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XAI-COPD Right Care

GOLD 2023:
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www.ipcrg.org/copdrightcare

COPD right care: Doing the right
things and only the right things
in the right way for the right
people at the right time in the
right place, whatever that

means in the local context

Social movement,
personalisation, tools,
education, facilitation etc



http://www.ipcrg.org/copdrightcare
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Franceschini

Sonia Maria Martins Juliana
Franceschini

Dr Sundeep Salvi

Variation in care that is not due to disease variation but provider
variation between individuals, offices/clinics, regions and nations.
The point of Right Care is to provide the practical advice and
support to make it easiest to do the right thing, in your setting.
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1.Asthma Right Care ASTHMA

RIGHT
CARE

Episodic asthma care Mitigation of chronic risk

? Asthma Right Care
@

Person with asthma
and appropriate
management

Person with asthma
over-reliant on SABA

www.ipcrg.org/asthmarightcare


http://www.ipcrg.org/asthmarightcare
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2. London Respiratory Network Value
Pyramid

Thorax

Stop Smoking Support with
pharmacotherapy £2,000/QALY

Education and training to underpin all implementation; and
improved diagnosis to ensure allocation of interventions to the
right people

New — First, leadership to build trust between different parts of the
system, and respect for primary care, which is the highest value

input in a health system: can deliver 90% of a person’s health
needs over their lifetime, and highly cost-effective




What does good gquality
COPD care look lLike?

IPCRG i=s regularly asked by prirrsary carne climicians o define good guality care. We take the

wileww that prirmary cane s persan-centmned, anmnd therefiorne the Bbest way to defie guality = frnomms

thwe peorspeective of thve peersom at risk of, or with thee cordition. Froom our megu lar cormeversatiomns

wu ikl e pee rt ppaticsylks amnd climiciamns vwe haes suerrmevmearised what gooad gueality carese sheao o boll Lok

Li ko= Froam & pattient persp-ective and hose camn clinmicians prowidese that i 10 peersa re— o rviirecl
stabtermeaents. Thesse are diwvided into five aresas: Preventicon, Dagnosis and communiication abowuk
thee diagsnosis, Mamagemmeent, Rewvicw and Referral. Ouar visioam is that clinical teames wwill use therm o
bemchmark thheir practice and potentialby ddasntify an aneas Ffor improwssmen . D O i prcograrmrmme of
weork is steered by these statenrvents. We are currentlhy defiming the compestencies requirnsd o e livers tThem
ard the teaching mverhodis amd tools 1o enable delivery,.

1P C RS toodls that wee alresadw offer are Listed in blue iEmlics"™

People with exposure to risik factors for COPD deserve...

Prewventiomn
L Imforrmeation, Sdvice on mitigation and public healoh protectiomn imcludine local and personal risk fBactors.
hros A wneenar. oy, argoithowssshrecattne and hedoing oeocypls quait.

People with COPD deserve...

Diagmosis anmnd communication abouwut the diagmosis

= A primary cane serwice that is compebtent and confident in diagnosing COPD imcluedingg timely, acourate and objective test=, amd
imformmatiomn abowt CIOPD, its causes, the likely timelime, how it can be mamnaged but not cured, and the conseguemnoces of decision= about
treatrrvert and self-manmnagermrervt. Deskfors aeloer 1 fsrvirovrretrygl, desktopys Aaelfper o ecrriier aficagrecsds, COFD Riogntrl Cores v frered

Mamnagmermemnt

- A EEIFFRAry Care Tearm CorTypeetent o classify the stapee anad oypee oF their link o dissase orsrar T e using speirormmestryauaaliny: ofF Life amd
exacerbation history: amnd competsnt to assess othesr mrorbiadities.

=1 Lo tervre holistic managesament acoordim g to the guiksdslimes irncluding vacoinatiomn, cowunselling and treatrrmeent if they are tolbacoo
dent, pharmmacodogical and mon-pharmacological treatment and referal g to pulmonany rehabillitation, end of life care. Desktor
fredpers F s rmnoe e £ pprafliative cpoyercorche ), S Copuadt srmasdkninegd, & FRCS o IS weitfiadireaael)l . F fpufmorrary refRorbilidadsiore), 8 faaoereees L Ol
I3 Frmeonlti-rrrorbidiae] amnd 12 fmaeretod AGaeoeldfl) s dove oy oo et e baee

= To be offered appropriate imhaler(s) according to their phiysical and cognitive abilities and charascreristics and appropriate inbalsr
techmique traiminge by a primary care professional whao kneowss the importance of eocsmophil counnt and that bronchodilation s the basies
of treatrmeni. e eevvee g it reee titre oo

Wearly fllu vacocinastion, prreumo-co-ccal, Tdap, herpes ooster arnd COWID -9 vaccinastions acoordime o thair history arnd maticnal scheeduals

ry To agres an individualised self-mmanageneent plam including recoconiticn of exacerbations, smeoking coessation, breathing exercises,
rnautritiorm, anmnd physical actbeithy taking imnto considerastion masntal amd phhysical hasalth, healtth literscy and
SorEess b Care . e e T O T IR R e

= T be askead in @ culturally appropriate way abowut exacerbaticns, Lo rReceive reassarances arsd
sppropriates trestrmeent ard to be followed up o ensure thvey hawve asdequates support

R — *lmteractive version

2 A structured assessment of their syrmptommes, ssellibbeing. inhalation techmigue, available with hyperlinks.
Future risk and swupport eed s at acoeptabhle inbervals with additiomal Folbower-w s Scamn thhe QR code.
after an exacerhation or a changs in manamesment. CDeshnoys aedoaeer 5.

