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COPD OVERVIEW

« COPD is the 4t [eading cause of death in the United States

« 31 |eading cause of death in the world in 2019

» Global prevalence 11.7% (likely under recognized)

« > 30% billion direct cost with greatest proportion due to exacerbations
« Characterized by persistent respiratory symptoms and airflow limitation
« Main risk factor (> 80% of patients) — tobacco smoking

Chronic obstructive
pulmonary disease (COPD)
by the numbers

4

th leading

cause of death
in the U.S.

TR . *Estimated
i) [N][E ) Netional Heart Lung, k N
Y \5 and Blood Institute Source: Martinez FJ, Mannino D, et al. A new approach for identifying patients with 3
Ry’ ™ undiagnosed chronic obstructive pulmonary disease. Am J Respir Crit Care Med. 2016 Oct 26.




COPD Symptoms

* Frequent coughing and wheezing FHWEQLEEWM
"EMPHYSEMA AND CHEOMIC BROMCHITS®

« Excess phlegm or sputum
» Shortness of breath
* Trouble taking a deep breath

creased Sputum
e Digital Clubbing

* Thin in
A ppearance
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DIAGNOSING COPD

Conﬁrmed by the fO”OWing GOLD ABE Assessment Tool
1. FEV1/FVC < 0.7 or less than the lower

limit of normal (5™ percentile) that is o
. . . . Spirometrically Assessment of 55355"“‘3“. o
incompletely irreversible after inhaled confirmed ng—P LJ—P Dy

bronchodilator

2. Absence of an alternative explanation

3. GOLD recommends repeating spirometry crave V| histoRy
on separate occasion if initial FEV1/FVC L"g
between 0.6 and 0.8 e 50-75

0 or 1 moderate
exacerbations
(not leading to
hospitalization)

After diagnosis, search for a cause (most

common, of course, tobacco) but other o | orsio
exposures can lead to COPD (biomass fuel, sympTOMS

familial, A1AT, etc)

@VCUHealth. :




COPD Burden

Understanding the disease

° M O rb | d |ty » Insidious onset and normalisation of symptoms

« Conflict in wanting information and maintaining hope
° M o) I’t a I |t . In-.risibility. in S.Dd_a.l relations and to services
y » Realising life-limiting nature
« Absence of discussion around end of life

® E conom | C » Concems of family members and friends
« Social

Sustained symptom burden Psychosocial effect
A Breathlessness Arpdety
* Global burden of disease study st e
(G B D ) + Simple tasks untenable + Night-time distress
« Visibility of symptoms « Fear of death
: Fatigue Social isolation
°
D esl g n ed m eth Od Of b u rd en « Interruption to functioning + A shrinking world
i ility/— - i « Altered behaviours « Loss of spontaneity
( D ISa bl I Ity AdJ u Sted L Ife Yea r’ + Frustration « A spectator in life
D ALY) Frailty Loss of hope
« Loss of capability = Existing
e  Sum of years lost because of - Disruption to social role « Desolation
: . » Frustration at dependence TR ;
premature mortality and year of life *“Pﬂ;‘;?:gngﬁf"”ﬂ
with disabil Ity + Accepting the situation

«Taking one day at a time

« 2nd|eading cause of reduced DALYs
(15t — ischemic heart disease)

@VCUHealth. Lancet. 2017 -



COPD and comorbid conditions

« COPD often coexists with other diseases that may have a significant impact on disease course
« Common at any severity of COPD
« Cardiovascular disease (CHF, CAD, arrhythmias, PVD, HTN)
» Osteoporosis
« Anxiety and depression
 Lung cancer
* Metabolic syndrome and diabetes
« GERD
« Bronchiectasis
« OSA
« Multimorbidity (presence of 2 or more chronic conditions)

@VCUHealth. :




COPD Treatment Overview

« Smoking cessation

» Avoiding tobacco smoke and
other air pollutants

* Inhalers, steroids, azithromycin,
roflumilast

« Pulmonary rehabilitation

« Avoiding lung infections

* Vaccination

« Supplemental oxygen

« Noninvasive ventilation

* Lung volume reduction surgery
* Bullectomy

« Endobronchial valves

* Lung transplantation

@VCUHealth.

