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Objectives:

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.




What i1s Serious lllness?

¥ Seriousillness 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.0org



http://www.capc.org

Prevalencesand Mortality of COPD and CHF

healthcare services in offices, ERs and hospitals due to
exacerbations and the need for oxygen therapy or medical
equipment or medication

:: CHF and COPD are directly related to high utilization of

***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.nchi.nlm.nih.gov/pmc/articles/PMC2639415/



http://www.uptodate.com/

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



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).



How does this affect
hospital admission and
re-admission data?




Evidence- based researched facts are:

v Nearly 1 in 4 heart failure patients are
readmitted in 30 days and %z are in 6 months

v’ Y, of those readmitted are suggested to have
been preventable

v Approximately 20% of patients discharged with
a COPD exacerbation are readmitted for any
reason within 30 days.

3,795,700

https://hcup-us.ahrg.govireports/statbriefs/sb278-Conditions-Frequent-Readmissions-By-Payer-2018.jsp



"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




Gold Classification of COPD

GOLD: Severity of airflow limitation (based on postbronchodilator

FEV,)
Stage Severity A2 (.pnr(.ent
predicted)
In patients with FEV, /FVC <0,7:5
GOLD 1 Mild 280
GOLD 2 Modeéerate 50to /9
GOLD 3 Severe 30 to 49
GOLD 4 Very severe <30

GOLD "ABCD" grosps: Assessment of symptoms amd risk of
exacerbatsons for inftiation of COPD therapy
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Symptoms

ABCD: Group A low riskflow symptoms, Group B low riskibigh symptoms, Group C high
riskllow symptoms, Group D bigh riskibigh symptoms; CAT: COPD Assessment Test; FEV
forced expiratory volume in 1 second; FVC: forced vital capacity; GOLD: Global Initiative for
Chronic Obstructive Lung Disease; mMRC: modified British Medical Researclr Council.
Source: Reference 1. Reprinted with permission.

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



Am el’ican COl |ege Of Comparison of ACCF/AHA Stages of HF and NYHA Functional

C d I Classifications
gy ACCF/AHA stages of HF NYHA functional classification
A At high risk for HF but without None

structural heart disease or
symptoms of HF

B | Structural heart disease but I No limitation of physical activity.
without signs or symptoms of HF Ordinary physical activity does not
cause symptoms of HF.

N eW York CIaSSIflcatl On C | Structural heart disease with prior I No limitation of physical activity.
of Heart Failure

or current symptoms of HF Ordinary physical activity does not
cause symptoms of HF.

II Slight limitation of physical
activity. Comfortable at rest, but
ordinary physical activity results in
symptoms of HF.

111 Marked limitation of physical
activity. Comfortable at rest, but
less than ordinary activity causes
symptoms of HF.

v Unable to carry on any physical
activity without symptoms of HF,
or symptoms of HF at rest.

D | Refractory HF requiring specialized IV Unable to carry on any physical
interventions activity without symptoms of HF,
or symptoms of HF at rest.

ACCF: American College of Cardiology Foundation; AHA: American Heart
Association; HF: heart failure; NYHA: New York Heart Association.




Stable

End-of-Life Transitional

Palliative Performance Scale (PPSv2) version 22
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Ambulation

Full

Full

Full

Reduced

Reduced

Mainly sit/lie

Mainly in bed

Totally bed bound

Totally bed bound

Totally bed bound

Death

Activity & Evidence of Disease Self-Care

Normal activity & work
g L Full
Mo evidence of disease

Normal activity & work
. S Full
Some evidence of disease

Normal activity with effort
. o Full
Some evidence of disease

Unable to do normal job/work ull
Significant disease

Occasional assistance
necessary

Unable to do hobby/housework
Significant disease

Considerable assistance
required

Unable to do any work
Extensive disease

Unable to do most activity

: Pl Mainly assistance
Extensive disease .