When their COPD cannot be mMmanaged imn their
wswual prirmary care
1D T hawe easy and timeaedy acces=sreferral o a primary or secorndary bealth care

prrofessiomal wiheo s skallfosl imn SO managarment wheanewers theeir OOP D camrneok bhe
manaEsdd irn thaeir usual prrmary care
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Helping patients quit tobacco: Very Brief Advice (WBA)

A sary, potitive and effective way toe help tobocco wviers gquir:
Ak, Adwise & Act’
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Helping patients quit tobacco: Very Brief Advice (VBA)

An easy, positive and effective way to help tobacco users quit:
Ask, Advise & Act’'

VBA works at any point during a consultation about another health matter. VBA is proven to increase the chances of an individual making a
quit attempt. It is a trigger; its effectiveness increases if more clinicians use it more of the time: the readiness of the patient to respond is
variable therefore if we increase the chance of them encountering a VBA trained clinician, we are more likely fo catch a ready patient on the
right day.

1. ASK: during a consultation about another health matter

Ask ALL patients about tobacco use (smeking or smokeless tobacco) af every clinical contod. Document tobacco/smeking® status becouse this makes it easier for
colleagues in your health system to ask the question next fime, especially if you have o shared record with pafients and colleagues.
IT DOES MOT MEED AMNY ASSESSMENT OF READINESS TO QUIT

“Have you used tobacco at all in the last year?” OR
“] can see from your records that you have used tobacco recently. Is that still the case?”

2. ADVISE: about effective ways to quit (and if necessary, about the harms of tobacco)

In mest IPCRG member countries public health pregrammes use the media te communicate the harm caused and se the pepulation usually knews thet the use of
tobaceo is harmful_ Whamﬂlswdlmdeﬁ#oadﬂmhbunmmhﬂ'mﬁmudwsmgiusqummnhemmpmduciwmdﬂalseeﬂhyﬁepﬂiarﬂnsﬂmppﬁﬂm
pesition. However, the impact an across a can vary. Th base your advice on what you understand your patient and your local population's
‘awareness fo be and personalise a dear sirong message. i your Public Health system has been effective in raising the TENSION around tobacco then your role is fo

enact the TRIGGER. Give your advice on quitling with a pesifive and supportive lone and with a sense of hope.

“Do you know the best way of stopping using tobacco or reducing its harm? We know from research studies that the
best way of stopping using tobacco is through the use of stop tobacco medicines combined with regular help, support

and encouragement, especially in the first 4 weeks and ideally for 3 months of an attempt”

3. AC'I'dacmrdmgrolhe t's resp and available behavioural support and first line quit tobacco
medication®

You will new need to ACT. The best way to stop fobacco is with the combinafion of behovioural suppert from a trained clinicion and the use of a first line quit fobacco
medication. At the optimal end of the seale, IPCRG member countries have many modalities of nicofine replacement therapy and @ number of anti-nicofine recepior
medicines that are available free for patients as part of o national health system_ These countries will alse have o trained stop tabaceo werkfores that can provide 20-30
minule appeintments for the behavioural element of the intervention. We have alse waorked with countries where stop tobaceo medicines are not available at oll
«ar only availoble to purchase privately and there is no programme of stop tobacco specialists. We illustrate these scenarios below. Refer fo the most appropriate.

“Would you like to talk about the options available to help with your tobacco use today?”

No: That's OK. Could | ask your permission to Yes: That's great, here are some of the options that are open fo you now: (tailor

talk about this again next time we meet in case each fo your situation eg you may not yet have a CO monitor)

you have changed your mind? If you do Option 1 - Well developed stop fobacco service and free medicines

reconsider before then | would be happy to see Option 2 - No/limited stop tobacco service and some free medicines

you for an appeintment to talk about this more. Option 3 - No/limited stop tobacco service and private only medicines

Option 1 Option 2 & 3 (See section 4)

+ Consid haled carbon ide (CO) testing + Consider exhaled carbon de (CO) (if available) testing before starting
prior to referral and advise that this is one measure treatment. Advise that this is one measure for you both to manitor success.
for you both to moniter success. * Ensure that in addition to VBA, you or a coll within your

* Ensure that the service you refer to uﬁers boih has been trulnad nnd updated to provide brief behavioural and
bek | and pharmacotherapy inter and py interventions for tobacco (that is, more than VBA which is
that staff are trained and updated. vcry brief and may include motivational interviewing (MI)).

* Assure the patient that you will prescribe appropriate | | * Explore with the patient the options fer over the counter (OTC) or prescribed
medicines if requested by the service for as long as is free and private medicines. Reassure about the value and safety of these
required. Reassure about the value and safety of medicines.
these medicines. + Explain that they will have greater success if they see a health professional

* Hand out written material/contact numbers to show as well as taking medicines. Taking stop tobacco medicines OTC without
your support. suppeort is no more effective than an unassisted quit and could be a waste of

* Make sure your referral happens: have a system to money for your patient.
check: Ask for feedback from the service. * Hand out any written material/contact numbers to enhance the support you

* Consider offering initial prescription of NRT patches. have offered.

* we have used "tobacco” rather than "smoking”. If, in your contes it is betier to use "smoking” please adapt.

The evidence-based VBA, Ask-Advise-Adt, is infended fo be used by all healthcare pradiifioners and works best when there is a nationally-funded stop tobocco service
that includes free wumncoﬂmp;ldemﬁsdpeoplewlmmshhqudormdmehunnumbslmnﬂgsdmmdenm based services where practitioners are formatively
trained and regularly . However, globally such an offer is not always available and i and isations will need fo ogree a freatment plan for people
wheo receive VBA and re o desire fo quit in the absence of a comprehensive natienal service.

