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Burden of Asthma in Ontario

Asthma affects upto1in 5
children aged 0-9 y/o

Approximately 1.7 million
Ontarians live with asthma
today

Asthma is the leading cause
of childhood:

= Hospital admissions
= School absences

Although it starts to develop
in childhood, it can develop
at any age

Total Health Care Costs in
2011 is 1.8 Billion
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When to Go to

the ER if Your Child
Has Asthma




ASTHMA Prevalence ACTION

Age- and sex-adjusted prevalence rates of asthma
per 100 population aged O to 99 years, 2006/07

by Local Health Integration Network (LHIN) in Ontario

Ontario rate = 13.7

Prevalence rate per 100 population

LHINs
1. Erie St. Clair 6. Mississauga Halton 11. Champlain
2. South West 7. Toronto Central 12. North Simcoe Muskoka
3. Waterloo Wellington 8. Central 13. North East
4. Hamilton Niagara Haldimand Brant 9. Central East 14. North West
5. Central West 10. South East

In 2006/07, the prevalence rates for all asthma varied across LHINs: from 11.2 per 100 population (Waterloo Wellington)
to 16.0 per 100 population (Central West). Five out of 14 LHINs had prevalence rates that were above the Ontario rate
(13.7 per 100 population).
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O Nearly 780,000 people have
physician diagnosed COPD

O Third leading cause of death
by 2020

0 COPD is a major cause of
death and disability

O COPD is the leading cause
of hospitalization rate

O Higher readmission rate than
other chronic illnesses

1 Total Health Care Costs in
2011 for COPD was 3.9
billion
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COPD Prevalence

Figure 3. Age- and sex-adjusted prevalence rates (%) of
chronic obstructive pulmonary disease (COPD) in Ontarians aged
35 years and older, 2009/10

by Local Health Integration Network (LHIN) in Ontario

Ontario rate = 9.9
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1. Erie St. Clair 6. Mississauga Halton 11. Champlain
2. South West 7. Toronto Central 12. North Simcoe Muskoka
3. Waterioo Wellington 8. Central 13. North East
4. Hamilton Niagara Haldimand Brant Q. Central East 14. North West
5. Central West 10. South East
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Objectives

A Introduce an evidence based model for the
management of asthma in primary care

 Tools to improve outcomes for Asthma and COPD
J Performance Measures

= Asthma Performance Indicators

= COPD Performance Measures
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ACTION
Provider

Education
Public Health B onran
SChOO| Asthma Health Promotion / Prevention g

Asthma Emergency
Program Department
Asthma Care

Pathway

Work
Related
Asthma

Asthma and Work | Smoke-Free

Related Asthma | Homes and
Surveillance Asthma




Overall Positive Results Achieved

>1400 recruits % ? %KI

Patient Outcomes
# Nighttime awakening symptoms Decreased (45%)
# Asthma attacks Decreased (30%)
# School/work days missed Decreased (49%)
# Symptoms upon wakening Decreased (45%)

Acute care Use
# ED visits Decreased (50%)

Asthma management
# of spirometry test completed Increased (38% to 67%)
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TOOLS & RESOURCES
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Primary Care Asthma Program Generic Program Standards Checklist

The following asthma program standards are recommended to be implemented in all the primary care sites implementing the
Primary Asthma Care Program (PCAP) to support Continuous Quality Improvement and guideline-based practice.

Recommended
Program Standards

Implementation:
Partial = P
Full=F
Notatall=N

Comments
Challenges/Barriers

Asthma Care Program

1. Paediatric and adult asthma clients should be assessed,
diagnosed and managed using the Asthma Care Map
(ACM) for Primary Care which is based on the
recommendations in the Canadian Thoracic Society
(CTS) Asthma Management Continuum Canadian
Respiratory Guidelines. The ACM will be updated to
reflect changes in the guidelines

2. All treatment staff will be trained in the use of the Primary Care
Asthma Program.

3. There will be training and a communication plan for PCAP
providers.

4. All healthcare professionals will provide PCAP within their
scope of practice as regulated in Ontario by the Regulated
Health Professions Act.

5. All asthma clients will have an Asthma Action Plan as a part of
their chart.

Spirometry/Diagnosis

6. Spirometry, pre- and postbronchodilator, in accordance
with American Thoracic Society/European Respiratory
Society standards, will be used as the primary objective
measure for the confirmation of the diagnosis of asthma.