Initial Pharmacological Treatment
Figure 4.2

22 moderate GROUP E

exacerbations or LABA + LAMA*

> 1 |eading to
hospitalization consider LABA+LAMA+ICS* if blood eos > 300

0 or 1 moderate GROUP A GROUP B

exacerbations

(not leading to A bronchodilator LABA + LAMA*

hospital admission)

mMRC 0-1, CAT < 10 mMRC 2 2, CAT 2 10

*single inhaler therapy may be more convenient and effective than multiple inhalers

Follow-up Pharmacological Treatment
Figure 4.4

IF RESPONSE TO INITIAL TREATMENT IS APPROPRIATE, MAINTAIN IT.
IFNOT: e Check adherence, inhaler technique and possible interfering comorbidities
e Consider the predominant treatable trait to target (dyspnea or exacerbations)
— Use exacerbation pathway if both exacerbations and dyspnea need to be targeted
* Place patient in box corresponding to current treatment & follow indications
* Assess response, adjust and review
* These recommendations do not depend on the ABE assessment at diagnosis

DYSPNEA EXACERBATIONS

LABA or LAMA LABA or LAMA
if blood
I eos < 300

if b|00§00
LABA + LAMA™ LABA + LAMA* | 7
if bloc *Ik
o

od
<100 if biood
05> 100

) LABA+LAMA +ICS*
e Consider switching inhaler device or
molecules
e Implement or escalate
non-pharmacologic treatment(s)
* Investigate (and treat) other causes

of dyspnea Roflumilast Azithromycin
FEV1 < 50% & chronic bronchitis Preferentially in former
smokers

*Single inhaler therapy may be more convenient and effective than multiple inhalers

**Consider de-escalation of ICS if pneumonia or other considerable side-effects. In case of blood eos 2 300 cells/pl
de-escalation is more likely to be associated with the development of exacerbations




COPD
End-of-life and hospice care
GOLD guidelines

« Disease trajectory — gradual decline in health and increasing symptoms punctuated by
exacerbations with increased risk of dying

» Mortality rates after acute exacerbation — 23% to 80%
« Early advanced care planning discussions are recommended

- Occasions of
uncertainty

Accelerated frailty phase
-

Function

Death

Frequent — 2—5 years,
admissions,

but death often

self-care becomes seems
difficult “"unexpected”
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COPD Palliative Care Recommendations

» Prediction of 6-month survival in patients with COPD is unreliable

« Early discussion is key
» Hospitalization may trigger to initiate discussion and/or referral

* In malnourished patients, nutritional supplemental may improve respiratory muscle strength and
overall health status

« Fatigue may be improved with self-management education, pulmonary rehabilitation, nutritional
support, and mind-body interventions

« Opiates, neuromuscular electrical stimulation (NMES), oxygen, and fans blowing air on to the
face can relieve breathlessness

@VCUHealth.




Advance Care Planning

« Decision-making about future health care especially in times of medical crises
* Most often surround wishes regarding life-sustaining treatment
» Resuscitation preferences

« Based on personal values, preferences, and discussions with loved ones

* Informing patients about their disease trajectory and prognosis

« Documentation/forms vary by state

* Appointment of medical power of attorney

@VCUHealth.




The Surprise Question

“Would you be surprised if this patient died within the next x months?”

wWhite er al. BAIC NMMedicirne (201 7) 15:139

DOl 101 186451 2916-01 7-0907-4 BMNC Medicime

How accurate is the ‘Surprise Question’ at D oo
identifying patients at the end of life? A
systematic revievw and meta-analysis

Nicola White” , Nuriyve Kupeli, Wictoria Wickerstaff and Patrick Stone

Abstract

Background: Clinicians are inaccurate at predicting surwviwval. The "Surprise Question” (SO) is a screening tool that
aims to identify people mnearing the end of life. Potentially, its routine use could help identify patients who might
benefit from palliative care serwvices. The objective was to assess the acocuracy of the SO by time scale, clinician, and
speciality.