We explain why we advocate 3JAs nMENslnourposﬂln pupu Hﬂwm Ihlsdaesnulpmdudelufamiypmammlwﬂhulmg—lammlﬂhnmhpwﬂh
i 1 help treat their ndency.

the tebaces user and family fram the with ather b change
Vﬂhlsnlmdedlnmushmnlmdi\su!mmﬂlln!sho\ldbedeiumdhulpﬂhem Mare involved quit tebacco interventions which support behaviour change
techniques are intended to be d | by the tobacca mmwhmndmluﬂe Mﬁﬁmmmmmdlnmmhsedm
treatment and con werk with the person uspurldhllﬂﬂg—hrm diti ] is a long-term relapsing remitting condifion

and therefore needs an infervention from a

Mwimllmmmg”usﬁdmlnmmwlhmmdammYwmﬂyhﬂuhﬂdlmwnhmphsuihﬂnspﬂﬂofmmwmmw
Thqsemnﬂplasmnbeuﬁednﬁlyundmslkumlndbpurmgeofdlmmslnﬂuiuu!mmﬂ tobacco dependence. A Cochrane systematic review with moderate

quality evidence’ supperts - particularly the GP - in delivering this Hmnbednﬂeundlspmfauﬂelnhedﬂnemlasslhﬂnmmmm'lhlslslhsmfom
Ihkhheﬂngmﬁmmmmimlnlhmemmmﬂummﬂimmy stop tobacco specdialists are not available.

More than VBA: when you have a dedicated appointment

Brief advice, prescribing and mefivational interviewing work best when you have dedicated time as you would for a blood pressure or diabetes
appointment.

It is ideal if the quit tobacco intervention below is deli | in a session dedicated to helping the patient with their tobacco use. However, we also
acknowledge that many 2 minute episodes over a life course can alse have a positive impact. If you are providing the service, you may be able to
develop a standard schedule such as a package of 5 consultations. If so, “frontload” the consultations with more early on.

Start with the Visual Analogue Scale (VAS) for motivational interviewing

On a scale from 1 - 10
1. How important is it to you to stop tobacco where 0 is not at all important and 10 is the most important it can be?
2. On a score of 0 - 10 where 0 is not confident at all and 10 is totally confident, how confident
are you to try and stop tobacco?

Dialogues: Select from these and adapt o your own style and rapport with the patient. More listening than talking!

(LU LT TTEN “That's great fo hear: Why is it @ 9 for confidence not a 72" LISTEN to reply as way to hear patient beliefs; which often
include stopping without help. “It sounds like you really want to try stopping tobacco (o alnl May | talk you through the
optiens that are available for us to help you (building on what worked for you last ﬂmo?

Amber dialogue e TITERFIH nnuﬁundmlaﬂ'LISTENla ; and celebrate previous quitting success, which is what is
“ ﬂmmm, although perceived by the fuiumbocn h:‘aﬂnrr?mln . Reflect back “It
has been really ha nll-npusllwimnm for xx time. would need to
hu mave this up to an 77" I.mn mplyﬂmuskpmnmn “May Iiu tllm;g of the options we
nowhwuvuiehhﬂwlwhawmrk patients like you wlmhbaamsuhgpu their lives, so that you can see
Mnrywhnkarmd“mm#ﬂbaohﬂomﬂlaym?

Red dialogue “It sounds like tobacco is a really important part of your life. That makes me want to know why you've scored it as a 3
and not a 17" LISTEM to reply and name and affirm all positives. Reflect back “It sound be:
you in Ihe past and you st fe ot the right time for you to stop tobacco. We know that nicotine
50 you succeeded bef for xx time.” “What would need to happen to move this up to a 4 or 52
s am hearing d feel the right time for you to stop tobacco and | complete
als w that your CO y hi , and we know this is making your condition [eg
OPD usfhmu] worse If it would be hn-lp[ul I um ha py to talk with you about what we could offer in #
future, fhm now works for patients like you, where tol Eeen and continues fo be a major part of thei
o0 you at least you know that we do have treatments that

The themes used ir| MI conversations are more listening than talking, using open-ended questions, specifically naming and affirming previous
success, icating hope ially for a long-term condition so strongly associated with shame, reflecting back and summarising. A few
cdher ihmgs that work include:
N;dms and clarify that the team is not judgemental about tabacco “We know how hard this is and that this is an addiction and that nicotine is mare
ictive than heroin. .
. nded questions eg “Tell me about when you iried io stop toboceo before?”
nlad CO testing is a very powerlul mofivator becouse the numerical reading improves quickly ofter cessafion and is an ebjective measure!
Eno':nags the person to imagine and communicate what they think might be the benefits of quitiing; reflect back and summarise and tailor your offer
to their rey
You will kﬁo{-\f the patient's comorbidilies so consider how treating their tobaceo use can improve the other disease outcomes that they want eg
“Did you know you . will get fewer asthma atiacks? . your wounds will heal betier afier surgery?” Keep it posifive.
* However, most patients who use tobaceo know this  listen for the people whe matter to them eg being areund for grandchildren growing up.
Explodre anﬁ lhs'ﬂ reflect on ambivalent feelings: “What are the things you like and don't like about your tobacco use?™ "On the one hand you say that
and on the other..
* You may use these scales more than once in the consuliation, or in subsequent conversations and if the scores increase, this will improve mofivation.

