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Panel 2: Recommendations for NIV ta treat acute reenlmtons fallues Table 1. Moninvasive ventilation for various types of acute respiratory failure iARF): Evidence for

Recommendations — Tahle 1. Moninvasive ventilation for various types of acute respiratory failure (ARF): Evidence for
Level 1evidence — afifemey and strength of recommendation

Systematic reviews -
Evidence of use (faw
N dmipond Tvpe of ARF Level of Evidence® Strength of Recommendation®
«  Cadiogenic pul
«  Immunosuppre

Hypercapnic respiratory failure

Ewidence of vse (caut .
« MNone COPD exacerbation A REecommended
Level 2 Asthma C Option
Systematic reviews  Failitation of extubation (COPD) A Guideline
(including ow qual . . . .
e e [—]§,|:u:|:-:f_m|c' r:E'E-IIIII’a’[IIIr‘_-.' failure
. Euénm.imun;t Cardiogenic pulmonary edema A Recommended
- n -stage FIEIIE r .
- Btomationfan P NEUMONIA C Orption
» Community-ace ALIVARDS ) Dl:ltll:ll'l
¢ Pestoperatven  Tmymynocompromised A Recommended
= Prevention of ar . . . 3o .
Evidenceofuse(caut  FOSLOPETAtive respiratory failure B Cuideline
¢ Seveecmmu Extybation failure C Guideline
- u 130 Tane - _— .
- Do not intubate status C Cuideline

el3 . . . . .
systematicreviews £ TEINEUDALION oy genation E E?p’_nu:un_
Evidenceofusefae  Facilitation of bronchoscopy E Cuideline

+  Meuromuscular

«  Upper airway obstruction (partial) ﬁ e e e e ey T i
»  Thoracic trauma

) i i Cause of ARF Level of evidence® Location
+  Treatment of acute respiratory failure in asthma
Evidence of use (caution) AECOPD A Ward, RICU, ICU
it Dependng on asveny
«  Severe aoute respiratory syndrome Wesning (AECOPD) N ity
CPO A ICL, RECU
Level 4 Immunocompromised patient LY ICLl, RICL
Case saries (and poor quality cohort and case-control studies) Post-operative respiratary failure B IcU
- Pre-intubation cxygenation B ICU
Evidence of use (favourable) e 5 P
«  Weryold age, older than age 75years Asthma exacerbations c ICU. RICU
o C_'!.I'Stil: fibraosis ALIJARDS C Let]
) ) ) Extubation failure C Icu
«  Obesity hypoventilation Do-notntubate status c Ward, RICU
Ewidence of use (caution) LD - LY

«  Idiopathicpulmonary fibrosis

Evidence A mulSpls randomised confolled frise and mets-analyses; evidence B: more than one randomised controlled ial, cass-contral senes or cohort studiss
evidence; C: case senies or conficting data. AECOPD: acute exacernation of chronic obstucive pulmonary dissase; RICU: respirstory intemmediate infensive cars unit;

HIV=nan-irwasioe ventlaticn, RCTs-rardomized controled trials. COPD-chroric chetructive pulmorary dizease. ICU: intensive care unit; CPO: cardiogenic pumonary oedema; ALL: acute lung injury; ARDS: acule mspiraiony distmss syndrome. *: according to [11].






“... there is a “window of opportunity” when initiating NPPV.
The window opens when patients become distressed enough
to warrant ventilatory assistance but closes if they progress
too far and become severely acidemic. ...”

Liesching T, et al. Chest 2003






“A decision about tracheal intubation
should be made before commencing NIV

in every patient.”

BTS GUIDELINE.
Thorax 2002;57:192-211







Utilizzo della Ventilazione Meccanica Noninvasiva per il
trattamento dell’Insufficienza Respiratoria Acuta nel
Dipartimento di Emergenza-Accettazione.

Barboni E, et al. Linee guida SIMEU “NIMV nel DEA” 2005

CONCLUSIONI

<<... Anche in “emergenza” la NIMV non puo rappresentare
un “tentativo”, ma parte di un piano terapeutico integrato,
che non trascura ipotesi diagnostiche e prognostiche
ragionate, ['ottimizzazione della terapia medica, la garanzia
della continuita assistenziale attraverso il coinvolgimento di
strutture e competenze specialistiche.>>



PALLIAZIONE



Critical care in the emergency department: acute
respiratory failure

Patrick A Nee," Mohammad A Al-Jubouri,’ Alasdair J Gray,” Charlie 0'Donnell,”
Dan Strong”

ILLUSTRATIVE CASE REPORT

A BByearold 90 kg woman is brought to the ED

with a 24-h history of severe breathlessness. An ex-

sioker, she has ischasmic heart disease and COFD

and has had a number of previous admissions with

similar complaints. She is usually independent in

activities of daily living but does not often get out

of her ground floor apartment due to severely FURTHER CASE PROGRESSION

limited exercise tolerance, estimated at 100 m. She The patient has been on BL-PAP for an hour and is becomin

is known to be on a variety of cardiac medications alte pat . . ) &
_ _ _ rnatively drowsy and agitated. She is pulling at the mask and

and inhaled bronchodilatars. She does not receive appears to be becoming exhausted. She is tachyeardic and

home oxygen therapy. hypertensive. Ventilator settings have been increased to EPAP
Arterial Blaod pases EP.E{:"] if hi_gh floiar OXVEEn via 10 e water and TPAF 25 crn weater, The S[J'Dg ig 9249 RE[.‘IE&L
reservoir mask are as follows: pH 7.22, partial pres- ABG show the following: pH 6.91, pCO, 12.67, p0; 10.94,
sure carbon dioxide (pC05) 7.61 kBa, partial pressure bicarhonate 21.2, base deficit 11.25.

oxygen (plh) 748 kFa, bicarbonate 28 mmaol/], base _

deficit 12.0 mmaol/], lactate 3.9 mmol/l. The working Questions (3]

i. What are the potential causes of failure to improve on NIV
and what treatments are available?

ii. Should this patient be considered for endotracheal ventilation,
or for palliative care?

diagnosis is exacerbation of COFPD and the patient is
corsiderad for non-invasive ventilation (MIV).

