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Historically, the cornerstones of therapy for heart failure (HF) have involved modification of 

disease progression and amelioration of symptoms with drugs and/or devices (1, 2). 

Specialized palliative care is specifically pertinent to the advanced HF population, a cohort 

with poor prognosis and high symptom burden. Despite the growing advanced HF 

population globally, palliative care utilization is both infrequent and delayed (3). Indeed, 

only 5% of elderly patients discharged after HF hospitalization receive specialized palliative 

care via hospice, and 34% of these patients die within 72 hours of arrival to a hospice 

facility (4). In contrast, 53% of advanced HF patients discharged without hospice died 

within 1 year, representing a vulnerable group that may have benefited from specialized 

palliative care (4). Variable disease trajectory in advanced HF introduces difficulty in 

accurate prognostication, which may partially explain the underutilization of palliative care 

in this at-risk cohort (5). The Surprise Question (Would you be surprised if this patient were 
to die within the next year?) is a simple query employed in other chronic illnesses, can be 

proposed to a wide spectrum of clinicians, and may provide insight into prognosis of HF 

patients, thereby identifying those who may benefit from specialized palliative care referral.
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The Surprise Question: Simple to Answer, Simple to Interpret?

In this issue, Straw et al. aimed to determine 1) the prognostic value of the Surprise Question 

among 129 consecutive patients hospitalized with acute HF and 2) the agreement in the 

responses to the Surprise Question between various healthcare professionals (6). After 

accounting for several clinical covariates, a response of “Not Surprised” to the Surprise 

Question by cardiologists was significantly associated with 1-year all-cause mortality. While 

the Surprise Question exhibited adequate sensitivity (85%) and negative predictive value 

(88%) by cardiologists, it tended to overclassify patients who did not ultimately experience 

death at 1 year (specificity 59%). Additionally, the authors discovered that there was modest 

agreement in responses among cardiologists, HF nurses, and residents/fellows, but weaker 

agreement among these groups and non-HF nurses. It should be noted that 34% of patients 

died at 1 year despite only 10% of the study population having New York Heart Association 

IV symptoms and no patients receiving intensive care unit-level care or inotropes; this 1-year 

mortality rate is substantially higher than in trial populations, but comparable to that of the 

Medicare population (7, 8).

The application of the Surprise Question to the advanced HF population has been previously 

examined, exhibiting a test characteristic profile similar to that observed in the current study. 

In cancer, the question predicts 1-year survival more accurately as compared with those with 

non-cancer related illnesses (9). Among the HF population, previous studies have also 

demonstrated that “Not Surprised” responses tend to over-classify patients who ultimately 

do not experience death at 1 year (10), supporting the overall variability in the natural 

progression of this disease, highlighted by periods of stability, interrupted by acute periods 

of decompensation, and punctuated by sudden events. Overestimation of mortality in HF 

contrasts with the performance of the Surprise Question in cancer, which tended to 

underestimate mortality (11). Despite the limitations of the Surprise Question, it is 

reassuring that this study noted modest agreement across several types of healthcare 

professionals. Furthermore, specificity of estimates increased with concordance across 

clinician type, emphasizing the role of team-based care and decision-making in this 

population.

Identifying High-Risk Advanced Heart Failure Patients

In order to initiate important conversations regarding end of life care, patients with advanced 

HF at highest near-term risk of disease progression, death, or adverse quality of life need to 

be identified. Such patients may be recognized through objective risk scores, incorporating 

clinical demographics, laboratory variables, imaging data, and hospitalization history (e.g., 

Meta-Analysis Global Group in Chronic Heart Failure [MAGGIC] risk score and Seattle 

Heart Failure Model). Indeed, the recent Palliative Care in Heart Failure (PAL-HF) trial 

utilized the Evaluation Study of Congestive Heart Failure and Pulmonary Artery 

Catheterization Effectiveness (ESCAPE) discharge score, a 10-item model incorporating 

age, laboratory values, medication use, and in-hospital complications, as part of the 

inclusion criteria for the trial (12). Among patients recently discharged for acute HF with an 

