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Despite therapeutic advances in the management of heart failure (HF), approximately 25% 

of hospitalised patients with HF are readmitted within 30 days.1 These costly episodes of 

care have given rise to numerous policy initiatives, such as the Medicare Hospital 

Readmissions Reduction Programme which fiscally penalises hospitals with ‘excess’ 

readmissions.2

Transitional care programmes have emerged as a potential solution to avert HF readmissions 

by monitoring and supporting patients and caregivers for a limited period of time post-

discharge. A recent meta-analysis of these interventions suggests that programmes which 

incorporate home visits are effective at reducing all-cause readmission and mortality, 

whereas less-intensive programmes of structured telephone support alone can reduce HF-

related readmissions and mortality.3

In their Heart publication, Wong et al report the findings from their pilot trial of a 

transitional palliative care programme for patients with end-stage HF (TPC-ESHF).4 They 

demonstrate that patients randomised to their TPC-ESHF intervention experienced 

significantly fewer hospital readmissions at 12-week follow-up compared with their 

attention control (relative risk (95% CI) 0.55 (0.35 to 0.88)) along with significant 

improvements in health-related quality of life (QOL), satisfaction with care and symptom 

burden.

These results are striking, particularly for a study of its size. As the authors note, a 

comparative effectiveness trial is in order to confirm their findings and to address key 

limitations in their pilot. First, their study population vastly differs from similar HF trials, 

namely regarding social support and the low use of evidence-based therapy for an ‘end-
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stage’ HF population (eg, only 4% on β-blockers and 4% with an implantable cardiac 

defibrillator). Indeed, the high proportion of patients living with family (92%) is perhaps a 

function of Asian social structure and has many implications for the intervention’s 

dissemination in Western societies; furthermore, we consider the absence of family/caregiver 

outcomes in this study to be a missed opportunity.

Second, and on a more conceptual note, we caution that by indicating ‘End Stage’ in the 

name of the intervention (‘Transitional Palliative Care for End Stage Heart Failure’) the 

authors may be inadvertently reinforcing the pernicious stereotype that palliative care is an 

option only of last resort. Given that earlier receipt of palliative care is associated with 

greater benefit,5 we suggest that the TPC-ESHF be rebranded as an intervention for patients 

with ‘advanced’ HF instead of ‘end-stage’ HF, prioritising patient need over prognosis.

The beauty of the study by Wong et al is their ability to leverage an established transitional 

care model to address palliative needs among community-dwelling patients with HF. As 

such, the authors created a vehicle for palliative care that can support patients and families 

through the discharge transition, thereby bypassing the barriers and misperceptions that exist 

about palliative care. In addition, they were able to extend palliative care to the home setting, 

a crucial move given that most patients, even seriously ill ones, spend most of their time 

outside the hospital. Whereas transitional care for HF is not itself innovative, transitional 

palliative care (particularly for patients with HF) represents a new frontier in supportive care 

for individuals with life-limiting illness worthy of further exploration.

Mounting evidence supports that palliative care decreases the suffering experienced by 

patients with HF and their caregivers, including improvements in QOL,6 symptom burden,6 

mood6 and decreased healthcare use.7 Yet, despite recommendations from all major 

cardiology societies that palliative care be involved in the care of patients with advanced HF, 

many barriers exist to patients with HF receiving palliative care, such as the misperception 

that palliative care is appropriate only for patients at the very end of life.8 In order for 

palliative care to be most effective, it needs to be divorced from false opposition of curative 

versus (not and) palliative care. Furthermore, access to palliative care for patients with HF is 

poor, given that the vast majority of HF palliative care is restricted to inpatient settings and 

outpatient palliative care clinics for patients with cardiac illnesses are exceedingly rare. 

While important for acute medical crises, an exclusive focus on inpatient palliative care 

consultation neglects the larger non-hospitalised population, such as patients recently 

discharged who are returning home with uncertainty, stress and unresolved palliative needs.

Our ability to ‘scale up’ and integrate palliative care into standard medical care will require 

studies focusing on understanding what is in the ‘black box’, generalisability, and scalability.

WHAT IS IN THE ‘BLACK BOX?’

Although it is naïve to assume that a ‘silver bullet’ exists to remedy the breadth of suffering 

experienced by patients with HF and their families,9 multicomponent interventions, 

including the landmark palliative care trial by Temel et al,10 pose challenges related to 

isolating their mechanisms of action. Questions remain about what exactly the nurse case 
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managers or volunteers did and how these processes are associated with the observed 

outcomes. For example, given that advance care planning is not a typical component of 

transitional care programmes, what value did it add for patients in this study? Indeed, data 

regarding the effects of the intervention on advance care planning are absent from the article. 

Furthermore, are there other psychosocial supportive services (eg, meal support, home care) 

that, if added to the TPC-ESHF, might yield even better outcomes?

WHAT WILL IT TAKE TO IMPLEMENT TRANSITIONAL PALLIATIVE CARE IN 

OTHER CONTEXTS?

Although Wong et al successfully implemented their intervention in Hong Kong, variations 

in the structure, practice cultures and reimbursement policies of healthcare systems 

elsewhere may complicate international translation of this intervention. To improve the 

likelihood of adoption, interested health systems must strive to align intervention structure 

and processes with local regulatory exigencies, while respecting patient, caregiver and 

healthcare provider preferences. Eliciting stakeholder priorities will no doubt require 

additional effort, yet it will ensure a patient-centred, clinically relevant and policy-focused 

product.

HOW DO WE DEVELOP MODELS OF TRANSITIONAL PALLIATIVE CARE 

THAT ARE FEASIBLE AND SCALABLE?

As is the status quo of palliative care practice, the TPC-ESHF intervention centres around a 

palliative care nurse specialist. Given the increasing shortages in the specialty palliative care 

workforce,11 we posit that true innovation for transitional palliative care will disrupt the 

reliance on this scarce resource. Indeed, all clinicians should arguably possess a rudimentary 

palliative skillset to address suffering (eg, basic physical and emotional symptom 

management, eliciting goals of care), reserving specialty-level palliative care clinicians to 

manage complex or refractory concerns.12 The next generation of palliative care research in 

HF should study: (1) strategically integrating palliative principles across settings (eg, 

outpatient cardiology clinics, primary care, home care) and within systems that are linked 

across common electronic health record platforms and (2) enhancing the palliative care 

workforce by promoting more sustainable generalist-plus-specialist models of palliative 

care.13

The study by Wong and colleagues reaffirms the positive impact HF palliative care 

interventions have on a variety of patient and system outcomes, including hospital 

readmissions, that are a major challenge for health systems worldwide and advances our 

understanding of how transitional care programmes can be leveraged to extend palliative 

care to patients beyond the hospital’s walls. Their hopeful findings should motivate 

researchers and health system administrators alike to investigate opportunities for 

upstreaming and normalising palliative care for patients with serious illness, including 

advanced HF.
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