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Mepiexopeva opIAiag

» OpIouoS

®» XapOaKTNPIOTIKA

» AirioAoyia (ocgia, xpovia, o¢gia £TTi XpOVIAG)
®» [laBoguaololoyia

»  KAIVIKN €IKOVA

» AZioAoynon

» AiTia SUOTIVOIaC OTOUG OYKOAOYIKOUC a0oBEVEIC
»  AvVTIUETWTTION

» > UPTTEPACHATO




AuoTivola: opIoCHOG

American Thoracic Society:

«O O6po¢ duaoTIvola XPNOIYOTIOIEITAI VIO VA XOPOKTNPIOEl TNV UTTOKEIMEVIKA aicBnon
QUOXEPEIOG OTNV AVATIVON) ME TTOIKIANG £VTAONG KAl TTOIOTNTAG XOPAKTNPIOTIKA.

H aioBnon autr) Tpoépxetal atmd TNV aAAnAeTTidOpaon TTapayOvVIWY OXETIKWVY HE TN
(puUOIoAoyia, TNV WYuxoAoyia, TOV KOIVWVIKO Kol Tov TTEPIBAAANOVTIKO TTEPIYUPO TOU
UTTOKEIMEVOU, EVW WMTTOPEI va TIPOKOAEOEI OEUTEPOYEVEIC ETTITITWOEIC O€ ETTITTEQO
(PUOIOAOYIOG KAl CUMTTEPIPOPAG

Parshall MB, Schwartzstein RM, Adams L, et al. An official American Thoracic Society statement: update on the mechanisms, assessment, and
management of dyspnea. Am J Respir Crit Care Med.2012;185(4):435




AuoTivola: XApaKTNPIOTIKA

» 2 UUTTTWHA (UTTOKEIPEVIKOTNTA)

«Ag You PTAVEI O AEPACH

«Mou koBeTal n avaca»
«PouoKwvw OTaV TTEPTTATAW»
«Koupdadloual oTav TTEPTTATAW»
«ExXw o@i¢iuo oto otri6ooy

«Agv utTopw va mTapw Pabid avaoar
«Agv UTTOPW VA CATTAWOW»

«Bxw otav TePTTaTAW/ AOKOUPAI»



AuoTivola: XApAKTNPIOTIKA

» AlaxwpPIoCPOG atro KAIVIKG onuEia avaTivEUOTIKAG OUOXEPEIAG (TaxuTTvola, Xprnon
ETTIKOUPIKWY AVATIVEUCTIKWY MUWV, EI00AKN HECOTTAEUPIWY)

» MrTropei va ouvodeueTal atrd ayxog, @oo, KaTtdbAIyn, TTEPIOPICHO TG UV BouC
dpaCTNPEIOTNTAG TOU ATOMOU

» [lepaItépw £TIPApPUVON TOU KAPODIAYYEIOKOU CUOTAMATOG KAl AEITOUPYIKK EKTTTWON
» XapakTApeg dUCTIVOIOG

= AUoTTvola TTpooTraBeiag: otav KataBAAAETal KATTOIO TTPOCTTABEIN

= AUoTTvola npepiag: otav dgv KataBAaAAeTal KATTola TTPOCTIABEIN

= OpBoTtTvola: ep@avideTal o€ UTITIA BE0N KAl UTTOXWPEI o€ NUIKABIoTA B€on

= NuxTepIv) TTAOPOEUOMIKN dUOTIVOIA: CUTTVA TOV a0BEV TIC TTPWTEC WPEC PETA TA
MECAVUKTA Kal TOV avaykadlel va kabioel | va onkwoOei rj va 1pégel oto TTapdBupo



Auocrnivoia: aiTioAoyia

» Ogcia SUOTTVOIA: EVTOC WPWV N NUEPWV

[TveupoBwpakag

[Mveupovikr €uBOAR

NOiIJWEN avatrveuoTIKoU (TTVEUUOVia, BpoyXiTida)
OcU TTVEUNOVIKO 0idnua

Oceia puokapdIakr) IoxXalpdia

Kapdlakog ETTITTWUATIONOG

ATTOPpaEn agpaywyou (ei1opopnaon, avag@ulacia)
Aigoppayia



Auocrnivoia: aiTioAoyia

» Xpovia duoTtrvola: > 4- 8 ¢fdouddeg

XKE Adpuyya, TTapaAucn @uvnTiKwY Xopdwv, BpoyxXoKNAn, pada tpaxniou
TTPOKAAOUCQ ATTOPPALn agpaywyou

