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COPD is the fourth leading cause of death in the United States and is a serious respiratory illness

characterized by years of progressively debilitating breathlessness, high prevalence of asso-

ciated depression and anxiety, frequent hospitalizations, and diminished well-being. Despite

the potential to confer significant quality-of-life benefits for patients and their care partners and

to improve end-of-life (EOL) care, specialist palliative care is rarely implemented in COPD, and

when initiated, it often occurs only at the very EOL. Primary palliative care delivered by frontline

clinicians is a feasible model, but is not integrated routinely in COPD. In this review, we discuss

the following: (1) the role of specialist and primary palliative care for patients with COPD and

the case for earlier integration into routine practice; (2) the domains of the National Consensus

Project Guidelines for Quality Palliative Care applied to people living with COPD and their care

partners; and (3) triggers for initiating palliative care and practical ways to implement palliative

care using case-based examples. This review solidifies that palliative care is much more than

hospice and EOL care and demonstrates that early palliative care is appropriate at any point

during the COPD trajectory. We emphasize that palliative care should be integrated long before

the EOL to provide comprehensive support for patients and their care partners and to prepare

them better for the EOL. CHEST 2022; 161(5):1250-1262
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COPD is a serious respiratory illness and the
fourth leading cause of the death in theUnited
States.1 COPD also has remained an
important cause of disability, especially
among older adults.2 Patients often
experience declining functional status,
progressively debilitating breathlessness,
unrecognized and undertreated psychological
symptoms, and frequent hospitalizations near
the end of life (EOL) that contribute to poor
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quality of life (QOL) and social isolation.3

Patients frequently express difficulty coping
with COPD’s unpredictable illness trajectory,
and their care partners also experience
significant burden.4,5 In these situations,
palliative care initiated early in the COPD
trajectory has the potential to provide
significant QOL benefits for patients and their
care partners to prepare them for the EOL.
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Chronic Obstructive Lung Disease (GOLD) guidelines
discussing a role for palliative care in COPD,3 calls for
palliative care from multiple national organizations,6-8

and real-world examples of successful palliative care
implementation for those living with COPD.9 However,
significant barriers exist that prevent routine uptake of
palliative care in COPD, making its use exceedingly rare
and preventing its proactive integration.

Purpose of Review
The purpose of this review is to discuss the role of
palliative care in COPD, with a specific focus on primary
chestjournal.org
palliative care delivered by frontline clinicians. First, we
define terms and review data on palliative care in COPD,
including barriers to its early integration and success
stories. Then, we offer practical recommendations to
integrate early palliative care into routine COPD
practice informed by domains of the National
Consensus Project (NCP) Guidelines for Quality
Palliative Care, including triggers for initiation and case-
based examples. We hope that readers will recognize
that palliative care is more than hospice and EOL care
and will understand that early palliative care is
appropriate at any point during the trajectory of COPD.
Brief Methods
Our team included experts (A. S. I., D. R. S., K. O. L., L. F. R.) who
integrate palliative care into pulmonary-critical care medicine through
health policy advocacy and clinical and research endeavors. Our team
met virtually from 2020 through 2021 to discuss the current state of
palliative care in COPD and the structure of this review. We developed
an outline and list of potential topics informed by the NCP Guidelines
for Quality Palliative Care10 and achieved consensus through group
discussion of the final topics to emphasize. We cross-referenced
COPD with the following search terms in PubMed to guide this
review: palliative care, supportive care, end-of-life care, and hospice. We
organized overall themes into two main sections: the role of palliative
care in COPD and practical recommendations for integrating
palliative care into routine COPD practice.
Palliative Care Is More Than Hospice

Terminology

Palliative care provides comprehensive support for
several domains of physical, emotional, spiritual, social,
and respite care needs experienced by patients who live
with a serious illness like COPD.10 An interprofessional
team supports the broad needs of patients and their care
partners and helps them to cope with living with a
serious illness while proactively planning for the EOL.11

The misconceptions that palliative care is only
appropriate at the very EOL in the ICU, that it
encompasses only goals of care discussions, and that it
can function only as hospice care are significant barriers
to its early integration in COPD.12 Many pulmonary
clinicians even interchange the terms palliative care and
hospice because of misconceptions regarding the
fundamental differences. To be clear, palliative care is
appropriate from the time of diagnosis of a serious
illness and can continue concurrently with illness-
directed therapies (Fig 1).6 Palliative care should begin
long before a person reaches end-stage COPD, which
typically is defined as having very severe airflow
obstruction on spirometry (FEV1 < 30%; GOLD stage
IV) and receiving maximum medical therapies and is
ideally suited before someone has experienced a
significant decline in their well-being and functional
status. In contrast, hospice care in the United States is
appropriate when curative options for a terminal serious
illness are no longer deemed appropriate and when a
patient is estimated to have only 6 months to live.10

Hospice care provides support for symptoms such as
pain and refractory breathlessness near the EOL,
prepares a patient and their families for death, and
supports family with respite care and bereavement.

