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KEY POINTS OF THE USE OF NON PHARMACOLOGICAL IN COPD

GLOBAL INITIATIVE FOR CHRONIC OBSTRUCTIVE LUNG DISEASE 2023

EDUCATION, SELF-MANAGEMENT AND PULMONARY REHABILITATION

VACCINATION

NUTRITION

END OF LIFE AND PALLIATIVE CARE

TREATMENT OF HYPERCAPNIA

INTERVENTION BRONCHOSCOPY AND SURGERY

RESOURCE: GOLD 2023
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GLOBAL INITIATIVE FOR CHRONIC OBSTRUCTIVE LUNG DISEASE 2023
CLINICIANS SHOULD DEVELOP AND IMPLEMENT METHODS TO:

RESOURCE: GOLD 2023
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END-OF-LIFE AND PALLIATIVE CARE

All clinicians managing patients with COPD should be aware of the
fTective approaches to symptom control and use these in their practice

(D
tD

End of life care should include discussions With patients nd their

families views on resuscitation, advance directive and place of

death preferences

RESOURCE: GOLD 2023
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Patients often:
S\;b xperience declining functional status

rogressively debilitating breathlessness
nrecognhized undertreated psychological symptoms

Zzz.
'rﬁ"‘ requent hospitalizations near the end of life (EOL)
- that contribute to poor quality of life (QOL)

aMRQ®= ocial isolation

RESOURCE: lyer, A. S., Sullivan, D. R, Lindell, K. O., & Reinke, L. F. (2022). The role of palliative care in COPD. Chest, 161(5), 1250-1262.
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Early Palliative Care and Trajectories of Decline in Serious lliness

Hospice care
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Early palliative care increases in intensity as \

symptoms, needs, and hospitalizations worsen.

+

*\ / palliative care

A

Death
L Continue life-prolonging therapies, symptom Shift focus from cure to bereavement, .
management, & advance care planning respite care, & survivorship
> - COPD/Heart failure

- Advanced cancer/ldiopathic
pulmonary fibrosis
- Early palliative care

+ Hospitalization

Time

RESOURCE: lyer, A. S, Sullivan, D. R., Lindell, K. O., & Reinke, L. F. (2022). The role of palliative care in COPD. Chest, 161(5), 1250-1262.
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THE LEVERS MODEL FOR PALLIATIVE CARE INTEGRATION IN COPD

5 mMRC 3-4
. FEV, 50-80% CAT > 20

e e e e e h — — — — — —————— —— i — — ———— — — —

21 Sample thresholds for
initiating palliative care

Severity/Frequency
Worse

Lung function Symptoms & Prognosis Severe
Care Needs Exacerbations
Domains

RESOURCE: lyer, A. S, Sullivan, D. R., Lindell, K. O., & Reinke, L. F. (2022). The role of palliative care in COPD. Chest, 161(5), 1250-1262.
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Indication Type Criteria

Cardiopulmonary e Very severe airflow obstruction (GOLD grade IV; FEV; < 30%) or significant
disease progression

Breathlessness at rest or with minimal exertion

Refractory breathlessness

Po, = 55 mm Hg on room air or oxygen saturation = 88% on room air
Hypercapnia (Pco; > 50 mm Hg)

Cor pulmonale

Dependence on oral steroids

Frequent severe exacerbations or high health-care use

Nutritional e Low albumin
e Unintentional weight loss

Diminished functional status e Decline in ADL
e Decline in IADL

ADL = activities of daily living; GOLD = Global Initiative for Chronic Obstructive Pulmonary Disease; IADL = instrumental activities of daily living.

RESOURCE: lyer, A. S, Sullivan, D. R., Lindell, K. O., & Reinke, L. F. (2022). The role of palliative care in COPD. Chest, 161(5), 1250-1262.
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Physical Aspects of Care
(Domain 2)

Optimize COPD therapies (inhalers, nebs, orals) &

assess inhaler technique

Regularly assess & address symptoms/needs

Counsel on tobacco cessation & provide therapies

Evaluate & titrate supplemental oxygen

Initiate fan therapy & low-dose opioids {consider

specialist palliative care comanagement)

Reduce polypharmacy

Evaluate impact of multimorbidity

Refer to pulmonary rehabilitation

Initiate advanced COPD therapies if indicated (eg.