PCAP Program Standards Checklist Approved by PCAP Advisory April 2012
Page 10of 5
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Generic
Program
Standards-
based on

Guidelines -
CTS/GINA




Asthma Action Plan ::::ralunsl Poak fow andlor FEV1
Haalth Care Provider.

What is your asthma control zone? Ol
DANGEROUSLY

What to Wo g {0 RR-H AN UNCONTROLLED
Look for ASTHMA ASTHMA UNCONTROLLED
rysicatsctity |

ASTHMA
Physical activity Some inbarmuption with adivites mky taliding, tracheal tug of meckichest

*Rediover Use L | Less than 4 times / week [ ] 4 or more limes / wook

Rellever inhajer doesn'twerk asusal [l
Rolef basts less han 2 hours

gy time symptoms:

d
S e
2
|- =

My ncdide: cough, dfficuly Less than 4 days / week [ ] 4 or more days / wesk Al the ime
breating wheeze
Night time s oM I—
Mnn, ridide ny::;g‘ difficly Lass than 1 night / week [ | 1 cr mera nights / wook
broating, wheaze
SO FIOW Rawe I
(Optional) Greater than Between Less than
What is my level of ([T T rerrrry Ty orr iy Iryou ar geseg a cold or If you have any _
Asthma control? your asthma is under control, chucis in e yellow ool and zero I you have arry checks in the red calumn,
PR | (Green Zone) checks in the red column, your asthma is
uncontrolbect, (Yellow Zone)

Notes: Follow your curent plan,

Seek Inmediate
Medical Assistance

+ G0 1o your nearest amergency room
+ Callon

+  Take your reliever inhaler as necessary.
May take every 10 « 20 minules on way

to hospital or as recommended by your
Doclor.

Prmary Care Asthma Program (PCAP)
*Rellever medications quicidy relleve symptoms, Examples are: salbutamol (Alromr®, Ventoln®), terbutalne
(Bricamd®). farmotercl (Oxeze*).

Aatenn Acion™ Hioe 8853444 UNG (5824 g)m

TS * LUNG ASSOCIATION®
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-Written Action Plans
are essential
component to evidence

based asthma care.
(Alan Becker, 2003)

- 80% of PCAP Patients
have Action Plans.
(Lisa Cicutto, 2010)

- LUNG INFO LINE
1-888-344-5864




Asthma
Roadmap:
Guidelines
into practice
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Revized - 2006
Asthma Diagnosis and Management Algorithm
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PCAP Sites —
ACTION
-APA —PCAP Sites

@ -PCAP Sites

O -Serving FN

LHIN = Local Health Communities
/ Integration Network James Bay

Ontario is divided into / ‘
14 Health Regions

Hudson Bay

Manitoba

Ontario
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~ *lko
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Asthma Care Map
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Asthma Care Map for Primary Care
Initial Assessment

Date [ ]
Relerral to Asthma Educater ] [7]
Reason for referral [ ]

[ Otjectively ccntirmed asthma — indicate method below:

Asthma Diagnosis Family History of Asthma / Allergles - BT

Patient's Name

Date of Birth [:I»_n.,_,_., |

Meaamaoorul |

Inclicale parents, siblings, close relalives with.