As illustrated in Figure 1 and prior models of Murray
et al13 and Maddocks et al,14 COPD generally has a
variable and slow progression, often over years and
punctuated largely by unpredictable exacerbations that
accelerate declines in well-being and functional status.
This illness trajectory in COPD can be heterogenous,
and some patients may not experience a variability or
decline toward end-stage COPD. This is in contrast to
the relative clinical stability and precipitous decline near
the EOL in patients with other serious illnesses such as
advanced cancer and idiopathic pulmonary fibrosis.
Notably, recent therapeutics and antifibrotics have made
the trajectories of these serious illnesses also
heterogenous.

Addressing the challenges of integrating palliative care
too late in a serious illness, a movement has existed for
some time to bring proactive palliative care in the
trajectory of serious illness, that is, early palliative care
(Fig 1). Patients with moderate to very severe COPD and
their care partners support early palliative care that
begins in less severe COPD stages (FEV1 < 80%; GOLD
stage II) and increases in intensity as symptoms, care
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Early Palliative Care and Trajectories of Decline in Serious Illness

Early palliative care increases in intensity as
symptoms, needs, and hospitalizations worsen.

- COPD/Heart failure
- Advanced cancer/Idiopathic
pulmonary fibrosis
- Early palliative care

Continue life-prolonging therapies, symptom
management, & advance care planning

Shift focus from cure to bereavement,
respite care, & survivorship

Hospice care

End-of-life care

Death

Historically late
palliative care

Hospitalization

Figure 1 – Diagram showing early palliative care and trajectories of decline in serious illness. This figure illustrates the declining trajectories of well-
being and function (y-axis) in serious illness over time (x-axis). Compare COPD and heart failure (red) with advanced cancer and idiopathic
pulmonary fibrosis (blue), and visualize how hospitalizations (þ) detrimentally impact well-being and function. Early palliative care (gray) starts
proactively in the disease trajectory and increases in intensity over time as a patient experiences worsening symptoms, needs, and hospitalizations
approaching the end of life (EOL). This approach seamlessly transitions from life-prolonging COPD therapies to a focus on comfort through hospice,
EOL care, respite care, and bereavement.
needs, and hospitalizations worsen approaching the EOL
(Fig 1).4 During this time, a person living with COPD
who is receiving early palliative care can and should
continue to receive all COPD-directed therapies and can
be referred for advanced COPD therapies such as
endobronchial valves or concurrent lung transplantation
evaluation, if appropriate. When the disease reaches its
terminal stage, the focus then shifts to comfort, EOL
care, bereavement, survivorship, and respite care, which
early palliative care has been preparing for all along.
Unfortunately, palliative care historically is consulted
only late in the COPD trajectory near the very EOL
(Fig 1), which does a great disservice for patients and
their families.

Specialist and Primary Palliative Care

Palliative care can be delivered by specialists and by
clinicians trained in primary palliative care who are not
formally board certified in hospice and palliative care.
Specialist palliative care is provided by interprofessional
teams of physicians, nurse practitioners, nurses,
chaplains, social workers, and others as part of inpatient
palliative care consultation services and outpatient
palliative care clinics. Despite the overall growth in the
number of hospitals that have access to specialist
palliative care services in the past few decades,
ambulatory palliative care programs are rare, and the
number of subspecialty palliative care clinicians and
fellowship training programs is insufficient to meet the
1252 CHEST Reviews
growing demands of the aging population.15

Furthermore, this scarcity of palliative care specialists
results in significant racial and geographic disparities,
with Black and rural Americans having very limited
access.16

Approximately 15 million Americans have received a
diagnosis of COPD, and more than half of them will be
older than 75 years in the coming decade.17 As
Americans grow older with chronic and debilitating
serious illnesses like COPD, an estimated 10,000 or
more palliative care clinicians will be needed to meet the
rising demands.15,18 Congressional bills such as the
Palliative Care Hospice and Education Training Act
(S.2080) respond to this challenge by expanding the
palliative care workforce through training opportunities
for clinicians who are not palliative care specialists.19

This primary palliative care model in COPD could be
delivered by primary care and pulmonary clinicians who
receive training to integrate the principles of palliative
care into their routine practices.20 Accredited palliative
care training programs exist at several universities across
the country (Table 1).21 Some programs also offer online
training in values-based and serious illness
conversations, for example, the Center to Advance
Palliative Care, VitalTalk, and Ariadne Labs. Although
serious illness conversations are an important
Accreditation Council for Graduate Medical Education
milestone for pulmonary-critical care fellows, broader
primary palliative care training that is inclusive of all the
[ 1 6 1 # 5 CHE ST MA Y 2 0 2 2 ]



TABLE 1 ] Primary Palliative Care Training Programs

Program Name (Location) Brief Description

University of Washington Graduate Certificate in Palliative
Care (Seattle, WA)

Interprofessional curriculum designed for practicing
clinicians from nursing, medicine, social work, spiritual
care, and other disciplines seeking training in palliative
care. The program focuses on skills for delivering
integrated, person-centered palliative care using a
team-based approach, emphasizing individual and team
communication skills.

University of Pennsylvania Mid-Career Fellowship
(Philadelphia, PA)

ACGME-certified pilot midcareer fellowship program
allowing practicing University of Pennsylvania physicians
to complete an accredited palliative care fellowship in a
flexible format. The program is designed individually to
build on each fellow’s existing skills and structured in
conjunction with the clinical responsibilities.