Methods: Scarches were completed omn Medline, Embase, CINAHL, ANMED, Science Citation Index, Cochrane
Database of Systematic Reviewws, Cochrane Central Register of Controlled Trials, Open Grey literature (all from
iNnception o Nowvember 2016). Studies were included if theyw reported the SO and were written in BEnglish. QOuality
wwas assessed using the Newvwwcastle—Ottavwa Scale.

Results: A total of 26 papers were included in the reviews, of which 22 reported a complete data set There were
25,718 predictions of survival made in response to the SO, The c-statistic of the SO ranged from O0.512 to 0.822. In
tThe meta-analysis, the pooled acocuracy lewvel was 74.8%206 (9526 Cl &8.6—80.5). There was a negligible difference in
Timescale of the SO. Doctors appeared to be more accurate thanmn nurses at recognising people in the last wvear of
life (c-statistic = 0. 735 ws. 0.688), and the SO seermed more accurate in an oncology setting 76.126 (9520 Cl 9.7 —-86.3).
Conclusions: There was a wide degree of accuracy, from poor to reasonable, reported acraoss studies using the SO.
Further work inwvestigating how the SO could be used alongside orther prognostic tools to increase the
identification of people who wwould benefit from palliative care is warranted.

Trial registration: PROSPERO CRD4201 6046561,

Keywords: Surprise gquestion, Accuracy, Prognosis, End of life, Palliative care, Surwviwval

VCUHealth.




Hospice Criteria for COPD

« National Hospice and Palliative Care Organization Criteria

 Cor pulmonale

« FEV1 <30% predicted

« p0O2 < 55 mmHg, persistent hypercarbia (pCO2 > 50 mm HgQ)
* Albumin < 2.5 gm/dL

« Steroid dependency

@VCUHealth.




« B - body mass index
O - airflow obstruction
« D - dyspnea

 E — exercise capacity

@VCUHealth.

BODE Index

Table. Variables and cutoff values for points 0 to 3 in the BODE index computation.




BODE Index

I I A N N
Distance walked in & min {metrs)
L N [ L [
00y mass nge (S 7 —| |, —— —

"MMRC dysonea scale range from 0 (none) o 4 (4 dysonea when dressing o undressing).

Quartile 1

Quartile 2

Quartile 3

[\
2
2
S
w)
G
(]
>
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0
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Quartile 4

. S, S|, S—
W ® %
I N . S L S
-__l_l_

NG (NBso vang hlag 4 Ol Ap0aar o | ll.ti il i li _ﬂi of da

P<0.001

0 4 8 12 16 20 24 28 32 36 40 44 48 52
Months

No. at Risk 625 611 574 521 454 322 273 159 80
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Modified Medical Research Council (mMMRC)
Dyspnea Scale

| only get breathless with strenuous exercise

| get short of breath when hurrying on level
ground or walking up a slight hill

On level ground, | walk slower than people of the

same age because of breathlessness, or | have to stop
for breath when walking at my own pace on the level

| stop for breath after walking about 100 yards or
after a few minutes on level ground

| am too breathless to leave the house or
| am breathless when dressing

@VCUHealth.




COPD Assessment Test (CAT

Howw is yvyvour COPD?” Take thhe COPD assessmmient test™™

Fui questionmaire will help you and your healthcare professional measure the
P ool corrms rys s hawing onmn your vwell beirmg and daily life. vYour answwe and test socc

By =rncd

worr ez it = mal o el irm orow thhe rman errvemnt F wowur CORPD anmnd get the great =t bermnefit fr . treasatrm

For eaach r aAace a mark (2D im the box that best descrilbbe h, u currenthyy. Bae sure o only selaect onme respon s

or easch gu

Exarmple: [ i» ) 1 =m wery sa=ad

I mewer cowuac b I > > ) I couwugiy =all the time

@Aawe Mmoo hilegrm (rmoacues:) S - NIy chhest is compalete Iy
my chest at all —_— — Feall of philecgrnmm (rmouacLes)

Ny chest does moit - o . iy chest feals
Ffeel tight at all ~ o wery tight

Wikvern | wwallk wap a hill or Vwiiserne | wwalk wup a hill or
e Flight of stairs 1| armme - orme Flight of stairs 1 arm
Mmoot bhreathles s wery b reathles s

I =rve Mot lirmiited doimng I = werwy mitedd doimocg
@Ay actiwvities at hormee - . actiwitie=s at horme

I & comFicdaert leawimnoc I &armm ot at all cocomFicdeaerst
may horme despite gy lemwirng my horme becaause
Twurng corditiomm OfF rmay lung comnditiom

Il dom™t slecaepy sSowuamad iy
becawuse oF rmay Tuercy

I sleep sourrnc iy
corvcd itior

I Fhrawe lots  of emercgyw : b I hawe Mmoo ermergyw =t all

ealth.