If you are in the situation of options 2 or 3, where you will provide the counselling and medication advice then are
some key actions you will want to take:
* Provide assisgance in dmlopmg a quit plnn hnw aften will you see them; how long will the session be, and what is the duration of the treatment.
A 12 week i is rec d if varenicline is prescribed, but ongoing support may be needed for much longer.
. Agru with ihe pafient how you will review them io prevent relapse and provide support over subsequent months and years.
Could you use email, text or phone for some of sessions?
. Helpllnmbsduqmrdnh make it realistic: a date chosen b{hpﬂhanr*u\‘ can then support.
* Know whul_plmrmcolhempy is availoble OTC, free and private. Your best apllons are varenicline and combination NRT. Ensure doses are adequate.
Paofiel fobaceo are ofien underdosed on nicofine. Treat dasing, use and technique as seriously as you would for blood pressure or diabetes
mellitus co

* Include the following as needed:
* Discuss ubmmme and suggesl coping strategies
. 5"‘”“%’ o vl enirssuch o for o il b |
* Assist in dealing with barriers such as fear of failure, siress copin in, social pressure
Give nutrifional advice: sleep well, avoid caffeine and ale oﬁr de B
. vlysml adwﬂy may help
thdrawal symptoms occur mostly during the first 2 weeks and are less roublesome after 47 weeks
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Quick guide to spirometry

This daskiap helper s 16 de Ay =t the i they nesd 8 prapere for, eonduc!, evalusle
and interpret sperometry o undersioed ® rods ond bmesatans. b the deograoss ond moreoneg of respitoey dastse

A guide to interpreting spirometry

i) Normal spirome:
The Forced Vital Capacity (FVC) of the lung is the Forced Expiratory Volume in 1 second = FEV1. The

volume of air that can be forcibly expelled from the lung FEV1 is the volume of air that can be forcibly expelled
from maximum inspiration to maximum expiration. from maximum inspiration in the first second.

Normal Normal

« O

Male, 49yrs, 180cm
FVC = 4.90 litres

Predicted FVC = 4.96litres
%predicted = 99%

Female, 33yrs, 165cm
FEV1 = 3.20 litres

Predicted FEV1 = 3.03litres
%predicted = 105%

Volume in lires
e~ muau
Volume in fitres
o - muau
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Restrictive: due to conditions in which the lung volume
is reduced, eg fibrosing alveo , scoliosis. The FVC
and FEV1 are reduced proportionately.

Obstructive: due to conditions in which the airways are
obstructed eg asthma or COPD. The FVC and FEV1
are reduced disproportionately.

B

Male, 49yrs, 180cm
FVC = 2.00 litres
(40% predicted)

FEV1 = 1.80 litres
(45% predicted)

Female, 33yrs, 165cm
FVC = 3.50 litres
(98% predicted)

FEV1 = 1.8litres
(58% predicted)

Volume in lires
o - muwaw

o .

o A
Time in seconds

"Time in seconds
Severity of COPD: FEV1 as a %predicted may be used to classify the severity of COPD. National guidelines vary, but
many use the levels of FEV1 <80%, <50%, or <30% predicted to arbitrarily define mild, moderate or severe disease.

iii) Forced expiratory ratio (FEV1/FVC ratio, or FEV1%)
The FEV1/FVC ratio is the FEV1 expressed as a percentage of the FVC (or VC if that is greater): ie the proportion of the
vital capacity exhaled in the first second. It distinguishes between a reduced FEV1 due to restricted lung volume and
that due to obstruction. Obstruction is defined as an FEV1/FVC ratio less than 70%.

e* FVC = 2.00 litres (40% predicted) - | FVC = 3.50 litres (98% predicted)
§> FEV1 = 1.80 litres s, | FEV1 = 1.80 litres (58% predicted)
g. D i -
2] ssepredicted) 2] FEV4/FVC ratio = 51%

. FEV1/FVC ratio = 90% .

o

13 3 a4 s
Time in seconds

Obstructive ventilatory FVC normal or reduced

in seconds

Restrictive ventilatory pattern FVC reduced <80%
FEV1 reduced
FEV1/FVC ratio normal

v) Flow volume loops

This is the same forced expiration converted electronically to illustrate the flow rate as the lung empties. The x axis
represents volume - from full inspiration to full expiration: The y axis represents the flow rate. The shape of the flow
volume loop depends on the mechanical properties of the lung and the shape can give important clues about the
diagnosis. The dotted line is a normal curve.
Asthma COPD

Flow rate (Lis) Flow rate (L/s)

pattern FEV1 reduced <80%

FEV1/FVC ratio reduced <70%

Restrictive
Typically the curve is
angled as the
damaged lungs in
COPD collapse with
forced expiration

Typically the curve is
a normal height, but
very steep as the
lung volume is
decreased

Typically the curve is a
comparatively smooth
concave shape as the
airway obstruction is
relatively stable
throughout expiration

Flow rate (Lis)

Volume (litres)

Volume (litres)

Volume (litres)
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Achieving earlier diagnosis of COPD
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Figure 1: Barriers to earlier diagnosis in COPD and strategies o overcome them.

o

Patient behaviours
& beliefs

04
Physician behaviours
& beliefs

Spirometry-related
lssues

Logistic

constraints

Barriers

Failure to recognise COPD given its slow, relentless progression
Tendency to blame breathlessness on getting older and less active, assuming cough is normal
(ie, ‘'smokers cough’)

Tendency to not complain about the condition (ie, ‘the silence of people with COPD’)
Underemphasis on symptoms, which can cause HCPs to be less likely to consider COPD at an
early stage and to be less aggressive with treatment

Reluctance of smokers to report breathlessness for fear of being stigmatised for smoking

Not considering repeated bronchial infections as an early sign of COPD

Not considering COPD in nonsmokers

Focusing only on comorbidities (patients with COPD often have multiple comorbidities that
may be more pressing and clearer to diagnose)

Not considering COPD in women due to gender bias (assuming asthma in females)

Not investigating COPD earlier because smoking cessation is the main intervention for all
smokers regardless of COPD status

Tobacco dependence services and support often not offered/available

Inconsistent performance of spirometry and lack of spirometry training in primary care
Controversy over spirometry in primary care for early detection discouraging some HCPs
Lack of funding/reimbursement for spirometry in primary care

Lack of spirometry availability

Delays in receiving spirometry reports when done outside of the office

Time pressures in primary care settings adversely affecting providers’ capacity to manage
patient proactively

Respiratory epidemics (eg, COVID-19) creating significant obstacles to patient evaluation, and
the delay or cessation of diagnostic services