University of Colorado Interprofessional Palliative Care
Graduate Certificate and Master of Science in Palliative
Care (Denver, CO)

Program designed to prepare clinicians as palliative care
community specialists using a hybrid online and live
learning environment.

University of Maryland Master of Science and Graduate
Certificate in Palliative Care (Baltimore, MD)

Interprofessional masters for practicing clinicians who want
further training in palliative care. The graduate certificate
can be tailored to five different domains of palliative care.

Medical University of South Carolina Palliative Care
Doctorate in Nursing Practice (Charleston, SC)

Program follows a master of science in nursing and provides
a plan of study for nurses to gain advanced training in
palliative care principles and clinical experiences.

Harvard Medical School Center for Palliative Care Courses
(Boston, MA)

Short courses in “Palliative Care Education and Practice,”
“Practical Aspects of Palliative Care,” “Palliative Care for
Hospitalists and Intensivists,” and “Art & Science of
Palliative Nursing.”

ACGME ¼ Accreditation Council for Graduate Medical Education.
essential elements of palliative care, such as
comprehensive symptom recognition and management
and care partner support, is not a universal component
of pulmonary-critical care fellowship training nor is it
widely available for practicing clinicians.22,23

A Brief Review on the State of the Science of
Palliative Care in COPD

It has been more than a decade since Temel et al24

demonstrated that early specialist palliative care
concurrent with oncologic care at the time of diagnosis
for patients with metastatic non-small cell lung cancer
was associated with improved QOL, better mood, less
aggressive EOL care, and increased survival. Recent data
have corroborated these benefits,25 and others have
shown that nurse-led and telehealth models in advanced
cancer improve outcomes for patients and their care
partners.26,27 The benefits of palliative care also extend
to patients with nonmalignant diseases such as heart
failure, where specialist palliative care is associated with
reduced health-care use, more home deaths, and more
cost-effective care, among other positive outcomes.28-31

Patients with COPD, however, rarely receive palliative
care, and if they do, it is often only very late in the
chestjournal.org
disease course compared with patients with cancer and
other advanced lung diseases.32-34 This is perplexing
because patients with COPD can have more prevalent
anxiety, depression, and refractory breathlessness than
those with advanced cancer.35 In older adults with
COPD in particular, patients receive hospice care on
average only in the last month of life, and significant
geographic disparities exist in its use.36 This late referral
to hospice care in COPD reflects the rare
implementation of early palliative care in this population
and may limit its ability to improve the quality of EOL
care if enacted earlier.

Several educational, clinical, and operational barriers to
specialist palliative care in COPD have been discovered.
Educational barriers include limited knowledge of
palliative care on the part of patients, their care partners,
and clinicians.4,12,37 In one study, only 30% of patients
with COPD and their care partners had heard of
palliative care, and pulmonologists also frequently mix
the terms palliative care and hospice, as discussed
earlier.4 Clinical barriers include a lack of consensus
referral criteria and a misplaced fear from
pulmonologists that palliative care clinicians will
overprescribe opioids and benzodiazepines that could
1253
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lead to respiratory suppression in patients with
COPD.12,38 Finally, operational barriers include limited
time to integrate palliative care or to have lengthy
advance care planning discussions in busy pulmonary
practices and a shortage in the specialist palliative care
workforce, especially in rural areas.12 Without more
specialist palliative care clinicians, this workforce
shortage in particular raises significant concerns about
the potential bandwidth of palliative care specialists to
handle a large influx of patients with COPD and
emphasizes the need for more pulmonary clinicians to
have access to and engage in primary palliative care
training.

These barriers may be discouraging, but success stories
do exist in COPD. Although the literature is missing
large, multi-site randomized controlled trials of
palliative care in COPD, observational data demonstrate
that specialist palliative care in COPD among European
populations has been associated with fewer hospital
deaths, reduced costs, and use of high-intensity care at
the EOL.39 In Canada, specialist palliative care has been
associated with a greater number of patients with
advanced COPD dying at home, a preference of most of
the population.40 Finally, interprofessional programs
that use respiratory therapists and spiritual care
professionals, such as INSPIRED COPD and
Breathlessness Services, have led to increased home
deaths, reduced length-of-stay during terminal
hospitalizations, and increased mastery of
breathlessness.9,41

Practical Recommendations for Implementing
Palliative Care Into Routine COPD Practice

National Consensus Project Guidelines for Quality
Palliative Care

In this section, we recommend ways to incorporate
principles of palliative care seamlessly into practice for
patients living with COPD and their care partners. We
highlight key domains of palliative care in COPD
informed by the NCP Clinical Practice Guidelines for
Quality Palliative Care (fourth edition),10 which set
“expectations for excellence among clinicians treating
patients with serious illness” across eight domains (Fig
2). Central to this framework is maximizing QOL and
function while living with COPD.

