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OBJECTIVES

Summarize best practice for dyspnea at EOL
Determine if your practice aligns with guidelines

Describe how you can use a model to guide the

implementation of evidence-based practice




BACKGROUND




Awareness
Tightness
Troubled breathing
Air hunger

Suffocation
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Parshall, Schwartzstein, Adams et al (2012)



What is one of the first things we offer when
someone is having trouble breathing?









The purpose of this project was to:

« Evaluate the current use of oxygen
 Promote effective symptom management
 Encourage evidence-based practice

« Reduce cost, risk and burden
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Year Sample |Diagnoses Hypoxic? RCT? |Results
Size

1992 1 Cancer All No O, > air

1993 14 Cancer All No O, > air

1996 38 Mixed 6 (16%) No No difference*

2003 33 Cancer None No No difference

2004 12 Cancer None No No difference

2006 51 Cancer 17 (33%) No No difference*

2009 413 Mixed (93% |Unknown No O, did not improve dyspnea

Cancer)

2009 46 Cancer 18 (39%) No O, did not improve dyspnea*

2010 239 Mixed Several (<33%) |Yes No difference*

2013 32 Mixed Several No No observed benefit after adding
(% unknown) O, near death

*Regardless of hypoxia at baseline




administered room air administered oxygen
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Abernethy et al (2010)



administered room air = administered oxygen*

* for patients not previously on long-term O, therapy



Wong et al (2017)
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Identify and treat reversible causes.



Offer non-pharmacologic interventions.



Oxygen is not recommended for routine use,
even in the home care setting or in the last days of life.




Offer oxygen to those with known or clinically
suspected symptomatic hypoxemia.




Offer pharmacologic interventions.
Opioids are first line treatment.



Opioids Placebo Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
1.1.1 Change from baseline
Charles 2008 1.04 1.38 20 078 154 20 198% 017 [-0.45, 0.80] e
Hui 2014 -1.8 24 10 -2 364 10 10.0% 0.06 [-0.81, 0.94)] —_—
Leung 1996 87 22 10 97 1 10 95% -0.56 [-1.46, 0.34] —_—
Light 1996 -014 009 7 029 09 7 BB% -0.63 [1.71, 0.45)
Mazzocato 1999 -25 10 9 06 7.7 9 41% -2.73-4.10,-1.36) &———
Oxherry 2011 -0.41 251 35 -1.37 186 35 342% 0.43 [-0.04, 0.90] — -
Poole 1998 -251 568 16 -044 34 16 156% -0.43F1.13,0.27)
Subtotal (95% CI) 107 107 100.0% -0.09 [-0.36, 0.19] ‘
Heterogeneity: Chi*= 22,65, df=6 (P =0.0009), F=74%
Test for overall effect Z= 061 (P=0.54)
1.1.2 Post-treatment score
Ahernethy 2003 403 23 38 499 24 38 239% -0.40 |-0.88, 0.05) —
Bar-Or 1982 -426 12 11 -425 88 11 71% -0.01 [0.84, 0.83) -
Bruera 1983 16 18 10 35 29 10 58% -0.75F1.67,018] 1
Chua 1997 291 086 12 36 0.76 12 7.0% -0.82 [-1.66, 0.02] T
Eiser 1991 7 2.2 10 6.5 2.21 10 6.4% 0.22 [-0.66,1.10] e
Harris-Eze 1985 6.3 27 B 65 35 6 38% -0.06 [-1.19,1.07)
Jankleson 1997 4 2 16 45 26 16 10.2% -0.21 [-0.91, 0.48] .
Jensen 2012 46 311 12 42 277 12 7.7% 0.13 [0.67,0.93] S [
Johnson 1983 46 21 18 56 23 18 11.3% -0.44 F1.11,022] —_—T
Noseda 1997 -42 27 14 -43 27 14 9.0% 0.04 [-0.70,0.78] ——
Woodcock 1981 554 1.91 12 6.33 2 12 76% -0.39[-1.20,0.42) CEE T
Subtotal (95% Cl) 159 159 100.0% -0.28 [-0.50, -0.05] -
Heterogeneity. Chi*=6.74, df=10(P=0.75), F= 0%
Testfor overall effect Z=243 (P=0.02)