Experience and Needs of Individuals Living with COPD

» 7 Different themes encountered from 22 different qualitative studies
« Better understanding of condition
* Breathlessness

- Fatigue
* Frailty
* Anxiety

« Social isolation
* Loss of hope and maintaining meaning

'@‘ Hea |th J. Pain Symptom Management. 2014.



CASE OVERVIEW

56 year-old male with history of GOLD group E (FEV1 16%)

SEMI-ERECT

PORTABLE

@VCUHealth.




Medical/Surgical History

. Diagnosed 2014, followed by pulmonary

. 3-4 admissions per year for AECOPD (last admission July 2020)

. History of tracheostomy for failure to wean from the ventilator (since decannulated)
on 4L NC and nightly BIPAP

. Seen in supportive care clinic for symptom management in 2016
. Celiac artery aneurysm

0 GERD

. Benign prostatic hypertrophy
. Appendectomy

@VCUHealth.




Family History

 Mother — asthma, hypertension, stroke

@VCUHealth.




Social History

« Resides at nursing facility for long-term care

* Not married. Has 2 sons and previously lived with his brother
* Occupation — former brick mason (currently on disability)

» Religious/spiritual — Baptist

» Tobacco — former smoker. Quit age 41. ~ 30 pack year history
« Alcohol use — 1-2 beers per month

 llicit/lV drugs — history of cocaine abuse (last in 2016)

@VCUHealth.




Review of Systems

» Shortness of breath

« Episodic chest tightness

« Baseline sputum production

» Chronic orthopnea

e + Fatigue, + Bilateral feet pain

» Denies lower extremity swelling, fever, chills, weight change, appetite change, abdominal
symptoms, current depression or anxiety, suicidality

@VCUHealth.




Medications
Allergies

. No known allergies

» Sodium chloride nasal spray every 8 hours as needed for dry
nasal passages

» Spironolactone 12.5 mg PO daily

» Tamsulosin 0.4 mg PO bedtime

» Famotidine 10 mg PO every 12 hours
* Flonase 2 sprays nasal daily

. Aspirin 81 mg PO daily

. Vitamin D3 1,000 units PO daily
. Vitamin B12 1,000 mcg PO daily
. Diclofenac topical gel every 12 hours as needed for pain

» Latanoprost ophthalmic 1 drops both eyes twice a day
* MVI 1 tablet PO daily
* Losartan 25 mg PO daily

. Dorzolamide ophthalmic 1 drops both eyes twice a day

@VCUHealth.




Physical Exam

 Vital signs — T 98.9F, BP 111/68, HR 130, RR 18, SpO2 97% on 4L NC, BMI 18

« General — Alert and oriented. Pursed lip breathing. Chronic respiratory distress with mild
worsening.

« Respiratory — Air entry severely reduced bilaterally. No wheezing.

« Cardiovascular — Regular rate. Tachycardia. No edema.

« (Gastrointestinal — Soft, non-tender, non-distended. Normoactive bowel sounds.
* Musculoskeletal — Normal range of motion.

* Integumentary — Warm, dry, no rash.

* Neurologic — Alert, oriented. Cranial nerves [I-XIl are grossly intact.

» Psychiatric — Cooperative.

@VCUHealth.




Relevant Laboratory/Imaging

« PFTs-FEV1 16%, RV 298%, TLC 128%, DLCO 5%

e  Serum bicarbonate 39

*  Normal renal function

*  Mild macrocytic chronic anemia

« CT chest — severe centrilobular and paraseptal emphysema, post-radiation changes LUL without recurrence
« TTE - LVEF 35%, RV normal size and function, RVSP 32 mm Hg

@VCUHealth.