Domain 1: Structure and Process of Care: Domain 1
focuses on interprofessional collaboration and care
coordination across the continuum to reach patients
with COPD in hospitals, clinics, community settings,
1254 CHEST Reviews
and homes.42 Integrating interprofessional palliative-
focused teams into routine COPD care across the
continuum is vital for patients who are hospitalized
frequently and face complex transitions to home after
discharge. Establishing an interprofessional model may
be complex and challenging, especially in smaller
community hospitals with limited resources and few
palliative care specialists. However, interprofessional
clinics in Australia and England that use pulmonary,
palliative care, and psychology clinicians to care for
people with advanced COPD have reduced health-care
use and have increased home deaths.43,44 We support
this team-based approach to providing quality palliative
care for patients with COPD by frontline clinicians and
also recognize the need for early referral to social
services, nutrition, and pulmonary rehabilitation to help
address patient and family needs.45 In the meantime,
health systems should invest resources to bolster
primary palliative care training for frontline clinicians
and other team members such as lay navigators, care-
transitions nurses, and case managers who can help
patients with COPD to navigate complex health systems,
to identify severe physical and psychological symptoms,
and to ensure values and wishes about EOL are
addressed proactively.

Domain 2: Physical Aspects of Care: Domain 2 focuses
on easing the suffering experienced by patients with
COPD as a result of physical symptoms. An ideal place
for integration of palliative care in COPD is in the
management of refractory breathlessness, the most
frequently reported symptom in advanced COPD.46 A
palliative care approach to breathlessness management
in COPD is multidimensional and interprofessional,
inclusive of many of the following treatment strategies:
(1) maximizing COPD-directed therapies and
addressing treatable traits (eg, bronchoconstriction and
hyperinflation),47 (2) incorporating nonpharmacologic
management (eg, cardiopulmonary rehabilitation,
tobacco cessation counseling, relaxation techniques,
fans, and energy conservation),48 (3) prescribing low-
dose opioids, and (4) developing a breathlessness action
plan for acute exacerbations.49

For patients with refractory breathlessness despite
optimal treatment of underlying COPD and
comorbidities, nonpharmacologic options such as fans
are safe, inexpensive, and easy to use.50 Noninvasive
ventilation also helps patients with COPD who are
experiencing acute hypercapnic respiratory failure and
may be appropriate in select patients to prevent
intubation, to facilitate recovery, to relieve refractory
[ 1 6 1 # 5 CHE ST MA Y 2 0 2 2 ]



Optimize COPD therapies (inhalers, nebs, orals) &
assess inhaler technique

Assess frailty, sarcopenia, cachexia, & malnutrition
Involve geriatrics & nutrition if needed

Prognosticate (BODE, Surprise Question)
Engage patients & care partners in early values-
based conversations
Discuss NIV/IMV time-limited trials
Complete advance care planning
Prepare for hospice & end-of-life care
Identify respite/bereavement/survivorship needs

Care of the Patient Nearing the
End of Life (Domain 7)

Social Aspects of Care
(Domain 4)

Spiritual, Religious, and Existential
Aspects of Care
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Cultural Aspects of Care
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Physical Aspects of Care
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Living with COPD

End of Life &
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Cultural

Psychiatric and Psychological
Aspects of Care

(Domain 3)

National Consensus Project Domains for Quality Palliative Care Applied to COPD

Ethical and Legal Aspects of Care
(Domain 8)

Start home health & physical/occupational therapy

Evaluate functional status (ADLs, IADLs), mobility,
& assistive device needs

Initiate advanced COPD therapies if indicated (eg.
NIV, endobronchial valves, transplant referral) with
concurrent palliative care

Refer to pulmonary rehabilitation
Evaluate impact of multimorbidity
Reduce polypharmacy

Initiate fan therapy & low-dose opioids (consider
specialist palliative care comanagement)

Interprofessional Collaboration

Primary Palliative Care in COPD Specialist Palliative Care

Evaluate & titrate supplemental oxygen
Counsel on tobacco cessation & provide therapies
Regularly assess & address symptoms/needs

•

•
•
•
•

•
•
•
•

•

•
•
•

•
•

•
•
•
•

Measure anxiety/depressive symptoms

Refer for psychological counseling,
music therapy, pet therapy

Consider cognitive behavioral therapy or
antidepressants/anxiolytics

Comanage severe symptoms with
primary care & specialist palliative care

Measure cognitive impairment

•
•

•

•

•

Identify social determinants of health
Screen for social isolation
Assess caregiver needs
Address spiritual care needs
Understand role of culture in illness
understanding & end-of-life care
Ensure equitable palliative care access

•
•
•
•
•

•

Figure 2 – Diagram showing the eight National Consensus Project Domains for Quality Palliative Care applied to COPD. We provide recommen-
dations within each domain on how to integrate key aspects into routine COPD practice using interprofessional collaboration, a balance between
primary and specialist palliative care, and a focus on maximizing quality of life and function. ADL ¼ activities of daily living; BODE ¼ Body Mass
Index, Airflow Obstruction, Dyspnea, and Exercise Tolerance; IADL ¼ instrumental activities of daily living; IMV ¼ invasive mechanical ventilation;
NIV ¼ noninvasive ventilation.
breathlessness, and in certain populations for chronic
use.51 Finally, international guidelines recommend the
use of low-dose opioids for refractory breathlessness,6

and several studies support their use.52 However,
pulmonary clinicians can be reluctant to prescribe
opioids in COPD owing to concerns about
hypoventilation, even though low-dose opioids have not
been associated with increased mortality in COPD and a
recent randomized controlled trial found no evidence for
respiratory depression when clinicians used lower doses
of sustained-release morphine.53 It is important to note
that opioids always should be accompanied by laxatives
to prevent constipation.

