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OBJECTIVES
•
•
•
•
•

COPD SCOPE and BRIEF OVERVIEW OF COPD
INTEGRATION OF PALLIATIVE CARE INTO COPD CARE
CASE OVERVIEW
BRIEF REVIEW OF LITERATURE
SYMPTOM MANAGEMENT IN COPD
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COPD OVERVIEW
•
•
•
•
•
•

COPD is the 4th leading cause of death in the world
Projected be 3rd leading cause of death in 2020
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
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COPD Symptoms
•
•
•
•

Frequent coughing and wheezing
Excess phlegm or sputum
Shortness of breath
Trouble taking a deep breath
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DIAGNOSING COPD
Confirmed by the following
1. FEV1/FVC < 0.7 or less than the lower limit of normal (5th percentile) that is
incompletely irreversible after inhaled bronchodilator
2. Absence of an alternative explanation
3. GOLD recommends repeating spirometry on separate occasion if initial
FEV1/FVC between 0.6 and 0.8
After diagnosis, search for a cause (most common, of course, tobacco) but other
exposures can lead to COPD (biomass fuel, familial, A1AT, etc)
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COPD Burden
•
•
•
•

Morbidity
Mortality
Economic
Social
• Global burden of disease study
(GBD)
• Designed method of burden
(Disability-Adjusted Life Year,
DALY)
•

•

Sum of years lost because of
premature mortality and year of life
with disability
2nd leading cause of reduced DALYs
(1st – ischemic heart disease)

Lancet. 2017
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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)
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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
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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
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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
Evidence B
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
Evidence C
Opiates, neuromuscular electrical stimulation (NMES), oxygen, and fans blowing air on to the
face can relieve breathlessness
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Hospice Criteria for COPD
•
•
•
•
•
•
•

National Hospice and Palliative Care Organization Criteria
Cor pulmonale
FEV1 < 30% predicted
pO2 < 55 mmHg while on oxygen, persistent hypercarbia (pCO2 >50 mm Hg)
Albumin < 2.5 gm/dL
Steroid dependency
Progression of disease
•
•
•
•

•
•

Frequent hospitalization, ER visits, outpatient visits
Frequent episodes of bronchitis or pneumonia
Weight loss > 10% in preceding six months
Inability to perform ADLs

Dyspnea at rest or with minimal exertion
Dyspnea unresponsive or poorly responsive to bronchodilator therapy
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BODE Index
•
•
•
•

B – body mass index
O – airflow obstruction
D – dyspnea
E – exercise capacity
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Modified Medical Research Council (mMRC)
Dyspnea Scale
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COPD Assessment Test (CAT)
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BODE Index
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The Surprise Question
“Would you be surprised if this patient died within the next x months?”
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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

J. Pain Symptom Management. 2014.
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CASE OVERVIEW
56 year-old African American male with history of GOLD group D (FEV1 16%)
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Medical/Surgical History
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

COPD (FEV1 16%)
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)
Chronic hypoxemic/hypercapneic respiratory failure on 4L NC and nightly BIPAP
Stage I NSCLC s/p SBRT (2015)
Seen in supportive care clinic for symptom management in 2016
Celiac artery aneurysm
Chronic systolic congestive heart failure (HFrEF)
Anxiety
Depression
Chronic opioid and benzodiazepine dependence
Chronic chest pain from previous radiation therapy
Chronic steroid use
GERD
Peripheral neuropathy
Benign prostatic hypertrophy
Appendectomy
Cachexia (BMI 18)
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Family History
•

Mother – asthma, hypertension, stroke
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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
Illicit/IV drugs – history of cocaine abuse (last in 2016)
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Review of Systems
•
•
•
•
•
•

Shortness of breath
Episodic chest tightness
Baseline sputum production
Chronic orthopnea
+ Fatigue, + Bilateral feet pain
Denies lower extremity swelling, fever, chills, weight change, appetite change, abdominal
symptoms, current depression or anxiety, suicidality
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Medications
Allergies
•
•
•
•
•
•
•
•
•
•
•
•
•

No known allergies
Acetaminophen 325 mg PO every 6 hours as needed for
pain
Albuterol-ipratropium nebulizers every 4 hours
Alprazolam 0.25 mg PO daily as needed for anxiety
Aspirin 81 mg PO daily
Azithromycin 250 mg PO daily
Benzonatate 100 mg PO three times per day as needed for
cough
Buspirone 10 mg PO twice a day
Vitamin D3 1,000 units PO daily
Vitamin B12 1,000 mcg PO daily
Diclofenac topical gel every 12 hours as needed for pain
Docusate 100 mg PO twice a day as needed for
constipation
Dorzolamide ophthalmic 1 drops both eyes twice a day

• Senna 2 tablets PO bedtime as needed for constipation
• Sertraline 25 mg PO daily
• 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
• Fluticasone-vilanterol (Breo) 1 puff daily
• Guaifenesin 200 mg PO every 4 hours as needed for cough
• Latanoprost ophthalmic 1 drops both eyes twice a day
• MVI 1 tablet PO daily
• Losartan 25 mg PO daily
• Oxycodone 5 mg PO every 6 hours as needed for pain
• Prednisone 10 mg PO daily
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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 II-XII are grossly intact.
Psychiatric – Cooperative.
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Relevant Laboratory/Imaging
•
•
•
•
•
•

PFTs – FEV1 16%, RV 298%, TLC 128%, DLCO 5%
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
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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
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CASE DISCUSSION
•
•
•
•

At last pulmonary clinic, had referred to lung transplant center though passed away before he
was able to make his appointment
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.
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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?
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INTEGRATING PALLIATIVE CARE INTO COPD
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INTEGRATING PALLIATIVE CARE IN COPD

Lancet. 2017.
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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
• Palliative treatment of dyspnea that improve breathlessness:
•
•
•
•
•

•
•
•

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 **
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Breathlessness
•
•
•
•
•
•

Opiates
Recent Dutch study (2020) in JAMA examined low dose morphine (10 mg twice a day) vs.
placebo for 4 weeks in mMRC grade 2-4
Mean breathlessness did not improve in either group
PaCO2 values were not different between both groups
Subgroup analysis – morphine prevented worse 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
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Breathlessness
•
•
•
•
•
•
•
•
•
•
•
•
•

Neuromuscular chest wall stimulation/neuromuscular electrical stimulation (NMES)
Chest wall vibration (CWV)
Pulmonary rehab (pursed-lip breathing, walking aids, etc.)
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

Can. Respir J. 2011.
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Supplemental Oxygen
•
•
•

Supplemental oxygen reduces mortality in hypoxemic COPD patients
May reduced dyspnea at rest for hypoxemic patients (conflicting data)
No benefit in using supplemental oxygen in non-hypoxemic patients
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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 (Baltimore). 2016.
Cochrane Database Syst Rev. 2012.
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Pain
Anxiety
Depression
•
•
•
•

Causes in patients with COPD are multifactorial (behavioral, social, and biologic)
Pulmonary rehab may help reduce anxiety symptoms
Efficacy of antidepressants in patients with COPD is inconclusive
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

Psychother Psychosom. 2015.
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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

Cochrane Database Syst Rev. 2012.
Lancet. 2017.
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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

•
•

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

Date
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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 for therapies
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QUESTIONS?
THANK YOU!
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