e Emm RE=
Puncton
ST | e—_—— I A [] Emdronmental ateegles
PREPEARED: Splomelry showing reversitle seway cbslruciion me
FEV PVC o o Smoking History
. (000" (1508~ [] Never smoked [7] Ex-amaker
AND AND AND Second hand smoke exposure Agesanies  Agegult
Increass s FEV, ater Dn-—nu.-n II]
Mo L atzn ,,_"“n‘““'o [] Prenatal smoke exposure
ey —
ALTERNATIVE: Pest Expirmory Flow (PEF) varistilty [T Smoker [ Ask [] Advee [ Avange Notes
Increase aler
alrcectod iy o 0 Livis Pack years
o afler course of (rdsireure 220%) o ey Yours smcked
oyt ey
e " " (o Jx[ e Jew0a[7]
>8% based
*.,,,.::._ Fagersieom Test for Nicoline Dependence
[T p— >a0% Scorn
matyie duly —
readings
R s S
<A gl
&) Methashotne mo&um D iCces T ey Al mge
o 16 gl is negusv) S it Gttt
on on Raliaver
b) Exsrcin 9 10-15% FEV, peatacencim Ogr"mﬂ
7 Wi an Gn, G, BEPE Bn) vy Long acting broncho
— = dlator (LABA)
- 10
[T] Asthma disgnosis for chikiren @eow & yesss of age) Leukotfena receptor
wsttera bases on typicel syretom. ack of an tag
O
rotassons, i
O Sy paserra Hstery. s
L] moumtoetinthour somames b i inc oy ¢ | Number of ICS prescriplions Mied In the kset 12 monthes
NOlas | Ohar medicalons
Suspedied ( pre o by Y
- -t e
History of Exacerbations | ) C'E]“B':I . -y
D Prednsone use ever Notes (nchude dales) DNSADS JASA - polentinl Irigger
[ ED visits ever [ Modic Alet bracetet
[ Hospitalized ever [ Epinesphrine auto injector
e (] Has drug plan
l..mn | re?ummmm | | ~Jan - 3001
" * NG ASSOUTATION Asihima Action Helplne 1-838.344-LUNG (5884)
Astwne Care Map 4o Primary Care waww.onungca
The coslent of Trs care Map '8 Based on cure! svwalalie svidesce and has Desn feviewed by mediol aoperts. Il s provided

S Iormaian porpases oy I not Isleaded B be & subaticle iy sound dinieel Rdgment. Version Asgus 2012
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Asthma Care Map
—blueprint for
putting evidence
into practice




Patient's Name [ e Medical Record # |

Allergy History & Triggers

e e

B NA Work-Reldsted Triggers

I OOCUPABON WOrk GXpoares

Season(s) when asthma warse |
1
Cals 0.0 0
Dogs 0.0 00
Dust/Oustrites  [] [] L]

Cockraaches 0 0O
o o o

Notes and cther allar-
ghes (food, mediceton
o)

[7] None
[7] Stasted &t woek

[7] wioese at work

Irritant Triggers

[7] Symptams lessen on days off or holldays
W NA

Environmental Controls

[T] changes in weather Nctas | Othver
[ Cold air
[] Outdoor peliution

[T] Colds 1 Chest infections

[7] Exarcise

] Emotions

[[] stress

[T] Fumes s Chamicats

[] Perumes / Ak lresheners
[7] Secand hand smoke

[ Smoke (megiaceivoos seve
[ ] Sehool retated exposure

Aetalicn between asthirss syrrploms and oocupalion

[ Stasted within days of an accidenial spil of fire

B N

Of
O

Ak condilioning

Maintain relative humidty ooy [ | []

Reguisr lnace Mlerchange | | ||
O O

Vacuum: Ceniral or HEPA filer

Maltress / Pllow oovers O O
Wash Inens weekly momms | ] | ]
No pels in the home O O
Hasdwood / Tike flooes T 0
Mask / Respiralor i eesdesy d O
IUln- ] D D

Notes

Redevant Co-Morbidities

Special Considerations

[] Adherence Q&=

[ Stmsitis Notas

Additional History / Proposed Actions

Referral(s): Past and Present

Inchude foliow-up deteils hare

[T]CAE / CRE Noves
[] Respiraiogst
[] Pediatrician
[] Atiergiet

=

| l'_!:—»v:-m e e | |(v-hn-)).u

" LNC ASSOUIATION &
Astwne Care Map for Primary Care

The cestert of Brs cate map

for formanens porposes o

Asihima Action Helpline 1-838.344-LUNG (58284)
waw.onungca

11 wealelin evidesce and has been reviewed by medal exgerts. I i3 provided
2 % b & subatile oy sound dinicel Jdgment. Version Asgus 2012
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Asthma Care Map for Primary Care
Flowsheet