Other important physical aspects of care that are
common in patients with COPD, are associated with
poor QOL, and could benefit from a palliative care
approach include pain, disease-related malnutrition and
unintentional weight loss, and fatigue. Pain is
multidimensional, interconnected with breathlessness
and depressive symptoms, and should be addressed
interprofessionally.54,55 Likewise, fatigue is commonly
reported in COPD and impacts health-care use. Fatigue
may be managed by integrating pulmonary
rehabilitation and investigating comorbidities such as
sleep apnea.56 Finally, unintentional weight loss and
chestjournal.org
malnutrition in COPD should raise red flags in the clinic
about potential deterioration.57 Malnutrition is
amenable to treatment, and improvements in nutritional
status have been associated with improved functional
capacity, respiratory muscle strength, and QOL.58

Nutritional requirements for patients with COPD
should be assessed individually,59 and nutritionists, who
often are members of the interprofessional palliative care
team, could be consulted from a primary palliative care
standpoint.

Domain 3: Psychological and Psychiatric Aspects of
Care: Domain 3 focuses on systematically assessing and
addressing psychological symptoms such as anxiety and
depression, which are reported in up to one-third to
one-half of patients living with COPD and often go
untreated.60 Anxiety and depression result in
considerable QOL impairment and are associated with
increased risk of exacerbations and death.61,62 These
symptoms may be related to refractory breathlessness
and would benefit from comprehensive management;
however, other factors influence anxiety and depression
such as hospitalizations and smoking.63 Pulmonary
rehabilitation is one of the most successful interventions
for improving psychological symptoms.64 However, data
on pharmacologic options in COPD, such as
1255

http://chestjournal.org


antidepressants, are limited.65 A team-based approach
with palliative care clinicians and a patient’s primary
care clinician could help to facilitate safe dosing and
side-effect monitoring in patients who may need
antidepressants and anxiolytics. Nonpharmacologic
interventions such as cognitive behavioral therapy,
acupuncture, breathing strategies, music therapy, and
mindfulness lack robust evidence in COPD, but are a
natural component of the interprofessional approach to
palliative care and could be safe to integrate proactively
for patients with COPD.63,66

Domains 4, 5, and 6: Social, Spiritual, and Cultural
Aspects of Care: A palliative care approach to COPD
recognizes that patients and their care partners are a
team and that patients living with serious illness are
influenced greatly by their family and social situations.
Training in how to integrate care partners fully into the
care team and to assess and manage aspects of care
partner burden are limited in pulmonary programs,
whereas these are essential elements of palliative care.
Domains 4 through 6 focus on support systems, social
determinants of health, spiritual care needs, and how
cultural background influences care.67 Such an approach
recognizes that the burden of COPD extends beyond the
patient to their loved ones. A palliative care
interprofessional team with case managers or social
workers can explore the needs of care partners and can
bolster home support systems. Likewise, spiritual beliefs
of patients and their care partners may differ and may be
dynamic throughout the disease course. Early referral to
spiritual care professionals can reconcile these
differences and can provide much-needed QOL benefit
before the EOL.68,69 Providing quality palliative care in
COPD requires sensitivity and understanding to a
patient’s and their family’s culture and considers how
culture relates to decision-making, illness
understanding, and coping with symptoms, grief, and
dying. Members of the COPD palliative care team also
must be aware of their own biases and must seek
opportunities to learn about the provision of culturally
sensitive care.69

Domains 7 and 8: Care of the Patient Nearing the EOL
and Ethical and Legal Aspects of Care: Domains 7 and
8 focus on helping patients with COPD and their
families approach the EOL. An essential element of
palliative care is advance care planning, which includes
engaging patients and their care partners in early values-
based discussions, completing advance directives or
similar documents, and addressing ethical concerns,
such as designating a health-care power of attorney, that
1256 CHEST Reviews
may arise near the EOL.11 Advance care planning is
complex and can help to achieve concordance between a
patient’s preferences for the EOL and the care they
receive and is associated with a reduction in anxiety and
depression experienced by their care partners.70 Specific
considerations regarding COPD and advance care
planning include discussions about lung transplantation
and the period after transplantation, as well as
noninvasive ventilation and invasive mechanical
ventilation, with parameters for their success and failure.
Discussing time-limited trials of noninvasive ventilation
and invasive mechanical ventilation may be an option
for select patients with COPD who require treatment in
the ICU.71

Many pulmonary clinicians are adept in having
conversations with patients and their families through
ICU experiences. However, these conversations occur
during a time of crisis and often at or near the very the
EOL. Barriers to upstream advance care planning in the
clinic in COPD include insufficient time in ambulatory
settings, prognostic uncertainty, and a lack of
coordination with primary care clinicians.72-74 Deciding
when to begin these critical conversations with patients
with COPD is further challenging because patients may
live an extended time with little decline in lung function
or QOL, whereas others can progress rapidly and can
experience frequent exacerbations with poor QOL.75