Cmarg Med J 2011283450



ORIGINAL ARTICLE

Noninvasive Ventilation in Acute N Engl | Med 2008;359:142-51
Cardiogenic Pulmonary Edema

Alasdair Gray, M.D., Steve Goodacre, Ph.D., David E. Newby, M.D.,
Moyra Masson, M.Sc., Fiona Sampson, M.Sc., and Jon Nicholl, M.Sc,,
for the 3CPO Trialists*

Table 1. Baseline Characteristics of the Patients.™
Standard Oxygen Treatment CPAP NIPPV Table 2. Treatment of Patients.®
Characterisic (N=367) (N=346) [N= 356
Age () 7949 7810 77410 Standard Oxygen ,
Treatment CPAP NIPPV All Patients
Male sex {35) 42 45 43 Variable [N =367) [M=348) [M=13586) {N=1069) P Valuej
Symptoms of myocardial infarction 22 22 22 Initial treatment — % of patients
at presentation (%)
Ischermic heart disease () 64 &4 &0 Mitrates 93 8 51 50 011
Congestiva heart failura (%) 45 42 47 Diuretics 50 &3 a3 a3 0.89
Walvular heart disease (%) 12 11 g Opicids 35 50 43 "l 031
Chronic abstructive pulmanary disease (%) 19 15 21 Inspirad exygen — liters fmin 12x4 1iz4 12:4 12x4 044
Hypartension (%) 56 55 57 Ventilation preszure — cm of water = 104 Inspiratory 145, —
Diabetes mellitus (%) 10 30 13 Expiratory 73
Hypercholesterolemia (%) 0 . 3 Started assigned treatment — 365366 (39.7) 337/343 (38.3) 344354 (97.2) 10461063 [95.4) 0.02
no.jtotal no. (#6) 1
Current smoking (%) 16 13 19 )
Completed assigned treatment — 298/363 (B2.1) 235/340 (838)  267/352 (75.9) 85071055 [80.6) 0.02
Feripheral vascular disease (3¢) 10 11 10 no.ftotal no. (%) §
Cerebrovascular disease (3) 13 17 16 Changed to new treatment — no.
Pulse rate (beats/min) 114424 113+21 1124322 Intubation 3 1 n
Blood prassura {mm Hg) CPAP " o 12
Systolic 161+33 162435 161+36
MIPFY 13 5 —
Diasteolic B x25 B9:23 B7x24
Standard treatment — 3l 49
Respiratory rate (braaths fmin) 3327 32x7 3227
X . Maw traatment not stated & 13 20
Paripheral coygen saturation (%) 313 30+8 F0+8
arterial pH 7.2240.08 7.2120.08 7.22+0.08 Reason for not complating assigned
treatment — no. (%4
Pai, (kP 13.1+7.6 13.5+7.7 134486
20 (kPa) * * * Patient discomfart 1i0.3) 15(5.2) 30 (5.4) 20,001
PaCO, (kPa) b5 7.5+1.9 T 23 . .
Waorsening arterial blood gas values 26 (7.1) 10(2.9) 15 (4.2) 0.03
Serum bicarbonate level {mmel fliter) 21ls4 2lx4 21x5
Respiratory distress 31 §2.4) 5(14) 12 (3.4) =0.001
Dryspnea scoref 8.9zL5 8.9:18 .8x16
Cther 13 (43 24 (6.39) 29 (8.1) 0.21
# Plus-minus values are means +50. CPAP denotes continuous positive aiway pressure, NIPPY noninvasive intermittent
pesitive-prassure ventilation, PaCO, partial pressure of arterial carbon dicxide, and Pa, partial pressure of arterial * Plus—minus values are means +50. CPAP denotes continuous pesitive airway pressure, and NIPPY noninvasive intemmittent positive-pres-
amygen. To convert values for Pa0, and PaCO; to mm Hg, multiply by 7.50062. sure ventilation.

1 The patients reported thair degree of dyspnea on a visual-analogue scale ranging from © (no breathlessness) to 10

! T Pwalues are for the comparizon among the three groups.
{rmaximal breathlessness).

I Data were missing for sic patients.
{ Data were missing for 14 patients.
94 patient may have had more than one reason for not completing the assigned treatmant.

N Engl ] Med 2008;359:142-51
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“... Cure palliative
Da Wikipedia, I'enciclopedia libera.

Le cure palliative, secondo la definizione dell'Organizzazione
mondiale della sanita, si occupano in maniera attiva e totale dei
pazienti colpiti da una malattia che non risponde piu a trattamenti
specifici e la cui diretta evoluzione e la morte. ...

Il termine deriva da "palliare”, ovvero coprire, nascondere con un
pallio, che nell'Antica Grecia e nell'Antica Roma era il telo di lana
che si poggiava su una spalla e si drappeggiava intorno al corpo,
sopra la tunica.

Il controllo del dolore, di altri sintomi e degli aspetti psicologici,
sociali e spirituali e di fondamentale importanza. Lo scopo delle cure
palliative e il raggiungimento della miglior qualita di vita possibile
per i pazienti e le loro famiglie. ...”



Treccani, la cultura italiana
palliativa, cura

“Intervento terapeutico e assistenziale che attenua i sintomi di una
malattia, senza risolverne la causa. In partic., la cura p. rappresenta
I'insieme degli interventi terapeutici e assistenziali finalizzati alla
cura attiva e totale di quei pazienti la cui malattia di base e causa di
sofferenza fisica, psicologica e spirituale, oltre che sociale. ...

... secondo I'Organizzazione mondiale della sanita (OMS) la cura p.
rappresenta «un approccio che migliora la qualita di vita di malati e
delle loro famiglie che si trovano di fronte a problemi connessi a
malattie a rischio per la vita, attraverso la prevenzione e il sollievo
della sofferenza, per mezzo di una precoce identificazione e di una
ottimale valutazione e trattamento del dolore e degli altri problemi
fisici, psicosociali, spirituali». ...



