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Mr L: 34 year-old IT store worker   

 Underlying: tophaceous gouty arthritis, CKD, gastritis

 Non-ischemic dilated cardiomyopathy diagnosed 2012

 first presented with failure symptoms to Sarawak Heart  Centre. 

CMRI and CT Angiogram: normal coronary artery, severe dilated 

LV with EF 30%

 2014: moved to Sabah. ECHO in 2017: EF 20-35%,  moderate to 

severe global hypokinesia 

 June 2018: ICD implanted

 Jan 2019: admitted for acute decompensation, referred 

palliative (inotropic dependence), but eventually discharged 

well



2019 -2021

 Feb 2019 –Sept 2020: well during 3 clinic review, NYHA 1, then defaulted follow up 

 Oct 2020 – Apr 2021: 3 hospitalizations for acute decompensation

✓When to refer specialist palliative care? 

✓What value can palliative care add to standard care?

✓How to integrate palliative care to standard care model?



▪ Burden of heart failure 

▪ Prognostication in heart failure

▪ When to initiate palliative care 

approach & refer specialist 

palliative care 

▪ Integrating palliative care 

▪ Case discussion  

▪ Local collaborative work in Sabah 
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Global burden of 

heart failure 



 56.2 million 

 1-2% of adult population 

Yan T et al. J Am Heart Assoc. 2023 Mar 21;12(6):e027852.



Burden of HF

Aetiology: 

• IHD (40%, SEA 60%) 

• Hypertension (15%) 

• Rheumatic heart disease

Savarese G, et al. Cardiovasc Res. 2023 Jan 18;118(17):3272-3287.



Prognostication in HF



Classification of HF

 Left ventricular ejection fraction 

 Circulatory system: right vs left

 Clinical Presentation: 

 Acute heart failure (Acute HF)  

 Chronic heart failure (Chronic HF) 

 Functional: NYHA class, INTERMACS

 Stages of HF

Malaysia Heart Failure CPG 2023.



Trajectory of HF 

Steinberg L et al. Approach to advanced heart failure at the end of life. Can Fam Physician 2017. 



Identifying patients with advanced HF 

for advanced therapies

MCS

OMT

MCS= mechanical circulatory support; OMT= optimal medical therapy Morris AA, et al. Circulation. 2021 Oct 12;144(15):e238-e250.



Prognostic tools 

 Cardiac cachexia 

 Anaemia 

 Urea

 BNP

 Refractory symptoms 

Treece J et al. Am J Hosp Palliat Care. 2018 Mar;35(3):514-522.  



When to initiate palliative care 

approach & 

refer specialist palliative care



Identifying patients with palliative needs

Ament SM et al. Palliat Med. 2021 Jan;35(1):45-58.







Level of palliative care needs 

Australian Palliative Care Service Development Guidelines, 2018



SYMPTOM 
CONTROL

PSYCHOSOCIAL 
SUPPORT

CARE 
PLANNING

CARE 
COORDINATION  

Key domains of palliative care needs  

• Advance care 

planning for goals & 

ceiling of care 

• Crisis planning 

• Device deactivation

• Screening for anxiety & 

depression  

• Request for hastened 

death/ futile Rx

• Caregiver capacity & 

coping

 

• GDMT & comorbid mx

• Refractory symptoms 

• Justification for opioid 

• Terminal symptoms

• Emergency contact 

• Telemedicine option 

• ↓ hospital TCA burden

• Timing to engage 

hospice

• PPOC & PPOD



Referral criteria to specialist palliative care  

Prognosis-based criteria 

 Surprise question 

 Frequent hospitalization 

 Functional decline 

 Medical complications e.g.  

cardiorenal syndrome, frequent ICD 

shocks 

 Intolerability of GDMT 

Need-based criteria 

 Complex and refractory symptoms 

despite optimal medical therapy

 Complex family dynamics and 

psycho-existential distress

 Decision support – uncertainty, 

discordance 

 Terminal care  

Grądalski T. Pol Arch Intern Med. 2022 Mar 30;132(3):16223. 

Chang YK et al. Circ Heart Fail. 2020 Sep;13(9):e006881.



Integrating palliative care to 

standard HF care 



Need for palliative care 

 Integration is good, but how?



Sustainable integrated care model 

 Need-based referral criteria to specialist palliative care preferred 

over prognosis-based criteria

 Shared-care model - PC should be provided alongside guideline 

directed medical therapy (GDMT)

 3C - Continuous interdisciplinary Collaboration/cross-training and   

             Communication

Ponikowski P et al. Eur Heart J. 2016 Jul 14;37(27):2129-2200.

Gaertner J et al. BMJ. 2017 Jul 4;357:j2925.

Gelfman LP et al. J Palliat Med. 2017 Jun;20(6):592-603. 



SYMPTOM 
CONTROL

PSYCHOSOCIAL 
SUPPORT

CARE 
PLANNING

CARE 
COORDINATION  

Key interventions of palliative care  



Chronic care 

 Shared care with primary team

 Optimization of GDMT – ACE-I/ ARNI, BB, MRA, SGLT2-I (regular 
blood taking) 

 Screen for symptoms for decompensation: fluid status

 Monitor progression of disease: functional, nutritional 

 Managing CVS risk factors and co-morbitiies  

• ACP discussion & 

psychosocial 

support

• Care coordination 

– hospice/ 

domiciliary service 



Common symptoms 

 Identify and treat reversible causes 

 Role of opioid – NOT 1st line 

medication 

 refractory dyspnoea/ angina

 Choice of palliative medication 

 Cardiotoxicity, renal impairment, pill 

burden 

Solano JP et al. J Pain Symptom Manage. 2006 Jan;31(1):58-69.