AcBua

XAl

[MapdAuon dla@pPAypaTog, KUGOOKOAiwaN
YT1eWKOTIKI) CUAAOYN

[TVEUUOVIKI UTTEPTOON

AIGUECO TTVEUUOVIKO VOoNnuad

2UVOPONO Avw KOIANG PAERAC

Kapdiakr aveTtapKeld, JUoKapdIoTTaddeia, Taxuappubuia, BaABIOOTTABEIES, TTEPIKAPDIOKN

ouAAoyn

Noooyovog TTaxucapKia- TTEPIOPICTIKO GUVOPONO
OupeocidotTdBEIa
Ayxwdnc¢ diatapaxn

Neupopuikd vooruara (o. Guillain-Barre, Myasthenia Gravis, NAdayia MuaTtpo@ikni
2 KA puvon, TTOAUpUOoaiTIda/ dEpUATOPUOCITION)



Aucrmivoia: aiTioAoyia

» Ogcia emdeivwon Xpoviag dUoTTVoIag

- N\Oyw véou TtrpoBARpartog rn emocivwong TrpolTTapxoucag vooou (acBua, XArl,
KapOIaKI AVETTAPKEIQ)




Auvonivoia: ma@o@uoioAoyia

 O=AIMIA OZEQ3H ¢ A ANTISTASEIS
YNEPKAMNIA COMPLIANCE AEPAFQIQN
' } } }
KAPQTIAIKOI XHMEIOVNOAOXEIS TAnf“E&YagﬁgﬁE'z YNOAOXEIS
YNOAOXEIZ KNZ MYON i AEPATQrQN

¥

AYZTNOIA

H AYZINOIA NAPOYZIAZETAI OTAN ENA EPEOIZMA NMPOKAAEI THN
ENEPIOMOIHZH TOY ANATNEY2TIKOY KENTPOY OTAN AYTH
YNEPBAINEI MIA ZYTKEKPIMENH «OYAO»




Auvonivoia: ma@o@uoioAoyia

Mechanisms of Dyspnea

)
(\\ <2 )
pape L Afferent information from the
Pons respiratory muscles
Syl Gae Stretch/ muscle tension
it ! Lung volume
3 .
— Transferred back through he anterior
$ horn cells in the spinal cord to the
} > 7 pontine/medullar respiratory center
: s g e and to the somatosensory cortex.
4 -
5 -
Thoracic{ 2 = Measure effort (work of breathing)
8 - Intgr’(ostul
g ~ | mechooreceptors
\11 -/
Minman

Burki. Chest 2010;138(5):1196-1201




Auvonivoia: ma@o@uoioAoyia

Mechanisms of
Dyspnea

Peripheral and central chemorectors.
Project to the ponto-medulary
respiratory centers (PMRC)

Pulmonary C fibers carry information
from the lung parenchyma, airways
and pulmonary vasculature via the
vagus nerve to the PMRC and via the "
thalamus the sensory motor cortex - Volume change
and insular cortex. R (ventilation)

The imbalance between central neural Criber -4 : . Airlflow
output which does not produce the \ ;
expected result (airflow or ventilation)
monitored by the receptors in the
muscles and pulmonary system
generates the sensation of dyspnea

Burki. Chest 2010;138(5):1196-1201




Auvonivoia: ma@o@uoioAoyia

American Journal of Respiratory and Critical Care Medicine. 2012, Vol. 185

Figure 1. Functional magnetic resonance images showing cerebral
activations correlated with the experience of strong air hunger in
healthy subjects. The test condition consisted of low tidal volume con-
trolled ventilation during mild hypercapnia; the baseline comparison
condition used the same level of hypercapnia but with high tidal vol-
ume (subjects reported little or no discomfort at baseline). The stron-
gest activation is in the right anterior insula, indicated by the blue
crosshairs; this activation has been shown in a number of studies. Other
activations can be seen in the left anterior insula, anterior cingulate,
supplementary motor area, prefrontal cortex, and cerebellum. Not vis-
ible in this figure, but reported in the same study was activation of the
amygdala. Most of these regions fall in the category of limbic/paralimbic,
and overlap with activations seen during pain, thirst, fear, and hunger.

