El Enfoque Paliativo desde el
diagnostico hasta el final de vida en
las personas con EPOC
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Breathing and feeling well through universal access to right care
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Rational Use of Inhaled Medications for
Patient with COPD and Multiple Coma
Condifions: Guidance for Primary Core

Los Helper de IPCRG 9
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Appropriate use and withdrawal of inhaled oA 2 g rmaiblens ol bt vl o e do e

corticosteroids (ICS] in patients with chronic
cbstructive pulmonary disease {COPD)

Desktop Helper No. 10 -
Rational use of inhaled
medications for the patier
with COPD and multiple
comorbid conditions:
Guidance for primary care

Desktop Helper No. 6 - Desktop Helper No. 7 -
Evaluation of Pulmonary rehabilitation in
the community

appropriateness of inhaled
corticosteroid (ICS) therapy in
COPD and guidance on ICS
withdrawal
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Improving the life of people with COPD by
infegrating a supportive and palliative
approach from diagnosis fo end of life

Toble 1: The perspeciives of peaple wih COPD—what my heathcare teom nseds fo knowl

exacerbations.13 Add corticosteroids when
itk bnfons ol be prevaried

trigger avoldanea

ks ore Vet i et e of o ot s o o o 18

my

or, \lavmluhle, PR.5 Neither inhaled or oral

corficosteroids ore cons

d theropy for

management. The

This desktop helper suppnns a long-term holistic approach to chroni
and prognosis of COPD can be difficult o predict. Care is directed towards enhancing the
quality of life of the mdeunI and their family, slowing progression, reducing symptoms and preventing exacerbafions,
which is why palliafive approaches are useful from the time the COPD diagnosis i
remember that ‘palliative’ is a broad term for

obstructive pulmonary disease (COPD)

that address individual

communicated. It is important fo
d the spectrum of COPD.

INTRODUCTION
People live with COPD from years fo decades,
experiencing @ lower qualify of life (QeL], and
ofer_functional limilafions, axiefy and
depression than olhers who ore the same age
without COPD. These petentially significant
chunges in Qol and expeciations from life
be improved with enhanced care,
h\ghhg}mng the need for o long-lerm and
opproach to support people with
»h:.r Tamiy and coreqers. Core
s based on repealed discussion
Guring th svaiving progness and symetom
trajectory, idenfifying and minimising
distressing symploms and ensuring medical,
physical, sociol ond spiriual support. This
may include supporiing cecess fo supporiive
ond financial care packages from sociol care
ond ofher non-medical services.! From
beginning fo_end, COPD must be ireated

COPD

Figure 1: The high burden of COPD.

International survey of people with

COPD receiving maintenance therapy
Rt . e 1575

te open imporiant discussions. People ing
with COPD remind us — v ask us
questions then UISTEN fo our answers”
(Table 1).

Table 2 provides questions fo guide
discussion on long-term care o help you
explore the brooder ospecis of care and
idenify those areas of greatest imporiance fo
each individual

imporiani advantage of care
confinued over months and years is tha the
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re buill_ upon our previous
discussions — our knowledge is cumulative
and evolving. Undersionding and document-
ing what the indiidual and fomily wonis
regarding goals, future plans ond end of
life carefliving wills, con ensure their
preferences are recorded and available
when care may include haspilal specialists or
hespitalisation. These questions can be set in
the Open questions, Affirmation, Reflective

using all available oppropriate thropies for
COPD AND the eommon o
s cordiovascular disease (CVD), depression/
onxiely, diabetes, renl disease, lung cancer
ond osteoporosis. Treaiment must be based
on appropricte evaluations and knowledge of
the person's funchional siofus and personal
goals of each sage of COPD stabilisafion and
progression (e.g. evluated of least annually).
Varictions will depend on the local availabiliy
of healthcare and therapies, cultural norms
ond the individual's beliefs and goals.

