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Abstract

Heart failure (HF) represents a major public health issue globally due to its increasing prevalence, high
morbidity and mortality rates, and frequent hospitalizations. Despite advancements in pharmacologic
and device-based therapies, HF remains a progressive and incurable condition that significantly impairs
patients’ quality of life. Palliative care, amultidisciplinary approach focused on alleviating symptoms and
improving the quality of life for patients with serious illnesses, offers substantial benefits in the context
of HF. This study reviews the integration of palliative care in HFmanagement, exploring its definitions,
principles, and application throughout the disease trajectory. A greater focus on holistic care, individ-
ualized care planning, education, and healthcare system reforms is essential to enhance the delivery of
palliative care to HF patients.
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Introduction

Heart failure (HF) significantly impacts global health, contributing tohigh rates ofmorbidity andmortal-
ity, with an estimated prevalence of over 64million individuals globally. The aging population, increasing
incidence of hypertension, diabetes, and ischemic heart disease contribute to its growing burden [1]. HF
is characterized by frequent hospital admissions, high readmission rates, and significant healthcare costs
[2]. In addition to the physical challenges of the disease, patients often experience psychological distress,
social isolation, and impaired quality of life. Moreover, caregivers and the whole family endures signifi-
cant burden in all life aspects [3]. Current clinical guidelines emphasize disease-modifying therapies, yet
there remains a substantial unmet need for supportive care interventions that address symptom relief,
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emotional wellbeing, and existential concerns [4,5]. RecognizingHF as a life-limiting illness underscores
the importance of integrating palliative care early in the disease course to improve holistic outcomes [6].

Heart Failure

Heart failure (HF) is a medical condition characterized by the heart’s inability to effectively pump blood
to satisfy the body’s metabolic requirements [7]. It is typically the end result of various cardiovascular
diseases and is classified into three major types:

• Heart Failure with Reduced Ejection Fraction (HFrEF): EF < 40%, commonly due to ischemic
heart disease or dilated cardiomyopathy.

• Heart Failure with Preserved Ejection Fraction (HFpEF): EF ≥ 50%, often associated with
aging, hypertension, and diastolic dysfunction.

• Heart Failure with Mildly Reduced Ejection Fraction (HFmrEF): EF 41%-49%, representing
an intermediate phenotype [7,8].

HF can result from systolic dysfunction (impaired contraction), diastolic dysfunction (impaired relax-
ation), or both. The activation of neurohormonal mechanisms is pivotal in the advancement of disease,
encompassing the renin-angiotensin-aldosterone system (RAAS), the sympathetic nervous system, and
natriuretic peptides [9].

Common manifestations include dyspnea on exertion or at rest, orthopnea, paroxysmal nocturnal dys-
pnea, fatigue, edema, and reduced exercise capacity. These symptoms fluctuate and significantly impair
daily function and well-being.

Treatments include:

• Pharmacologic treatment: Angiotensin-converting enzyme (ACE) inhibitors, angiotensin re-
ceptor blockers (ARBs), beta-blockers, mineralocorticoid receptor antagonists, sodium-glucose
cotransporter-2 (SGLT2) inhibitors, loop diuretics [11].

• Device-based treatment: Implantable cardioverter-defibrillators (ICDs), cardiac resynchroniza-
tion therapy (CRT), left ventricular assist devices (LVADs) [12].

• Advanced therapies: Cardiac transplantation and palliative inotropes in selected patients [13].

• Non-pharmacologic interventions: Sodium restriction, fluid management, diet management,
exercise training, and cardiac rehabilitation [14].

