significant of a
change in the QOL seen in the PC intervention group compared to other studies utilized in this
review.

Evangelista et al. (2012) and Lewin et al. (2017) utilized a prospective case-control study
that compared groups with similar patient characteristics. In the Evangelista et al. study, the
intervention group received a PC consultation and treatment plan based on assessed needs, and
the comparison group were subjects in a previous RCT conducted by the same research group.
Evangelista et al. utilized the Minnesota Living with HF Questionnaire (Rector & Cohn, 1992).

They found significant between-group differences in total QOL (P<0.001), and physical health
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significantly improved for patients in the PC group over time (Evangelista et al., 2012). Ng &
Wong (2018) found significant improvements in the physical (P=0.011), psychological (P=0.04)
and existential (P=0.027) domains of the McGill Quality of Life Questionnaire (Cohen, 1996)
between groups despite the findings of no significant difference in the total QOL measure
between groups. In their study, Lewin et al. compared their intervention group, which received a
PC consultation, a guide on PC care in HF and non-emergency support, to their control group,
which received usual HF care from a cardiologist. Lewin et al. utilized interview questions as
their measure of QOL and found that the PC group were satisfied with their care; 100% of
subjects appreciated having PC added to the care regime, had improved prognostic awareness
and ACP and appreciated having a holistic care approach, some participants (63%) found it
changed their view of their HF diagnosis, and found it assisted with illness understanding.
Evangelista et al., Lewin et al., and Ng & Wong all sampled patients who were referred or
deemed appropriate for PC by cardiology. Lewin et al. utilized patients in their control group
who were deemed appropriate for PC, but their cardiologist declined to approve of PC. This
could introduce some sampling bias as it is unclear if the same cardiologist oversaw all the
patients in the control group (Melnyk & Fineout-Overholt, 2023); Lewin et al. mention the
cardiologists of the patients in the control group had declined to allow their patients to be in the
intervention group as the patients were not dying and, therefore, not yet needing PC and
subjective feeling of still being able to offer more disease-modifying therapies. This is important
to note as the intention of this research is to determine the benefit of PC on QOL when it is
introduced early in the disease process in HF patients, and this demonstrates the gap in the

knowledge of current PC practices in HF.
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In their retrospective cohort study, Flint et al. (2017) reviewed previous data collected
from subjects in a study based on symptom management in HF; they utilized latent growth
analysis to divide the subjects into groups based on their disease trajectories. Flint et al. used the
Sense of Peace measure (Steinhauser et al., 2006) to evaluate overall QOL and found significant
improvement in QOL within the first three months of all trajectory groups; however, over time,
the moderate disease trajectory group and the poor disease trajectory group showed little change
in their QOL, with the poor disease trajectory group showing a decline in QOL and the moderate
disease trajectory group plateauing. Flint et al. sampled patients from a previous study on
Patient-Centred Disease Management in HF; all subjects from the previous study were included
to reduce sampling bias (Melnyk & Fineout-Overholt, 2023), and no direct PC intervention was
provided; rather, a comparison of the disease trajectories was made. Arenas Ochoa et al. (2021)
utilized the Twelve Item Short Form Health Survey (Ware et al., 1996) to measure overall QOL.
They found that QOL was significantly lower in subjects in the NECPAL+ (subjects deemed by
their provider to be candidates for PC based on inclusion criteria) (Arenas Ochoa et al., 2021).
Arenas Ochoa et al. conducted a cross-sectional study which compared groups from two
different HF clinics; it does not mention if participants were aware of which comparison group
they were included in, which could introduce some performance bias (Melnyk & Fineout-
Overholt, 2023). The studies done by Flint et al. and Arenas Ochoa et al. demonstrate that some
groups with specific characteristics may experience more significant benefits from PC than
others.

These findings demonstrate that in all the studies that looked directly at overall QOL, PC
increased their subject’s overall QOL scores (Arenas Ochoa et al., 2021; Evangelista et al., 2012;

Flint et al., 2017; Lewin et al., 2017; Ng & Wong, 2018; O’Riordan et al., 2019). However,
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some studies showed increases in QOL in both intervention and control groups despite the

dan et al., 2019). These findings are
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Effect on Heart Failure Symptom Burden

With the progression of HF, the burden of symptoms increases, leading to more HF-
related hospital visits and can directly impact QOL. Increased hospitalization due to HF is
associated with greater morbidity and mortality in HF patients (Colucci, 2024) and poorer QOL
measures (Garcia-Soleto et al., 2013). Symptoms that are typical of advancing HF and indicate a
lack of hemodynamic improvement with usual HF therapy include orthopnea, jugular venous
distension, edema, weight gain and respiratory distress (Colucci, 2024). This section will review
the studies that look directly at these symptoms of worsening HF and their burden on QOL.

In two studies, the total HF symptom burden decreased in both the intervention and
control groups (Lewin et al., 2017; Ng & Wong, 2018). Ng & Wong used the Chronic HF
Questionnaire (Guyatt et al., 1989), which quantifies HF-related QOL, dyspnea, fatigue, and
emotional function (American Physical Therapy Association, 2020). They found significant
within-group differences over time in the dyspnea, emotional function, mastery and total
function domains (P<0.017) in the intervention group; there were no between-group differences
over the 12-week study period. To note, at the four-week mark, there were significant between-
group differences in dyspnea (P=0.02), emotional function (P=0.014), mastery (P=0.019) and
total score (P=0.01) (Ng & Wong, 2018). Lewin et al. (2017) looked at the total number of HF-
related ED visits and hospitalizations, which displayed a significant decrease in ED visits
(P=0.067) between the intervention and control groups but no significant difference between
groups in HF-related hospitalizations (P=0.14). Flint et al. (2017) utilized the Kansas City
Cardiomyopathy Scale (Spertus, 1996), which quantitatively measures the severity of the
patient’s symptoms and how their activities of daily living are affected by their disease (Spertus,

2016). Flint et al. found significant improvement in all disease trajectory groups in the first 3
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months; the poor disease trajectory group had a decline in HF symptom burden over time. The

markedly improved disease trajectory showed significant improvement in HF symptom burden

over time despite having similar initial scores in QOL measures, palliative symptom burden, and

HF symptom burden (Flint et al., 2017). Arenas Ochoa et al. (2021) utilized the Kansas City

Cardiomyopathy Scale (Spertus, 1996) and found that the NECPAL+ had a more significant HF

symptom burden than compared to the NECPAL- group.