2 -1 0 1 2

Test for subgroup differences: Chi*=1.09. df=1 (P=0.30), F=8.4%

Favours opioids Favours placebo

Barnes et al (2016)
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Hospice General Order Set

DYSPNEA
Orders below may be used in combination with orders for anxiety, restlessness

and/or agitation. Patient may receive agents in section A and/or section B.

A. Oxygen
a. If patient is short of breath:

i. Supplemental oxygen. 2-4 liters per minute. ...
B. Morphine
a. If patient is short of breath:
i. Morphine 20 mg/mL oral concentrate. ...
b.If patient...
c.If patient...




FEBRUARY 2018

11 122 patients were admitted over a two week period.




Cancer Length of Stay on Hospice
38%

Stroke

6% i Average: 56 days

Puln;cc))/nary’ 4 . Median: 23 days
y Range: 1-328 days
Cardiac B b e mentia N
o |




/0%

received oxygen concentrators while on service

30%

of these orders were placed at the start of care,
regardless of diagnosis or symptoms

65%

had no documented dyspnea while on hospice



EVIDENCE-BASED GUIDELINES 0

EVIDENCE-BASED PRACTICE



49%

of home hospice patients who did not report
dyspnea (n = 2542) received oxygen.

Shah, Homel, and Breznay (2016)

82%

of clinicians have put oxygen on a patient to “please
a patient’s family member.”

Quinn-Lee, Weggel, and Moch (2018)



One third

of the palliative care physicians very frequently
used oxygen therapy for cancer dyspnea in
terminal cancer patients without hypoxemia.

This was a clear “evidence-practice gap.”

Watanabe H, Matsunuma R, Suzuki K et al. (2019)
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IMPLEMENTATION




» Translating Research into Practice (TRIP) Model
> The Ottawa Model of Research Use

> The Iowa Model

» Knowledge to Action (KTA) Framework

The list continues...
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12 disagreed with O, for all patients

11 thought dyspnea was common

O were aware of goal to reduce unused O,

7/ requested a guide or formal process

6 had no concerns with future practice change



What concerns do you have with not ordering
oxygen for every patient on service?

Theme

Response

Negative patient
outcome

“What if they need it at 2 am and it isn’t there?”

Negative financial
outcome

“Increased costs to our organization due to frequent
STAT or 2-in-1-week deliveries”

Lack of guidance

“If we can't have a consistent message or protocol,
then we should just send it out to everyone”

Patient preference

“Sometimes the family or facility is insistent on it”




What advantages are there in not ordering
oxygen for every patient on admission?

Theme Response

Less stress “Decreasing the caregiver’s list of things to manage”
Cost savings “Presumably saving money”

Safer practice “Less safety hazards”

Best practice “Morphine is more effective.”

Less waste “We are not wasting resources.”

patient preference | {1 Somecne s refusng [owysen) it pulds apport and
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Concentrators went unused

86% of the time

> 58,000 hours



Comparing Total O, Concentrator Use
by Presence of Dyspnea at Time of O, Order

Comparing Total O, Concentrator Use
by Presence of Cardiopulomary Disease
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Best Practice for Troubled Breathing

at End of Life

Lauren Olsen, RN, DNP Student
January 9, 2019
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Should | order oxygen on admit?

Review past medical history and
current symptoms

Abbreviations

Pt/Fam: patient/family
02: oxygen
Rx: prescription
Dx: diagnosis
Hx: history
BHC: Bellevue Health Care
. Does the pt
Begin process Does pt Nonpharm: l.e. fan,
have current . .
to replace use the . repositioning, relaxation
. 02 rx in the X
with BHC 02 02? Pharm: inhalers,
home? i o
nebulizer, opioids, or
meds from comfort kit
RNCM: RN case manager

Has pt Does pt have
experienced cardiac or pulm
dyspnea in dx or recent hx
last 2 weeks? of 02 use?