Actionable Strategies

Patient education
Family/caregiver education
and engagement

Proactive case-finding of
people with symptoms
suggestive of COPD

HCP education

Increased vigilance for
symptoms suggestive of COPD
(especially in older at-risk
patients)

HCPs with special interest

Microspirometers to rule out
COPD

Spirometry training
Local level funding strategies

Development of clear local
guidelines on how to proceed In
busy practices or in respiratory
epidemics

Table 1: Examples of tools for identifying people with symptoms suggestive of COPD
in primary care seftings who should be considered for spirometry

Tool

Comments

Web address

Canada Lung Health
Test26

Simple and quick to administer;

not validated. 5 questions

https://www.lungsask.ca/media/
16

COPD Population
Screener (COPD-PSJZ7

Internationally recognised and
validated. Simple and quick to

administer, 5 quesfions + age

https://www.copdfoundation.org
[Screener.aspx

COPD Assessment in
Primary Care To
Identifty Undiagnosed

Respiratory Disease

Risk (CAPTURE)28

Validated and includes measurement
of PEFE. Good discnminatory capaaty
in LMIC seftings.28 Low sensttivity for
detecting clinically significant COPD

in a US primary care population.?

hitps://www.researchgate.net/h
gure/The-CaPTUre-COPD-
assessment-in-primary-care-fo-
identfy-undiagnosed-respiratory-
disease figl 325741206

COPD in LMICs
(COLAJ20

Validated and good discriminatory
capacity in LMIC seffings;28 can be
used alongside PEF3

hitps://www.dovepress.com/a-
novel-case-finding-instrument-
for-chronic-obsfructive-
pulmonary-dise-peer-reviewed-

fulktext-article-COPD

LMIC, low- and middle-income countries; PEF, peak expiratory flow.
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Figure 2: Algorithm for the identification and diagnosis of people with symptomatic COPD.

>35 years old

*  Smoker/ex-smoker
* COPD-like symptoms

Positive score on a COPD
screening questionnaire

=

If spirometry is not possible (not
available/pandemic/costs)

&

Case identification with
handheld device

If results show:

i
74

FEV, < 80% predicted value
FEV,/FEV, <0.8 (80%)
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GOLD ABE Assessment Tool

Figure 2.3

Spirometrically Assessment of l Assessment of
confirmed diagnosis airflow obstruction Symptoms/tjlsk of
exacerbations
EXACERBATION
HISTORY
FEV1
GRADE (% predicted) (PER YEAR)
> 2 moderate
GOLb1 2 80 exacerbations or E
Pocth hodil > 1 leading to
ost-bronchodilator e
50-79 hospitalization
FEV1/FVC<0.7 Helkies y.
GOLD 3 30-49 Ooril modferate
exacerbations A B
(not leading to
GOLD 4 <30 hospitalization)
) 4 )
mMRCO0-1 | mMRC >2
CAT <10 CAT 2 10 )

SYMPTOMS

© 2022, 2023 Global Initiative for Chronic Obstructive Lung Disease



Initial Pharmacological Treatment

Figure 4.2

> 2 moderate GROUP E

exacerbations or LABA + LAMA*

> 1 leading to
hospitalization consider LABA+LAMA+ICS* if blood eos > 300

0 or 1 moderate GROUP A GROUP B

exacerbations

e Lzl A bronchodilator LABA + LAMA*

hospital admission)

. ~/ A

mMRC 0-1, CAT < 10 J mMRC 2 2, CAT 2 10 J

*single inhaler therapy may be more convenient and effective than multiple inhalers
Exacerbations refers to the number of exacerbations per year

© 2022, 2023 Global Initiative for Chronic Obstructive Lung Disease



Obstructive - your airways are narrowed, it's harder to
breathe out quickly and air gets trapped in your chest R l G H T
° Pulmonary - itaffects your lungs ‘
o Disease —a medical condition CA R E
%
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%0, Identity

o Chronic - a long-term health condition that does not go away ‘ ) ‘ O P D
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communication
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Recognised cause?
Symptoms consistent
with COPD?

IsFEV, /FVC < lower
limit of normal or 70%?
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Appropriate use and withdrawal of inhaled
corticosteroids (ICS) in patients with chronic
obstructive pulmonary disease (COPD)
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TABLE

1. IPCRG GUIDANCE ON WHEN TO BEGIN ICS IN PATIENTS WITH COPD.

FIRST OPTIMISE BRONCHODILATION.

1. Initial treatment

a.

b.

Well documented previous history of asthma, especially if
diagnosis under 40 years’ old

=2 moderate exacerbations or 1 hospitalization in the
previous year and >300 eosinophils pL-!

2. Reassessmentt

=2 moderate exacerbations or 1 hospitalization in the

previous year* and >300 eosinophils pL-1*

=2 moderate exacerbations or 1 hospitalization in the

previous year* and eosinophils pl-1 >100 but <300

after carefully balanced risk-benefit considering:

o Recent pneumonia

o Confirmed bacterial colonization

o Bronchiectasis

o Comorbidities, especially diabetes and osteoporosis
or those at risk for these conditions

T Patient not previously on ICS
* Or since previous assessment if less than 12 months
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Rational Use of Inhaled Medications for the
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Additional essential action points

1.

Increase awareness of COPD multimorbidity and screen and monitor patfients for the most common
comorbidities

Ensure at least yearly patient (re)assessment and treatment adjustment in the primary care sefting,
including stopping of inappropriate medication. Don't forget lung cancer.

