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Blood gas - pH w7220

Blood gas - pCO2 A116 mmHg

Blood gas - pO2 w534 mmHg

Blood gas - Base excess,ECF & 19.8 mmaol/L

Blood gas - Base excess A160 mmaol/L

Blood gas - Bicarbonate,std a399 mmaol,/L

Blood gas - Bicarbonate,act a475 mmol,/L

Blood gas - Total CO2 Yl mmol,/L

Blood gas - O2 saturation 90.7 %

Blood gas - O2 content w57 mmaol/L

Blood gas - Anion gap. K 7.5 mmol,/L

lonized Ca, Blood gas 1.20 mmol/L

lonized Ca,normalized 1.08 mmaol/L

Lactic acid, Blood gas w3 mmaol/L



Case. F/67 Dyspnea
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* Total distance walked in 6 minutes - 120(m)

Number of laps 2 (*60 meters) + Final partial lap 0 (meters)

* Minimal SpO2 during exercise - 86(%)

**Inﬁihgtfﬂ EoygEEEESE 2
- W=7

JTll_--‘«-l_l_ll. .-k Ef:l

** Caturation(RA)24%-Home02 ArSA 2L 96%

Home 02(2020.3.18) 0.5 / 1.5(NIVA]) (O 2.25-)

o yE
ZOrH Ho[4olglo AE FEE et AEHES 2

NIV (2019.5) > PSV(2025.5): IPEP18-EPAP4 RR 16 : MV3L/m O[&

HAY (+-S7tEm) z= Cro
Blood gas - Hb 10.0 g,/dL
Blood gas - Hct 29 %%
Blood gas - pH 7.358

Blood gas - pCO2 70.9 mmHg
Blood gas - pO2 203 mmHg
Blood gas - Base excess,ECF 135 mmaol/L
Blood gas - Base excess 114 mmaol/L
Blood gas - Bicarbonatestd 34.0 mmaol/L
Blood gas - Bicarbonate,act 39.0 mmaol/L
Blood gas - Total CO2 41.2 mmol/L
Blood gas - 02 saturation 433 9%
Blood gas - 02 content T mmol;/L
Blood gas - Anion gap. K 133 mmol;/L
lonized Ca, Blood gas 1.14 mmol;/L
lonized Ca,normalized 1.12 mmaol/L
Lactic acid, Blood gas 1.13 mmol;/L



Current Hospice Utility In Korea

2008 8,912 5,046 7.3 68,912 h,046 7.3
2008 68,780 6,365 0.1 69,780 6,365 91
2010 72 046 7654 10.6 72 046 7,654 10.6
2021 g2 688 19,185 23.2 A9 460 19,7228 21.5
20272 g83,378 20,198 24.2 96,619 20,266 21.0

Ok Wi SE7|2E 189 27.8 37 339
2023 gh,277 22,323 26,2 99 421 22,384 225

Ok H2id =575, -

ObAd = & & X 12 176 15 13.8

Ops) JFHE} a7 39.8 25 229

EEELES 9 13.2 32 29.4

=84 Y TS 1.5 0 0.0

O . A 68 100.0 109 100.0

AEXE +14,140H

At A +718

2024 RIS AIA 5102 A3 2 A



Definition of end stage of chronic lung
disease In Korea
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Consensus guidelines for the definition of the end
stage of disease and last days of life and criteria for
medical judgment

PRACTICE GUIDELINE pISSN 1975-B456 / elSSN 2093-5951
 Korean Med Assoc 2018 August; 61(8):509-521 https-//doi.org/10.5124/kma.2018.61.8.509




Definition of end stage of chronic lung
disease in Korea (A H
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Act on Hospice-palliative Care and Life-sustaining Treatment Decision-making. No. 14013 (Feb 3, 2016)



Consensus guidelines for the definition of the end
stage of disease and last days of life and criteria for

medical judgment
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Definition of end stage of chronic lung
disease

- H| b T E A2 (Non malignant Chronic lung disease )

2 57|E2HNon malignant Chronic pulmonary disease )

nced Non malignant Chronic lung

S S|[HI&-d|2HE =& 7| 2 2H (Advanced Non malignant Chronic
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1. Definition of Advanced(Serious) illness

« “Serious illness” is defined as a condition associated with:
1) a high risk of mortality,
2) substantial impairment in quality of life and daily functioning
3) significant symptom burden and/or caregiver distress.

J Palliat Med 2014; 17: 985.