ESCAPE score of ≥4 (corresponding to a 1-year mortality of >50%), palliative care 

interventions improved quality of life and anxiety/depression compared with usual care (12). 
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Thus, objective risk scores such as ESCAPE can reliably and objectively identify an 

enriched advanced HF cohort who benefit from specialized palliative care. Challenges do 

exist in applying such risk scores toward real-world advanced HF populations, as many 

objective scores are cumbersome to complete due to the requirement of multiple data 

elements, and thus routine calculation may not be feasible during a busy outpatient clinic. 

These barriers may be navigated in the future through automated methods of score 

calculation using artificial intelligence and electronic health record (EHR) data. More 

importantly, it is unclear if providing objective data regarding risk of death influences 

physician communication regarding end of life care, as intensive care unit physicians who 

received 6-month survival estimates of their patients exhibited no improvement in patient-

physician communication (13). Finally, as mode of death within certain HF types is quite 

heterogeneous (14), communication of these differential risks may be challenging. However, 

given the overall declining risk of sudden death in HF, predicting prognosis in these patients 

may become more reliable using risk scores (15).

While the Surprise Question carries inherent limitations in prognostic estimates, it possesses 

certain unique advantages. First, the simplicity of the question allows for integration into a 

typical advanced HF clinic visit. Additionally, the question forces clinicians to think quickly 

but also critically regarding their patients through a lens that may not always be appreciated 

during a standard visit. As a result, the striking nature of the Surprise Question may prompt 

clinicians to discuss end of life care, hospice, and palliative services that a numerical risk 

model may not achieve. The simplicity of the question and its answer also lends to a 

straightforward discussion with the patient, who may struggle to grasp complex probabilities 

associated with risk scores. Given the modest agreement in this study among several types of 

healthcare professionals, there are greater opportunities to pose this question at multiple 

points of patient contact to ultimately prompt palliative care consideration. The weak 

agreement between non-HF nurses and other healthcare professionals may be explained by 

the cognitive incorporation of certain clinical variables used in traditional risk scores by HF 

specialists into their answers. Targeted education of the prognostic ability of such clinical 

variables to non-HF nurses may improve agreement across all healthcare professionals.

Further research is required to determine if the cohort that screens “Not Surprised” do in fact 

experience quality of life improvement with palliative care interventions. Due to its low 

specificity, there is a possibility that the question identifies a group of patients who are not 

sick enough to benefit from specialized palliative care. Such a possibility raises some 

concern given the high resource utilization required for palliative interventions. On the other 

hand, it is plausible that a number of patients who were excluded from PAL-HF due to 

ESCAPE score < 4, who are likely identified by the Surprise Question, may in fact benefit 

from targeted palliative therapies.

Palliative Care Referral Pathways in Heart Failure

The incorporation of strategies to identify high-risk HF patients into everyday clinical 

practice is an important first step in improving global care of this population (Figure). The 

integration of the Surprise Question as a referral pathway for hospice care services through 

the EHR or mobile health applications would allow for the administration of the question at 
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various levels of care (inpatient services, outpatient clinics) and by multiple clinicians 

(trainees, attending physicians, advance practice providers, nurses). However, identification 

of a high-risk HF cohort is only the first step in providing necessary and appropriate care. 

HF physician-initiated conversations regarding overall risk, palliative options, and patient 

wishes are required to improve access to palliative services. Furthermore, similar to 

paradigms pioneered in cancer medicine, the addition of specialized palliative care teams to 

standard HF care teams may allow for increased access to resources and enhanced utilization 

of such services.

While there remain gaps in the palliative treatment of the advanced HF population, there has 

been steady progress. A simple but critical approach toward identifying those at highest risk 

may allow for increased utilization of specialized resources to improve quality of life of this 

complex patient population.
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Figure. 
Integration of the “Surprise Question” in the Care of Patients with Advanced Heart Failure.
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