Review inhalafion technique and adherence o medication

Empower multimorbid patients with COPD and caregivers fo help them cope with potentially
overwhelming amounts of information and associated depression and anxiety

Carefully evaluate the indication before initiating ICS treatment. With regard to ongoing ICS

freaiment, consider
o Asthma: ICS freatment must be confinued

o Diabetes: reconsider if ICS freatment is needed; if ICS is continued, close follow up, glucose
monitoring and fitration of antidiabetic freatment are required

o Osteoporosis: reconsider if ICS freatment is needed; if ICS is continued, close follow up for
loss of bone mineral density and risk of fractures is required. Screening for osteopenia or
osteo, is is recommended in patients receiving high dose of ICS or[iow to medium dose ICS
with frequent use of oral corficosteroids

o Infections ([pneumonia or tuberculosis): consider withdrawal of ICS and maximize bronchodilation

Closely monitor for cardiac rhythm disorders, including atrial fibrillation, when initiafing patients
on a LABA

Monitor for emergent urinary symptoms when initiating patients with chronic kidney or prostate
disease on LAMA
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Improving care for women with COPD:
guidance for primary care

mMRC
MRC

ccQ
CAT
PHQ4
PHQ9
GAD7

Some of the validated questionnaires commonly used in primary care

htip://goldcopd.org
htips:/ /www.mrc.ac.uk/research /facilities-and-resources-forresearchers/mrcscales/
mrc-dyspnoea-scale-mrc-breathlessness-scale/

http://ccq.nl/

htip://www.catesionline.org/

http://gihep.com/phq4/
htips://patient.info/doctor/patienthealth-questionnaire-phg-9
htips://patient.info/doctor/generalised-anxiety-disorder-assessmentgad-7

The scope of global primary care includes not only dissose bt also and early risk identi
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UNDER-DIAGNOSIS AND
SUBOPTIMAL TREATMENT
Women with COPD are more likely to
be misdiagnosed, potentially leading
to suboptimal treatment

COPD DISEASE PRESENTATION
Women are generally younger,

smoke less and have lower
body mass index (BMI) than men.
Evidence of more breathlessness

SOCIOECONOMIC STATUS
Women with COPD are likely to be of

lower socioeconomic status than men

TOBACCO USE
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* Increasing in many low and middle income
countries
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COPD and Mental Health: Holistic and
Practical Guidance for Primary Care

This desktop helper ims to roise aworeness of the challenge of identifying and managing mentol healsh problems in
peophs with chronic obstrudive pulmonary dissase iCOl’BI m\dio dwmj primasy core professionols [PCPs] fo assessment
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Breathing and feeling well through universal access fo right care

COPD and Mental Health Slide set

COPD and Mental Health Film
Amanda Barnard interviewing
loanna Tsiligianni
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Table 1: Assessment of mental health problems in people with COPD

Many tools have been used in research settings, but in clinical practice PCPs are familiar with these

easy-to-use fools:

* The WHO-recommended Patient Health Questionnaire 4 (PHQ-4) for very bnef measurement of
depression and anxety. This fool can be completed online. Guestions 1 and 2 are the GAD2
arxaety subscale; Q3 and Q4 are the PHQ2 depression subscale. A score of above 3 on erther
indicates further evaluahion should be underiaken with, for example, the Pahient Health

Questionnaire ¢ (PHQY) or Generalised Anxiety Disorder Scale (GADY).

Over the last 2 weeks how often have you been bothered by these problems:
0 = not at all; 1 = several days; 2 = more than half the days; 3 = nearly every day

3 | A score of 3 or more
considered + for
amasty

1. Feeling nervous, anxious or on edge 0

2. Not being able to stop or control worrying

considered + for
depression

1 2
0 1 2 3

3. Litle inferest or pleasure in doing things 0 1 2 3 | A score of 3 or more
0 1 2 3

4. Feeling down, depressed or hopeless

Categories of psychological distress based on total score:
* None: 0-2

*  Mild: 3-5

*  Moderate: 6-8

*  Severe: 9-12

Source: https://gmd.com/calculate/calculator_476/patient-health-queshonnaire-4-phg-4.

* The PHQY is used io assess depression, consisis of 9 items with a cul-off score of 5 and 1s
available in multiple languages.

* The GADY is used to assess anxiety and 1s a 7-item self-report scale, with a cut-off score of 10
The GADY is also available in multiple languages.

These tools may be most useful in screening for depression and anxiety and in clanfying a suspectec

diagnosis.




Figure 2: The Breathing-Thinking-Functioning (BTF) model10
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Reproduced with permission of the Cambndge Breathlessness Intervention Service. 10
See: https://vwww bt .phpc.cam.ac.uk/
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Remote respiratory consultations

INTRODUCTION

Remaote consultations have become a normal,
and in some regions, the only, method of
contact for routine visits for respiratory
conditions during the COVID-19 pandemic.
This has arisen to protect both patients and
healthcare professionals. Our expectation is
that this situation will influence future
provision: new “desire lines” have been
crealed and we anficipate both face io face
and remote consulafions will become a
normal part of the model of respiratory care
globally. Questions remain about the
balance, how fo protect patient choice,
clinician and patient sofety and how to
reduce inequity. This desktop helper provides
some answers. Policy implications are
described separately.

WHAT, WHERE, WHEN2

Remote respiratory consultation is any
consultation without physical contact between
the HCP and the patient, for example via
videocall, telephone or web-based devices. It
may also include consullations where patients
are in a separate room and communication is
via a telephone or intercom for viral infection
confrol.

Telephone consultations have been o
common feature of primary care (typically not
reimbursed), usually accompanied by face to
face later, the use of video-consultation was
previously rare but has accelerated during
the COVID-19 pandemic.

Primary care relies on developing dose,
continuous relationships with patients, using
talk, eye contact and touch; where the way
the patient behaves, walks and coughs drives
the diagnosis. These and “doorknob”/
secondary ogenda moments can be hard to
replicate remotely. In addition to patient
choice, sustainability may be a challenge.

Use remote respiratory consultations for:

= Routine reviews

* Medicafion review, including polypharmacy

* Inhaler fechnique fraining and evaluation
[single or group)

* Triage of known pafient with new onset
breathlessness

* Education and support (individual or group)

* Pulmonary rehabilitation (individual or
group)

HCPs report online consultation fatigue and
cognitive stress as well as a loss of
connection, safisfaction and identity when the
rituals of face to face contacts are lost. But
remote consultations reduce travel, improving

the carbon footprint.