ACTION

Daytime symploms = 4 # ol Dayw T TET)
g::n-\m (A | @ (Em|
e opepe o I MY m{m ) Em
gy e [T MY ) o
[ ) e ? [sonm t [
é m"-.‘?“?“. EE # of Dayn II]E] # ol Dayn DD # o Dagn
?ﬂmm;wmhunh Em # of Dosss m # of Dosss DE # of Dosss
FEVI or PEFR (< 00% perscnat best) | [7] [1] | ™™ Hm (™ & m [
e g et & tomyomea | (1] (1] | amE [~ AmE [~
ml"mm Tre Pas un e Pos uN P Post us
Y - posk tow reautie . N i A | w e, Ao nres s | el S | e _sne | wte
b [l Ae
L ower Umit FEV,/FVC
of Nomal = LLN) PEF|
Action plan provided [Cwemsen [ Jnevisns [ ] mevewas | [ Jwsmen [ ]nevans [ nevewed | [ wine [ neveed [ nedeves
4; Modcaficns Groen 2000
- Yallow 2000
Patent's technique on inhaler denice | [ | Neviewsd [ ] Comectsd [ Joptman | [ neviewsd [ ] Comectsd [ ] Optnan | mevewad || Comected [ Optnat
§ TS p—— | |
ihienza vacche nm [~ nm [~ nmE [~
Haight / Weeight /2N Itni om HI bgla.l m{ om v‘l bglm.l nl .;~|"l y,;lmll
5 sues, plans, and folowcp
Signatire and desigaation Il [l ]
o ?:A: Assc .:::'\';Tm Asthersa Action mipme;-ene-sm.u»o (5884) Dwm |
me Care Mep wawonungce
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Asthma Performance Indicators jwﬁdﬁ

Asthma Control

Asthma Quality of Life Questionnaires
Pulmonary Function Test

Medication Use

Exacerbations

Health Care Use

Action Plan Use

Smoking Cessation

Do O0OO0D0D00 0

Primary Care Asthma Performance Indicators (PC-API) Form, authored by Dr. Teresa To, © The Hospital for Sick Children, 2009,
revised 2011
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QUALITY IMPROVEMENT & INNOVATION PARTNERSHIP

QIIP ASTHMA CHARTER

Ay LEARNING COMMUNITY

ASTHMA CHARTER — WAVE 1

What are we trying to accomplish? THE LUNG
ASSOCIATION™

The AIM

The aim of the Asthma Action Group is to improve the management of asthma for patients >/=
6 years of age in a primary healthcare setting in Ontario over a twelve month period.

Background

After cardiovascular disease (34%) and cancer (29%), chronic respiratory disease is responsible
for the greatest pmportion of deaths (4.3%) from chronic disease in Canada. Chronic

g asthma and chronic obstructive pulmonary disease (COPD),
a"ect over lhree million people in Canada.

Asthma is the most common chronic respiratory disease in Canada, accounting for
approximately 80% of chronic respil y disease and affecting 8.4% of the
Although its prevalence Is higher in children, asthma affects people of all ages.

Asthma in Canada
+  Over 2.7 million Canadians have asthma'
«  11.8% of Canadian children aged 4-11 have asthma (374,000)"
«  8.4% of Canadians aged 12 and over have asthma (2,363,000)*
« 11.9% of Aboriginal people aged 12 and over living off reserve have asthma”
« Children and teens have the highest asthma rates and the highest rates of hospitalization for
asthma”
Asthma in Ontario
«  13% of Ontarians have asthma (1.6 million)"
+  21% of Ontario children aged 0-14 have asthma (492,371)"

« An mdw-dual born in Ontario has a 34% risk of developing asthma before they reach 80 years of
age™

The Burden of lliness

Asthma is a major cause of hospitalization for children in Canada. In 2004 asthma caused 10%
of all hospital admissions in the 0-4 year age group and 8% in the 5-14 year age group Asthma
can be controlled, however:

THE :I: LUNG ASSOCIATION™
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Improved management of asthmg/will be achieved in Ontario by:

confirmation of the asthma diagnosis (clinical suspicion of asthma), using
spirometry/methacholine challenge to 70%

¢ Improving the management of asthma (for patients with confirmed diagnosis) including:
o Increased evidence of action plans and self-management goal documentation to 90%

o Increased flu shot administration to 90%

o Reduction in annual emergency department (ED)/urgent clinic visits ** to less than
10% of patients

o Increased referral to smoking cessation programs, received advice and / or have

received support to quit smoking to greater than 90% where appropriate
** Urgent chinic defined os walk in clinic or unscheduled hospitol wisits