Does Order 02
pt/fam on admit
want 02?

Is pt/fam willing to try

nonpharm and pharm DO NOT SEND 02 ON ADMIT*
interventions fOr

i ?
Vet e *Unless clinical judgement indicates otherwise

Discuss pros/cons of 02 and RNCM continue to

defer to RNCM for ongoing

evaluate and order 02 if
appropriate

education




Review past medical history and
current symptoms

SHOULD OXYGEN BE ORDERED ON ADMIT?

Abbreviations

BHC: Bellevue Health Care

Nonpharm interventions: open window,
fan, repositioning, relaxation, distraction
Pharm interventions: inhaler, nebulizer,
opioids, benzodiazepines

Does patient have
YES pati Y RNCM: RN case manager

current oxygen prescription
in the home?

Begin process to
replace with BHC
oxygen

A

Does patient use
the oxygen?

Does patient
Has patient experienced have cardiac or respiratory Does patient/family Order oxygen
dyspnea in the last 2 weeks? diagnosis or recent history of want oxygen? on admit
oxygen use?

YES

Does patient/family
want oxygen?

NO

A
A

Is patient/family
willing to try nonpharm and
pharm interventions for
unrelieved dyspnea?

Do not order oxygen on admit*

*Unless clinical judgement indicates otherwise

Discuss the pros/cons of oxygen. RNCM continue to evaluate and
Defer to RNCM for ongoing education. order oxygen if appropriate



SHOULD OXYGEN BE ORDERED ON ADMISSION?

Review past medical history. Note any
pulmonary or cardiac diagnoses that could cause
dyspnea. (See key for examples)

Begin process to
replace with BHC
oxygen

Does pt use
the oxygen?

A

Does pt/family
want oxygen?

Review current/recent
symptoms at visit

Does
pt have current
oxygen prescription
in the home?

Has pt experienced
dyspneain the
last 2 weeks?

have cardiac or
pulmonary diagnosis or
recent history of

Key

Pulmonary diagnoses: COPD, asthma, interstitial lung disease,
pulmonary fibrosis, pleural effusions, aspiration pneumonia, lung cancer
Cardiac diagnoses: Heart failure, severe valvular (aortic or mitral)
disease, severe anemia requiring transfusions

Pt: patient

BHC: Bellevue Healthcare

Nonpharm interventions: open window, fan, repositioning, relaxation,
distraction, breathing techniques

Pharm interventions: inhaler, nebulizer, opioids, benzodiazepines
RNCM: RN case manager

Does pt

YES

Does pt/family
want oxygen?

Order oxygen
on admit

oxygen use?

Isptor
family willing
to try nonpharm and

pharm interventions for
unrelieved
dyspnea?

Do not order oxygen on admit*

Discuss the pros/cons of oxygen.
Defer to RNCM for ongoing
education.

*Unless clinical judgement indicates otherwise

Please document your decision.
RNCM continue to evaluate and order
oxygen if appropriate.




SHOULD OXYGEN BE ORDERED ON ADMISSION?

Key

Pulmonary diagnoses: COPD, asthma, interstitial lung disease,
pulmonary fibrosis, pleural effusions, aspiration pneumonia, lung cancer
Cardiac diagnoses: Heart failure, severe valvular (aortic or mitral)
disease, severe anemia requiring transfusions

Pt: patient

BHC: Bellevue Healthcare

Nonpharm interventions: open window, fan, repositioning, relaxation,

Begin process to YES
replace with BHC distraction, breathing techniques
oxygen Pharm interventions: inhaler, nebulizer, opioids, benzodiazepines
A RNCM: RN case manager