These findings demonstrate that PC can impact the burden of HF-related symptoms on

patients’ QOL (Ng & Wong, 2018) and decrease ED visits for HF-related purposes, and fewer

hospital visits are associated with improved QOL (Lewin et al., 2017). These findings are

summarized in Table 5.

Table 5: Total CHF Symptom Burden

. Total Total
;i[t)udy Scale Used Range fi);;lt-:;]sme gn:::lppansun Timeline };;‘d- Mean | SD | Range | ED Hospital | p-value
visit -ization.
Baseline | 4.64
Intervention . . Baseline to
Group Midpoint | 5.39 Midpoint 0.001
Endpoint | 5.41 ?nagsgﬁt(? o0l
Chronic Heart . . Baseline | 4.55
Mg | Failure 07 b Midpoint | 4.74 Bascline to
Questionnaire Control i Midpoint 0.791
Group Endpoint | 5.31 fnajsz‘:‘;tg’ o0l
Midpoint 56.2 9.3
Control Endpoint 35.1 16.7
Group Baseline 51.8 [ 11.2
Number of ED Intervention | Baseline 4 35 ED: 0.067
Lewin Emts_ ;?qm_ Loweris | Group Midpoint 9 5 -
ospitalizations -
2017 for 1?11: better Control Endpoint 30 29 Hospitalizations
exacerbations Group Baseline 16 9 : 0.67
Moderate Baseline 455
gt‘:lmt? Midpoint 57.7
Trajectory Endpoint 57
. Poor Health | Baseline 22.8
Flint gﬁfjﬂﬁ;‘g athy | 0100 | Higheris | Status Midpoint 37.8
2017 Scale better Trajectory Endpoint 34.7
Markedly | Baseline 22.1
Improved
Health Midpoint 68.2
Status -
Trajectory Endpoint 79.9
Arenas | Kansas City Higheris | NECPAL - | Endpoint 75 e
Ochoa | Cardiomyopathy | 0-100 better 33'33 0.002
2021 Scale NECPAL + | Endpoint 58.33 75' .
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Effect on Palliative Symptom Burden

In usual HF care, the main focus is to manage the hemodynamic changes that occur with
worsening cardiovascular functioning (Colucci & Borlaug, 2024). However, patients often
experience symptoms that are not directly associated with cardiac dysfunction. These symptoms
that are typically associated with PC, such as pain, fatigue, depression, and dyspnea, are often
not addressed in the medication regime of usual HF care and can increase the burden on the
patient’s QOL. This section will review the studies that looked at the burden of symptoms that
are addressed in the provision of PC.

In three studies, the total palliative symptom burden improved in both the intervention
and control groups (Evangelista et al., 2012; Ng & Wong, 2018; O’Riordan et al., 2019). Ng &
Wong (2018) found that the intervention group who received usual HF care with PC homecare
and telehealth follow-up displayed better improvement in depression (P=0.01) and dyspnea
(P=0.018) domains at four weeks of their outcome measure and improved tiredness (P<0.017)
and overall palliative symptom burden scores (P=0.015) over time. Evangelista et al. (2012), in
their study, which provided patients with a PC treatment plan based on their assessed needs,
found the PC group had better improvement in fatigue (P<0.001), pain (P=0.044), well-being
(P=0.035), depression (P=.0.29), dyspnea (P=0.008) and nausea (P=0.045). In contrast, the
control group worsened in fatigue (P<0.001) and pain (P=0.044) domains of their outcome
measures and a significant difference in overall palliative symptom burden (Evangelista et al.,
2012). The total palliative symptom burden was measured using the Edmonton Symptom
Assessment Scale (Evangelista et al., 2012; Ng & Wong, 2018) and the Functional Assessment
of Chronic Illness Therapy with PC subscale (O’Riordan et al., 2019). The Edmonton Symptoms

Assessment Scale (Bruera et al., 1991) is a validated tool for assessing pain, fatigue, anxiety,
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depression, appetite, well-being and shortness of breath, typically addressed with PC (Metis
Nation of Alberta, 2022). The Functional Assessment of Chronic Illness Therapy with PC
subscale (Lyons et al., 2009) measures physical well-being, social and family well-being,
emotional well-being, functional well-being, and symptoms typical of PC (FACIT Group, 2025).
Gonzalez-Jaramillo et al. (2022) utilized qualitative interview questions to determine what
patients found was lacking in their current HF care and how PC could impact this care. They
found that some patients when voicing symptoms such as nausea or pain that are not symptoms
caused by HF itself, felt unheard and unsupported by their cardiology team at the HF clinic.
O’Riordan et al. (2019) evaluated the difference between the control group, which received usual
HF care, and the intervention group, which received PC follow-up via homecare and telehealth.
They found no between-group differences in palliative symptom burden. Flint et al. (2017)
utilized the Symptom Burden Scale to measure palliative symptom burden. They found that the
poor disease trajectory group had a baseline higher palliative symptom burden than the other
disease trajectory groups (Flint et al., 2017).

