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After receiving palliative care, patients with chronic obstructive pulmonary disease showed
a decrease in the average number of emergency department visits for exacerbations.

he integration of palliative care

in cancer care is an emerg-

ing trend driven by data on

the benefits of palliative care
intervention in the care of patients
with terminal malignancies. Although
studies have shown that patients with
end-stage organ disease tend to de-
velop similar symptoms and issues
as those of cancer patients, the use of
palliative care services among patients
with end-stage organ disease seems to
be limited.! The clinical course of ter-
minal malignancy is usually marked
by a consistent decline, whereas
organ failure is usually marked by pe-
riods of exacerbations in relation to
decompensation.? Patients with organ
failure often exhibit a gradual and
subtle decline over time, making it
more challenging to predict the dis-
ease course.”

Woo and colleagues studied pa-
tients with chronic illnesses and
showed that, similar to patients di-
agnosed with cancer, symptoms of
fatigue, pain, and dyspnea were com-
mon.’ They also found that caregiv-
ers of patients with chronic illness
reported suboptimal physical and
emotional well-being as well as mod-
erate levels of stress.®> These findings
suggest that caregivers for cancer and
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noncancer patients will benefit from
the support inherent in an interdis-
ciplinary approach to palliative care.’
According to the CDC, the second
leading cause of death in the U.S. in
2011 was cancer followed by chronic
respiratory disease.”

The authors conducted a quality
improvement (QI) initiative to explore
the benefits of integrating palliative care
in the care of patients with chronic ob-
structive pulmonary disease (COPD)
and share outcomes of improved pal-
liative care education at John D. Dingell
VAMC (JDDVAMC) in Detroit, Michi-
gan, for care of patients with COPD.

BACKGROUND

Chronic obstructive pulmonary dis-
ease is a progressive, incurable lung
disease.’ It also has been referred to
as chronic bronchitis, emphysema,
or chronic asthma.’ The degree of
severity of COPD is determined by
measuring the degree of air flow ob-
struction by conducting a spirometry
test.” Common symptoms associated
with COPD include dyspnea, cough,
wheezing, recurring respiratory infec-
tions, and generalized weakness.”
Compared with terminally ill pa-
tients with lung cancer, patients with
COPD were found to have a poorer
quality of life as well as more anxi-
ety and depression.® In a study to
evaluate for breathlessness among

patients with severe COPD and ad-
vanced cancer, Bausewein and col-
leagues found that both groups
reported moderately distressing phys-
ical symptoms.” Both groups also
reported shortness of breath as their
most distressing physical symptom
and worrying as the most common
psychological symptom.” The study
also identified a 50% commonality
among the participants on palliative
care needs.”

The common palliative care needs
that were identified were the need for
symptom management for breath-
lessness, access to information, abil-
ity to share feelings, a sense of wasted
time, and assistance with practical
matters.” During the study’s 6-month
data collection period, 61% of the
patients with cancer and 10% of the
patients with COPD died.” Median
survival for both groups showed that
the patients with COPD had a sig-
nificantly longer median survival of
589 days compared with 107 days for
the patients with cancer.”

A retrospective review of patient
records from 2010 to 2013 showed
that providers referred only 5% of pa-
tients with COPD for palliative care.®
In the United Kingdom, the 5-year
survival rate among patients diag-
nosed with severe COPD is 24% to
30%.° Chronic obstructive pulmonary
disease is one of the most common
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causes of hospital admissions, and
treatments are aimed toward pallia-
tion of symptoms.” As COPD reaches
its end stage, incorporation of end-of-
life (EOL) care should be considered.
Signs that may indicate EOL care is
needed include long-term oxygen
therapy, depression, hospitalization
for exacerbations at a rate of 2 or
more a year, evidence of right-sided
heart failure, cortisone treatment for
> 6 weeks, and a history of noninva-
sive ventilation or admission to the
intensive care unit (ICU).°

Nguyen and colleagues conducted
a study in Montreal, Canada, among
patients with moderate-to-severe
COPD.'® The participants watched
a DVD on EOL topics as well as life
support measures and their impli-
cations.'® After watching the DVD,
the researchers conducted interviews
with the participants’ about their be-
liefs and experiences with regards to
advance care planning.'® In conduct-
ing advance care planning, the partici-
pants identified having a relationship
with the medical team and appro-
priate timing for the discussion as
important.”