Order oxygen
on admit

Discuss the pros/cons of oxygen. Please document your decision.
Defer to RNCM for ongoing RNCM continue to evaluate and order
education. oxygen if appropriate.
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Identify interventions associated with improved outcomes
Select interventions with the largest benefit and lowest barriers to use
Convert interventions to behaviours

| TRIP

2. Identify local barriers to implementation
Observe staff performing the interventions M O d e I

“Walk the process” to identify defects in each step of implementation
Enlist all stakeholders to share concerns and identify potential gains
and losses associated with implementation

3. Measure performance

Overall concepts Select measures (process or outcome) Tra nsS I a t| N g

/ 1. Summarise the evidence

Envision the problem Develop and pilot test measures
within the larger Measure baseline performance Re Se a rC h
healthcare system J
Engage collaborative
mgult?disciplinary 4. Ensure all patients receive the interventions I n tO
teams centrally Implement the ‘tfour E’s” targeting key stakeholders from front line .
(stages 1-3) and staff to executives Engage P I'a Ctl ce
locally (stage 4) Explain why the
interventions \
are important
Evaluate Educate
Regularly assess for Share the evidence
performance measures and supporting the
unintended consequences interventions
Execute
Design an intervention
“toolkit” targeted at
barriers, standardization,
Pronovost, Berenholtz,

and reminders, and Needham (2008)

learning from mistakes

K independent checks



RECOMMENDATIONS

USING THE 6 E'S OF TRIP MODEL




INITIAL USE

EDUCATE admission team on new decision flowchart 0

« Repeat education weekly x1 month given repetition
needed for adult learners.

ENGAGE staff by highlighting advantages of this change
and manager/physician support.

EXECUTE flowchart by providing both paper and electronic
copies to admission team clinicians.

&
&



SUSTAINED USE

« EVALUATE and address any problems noticed by clinicians
and update flowchart as needed.

« EXTEND use of flowchart by introducing it to Liaison and 0
Intake teams.

« To help practice change ENDURE, create a process card to
go along with decision flowchart.
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Best Practice for Troubled Breathing

at End of Life

(And where does oxygen fit in?)

Lauren Smilde, RN
Recorded on 7/16/19









Does
pt have current
oxygen prescription
in the home?

Does pt use
the oxygen?

Has pt experienced
dyspnea in the
last 2 weeks?

Does pt/family
want oxygen?

NO

have cardiac or
respiratory diagnosis or
recent history of

Cardiac diagnoses: Heart failure, severe valvular (a
disease, severe anemia requiring transfusions

Pt: patient

BHC: Bellevue Healthcare

Nonpharm interventions: open window, fan, repos
distraction, breathing techniques

Pharm interventions: inhaler, nebulizer, opioids, be
RNCM: RN case manager

Does pt

Does pt/family
want oxygen?

oxygen use?

Is pt or
family willing

to try nonpharm and
pharm interventions for
unrelieved
dyspnea?

Discuss the pros/cons of oxygen.
Defer to RNCM for ongoing
education.

YES

Do not order oxygen on admit*

*Unlessclinical judgement indicates otherwise

Please document your decision.
RNCM continue to evaluate and order
oxygen if appropriate.




*Unlessclinical judgement indicates otherwise




*Unlessclinical judgement indicates otherwise




Has pt experienced
dyspnea in the
last 2 weeks?

have cardiac or
respiratory diagnosis or
recent history of

Does pt

Does pt/family
want oxygen?

oxygen use?

Is ptor
family willing

to try nonpharm and
pharm interventions for
unrelieved
dyspnea?

Do not order oxygen on admit*

Discuss the pros/cons of oxygen.
Defer to RNCM for ongoing
education.

*Unlessclinical judgement indicates otherwise

|

Please document your decision.
RNCM continue to evaluate and order
oxygen if appropriate.

YES

Order oxygen
on admit
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TAKE HOME POINTS




1. Evidence-based practice = Research ++++

2. Oxygen is NOT recommended for all patients

3. You all have the ability to change practice



Thank you!

Please email me at
lauren_smilde@valleymed.org
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