Table 1: Definitions of advanced COPD

Criteria

Definition of end-stage pulmonary disease (life expectancy of 6 months or less) by the US National Hospice and

Palliative Care Organization

Sewvere chronic lung disease
Disabling dyspnea

Disease progression

Hypoxemia at rest on room air

Right heart failure
LInintentional progressive weight loss

Festing tachycardia

Dwspnea at rest, poorly or unresponsive to bronchodilators, resulting in decreased functional capacity
(e.g.. bed-to-chair existence), fatigue, and cough. Objective evidence: FEV, < 30% pred after
bronchodilator (not necessary to obtaimn)

Increasing wvisits to the emergency department or hospitahzations for pulmonary infections and/or
respiratory failure or increasing clinician home visits before initial certification. Objective evidence:
serial decrease of FEV > 40 ml/yvear (not necessary to obtain)

PO, =55 mmHg or oxygen saturation =88% on supplemental oxygen determined either by arterial blood
gases or oxygen saturation monitors or hypercapnia, as evidenced by PCO, =50 mmHg

Secondary to pulmonary disease (cor pulmonale) (e.g., not secondary to left heart disease or valvulopathy)
=10%% of body weight over the preceding & months

= 1M mmn

Definition of end-stage COPD by clinical features

Aarflow himitation
Performance status

Other critena (at least one)

Group D patients defined by GOLD
Charactenistic
Spirometric classification

Exacerbations per year
mMRC or CAT

Very severe (FEV <30 pred)
Severely limited and declining

Advanced age; Presence of multiple comorbidities; Severe systemic manifestations/complications of COPD
(e.g. chronic respiratory failure, body composition alterations, peripheral muscle dysfunction, respiratory
muscle dysfunction, osteoporosis, pulmonary hypertension, cardiac impairment, fluid retention/edema))

High risk, more symptoms (compared with group A, B and C patients)
GOLD 3 or 4 (Severe or Very Severe airflow limitation)
=3

mMRC grade = 2 or CAT score = 10

FEV : Forced expiratory volume in 1 s; COPD: Chronic obstructive pulmonary disease; GOLD: Global Inntiative for Chronmic Obstructive Lung Disease;
mMREC: Modified British Medical Research Council questionnaire; CAT: Chronic Obstructive Pulmonary DMsease Assessment Test.

Chin Med J 2015:128:2952-9.
The National Hospice Oraanization. Hosp J 1996:11:47-63.



Poor prognostic predicters in COPD

COPD

Frequently cited thresholds: mortality within 6-12 months.
FEV1 < 30% predicted (GOLD stage V)
FEV1 < 50% with chronic respiratory failure

Chronic hypercapnia (PaCO2 > 45-50 mmHQ)
Long-term oxygen therapy (LTOT) dependence
Home non-invasive ventilation (HMV)

Celli et al., 2004 — BODE index (NEJM)
Puhan et al., 2009 - ADO index (Thorax)
Jones et al., 2011 — DOSE index (Thorax)



Poor prognostic predicters in Bronchiectasis

* No single standard :

* Bronchiectasis Severity Index (BSI)

-higher mortality and hospitalization

-Age, BMI, FEV1,hospitalization, exacerbation , dyspnea,
pseudomonas colonization, radiology

« E-FACED Score

- prediction of mortality and exacerbations

- Exacerbation, Age, pseudomonas, radiology, dysepna Am J Respir Crit Care Med 2014,
International Journal of COPD 2017



Practical synthesis used in many studies

» Advanced airway disease with
- Severe irreversible airflow limitation
- Chronic respiratory failure (LTOT + NIV)
- Refractory dyspnea and functional dependence
- Recurrent hospitalizations or ICU admissions
- Progressive decline despite maximal guideline-based therapy

 This constellation with high 6-12-month mortality



2. Non-malignant vs Malignant lung disease

100+
90 Prevalence of problem in the last year of life
80—

70—

60—

Symptom Prevalence (% of patients)

50
40— B Fain

B Breathlessness
30 I Fatigue or lack oFenergy

B Anorexia

M Nausea or vomiting
20- M Constipation

Anxiety or nervousness

10+

M Depression or sadness

Dry mouth

Sleep disturbance

kb Dementia  AIDS N Engl J Med 2015;373:747-55.

