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A case of end-stage of COPD

On the day of admission:

Patient: Doctor, | don’t want to suffer anymore. Please let me go comfortably.
| don’t want intubation or anything like last year. Please treat me well.

Caregiver: He is in a lot of pain. Just let him be comfortable.

Three days after admission:

used morphine and a face fan to relieve the dyspnea and provided oxygen therapy with a
high-flow nasal cannula.....

The patient expressed fear, describing it as feeling like drowning, and the
guardians consented to the intubation.

Patient: .. today it's really hard to breathe. | want intubation like last year.
Caregiver: | thought we could let him go comfortably, but since he wants it,

please proceed with the intubation. Now that we've started, please do your
best

Park SO. J Hosp Palliat Care 2025;28(1):25-29
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London End of Life Care Clinical Network

What is a good death?

NHS

London
Strategic Clinical Networks

A good death is the best death that can be achieved in the context of the individual’s clinical diagnosis
and symptoms, as well as the specific social, cultural and spiritual circumstances, taking into

consideration patient and carer wishes and professional expertise.

A supportive culture
that fosters excellence,
confidence, innovation |,

and education in all

staff with the aim of
improving outcomes

Care which is
competent, confident,
compassionate and
personalised, in line
with recognised best
practice standards

Access to spiritual
and psychological
support

Timely assessment
and provision of
bereavement services

Joined up,
co-ordinated services
and pathways which
are easy to access and
navigate

London Strategic Clinical Networks | 105 Victoria Street, London, SW1E 6QT | england.london-scn@nhs.net | londonscn.nhs.uk
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ESRD ADL
Symptoms Uremia Resp. failure
Life quality Worse
Insurance reimbursement Worse
Care
Supportive dialysis oxygen, MV*
Diversity/ response more standardized more variable
Transplantation established more difficult
5 yr survival 60~40% ?

ESRD:End-stage renal diseases, ADL: Advanced lung disease * Mechanical ventilation
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Anthonisen NR, etal. Am Rev Respir Dis 134:14-20, 1986



Survival (%)
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Palliative care and prognosis in COPD:

a systematic review with a validation cohort

“..none of the suggested criteria
for initiating Palliative care
based on an expected poor
vital prognosis in COPD
patients in the short or medium
term offers sufficient
reliability, none overcame an
area under the curve > 0.7"

Almagro P, et al. Int J Chron Obstruct Pulmon Dis 2017. 9:12;1721-29

Table 4 AUC for selected variables in the cohort study

Variables AUC P-value 95% CI

Age, years 0.62 0.0001 0.58-0.65
Physical dependence (Katz index) 0.59 0.0005 0.55-0.62
Quality of life (SGRQ) 0.52 0.01 0.48-0.55
BMI 0.59 0.001 0.55-0.63
Albumin 0.5 0.9 0.46-0.54
Comorbidities (Charlson index) 0.56 0.02 0.52-0.6

Depression (Yesavage scale) 0.63 0.001 0.57-0.68
FEV, 0.52 0.5 0.48-0.55
Dyspnea 0.58 0.002 0.55-0.62
pO,, mmHg 0.52 0.52 0.48-0.57
pCO,, mmHg 0.52 0.58 0.48-0.55
BODE 0.54 0.05 0.49-0.57
BODEX 0.59 0.001 0.55-0.63
CODEX 0.68 0.0001 0.62-0.72
Curtis criteria 0.64 0.0001 0.6-0.68

Abbreviations: AUC, area under the curve; Cl, confidence interval; SGRQ, Saint
George's Respiratory Questionnaire; BMI, body mass index; BODE, Body mass
index, Obstruction, Dyspnea and & minutes walking test; BODEX, Body mass
index, Obstruction, Dyspnea and severe exacerbations; CODEX, Comorbidity,
Obstruction, Dyspnea and severe exacerbations.
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FIGURE 1. Number of publications in peer-reviewed journals in the field of end-of-life care in a) adults with all diseases, and b) adults with chronic obstructive pulmonary

disease.

Carlucci A, et al. Eur Respir Rev. 2012:126;347-54






Reported frequency of ethical issues:

* From 06/2015 to 08/2023, there were 38 ethics consults

from 17,460 patients with liver disease (incidence 0.2%)
and 96 among 48,394 patients with heart/lung disease

(incidence 0.2%) in University of Michigan, Taubman
Health Care Center

« The primary ethical issue was surrogate decision making
(twice as likely for patients with cirrhosis). The second

most common primary ethical issues were code status
and futility.

Holman A, et al. Dig Dis Sci 2025;70(3):1008-1015



4. Opioids AF&2 AIUS FHTIAZICE?

Bra Ohle O\ Opioids and sedatives

“there is no evidence
that initiation of
treatment, or
Increases 1N dose Of Nigel Sykes and Andrew Thorns
opioids or sedatives,

The use of opioids and sedatives at the end of life

Opioids and sedative drugs are commonly used to control

i S a S S O C | a te d W |t h symptoms in patients with advanced cancer. However, it is
.. ] often assumed that the use of these drugs inevitably results

p reci p |t at|o N Of in shortening of life. Ethically, this outcome is excused by
reference to the doctrine of double effect. In this review, we

d e at h " assess the evidence for patterns of use of opioids and

sedatives in palliative care and examine whether the
doctrine of double effect is needed to justify their use. We
conclude that patients are more likely to receive higher
doses of both opioids and sedatives as they get closer to
death. However, there is no evidence that initiation of
treatment, or increases in dose of opioids or sedatives, is
associated with precipitation of death. Thus, we conclude
that the doctrine of double effect is not essential for
justification of the use of these drugs, and may act as a
deterrent to the provision of good symptom control.