Raonradiirad and adantad wasith narmiccinn fram Dafaranca 127




Auonivola: KAIVIKA €1IKOva

= Taxutrvola (RR > 20/min)
= Taxukapdia

= @¢on

= [KavoTNTa OMIAIaG

= Xprion €TTIKOUPIKWY AVATIVEUOTIKWY HUWV

= YTToguyovaiyia
= Kuavwon

= [laBoAoyika eupruata armo TNV akpoaon TIVEUMOVWY (EAATTWON 1} ECAAEIYPN
AVATIVEUOTIKOU WIBUPIoPATOG, OUPIYMOG, TPICOVTEC)

= [TaBoAoyika euprpaTa aTTd TNV ETTIKPOUO




Auvonvola: ap)Xikn afioAdynon

¢ loTopIKO

¢ KAIvikn) eikova

¢ [evIKN aipatog, oAKXapo, oupia, KpeaTivivn, NAeKTpoAuTeg, TSH
¢ OCupetpia

¢ AKTIVOypa®ia Bwpakog

4 2TTIPOMETPNON

¢ HKI

¢ BNP/ NT-pro BNP

¢ Aépla aipartog




ASioA6ynon Tng Bapurnrag Tng duomnvolag

Modified Medical Research Council
{(mMmMRC) dyspnea scale

Grade Description of breathlessness
4] I cnly get breathless with strenucus exercisa
1 I get shaort of breath when hurrying on level

ground or walking up a slight hill

2 On level ground, I walk slower than people of
the same age because of breathlessness, or
hawve to stop for breath when walking at my own

pace

3 I stop for breath after walking about 100 yards
[921 meters] or after a few minutes on level
ground

4 I am tooc breathless to leave the house or I am

breathless when dressing




ASioA6ynon Tng Bapurnrag Tng duomnvolag

The modified Borg Scale for assessing the intensity of
dyspnea or fatigue

O Nothing at all
0.5 Very, very slight (just noticeable)
1 Very slight

2 Slight (light)

3 Moderate

- Somewhat severe

S Severe (heavy)

6

7 Vvery severe

8

O

i0 Very, very severe (maximal)

This Borg scale should be printed on heavy paper (11 inches high and
perhaps laminated) in 20-point type size. At the beginning of exercise, show
the scale to the patient and ask the patient this: "Please rate the intensity
of your 'breathing discomfort’ using this scale.”™ Then ask this: "Please rate
your level of fatigue using this scale.” At the end of the exercise, remind the
patient of the breathing number that they chose before the exercise and ask
the patient to grade their breathing level again. Then ask the patient to
grade their level of fatigue, after reminding them of their grade before the
exercise.




AgioAoynon Tng BapuTnTag Tng duonvoiag

| How broathless were you at the end of the 6-minute walk?

EXAMPLE OF A VISUAL ANALOG SCORE. THESE CAN BE ADAPTED TO A
SYMPTOM AND CAN BE SUPPLEMENTED WITH ANCHORING VERBAL
OR VISUAL DESCRIPTORS AS SHOWN HERE.




ASioA6ynon Tng Bapurnrag Tng duomnvolag

The table below describes the different classes in the NYHA Functional Classification.

Class Patient Symptoms

I No limitation of physical activity. Ordinary physical activity does not cause undue
fatigue, palpitation or shortness of breath.

Il Slight limitation of physical activity. Comfortable at rest. Ordinary physical activity

results in fatigue, palpitation, shortness of breath or chest pain.

Il Marked limitation of physical activity. Comfortable at rest. Less than ordinary

activity causes fatigue, palpitation, shortness of breath or chest pain.

IV Symptoms of heart failure at rest. Any physical activity causes further discomfort.




EpyaAcia alioAOynong CUNTITWHATWY O& a0O0EVEIC HE KAPKIVO

Memorial Symptom Assessment Scale - Short
Form [MSAS-SF]

Patient's Name

Date I} f ID=

Revised Edmonton symptom assessment scale: Numeric scale

Patient name:

Instructions:
1. Below is a list of symptoms. If you had the symptom DURING THE PAST WEEK, Date:
please check Yes. If you did have the symptom, please check the box that tells us how much =
the symptom DISTRESSED or BOTHERED you.
= IF YES: How much did it DISTRESS or BOTHER you? .
you ha’%;:z sd'::x;om Yes Not at A little Some- Quite Very Time:
PAST WEEK. all bit what a bit much
1 [o] [1] [21 [3] [4]
Difficulty trati " ”
p;i,: seLeertons Please circle the number that best describes how you feel NOW:
L“": ;"“"9“ No pain 0 1 2 3 4 5 6 7 8 9 10 Worstpossible pain
D"““ﬂ“;‘ skin No tiredness 0 1234 5 6 7|8 9 10 worst possible
N:“a (Tiredness = lack of tiredness
Feeling drowsy energy)
Numbness/tingling in
hands and No drowsiness 0/1/2|3|4|5|6|7|8|9| 10 | Worst possible
Difficulty sleeping (Drowsiness = feeling drowsiness
Feeling bloated I
Problems with urination sleepy)
Vomiting "
Shors pr No nausea 0(1|2(3|4(5|6|7)|8 10 Worst possible nausea
:S’\i:"'h“ No lack of appetite 0 1 2 3 4 5 6 7 8 9 10 Worstpossible lack of
eats o
Mouth sores appetite
m““:chws;’;"" No shortnessof breath 0 1 /2 3 4 5 6 7 8 9 10 Worst possible
Teching shortness of breath
Lack of appetite
Dizziness No depression 0|1(2|3|4|S|(6|7|8|9| 10 | Worst possible
Difficulty swallowing (Depression = feeling depression
Change in the way sad)
food tastes
x_’f;‘s:’“ No anxiety 0 1/2 3 4 5 67 8 9 10 Worst possible anxiety
i
Corstipation (Anxiety = feeling
Swelling of arms or legs nervous)
"I don't look like myself™
If you had any other symptoms Best wellbeing 0 1 2 3 4 5 6 7 8 9 10 Worstpossible
during the PAST WEEK, please g —
“s“him below, indicating (Wellbeing = how you wellbeing
much the symptom DISTRESSED feel overall)
or BOTHERED you.
1. No 0 1 2|3 4|5 67 8 9 10 Worst possible
2. Other problem (for
II. Below are other commonly listed symptoms. Please indicate if you had the symptom 1 :
DURING THE PAST WEEK, and is 50, how OFTEN it occurred. example, constipation)
o all the ms = IF YES: How OFTEN did it occur?
BREPUERIGIONE | v famy  Occasionaly  Frequemly  consand
- fes rely siona wently [= nithy
& [ 21 "t t41
Feeling sad
Worrying
Feeling irritable 'l ) G
Fesling nervous UpiobDaie UpToDate®




EminTwon Tng 8Uomnvolag o€ TEAIKOU oTadiou acOevei¢ HE KAPKIVO

Prevalence of moderate to severe symptoms in the last 6 mon
ths of life in patients with terminal cancer

1.0
ESAS score 4-10: —@— Pain

s —&— Tired* —++— Shortness of breath
—odr— Appetite 8 Anxiety

0:8: well-being —»— Depression

0.7 ~a— Drowsy - Nausea

Proportion of cohort

T T T ] T T ] T T T ] T T T T ] T
26 25 24 23 22 21 20 19 18 17 16 15 14 13 12 11 10 9 8 7 6 S 4 3 2 1 0
Time before death (weeks)

* Proportion of cohort reporting severe tc moderate Edmonton Symptom Assessment
System (ESAS) scores (ie, 4 to 10) over time. Number of assessments is the
maximum number available among all 9 symptoms. Missing ESAS values for a given
symptom were not included when calculating the proportion.

From: Seow H, Barbera L, Sutradhar R, et al. Trajectory of performance status and 5;/.’71:7::3"7’ scores
for patients with cancer during the last six months of life. J Clin Oncol 2011; 29 15

th permission. Copyright © 2011 American Society of Clinical Oncology. Al tj*p’TEoeDate




To péyeBocg Tou TTPOBARMATOC

= 20- 40% TWV 00B0evwy PE KapKivo ava@épouv dUoTIVola KaTd Tn didyvwon

= 70% TWwV a0Bevwy Pe Kapkivo TTapouaialouv dUOTIVOIA KATA TIC TEAEUTAIEC
6 €fOouadec TNS (WNG TOUG