@Il we know that a change is an Improvement)

will receive an annual flu shot
ts will be referred to smoking cessation programs
nual asthma-related ED or urgent care visits by 10%




Top 15 most highly rated asthma primary care
performance indicators based on the final ranking by
the expert panelists at the consensus meeting

ACTION

Top 15 performance indicators Current Available in 2011 ACM Extractable data
Template ACM
1. Asthma Education from Certified Asthma Educator Q7 x Pg 3 Text
2. Pulmonary Function Monitoring Qilb v Pg1&3 Tick box/ numbers
3. Asthma Control Monitoring Q3a v Pg 3 Y/N, numbers
4. Controller Medication
a. Owverall use Q2a Assumed Pg1&3 Drug name
b. Prescriptions Q2b x ?
5. Asthma Control
a. Owverall Q3b Derived Pg 3 numbers
b. Symptom-free Days Q3c Derived Pg 3 numbers
c. Absenteeism from Work/School for Asthma Q3d v Pg 3 numbers
6. Acute Health Services Use
a. Emergency Department Visits for Asthma Q5a v Pg 3 numbers
b. Urgent Care Visits for Asthma Qsb v Pg 3 numbers
7. Pulmonary Function Test Qla v Pg 1 Tick box
8. Use of Action Plan Q6 v Pg 3 Tick box
9. Patient Quality of Life Qo < Not directly
10. Reliever Medication
a. Owverall use Q2c v Pg 3 Number of doses
b. Beta2-agonist-free Days Q2d Derived Pg 3 Numbers
11. Smoking Cessation Qs Incomplete Pg 1 3 As: tick box
12. Asthma Exacerbations Q4 v Pg 3 Numbers
13. Inhaler Technique Monitoring Q2e v Pg 3 Tick box
14. Primary Care Visits for Asthma Q5c Derived ?
15. Routine Care Provider Qsd Assumed ?
Comparison 20 -
Summary:
v': 10/20
Derived: 4/20
Assumed: 2/20
Incomplete: 1/20
Unavailable: 3/20
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e,
COPD Tools and Resources

dThe PCAP model is adaptable to other
chronic disease management

JTools/Resources
= COPD Care Map
= COPD Action Plan
= COPD Algorithm
= Breath\Works
= Living Will With COPD
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OPD CARE MAP

COPD Care Map for Primary Care Patient Name: poB:
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Sracking teaory o
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from the 2008 Canadian Thoracic Recommendations for of COPD
2hort-Acting Bronohodilators
Burgiry - For symptometic of lescue Yeetmend —

::n—umnu;mu;m:m 100 meg per

It C>dcoateroass /| LABA 2 inheiatiors QIO pm
Ipratropium (Atrovent) MOV / specer 20 iy pev doee
Putmcrary Retudsiascn 2 inhaletions QID pm
Lomg-acting beonchod stors) Tertutelios (Bricanyl) Tutuhale 05 mg per dose

g

FIN shos-actrg boechodistord) 1 bhdiaion OD
- echicaton Long-Acting Antt-Cholinerpio Bronohodiators.
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Earty dagnosis Provent / Ax AECOPD  End of Me cae Mwwmﬁh
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Drewenron Fobow-1p ¥ Shaleton B
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1 inhalation BID of 12 meg dose

Adepted boe: Cen Resglt J 2008 15(Supp A) 44

- Fer m--mm-coob-ososamhommmw wnmmmsmm-
(¥ < 1 Acute Exacerbation COPD per yeur use lower dose ICS, 11 2 1 Acste Exacerbation COPD per yeer use higher dose IC8)
Smeg/ 100 or 200 meg per dose) Turbehaler 2 nheutions 80
Advalr (salveterc! 25 mog / Dubcasone 125 o 250 mog per dose) MOV / specer 2 inhaetiors 8D
Advalr (sskveterd 50 mog / Butcasone 100, 250 o 500 meg per doae) Diskus 1 inhelston 8D

Poas ek
effects ard potendel drug erectiors
POEA ishibitor: Dasas (roflemilast) sey inhitst COPO-related irflassation (o rde iy COPD menegement hes not been cdarifed in cunent Canedian
COPD guidelines). It s recormmended that Duients with fecumert exscerbetions shoud be refermed 1 & respirdogsl.
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Aoute Exacerbations of COPD (AECOPD)
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raistenence tronchodietor Deregy.