Crucial topics identified by par-
ticipants included life expectancy,
availability of medications to treat
symptoms, different treatment op-
tions, stages of disease progression,
and quality of EOL care.!® Other
findings from the study included the
participants’ desire to consider their
families in the decision-making pro-
cess.!® Becoming a burden to their
families due to their need for physi-
cal and financial assistance and the
inability to establish clear health care
directives were identified as sources
of concern.!®Many of the participants
also shared a preference to die rather
than to give up quality of life or men-
tal capacity.'® Nguyen and colleagues
also found that the severity of illness
was not a good predictor of the par-

ticipants’ readiness to engage in ad-
vance care planning.'°

In Australia, a study conducted
among bereaved and current caregiv-
ers for patients with severe COPD
showed that > 20% of patients who
had died of COPD required hands-on
care by their caregivers.!" The care-
givers also reported similar concerns
as those patients with COPD, which
included uncertainty about the future,
fear of exacerbations, social isolation,
and deteriorating health.!! They also
reported competing emotions of loy-
alty, resentment, guilt, and exhaus-
tion."" Caregivers identified areas they
felt could have improved their ability
to provide care, such as availability
of adaptive equipment, contingency
plans for emergency situations, edu-
cation on the illness, its symptoms
and prognosis, and advance care plan-
ning information." The caregivers be-
lieved that receiving this information
might have lessened their stress and
plan for the future.! Although most
of the aspects of care that they identi-
fied as important are components of
palliative care, most of the caregivers
were unfamiliar with the term pallia-
tive care."

QI Initiative

To improve palliative care education
and use in the ICUs of the VA hos-
pitals, the VHA conducted training,
which was made available to inten-
sive care providers on improving EOL
care and communication. An attend-
ing physician in the ICU who also
is a pulmonologist took part in this
training in July 2013. To evaluate the
outcome of this educational effort, the
authors’ reviewed the palliative care
referrals from 2012 to 2014.

RESULTS

There were a total of 29 patients with
COPD who were referred for pallia-
tive care services. Sixteen (55%) were
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referred by pulmonology. Medical
oncology and primary care each re-
ferred 4 patients (14%). Acute care
referred 5 patients (17%). Emergency
department (ED) visits were com-
pared 1 year prior with postpallia-
tive care involvement in the patients’
care (Figure 1). The average ED visit
for these patients prepalliative care
was 3.2 days, and this dropped to
1.7 days postpalliative care involve-
ment. Of the 29 patients, there were
7 who were never seen in the ED
for symptoms of COPD prior to pal-
liative care involvement in their care,
and 17 who did not have ED visits
after palliative care’s involvement in
their care. Of the 29 patients, 3 had
frequent visits to the ED (more than
10 days total) prepalliative care, and
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only 1 had frequent visits to the ED
following involvement in the pallia-
tive care clinic.

According to the JDDVAMC
Managerial Cost Accounting Office
(MCAOQO), the average cost to care
for a patient who is presenting to the
ED with symptoms related to COPD
is $527. The cost of caring for the
22 patients who were seen at least
once in the ED for symptoms related
to their COPD would be $11,594.
With palliative care involvement,
only 12 of the 29 patients were seen
in the ED for symptoms related to
COPD for a total of $6,324, a savings
of $5,270 for single ED visits for this
set of patients.

Prior to palliative care involve-
ment for the 29 patients, there were
27 admissions, which dropped to
15 admissions after palliative care in-
volvement. According to the MCAO,
the average cost to care for a pa-
tient who is admitted to the hospital
due to an exacerbation of COPD is
$20,944. With 27 admissions prior
to palliative care involvement, the re-
sults total $565,488 compared with
$314,160 for 15 admissions with pal-
liative care involvement, showing a
cost savings of $251,328.

Fourteen of the 29 patients had
advance directive discussions, 9 of
which were completed by assigning
a durable power of attorney and/or
completing a living will. There were
22 (76%) of the 29 patients who
had code status discussions, and
18 (62%) elected not to be resus-
citated (Figure 2). According to
MCAO, the average cost to care for a
patient in the ICU who required ven-
tilator support for at least 96 hours
is $102,175. For the 18 patients who
decided not to pursue cardiopulmo-
nary resuscitation, this results in a
potential cost savings of $1,839,150.

CONCLUSION

The outcome of this QI initiative is
congruent with the findings pub-
lished in the literature on the benefits
of palliative care involvement in the
care of patients with COPD. Pallia-
tive care involvement improved goals
of care discussions and resulted in
decreased ED visits. Palliative care
educational outreach also seems to
improve palliative care referrals.

In 2007, the American Thoracic
Society issued a policy statement
recommending that palliative care
should be available at any stage dur-
ing the course of a progressive or
chronic respiratory disease or criti-
cal illness when the patient becomes
symptomatic.'> Compared with pa-
tients with lung cancer, patients with
COPD have to cope with symptom
burden for a longer period. Breath-
lessness seems to be the most debili-
tating physical symptom for COPD
and should trigger a palliative care
referral.” Comprehensive respira-
tory care similar to that for cancer
care should be considered for severe
COPD and should involve both the
palliative care team and the pulmo-
nary care teams for optimal results.

The results of this QI initiative
also seem to support the potential
benefits of palliative care involve-
ment in the care of patients with
other chronic illnesses that are ex-
pected to progress over time, leading
to a shortened life expectancy. @
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