Hui D.2012. J Pall Med;16(3):274-280




AiTia 5UoTivolag oTov ao0evi] HE KApKivo

Apeoca
oXeTW{OpEVA HE
vooo

Evtonioelg oto
TIVEULOVLKO
TIPEYXU QL

Aepdayyelakn
Slaomopa

Yrnielwkotikn/
TEPLKAPSLAKD
oulhoyn,

Anodpadn
oepaywyou

SVCS

Atelektaoia
Tpoaxelo-olocodaylko
ouplyylo

Katayuo/ di\6non

Souwv Bwpakkou
TOLWHATOG

IxeTW{OpEVA HE TN

oxetllopeva pe tn | Oepancia

HAEKTPOAUTIKEC
Sdlatapayeg

Mveupovikn eupoAn

MpaveOTMAACUOTIKA
ouvdpopua

NOLUWEELC

Xelpoupyeio
(mveupovektoun,
AoBektoun)

Mvevpovitda amno
AKO

Mveupovikn ivwon
UETA amo XMO/TKI

MuokapSlomaBela
and XMO

Mvevpovitida amno
avoooBepareia

Mn oxetl{opeva
ME TN VOoO

XAN, acObua

ALQLECO TIVEUHOVIKO
voonua

MveupoBwpakag

Kapbiaka

voonuata

Jupdopntiki

KapSLOKI) QVETIAPKELD

loxaiuia puokapdiou

Appubpieg

Maxvoopkio/
TIEPLOPLOTLKO
ouvépopuo

NEUPOUUIKEG
SlatapaxEg

Avxog

Kaxeéia

Avaluia

Otwon



AiTia duonivolag oTov aoOev] HE KAPKiIVO

» Apeca OXETICOMEVA ME TO VOO MO

-EVTOTTIOEIC OTO TTIVEUUOVIKO TTAPEYXUUA (TTPWTOTTABASC OYKOG, METOOTACEIC)

-Agy@ayyeiakn O100TToPA

-YTTeCWKOTIKR/ TTEPIKAPDIAK TUAAOYN

-ATTOQPACN agpaywyou (atrd Tov OYKO N AENPadEVES, BPoyXOOTTAONOG, TTAPOUTia
EKKPIOEWYV, TTAPAAUCT QWVNTIKWY XOPOWYV, ATTOPEAKTIKA ATTVOIA UTTVOU)

-2UvOPOUO Avw KOIANG @AEBAC (atToppagn aipaTikig pons otTnv Avw KoiAn OAERa
AGYyw OINBNONG aTTO TOV OYKO 1) TTIECNG €K TWV £EW)

-ATENEKTATIO

-Tpaxelo-o0100@ayIKO CUpPiyYIO

-Karayua/ d1inénon dopwyv Bwpakikou TOIXWHUATOS




AO0BEVAG PE ca TTAXEOC EVTEPOU KAl TTVEUUOVIKEG NETAOTACEIC




Nep@ayyelakn dlaoTTopd
Y1re{WKOTIK GUAAOYI
2 UvOopouo Avw KoiAng PAERag




AiTia duonivolag oTov aoOev] HE KAPKiIVO

» ‘Eppeca oxeTi(OMEVA HE TO VOO HO

-HAeKTPOAUTIKEC dlaTapaxEG (UTToPayvNOIaIdia)

-[Mveupovikn suBoAnN

-MNapaveoTTAaocuaTikd cuvdpoua

-/\OIUWEEIC




MapdyovTeg Kivouvou DAeBIKRC OpouBoeuBoAikic vooou (VTE):
Ev Tw BdBel pAeobpoupwon (DVT)- MNMveupovikr) eupoAn (PE)

Ixetl{OPEVOL UE TN VOOO Ixetillopevol pe tov acBevn Ixstllopevol pe ) Bepansia

ApXLKN €VTOMLON HALKia MeiZov xslpoupyeio WBC > 11000
MpwrtoL 3-6m armo tn SLdyvwon EBvikotnTa XMO PLT > 350000
lotohoyikog tumog (high-grade, JUVVOooNpPOTNTEG Oepareia us Hb< 10
adevokapkivwpLa) OVTLOYYELOYEVETLKO TIOpdyovTa
(mx bevacizumab)
Itadio (Tomikn Kot petaotatik  lotopiko VTE OppovoBeparneia TF
vO0oO0g) (tapofidaivn)
Kako PS Qahwbopidn, Aevalidopion dd
Kipool AuénTikol mapayovteg CRP
otpomoinong (EPQ)
KANpOVOLLKEG LETOANAEELG Napouaia kevtpikol GAePLkoV P-selectin