Unable to do any activity

= Total care
Extensive disease

Unable to do any activity

iy Total care
Extensive disease o

Unable to do any activity

) : Total care
Extensive disease

Normal

Normal

Normal or reduced

Normal or reduced

Normal or reduced

Normal or reduced

Normal or reduced

Normal or reduced

Minimal to sips

Mouth care only

Conscious Level

Full

Full

Full

Full

Full or confusion

Full or confusion

Full or drowsy
+/- confusion

Full or drowsy
+/- confusion

Full or drowsy
+/- confusion

Dr[}*.ﬁ.'sy or coma
+/- confusion



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




Home-Based Palliative Care

Whatis it ?

= Different than hospice and other in-home
services, must be a distinguished difference

= Address the needs of serious illness in the Center to

home and aim to prevent hospitalizations or Advance
Palliative Care

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

Are there too many?

Review Medications ﬁ Do they know what they are for?

>

Keep it simple and eliminate the fluff!

Oxygen/N|PPV ﬁ Do they need a walk test?
Are they retaining CO2? Check ABG to verify

Are they hypoxemic at night? Overnight pulse ox

Vlta|S at hO me~? ) « What is the baseline saturation at rest and with ambulation?

« Change in baseline symptoms?

» Has their functional status changed?




Symptom Management -continued

Weight management = What is dry weight?

ﬁ = jfweight has increased greaterthan 3 lbs in 24
hours or 5 Ibs in 3 days

New symptoms or Breathlessness

diagnosis? Change Sputum changes: Quantity, Color and
= £ J ) Consistency
In home care plan? Peak flow (air flow measurement)

Temperature
Presence of cough wheeze, sore throat or
Nasal congestion




Outcomes with in-home palliative care programs:

 Decrease hospital I

»Accountable Cari *
>Rural versus Urk _-

* Quality of life and . el

« Can spend more é—s
» POLST and advanc

» DNR and code :



Section
A

Check Cne

Check Cne
Box Only

Section
C

Check One
Box Only

Section
D

Check One
Bax Only in
Each
Column

Must be
Completed

COPY OF FORM SHALL ACCOMPANY PATIENT WHEN TRANSFERRED OR. DISCHARGED

Patient’s Last Name
1 Name/Middle Initial
Date of Birth

CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and/or is not breathing,
D Do Not Attempt Resuscitate (DNR/no CPR)

When not in cardio on 1, follow or B, C,and D.
MEDICAL INTERVENTIONS. Patient has pulse and/or is breathing.

|:| Comfort Measures Treat with

: n and m.mu.j] treatment of w tion as needed for comfort. Do not lransfer to hospital for |
sustalnlng treatment. Transfer only if comfort needs cannot be met in current location.

Includes care descri ve. Use ical treatment, IV fluids and cardiac
5 se intubation, advan irway i y s, or mechanical ventilation. Transfer
to huspital if indEcated Avaid intensive care.

(] Full Treatment. Includes earc above. Use intubation, advanced airway interventions mechanical ventilation, and
cardioversion as indicated. Transfer to hospital if indicated. Include intensive care.
Other Instructions:

ANTIBIOTICS - Treatment for new medical conditio

[ No Antibiotics

|:| Antibiotics
Other Instrictions:

MEDICALLY ADMINISTERED FLUIDS AND NUTRITION. Oral fluids and nutrition must be offered if medic
feasible,

D No IV fluids (provide other measures to assure comfort) D No feeding tube
D IV fluids for a defined trial pe D Feeding tube for a ed trial period
L] 1v fuids long-term if indicated Il Feeding tube long-term

Other Instructi

Discussed with: The Basis for These Orders Is: (Must be completed)
a E’.:mm. Re O
st interest (patient lacks capacity or preferences unknown)
indications

[ Paren
O Other:

Physician Name (Print) . h ¢! e Office Use Only

Physician Signature (Mandatory)

COPY OF FORM SHALL ACCOMPANY PATIENT WHEN TRANSFERRED OR DISCHARGED




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 IlI-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.

Consider doing a POLST with your COPD and CHF patients and bill
for ACP.

A POLST is not the same as an Advance Directive
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Questions?




)

THANK YOU
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