Despite optimalmedical therapy,HF remains a progressive conditionmarked by repeated hospital admis-
sions, often for volume overload, arrhythmias, or comorbidities. Each hospitalization is associated with
increasedmortality risk and functional decline,making comprehensivemanagement and timely palliative
integration critical [15].
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Palliative Care

Palliative care, as defined by the World Health Organization, is a patient- and family-centered approach
that aims to improve the quality of life of individuals facing serious illnesses. It encompasses the preven-
tion and relief of suffering through early identification, comprehensive assessment, and effectivemanage-
ment of physical, psychological, social, and spiritual symptoms. Palliative care is not limited to end-of-life
scenarios; rather, it is applicable at any stage of a serious illness and can be provided alongside curative
treatments [16].

Key principles include:

• Holistic care: Addressing the full spectrum of patient needs beyond the physical domain.

• Symptom control: The fundamental principles of symptom evaluation and diagnosis, as well
as pain management (identification, evaluation, the analgesic ladder, methods of administration,
and addressingmisconceptions surrounding opioids); dealingwith emergencies and theirmanage-
ment.

• Emotional support: Identifying sources of distress, diagnostic methods, pharmacological treat-
ments, psychotherapeutic interventions, and family meetings.

• Social support: Financial or employment concerns and role management.

• Spiritual and existential matters: Such asmanifestations of suffering, anxiety or uncertainty, the
function of pastoral care providers, and the quest for meaning, including cultural and religious
variances.

• Individualized goals: Aligning care plans with patient preferences, values, and life goals.

• Interdisciplinary collaboration: Engaging a diverse team of professionals to deliver integrated
care.

• Communication and decision-making: Facilitating shared understanding and informed choices
through ongoing conversations. Establishing objectives and engaging in discussions about achiev-
able targets, methods for accomplishment, and documentation practices.

• Continuity and coordination: Ensuring seamless care transitions across settings and time points.

• Ethical and legal considerations: Legal obligations, confidentiality, resource distribution, ad-
vance directives, do-not-resuscitate orders, research ethics, patient competency, the right to die,
and power of attorney [17].

Also, caregiver support and staff well-being are important factors in the provision of palliative care [18].

Palliative Care in Heart Failure

In the context of HF, these principles translate into enhanced symptom control, psychosocial support,
and proactive care planning, all of which can improve patient and caregiver outcomes [19].

Integrating palliative care in HF involves a paradigm shift from reactive to proactive management. The
disease trajectory of HF is characterized by a pattern of gradual decline punctuated by acute exacerba-
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tions. Prognostication is challenging due to this fluctuating course, yet early palliative involvement can
provide continuity, preparedness, and symptom stabilization [20]. Palliative care teams provide valuable
expertise in complex communication, ethical decision-making, and individualized care planning. Their
involvement leads to more consistent documentation of goals, fewer aggressive interventions, and en-
hanced patient satisfaction [21].

The trajectory of HF and the role of palliative care:

• Early stage: Focus on symptomeducation, psychosocial support, and initiating advance care plan-
ning.

• Middle stage: Increasing symptomburden,multiple comorbidities, and complexdecision-making
call for closer palliative involvement.

• Late stage: Refractory symptoms, recurrent hospitalizations, anddiminishing functional capacity
make end-of-life care and appropriate hospice consideration [22].

Palliative care for patients with HF involves a multidimensional approach focused on symptom control,
emotional support, and coordinated care planning [23]. Physiological symptoms can originate fromHF
itself, its treatment, or associated comorbidities. Individuals suffering fromHF frequently endure persis-
tent dyspnea, depression, edema, pain, and fatigue, all of whichmay lead to spiritual distress. Additional
symptoms may include nausea, excessive thirst, cognitive decline, weakness, and anxiety. On average, pa-
tients withHF report experiencing between 9 to 12 different symptoms [24]. As the condition advances,
the severity of these symptoms intensifies, leading to increased distress related to them.

The objectives of treatment are twofold: to alleviate the burden of symptoms and to evaluate the dis-
continuation of treatments that do not offer symptom relief. Symptom management includes the use
of opioids to relieve dyspnea, as well as anxiolytics and sleep aids to address anxiety and insomnia. Fa-
tigue and peripheral edema are managed through appropriate pharmacologic and non-pharmacologic
strategies [23–25].