(vLeiden, petarlagn yovibiou
npoBpoppivng)

KOOETr) PO/ CUCKEU WV

MetayylosLc mapoywywv
aipotog

Peak thrombin generation

Factor VIII



Pneumonocystis jirovecii pneumonia
CMV pneumonia
PE




AiTia duonivolag oTov aoOev] HE KAPKiIVO

» JyeTICOMEVA UE TN BegpaTreia

-Xelpoupyeio (TTveuuovekToun, AoBekToun)

-MNveupoviTida armd akTivoBepatreia
-Mveupovikn ivwon PeTd attd xnueloBepartreia/ Tyrosine Kinase Inhibitors
-MuokapdiotrdBeia atrd xnuelobepatreia

-MNveupoviTida ammd avoocobeparreia




[MveupoviTida atrd akTivoBepaTtreia
KapdioTogIkOTnTa atrd XNUEIOBEPATTEUTIKOUS TTAPAYOVTEG
[MveupoviTida ammd avooobepartreia

Table | Antineoplastic Drugs Associated with Left Ventricular Dysfunction (LVD)

Compound Incidence
Type | agents

Doxorubian 400 mg/m? T-26%
Doxorubian 550 mg/m? 18%-48%
Epirubicin 0.9%-3.3%
Liposomal anthracydines 2%
Mitowantrone > 50 mg/m? 26%
Cyclophosphamide (high dose) T%-28%
Hfosfamide I7%

Type Il agents

Trastuzumab De-17%

| apatinib |.5%-22%
Sunitinib 6-11%
Bevaczumab |.7%—3%
matinib 0.5%1.7%

Trametinib oy




AiTia duonivolag oTov acOevh) HE KAPKIVO

» Mn oxeTi{OpJeva UE T VOO O
-XAll, doBua

-AIQUECO TTVEUUOVIKO VOO ua

-MNveupoBwpakag




AiTia duonivolag oTov aoOev] HE KAPKiIVO

» Kapdlakd vooRuata

-2 UOOPNTIKA KAPOIAKI QVETTAPKEIQ

-loyaipia yuokapodiou

-AppuBuicc

B AAAa

-Avaiyia
-Mayxuoapkia/ TTEPIOPIOTIKO GUVOPOUO

-NEUPOUUIKEG DIATAPAXEG
-AYX0G

-Kayecia

-Otcwon




AvVTIHETWTION

A. levikd péTpa

AIETTIOTNUOVIKA ONAdA (VOONAEUTEC, PUOIKOBEPATTEUTEG, EPYOBEPATTEUTEC, DIQITOAOYOI,
WUXOAOYOI, 1aTPOI)

-TeEXVIKEC XaAAPWONG, YUXOKOIVWVIKI UTTOOTAPIEN
-TpoTtroTroinon Tou €MITTEdOU dPaCTNPIOTNTAG, XPrion BondnudaTwy yia Tn YETAKIVNON

-XpNnon aveNIoTAPA YIA EKTTOUTI WYUXPOU aEPa OTO TTPOCWITO




AvVTIHETWITION
B. OgpaTtreia TG UTTOKEIPEVNG VOO OU
- XAl

BpoyxodiaoTaATIKA, avTIIKPORBIaK aywyn £TTi TTapoguvong, UOIKoBepaTTEia
AVATTVEUOTIKOU

- ATTo@pagn KEVTPIKOU agpaywyou

KopTikoaTepOoEIdr], EQappoyr EVOOBPOYXIKWY TEXVIKWY (EVOOOKOTTIKO laser,
NAEKTPOKAUTNPIOONOG, KpuoBepaTTeia, TOTTOBETNON Stent)

- Agp@ayyeiakn diacTtropd

KopTikooTepoEIdr), dloupnTIKA
- Y1mre{wkKoTIK} CUAAOYR

2UOTNMATIKA BEPATTEIQ TOU UTTOKEIMEVOU VEOTTAAOMATOG, TTAPAKEVTNOT, EI0AYWYI
KaBeTAPQ, TTAEUPOOEDN

- Kapdiakn avetrapkeia
AloupnTik&
- 20vOpopo Avw KoiAng ®AEBag, TrveupoviTida amrd AKO/ avoooBepartreia

KopTIKOOTEPOEION)