NIV, endobronchial valves, transplant referral) with

concurrent palliative care

* Evaluate functional status (ADLs, IADLs), mobility,
& assistive device needs

* Start home health & physical/occupational therapy

* Assess frailty, sarcopenia, cachexia, & malnutrition

* Involve geriatrics & nutrition if needed

Care of the Patient Nearing the
End of Life (Domain 7)

Ethical and Legal Aspects of Care
(Domain 8)

* Prognosticate (BODE, Surprise Question)

« Engage patients & care partners in early values-
based conversations

¢ Discuss NIV/IMV time-limited trials

* Complete advance care planning

* Prepare for hospice & end-of-life care

« |dentify respite/bereavement/survivorship needs

Structure and Processes of Care
(Domain 1)

* Measure anxiety/depressive symptoms
Refer for psychological counseling,
music therapy, pet therapy

Consider cognitive behavioral therapy or
antidepressants/anxiolytics

5 2 * Comanage severe symptoms with
m primary care & specialist palliative care

* Measure cognitive impairment

Interprofessional Collaboration

Physical

Social Aspects of Care
(Domain 4)

Spiritual, Religious, and Existential
Aspects of Care
(Domain 5)

End of Life & Social, Spiritual, & Cultural Aspects of Care
Ethical-Legal Cultural (Domain 6)

Identify social determinants of health
Screen for social isolation

Assess caregiver needs

Address spiritual care needs
Understand role of culture in iliness
understanding & end-of-life care
Primary Palliative Care in COPD «——— >  Specialist Palliative Care * Ensure equitable palliative care access

RESOURCE: lyer, A. S., Sullivan, D. R., Lindell, K. O., & Reinke, L. F. (2022). The role of palliative care in COPD. Chest, 161(5), 1250-1262.



COPD-Focused Assessment

COPD Palliative Care Assessment

Comprehensive COPD assessment:

e Respiratory symptoms, exposures, tobacco use,
vaccinations, inhalers, exacerbations

e Spirometry, imaging (CT scan), blood biomarkers
(eosinophils)

e Supplemental oxygen evaluation

e« Pulmonary rehabilitation

Focused comorbidities: coronary artery disease, heart
failure, pulmonary hypertension, OSA, gastroesophageal
reflux disease

COPD-directed therapies:

« Inhalers, nebulizers

e Oral medications (eg, azithromycin or phosphodiesterase 4
inhibitors)

« Advanced therapies: endobronchial valves, NIV, lung
transplant referral

Prognosis-based discussions

Comprehensive COPD-palliative care assessment (patient
and family):

e Broader physical symptoms, pain, refractory
breathlessness, cough (eg, CAT, SNAP)

e Functional status (eg, ADL, IADL)

o Emotional symptoms (eg, HADS, PHQ-9)

e Nutrition, unintentional weight loss (eg, malnutrition
screening tool)

e Spiritual needs, social support

e Family and care partner needs

Broader evaluation of multimorbidity, frailty, and
psychiatric conditions

e Broad assessment of medications and polypharmacy,
opioids, antidepressants, and anxiolytics

o Inhaler adherence and barriers such as cognitive
impairment and physical limitations

e Gaps in the setting after acute care and home safety

evaluation after hospitalization

Home health

Physical and occupational therapy

Gauge prognostic awareness

Values-based discussions

Advance directives, living will, surrogate decision-maker
Respite and bereavement care needs

ADL = activities of daily living; CAT = COPD Assessment Test; HADS = Hospital Anxiety and Depression Scale; TADL = instrumental activities of daily living;
NIV = noninvasive ventilation; PHQ-9 = Patient Health Questionnaire 9; SNAP = Support Needs Approach for Patients.

RESOURCE: lyer, A. S., Sullivan, D. R., Lindell, K. O., & Reinke, L. F. (2022). The role of palliative care in COPD. Chest, 161(5), 1250-1262.