This demonstrates that the burden of symptoms not typically addressed in usual HF care
and the resulting decreased QOL from this burden can be improved with the addition of PC
(Evangelista et al., 2012; Flint et al., 2017; Gonzalez-Jaramillo et al., 2022; Ng & Wong, 2018).
However, O’Riordan et al., 2019 found no difference between groups on their palliative

symptom burden. These findings are summarized in Table 6.
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Study ID Scale Used Range dOe‘:;frsme Group Timepoint Median | Mean SD p-value ?:Sl%
Baseline 3.00
Intervention . . Baseline to
Group Midpoint 2.00 Midpoint: 0.001
Edmonton Endpoint 2.11 gf;“gl‘:;tg 001
Ng 2018 Symptom 0-10 Lower is better Basel 311 pout: =
Assessment Scale aselne - Basclinet
s i ascline to
gf;f:’l Midpoint 2.33 Midpoint 0.047
Endpoint 222 Bascline to
) endpoint: 0.002
In . Baseline 122
Functional Gmm“”“ Midpoint 130
; Assessment of ;
3y Endpoint 128
ORiordan | (o onic Tliness 0-184 | Higher is better e e 0. 03
2019 Th ith PC Baseline 115
CIapy Wi Control —
subscale Group Midpoint 128
Endpoint 126
Intervention | Baseline 37.1 7.3
. Edmonton Grou Endpoint 30.9 4.2
fgf‘;ge“m Symptom 0-90 | Lower is better P e =5 0031
Assessment Scale Control aserine . .
Group Endpoint 34.0 3.7
Moderate
Health ,
Status Baseline 2.5 1.7
Trajectory
Poor Health
; Symptom Burden _ ; Status Baseline 3.6 1.6 1.15]
Flint 2017 Seale 0-5 Lower is better Trajectory L83
Markedly
Improved
Health Baseline 2.1 1.2
Status
Trajectory
Depression

Depression is an aspect of psychosocial health that correlates to an individual’s QOL. In

addition to significantly affecting QOL, depression in HF reduces adherence to treatment

regimes, decreases adaptation to the disease, and causes disruption in the treatment process

(Moradi et al., 2022), which can impact the QOL by increasing their symptom burden. Although

depression has been measured in some of the other validated tools utilized in other sections, this

section reviews the findings of studies that took a direct measure of depression.

Evangelista et al. (2012) utilized the Patient Health Questionnaire-9 (PHQ-9) (Kroenke et

al., 2001), which is a common questionnaire utilized to quantify the degree to which depression

is affecting the subject’s day-to-day functioning (Kroenke et al., 2001). Evangelista et al. found

that both groups had an improvement in depression scores (P=0.002). However, the PC group
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had a significantly greater improvement in depression scores (P=0.029) compared to the control
group (Evangelista et al., 2012). Flint et al. (2017) also utilized the PHQ-9 (Kroenke et al., 2001)
to show that the baseline data in the poor disease trajectory group had higher depression scores
than the other disease trajectory groups. Arenas Ochoa et al. (2021) utilized a specific aspect of
the Edmonton Symptoms Scale (Bruera et al., 1991) to assess depression and directly measure it.
The Edmonton Symptoms Scale measures the symptom burden associated with PC (Metis
Nation of Alberta, 2022). Arenas Ochoa et al. show that the NECPAL+ group had higher
depression scores than the NECPAL- group. Gonzalez-Jaramillo (2022) found that patients felt
lonely and hopeless when discharged from the HF clinic without the additional support of PC.
These findings demonstrate that PC can improve feelings of depression in patients with
HF, contributing to improved QOL (Evangelista et al., 2012), and specific groups may benefit
more than others (Arenas Ochoa et al., 2022; Flint et al., 2017). These findings are summarized

in Table 7.

Table 7: Depression Measures

Outcome Study . . i o
Study ID Scale Used Range Details Groups Time points mean SD Range p-value 95% CI
Intervention | Baseline 14.2 5.5
Evangelista | Patient Health 027 Lower is Group Endpoint 8.7 5.1 0.034
2012 Questionnaire-9 better Control Baseline 14.5 5.9 )
Group Endpoint 13.4 6.1
Moderate
Health ;
Status Baseline 7.7 4.8
Trajectory
Poor Health
. Patient Health Lower is Status Baseline 11.8 3.6
Flint 2017 Questionnaire-9 0-27 better Trajectory 1.10] 1.20
Markedly
Improved
Health Baseline 9.9 5.9
Status
Trajectory
gcr?:)a: Edmonton Symptom 0.10 Lower is NECPAL - | Endpoint 0 04.5 0.003
2021 Scale better NECPAL + | Endpoint 3 0-8 )

Effective Heart Failure Program
The current outpatient HF programs offered to HF patients are disease-specific and often

do not include access to PC (Boyd et al., 2009). Two studies (Boyd et al., 2009; Gonzalez-
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Jaramillo et al., 2022) evaluated the current HF programs offered to HF patients and conducted
interviews to find what subjects felt were missing and what could be added to be more effective
to meet HF patient’s needs. The needs focused on aspects of QOL and how PC could address
these.

Boyd et al. (2009) and Gonzalez-Jaramillo et al. (2022) utilized qualitative study designs.
Gonzalez-Jaramillo et al. utilized interviews until they reached data saturation; it is unclear if
this could introduce bias as excluded interviews may have contained conflicting information
inconsistent with their research question. Boyd et al. had eight patients who died during the
study period and do not address how the data that was collected from these patients was utilized
in the study, which could introduce attrition bias (Melnyk & Fineout-Overholt, 2023).

The findings that emerged were essential discussions were missing and there were unmet
care needs (Gonzalez-Jaramillo et al., 2022), prognostic uncertainty (Boyd et al., 2009;
Gonzalez-Jaramillo et al., 2022), there should be key healthcare professionals that coordinate
care utilizing care registries, databases, and electronic prompts, patient-held management plans,
holistic assessment and regular monitoring, implementation of guidelines for care in HF and PC,
better integration of PC into HF care (Boyd et al., 2009) and the recognition of the importance of
PC but also fearing referral due to a lack of understanding of what it entails (Gonzalez-Jaramillo
et al., 2022).