Routine management & review
This is the best opportunity for remote
consultations, with appropriate preparation
by both HCPs and patients. However,
consider:2-5

Suggests remote consultation:

* Patient preference eg neutral location

* Their comfart with technalogy, e.g. apps for
monitoring; notedoking; recordkeeping

* Access fo smartphone ar webcam

* Travel or parking difficulfies, financial issves

* Value of invalving family living apart from
patient

* Opportunity fo gain insight into home
situation

* Has equipment for observations: O2
saturation, temperature, blood pressure,
peak flow

* Where foce to face puts individual af risk

Suggests face to face:

* Preference for the traditional approach
* Complex needs
* Hearing or sight problems
* Low digital literocy
* Mo occess bo internet
. bwh\ls”u(ucnlrucy safety or
iality of remate consultat
* Lock of p’wuc)rutlum

Be conscious of how the community might
perceive any variofion in approach between
patients. Aveid increasing inequity for those
who eannol use or afford apps or other
hame-based technology.

Multidisciplinary consultations
Patients with multiple comorbidities may
benefit from a joint remate consultation with
their primary HCP and other specialists.
However, be mindful that speaking with
several people at the same time remotely
can be overwhelming. Check understanding
during the call, or in a follow-up call.

Telephone triages”
This can be used to decide which patients
need face to foce contoct. However, there

is currently limited evidence on valve
beyond infection control. If a patient reports
any red flag symptoms during a remote
consultation, conduct a usual urgent review
either face to face or via video, or direct
them to emergency care.®

Assessment of exacerbations

If a patient is already under the care of a
community respiratory service and is well
known to you, assessment of new onset
breathlessness and decisions about the
diagnosis, whether to escalate treatment and
action may be possible remotely even using
the telephone alone. Provide sellmanagement
fips; check these are understood.

Diagnosis

IPCRG colleagues advise remote consullations
for diagnesis are enly appropriate when the
need for infection control is paramount. They
may be sufficent to assess probability of
dingnesis and inform a wial of weatment
alongside mitigation of any risk factors ?
Video offers the closest match 1o a face-to-
face consultation that employs looking and
listening. Include a structured clinical
assessment with a focus on meticulous histary
taking. If the patient has a peak flow meter,
diaries can be useful. Questionnaires may
help. Defer referral for additional testing such
as spirometry (if this is available safely),
chest X-ray or computed lomegraphy but
follow up later if circumstances allow. Asthma
is o varioble disease therefore several
consultations will probably be needed 1o
confirm the diagnesis and perhaps with more
than one HCP if additional tests are needed.
Communicate this to the palient in terms of
probability, explaining the diagnosis has
been reached by their clinical team who
‘suspect that' it is, for example, asthma.
Help your patient novigate lo approved
information and ensure they are clear what to
do if their symploms do not improve or
worsen. Be sure to spend fime on your
patient's understanding of the situation.

Group consultations
Effective group and suppertive consullafions
can be carried out remotely and offer the

opportunity o gain from several experts in »

A one session. They may help the patient feel

in the epicenire of core, ond abo give
them confidence ko ask more questions, This
may spark support behwesn the pofients
themselves, facilitated and guided by the
HCE

FROVIDING THE REMOTE
RESPIRATORY COMSULTATION
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FIGURE 1: DELIVERING EFFECTIVE RESPIRATORY REMOTE COMSULTATIONS IM PRIMARY CARE
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Pulmonary Rehabilitation in the community

A Referrer’s Guide: The essential things you need to know about pulmonary
rehabilitation to help breathless people breathe better, feel good and do more!

What izthe exsenoe of Pulmonary Rehabifration?
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programme of prescribed exercises preferably face-to-face but possibly
structured home-based with telephone or internet support, and flexible
educational approaches.* We have used our network’s experience to offer
guidance on how they do it.

The basic elements can be relatively easy to set up:

1. Location: accessible. Assessment sites and group classes can be held
in different locations. If transport is unavailable, consider home-
based. Spread of locations may increase uptake.

2. Facilities: a. For assessment: space for initial walk test.

b. For programme: aim for a space for groups of 6 or more, available
for a minimum of 1.5 hours twice a week (1 hour exercise, 30 mins
education) for a minimum of 6 weeks. Replicate normal life as far as
possible e.g. air-conditioning is not necessary; run programmes
outdoors. Non-healthcare environments are acceptable. Consider
including induction in a facility participants might use afterwards.

3. Timing: should be flexible based on the needs of the participants to
ensure maximum participation. Allow a rest day between exercise
classes.

4. Equipment: can be varied and low-tech as long as it delivers aerobic
and strength training e.g. walking aids, dumbbells, bottles with sand,
resistance bands, ankle weights; a phone or clickers for timing and to
count; printed scoring systems for perceived difficulty of exercise,
self-recording sheets and diaries for home sessions. Add pulse
oximeters for assessment, For the education sessions: inhalers and
inhaler technique training devices.

5. Referral and feedback processes: negotiate this locally and aim for
as many referral sources as possible. Write down the referral process
and educate referrers about who, how and when to refer individuals
(include current smokers and people using portable oxygen). Request
referrer’s direct phone number/email to enable easy communication
especially about attendance and post PR performance.

6. Templates and tools: have simple templates and tools to support the
assessment, prescription and progression of exercise and education
for patients. More here

7. Staff: use trained, knowledgeable staff e.g. physical therapist, nurse
specialist, family physician. There is no right answer to the skillmix
reauired to assess deliver and sunnort oneoine rehahilitation safely

Importance of Exercise

The prescribed exercise programme must be personalised to gain benefit
from the programme.