Before
Advance Care Planning

Greparation for the discussioD

4 )
Appropriate time
Appropriate place
Identify transitions in the course of the
disease
Inquire who should be present
Include interdisciplinary team

-

During
Advance Care Planning

( Discussion

s Content Y (& Style
Diagnosis Ronet
s € % Straightforward
Prognostic information and hope /
SO Y Compassionate
Patient’s goals, values and beliefs :

SRS Empathic

Advance directives SO
R Personalization

End-of-life care preferences > :
5 g Explore emotional reactions

Surrogate decision-making S :

: Active listening
Process of dying
3 : Eye contact
Prevention of suffering . :
Provide the patient sense of control
Non-absndomsnt Appropriate language
SDituaNty : Use ‘death’ and ‘dying’
Concerns and questions : SeaF
Balancing sensitivity and honesty
\_ J
(" Family )
Surrogate decision-making
Available support
Medical aids and resources
How to deal with an emergency
Concerns and questions
. _J

After

)_’deance Care Planning

Y ¢

Follow-up

w/

Document advance directives
Reassess with changes in health status
Offer opportunities for revisions




5-Components of Peaceful Death

2 msiuszaumanlmnuavauns

1 nsluisg Tuanudutha

) msfivszraunsaivasrnNAdnhes

59 mslsedruuamasuidudisn

v 9

(Ruland & Moore, 1998)

12



END OF LIFE
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PROGRAM
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PROGRAM
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PROGRAM
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PROGRAM

2. AUNIYLA TIUTEAUNITIv0INSAVAUE (experience of comfort)
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PROGRAM
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PROGRAM

3. ANUN199 LA IRz aun sniaasANlANRAT (experience of dignity)
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PROGRAM

4
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PROGRAM

4. prunsguasgluauaau (being at peace)
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PROGRAM
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PROGRAM
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GOAL FOR STABLE COPD




Professional Nurses’ Practices in Providing
Palliative Care for Patients with Chronic
Obstructive Pulmonary Disease

Nursing Journal CMU Volume 50 No.2 April-June 2023



A15199 3 AzluuledgveINsUfURluNsaualTelsavananiusasuuvyseAvlszAasneny

(n = 326)
ﬂﬁﬂﬁﬁﬁiﬂmﬁ@mﬁﬂqﬂhﬁﬂamqmﬁ’u %479 X SD SZAU
wuuUszAUUSTZADII18A Y AZLLUY
1) N39UanN1UIINTeY (22 U9) 22-88  58.07 13.01 11 unans
2) M3Iuanuandsnu (14 Us) 14-56 4207  8.42 U unans

3) MIauanIudndygd (10 ¥8)  10-40 2865  6.39  Uiunans

5711 (46 V) 46-184 128.80 26.01 11unans

Nursing Journal CMU Volume 50 No.2 April-June 2023
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YBAIAY Y29 Min- X SD
AZUUL  Max

1. fulduuudsziiy Edmonton 1-4 1-4 1.90 0.94
Symptom Assessment Systern (ESAS)
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2. dulaWnay elilaunsznuving 14 1-4  2.03 0.93.

Iuwﬁﬂﬁﬂwhﬂﬂamqﬁﬁ’uﬁa% 1918
UIILNI1971015918 12870

Nursing Journal CMU Volume 50 No.2 April-June 2023



A15199 5 ArLuLRavaIlarInufingusIag1winsUURlun1sauarUlelsalanganus e TaLUy

UszAuUszaas ﬂﬁﬂLLaﬁm%mﬁ’ﬂﬂm %@ﬁwmﬂmﬁﬁﬂgLLuuﬁTﬂﬁqm (n = 326)

YA0Y 999 Min-Max X SD
AZLUY
1. duiszaruinulnasaunsa ﬁﬂmﬁ 1-4 1-4 283  0.76

191N15NSULREUNAUUDY YINNNS
Uaxﬁqmwm%’aﬁhﬁuﬁ%a
2. ﬁ’uﬁmﬁaﬁgﬂmhwa@q@ﬁ“’uﬁa%’ﬁ 1-4 1-4 280 0.76
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