These findings demonstrate that patients enrolled in current HF programs are missing
essential services that align with what PC provides, and it is negatively impacting their QOL.

These findings are summarized in Table 8.
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Study ID

Scale Used

Study
Groups

Time point

Themes

Gonzalez-
Jaramillo
2022

Interviews

Intervention

Endpoint

- feeling well-informed but missing essential discussions,
- although feeling mostly satisfied with care, remaining with unmet care needs,
- fearing a referral to palliative care but acknowledging its importance.

Boyd
2009

Interviews

- Key health professional to coordinate care, provide personalized information and support self-
management

- Managed care using primary care registers/databases to organize and monitor service provision
- Electronic prompts for review dates

- Patient-held management plan including ACP to be drawn up and reviewed by key
professional

- Patient, and carer, holistic assessment and regular monitoring of physical condition, functional
ability, psychological, and social needs

- Implementation of clinical guidelines, disease protocols, and care pathways for HF
management, palliative, and end of life care, and access to specialist advice/assessment

- Integrated care of patients with palliative care needs and transition to supportive an palliative
care as illness progresses

- Out of hours care planning (information and self-management strategies)

- Joint health and social care planning for personal care and prompt provision of equipment and
adaptations,

- Access to Allied health

- Information about voluntary sector support services

Qualitative Findings of Palliative Care Effects on Quality of Life

Interview questioning was utilized to collect data regarding patients’ interpretation of

how PC impacted their QOL, how providers, patients, and families think PC could impact HF

care and patients’ interpretation of their current HF care. From the direct quotations in the

research articles utilized in this review, themes were identified.

One theme that emerged from the quotations on standard HF care was that conversations

on disease prognosis were typically avoided due to uncertainty and the desire to improve the HF

until acute exacerbations occur (Boyd et al., 2009; Gonzalez-Jaramillo et al., 2022). Some

patients found it was much more distressing to have conversations about advanced care planning

during acute exacerbations because they felt it was inappropriate timing when they felt so unwell

and wanted to improve (Gonzalez-Jaramillo et al., 2022). Lewin et al. (2017) found that those

who received aspects of PC felt more supported and at ease with their disease progression;

Gonzalez-Jaramillo et al. (2022) similarly found that patients wanted more psychological

support and more transparency in their diagnosis. Boyd et al. (2009) found that without having

PC specialists involved in care, it is difficult for GPs and nursing staft to provide PC-specific
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care as it is out of their comfort zone. These findings, based on the direct quotations outlined in
three studies (Boyd et al., 2009; Gonzalez et al., 2022; Lewin et al., 2017), show that both
patients and providers find the addition of PC can be beneficial for patients with HF.

Summary of the Impact of Palliative Care on Heart Failure Patient’s Quality of Life

The interpretation of the studies includes looking directly at the overall QOL of HF patients, the
palliative and HF symptom burden, and depression and how PC can impact this and improve
their QOL. The studies found there was significant improvements within the PC group in QOL
(Evangelista et al., 2012; Lewin et al., 2017; Ng & Wong, 2018), symptom burden (Evangelista
et al., 2012; Lewin et al., 2017; Ng & Wong, 2018), and depression (Evangelista et al., 2012).

This indicates that PC has a benefit on QOL in HF patients.
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Discussion

The research studies included in this integrative review demonstrate that outpatient PC
can positively impact the QOL of HF patients with varying NYHA classifications. Studies
showed that there was an increase in QOL (Evangelista et al., 2012; Lewin et al., 2017; Ng &
Wong, 2018; O’Riordan et al., 2019), a decrease in HF symptom burden (Lewin et al., 2017; Ng
& Wong, 2018) and palliative symptom burden (Evangelista et al., 2012; Ng & Wong, 2018;
O’Riordan et al., 2019), and depression (Evangelista et al., 2012) in both the PC group and the
control group. However, there were significant improvements within the PC group in QOL
(Evangelista et al., 2012; Lewin et al., 2017; Ng & Wong, 2018), symptom burden (Evangelista
etal., 2012; Lewin et al., 2017; Ng & Wong, 2018), and depression (Evangelista et al., 2012)
over time in these studies demonstrating that PC has a benefit on QOL in HF patients. O’Riordan
et al. (2019) found no significant difference between PC and control groups in QOL measures in
their population, which analyzed 30 subjects with NYHA classifications II-IV; they did not
analyze the within-group data over time, as seen in the other studies included in this review.

Symptoms that are atypical in HF care and more prevalent in PC, such as fatigue, nausea,
dyspnea, pain, and depression, demonstrated significant improvement in the PC group compared
to the control group (Evangelista et al., 2012; Ng & Wong, 2018) and Gonzalez-Jaramillo et al.
(2022) found that subjects in the HF programs felt that complaints of these symptoms seemingly
fell on deaf ears and were not addressed in their regular HF regime. Lewin et al. (2017) found
that those who received PC had significantly fewer ED visits for HF-related symptoms than
those in the control group. The PC intervention improved support and symptom management by
utilizing a PC NP available after hours, increasing access, and providing a key contact person to

coordinate care (Lewin et al., 2017). This indicates that having access to outpatient PC in HF
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management could reduce healthcare costs and the burden on the ED by improving symptom
control in an outpatient setting. A finding from the study conducted by Boyd et al. (2009) was
that their subjects felt a key person to contact who coordinates their care was missing in the
current HF program; in the Lewin et al. (2017) study, having the PC NP seems to have
remediated that.

Overall, all the subjects in this integrative review that received outpatient PC intervention
showed improvements in QOL, indicating that outpatient PC is a positive adjunct to typical HF
care. This is congruent with current evidence on the benefits of early introduction of PC, as seen
in cancer patients, on overall QOL and symptom burden (Kim et al., 2023; Rodin et al., 2022).