Exercise programmes should be designed according to the FITT principle
and be as specific as a drug prescription:

Frequency (dose) e.g. minimum 6 weeks; aerobic exercise 5 days a week:
2in a PR programme, 3 at home

Intensity (dose): use the initial test for endurance (minimum 60% VO,
max) supported by a perceived exertion scale and repetitions for strength
(e.g. 10 rep max, or 50-80% of 1 Rep max or OMNI) e.g. 3 x 10 with a rest
between sets

Time (duration): Aim for 30 minutes of continuous aerobic exercise (this
doesn’t include warm up and cool down). If 30 mins is not possible aim to
accumulate 30 mins and try to reduce rests.

Type (modality) e.g. aerobic: walking or cycling; strength: upper and
lower limb exercises with weights (e.g. step-ups, sit to stand, biceps
curls). Consider inclusion of flexibility, stretching and balance exercises as
people with COPD are at risk of fracture due to osteoporosis and falls.

Delivering the programme

+ Create a positive, fun, supportive environment.

+ Exercise should be progressed weekly aiming for 5 sessions per week of
30 mins.

» Home exercise should be prescribed and monitored. The home
programme should be based on the centre-based model of delivery.

Education: examples at www.ipcrg.org/PR

Teach breathing control techniques to be used during and after exercise.
Offer psychological support to enhance coping (e.g. with fear of
breathlessness, illness exacerbations, adjustment to lifestyle and identify
changes) and to address barriers to adherence and completion, e.g.
Cambridge model. Also include: What is the condition and its cause(s);
how to protect your lungs: smoking cessation and avoiding indoor
biomass smoke, the role of physical activity; goal setting; relaxation; diet
and nutrition; medicines optimisation; exacerbation plans;
communication with the health team; advanced care and end of life;
relapse prevention and maintaining changes.




Table 3: Interventions to address breathlessness

Intervention

Purpose/aim

Supporting evidence

Cognitive
behavioural

Problem-solving approach that challenges unhelpful
thoughts/behaviours; reduces amxety in COPD in short term;

Yohannes AM, et al. J Am Med Dir Assoc 2017;18:
1096.e1-1096.e17.

therapy increases pulmonary rehabilitation attendance. Heslop-Marshall K, et al. ERJ Open Res 2018;4:
0094-2018.
Pumar M, et al. J Thorac Dis 2019;11(Suppl 17):
52238-52253.

Mindfulness/ 20-minute mindful breathing reduces breathlessness in lung Seetee S, et al. J Med Assoc Thai 2016;99:828-8.

meditation disease, and anxiety/depression in advanced disease; Malpass A, et al. BMJ Open Respir Res 2018;5:e000309.

enhances non-evaluative attention and may increase
self-efficacy.

Tan SB, et al. J Pain Symptom Manage 2019;57:802-8.
Look ML, et al. BMJ Supportive & Palliative Care 2021;
11:433-9.

Relaxation
techniques

Some evidence that relaxation interventions can help
anxiety, breathlessness and fatigue in COPD.

Guided imagery (‘thinking of a nice place’), progressive
muscular relaxation and counting are most acceptable.

Hyland ME, et al. Int J Chron Obstruct Pulmon Dis 2016;
11:2315-9.

Yilmaz CK, Kapucu 5. Holist Nurs Pract 2017;31:369-77.
Volpato E, et al. Evid Based Complement Alternat Med
2015;2015:628365.

Acupuncture/
pressure

Improves breathlessness in advanced disease and
may reduce anxety.

von Trott B et al. J Pain Symptom Manage 2020;59:
327-338.e3.

Singing therapy

Most evidence suggest singing therapy can improve lung
function; some evidence suggest it may improve anxiety and
Qol; anecdotal evidence of value.

Gimenes Bonilha A, et al. Int J Chron Obstruct Pulmon
Dis 2009;4:1-8.

Lord WM, et al. BMC Pulm Med 2010;10:41.

McNamara R, et al. Cochrane Database Syst Rev 2017 ;
12:CD012296.

Positive
psychology
giving sense of
control/
conhidence

Mot evidence-based. However, holistic breathlessness
services reduce anxiety/depression and use positive
psychology, improving self-efficacy.

Brighton LJ, et al. Thorax 2019;74:270-81.
Lovell N, et al. J Pain Symptom Manage 2019;57:
140-155.e2.

Social presence

Expenmental evidence in healthy volunteers for social
presence reducing breathless perception; patients describe

Herzog M, et al. Biol Psychol 2019;140:48-54.

Breathing technigues

T

Recommended exercises
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Instructional videos
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Right Breathe

Inhaler prescribing information

Inhalers Spacers Pathways
Search, filter and find the right inhaler from all Start your search for the right inhaler by Find the right inhaler by choosing a point on a
those currently available choosing a spacer local, national or global pathway

© Inhalers © Pathways
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PUBLICATIONS - EDITOR'S CHOICE

NP| | primary care respiratory medicine

GOLD 2023: Highlights for Primary Care
npj Primary Care Respiratory Medicine volume 33, Article number: 28 (2023)

The Global Initiative for Chronic Obstructive Lung Disease (GOLD) has issued its 2023
annual report with significant updates compared with former versions. In this article, the
authors summarise the most relevant changes for a Primary Care audience.
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GINA Global Strategy for Asthma
Management and Prevention

Key recommendations for primary care from the 2022 Global Initiative for
Asthma (GINA) update

The Global Initiative for Asthma (GINA) was established in 1993 by the World Health
Organization and the US National Heart Lung and Blood Institute to improve asthma
awareness, prevention and management worldwide, and develops and publishes
evidence-based, annually updated resources for clinicians.

This review published in our journal, npjPCRM, summarizes guidance for primary care
from the 2022 GINA strategy report. Asthma treatment is not “one size fits all”; GINA
recommends individualized assessment, adjustment, and review of treatment.
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