AvVTIHETWTION

I Xpovia duoTrvolia

- O&uyovobBepartreia
- Mn emeppatikdg Mnxavikég Aspiouog

KAIVIKO 0@eNOC 1I0iWG O€ OCEia avaTTVEUOTIKI ocEéwan €T1Ti TTapoguvong XATrl,
uTTogUYOVaIpdia AOyw KapdIoyevoUg TTVEUUOVIKOU OIONMATOG, UTTOCAIMIKN) AVOATIVEUCTIKN
QVETTAPKEIO OE AVOOOKATECTAANEVO Q0BEVH), AOBEVEIC UE VEUPOUUIKEG DIATAPAXES

- Omo&1dq PO/ IV/ SC

Mopopivn

Apyn TITAOTTOINCON, TTPOCOXH OTIC AVETTIOUUNTEG EVEPYEIEG (KATAOTOAN TOU
AVATIVEUOTIKOU, vauTia, dUoKoIAIOTNTA, (AAN)

- BevlodialetTiveg

[0 TNV QVTIMETWTTION TOU AYXOUG




AvVTIHETWTION

A. AvoTrvola oto TEAOG TG (WG

- Omiog1dn
- Avakou@ioTIK KataoToAR (palliative sedation)

XpAon eapuakwy (otriog1dn Kail BevlodIaleTTiveg) ueE OKOTTO va PEIWOBEI N TTiyvwaon Tou
a0B0evoug TEAIKOU OTAdIOU OXETIKA UE CUUTITWHATA AVOEKTIKA 0T 0éouca ouvnRon
QAVTIMETWTTION

- Mn emepBatikdg Mnxavikég Aspiouog
ERS/ ATS Guidelines 2017

- OgpaTreuTIKEG ETTIAOYEG HE aBERaio 6peNOG

Kavvan, eilotrveoueva o1miocidn, nAio/ o¢uyovo




AvVTIHETWTION

American Thoracic Society Guidelines for the treatment of

dyspnea
Mild dyspnea Moderate dyspnea Severe dyspnea
Treat underlying disease™ Treat underlying disease Treat underlying disease
Treat psychosocial Treat psychosocial factors Treat psychosocial factors
factors® Pulmonary rehabilitation® Pulmonary rehabilitation
Consider anxiolytics Facial cooling (by use of
fan)
Opioids®

Anxiolytics$

Moninvasive ventilation

* Treat underlying disease includes anemia, pleural effusions, congestive heart
failure, reversible airway obstruction, hypoxemia, main stem bronchial compression
or obstruction.

9 Treat psychosocial factors: For anxiety, use relaxation techniques, distraction,
activity modifications, behavior modifications, and breathing strategies. For
depression, use cognitive therapy, antidepressants, or a combination of both.

A Pulmonary rehabilitation includes exercise training, psychosocial support,
nutritional therapy, and self-management education, including breathing strategies,
use of supplemental oxygen, pharmacologic therapy (to relieve airways
obstruction), and panic control.

© Evidence indicates that they do not cause premature death in end-of-life patients
when titrated to relieve pain or dyspnea.

§ UpToDate authors suggest that anxiolytics be considered for dyspnea-related
anxiety, but note that there is no evidence that anxiolytics alone reduce dyspnea.

UpToDate
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Network® Discussion
i DYSPNEA
ESTIMATED INTERVENTIONS! REASSESSMENT
LIFE
EXPECTANCY
= Aszess symptoms comprahensively
« Educate patientfamily/caregiver on patient’s
condition and risk/banefit of treatment options |[Outcomes:
» Consider discontinuing theraples that may be = Adequate symptom
causing dyspnea management
= Treat potentially reversible underlying causes/ « Reduction of
comorbid conditions using: patient/family/caregiver Continue to treat and
3 :I:n:l;::ﬂn:f;;mmharapyflnmwnnﬂnnal strategles distress —+ | monitor symptoms
Years ¥ If immunotherapy-induced, see NCCN Guidelines ’ ?gﬂc:r;tlahh sanss of and quality of life
Toxicities = Optimized quality of life
¢ Therapeutic procedure for cardiac, pleural, or * Decrease in caregiver
abdominal fluid burden
¢ Bronchoscopic therapy
Yearto |__ _ | » Bronchodilators, diuretics, steroids, antibiotics, or )
months transfusions —» Ongoing
» Anticoagulants for pulmonary embaoll reassessment
. Rgiwa syl::;rtnmsm —
» Oxygen therapy for symptomatic hypoxia .
» Educational, psychosocial-spiritual, and emetional * Re-evaluate palliative
Months support for the patient/family/caregiver care interventions and
to weeks » Nonpharmacologic theraples, including fans, cooler] 4 If intensify as possible
temperatures, strass management, relaxation ongoing ——— |+ Consult or refer to
therapy, and physical comfort measures needs specialized palliative
» Pharmacologic therapy care services or
¢ Opioids® hospice
» Moninvasive positive-pressure ventilation
{eg, CPAP, BIPAP) support If clinically
indicated for severe reversible condition
Weeks to » Conslder palliative RT for SVC syndrome or
days respiratory obstruction by tumor mass
(Dying
patient) | ___ _ Interventions (PAL-12)