Findings indicate that specific patient populations have better improvements in their
QOL with the initiation of PC than others (Arenas Ochoa et al., 2021; Flint et al.,. 2017). This is
similar to previous research that looked at the impact of the early introduction of PC in cancer
patients suggesting that greater impacts of PC on QOL was noted in patients with more severe
baseline symptoms (Rodin et al, 2022). This suggests that the timing of the PC intervention, the
type of PC intervention, and the PC delivery may impact the degree to which it improves the
patients’ QOL. This is consistent with findings in cancer patients that the timeliness of a PC
referral impacts how PC improves overall QOL and how successful its integration is into a
patient’s care (Hausner et al., 2021). Similar to the studies included in this review, Hausner et al.
(2021) found that the Edmonton Symptom Assessment Scale (Bruera et al., 1991) scores
improved in cancer patients with early PC integration compared to those with later PC
integration. PC should be individualized to the patient to address their needs, whether this is
improving physical symptom burden or the psychosocial burden of HF, to see the most benefit

on QOL.
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This review expands on the current knowledge that PC positively impacts the QOL of
cancer patients (Hausner et al., 2021; Kim et al., 2023; Ramirez & Velma, 2024; Rodin et al.,
2022) and that it can be implemented as an adjunct to care despite the non-linear disease
progression typical of HF. The implications on future practice and the NP’s role in PC delivery
will be discussed further.

Implications For Practice

The findings of this integrative review demonstrate that PC positively impacts the QOL
of some HF patients, and there is a benefit to introducing PC into their usual HF care. Certain
groups of HF patients could benefit from PC more than others, and it is important to be able to
identify those who could benefit from PC in their HF management. In Arenas Ochoa et al.’s
(2021) study, the NECPAL+ group demonstrated baseline lower QOL, higher HF symptoms
burden and depression, indicating that this is a population that could be a target for effective PC
programs. This group was selected based on the clinical judgement of their healthcare provider.
Flint et al. (2017) found that the marked improvement group showed the most benefit from PC;
this group and the poor trajectory group both had poor baseline health status. The poor trajectory
group had worse QOL at the end of the study period, indicating the importance of targeting this
group for PC to ensure their QOL is maintained through the HF disease process. The reviewed
studies demonstrated within-group improvements in all the aspects of QOL evaluated
(Evangelista et al., 2012; Lewin et al., 2017; Ng & Wong, 2018), showing that if the appropriate
patients are selected, it could significantly benefit their overall QOL.

As Boyd et al. (2009) found, the importance of having a single contact that coordinates
all their specialty care dramatically improves the patient’s adherence and QOL. Primary

healthcare providers play an important role as their patients’ main contact for healthcare. They
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can be a key contributor to ensuring the appropriate patients receive a referral to PC to maximize
the benefits for the patient. A common misconception is that PC operates independently of HF
therapy and is reserved for end-of-life care (Ramirez & Verma, 2024). Lewin et al. (2017) found
that the cardiologists who declined for their patients to be in the PC group for their study did so
because their subjective feeling was that they could still offer more disease-modifying therapies,
and their patients were not dying. This demonstrates a misunderstanding of the possibility of
offering PC as an adjunct to therapy. Gonzalez-Jaramillo et al. (2022) found that their subjects
feared a PC referral as they felt this indicated that they were dying. The notion that PC is
associated with end-of-life needs to be reframed for the healthcare provider and their patients
(Ramirez & Verma, 2024) as it has demonstrated improved QOL, symptom burden and
psychosocial health for HF patients in various NYHA classifications. PCPs are in a unique
position to provide holistic care and offer education and support on PC to their HF patients to
ensure a better understanding of the benefits of integrated PC (Boyd et al., 2009). Early
discussions around PC can be comforting for patients as it helps them better understand their
diagnosis and prognosis and have appropriate conversations about ACP before they are in an
acute exacerbation with increased uncertainty (Boyd et al., 2009; Lewin et al., 2017; Gonzalez-
Jaramillo et al., 2022).

The PCP is in an ideal position to provide individualized patient-centred care that
addresses the patient’s need for improved QOL. PCPs often have the closest relationship with
these patients. Having frequent conversations with HF patients regarding how the disease
process is impacting their QOL can help gauge whether they could benefit from the introduction
of PC. Reducing the stigma around PC and its association with end-of-life can help ensure HF

patients get PC introduced into their care regime and optimize their QOL.
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Nurse Practitioners Roles in Palliative Care Provision

While this project focuses on how early PC introduction can benefit the QOL of patients
with HF, I would be remiss not to mention the NP’s role in improving this. These suggestions
can be applied to any PCP, but since this project is part of the process of working towards a
MSc-FNP, the focus will be on NPs.

Lewin et al. (2017) utilized an NP with specialized knowledge in PC who was available
for contact at any time. This significantly improved the management and delivery of PC,
improving the patient’s QOL and reducing the need for ED visits and hospitalization (Lewin et
al., 2017). Since Lewin et al.’s research in 2017, the role of the NP has evolved, which may have
more significant impacts on the patient’s QOL with a PC NP if this research was repeated. NPs
have increased autonomy in their provision of care and can specialize in population-specific
fields such as PC (Boehning & Punsalan, 2023). This further increases access to PC, particularly
in underserved populations (Boehning & Punsalan, 2023).

Besides having NPs specialized in PC, NPs can also benefit their HF patients in the
primary care setting by utilizing aspects of PC. This can be accomplished by taking time to have
open and honest conversations with patients early in the disease’s progress, given the uncertain
prognosis and progression, so patients do not have unrealistic expectations (Jones et al., 2019).
Utilizing the BC Guidelines (2023a), which outline cases when a PC referral is recommended.
Early discussions on what a good QOL looks like to each individual patient and focusing on
their treatment goals during the disease process (Boyd et al., 2009).