Cancer Congestive

Heart Failure|



Symptoms of terminal patient with COPD or lung
cancer

A total of 82 patients (50 COPD and 32 LC)

Cohort study
Telephon interview sasendi
Summary of Quicomes at Baseline
COPD, n (%) LC, n (%)
Difference
Outcome A0 (100) 32 (100) ( Pvalue)
Breathlessness prevalence 48 {96) 24 (75) .00 5
Continuons breathlessness 26 (52) 7(22) .007
Breathlessness severity, mean (SD, range)
= Ohver the last 24 h 32 (2.5 0—-10) 1.8 (2.0, 0—=T) 0.007
Severe scores (=5H) 16 (32) 3(9) 018
Maximum over the last 24 h, mean (SD, range) 42 (2.7, 0—9) 2.1 (2.5, 0—7) (.00 1
At the moment of iInterview 1.9 (1.9, 0—6) 1.0V (1.4, 0—4) .018
At rest 1.3 (1.5, 0-=5) 0.8 (14, 0—5) 0.188
At exertion .3 (2.4, 0—=10) 3.4 (2.6, 0—8) (.00 1
Functional status, mean (SD, range) be.8 (14.4, 30—90) 76.9 (15.1, 30—100) 0.017
< 8 32 (54 L (31 IXITTE
Distress, mean (SD, range) 46 (2.4, 0—10 4.5 (2.5, 0—10) 0.775
Clinically meaningtul scores (=4) 37 (74) 2% (72) 0.832
Palliative care needs, mean (SD, range) 9.7 (6.9, 027 10.0 (5.8, 0—22) 0.683

J Pain Symptom Manage. 2014 Oct;48(4)



Symtomes In the last 12 months of life

~—— Breathlessness severity (a) —— Distress (b)
Functional status (c¢) Palliative care needs (d)
COPD LC
10
9-1
8—1
o C= —

0—4

ek 2k

L Y BN O3 VR T OF. T G ‘
211109 876 5 43 21 21110 9 8 7 6 6 4 3 21

months from death J Pain Symptom Manage. 2014 Oct;48(4)



Clinical course of End stage Disease
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Tragedy of End stage malignant disease

Palliative Approach/Care

e v
ncing hife-himiting
luding cancer

illness

« Engage in advance care
planning, Serious Iliness
& Goals of Care
conversations

ed weeks to months of life
pedical care to relieve symptoms MN:):.’::: "&' Symptom
: I:S':C‘YSL (ons,&',n s Psychosodial, emotional &
‘. 4 spintual supports*®
Pite offered to areatvers Bereavement & Grief supports™

« Optimize Quality of
Life concurrent with
desired treatment
and intervention

+ Provide early and
regular symptom
assessment and

management to ease

« Engage in advance
planning, Serious Ilin¥
& Goals of Care

conversations

* Optimize Quality of
Life concurrent with
desired treatment

and intervention

Use a palliative approach for
ny advancing life-hmiting
ess including cancer

* Provide early and
regular symptom
assessment and

nd-of-Life Care

stimated weeks to months of life

ive medical care to relieve symptoms
oing holistic supports to live well

e Care may be considered
Respite offered to caregivers

Active Pain & Symptom
Psychosocal, emotional &

Bereavement & Gnief supp

mptom burden « Provide indi + Engage with and
and family ed\@ation optimize community
supports

management to ease
mptom burden

« Engage with and
optimize community
supports

*not restricted to kast days /ho
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2014 World Health Assembly

« Disease continuum (2 29| M)
» Holistic(® 21 A), Multidisciplianry(EHA|)

N

« Person-centered (7 21-Z4!)

Active Minimal No
Diagnosis  disease disease disease
directed directed directed Death
treatment treatment treatment
Bereavement
Screening

} b

—
Course of illness

From Myatra et al, 2014



Comprehensive approach to
the management of dyspnea in advanced
COPD patients.

Initiate & Otimize opicid therapies

Short-and lang-acling agenls

Initiate & Otimize non-pharmacoloegic therapies

Exercise, Pursed-liip breathing, Walking aids, Cheas! wall vibralion, NMES

Initiate & Otimize pharmacelogic therapies :

SABA, LABA, LAMA, ICSLABA, FDE, inhibifors

dyspnea

Exclude Regular follow-up End of life care
contributing causes T —-

And reassessment



Curalive=resioraliva carea

Palliative care

An official American Thoracic Society clinical policy statement:
palliative care for patients with respiratory diseases and critical

IlInesses.
Onset of disegse Time —» Death
B
o
i
% Curativa-rasloralive care
=
i
= Palliative care
= o Curative
— Palliative .
Oneel of dispasse Tiva — __Degth care restorative
E care

=

[ Palliative cara

— =1,

o . .-"'- ",I

2 | Curative-restorative cars Py \

= -t A

E Hospice Y

u R .