Advanced Care Planning

« Patient had not completed an advanced directive

» Goals of care discussion with pulmonologist documented in June 2017

» Re-referred to supportive care clinic on 2018 but did not show to clinic

« Multiple outpatient and geriatric discussions regarding hospice referral but patient declined

» Had discussions about referral for lung transplantation but was never able to make clinic
evaluation at other centers

 DNR orders placed during hospitalizations starting in 2017
 Durable DNR completed July 2020

@VCUHealth.




CASE DISCUSSION

» At last pulmonary clinic, patient had been referred to lung transplant center
« Continued to have severe shortness of breath and mostly wheelchair bound

» At his last encounter with geriatric house call team, patient had complained of shortness of breath
at his nursing facility. Noted to have hypoxia to 88% on his home 4L nasal cannula. Geriatric
team advised hospitalization but he declined

* Prescribed prednisone burst and Augmentin

» Geriatric team notified by nursing facility that patient found on floor unresponsive later that day.
CPR was not done as patient DNR/DNI

@VCUHealth.




QUESTIONS

« What interventions (medications, oxygen, non-pharmacologic therapy, etc.) have been shown to
help in symptom management of COPD?

» What interventions were used and what interventions should have been offered to our patient?

@VCUHealth.




INTEGRATING PALLIATIVE CARE INTO COPD

International Journal of Chronic Obstructive Pulmonary I

A Qualitative Study of Pulmonary and Palliative Care Clinician
Perspectives on Early Palliative Care in Chronic
Obstructive Pulmonary Disease

pa |

o] REVIEW

Palliative Care Initiation in Chronic Obstructive

Pulmonary Disease: Prognosis-Based,
Symptoms-Based or Needs-Based!?

), RN*® Dina M. Kt
Brown, MD
CRNP*

folywing Dowe Press joumak

Ruxandra-Micara
Rajnoveanu'
Armand-Gabriel
Rajnoveanu®

Ariadna Petronela Fildan®
Doina Adina Todea
Milena Adina Man'
Nicoleta Stefania Motoc
Daniela Mosoiu®

Abstract

e @ 1-.1nn:d stage, that is, t‘dl'lv [\1“[.111 care, is rare.

'.'plﬂrt' .1nd mmp.irr pulmﬁn.m- and pdllml are clinician perspectives on barriers, facilitators,

1
\emn;#\ub_m:i. Pulmﬂnm and palliati iary academic medical center.

Measurements: Tr.m\;nhed interviews w rethrm.m-:all'.- analy c-dh S[)ECLE[T}' to identify within- and across-
3 Factlitators, .1nd referral critert

Results: Twelve j pulmﬁn.:r

agreed that ear i

monary and palliative care cli s shared « s about the misconception that pallian.
to end-of-life care. Pulmonologists were oncemead about the potential ris

sympmms W

palliative care clinicians, whereas medication adherence was dl\\'.'Ll\\t'd ﬁl'll

Conclusions: Pulmonary and palliati [

needs include addressing pulmonologists” mise mepunn\ of palliative care, establishing cons:
criteria, and implementing novel early palliative care models.

cane in amy
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INTEGRATING PALLIATIVE CARE IN COPD

Indications for palliative care

Complex troublesome symptoms; unmet family caregiver mneeds; hospitalisation or
transition in place of residence; acute inpatient care for respiratory failure; commencing
oxoygen therapy; referral for transplantation; accute functional deterioration; vnable to
attend pulmonary rehabilitation

Potential models for integrative working

= Symiptom triggered services (eg, refractory breathlessness)

» Short-term Integrated Palliative Care {eg, Breathlessness Support Service)

» Advanced COPD clinics

= Integrated Respiratory Care services (eg, pulmonary rehabilitation, early supported
discharge, hospital at home)

w\ Health. Lancet. 2017.




Palliative Specific Treatments for COPD

« Patients with COPD are less likely to receive palliative care than patients with lung cancer

« COPD patients at end of life experience more dyspnea than lung cancer patients though are often
prescribed less medication

Opiates

Neuromuscular electrical stimulation (NMES)
Chest wall vibration (CWV)

Fans blowing air into face

Pulmonary rehabilitation

* Nutritional Support
« Pain, anxiety, depression
- Fatigue
** No evidence for a beneficial effect of benzodiazepines **
** Not enough data to recommend music therapy, relaxation, counseling and support, or psychotherapy **

@VCUHealth.