Psychosocial and Spiritual Interventions

Psychosocial interventions target a wide range of challenges, including depression, anxiety, caregiver bur-
den, social isolation, changes in self-identity, loss of autonomy, financial strain, and difficulties in com-
munication within families or with healthcare providers. These interventions aim to enhance quality
of life, support informed decision-making, and promote dignified care throughout the disease trajectory
[26].

Spiritual support is provided by chaplains or trained clinicians to address existential distress and promote
meaning-making [27]. The role of spirituality in HF is increasingly recognized as a vital component of
comprehensive care, particularly in advanced stages of the disease. For many patients, HF prompts exis-
tential questions about meaning, purpose, suffering, and mortality. Spirituality, whether rooted in reli-
gion, personal beliefs, or a sense of connectedness, can be a crucial source of comfort, hope, and resilience.
Addressing spiritual concerns helps patients copewith the emotional burden of chronic illness, enhances
their ability to find peace amidst uncertainty, and supports overall psychological well-being [28,29].

In clinical practice, spiritual care may involve taking a spiritual history, facilitating conversations about
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values and meaning, and connecting patients with chaplaincy services or spiritual counselors. It also
includes recognizing and respecting diverse belief systems and incorporating these values into care plan-
ning. Importantly, spirituality can influence decisions about goals of care, end-of-life preferences, and
advance directives, making it essential for clinicians to engage with patients in a respectful, open, and cul-
turally sensitive manner. When integrated effectively, spiritual care fosters dignity, emotional healing,
and alignment between medical interventions and the patient’s deeper sense of self [27–29].

Advance Care Planning

Advance care planning (ACP) is integral, including clarification of care goals, completion of advance
directives, and discussions regarding the deactivation of implantable cardioverter-defibrillators (ICDs).
Seamless coordination of care across inpatient, outpatient, home, and hospice settings is emphasized to
ensure continuity and alignment with patient preferences. ACP may enhance the documentation prac-
tices of medical personnel concerning their discussions with participants about ACP processes, poten-
tially leading to improvements in individual depression levels [30].

Holistic Framework for Heart Failure Management

A holistic framework for managing HF involves addressing the physical, psychological, social, and spir-
itual dimensions of patient care. This approach recognizes the interconnected nature of these domains
and seeks to deliver person-centered care that transcends disease-specific treatment. By embracing a holis-
tic framework, clinicians can move beyond symptom control to support meaning, dignity, and quality
of life for individuals living with heart failure [31].

• Physical dimension: Medical management of HF remains the foundation, including evidence-
based pharmacologic therapies, device interventions, dietary guidance, and physical rehabilita-
tion. Palliative interventions for symptom relief—such as opioids for dyspnea or diuretics for fluid
overload—are integrated to alleviate suffering and improve functional status.

• Psychological and emotional support: Depression, anxiety, and emotional distress are common
in HF and significantly impact adherence and quality of life. Psychological support, counseling,
cognitive behavioral therapy (CBT), and mindfulness practices are incorporated to foster emo-
tional resilience and well-being.

• Social care and support systems: Holistic care addresses the social determinants of health, in-
cluding socioeconomic status, housing stability, caregiver support, and community resources. In-
volvement of social workers and case managers helps ensure continuity and accessibility of care.

• Spiritual care: Patients with advanced HF often seek meaning, purpose, and connection, espe-
cially near the end of life. Spiritual assessments and chaplaincy support allow patients to explore
existential concerns and strengthen coping mechanisms, fostering peace and acceptance.

• Communication and shared decision-making: A holistic approach values transparent commu-
nication between providers, patients, and families. Advance care planning, goals-of-care discus-
sions, and shared decision-making ensure that treatment aligns with the patient’s values, prefer-
ences, and life context.
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• Interdisciplinary collaboration: Holistic management requires a team-based model involving
cardiology, palliative care, nursing, psychology, social work, rehabilitation, and spiritual care. Reg-
ular interdisciplinary meetings and coordinated care plans enhance patient safety and satisfaction.