E et == Y

Cinsel of disease
sympioms

"l_'l._ﬂ
Ceadlh Bereavermenl

Am J Respir Crit Care Med 2008.



Palliative care for people with
Non-malignant chronic lung disease

 Ensure access to holistic, multidisciplinary assessment
(physical, psychological, social, spiritual/existential)

* Integrate palliative care into standard respiratory care

 Provide pathways to specialist palliative care for persistent
or complex needs

Eur Respir J 2023; 62: 2202014



Hard to define
End stage In airway disease

* No single standard definition
- prolonged, fluctuating organ-failure trajectory, unlike many cancers.

 Key challenges highlighted in the literature:
1) Prognostic uncertainty (sudden death vs slow decline)
Long term limitations with intermittent serious episodes

2) Poor accuracy of physician survival prediction
3) Patients may appear “stable” shortly before death

‘ Difficult to initiate advanced care planning —



Perception of Patients with Severe COPD

A story with no beginning

fve had it forever
“How it started is anybody's guess; there is noway of knowing .
.. 50 it hasalways been my belief that something happened in

A middle that is a way of life

Anuncertain and unlooked for end

Part of ageing

“I fear | am getting worse (which is understandable), it's like

I dort know when
Interviewer: “So, I'll come and see you again inabout 6 months

iy youngeryears that started the damage.” [T06.1]

Interviewer: “So when did it stag®

“Umni | think | was, | mean I've always been bot he red with
bronchitis and things like that through my life.” [L03.1]

1"|'|' tell you abou r a milesione .

i

“I've had it forever
"R AR =X =

= AT

HEZc
ol dY(EY HY)= olop7|e

anyotheriliness. Wslike ageing, vou are getting olderand that  time.. .~

really is the illness is getting worse as well” [H6.1]

“Im all right if | sit still. 1t's all just part of getting older |
suppose.” [T03.1]

Nothing to be done

“Oh it's certainly not very pleasant no, but that's the way it
worked out, you know | tried it, it's not going towork for me
whatever the reason. There's nothing can be done.” [F02.1]
Exacerbafions are solated episodes

“If | am still alive in & months time.”

Interviewer: “l hope youwill be, doyou think vou might not be?”
‘I don’t know.” LO4.1]

Unlooked for

“Even the doctor said that, itwon't get any better. What |
thought, actually | could stay in the same sort of level. . "

F07.3]
vy | et s e A" bl al Pes e briones s e et bar bk | b assesat

“Mow I'm fine, but | had a badtime over Christmas. | got ache

infection atthe beginning of December and it took me till Feb

| don't know when”

RICE 2 A|Z

[T01.4 daughter in a joint interview with her father

Fil link it with the story of another health problem

I had a major op inthe InfirMmary in, 1985 was it? No, no, 94,
93. |had anabscessonthe bowel. Theythought | had cancer. |
was worried.” [L04. 1]

i can't tell you “when” so Fil tell you “how”

Interviewer: “So when did it all stant?™

“Well first of all it was with smoking. | was a smokerand just
couldn't stop.” [T02.1]

“See he was a smoker .." [T05.1 wife]

“We used to put that rubber on carpets and vulcanise it. . . we
didn’t realise that we were inhaling all that smoke.” [T05.1]

shake it off. But no, I'm fine again now. Back to normal.” [T01.

*“Nothing can be done”

*“It's part of getting older”

«2r3t= “isolated episode”
2| = 2: "Back to normal”

“I'm not getting better, but not worse either”

= L L L L—_
=2 # COPDO| AN A1
COPDE 22 &Fgoix = ZY
1t CHH|
Q. "0l Ho 2 32 = UL}

COPD; "AM 7} ZHX|"




Original Article

Perception of Long-Term Oxygen Therapy ot
- = 2005-8184{0nline)
for Chronic Lung Diseases May Affect Tubere Respir Dls 202487100114

Poor Adherence in Korea

—

Unwanted atention s —

No need for oxygen | 1
Fear of persistent LJE-E:__ 3 150
Cmt_— 98 .
Fear that oxygen is harrnful_- 53 20
Heaviness p—
Low battery 73 [ Reasone for avoiding
0 10 20 % 4 50 meemOlo,
LT portable OT (n=41)