Treccani, la cultura italiana
palliativa, cura

... Differenza tra cure palliative e terminali. Anche se nel passato
venivano dedicate sostanzialmente ai pazienti oncologici terminali,
le cure p. non sono sinonimo di cure terminali, le quali sono per
definizione dedicate ai pazienti moribondi. ...

LU'obiettivo delle cure p. e di prevenire e contenere il piu possibile i
sintomi invalidanti — quali il dolore, |la dispnea, la tosse, la nausea,
I"agitazione psicomotoria, la depressione —, che possono
caratterizzare fasi specifiche non solo di malattie quali il cancro, ma
anche di molte patologie croniche dell’apparato respiratorio e
cardiovascolare, ...”



Noninvasive Ventilation and Dyspnea
in Palliative Medicine

To the Editor:

We read with great interest the position paper of the American
College of Chest Physicians about palliative and end-of-life care
for patients with cardiopulmonary disease.! We agree that it was
about time for the “respiratory world” to write an official
document on this hot topic. Having saidl that, we are concern that
little empbasis was paid to the important problem of dyspnea and
paniqua.r]}' o its treatment. Fain is one of the major fears of
human beings, and every effort should be made to relieve this
symptom, In the pesition paper,! it is stated for example that “the
factors mest commonly associated with a request for physician-
assisted suicide are patients’ fear of lesing control of mental
faculties and experiencing severe pain”. Painis a classic symptom
for example of patients with end-stage cancer. We are, however,
pulmonologists dealing not only with cancer patients but also
with the patients with eud-stage COPD, in whom the “pain of the
respiratory system” (ie, dyspnea) is the predominant symptom,

In the position paper_’ it was mentioned that the lhempeutjc
options far d)':pu.ea are cwygen, opiojds. alucin]yrics, and not-hetter-
q:eciEied nouphannaceutira] intervention, bﬁs.ing this statement on a
article? publ.ished 4 years ago. In these last Vears, several studies
were, however, published on the use of nonimasive ventilation
(NIV] in patients with de-not-intubate order, with end-stage disease
and senvere d}'spu.ea and/or respiratory distress. In the two more
recent studies, 4 it was demonstrated that about half of the patients
surviveed the episode af respiratory distress and were d.ischarged
from the hospital. Indeed, in a pilt investigation® it was showed that
ina ]arge portion of patients with eud—slage solid cancer admitted to
a palliative care umit for acute respiratory distress, NIV was able to
signi[i.cm]ll}’ reduee dyspnea after only 1 h of ventilation. A random-
izedd international trial is in progress in 10 palliative care units in
arder to evaluate the effect of oxyzen therapy alone or in combina-
tion with NIV, the main cutcomes being the reduction in dyspnea
and in the use of opicids. Again we congratulate the authors of the
position statement for their efforts, but we also wish that the chest
plyysicians will consider in future the possibility of using NIV in the
palliative treatment of dyspmea as a peculiar and unique tool of the
respiratory warld.

Stefano Nava, MD

Annamaria Cuomo. MD
Respiratory Intensive Care Unit
Fondazione 8. Maugeri

Pavia, Ttaly

Reproduction of this article is prohibited without written permission
from the American College of Chest Ph}'si.cjaus T, ol vasijoumal.

org\"misc.-"rE‘}Jrims.shluﬂ].
Correspondence_to: Stefano Naca, MD, Respiratory Intensive

Care Unit, Fondazione S. Mangeri, Via Fervata 8 27100 Favia,
Ttaly: e-mail: snava@fsn.it
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We read with great interest the position paper of the American
C-:-llege af Chest P':]}'EJEJHJ]E- abont pa]]latlme and end-of-life care
for patients with cardiopulmonary disease.! We agree that it was
about time for the “respiratory world” to write an official
document on this hot bopic. Hm‘jng =aid that, we are concern that
little emphasis was paid to the important problem of dyspnea and
]_:-H.I'I‘.i.l:'l_]JHJ'J}' on its treatment. Pain is one of the major fears of

with the patients with end-stage COPD, in whom the “pain of the
respiratary system” (ie, dyspnea) is the predominant symptom.

a palliative care umit for acute respiratory distress, NIV was able to
significantly rednce dyspnea after only 1 h of ventilation. A random-
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Cure palliative di fine vita (end-of-life palliative care): sono costituite da una serie di interventi
terapeutici e assistenziali finalizzati alla "cura attiva, totale di malati la cui malattia di base non
risponde pilu a trattamenti specifici. Fondamentale é il controllo del dolore e degli altri sintomi e in
generale dei problemi psicologici, sociali e spirituali. L'obiettivo delle cure palliative é il
raggiungimento della migliore qualita di vita possibile per i malati e le loro famiglie.
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Infoemiamo che il docunento condiviso “Grandi insufficienze d'organc 'end stage”: ame

dell'emergenza. E' emersa tuttavia da parte della maggioranza dei presenti la necessita di
softolineare che 1 percorsi di questi pazienti, una volta mtrapresi, non subiscano mnterruziont

ricadendo inappropriatamente nel percorso dell'emergenza.
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BTS guidelines

BTS/ICS guideline for the ventilatory management
of acute hypercapnic respiratory failure in adults

A Craig Davidson,' Stephen Banham,' Mark Elliott,” Daniel Kennedy,” Colin Gelder,”
Alastair Glossop,” Alistair Colin Church,® Ben Creagh-Brown,” James William Dodd,*?
Tim Felton, '® Bernard Foéx," Leigh Mansfield,'* Lynn McDonnell, Robert Parker, ™
Caroline Marie Patterson, " Milind Sovani,'® Lynn Thomas,'” BTS Standards of

Care Committee Member, British Thoracic Society/Intensive Care Society Acute
Hypercapnic Respiratory Failure Guideline Development Group, On behalf of the
British Thoracic Society Standards of Care Committee

To cite: Davideon AL,
Banham 5, Eliott M, er al.
Thorax 3018; 7191435,

Davidson AC, ar al. Thovax 20167 10103 5. doi: 10, 1136/horaxjnl-2015-208305



End of life care

Grood prractice poirnts

» Although removal of the NIV mask may be agreed as prefer
able, a dignified and comfortable death is possible with it in
place.

p Clinicians delivering NIV or IMV should have traimng in
end-of-life care and the support of palliative care teams,

Role of NIV in AECOPD
There are three climical smuanons in which NIV 8 recommended

in AECOPD."" First, the patient with a modest respiratory
acidosis with the aim of prevenung deterioration to a point
when IMV would comventionally be considered. Second, as an
alternative to IMV when conventional criteria for IMV are met
(lower pH, more distress) with the mtention to proceed o IMV
i NIV fails, Third, s the ‘celing’ of treatment for patients
whao, for whatever valid reason, are not candidates for IMV The
evidence base for NIV has rarely defined the particular patient
case mix in this way.