N2 sole for the inSetion of thecphyline during AECOPD, posaible dug imetectons with astibicfics.
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Grosp Saslo sinlest Symploms and risk fectons Probeble pethogens First chooe
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PLAN OF ACTION FOI

Guidelines Patient's copy

PLAN OF ACTION FOR
Pharmacist’s copy

Canadian Respiratory
f] Guidelines

MY SYMPTOMS

* Ifeel short of breath:

* | cough up sputum daily. No Yes, colour:
* | cough regularly. No Yes

MY SYMPTOMS
* Ihave changes in my sputum (colour, volume, consistency), not onl
* I'have more shortness of breath than usual

Notemmesechangee ay happen after a cold or flu-fike iliness and/
peoplefeelachmgenmood fatigue or low energy price to a fla

MY ACTIONS

* | use my prescription for COPD flare up

* | avoid things that make my symptoms worse

* luse my breathing, relaxation, body position and energy conservation t
« If | am already on Oxygen, | use it consistently and increase from __

* I notify my contact person (Meb______ )andlorse

1) if your SPUTUM becomes yellowish/greenish
start Antibiotic Dose: #pills:_
i repeating antibiotics within 3 months, use the following antibiotic instea

2) i you are more SHORT OF BREATH than usual, take ___ puffsof ___
of ___ times per day, as necessary
if your SHORTNESS OF BREATH DOES NOT IMPROVE,
start PREDNISONE Dose: #pills:_
Physician Name Signature
| FEEL MUCH WORSE OR IN DANGER
WY SYMPTONS
* My symptoms have worsened. * Inotify n
* After 48 hours of treatment my symptoms are not better. |+ AfterSp
emergen

* | am extremely short of breath, agitated, confused and/or |+ | dial 91
drowsy, and/or | have chest pain

Important Information: Make a follow-up appointment with you
action or if you need to use your additional treatment twice wit

(@? Liing Well (—:QEQ

THE

MY SYMPTOMS

* |feel short of breath:

* | cough up sputum daily. No Yes, colour:
* | cough regularly. No Yes

MY SYMPTOMS

* I have changes in my sputum (colour, volume, consistency), not only in the moming
* I have more shortness of breath than usual

Note that these changes may happen after a cold or flu-like illness and/or sore throat.
Some people feel a change in mood, fatigue or low energy prior to a flare-up.

MY ACTIONS

* | use my prescription for COPD flare up

*+ | avoid things that make my symptoms worse

* luse my breathing, relaxation, body position and energy conservation techniques

* If | am already on Oxygen, | use it consistently and increase from __ Uminto __ L/min

* I notify my contact person (e )andlorseemydoctor (el )

PTION FOR COPD FLARE-UP

1) i your SPUTUM becomes yellowish/greenish

startAntibiotic Dose: #pills:_ Frequency: _  #days:
if repeating antibiotics within 3 months, use the following antibiotic instead
2) if you are more SHORT OF BREATH than usual, take ____ puffs of up to a maximum

of __times per day, as necessary
If your SHORTNESS OF BREATH DOES NOT IMPROVE,

start PREDNISONE Dose: #pills:__ Frequency:  #days:

Physician Name Signature License Date

| FEEL MUCH WORSE OR IN DANGER
WY SYMPTOMS
* My symptoms have worsened.
+ After 48 hours of treatment my symptoms are not better.

MY ACTIONS
* | notify my contact person and/or see my doctor
* After 5 pm or on the weekend, | go to the hospital
(Tek- )

* | am extremely short of breath, agitated, confused and/or |+ I dial 911 for an ambulance to take me to
drowsy, and/or | have chest pain the hospital emergency department.

Important Information: Make a follow-up appointment with your doctor to periodically review your plan of
action or if you need to use your additional treatment twice within a short period of time (e.g. 3 months).
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PLAN OF ACTION FOR

Physician’s copy

MY SYMPTOMS

* Ifeel short of breath:

= | cough up sputum daily. No Yes, colour:
* | cough regularty. No  Yes

MY SYMPTOMS

* I have changes in my sputum (colour, volume, consistency), not only in the moming
* I have more shortness of breath than usual

No(eﬂ\m!hesechangeem happen after a cold or flu-like iliness and/or sore throat.
Some people feel a change in mood, fatigue or low energy pricr to a flare-up.