PC is commonly provided in the inpatient setting even though HF patients spend most of
their time out in the community (DeGroot et al., 2020); this is typically due to a lack of access or

resources in the community. This gap could be filled with PC-trained NPs who can work within



39

a team of PC specialists to expand the provision of care into the outpatient setting, whether in a
patient’s home or an outpatient clinic. I have spoken with Dr. Brenda Millar, who is a PC
physician operating in the sea-to-sky area in BC; she explained that a PC-specialized NP would
greatly expand the provision of PC services in the area, allowing for more home visits and
significantly decrease the need for hospitalization in her patient panel. This would also allow for
the coverage of patients with life-limiting conditions beyond cancer, such as HF, which the PC
team currently has limited capacity for.

This integrative review demonstrates that outpatient PC positively impacts the QOL of
HF patients if it is provided in an individualized manner to meet the patient’s needs and is
integrated at the correct time for that individual. The PCP plays an integral role in discussing the
disease progression of HF and how PC can positively impact their QOL. Having these
conversations helps to assess the patient’s readiness to integrate PC into their care regime and
can improve the success rate that PC will positively impact the patient’s QOL. These
conversations can also help reduce the association of PC with death and dying for both patients
and providers, so more patients are open to integrating PC into the care regime.
Limitations

The limitations associated with this integrative review stem from the ability of a single
researcher to comb through the vast amount of research associated with PC. Initially, when
brainstorming topics for this research project, I did not focus on a single condition and was
looking at the effect of PC on any non-malignant condition. The vast amount of research on PC
in non-malignant illnesses was too much for a single researcher to tackle. The choice was made
to focus on outpatient PC in HF, which significantly reduced the amount of research;

consequently, it reduced the level of research available to include in the study. This could impact
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the quality of evidence used in this review as only two of the studies were RCT, which is level-
two evidence (Melnyk & Fineout-Overholt, 2023).

Another limitation was with the studies included in this integrative review and their
implication on the research question. Although this review aimed to answer whether QOL was
improved early after diagnosis of HF, studies that had subjects considered NYHA classification
III/TV were included as NYHA classification is dynamic through the disease process. It is
difficult to determine whether individuals included in these studies were recently diagnosed or
had HF management long-term prior to entering the study. One study (Arenas Ochoa et al.,
2021) had inclusion criteria that their subjects must have attended at least two appointments at
the HF clinic before being included in the study, indicating that these individuals may have had a
recent diagnosis. However, the data on the length of time after HF diagnosis is not summarized
in the studies included in this review. This may affect whether the data found in this integrative
review can be implied as an early introduction to PC.

Sources of Bias

I work in an ED in a rural setting with limited PC available, so the PC team focuses on
malignant illnesses as that is all they have the capacity for. The ED is often inundated with HF
patients who do not have a sufficient understanding of their illness and could greatly benefit
from PC to help manage atypical symptoms. Evidence supporting the greater need for PC could
introduce funding for more PC providers, which could benefit me in the future if I pursue a
career as a PC NP. This knowledge could have acted as a source of researcher of bias to motivate

the findings of this review to reflect this (Melnyk & Fineout-Overholt, 2023).
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Future Research

This integrative review could stimulate further research in the topic area of PC in HF
patients. Future studies could look directly at rural sites, as this review did not factor in the
locations of the study. As the focus for the implications for practice was on how NPs and PCPs
could approach implementing PC for their HF patients, future studies could review PC
interventions provided in rural settings as they tend to have less access to specialties and rely
more on PCPs to provide these services. Future research could delve into data on the PCP and
patients’ experience of providing and receiving PC through primary care and its effect on QOL
in HR patients.

There is room for research on defining the patients that could benefit from PC the most.
As demonstrated in the studies by Flint et al. (2017) and Arenas Ochoa et al. (2022), certain
groups would benefit more than others from PC. More research into the characteristics of an
appropriate PC candidate can help guide policy and create guidelines for PC referral in HF. This
could be executed by measuring the change in overall QOL over time in a population of HF
patients who all receive PC and investigating how their characteristics differ. It could help
implicate the creation of a PC readiness scale for HF patients that can help PCPs determine if

their patients are appropriate for PC referral.
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Conclusion

HF is a life-limiting condition with a non-linear prognosis, which is challenging to
convey to patients (Colucci, 2024). The acute phases of HF can cause significant distress for
patients, increasing the frequency of ED visits and hospital utilization (Jones et al., 2019). The
rate of HF in Canada continues to increase, and mortality and hospitalizations due to HF remain
high despite medical advances in treatment plans (Colucci, 2023). This can impact a patient’s
QOL and increase their morbidity and mortality (Jones et al., 2019). QOL encompasses an
individual's physical, functional, psychosocial, and social aspects of their life (Fallowfield,
2009). PC is a specialty that focuses on treating and improving a patient’s physical, emotional,
psychosocial, and spiritual health (Corliss, 2023), which aligns directly with a person’s QOL.

PC can have a positive impact on the lives of HF patients and improve their QOL
(Arenas Ochoa et al., 2022; Boyd et al., 2009; Evangelista et al., 2012; Flint et al., 2017;
Gonzalez-Jaramillo et al., 2022; Lewin et al., 2017; Ng & Wong, 2019), not all patients with HF
will benefit from PC and it is up to the discretion of the PCP to determine if someone is
appropriate for a HF referral (Arenas Ochoa et al., 2022; Flint et al., 2017; O’Riordan et al.,
2019). This could be an area where more research is completed to help guide future policy on
what characteristics a person has that make them an appropriate PC candidate. A patient does not
need to be near end-of-life to benefit from PC; early introduction can help patients to feel more
supported, have less fear, and have a better understanding of their prognosis (Boyd et al., 2009;
Lewin et al., 2017) despite the lability of the disease process. PCPs are in a unique situation to
provide holistic, supportive care that encompasses the domains of PC, including the physical,
emotional, psychosocial and spiritual issues that accompany chronic illnesses such as HF