IMPACT OF COPD

COPD is @ chronic disease tha! impacis every
ospect of life and is ofien diognosed afier
months or years of peaple reducing or
eliminaing acfivities fo lessen breathlessness
or feelings of “air hunger” or fafigue. For
people living with COPD, breathlessness
may be due fo o combinafion of faclors
including common comorbidiies such s
heart disease or aniety.23 COPD lowers
overall Qol including social interactions,
mood, wark, family life and self-care
(Figure 14

INCLUDING THE PREFERENCES
‘OF THE PERSON WITH COPD IN
THEIR LONG-TERM CARE
A crucial siep in the longitudinal care that
primary <are can provide is understanding
the individual’s current state by ossessing
aymprem burden the
OP| Assessment
vax Jfwnrw estestonline org/), functional
abiltes (e.g. abiliy to do what they consider
portant - work, fomily and sociol
teraetions, self-core], the Frequency and
severity of exacerbations (9. moy be
labelled as episades of "bad colds” or “acute
branchitis”), ond ideas, concerns and
exp ns (ICE) such as  losing
independance, abilty for seff-care or having
1o live in o "nursing care facility’). The
jividual with COPD and their family may
share feelings, frustrations and concerns
‘about future needs with others in our primary
care feams ond we con olso use this
formation and these feam members, help

listening, (OARS) framework
(see the IPCRG Desklop Helper COPD and
mental health www.iperg.org/dih12) that
helps establish and meintain rapport, assess
the individual's needs and personalise your
counselling and education responses.$

LEARNING ABOUT COMMUNITY
RESOURCES
To make plans, people need to know what is
available to them. Information on local and
regional resources needs fo be gathered and
shared with them, most usefully by someone
in the primary care team. In addifion, home
visits and telehealth video visits may show
and how the person with COPD

Tves o fodlvote et of
opportunities fo support their interests and
needs for living with COPD and any
associated comorbidifies.

Sae how Seneth Samaranayake, @ GP in i
Lanka, fakes o palliofive approach using
the resources available in his community in

ine Supplementary material 52.
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® Objetivos y lenguaje
® Preguntas clave y como sentirse comodo con ellas
® Priorizar las intervenciones segun literatura

® Valor de las intervenciones farmacoldgicas
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e Apoyar un enfoque holistico a largo plazo para el control del EPOC

e Identificar las necesidades de cada individuo al momento del diagndstico

e Empoderar los profesionales de Atencion Primaria al enfrentamiento de la

planificacion de decisiones y los cuidados del final de vida

COPD, chronic obstructive pulmonary disease
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!mcn Contenidos
e Impacto del EPOC - Desnutricion
e Preguntas al paciente  Rol del EAP y de los cuidadores
e Conocer los recursos locales - Breathing-Thinking-Functioning

e Tratamiento activo de los model

sintomas (Disnea in primis): » Planificacion anticipada y final de
. vida

o No farmacologico '
» Trayectorias

o Farmacoloégico . .
9  Final de vida
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Lives without Long-term limitations with Pr9|0nged _dwmdlmg,
exacerbation for a long intermittent frailty, multlple m_en_t_al
time, then declines exacerbations/serious and physical morbidities
episodes
Diagnosis Diagnosis Diagnosis
High High High
1st Exacerbation
1st Exacerbation
5 :
Low —3 Time Death Low — Time Death! | Lo\, — Time Death

Adapted from: Lynn J, Adamson DM. Living well at the end of life. Adapting health care to serious chronic iliness in old age. Washington, Rand Health, 2003.
Available at: https://apps.dtic.mil/sti/citations/ADA416211. Accessed April 2022.
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{IPCRG = Impacto del EPOC
¢ qe Q\"”“’ry Group o
Activity impacted, % patients (n=1375)
_ _ 0 20 40 60 80 100
e Cada aspecto de la vida influyendo Household tasks
en la QoL incluyendo interacciones Tasks outside home
sociales, estado de animo, trabajo, self care

- . Light physical activity
familia y autocuidado.

e Las personas con EPOC eliminan

Enjoying hobbies

Socialising
o reducen actividades debido a la Travelling
disnea (“air hunger”). Work

Plan day around symptoms
Need to take breaks/pace self

Need to stop what you're doing

[l High impact [l Moderate impact Low impact

Dekhuijzen PNR, et al. J Chron Obstruct Pulm Dis 2020;17:419-28.



DESKTOP Helper No. 3. www.ipcrg.org/dth3]|

Q{\n’\ary cﬂre

IPCRG =, Objetivos terapéuticos con el paciente

£
:
% Est.2001
< Q.‘(.,,mry' Group o

@

Preguntas esenciales
en cada entrevista

Preguntas para
entrevistas sucesivas

Recordar hacer hincapié sobre las preferencias respecto a Seguimiento
hospitalario, hospitalizacion o final de vida.