MY ACTIONS

* | use my prescription for COPD flare up

* lavoid things that make my symptoms worse

* | use my breathing, relaxation, body position and energy conservation techniques

« If 1 am already on Oxygen, | use it consistently and increase from __ Liminto __ Limin

* | notify my contact person (Tel. ) and/or see my doctor (Tel:. )

1) if your SPUTUM becomes yellowish/greenish

start Antibiotic Dose: spills:

if repeating antibiotics within 3 months, use the following antibiotic instead
startAntibiotic Dose: #pills:_

2) if you are more SHORT OF BREATH than usual, take ____ puffs of

of ___times per day, as necessary

If your SHORTNESS OF BREATH DOES NOT IMPROVE,
start PREDNISONE Dose:

Frequency: #days:

Frequency: _  #days:

up to a maximum

# pills: Frequency: _  #days:

Physician Name Signature License Date

1 FEEL MUCH WORSE OR IN DANGER
MY SYMPTOMS
* My symptoms have worsened.
= After 48 hours of treatment my symptoms are not better.

* | notify my contact person and/or see my doctor
* After 5 pm or on the weekend, | go to the hospital
(Tek- )

* | am extremely short of breath, agitated, confused and/or |+ | dial 911 for an ambulance to take me to
drowsy, and/or | have chest pain the hospital emergency department.

Important Information: Make a follow-up appointment with your doctor to periodically review your plan of
action or if you need to use your additional treatment twice within a short period of time (e.g. 3 months).
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QlIP COPD CHARTER

What are we trying to accomplish?
will choose to work with one or.

for this improvement effort.

Improving Lung Health for Ontarians through Improved COPD Care
1. AIM: to identify undiagnosed COPD in people at risk through improved screening and
identification processes over a twelve month period.

Background Expected Outcomes:
How many in your panel are among the 1.6 million Canadians living with undi copp? ® X% of at risk aduits in the identified population will be screened for COPD
Chronic Obstructive Lung Disease (COPD) is a debilitating and destructive lung disease which * X% increase in number of cases of COPD identified
of ly remains signij d it It now for the highest rate of hospital . . . . .
admission among major chronic illnesses in Canada with more patients being admitted to hospitals 2. AIM: to reduce acute exacerbations of COPD in the identified population over a twelve
because of COPD than heart attacks and that figure has been increasing dramatically over the years. Itis month pen'od,
the only chronic disease in which mortality is still increasing. ! Ex pe cted Outcomes:
COPD in Canada ® X % reduction in number of documented acute exacerbations of COPD
* A 2007 report commissioned by The Canadian Lung Association shows that 1.5 million Canadians . . . 3 .
been diagnosed with COPD, Canada’s fourth leading cause of death. Another 1.6 million ® X% increase in patients with COPD who report that they are not currently smoking at the
Canadians may have COPD but haven't yet been diagnosed which means up to 3 million most recent visit

Canadians may have COPD. "
® The prevalence is higher in Aboriginal people (7.9% living off reserve).*

COPD in Ontario How will we know that is an improvement?
 tis estimated that nearly 500,000 people in Ontario have physician diagnosed COPD. A set of measures and targets will be used to monitor the impact f this primary healthcare improvement
* In Ontario, COPD is @ major cause of death and disability. 3,208 O i to COPD effort in COPD. will be according lected aims.
in 2000, 4% of all deaths in Ontario.” Aim 1 Al
o COPD hospitalization rate in Ontario is high (632 per 100,000)." _1 % of identified population at risk who have Y % of patients with COPD with documented
’ gccordin. - acute exacerbation (AECOPD) in past x
Burden of lliness Thoracic Society Guigelnes in the past x days days(outcome)
. 3 5 5 . (process)
COPD gradually deprives individuals of their health and quality of life. Shortness of breath, persistent 1.2 # of new cases of COPD identified via 2.2 % patients with COPD who repo ot
cough and fatigue limit activities of daily living and may be attributed to the normal signs of aging or spirometry in past x days (outcome) currently smoking at most recent visit, in past
being “out of shape.” The underlying progressive disease causing these symptoms may not be identified 1.3 Office Visit cycie time (balance ) x days(outcome)

until later stages of the disease. Acute exacerbations of COPD or lung attacks result in accelerated
deciine in lung function, poorer health-related quality of life and increased mortality. Rates of recognized
anxiety and depression vary from 20-50% and increase with disease severity"

