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Objectives:

E

1. Discuss the socioeconomic impact and 

prevalence of advanced COPD and CHF

2. Explain home palliative care services and 

how it is used in advanced COPD and 

CHF

3. Explore ways PAs can integrate palliative 

services through community 

partnerships while improving patient 

QOL, and patient/caregiver satisfaction.
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What is Serious Illness?

Serious illness is a health condition that 

carries a high risk of mortality and either 

negatively impacts a person’s daily 

functioning or quality of life or excessively 

strains his or her caregivers.

Amy Kelly, MD
www.capc.org

http://www.capc.org
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Prevalencesand Mortality of COPD and CHF

COPD

CHF

1st and 
3rd cause 
of death 

worldwide

CHF and COPD are directly related to high utilization of 

healthcare services in offices, ERs and hospitals due to 

exacerbations and the need for oxygen therapy or medical 

equipment or medication 

COPD 
16M

CHF 
6.2 M

10 M 
Overlap 

of 
disease

***Chronic obstructive pulmonary disease (COPD) is a common condition with an estimated global prevalence of almost 12 percent 

in adults over age 30 years. Prior to the onset of the COVID-19 (coronavirus disease 2019) pandemic, COPD was the third leading 

cause of death worldwide. www.UptoDate.com and https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2639415/

http://www.uptodate.com/
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Economic Cost of COPD in the US

Estimated 50 billion in 2009 
which included 29.5 billion 

in direct health care 
expenditures, 12.4 billion 
for indirect mortality cost 
and 8 billion for indirect 

morbidity costs

This cost is projected to 
increase or remain 

constant

Total economic cost from 
COPD continues to be 50 

billion each year
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Economic Cost of CHF in the US

https://link.springer.com/article/10.1007/s40273-020-00952-

0#:~:text=Eighty%2Dseven%20studies%20were%20included,(median%20%2415%2C879%20per%20patient).

By 2030, US heart failure costs 
are expected to be at least $70 
billion per year ($244 per every 

US adult) with total cost of 
caring for patients with heart 
failure reaching $160 billion.

The annual median total 
medical costs for heart failure 

care were estimated at $24,383 
per patient, with heart failure-

specific hospitalizations driving 
costs (median $15,879 

per patient) in 2014-2020

Prevalence projected to 
increase by 46% and 

direct medical costs to 
reach $53 billion by 2030.
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How does this affect 

hospital admission and 
re-admission data? 
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Evidence- based researched facts are:

✓ Nearly 1 in 4 heart failure patients are 

readmitted in 30 days and ½ are in 6 months

✓ ¼ of those readmitted are suggested to have 

been preventable

✓ Approximately 20% of patients discharged with 

a COPD exacerbation are readmitted for any 

reason within 30 days.

https://hcup-us.ahrq.gov/reports/statbriefs/sb278-Conditions-Frequent-Readmissions-By-Payer-2018.jsp
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Why are they frequently admitted?

▪ Oxygen requirement changes, need more than 5L

▪ Medications changes or additional medication needs

▪ Overlapping of symptoms and poor understanding how to manage at 

home

▪ Do not know how to monitor at home

▪ No in home palliative services provided to the patient in their 

community



www.uptodate.com

Gold Classification of COPD



https://www.uspharmacist.com/article/summarizing-the-2021-updated-gold-guidelines-for-copd
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American College of 

Cardiology

New York Classification 

of Heart Failure



https://www.qdhpca.org/post/what-is-the-palliative-performance-scale-part-2
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How can hospital re-admission be avoided?  

▪ Partnerships with in-home palliative programs

▪ Home health companies can pilot a program with you and your patients but 

need a provider (NP or PA) to see patient in the home

▪ Televisits and phone visits

▪ Collaboration with the other pulmonary and cardiology/heart failure teams

▪ Remote patient monitoring
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Home-Based Palliative Care

What is it ?

▪ Different than hospice and other in-home 

services, must be a distinguished difference

▪ Address the needs of serious illness in the 

home and aim to prevent hospitalizations or 

readmissions

▪ Can have these services and still go to in 

office visits and receive treatments

▪ Do they target COPD and CHF patients?

▪ Are they certified by the Center to Advance 

Palliative Care?

https://www.capc.org/



Symptom and medication management

Review Medications

▪ Are there too many?

▪ Do they know what they are for?

▪ Keep it simple and eliminate the f luff!

Oxygen/NIPPV ▪ Do they need a walk test?

▪ Are they retaining CO2? Check ABG to verify

▪ Are they hypoxemic at night? Overnight pulse ox

Vitals at home? • What is the baseline saturation at rest and with ambulation?

• Change in baseline symptoms?

• Has their functional status changed?



Symptom Management -continued

W eight management

New symptoms or 

diagnosis? Change 

in home care plan?

● Breathlessness

● Sputum changes: Quantity, Color and 
Consistency

● Peak f low (air f low measurement)

● Temperature
● Presence of cough wheeze, sore throat or 

Nasal congestion

▪ What is dry weight?

▪ if weight has increased greater than 3 lbs in 24 
hours or 5 lbs in 3 days
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Outcomes with in-home palliative care programs:

• Decrease hospital length of stay and readmission rates

➢Accountable Care Organizations

➢Rural versus Urban setting challenges

• Quality of life and patient/caregiver satisfaction improves

• Can spend more time on decision making

➢ POLST and advance directives

➢ DNR and code status conversations





Summary Points:
COPD and CHF have an overlapping of symptoms that often require 

medications, oxygen changes or NIPPV in the hospital setting.

COPD Gold stage 3 and 4 and CHF NYHA class III-V are at greatest risk

of being readmitted within 30 days after discharge

Home Health is not the same as in-home palliative care.

COPD patients can become hypoxemic at night before they require 

oxygen during the day.

A POLST is not the same as an Advance Directive

Consider doing a POLST with your COPD and CHF patients and bill 

for ACP.
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Questions?
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THANK YOU :-)
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