Tuberc Respir Dis 2024;87:100-114



Clinical triggers instead of survival thresholds

Commonly proposed triggers include:

High performance initiation of long-term oxygen therapy or home NIV,
ICU admission for respiratory failure,

recurrent hospitalizations,

severe dyspnoea (MMRC 4),

high prognostic index scores (e.g. BODE >7).

status

Low performance status Death
Eur Clin Respir J 2018



Prognostic paralysis

* Prognostic uncertainty
>clinicians hesitate to initiate ACP or palliative care

1. Crisis-driven decision-making
ACP and goals-of-care discussions occur during acute respiratory failure, immediately before

intubation,or after ICU admission.
At these times, patients often lack decision-making capacity, transferring the burden to surrogates.

2. Default escalation of treatment

In the absence of explicit preferences:
invasive life-sustaining treatments become the default, even when they may conflict with patient

values or goals.

3. Delayed palliative care referral
patients with advanced COPD or ILD are referred to palliative care:
days to weeks before death, significantly later than patients with cancer.

MJ 2002; 325: 929.



Needs-based Initiation from Prognosis-based

Prognostic uncertainty should not delay advance care planning; rather, it should

prompt it.
ACP is not a prognostic exercise,
but a preparatory process for uncertain future scenarios

> a justification for early and iterative conversations

Shift from prognosis-based to needs-based care
“Is this patient in the last 6-12 months of life?”
“Does this patient have unmet physical, psychological, social, or decisional

needs?”

Eur Respir Rev 2024; 33: 240120



Practical alternative to a End-stage definition

Clinicians should ask:
“Does this patient have unmet physical, psychological, social, or decisional needs?”

Meeds-based criteria Disease-based/health service utilisation criteria
Physical or emotional symptoms (e.g. poor symptom control, Hospital use (eg. admission, frequency of admission, admission for
breathlessness, pain, weight loss, cachexia) exacerbation)
Functional decline (e.g. increasing care dependency, low 6-min walk test or  Respiratory status (e.g. FEV; <30% pred, respiratory insufficiency,
gait speed, unable to meet ADLs) GOLD stage 3-4)
Psychosocial (e.g. social needs, supportive counselling, spiritual or Advanced respiratory therapies (e.q. invasive/noninvasive
existential concerns) ventilation, home oxygen use)
Decision support (e.g. ACP, hospice referral, care coordination) Disease progression (e.g. deteriorating lung function, heart failure,
low albumin, multimorbidity)
Person with illness or informal caregiver request for palliative care Prognosis (eg. “surprise question” [T0], life expectancy <6-
12 months)
Informal caregiver distress or need for support Comaorbidities (e.q. cancer, renal failure, diabetes)
Other (e.g. ethical concerns) New diagnosis (ILD specific)

End-stage care (e.g. terminal care, lack of treatment options)
Other (e.g. frailty)

Eur Respir Rev 2024; 33: 240120
Fiir Recnir | 720726272 770701A4



Advanced care planning

« Documentation is important, but the conversation itself is
central.

« Reframe ACP as an ongoing process
. The literature stresses that ACP should be:
- Initiated early,
- revisited regularly,
- adapted to disease progression,
- focused on values rather than fixed treatment decisions.

Eur Respir Rev 2024; 33: 240120



Stage-based models of health behaviour
change In advance care planning.

Clinician's tasks:

Educate and normalise
advance care planning
Manage uncertainty Explain severity and
Address emotions impact of disease

"I have (not) changed
my mind"® Maintenance/
Revisit and review relapse

Advance care
planning

Discuss potential
treatment options and
their implications

E CRF: wee ks to months
ARF: days to hours

Advance care planning

i 1 1 : -
+/- advance directive Review goals of care

Encourage involvernent of surogates
Referto evidence-based programmes

Record patients' wishes
and designated surrogate

Eur Respir Rev 2024; 33: 240120



'The Limited Value of

Dementia-Specific Advance
Directives

Hastings Cent Rep. 2021 Mar;51(2):4-5.

by Rebecca Dresser

» Professor of Law, and Professor of Ethics in Medicine Washington Univers g

Palliative Care for Patients with Terminal Dementia* i]uH.Q_lx'l 7'[.15-. xﬁﬁ}oﬂ u:]%
D7\ X uf Ao HAvtolw* A& =8 Al€l(Advance Care Planning)®)
B2 HAIS H 17 A H 25, 2011 TRA AA A

J Korean Soc Bial Ther Psychiatry Vol 7. No 2. 201

HAE|HS 39(3), 2019, 041-072
AME o= Sole & WA df= Y] Arelo] Health and Social Welfare Review

http://dx.doi.org/10.15709/hswr.2019.39.3.41
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that advance directives are often made under =722 HE |
conditions of severe epistemic limitation. HZESH AFEROf| A é)l-o'
Individuals without dementia routinely misjudge what AIH| k| Of AHEf Q]

life with cognitive impairment will actually be like.