Atul Gawande
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What are your
thoughts about your

: : life over the next
What is a usual day’s year or if your

activity like for you? COPD gets worse?
What have you had to
give up or modify over
the last few years?
What do you not

want?”

ory G
' q@e? P o

What do you & your
family want us to
know and put in your
medical record about

Thanks to the people with COPD who allowed Barbara Yawn to interview them.
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e El sintoma mas comuny

desafiante
e Puede no ser relacionado
con la severidad del EPOC

e Lo mas efectivo:
o Dejar adiccion tabaquica

o Rehabilitacién pulmonar?!

Tratamiento activo de la disnea

DESKTOP Helper No. 3. www.ipcrg.org/dth3]|

The Breathing-Thinking-Functioning model?
Thoughts qboui dying

Inefficient breathing Misconceptions
Increased work of Attention to the
breathing sensation
Memories, past
experiences
THINKING

( BREATHING
Increased respiratory rate BREATHLESSNESS
Use of accessory muscles AHXIIBW dlifress
Dynamic hypennflo’non Feelings of panic
{ FUNCTIONING i
Reduced activity

Deconditioning of limb,
Tendency to self-isolate

chest wall and
|
accessory musc‘es More help from others

1. IPCRG Desktop Helper No. 4 - Helping patients quit tobacco - 3rd edition. https://www.ipcrg.org/desktophelpers/desktop-helper-no-4-helping-patients-quit-
tobacco-3rd-edition; 2. Spathis A, et al. npj Prim Care Respir Med 2017;27:27. Image with permission of the Cambridge Breathlessness Intervention Service

(https://www.btf.phpc.cam.ac.uk/)
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{ IPCRG =22, Intervenciones no farmacoldgicas

Intervencion

Beneficios

“Aire en la cara”

Alivio a corto plazo y reduccion de tiempo de recuperacion tras crisis

Mindfulness/meditacion

Pueden ayudar la disnea ya que mejoran control de ansiedad

Técnicas de relajacion

Pueden ayudar la disnea ya que mejoran control de ansiedad

Paseo

Puede reducir la disnea asociado con las otras actividades

Instrum. para caminar

Pueden incrementar la capacidad fisica

Tratamiento cognitivo
conductual

Util con pensamientos circulares y reduce ansiedad

Técnicas de respiracion

Puede reducir la disnea asociado con las otras actividades

Acupuntura

Mejora disnea en enfermedad avanzada, puede reducir ansiedad

Entrenamiento musculatura
inspiratoria

No clara evidencia
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Tratamiento farmacoldgico

* Los broncodilatadores inhalados son la opcidn de primera linea aunque no se
consideran como terapia para la disneal?

« Dosis bajas regulares de liberacion + Utilizadas en algunos paises » Considerar para los hip6xicos en
sostenida por via oral para la disnea « No hay pruebas a favor o en reposo?
cronica |nca.paC|ta.r1te3_v4 _ contra de su eficacia para aliviar + No hay evidencia de beneficio

. Mor_flna (_1e liberacion inmediata en la disnea8 para los que tienen falta de aire
dosis bajas para la EPOC muy pero no hipoxia
avanzadal®7’

1. GOLD 2022 Report. Available at https://goldcopd.org/2022-gold-reports-2/; 2. 0'Donnell DE, et al. Adv Ther 2020;37:41-60; 3. Verberkt C, et al. JAMA Intern
Med 2020;180:1306-14; 4. Wiseman R, et al. Australian Fam Phys 2013;42:137-40; 5. Ekstrom M, et al. Ann Am Thorac Soc 2015;12:1079-92; 6. Barnes H, et al.

Cochrane Database Syst Rev 2016;CD011008; 7. Currow DC, et al, ERJ Open Res 2020;6:00299-2019; 8. Simon ST, et al. Cochrane Database Syst Rev
2016;10:CD007354.
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IPERC &= Planificacion anticipada

e Incluir la discusion de la ventilacidon no invasiva, el lugar preferido para la muerte, las
decisiones/6rdenes de no reanimacion y las directivas/testamentos anticipados.t

e Registrar estos planes en la historia clinica y asegurarse de que se comparten con los
cuidadores y otros profesionales sanitarios pertinentes

e Revisar y actualizar periédicamente los planes de atencién anticipada mediante
preguntas como:

o "Antes, pensabas que te gustaria... ¢Sigue siendo eso lo que te gustaria?”

e Considerar la posibilidad de establecer un registro para seguir y anotar estas
discusiones

e El lugar de fallecimiento preferido puede cambiar

1. Patel K, et al. Respirology 2012;17:72-8.
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Gracias por escuchar!