i See Drug Appendix (Pl -4) for specific recommendations for medical
management of symptoms.

k Far acute progressive dyspnea or for patients who are opioid tolerant, mone

aggressive titration may be required.
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DYSPNEA
ESTIMATED INTERVENTIONS/ REASSESSMENT
LIFE
EXPECTANCY + Assess symptoms comprehensively
» Use labored breathing or other physical signs of
Years dyspnea in patients who are noncommunicative
» Address ratientlfamilylcaregnver preferences, prognosis, Out :
) reversibility of respiratory failure, and treatment options ARCOMes.
Year to Interventions| ) Consider tlme-limited trial of mechanical ventilation if * Adequate symptom
months (PAL-11) indicated management
;, Cmi\sider therapy withi high-ﬂ?w nasial fﬁnmlxla « Reduction of — -
* Provide anticipatory guidance for patient/family/ ; ontinue to trea
Months caregiver regarding ggmg or respiratory failure s?ttientlfamilylcaregnvor and monitor
to weeks « Provide emotional and spiritual support IStress symptoms and
« Focus on comfort *» Acceptable sense of quality of life
» Continue to treat underlying condition as appropriate control
* Relieve symptoms « Optimized quality of life
» Nonpharmacologic therapies « Decrease in careqiver
¢ Educational, psychosocial-spiritual, and emotional burd 9
support (PAL-11) urden Diiciit
0 Fans, cooler temperatures O
Weeks to days » Pharmacologic therapies reassessment
(Dying patient) 0 Oxygen if hypoxia present and/or subjective relief is Pl avaliaia

0 If o Ioud naive, morphineX
on chronic opioids, consider increasing dose by
25% for unrelieved dyspnea; see NCCN undelmes

for Adult Cancer Pain for additional information on
opioid titration
¢ Consider benzodiazepines when opioids and other
non-phaimacologic measures have failed to control
spnea
» Noninvasive positive-pressure ventilation
(eg, CPAP, BiPAP) support if clinically
indicated for severe reversible condition
» If fluid overload is a contributing factor:
0 Decrease/discontinue enteral or parenteral fluid
¢ Consider low-dose diuretics
* Reduce excessive secretions with non-pharmacologic
interventions and anti-secretory agents
» Reduce IV fluids and consider repositioning

If
ongoing ————»
needs

palliative care
interventions
and intensify as
possible

« Consider a
consultation with
specialty palliative
care

* Consider sedation
for intractable
symptoms

(PAL-33)




ZUHTIEPAOCHATA

¢ AUOTIVOIQ: CUUTITWHA, UTTOKEIMEVIKOTNTA

¢ AlaXwWPIOPOS atTd Ta KAIVIKA OnUEia avaTiVEUOTIKAG OUOXEPEING

¢ Occia, xpovia, occia emdeiviwan Xpoviag dUCTIVOIAG

¢ [NaBoguaoioAoyia: KNZ, kapwTIOIKOi UTTOOOXEIC, TAOEOUTTODOXEIC TTVEUNOVWV- HUWV,
UTTODOXEIC agpaywywyv

¢ KAipakeg aclohoynong Baputntag tnG OUCTIVOIAG

¢ AiTia oxeTI(Opeva Pe Tn vooo, Tn Bepartreia, UTTOKEIJEVA VOO AT

¢ AVTINETWTTION: TTPOCDOKIUO, aITIoAoyia dUOTIVOIAG, ETTIOUMIEC TOU a0BgvoUC

¢ TeAIKOG 0TOXOC N AVTIMETWTTION TNG dUOPOPIAC Tou acBevn
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