These factors present multiple barriers to build
prognostic awareness and to plan for the future in this
population. Nonetheless, advance care planning in
COPD can improve communication around the EOL
and is currently reimbursed through the Centers for
Medicare and Medicaid Services.76,77
Components of a Comprehensive Palliative Care
COPD Assessment

Integrating primary palliative care principles into
routine COPD practice begins with a comprehensive
COPD-focused palliative care assessment that
incorporates the NCP domains to identify symptoms
and care needs that impact QOL and functional status
and are not addressed adequately (Table 2, Fig 2). Doing
so can enhance COPD-focused assessments and can
facilitate more comprehensive palliative care for this
population. Guideline-directed COPD symptom
assessments include the modified Medical Research
Council dyspnea scale and the COPD Assessment Test,
which can be implemented easily in routine practice and
have clinically significant thresholds that help to identify
those who could benefit from early palliative care. For
[ 1 6 1 # 5 CHE ST MA Y 2 0 2 2 ]



TABLE 2 ] How a Comprehensive COPD Palliative Care Assessment Can Enhance Traditional COPD-Focused
Assessments

COPD-Focused Assessment COPD Palliative Care Assessment

Comprehensive COPD assessment:
� Respiratory symptoms, exposures, tobacco use,

vaccinations, inhalers, exacerbations
� Spirometry, imaging (CT scan), blood biomarkers

(eosinophils)
� Supplemental oxygen evaluation
� Pulmonary rehabilitation

Comprehensive COPD-palliative care assessment (patient
and family):

� Broader physical symptoms, pain, refractory
breathlessness, cough (eg, CAT, SNAP)

� Functional status (eg, ADL, IADL)
� Emotional symptoms (eg, HADS, PHQ-9)
� Nutrition, unintentional weight loss (eg, malnutrition

screening tool)
� Spiritual needs, social support
� Family and care partner needs

Focused comorbidities: coronary artery disease, heart
failure, pulmonary hypertension, OSA, gastroesophageal
reflux disease

Broader evaluation of multimorbidity, frailty, and
psychiatric conditions

COPD-directed therapies:
� Inhalers, nebulizers
� Oral medications (eg, azithromycin or phosphodiesterase 4

inhibitors)
� Advanced therapies: endobronchial valves, NIV, lung

transplant referral

� Broad assessment of medications and polypharmacy,
opioids, antidepressants, and anxiolytics

� Inhaler adherence and barriers such as cognitive
impairment and physical limitations

� Gaps in the setting after acute care and home safety
evaluation after hospitalization

� Home health
� Physical and occupational therapy

Prognosis-based discussions � Gauge prognostic awareness
� Values-based discussions
� Advance directives, living will, surrogate decision-maker
� Respite and bereavement care needs

ADL ¼ activities of daily living; CAT ¼ COPD Assessment Test; HADS ¼ Hospital Anxiety and Depression Scale; IADL ¼ instrumental activities of daily living;
NIV ¼ noninvasive ventilation; PHQ-9 ¼ Patient Health Questionnaire 9; SNAP ¼ Support Needs Approach for Patients.
example, using these instruments along with an
exacerbation history can help clinicians to categorize
patients into GOLD letter grades from A through D. In
one study, patients with GOLD grades B and D (ie, more
severe symptoms and frequent exacerbations) compared
with those with GOLD grade A showed a threefold
higher frequency of anxiety and depression symptoms
and were more likely not to receive medications to treat
those symptoms.60 Another example of a comprehensive
palliative care assessment includes the Support Needs
Approach for Patients Tool,78 a 15-item questionnaire
that identifies support needs of patients across broad
domains and guides further interventions. Regardless of
the instruments chosen, we recommend regularly
reassessing symptoms and needs at critical points along
the COPD trajectory and using these data to identify
when patients may benefit from palliative care (Fig 1).
When to Manage and When to Refer?

A frequent struggle for clinicians who care for those
living with COPD is the decision of when to initiate
primary palliative care and when to seek expert guidance
and refer to specialist palliative care. As shown in
chestjournal.org
Table 3, previously proposed hospice referral criteria for
COPD often are present only in very advanced COPD
stages.79 At that point, initiating early palliative care may
not have as much impact as if it had been initiated more
proactively. An evolving concept that we have been
developing and is illustrated in Figure 3 conceptualizes
potential triggers for early palliative care in COPD that
include the following “levers”: (1) worsening lung
function, (2) severe symptoms or high burden of care
needs, (3) poor prognosis, and (4) frequent severe
exacerbations.80 This “levers model” triggers palliative
care (primary, specialist, or both) when one lever or
more cross a clinically significant threshold. The overall
point here is that integrating palliative care into COPD
practice is not an on-off switch; rather, it should be based
on multiple factors and can evolve over time.
Furthermore, the levers model accounts for the fact that
the dose of palliative care may be different and should be
individualized. This allows a person with clinically stable
and very severe COPD and someone with less severe
COPD yet high symptom burden both to receive
individualized early palliative care with varying doses of
advance care planning or symptom management.
Although a defined threshold for lung function referral
1257
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TABLE 3 ] Potential Hospice Care Referral Criteria in COPD