Breathlessness

« Dutch study (2020) in JAMA examined low dose morphine (10 mg twice a day) vs. placebo for 4
weeks in mMMRC grade 2-4. Primary outcome — CAT score

* 111 patients

» CAT score improved by — 2.18 points in morphine group

* Mean breathlessness did not improve in either group

« PaCO2 values were not different between both groups

« Subgroup analysis — morphine improved breathlessness in those with grade 3 or 4 mMRC

« Conclusion — modest benefit and likely should be reserved for patients with most severe
refractory dyspnea despite maximal medical therapy

JAMA Intemal Medicine | Original Investigation

Effect of Sustained-Release Morphine for Refractory Breathlessness
in Chronic Obstructive Pulmonary Disease on Health Status

A Randomized Clinical Trial

COMCLUSIONS AND RELEVANCE In this randomized dinical trial, regular, low-dose, oral
sustained-release morphine for 4 weeks impro cific health status in patients
with COPD withowt affecting Paco, or causing serious ; effects. The wiorst
breathlessness improved in participants with mMRC gr. o 4. A larger randomized

climical trial with longer follow-up i iBnts wi ARC prades 3 to 4 is warr:
Comella A, Verbarkt, Msc; Mariske H. 1. van dan Beuken-van Evardingen, MD, PhD; Jos M. G. & Schok, MD, Phi; climical trial with longer follow- up in patients with mMRC grades 3 to 4 is warranted.

Mials Hameleers, MSC; Emied F. M. Wouters. MD, PhD: Dalsy J. A. Janssen, MD. PhD

@VCUHealth.




Breathlessness

Fans
* May help but study involved not just COPD patients
Buspirone (serotinergic, anxiolytic)
« Conflicting results for relief of dyspnea
Tricyclic antidepressants
* No improvement, side effects common
SSRIs
* No significant improvement, side effects common
Benzodiazepines
« Small studies with no improvement in dyspnea though well tolerated

@VCUHealth. Can. Respir J. 2011.



PULMONARY REHABILITATION

« Comprehensive interventions that are patient specific such as exercise training, education, and
behavior changes designed to improve the physical and psychological condition of people with
chronic respiratory disease

« Recommended for GOLD Groups B and E
« Few contraindications (uncontrolled cardiac disease, severe arthritis, neurologic impairment)
« Settings: hospital, outpatient, home
« Duration: 8 — 12 weeks confer more durable benefits
» Benefits
* Decreased mortality
* Increased exercise capacity
* Improved quality of life
* Decreased health care utilization

@VCUHealth.




NEUROMUSCULAR ELECTRIC STIMLUATION

« Utilizes surface
electrodes

« Stimulates involuntary
contractions of muscles
with low-level electric
current

« RCT showed increase
In exercise capacity,
quadriceps strength

'@‘ vcu H ea |th Current Opinion in Pulmonary Medicine. 2017.



Supplemental Oxygen

« Supplemental oxygen reduces mortality in
hypoxemic COPD patients

« May reduce dyspnea at rest for
hypoxemic patients (conflicting data)

* No benefit in using supplemental oxygen
In non-hypoxemic patients

@VCUHealth.




Nocturnal Ventilatory Support

* Approved for patients with COPD and evidence of hypercapnia (PaCO2) =
45 mm Hg (though ATS guidelines recommend = 52 mm Hg

« Conflicting data on effect on survival and hospitalization rate

« Limited data on improvement in dyspnea, daytime hypersomnolence,
functional status

» Adverse effects
* Discomfort
« Skin breakdown
 Rash
* Resource intensive

* Need for easy access to medical personnel skilled in noninvasive
ventilation

'ﬁlﬁ‘ VCU H eda |'th Am J Respir Crit Care Med.. 2020.




Nutritional Support

 Low BMI and low fat free mass associated with worse outcomes in patients with COPD
* Nutritional supplementation promotes weight gain and improvements in respiratory muscle
strength and overall health related quality of life

« Only in malnourished patients, does supplementation improve 6MWT, respiratory muscle
strength, and health status

'@‘ Medicine (Balti . 2016.
oy VCU Hea |thM Cochrane ga’l:g:sga gyISTCF){r(:z. 2012.