Optimising NIV delivery and technical considerations

increased mortalitg ™! If NIV is adding to patient distress, and

mtbation has been deemed to be inappropriate (see below), NIV
should be discontinued and palliative care measures adopred,



Palliative care and advanced care planning
It is recognised that palliative interventions may be appropriate
and yet be pr-mllded at the same ome s therapies mtended to

pr-nlmlg life.” ™ Accordingly, employing NIV as part of care that
aims to relieve distress and has escalation limits may be entirely

justified.

Evidenice statements

In advanced disease, care planning should ideally predare acute
presentanon or commence as early as possible on presentation
with AHRF (Level 4).

Health professionals experienced mn NIV delivery have a more
positive view of the benehit of NIV and perceve patient treat

ment wishes more postively than do chinicians with less expen-
ence of NIV (Level 4).

Recommendations

78, Chimicians delivering NIV or IMV should have ready access
to palliative medicine (Grade D),

79, Multndisciplinary advance care planning should be an inte-
gral part of the routine outpatient management of progressive
or advanced disease and care plans should be reviewed on pres-
entation during an epsode of AHRF (Grade D).

B0, The use of NIV may allow time to establish patient prefer-
ence with regard to escalanon o IMV (Grade D).



Palliative care for I:al'ieni's who died in Emergency Departments:
analysis of a multicentre cross-sectional 5urve¥. Myriam Van
Tricht, et al. Emergency Medicine Journal 2012; 29: 795-7

e

Palliative care in Emer%em: Departments: an impossibile
challenge? Marie-France Couilliot, et al. European Journal of
Emergency Medicine 2012; 19: 405-7

La morte, come evento terminale di esacerbazioni acute di processi patalogici cronici non reversibili, sto assumen-
do importanza precedentemente non prevedibile nel monde della Medicina d'Urgenza. Come documentate da
osservazioni svolte sio negli Stati Uniti d’America che in Europa, un numere sempre crescente di pazienti, di etd
sempre pil avanzaofa, con sempre pil numerose e pil severe e gravi precedenti limitozioni funzionali e multiple
patologie croniche invalidanti, su cui si instouranc sempre pil severi & gravi eventi acuti, muore all'inferne del
Dipartimento di Emergenza [ED). In Francia, ad esempio, la percentuale gi individui che muere in aspedale anzi-
ché a cosa & crescivta dal 38% degli anni ‘70 al 58% degli anni "90. | ED & organizzato per rendere otimale lo
valutazione ed il rattomento dei pazienti affetti dalle pit variegate forme di acuzie, con I'chiettive della lore sto-
bilizzazione. Malto spesso [secondo alcune casistiche fin nell’80% dei casi) nel ED vengono prese (con tuthi i limiti
contestuali che condizionano in tal senso i processi decisionali pio fini e personalizzati in emergenza-urgenza sul
piono anamnestico & prognostico decisioni relative al limitare gli interventi terapeutici, verosimilmente allo scopo
di astenersi dalle forme di "accanimenta”, e privilegiando quingi aspet di palliozione, con l'obiettive di migliora-
re la qualits di vita dei pazienti e delle loro famiglie. Altrettanto spesso, | familiari nen sone preparati a gestire gli
eventi & sintomi acuti al demicilio, e si rivelgono al ED come effetto di un'inadeguata comunicazione al riguarde
con gli specialisti di riferimento da cui sono seguiti, o per un'incapacitd emaotiva di reggere da soli il peso delle
ultime ore di vita dei loro cari. Ma nel ED si possonc garantire responsabilmente | assistenza, la tutela, il rispetto, il
conforte e la dignité dei pazienti nelle fasi terminali della lore storia [di malattia e non)? Ad oggi, almene in ltalia,
ma anche nel resto d'Eurcpa, non fo fipicamente parte della formazione del medice d'Urgenza (ed idem per gli
infermieri) quanto concerne gli aspetti specifici del fine vita e sopratiutto della palliazione.
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INITIATING PALLIATIVE CARE IN THE EMERGENCY DEPARTMENT

Travis E. DeVader, mo, Robert Albrecht, mo, and Mark Reiter, Mo, mea
Department of Emergency Medicina, 8t. Luka's Hospital and Health Network, Bathlshem, Pernsylvania

Reprint Addrass: Travis E. Devader, mo, Department of Emergency Medicine, St. Luke's Hospital and Haalth Network,
801 Ostrum Street, Bathiaham, PA 18015

Pallistive Carein the ED

Cust fo the patiemnt

Inadequate control of pain and other
symptoms, less likely to discuss end-of-
life care with physician, more likely to
receive aggressive medical therapies that
contribute to poor quality of life

Depletion of family
savings and increased
reliance on family
for caregiving

Increased expenditures and
resource utilization

Death more likely to
coime as a shock, increased
health problems alier

death, including depression
and poorer quality of life

Decreased satisfaction
with services provided

ost fe the health care systeny

Cast fo the family

Figure 1. The cost of underutilizing palliative care to patients, their families, and the health care system.