Crisis care 

 Reversibility of cause, refractoriness of 

symptoms 

 Ceiling of care 

 Disposition 



Terminal care 

 Terminal symptoms 

 Device deactivation, deprescribing 

 Preferred place of care & dying – feasibility 

 Screen for risk of complicated grief 

• Compassionate 

extubation 

• Terminal discharge 



Roles of domiciliary/ hospice care

Challenges Roles 

 Comprehensive screening for 

palliative care needs

 Review ACP

 Care coordination

 First liner during crisis – advise for self 

titration of diuretics for mild symptoms

 Medical complexity 

 Intensity of care during crisis 

 Greater unpredictability of disease 

trajectory 

Cross SH et al. Card Fail Rev. 2019 May 24;5(2):93-98. 

Jordan L et al. Am J Hosp Palliat Care. 2020 Nov;37(11):925-935.



HQE/ HQE II integrated care model 

Hill L et al. Eur J Heart Fail. 2020 Dec;22(12):2327-2339.

Sobanski PZ et al. Cardiovasc Res. 2020 Jan 1;116(1):12-27.



Back to the case…



Mr L: 34 year-old IT store worker   

 Underlying: tophaceous gouty arthritis, CKD, gastritis

 HFrEF secondary to non-ischemic dilated cardiomyopathy 

diagnosed 2012, ICD implanted 2018 

 First acute decompensation Jan 2019 (inotropic dependence)

 Oct 2020 – Apr 2021: 3 hospitalizations for acute decompensation



Referral criteria to specialist palliative care  

Prognosis-based criteria 

 Surprise question 

 Frequent hospitalization 

 Functional decline 

 Medical complications e.g.  

cardiorenal syndrome, frequent ICD 

shocks 

 Intolerability of GDMT 

Need-based criteria 

 Complex and refractory symptoms 

despite optimal medical therapy

 Complex family dynamics and 

psycho-existential distress

 Decision support – uncertainty, 

discordance 

 Terminal care  

Grądalski T. Pol Arch Intern Med. 2022 Mar 30;132(3):16223. 

Chang YK et al. Circ Heart Fail. 2020 Sep;13(9):e006881.



Chronic care 

 Shared care with primary team

 Optimization of GDMT – ACE-I/ ARNI, BB, MRA, SGLT2-I 

 Screen for symptoms for decompensation & disease 

progression: fluid status, body weight 

 Managing CVS risk factors and co-morbidities  

 Psychosocial support & ACP discussion 



Chronic care - psychosocial history 

• Divorcee with a young daughter of 4 years old who is now under custody of 

ex wife -> misses daughter but not allowed to visit her 

• Has a partner who is working full time and lives with her parents - emotionally 
very attached to partner → support partner in understanding & anticipatory 

grief 

• Problematic youth, estranged from family in Sarawak - ambivalent 
relationship → facilitate reconciliation 

• Renting a house with another men, on PERKESO allowance RM 900/month

• Initially still works part time at IT store, but eventually stopped when 

housebound -> strong sense of demoralization & loneliness -> volunteer home 

visit, online support



Chronic care - spiritual distress

• Converted to Muslim after first marriage but not practicing – loss of 

identity

• In bargaining phase of grief – asked for hastened death during bad 

days, but expressed hope to have more years with partner 

• Grieving the loss of job, marriage, child custody, mobility and 

relationship - – felt that partner is “better off with another man” as there 

is no future in their relationship, but unable to let go



Advance care planning 

• Values dignity – cannot accept himself requiring 

assistance for personal hygiene

• Wishes not to become a burden to his partner

• Ok with time limited trial of treatment for acute 

decompensation, not keen for painful shock from 

ICD

• Agreed for elective ICD deactivation  

• Understood futility of CPR



Disease trajectory 
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Crisis care 

 Right sided failure symptoms, BW ↑ 8-10kg within 

2-3 weeks – refractory to oral frusemide → CSCI 

frusemide 120-160mg/24h + T metolazone 

 Gastritis symptoms, gouty flare

 Disposition: COVID era: home care  → daily 

hospice nurse visit to titrate diuretics 



Acute decompensations
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Terminal care 

 Gradual functional decline & cardiac cachexia 

during last 3 months 

 Preferred place of dying: hospital 

 Terminal symptoms: mixed delirium → antipsychotic 

 Father flew in from Kuching to visit him during final 

days



Integrated model 
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Local HF palliative care 

collaboration



Local collaborative work 

 Collaboration started year 2015

 2016  - 1st edition of local Guideline 

for Palliative Care of Advanced HF

 Monthly HF conference to discuss 

cases 

 Whatsapp group chat to 

communicate/ update on cases 

under shared care









Key take home messages

 Need-based referral criteria to specialist palliative care 

preferred over prognosis-based criteria in small PC service

 Shared-care model - PC should be provided alongside 

guideline directed medical therapy 

 3C - Continuous interdisciplinary Collaboration/cross-training 

and Communication



THANK YOU

ngwanjun@moh.gov.my 

mailto:ngwanjun@moh.gov.my
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