2.3 % of patients who have had diagnosis of
COPD confirmed by spirometry, or have had
assessment by spirometry in the past 365

days (process)
The burden of uncontrolled and undiagnosed COPD is evident in escalating health care utilization and
costs: 2.4 % of patients with COPD who are currently
® Exacerbations or COPD lung attacks are the principle cause of hospitalization in Canada s’;mkmg w}:" »'"7 offered cwme”"'lg’
* Hospital admissions for COPD lung attacks averaged a 10 day length of stay at a cost of 510,000 pha N cologica su_p‘ or referral to
perstay cessation program in past 365 days(process)

® Total cost of COPD italizations has been c ively estir at 51.5 billion per year 25
® It has a much higher readmission rate than other chronic ilinesses:18% of COPD patients were

readmitted once within the year and 14% twice within the year™

% of patients with COPD with completed
COPD action plan, developed or reviewed in
the past 6§ months (and/or documented
foliow-up of patient seif management goal in
the past 184 days?)

2.6 % of patients with COPD who are referred for
v ion (p or
measure)

2.7 % patients with COPD who have received
annual i ination (and
in past 10 years(process)

2.8 % of it p il ic ion class]

THE LUNG ASSOCIATION™ (orocess)

2.9 % of patients with COPD referred for
Hitati )

e

210 % of pati .f toa
(balance )




e,
COPD Performance Measures

O % of patients >40 years of age who currently smoke or have a
history of smoking have been screened for spirometry, and
documented.

O % of patients with a diagnosis of COPD have recorded FEV1 in
the past 365 days
O % of patients with COPD who are currently smoking have been

offered counselling, pharmacological support or referral to
cessation program in past 365 days

O % of patients with COPD have received an influenza
vaccination in the past 365 days

Heffner et al, COPD Performance Measures: Missing Opportunities for Improving Care, CHEST, 2010

THE 1: LUNG ASSOCIATION™



COPD Performance Measures

O % of patients with COPD assessed for pneumococcal immunization
status

O % of patients with COPD who received pneumococcal immunization

O % patients with COPD have been prescribed a long acting
bronchodilator in the past 365 days

O % of patients with COPD have been referred for pulmonary education
in past 365 days

O Number of hospital admissions for COPD per population or time
interval

O % of COPD patients discharged from hospital and referred to
pulmonary rehabilitation

O % of patients with COPD and dypnea for whom exercise training was
recommended

O % of patients with COPD with oxygen saturation assessed at least
annually

THE 1: LUNG ASSOCIATION™



COPD Model

Helpline

Educational materials:
Fact sheets (home exercise
module, medications,
coping strategies...)

Website on.lung.ca

Newsletter
Team COPD



COPD Model

* COPD Care Map (OTS/
ORCS endorsed)

' * (CTS COPD Action Plan
* Living Well with COPD

* COPD Clinics & Pulmonary
Rehabilitation Programs set
up information

* RespTrec and SpiroTrec
training




RHF 2013

January 30t and 31+t

This year you will have the option to attend up to three

free sessions. Plenary Sessions include:
*Asthma Indicators

Day One: *COPD Indicators
Jan 30" morning Session 1: How to Get Started with Your Lung Health *How to Improve Outcomes

Program
Jan 30" afternoon Session 2: Lung Health Quality Indicators

Breakout Sessions TBA (select 2 out of 3) Hegister "ow!
Click Here "

*Evaluation and Sustainability

D EVAIN

Jan 315 morning Session 3: Integrating Lung Health Tools into your
Clinical Practice

Call 1-888-344-LLUNG (5864)
for more information.

z::'];ary fht association of family Ontario's Community THE LUNG h“‘)
Asthma Q- » 9 health teams of ontario Health Centres ASSOCIATIONW Zr Ontario

Program Ontario




Contact information:
Carole Madeley
cmadeley@on.lung.ca
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