Am I Doing the Right Thing? Provider Perspectives on Improving
Palliative Care in the Emergency Department

Alexander K. Smith, MD, M5, From the Division of General Medicine and Primary Care, Department of Medicing { Smith,
MPH Schonberg, Forrow, Phillips, McCarthy), and Department of Emergency Medicine (Fisher), Beth
Jonathan Fisher, MD Israel Deaconess Medical Center, Boston, MA; the Division of Psychosocial Oncology and Palliative

Care, Dana-Farber Cancer Institute and Brigham and Women's Hospital, Boston, MA (Smith,

Mara A. Schonberg, MD, MPH Block); and the Department of Emergency Medicine, Brigham and Women's Hospital, and Division

Daniel J. Pallin, MD, MPH of Emergency Medicine, Children’s Hospital Boston, Boston, MA (Fallin).
Susan D. Block, MD
Lachlan Forrow, MD Dr. Smith is now with Division of Geriatrics, University of Galifornia, San Francisco, San Francisco,

Russell S. Phillips, MD CA.

Ellen P. McCarthy, PhD, MPH

Study objective: Although the focus of emergency care is on the diagnosis and treatment of acute ilinesses and
injuries or the stabilization of patients for ongoing treatment, some patients may benefit from a palliative approach.
Little is known about delivering pallistive care in the emergency department (ED). We explore the attitudes,
experiences, and beliefs of emergency providers about palliative care in the ED, using structured qualitative methods.

Methods: We studied 23 focus groups with 26 providers, including 14 physicians (10 residents, 4 attending
physicians), & nurses, 2 social workers, and 4 technicians, working in 2 academic EDs in Boston. We used a
grounded theory approach to code responses, resolving discrepancies by consensus.

Results: Six distinct themes emerged: (1) participants equated palliative care with end-of-life care; (2)
participants disagreed about the feasibility and desirability of providing palliative care in the ED; (3) patients for
whom a palliative approach has been established often visit the ED because family members are distressed by
end-of-life symptoms; (4) lack of communication between outpatient and ED providers leads to undesirable
outcomes (eg, resuscitation of patients with a do-not-resuscitate order); (5) conflict around withholding life-
prolonging treatment is common (g, between patient's family and written advance directives); and (&) training in
pain management is inadequate.

Conclusion: Providers ranked improved communication and documentation from outpatient providers as their
highest priority for improvement. Attitudinal and structural barriers may need to be overcome o improve
palliative care in the ED. Despite targeted recruitment, attending physician participation was low. [Ann Emerg
Med. 2009;54:85-93.]




Treating Cancer
Patients who Are Near
the End of Life in the
Emergency Department

Dawn Felch Rondeal, ss, acwe e ™* Terri & Schmidt, sioms?

Emerg Med Clin N Am 27 (2009) 341-354
doi: 10,101 &j.emc.2009.01.006
07 33-B62T009/% - see front matter & 2009 Ekavier Inc.

HIPALPERMITS DISCLOSURE TO HEALTHCARE PROFESSIONALS AS NECESSARYFOR TREATMENT

Physician Orders Last Nasw) First/ Middhe Inital

for Life-Sustaining Treatment (POLST) =
Eit folkorw these orders, than custact physician, NP, o0 PA. These Seate/ Zip

medical orders are based on the person's cument '} -
omditon wnd preferences. Any section not complesed does not | Date 9 Birth (mmad’yyyy) | Lastd SSN Gender
invalidavie the form and imgpties full weatment for tha section. M

A CARDIOPULMONARY IRESUSCITATION (CPR): Person has no pulse ang 1s not breathing,

] Attempt Resuscitation'CPR [ ] Do Not Attempt Resuscitation/DNR (Allow Natural Death)
rm When not in cardiopulmonary arrest, follow orders i B, C and D.

MEDICAL INTERVENTIONS:  Person has pulse and/gr is breathing.

B [] Comfort Measures Only Use medication by any route, positioning, wound care and other

"o measures to relieve pain and suffering. Use oxygen, suction and manual treatment of airway

ane obstruction as needed for comfort, Donot ransferfo hospia! for We-sustsinng imatment. Transfer ¥ comi naeds
connol be mel i cument besgon

[j Limited Additional Interventions Includes care descnbed above. Use medical treatment. [V fluids
and cardiac monitor as isdicated. Do not use intubation, advanced airway interventions, or mechanical
ventilation. May consider less invasive airway support (e.5. CPAP, BiPAP). Transfer i hoapial finicated,
Avoid lnfensive cam,

(] Full Treatment Includes care described above. Use intubation, advanced airway interventions,
mechanical ventilation, and cardioversion as indicaled. Transferiohosotaifindicasd. closs nfensive cam.

dddivione Orders:

C | AnTiBioTics
s ["] No antibiotics. Use other measures to relieve symptoms.
Determine use or limitation of antibiotics when infection occurs.
Use antibiotics if medically indicated.
Additional Orders:

| ARTIFICIALLY ADMNISTERED NUTRITION:  Atways offer food by mouth if feasible.
g @ No artificial nutnition by tube.
Owe

Defined trial period of antificial nutrition by tube.
Long-term artificial nutrition by tube.
Addirional Ovders:

[ | Reason FOR ORDERS AND SIGNATURES

My signature below indicates 1o the best of my knowledge that these orders are consisteat with the person s cumrent
medical condition and preforences as indicated by the discasslon with:

[eaten  [[] HenCoeRepresersathe [ Pasess ot Miner
D Coun-AppoentodGuxten E] Other
Print Primary Care Profersional Name Office Use Only

Priac Signieg Phiysicias | NP S PA Name and Phene Number

Physician / NP/ PA Sigaatare (masdsioey )

SEND FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED
© CENTER FOR ETHICS IN HEALTH CARE Oregon Haalih & Soience Univessiy, 3181 Sam Jickaen Pask Rel UNN-5A, Rortiend, DR $7206.3008 (503} 404-3968