Integration of Complementary Therapies

Complementary therapies have become an essential component of comprehensiveHF care, offering valu-
able support alongside conventional medical treatment to improve symptom control, reduce stress, and
enhance theoverall quality of life forpatients. These therapies, such as acupuncture,massage,mindfulness-
based stress reduction, yoga, guided imagery, and music therapy, provide holistic, non-pharmacological
options that address both the physical and psychosocial challenges associated with chronic heart failure.

Healthcare professionals are highly advised to ask their patients about the use of complementary and
alternative medicine during each clinical appointment. Additionally, they should engage in discussions
regarding the interactions, advantages, and potential side effects in conjunction with guideline-directed
medical therapy, employing a shared decision-making approach with their patients [32].

The utilization of diverse complementary and alternative medicine agents has been examined through
observational studies and clinical trials involving individuals with HF. Certain reports indicate that the
use of specific agents correlates with enhancements inHF symptom control, functional capacity, quality
of life, and outcomes related to major adverse cardiac events. Although these agents are not intended to
substitute for conventional guideline-directed medical therapy, it is crucial for HF clinicians to under-
stand the clinical effects of these agents on patients, as they may be utilized in the management of both
HF and non-HF conditions, and patientsmight choose to use these agents without consulting healthcare
professionals [32].

The integration of these therapies into care plans requires careful consideration and collaboration among
healthcare providers. Clinicians must ensure that these complementary treatments are evidence-based,
safe, and compatible with the patient’s overall care regimen. For instance, the American Heart Asso-
ciation (AHA) guidelines recommend a comprehensive approach to HF that includes symptom man-
agement, psychosocial support, and patient-centered care [32]. While complementary therapies are not
meant to replace conventionalmedical treatments, they serve as valuable adjuncts that complement phar-
macological and interventional strategies, providing a more holistic approach to care [33].

Overall, for HFmanagement, the American Heart Association (AHA) guidelines suggest that alongside
guideline-directedmedical therapy, the following agents are potentially beneficial: yoga, tai chi, thiamine
(with deficiency), vitamin C, D (with deficiency), omega-3 fatty acids, L-carnitine, D-ribose, and coen-
zyme Q10 [32].

Implications for Healthcare Professionals

Healthcare professionals should possess skills in symptom management, effective communication, and
collaboration across disciplines. The incorporation of palliative care in HF necessitates continuous edu-
cation in palliative care principles and an understanding of holistic and integrative caremethodologies. A
holistic framework also demands that clinicians consider social and emotional factors, cultural sensitivity,
and patient autonomy.
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Barriers such as time constraints, prognostic uncertainty, and limited access to palliative specialists must
be addressed through institutional support, integrated care models, and the adoption of primary pallia-
tive care training for all HF clinicians. Embracing both conventional and integrative methods fosters
a more comprehensive, patient-centered approach that aligns medical care with the goals and values of
individuals living with HF.

Conclusions

Palliative care represents a vital and underutilized component of comprehensive heart failure (HF) man-
agement. As HF continues to impose a growing burden on individuals and healthcare systems, inte-
grating palliative principles throughout the disease trajectory is essential to address unmet needs. Early
palliative engagement ensures that symptoms aremanaged proactively, psychosocial and spiritual distress
is acknowledged, and care aligns with patients’ values.

The inclusion of integrative and holistic frameworks, counseling, and interdisciplinary collaboration en-
hances the overall impact of care. For healthcare professionals, embracing a more expansive view of HF
care—one that includes palliation, person-centered goals, and continuity across care settings—can signif-
icantly improve patient outcomes and quality of life.

Future research and policymust support the systematic implementation of palliativemodels and training
to embed this essential discipline within routine HF practice.
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