Pain
Anxiety
Depression

« Causes in patients with COPD are multifactorial (behavioral, social, and biologic)

« Efficacy of antidepressants in patients with COPD is inconclusive in regards to improving
dyspnea

« Cognitive behavioral therapy and mind-body interventions (yoga, relaxation) can reduce anxiety
and depression as well as improve lung function, dyspnea, exercise capacity, and fatigue

« Ultilize screening tools such as PHQ-9 for depression and GAD-7 for anxiety

'@‘ Hea |th Psychother Psychosom. 2015.



Fatigue

« 3 systematic reviews
* Impact of self management education program showed improvement in fatigue at 12 months
» Nutritional support program did not improve fatigue scores
« Pulmonary rehabilitation improved fatigue scores as compared to conventional care

Patient's environment

Swystemic Physical and psychological
. : « Breathless -

= Anasmia Breathl nes: - Noc wakening

function - o - E feine or alcohol
h COPD

ty

ognitions

'@E‘ Hea |th Cochrane Database Syst Rev. 2012.

Lancet. 2017.




Palliative Specific Treatments
Review

. NMES, CWS improve dyspnea

. Opiates and fans may improve dyspnea

. Pulmonary rehab and oxygen can improve dyspnea

. Nutritional support is helpful for low BMI patients

. Cognitive behavioral therapy and mind-body interventions can improve quality of life

} PALLIATIVE CARE, EN/%?%LIFE AND HOSPICE CARE IN COPD

e Opiates, neuromuscular electrié€al stimulation (NIWVIES), oxygen and fans blowing air on to the face can relieve
breathlessness (Ewidence C).!

e In malnourished patiefats, nutritional supplementation may improwve respiratory muscle strength and overall
health status (Evidence B).

* Fatigue can be improved by self-management education, pulmonary rehabilitation, nutritional support and
mind-body interventions (Evidence B).

TABLE 3.9

. No specific antidepressants and anti-anxiety medications improve symptoms though limited data
. No evidence that benzodiazepines are helpful

mMWVCUHealth.




RETURN TO CASE

* Are there any interventions that could have been implemented or applied differently for our
patient?

* Any areas where advanced care planning discussions could have happened earlier and/or
better?

* Interplay of transplant discussion and palliative care discussions

@VCUHealth.




CONCLUSIONS

« COPD is an often preventable progressive disease with predominant respiratory symptoms often
associated with comorbid conditions

« COPD patients often have many symptoms especially at end of life

» COPD patients often receive less support at end of life as compared to cancer patients
 Difficulty in prognostication is a leading challenge in referring to early palliative care

» Integrating palliative care principles in primary care and pulmonary clinics

 Few well established therapies for symptom management confounded by limited data
» Further studies needed to evaluate efficacy or therapies

@VCUHealth.




National Consensus Project Domains for Quality Palliative Care Applied to COPD

Physical Aspects of Care

Ryl arty Eymplormainesds
Counsal on tobacco cessation & provide therapies
Evaliaba & birate supplemantal ooy

o

Feder 10 pulmanary rehabsilation

Iniiate advanced COPD therapies if indicabed

KN andotiranchial valvaes, manaplant rafeerall w
concurrant paliates cars

Ewvakuate functianal

B par e e,

St homs hesith & piwsicalfcocupational therapy
Annn r'r:urlj.-. SArCOpenia, cachexia, & malrautriticn
It geriatrics & mutriticn it needad

Care of the Patient Nearing the
End of Life {Damain )

Ethical and Legal Aspects of Cara
{Darnain 8)

Prognasticate (BODE, Suprse Ouestion)

™

Structure and Proceases of Care

(Domain 1)

Maximize
Quality & Function
Living with COPD

End of Life &
Ethical-Legal

Primary Palkativee Cara in COPD

# ]

fiddress spirtual
&+ Lindarsian

urdantandi

Specialisl Paliatees Care




QUESTIONS?

THANK YOUI!

@VCUHealth.
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