Indication Type Criteria

Cardiopulmonary � Very severe airflow obstruction (GOLD grade IV; FEV1 < 30%) or significant
disease progression

� Breathlessness at rest or with minimal exertion
� Refractory breathlessness
� PO2 # 55 mm Hg on room air or oxygen saturation # 88% on room air
� Hypercapnia (PCO2 > 50 mm Hg)
� Cor pulmonale
� Dependence on oral steroids
� Frequent severe exacerbations or high health-care use

Nutritional � Low albumin
� Unintentional weight loss

Diminished functional status � Decline in ADL
� Decline in IADL

ADL ¼ activities of daily living; GOLD ¼ Global Initiative for Chronic Obstructive Pulmonary Disease; IADL ¼ instrumental activities of daily living.
has not been established, we previously demonstrated
that patients with COPD accept palliative care as early as
moderate COPD (FEV1 < 80%),4 so patients may be
ready sooner than clinicians think. The threshold for
severe symptoms is a broader category and could be
defined using patient-reported outcomes as we described
previously (eg, COPD Assessment Test score of > 20).
The level lever for poor prognosis could pass the
threshold when a patient falls into in the third or fourth
quartiles, as an example, of the Body Mass Index,
Obstruction, Dyspnea, and Exercise Tolerance Index.81

Certainly, if prognosis is such a concern that a clinician is
considering referral for lung transplant evaluation, then
W
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FEV1 50-80%
mMRC 3-4
CAT > 20
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Figure 3 – Diagram showing the levers model for palliative care integration
palliative care (primary, specialist, or both) in COPD. Each lever can be tun
integrate palliative care. In this example, the patient meets referral criteria b
category could be as follows: (1) lung function: moderate stage COPD (GOL
breathlessness, unintentional weight loss, declining functional status, high bu
prognosis: high BODE Index; and (4) $ 1 severe exacerbation. BODE ¼ Bo
CAT ¼ COPD Assessment Test; GOLD ¼ Global Initiative for Chronic Obstr
dyspnea scale. (Adapted by permission from Springer Nature, Palliative care
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concurrent referral to specialist palliative care should be
routine practice. Finally, frequent severe exacerbations,
that is, those that require hospitalization or an ED visit,
carry a high risk of mortality after hospitalization and are
ideal inflection points in the illness trajectory of COPD.82

Table 4 illustrates four hypothetical cases informed by
patients with COPD. The people in these cases warrant
palliative care in different ways and with varying degrees
of primary vs specialist integration. We challenge
readers to reflect on how they would integrate palliative
care in each case and if they would have considered each
patient appropriate.
BODE Index > 7 ≥ 1

osis Severe
Exacerbations

Sample thresholds for
initiating palliative care

in COPD. This figure illustrates four potential triggers, or “levers,” for
ed up or down, and any one or more can pass a critical threshold to
y high symptoms and severe exacerbations. Sample thresholds for each
D grade II; FEV1, 50%-80%); (2) symptoms and care needs: refractory
rden of social determinants of health, or caregiver needs; (3) poor
dy Mass Index, Airflow Obstruction, Dyspnea, and Exercise Tolerance;
uctive Pulmonary Disease; mMRC ¼ modified Medical Research Council
in Lung Disease, Lindell KO and Danoff SY, Copyright 2021.80)
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TABLE 4 ] Case-Based Implementation of Primary and Specialist Palliative Care in COPD

Case

Palliative Care

Primary Specialist

Patient 1 (a classic case): 74-y-old
White man with COPD and very
severe airflow obstruction (FEV1

40%, GOLD grade III) who has
been living with COPD for 20 y. He
is a heavy smoker and quit 10 y
ago. He is severely limited because
of refractory breathlessness
(mMRC dyspnea scale, 4).
Changing the dog food bowl has
now become cumbersome. He has
been admitted to the ICU twice in
the past year and once required
invasive mechanical ventilation. He
is adherent to triple inhaler
therapy, a nebulizer, and
supplemental oxygen. He
completed pulmonary rehabilitation
1 y ago. Comorbidities are notable
for hypertension. He is married and
lives with his wife at home. He
depends on her for transportation
to his appointments and for
medication support. On
examination, he is a thin man
receiving continuous supplemental
oxygen. He pauses often while
speaking because of
breathlessness. He demonstrates
diffuse centrilobular emphysema
on CT scan.

� Conduct a comprehensive COPD
palliative care assessment with a
focus on breathlessness, emotional
symptoms, frailty, functional sta-
tus, and caregiver needs. If any of
these assessments exceed thresh-
olds for clinical significance by the
levers model, refer to specialist
palliative care.

� Invite the patient’s wife to a future
clinic appoint with the patient’s
permission to address her concerns
and identify support needs.

� Optimize COPD therapies: consider
daily azithromycin.

� Initiate a values-based discussion
to help establish prognostic
awareness and understand the risk
of mortality after an exacerbation.

� Discuss refractory breathlessness
comanagement with specialist
palliative care and begin low-dose
opioids along with medications for
constipation.

� Review and document advance
care plan and wishes for EOL care,
with a specific focus on ventilatory
support and time trials of NIV and
IMV.

� Provide tools to manage refractory
breathlessness, including breath-
ing exercises and a fan.