Fig.1. Oregon Physician Orders for Life-Sustaining Treatment (POLST) form. (Courtesy of the
Center for Ethics in Health Care, Oregon Health & Science University, Portland, OR; with
permission.)
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mergency clinicians often care for parients who are
Ed}-‘[ng in the emergency department. Approxi-

mately 379,000 people died in emergency depar-
ments in a single year {2000)." Despite the common
occurrence of deach across all health care serrings, in-
cluding emergency depamments, care ar the end of life has
been identified as being pnnr.l The end of life is an area
that has been neglected in our professions and our prac-
tices, and there has been a lack of research and educarion
devored to improving end-of-life care.”” Yer, the Amer-
ican Nurses Association (ANA) and the American Medical
Association (AMA) have identified good care of parients
and families at the end of life as core values of nusing

and medicine.™®



CLINICAL

PALLIATIVE AND END-OF-LIFE CARE IN
THE EMERGENCY DEPARTMENT:

(GGUIDELINES FOR NURSES

Authors: Colleen K. Norton, PhD, BN, CCRN, Gwen Hobson, B3N, RN, and Elaing Kulm, BSMN, RN, Washington, DC,

Mew York, NY, and San Francisco, CA

Conclusion: Caring for the Emergency Nurse

Emergency nurses work in a stressful, fast-paced environ-
ment thar may lead ro frustration, depression, stress, and
burnour. Because caring for parients ar the end of life adds
an additional stress to the job, emergency nurses also must be
sure to take care of themselves. Effective debriefing and cop-
ing often are difficulr in a fasr-paced environmenr. Nurses
who work with dying parients often become painfully aware
of their own losses, conrriburing ro anxiery rcgard'm% perso-
nal fears of loss and fears abour one’s own deach. ™*? Ar
times, acknowledging emotion and admirting sensitiviry is
sufficient to allowan emergency nurse some sense of dlosure.
Simple acknowledgment, however, should nor replace the
process of allowing an emergency nurse the adequare rime
and resources to debrief and deal with his or her thoughs

and feelings regarding death and dying,

JOURMAL OF EMERGENCY MURSIM G

VOLUME 37 = BEUE3 May 2011






Noninvasive positive pressure ventilation in critical and palliative
care settings: Understanding the goals of therapy*

J. Randall Curtis, MD, MPH; Deborah J. Cook, MD; Tasnim Sinuff, MD, PhD; Douglas B. White, MD;
Nicholas Hill, MD; Sean P. Keenan, MD, MSc(Epid); Joshua 0. Benditt, MD; Robert Kacmarek, PhD, RRT;
Karin T. Kirchhoff, RN, PhD, FAAN; Mitchell M. Levy, MD; the Society of Critical Care Medicine Palliative

Moninvasive Positive Pressure Ventilation Task Force

Objective: Although noninvasive positive pressure ventfilation
(NPFV) is a widely accepted treatment for some patients with
acute respiratory failure, the use of NPPV in patients who have
decided to forego endotracheal intubation is controversial. There-
fore, the Society of Critical Care Medicine charged this Task Force
with developing an approach for considering use of NPPV for
patients who choose to forego endofracheal intubation.

Data Sources and Methods: The Task Force met in person
once, by conference call twice, and wrote this document during
s subsequent months. We reviewed English-language literature
on NPRV for acute respiratory failure.

Synthesis and Overview: The use of NPPV for patients with
acute respiratory failure can be classified into three categories: 1)
NPPV as life support with no preset limitations on life-sustaining
treatments, 2) NPPV as life support when patients and families
have decided to forego endotracheal ntubation, and 3) NPPV as a
palliative measure when patients and families have chosen fo

forego all life support, receiving comfort measures only. For each
category, we reviewed the rationale and evidence for NPPV, key
points to communicate to patients and families, determinants of
success and failure, appropriate healthcare settings, and alter-
native approaches if NPPV fails to achieve the original goals.

Conclusions: This Task Force suggests an approach to use of
MPPYV for patients and families who choose to forego endotracheal
intubation. NPPV should be applied after careful discussion of the
poals of care, with explicit parameters for success and failure, by
experienced personnel, and in appropriate healthcare setfings.
Future studies are needed to evaluate the clinical outcomes of
using NPPV for patients who choose to forego endofracheal intu-
bation and to examine the perspectives of patients, families, and
clinicians on use of NPPY in these contexts. (Crit Care Med 2007;
35:932-9349)

KEY Worps: intensive care; critical care; noninvasive venfilation;
palliative care; end-of-life care



Table 1. Overview of the three-category approach to using nonirvasive positive pressure ventilation (NFPV) for acute respiratory failure

Approach

Category 1

Category 2

Category 3

Definition

Primary goals of care

Main goals to
comrmunicate with
patient and family

Determination of
SUCCESS

Endpoint for NPFY

Response to failure

Likely location of
NPFV

Life Support Without Preset Limits

Assist ventilation andfor oxygenation

Alleviate dvspnea

Achieve comfort

Reduce risk of intubation

Reduce risk of mortality

Avoidance of intubation

Goal is to restore health and use
intubaticn if necessary and indicated

Improved oxygenation and‘or ventilation

Tolerance of NPFV or minor discornfort
that is outweighed by potential
benefit

Unassisted ventilation adequately
supporting life
Intolerance of NPPY

Imtubation and mechanical ventilation
(if indicated)

[CL bt may include step-down unit or
acute care bed in some hospitals with
appropriately monitored setting and
trained personnel

Life Support With Preset Limit (Do
Mot Intubate)

Includes same as category 1 except
intubation declined

Also could include briefly prolonging
life for a specific purpose (e.g..
arrival of family member)

Goal is to restore health without
using endotracheal intubation and
without causing unacceptable
discomfort

Improved oxygenation and‘or
ventilation

Tolerance of NFFV or minor
discomfort that is oubweighed by
potential benefit

[Inassisted ventilation adequately
supporting life

Intolerance of NPPV

Change to commfort measures only and
palliate symptoms without NPPY
Variable but may include ICU or step-

down unit or acute care bed

Comfort Measures Only

Palliation of symptoms (relief of
dyspnea)

Goal is to maximize comfort
while minimizing adverse
effects of opiates

Improved symptoms
Tolerance of NPPV

Patient is rof more comfortable
having NFPV on or wants
MNPFV stopped

Patient becomes unable to
cormrmunicate

Palliate svmptoms without NPFY

Acute care bed but could be
applied in hospice by
appropriately trained
personnel

[C1, intensive care unit.