Many people adapt to conditions they previously (2) ‘HH|Mo| o
believed would be intolerable.
Preferences expressed in advance therefore may not Mo = Bt
reflect what the person would choose if they had - ==
accurate experiential knowledge. (3) AHHe|2 A2 2 O|Ef S M|t = of| Z5HX] ZotCt.
From this perspective, advance directives about MHapA] AFE XJAlS RE BE AEfOA S| A
dementia risk being based on fear, stigma, or false S TN O| SHAFE ‘2 K|S TpAHO| A
assumptions, rather than informed understanding. CE Matn| ZIcH




The Limite

Dementia-
Directives

by Rebecca Dresser

» Professor of Law, anc

that advance directives

conditions of severe epm
Individuals without dem
life with cognitive impai
Many people adapt to @
believed would be intolé¢
Preferences expressed ir
reflect what the person
accurate experiential k
From this perspective, a
dementia risk being bas
assumptions, rather th

formation, describing symptoms associ-
ated with different stages of dementia
and the types of treatment issues that
can arise. But the directives tocus almost
exclusively on the negatives. For exam-
ple, a widely publicized form lists only
the losses and impairments that occur.
[t says nothing abourt the abilities that
people retain, including the content-
ment, relationships, and even joy that
people experience, particularly if they
are living in settings respectful of their
needs and interests.” None of the direc-
tives refer to supplementary educational
materials, such as accounts by people
living with dementia or by their family
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Case. F/67 Dyspnea
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#2. TB destroyed lung
#7. Rt Heart failure
-» PAH d/t Chronic lung disease (TB Destroyed lung)
: Echo (2017.4.14-»6.23) PAP =53.6mmHg Lasix /aldactone
PFT (2016.6.21) : 51% 0.50 (20%) / 0.96(329)
AMASAMCARASANGCCE (M/M/MN/MN2017.7.12)

ICS/LABA + Home 02, singular (FOSTer)
diuretic =&
47kg (2017.4.28) 46kg(2017.6.23)45.1kg (2017.7.31)

=*|nsihgt(+) 22/ HEH TS = 218 AET|SEHHSAUEH)
D OIZ=7F S2T0HH o400 A= YE2 flel NE dEs ST (T
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EXES| Co2 retension 2 PAH djt crhocni lung disease (TB destroyed lung) £
E 218 W/Q mismatch £ 218 S40(2F A E
Diuretics / Oxygen / anti platelet
-> 54 % Echo st
CEET(BE) - 2E HUV 2R EET HE 28

ZTET o= E 27 Sl AEYH s " g5
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MV 0| ZY = EHEHE VBGA 7.24 946 417 97% > ABGA 7.30 20 U2 E F=FH.
== 29| A E 2T = = dH 7|5 Yot Tracheosotmy £ S8l NIV 222 &
HE| HRE UE F oyiry 220ty F X = oSl BET Ol SHE(E| EE

—~

W=7 EFoIH Ho|Mo|2d Az HEE 2L AR g2 EEFE (TY
S0 B o D
== Caturation(RA)24%-HomeD2 AFE A2 96%
MIV (2019.5) > PSV : IPEP16-EPAPS)
** Home(Q2(1.5L/m in: 2020.3.19)
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Conclusion: Ppalliative care of advanced chronic airway diseases

Defintion
 Hard to define End-stage Chronic lung disease d/t
Prognostic uncertainty (sudden death vs slow decline)

* Integrate palliative care into standard respiratory care
Provide pathways to Respiratory Specialist palliative care for complex needs

When to start
« Promote Need based initiation with disease based indicators

Ensure access to holistic, multidisciplinary assessment
(physical, psychological, social, spiritual/existential)

ACP for patients
* Deliver ACP as ongoing process according to Patient’s Value and Goal
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