� Develop a breathlessness and
exacerbation action plan.

� Comanage low-dose opioid
treatment and constipation
medications.

� Complete a nutrition evaluation.
� Ensure that in-home physical and

occupational therapy are in place.
� Reinforce advance care plan and

clarify or confirm wishes for EOL
care.

� Build in bereavement support for
the patient’s wife.

Patient 2 (a missed opportunity):
67-y-old Black woman with COPD
and very severe airflow obstruction
(FEV1 25%, GOLD grade IV). She
requires continuous oxygen and
has upper lobe predominant
emphysema on CT scan with air
trapping. She has breathlessness
(mMRC dyspnea scale, 3). She is
widowed and lives alone. She has
not been hospitalized for an
exacerbation.

� Consider endobronchial valves and
transplant evaluation. Palliative
care can continue concurrently.

� A COPD palliative care assessment
uncovers unintentional weight loss
that could be secondary to dys-
pnea, undiagnosed malignancy, or
COPD-related cachexia.

� Refer to a nutritionist.
� Start pulmonary rehabilitation.
� Perform a 6-min walk test and

monitor functional status.
� Initiate a values-based discussion

about EOL and gauge prognostic
awareness.

� Refer for home-health to bolster
home support

� Same as patient 1
� Conduct a comprehensive nutri-

tional assessment with a team-
based approach. This also would
optimize her for transplant
evaluation.

� Consider medications to improve
appetite.

� Reinforce advance care plan.
� Continue to re-evaluate support

needs at home.

Patient 3 (an early start): 52-y-old
White woman with COPD and
moderate airflow obstruction (FEV1

60%, GOLD grade II). Her biggest
issue has been frequent severe
exacerbations: three in the past
year, with one requiring IMV. She
continues to smoke and has
refractory breathlessness (mMRC

� Optimize her COPD regimen and
demonstrate inhaler use.

� Start a multifaceted approach to
tobacco cessation.

� A comprehensive COPD palliative
care assessment reveals moderate
anxiety and depressive symptoms
likely from her caregiver burden
and frequent exacerbations.

� Specialist palliative care may not
be needed at this time, but referral
could be started now to establish
rapport and set up a yearly follow-
up.

� If anxiety symptoms are severe,
can comanage these symptoms
and adjust antidepressants or
low-dose opioids.

(Continued)
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TABLE 4 ] (Continued)

Case

Palliative Care

Primary Specialist

dyspnea scale, 4) and a productive
cough with sputum (CAT score,
25), placing her in GOLD category
D. She does not adhere to her
prescribed inhaler regimen. Her
husband is ill with multiple
comorbidities, and she is his
primary caregiver.

� Refer for cognitive behavioral
therapy, consider an antidepres-
sant with close follow-up and
comanagement with specialist
palliative care, or both.

� Establish recurring emotional
symptom assessments.

� Educate on COPD and help her to
build prognostic awareness about
her disease trajectory.

� Refer to pulmonary rehabilitation.
� Assess her social support.

� Reinforce advance care planning.

Patient 4 (older adult): 82-y-old Black
man with COPD and moderate
airflow obstruction (FEV1 70%,
GOLD grade II). His primary
symptom is a productive cough.
Dyspnea is mild (mMRC dyspnea
scale, 1). He uses supplemental
oxygen and a cane to ambulate
around his home. He is married,
and his wife is healthy. He brings a
grocery bag with 15 medications to
the clinical visit.

� Educate about COPD and initiate
advance care planning.

� Screen for functional status limita-
tions: screening results are posi-
tive for low ADL and IADL.

� Prescribe a walker, home physical
and occupational therapy, a
portable oxygen concentrator.

� Assess safety for these at home
and refer to pulmonary rehabilita-
tion. May consider
telerehabilitation.

� Screen for cognitive impairment,
health literacy, polypharmacy.

� Consolidate inhalers and change to
nebulizers if easier to administer.
Demonstrate and assess inhaler
use.

� Assess caregiver needs and refer to
geriatrics.

� Support advance care planning.
� Ensure that bereavement and

respite care are in place.
� Check to see that support systems

are in place and home safety is
evaluated.

ADL ¼ activities of daily living; CAT ¼ COPD Assessment Test; EOL ¼ end of life; GOLD ¼ Global Initiative for Chronic Obstructive Lung Disease; IADLs ¼
instrumental activities of daily living; IMV ¼ invasive mechanical ventilation; mMRC ¼ modified Medical Research Council; NIV ¼ noninvasive ventilation.
Conclusions
In conclusion, palliative care should be integrated long
before end-stage COPD to provide comprehensive
supportive care for patients and their care partners and
to prepare them better for the EOL. Palliative care
should be integrated early and concurrently with
COPD-directed therapies, and its intensity should
increase over time as symptoms, needs, and
exacerbations worsen approaching the EOL. When
integrated proactively, primary and specialist palliative
care can help patients with COPD and their care
partners to manage difficult physical, emotional, social,
and spiritual care needs and can help them to transition
seamlessly to a focus on comfort near the EOL. NCP
domains can guide a comprehensive palliative care
approach triggered by multiple factors and initiated at
various inflection points along the long and winding
COPD trajectory.
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