Table 2. Dverview of the evidence supporting use of noninvasive positive pressure ventilation for several diseases in each category of use of noninvasive

positive pressure ventilation

Approach
Definition

Category 1
Life Support Without Preset Limits

Category 2
Life Support with Preset Limit
Do Mot Intubate)

Category 2
Comfort Measures Only

Acute exacerbation of COPD

Hypoxic respiratory failure in
immunocompromised
patient

Acute respiratory failure with
cardiogenic pulmonary
edema

Neuromuscular diseases

Multiple randomized trials and several
meta-analyses showing benefit (2-5)

Several randomized trials and one
meta-analysis showing benefit
(6, 7)

Two randomized trials and one meta-
analysis suggesting benefit
(8 0,19

Two small uncontrolled observational
studies suggesting possible benefit
20,21

Observational studies suggesting benefit
(25-28)

Observational studies suggesting benefit
(26, 2T)

Observational studies suggesting benefit
(26, 27)

Mo data supporting use in acute setting

Mo data supporting use

Mo data supporting use

Mo data supporting use

Mo data supporting use

COPD, chronic obstructive pulmonary disease.



Palliative use of non-invasive ventilation in end-of-life
patients with solid tumours: a randomised feasibility trial

Stefano Nava, Miquel Ferrer, Antonio Esquinas, Raffoele Scala, Paolo Groff, Roberto Cosentini, Davide Guide, Ching-Hsivng Lin,
Anna Maria Cooma, M ario Grossi

Summary

Background Despite best-possible medical management, many patients with end-stage cancer experience
breathlessness, especially towards the end of their lives. We assessed the acceptability and effectiveness of non-invasive
mechanical ventilation {NIV) versus axygen therapy in decreasing dyspnoea and the amount of opiates needed.

Methods In this randomised feasibility study, we recruited patients from seven centres in Italy, Spain, and Taiwan,
who had solid tumeours and acute respiratory failure and had a life expectancy of less than 6 months. We randomly
allocated patients to receive either NIV [using the Pressure Support mode and scheduled on patients’ request and
mask comfort) or cxygen therapy (using a Venturi or a reservoir mask). We used a computer-generated sequence for
randomisation, stratified on the basis of patients’ hypercapnic status {PaCO, =45 mm Hg or PaCO, =45 mm Hg),
and assigned treatment allocation using opaque, sealed envelopes. Patients in both groups were given sufficient
subcutanecus morphine to reduce their dyspnoea score by at least one point on the Borg scale. Our primary
endpoints were to assess the acceptability of NIV used solely as a palliative measure and to assess its effectiveness in
reducing dyspnoea and the amount of opiates needed compared with oxygen therapy. Analysis was done by intention
to treat. This study is registered with ClinicalTrials gov, number NCT00533143.

Findings We recruited patients between Jan 15, 2008, and March 9, 2011. Of 234 patients eligible for recruitment, we
randomly allocated 200 (85%¢) to treatment 99 to NIV and 101 to cxygen. 11 (11%¢) patients in the NIV group discontinued
treatment; no patients in the axygen group discontinued treatment. Dyspnoea decreased more rapidly in the NIV group
compared with the axygen group (average change in Borg scale —0-58, 95% CI —0-92 to —0-23, p=0-0012), with most
benefit seen afier the first hour of weamment and in hypercapnic patients. The total dose of morphine during the first 43 h
was lower in the NIV group than itwas in the oxygen group [26-9 mg[37-3] for NIV vs 59 -4 mg [SD 67 - 1] for oxygen; mean
difference —32- 4 mg, 9524 CI —47 -5 to—17 - 4). Adverse events leading to NIV discontinuation were mainly related to mask
intolerance and anxiety. Morphine was suspended because of severe vomiting and nausea {one patient in each group),
sudden respiratory arrest {one patient in the NIV group), and myecardial infarction (one patient in the cxygen group).

Interpretation Cur findings suggest that NIV is more effective compared with oxygen in reducing dyspnoea and
decreasing the doses of morphine needed in patients with end-stage cancer. Further studies are needed to confirm
our findings and to assess the effectiveness of NIV on other outcomes such as survival. The use of NIV is, however,
restricted to centres with NIV equipment, our findings are not generalisable to all cancer or palliative care units.
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Table 2 Possible advantages and disadvantages of palliative NIV

in the ICU

Advantages

Disadvanta ges

Improves survival in some
patients

Can be incorporated into a
strategy of continuous care for
the patient

Falliation: relieves the
subjective sensation of
dyspnea

Enables the patient o
communicate verbally

The ICU could be one of the best
places for using palliative
NIV when indicated (presence
of physicians and other
health-care professionals).
When palliative NIV fails, the
24-h presence of the ICT sff
enables the prompt initiation
of opiates and anxiolvtic
agents

Unreasonable persistence in
curative treatment with the
gereration of false hopes and
lack of understanding of side
effects (facial necrosis)

Mediocre resulls, unnecessarily
prolongs the dying process

Patient comfort and family
satisfaction have not been
evaluated

Mo smdy has svstematically
evalnated the results of
palliative NIV along the entire
chain of care, using qualitative
and guantitative approaches

High mortality rate. The process
for deciding whether to use
palligtive NIV is complex,
possibly suboptimal, and a
potemtial source of confusion,
ambiguity, conflict, and
burnout not only in the staff,
but also in the patients and
families

REVIEW

Palliative noninvasive ventilation in patients
with acute respiratory failure

Table 3 Classification of simations for NIV use established by the SCCM (from [56])

Primary goals of care Determination of success

Response 1o failure ‘What is said to the family

Category 1t life support without preset limits
Assist ventilation and/or
oxyvgenation
Alleviate dyspnea
Mchiave comfont
Reduce risk of intubation discomfort that is
Reduce risk of mortality outweighed by potential
Avoidance of intubation benefit
Category 2: life support with preset limit (do not intubate)
Includes same as category | except Improved oxygenation and/or
intbation declined ventilation
Also could include briefly
prolonging life for a specific discomfort that is
purpose (e.g., arrival of family outweighed by potential
member) henefit
Category 3. comfort measures only
Palliation of sympioms (relief of  Improved svmptoms
dyspnea) Tolerance of NPPV

ventilation

Improved oxyvegenation andfor

Tolerance of NPPY or minor

- Change to comfort

Tolerance of NPPY or minor

Intubation and mechanical Goals are o restore health and use
ventilation intubation if necessary and indicated