Lancet Oncol 2003; 4: 312-18




Oral morphine and respiratory function amongst hospice inpatients with advanced cancer:

Table 2 Morphine dose, plasma levels, and respiratory assessments

Patient Smoking Concurrent Dys-| 4-Hourly Morphine plasma Mean pH pCO, pO, HCO,
no. history respiratory pnea| morphine levels (ng/ml) peak (mmHg) {(mmHg) (mmol/)

disorder dose (mg) flow

Pre- Post- (1/min)
extraction extraction

R1 + Chronic bronchitis - 30/45 170 21 300 7411 395 86.2 24.7
R2 + Chronic bronchitis - 30 130 19 325 7.359| 40.6 79.3 224
R3 + Chronic bronchitis - 30/20 170 8.2 115 7.331| 258 122.2 13.3
R4 = - - 30 290 57 170 7407 445 76.2 27.6
R10 - - - 60 88 81 240 7421 385 65.2 24.7
R11 + Tuberculosis/ + 30 140 9.5 97 7.402| 40.3 86.7 24.7

chronic bronchitis
R12 - - - 30 210 26 233 7.465| 363 94.6 259
R13 + Chronic bronchitis  + 30 220 20 293 7.403| 39.6 48.3 243
R14 + Chronic bronchitis - 30 140 12 313 7441 409 82.0 27.5
R15 - - - 30 190 18 320 7417 30.8 101.8 19.5
R16 = - - 30 110 25 200 7415| 36.5 109.7 23.1
R17 + Chronic bronchitis = 30 370 59 350 7.446| 29.5 123.5 20.1
RIS + Chronic bronchitis  + 45/60 280 47 213 7.426| 41.7 75.8 27.1
R19 + Chronic bronchitis - 45 210 53 407 7.4421 40.0 91.8 27.0
R20 - - + 30 160 70 70 7.324| 52.1 64.7 26.4
R21 + Chronic bronchitis - 45 230 78 220 7.386| 383 81.6 237
R22 + Chronic bronchitis  + 30 200 49 170 7.429]| 42.1 97.4 27.5
R23 + Silicosis/chronic + 30 160 18 193 7.388| 39.7 75.1 23.5

bronchitis
R24 + - - 90 380 40 287 7413| 38.6 91.1 28.3
R25 + - - 45 300 33 220 7487 36.7 87.1 27.6

Walsh TD, et al. Support Care Cancer (2003) 11:780-784



Morphine-induced Respiratory Depression:

® Via activation of p-opioid receptors at specific sites in the CNS
including the pre-Botzinger complex, a respiratory rhythm generating
area in the pons

« Antagonist: Naloxone

* In a real world*:

- Patients are willing to consider opioid treatment for chronic
breathlessness, despite the occurrence of adverse effects

- Physicians remain reluctant to prescribe opioids for chronic
breathlessness

Pro and Cons: differ depending on the subjects status

* Verberkt CA, et al. Eur Respir J. 2017:22:171153
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Level of Tx
Period of uncertainty
Tx
Comfort cares
Ds Onset Advance Death expected Death Pt's family care

Modified from Lanken PN et al., Am J Respir Crit Care Med 2008; 177: 912-927



How ea I’|y?2 The patient with ILD journey and prompts for considering palliative care referral

Diagnosis How to live well )
Prognosis Managing symptoms Prognosis . Support in the community
Treatment options Nutrition, exercise Advance care pI?nnlng Where to ask for help
Information seeking {\ {\
Diagnosis Oxygen

Grief & Acceptance

Start of symptoms

End of life care

Fear of the future

t°T t t1

Prompts for palliative care referral

Chest infection / exacerbation

Onset of new symptoms / worsening symptoms
Hospital admission

Decline in physical functioning

Initiation of oxygen

. . . . .

Palmer E, et al. Palliativ Med 2022;36(8):1171-1185



o|R X Al (Medical-Assistance in Dying)
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AP B ZHH ME X7 ZHH YA WY,

- A A HO| = 2|2k M (Advance directive, AD): A4 I &

- HHO| = A=l Al (Physician order for life-sustaining
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Figure 3. Kaplan—-Meier Estimates of Survival According to Study Group.
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O
o 2' = '8' E-I 4"|;'I Zl (Beauchamp T, Childress J)

* The ‘4 quadrants’ approach:

Medical Indications Pt's preference

QOL Contextual factors

(Jonsen A, Siegler M, Winslade W in 1982)
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Respondents were asked, “A 64 year old female patient with severe
90% pneumonia was admitted to your ICU 3 days ago and is receiving
mechanical ventilation, intravenous vasopressor infusion and antibiotics in
your ICU. She has coagulopathy and mild renal dysfunction, not requiring
dialysis. Other organ function is within normal limits. Her neutrophil count
remains high, but the temperature is decreasing. You advise the family that
70% the patient has a reasonably good chance of recovery. The family
repeatedly and forcefully express that they are concemed about the
increasing cost (financial burden) of the patient’s stay in ICU. They insist

0
60% on immediate withdrawal of life-support treatment to avoid further medical
bills. Do you withdraw or withhold life support therapy?”
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Fig. 4 Proportion of respondents by country and region who would almaost always or often withhold and withdraw life-sustaining treatments in
this case scenario. Blue bars refer to low-middle-income countries and regions. Green bars refer to high-income countries and regions

Phua J. et al. Intensive Care Med. 2016;42:1118-27
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Palliative and Terminal Care

 Planned care
based on Patients’ need based, scheduled discussion

« Place of care: home, hospital

e Goal: 1) comfort 2) hygiene 3) dignity
* |evel of palliation: ventilator, CPR, Sx control

« Control of Dyspnea:

- Oxygen
- Morphine: 2 mg iv repeated at 10~15 min interval until Sx
subsided, then begin continuous infusion at ¥z of loading dose/h.
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