(Corliss, 2023). Based on the clinical presentation, they can determine who could benefit from
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early PC (Arenas Ochoa et al., 2022) and effectively provide PC alongside life-prolonging care
(Lewin et al., 2017; Ramirez & Verma, 2024). It is important to break the stigma and fear around
PC being reserved for end-of-life and utilize it to its full potential in providing supportive
symptom management to our complex, chronically ill patients. Patients value open and honest
communication regarding their illness, providing them all the information to help them make an
informed decision and discussing what is most important to the patients (Boyd et al., 2007;
Gonzalez-Jaramillo et al., 2022; Lewin et al., 2017). Implementing improved guidelines for PC
referral and PC education can help PCPs provide better holistic care to patients with life-limiting

illnesses and ensure their QOL does not suffer.
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(PASW) Statistics 18. 0.04), and existential (P =
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. . . interventionist and effects of the HPHF reached a significant difference | grant from the
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participants was . intervention group and when the two groups were Research Grants
sealed opaque manager, who had no | : . Only the data . - .
. impossible due to the the control group on compared over time (P =0.016), | Council of the
envelope with a knowledge of the collector was . . .
Ng 2018 . nature of the . continuous outcome and a significant group time Hong Kong
computer-generated subjects, opened a . . blinded to the ables th . ; .
sequence of sealed opaque intervention. group variables that are interaction was also detected (P Spe01‘al' '
. Only the data collector . s normally distributed. =0.032) CHQ-C results show Administrative
random numbers envelope with a . assignment . . T .
L . was blinded to the The Sidak correction for | that a significant Region,
inside for assignment. | computer-generated ti . R hi ¢
Block randomization sequence of random group mu t}ple corrections was | di erence was noted between China (RGC Re
assignment.’ applied the intervention and No 549212). The

with a block size of 6
was adopted’

numbers inside for
assignment.’

in examining the within-

group difference in
preventing alpha
inflation. All statistical
differences were two-
tailed, with an alpha set
at 0.05. If the normal
distribution principle
was violated, the
Friedman and Mann-

control groups at four weeks in
the aspects of dyspnea

(P =0.02), emotional function
(P=0.014), mastery (P =
0.019), and the total score (P =
0.01). There

was no between-group effect
noted at 12 weeks for

any group. However, there was
a significant within-

authors declare
no conflicts of
interest’
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Whitney U tests were
applied for between-
group comparison over
time. The Wilcoxon
signed

ranks test was used for
within-group analysis
over

time.54 Bonferroni
correction was
employed to protect
against the inflated risk
of a Type I error due to
multiple comparisons,
and the defined value of
the overall alpha level
was divided by the
number of pairs being
compared. All analyses
were conducted on an
intention-to-treat basis.
Missing data were
imputed by the multiple
imputation method.
Effect size was
estimated by calculating
partial eta squared h2p,
where the small,
moderate, and large
effect sizes were
defined as 0.01, 0.06,
and 0.14, respectively.’

group difference (P <0.017),
that is when the group

was compared with itself over
time, for the intervention group
throughout the 12 weeks in the
aspects

of dyspnea, fatigue, mastery,
and in the total score

Edmonton Symptom
Assessment Scale showed no
significant between-group
symptom improvement at 12
weeks. However, the
intervention group had better
improvement than the

control group at four weeks in
two symptoms depression, P =
0.01 and shortness of breath P =
0.018). When the groups were
compared on their own over
time, the intervention group
showed improvement in
tiredness and total score (P <
0.017) throughout the 12 weeks,
but there was no such
improvement in

the control group (Table 4).
There was no significant
difference, either between
groups or within groups in terms
of the functional status (Table
5). The intervention group had
significantly higher satisfaction
than

the control group at both four (P
=0.001) and

12 weeks (P = 0.001), and there
was a significant increase over
time in the intervention group (P
=0.015)
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Low
Patients were

randomized within

Low

‘Patients in both groups reported
improvements in all outcomes
except depression across the
three assessment periods: heart-
related QoL (p =0.001), QoL (

Unclear:

. - Low - . - .
blf)c'ks'of Six to Low ngh. “This approach adjusts p 0.03),. anx1ejy (p =0.003), could influence
minimize ‘ This was not oy severe pain ( p = 0.05), dyspnea | researchers to

L A member of the . . for sources of variation - . -
potential bias and . mentioned in the . (p=0.03), and depression ( p= | encourage
. research team with no . Low and correlation among ..
confounding. ) article, however, due . 0.15) (Table 4). There were no palliative care
o contact with the study The repeated measures . .
O'Riordan | A member of the . to the nature of the N o . differences between the two for increased
patients conducteda | . N statistician was | within a subject. .
2019 research . interventions it is not . . groups over the course of the funding of
. random assignment . . blinded to Further, the analysis of . : . ) L .
team with no contact possible to blind the L study. Patient satisfaction with palliative care in
. . procedure to prevent group coding repeated measurements .
with the study patients o personnel or the the care they received was the future
any bias in the al- .. ensures sub- L ) .
conducted a . , participants to the ) . . documented at the initial Funding by

. location to groups. jects with missing data . .
random assignment treatment . . . assessment as well as during palliative care

can still be included. . s
procedure to prevent three- and six-month follow-up | research centre
any bias in the al- assessments. We found no
location to groups.1 difference in satisfaction with

care between the two study
groups at any of
these three assessment periods’
High: Placed in Unclear: Low Low
control group if Unknown if ‘All patients in the “There was no baseline
cardiologist did not this resident intervention group who | difference between intervention
approve PC consult, was involved were discharged to long- | and
unclear as to why the | Low: Clinical nurse in the term care or control group ACP
cardiologist did not specialist is selecting provision of home were referred to documentation (v2(1,n=35) =
approve, or if all the based on outlined the follow-up with 0.68, p=0.41). However, there
members in the criteria intervention or | outpatient PC. Nine out | was an increase in ACP Low
Lewin 2017 control group were ‘Our clinical nurse Low not. of the 14 (64%) patients | documentation for the ‘No competing
under the care of the specialist met weekl Not applicable ‘A medical received outpatient PC, intervention group throughout financial
P y pp p group g
same cardiologist. with the cardiac team resident with an average of 4.5 the study period interests exist.’