Goal is to restore health without using
endotracheal intubation and without
causing unaccepiable discomfort

measures only and
palliate symptoms
without NPPV

Palliate svmptoms without Goal is 1o maximize comfort while
NPPV minimizing adverse effects of opiates

NPPV noninvasive positive pressure ventilation



Table 4 Data on sitwations for NIV use as established by the SCCM [56]

Approach definition Category 10 life support Category 2: life support with  Category 30 com-
without preset limits preset limit (do not intubate) fiort
measures only
Acute exacerbation of COPD Multiple randomized trials and  Observational sdies Mo data
several mela-analyses sugpesting benefit supporting use
showing benefit
Hypoxic respiratory failure in Several randomized rials and  Observational sindies Mo data
immunocompromised patient one meta-analvsis showing sugpesting benefit supporting use
benefit
Acute respiratory failure with cardiogenic Two randomized rials and Observational studies Mo data
pulmonary edema ofe mela-analvais suggesting suggesting benefit suppodting use
benefit
MNeuromuscular diseases Two small uncontrolled Mo data suppoiting use Mo data
olservational in acule setting supporting use

studies suggesting possible
benefit
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Results

313 cases MV (media 2.57 / day)

297 NIV (media 2.43 / day)

Age (media, median): 81 years, 81
pH:7.32, 7.33;
Pa02/FiO2: 214 mmHg, 209;
NIV as a “ceiling treatment” rate: 27.4%;
failure rate: 22.7%



Results

Unconventional indications

rate: 51.1%

“ceiling” rate: 32.6%
failure rate: 26.7%
“ceiling” in failures rate: 52.8%
failure without ETI rate: 80.0%

higher “complexity”

(intensivist involvement rate, total NIV time, changing technique rate,
changing interface rate, vasopressors rate, BC transfusion rate)



Conclusions

Failure rate (22.7%) of NIV in our ED is superimposable to
data published in the literature (25%),

even including 51.1 cases with unconventional indication
to NIV

Unconventional cases have a higher failure rate than
conventional ones;

80% of death cases is not treated by ETI (other causes,
“ceiling”, etc.);

5.3% of cases fails because treated by ETl in first 72 hours
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The milizaton of nomnmsive mechanscal ventikein
(HIY) has become ane of $he most impartant devdop-
ments in fhe feld of mechanical vensllation over the past
two decades. The mee of NIV during acute mespl ratary
faibare (ARF] has inoreased since the late 19905 dor all
diagnoses, incloding matiens with and withom chronic
abstroctive pulmonary dissase (OOPTYL regardless of the

may indicate the need for caution with regard to the ap-
plication of WY and for close monitoring o switch
lijT] when nEeRsary.

Seweral investigainrs have tried to assess the best predic-
wwrs of NIV Gdore [b-12]. However, to Se best of oor
knmwledge, despite the rather extensie Iserabare in the
NIV field, there i anly ane paper, puoblished 10 yaars ago,

supparting evidence for the later [1].

HIY falure fas been defined as she nesd for endo-
tracheal intubation (ETH or deash [Z). Its rate grealy
warks between 5and &%, depending on momer oo fac-
tors, inchoding the caunse of ARF [34]. Unsoccessfal
NIV was foond to be independently associated with
death, especially in patients with de nova ARF 5], This

by n =7 dmm
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Figure 1 Mean NIV failure rates based on timing according to
the data of randomised controlled trials (6-12).




Table 1 Indications and contraindications for MIV in acute
care [4,16,17,35]

Indications:
A- Gas exchange:

« Agute ar acute an chiranic ventilatar failure {best indication],
Pa O = 4% mmHg

« Ph<7ah

« Hypozemia (use with caution), Palo A0, matia < 200
B- Bedside cbservations:

« Increazed dyspnea- maderate 10 wewere

« lachypnoea (34 breaths per minute in abstroctive, =30 per minute
in restrictive)

« Sigre of increaxed work of breathing acoessory musde use, and
abdaminal paradax

Absolute contraindications:
« Cardiac ar regpiratary anmest
« Unabtde to fit mask

Relative contraindications:

« Man-respiratary aigan failure {severe encephalaopathy with G5 < 10,
severe upper gastiaintestinal Bleading, hemadynamic instability o
unstatle cardiac arthythmia)

=« Inability 10 cooperate/protect the airsay

« Inability 10 clear respiratary secdetions

« High risk of aapiratian

« Becent fadal surgery, trauma, or defarmity

« Lpper aireay abstruction

Mz Roninvasive ventilation, GL5: Glasgow C0oma Scake.

Exclusion criteria (any may
e present)

Respiratory arrest

Cardiovascular instability
(hypotension, arrbhythmias,
myocardial infarction)

Somnolence, impaired
mental status, uncooperative
patient

High aspiration risk; viscous or
coplous secretions

Recent facial or
gastroesophageal surgery

Craniofacial trauma, fixed
nasopharyngeal abnormalities

Extreme obesity

GOLD 2005
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Intensive Care Med (2016) £42:1-2
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@ Crosshark

Antoni Torres Hospitalized patients at risk of dying:

Matteo Bassetli

Jan Bakker an Intensive Care Medicine call for papers
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“NIV works — an evidence based verdict.”

BTS GUIDELINE. Thorax 2002;57:192-211






Breathe, breathe in the air.
Don't be afraid to care.

k,\ - Pink Floyd - ol . 4
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Fino all’ultimo respiro:
NIV e palliazione

T Rodolfo Ferrari S|meu

Medicina d’Urgenza e Pronto Soccorso
Policlinico Sant’Orsola - Malpighi
Bologna

dr.rofer @ gmail.com