‘Nonrandomized to identify eligible completed a visits (range 1-12 visits) | (v2(1,n=35)=21.39,p<
prospective study patients from the chart review per patient throughout 0.001). ACP increased from
comparing inpatient setting’ for the purpose | the study period. The 40% to 100% for patients in the
outcomes over a Six- of comparing majority of patients (7 intervention group (Table 3).
month study period pre-/post-data | out of 9, 78%) received | More patients in the intervention
for patients receiving outcomes. same-day joint visits group elected DNR code status
PC, in addition to Only with the PC and HF after receiving PC consultation
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standard cardiac care
versus standard
cardiac care alone.’

information
obtained from
our hospital’s
electronic
medical record
was used.

teams. Only two patients
requested an outpatient
PC visit on a different
day than their scheduled
HF appointment.’

(30% pre vs. 80% post). ACP
documentation did not change
throughout the study period for
the control group. Only 5 out of
15 charts (33%) had a
documented code status, and
only 1 of these patients elected
DNR code status. When
examining ED visits, we
conducted a Group
(Intervention, Control) X Time
(Pre-Treatment, Post-Treatment)
repeated-measures ANOVA. No
Group X Time interaction
emerged, F(1,33)=1.29,p=
0.27. Interestingly, there was a
main effect for Time, F(1,33) =
18.57, p <0.001, suggesting that
across groups there was a
general decrease in ED
utilization throughout the study
period. The main effect for
Group was nonsignificant,
F(1,33) =0.95, p=0.34.

Evangelista
2012

Low:

Not an RCT so not
applicable

“This prospective
case-control study was
conducted at a single
university-affiliated
medical center.
Participants were
recruited

from the inpatient
setting during an
episode of acute HF
exacerbation through
HF provider referrals;
The goal of the

High

‘In addition,
participants were not
individually
randomized but rather
matched on
sociodemographic
variables and
functional class to
optimize our ability
to compare the
effects of providing
PC services to
patients with
symptomatic HF.
Although nearly all

Low:
Not applicable due to
the nature of the study

Unclear:
This is not
mentioned in
the article.

Low

‘From March 1, 2008, to
July 30, 2008 (5
months), 57patients with
symptomatic HF were
approached, of whom42
consented (73.6%
recruitment); 9 (60%)
were not interested in
participating, and 6
(40%) cited time
requirements. Thirty-six
(85.7%) of the 42
patients who signed
informed consent came
for a PC consultation.

Low

‘Table 2 presents the baseline
and 3-month follow-up data
for the variables of interest.
Patients in both groups
demonstrated significantly
lower levels of symptom

(P <.001) and depression (P =
.002) and better emotional
health (P =.001) and overall
QOL (P <.001). Physical
health improved for patients in
the PC group worsened

for patients in comparative
group. Over time, group
differences were statistically
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matching was to

include subjects in the

comparison group,

balanced by sex, age,
race, and New York

Heart Association

(NYHA) functional
class, to increase our

ability to

compare them with
intervention subjects
regarding the study

measures’

baseline

characteristics in the

2 groups were

similar, we can not be

sure that the
differences in

symptom burden, de-
pression, and QOL at

follow-up were

indeed related to the

PC intervention

Three participants
decided to withdraw
from the study: 2 moved
away, and lpatient was
lost to follow-up before
the PC consultation.’

significant in all outcomes.
Participants who received a PC
consultation were more likely to
show improvements in fatigue
(P <.001), pain (P = .044), well-
being (P =.035), depression (P
=.029), dyspnea (P =.008), and
nausea (P =.045) than
participants in the matched
control group (Table 3).
Furthermore, a greater pro-
portion of patients in the
matched control group showed
worsening symptoms of fatigue
(31% vs 11%; P <.001)

and pain (28% vs 10%%; P =
.044).

Flint 2017

Low

‘We used data from

The Patient-Centered
Disease Management
for Heart Failure trial

(PCDM), which
enrolled 392

outpatients from four

Veterans Affairs

Medical Centers with

a new or existing
diagnosis of heart

failure with preserved

or reduced ejection
fraction, any New
York Heart

Association class, and

a Kansas City
Cardiomyopathy
Questionnaire
(KCCQ) overall

summary score <60

Briefly, the PCDM

Low

‘Because the PCDM
intervention did not

influence health
status, this analysis
includes all trial
participants,
irrespective of
randomization’

Low:

This is not addressed
in the article but is not
applicable in this
study

Unclear:
This is not
addressed in
the article

Low

‘Missing data occurring
as a result of attrition
over

time were addressed by
estimating the growth
models with all available
data using full
information maximum
likelihood estimation;
the small amount of
missing data

on the predictors and
covariates was
addressed using multiple
imputation.’

Low

‘One of the trajectories had

few patients (5%); therefore, we
only examined predictors of
trajectory membership between
the two major trajectories. The
two most common trajectories
(moderate health status

and poor health status) showed
initial improvement

from baseline to three months,
followed by little change
throughout the rest of the
follow-up period. These
trajectories differed primarily in
their baseline values, not their
change over time. The marked
improvement trajectory
consisted of a small group of
patients whose health status was
initially very poor but improved
substantially and progressively
throughout the year.’
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trial randomized
participants to a
collaborative care
model of symptom
management or usual
care’
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A researcher
scored the
answers from

Low

Of the 184 patients who

Low

Cardiologists also considered
four other patients to need PC
despite those patients having a —
NECPAL due to a negative
surprise question (yes, the
physician would be surprised by
patient death). The prevalence
of PC needs in patients at
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There was no difference
between PC needs of men and
women, nor across LVEF
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unforeseen
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primary care (11); three
patients had specialist
palliative care
involvement (Appendix
D). Eight patients died
during the study’
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