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FOSTAIR

Beclometasone + formoterol
Extrafine formulation
100/6

Fostair® NEXThaler 100/6
now licensed for MART’

Fostair® — the only extrafine formulation for adult
asthma patients requiring an ICS/LABA combination?

MART = Maintenance and Reliever Therapy

Fostair® maintenance and reliever therapy should especially

be considered for adult asthma patients with:'

¢ not fully controlled asthma and in need of reliever medication
* asthma exacerbations in the past requiring medical intervention

ICS = Inhaled corticosteroid
LABA = Long-acting [3,-agonist

Full indication can be found within the Prescribing Information

Fostair 100/6 and 200/6 Prescribing Information

Please refer to the full Summary of Product Characteristics (SPC) before
prescribing.

Presentation: Each Fostair pressurised metered dose inhaler (pMDI) 100/6
dose contains 100 micrograms (mcg) of beclometasone dipropionate (BDP) and
6mcg of formoterol fumarate dihydrate (formoterol). Each Fostair pMDI 200/6
dose contains 200mcg of BDP and 6mcg of formoterol. Each Fostair NEXThaler
100/6 dry powder inhaler (DPI) dose contains 100mcg of BDP anhydrous and
6mceg of formoterol. Each Fostair NEXThaler 200/6 DPI dose contains 200mcg
of BDP anhydrous and 6mcg of formoterol. Indications: Asthma: Regular
treatment of asthma where use of an inhaled corticosteroid/long-acting beta,-
agonist (ICS/LABA) combination is appropriate: patients not adequately
controlled on ICS and as needed short-acting beta,-agonist, or patients already
adequately controlled on both ICS and LABA. COPD (Fostair 100/6 only):
Symptomatic treatment of patients with severe COPD (FEV, <50% predicted
normal) and a history of repeated exacerbations, who have significant symptoms
despite regular therapy with long-acting bronchodilators. Dosage and
administration: For inhalation in adult patients (=18 years). Asthma:
Maintenance And Reliever Therapy (Fostair 100/6 only) can be taken as
a regular maintenance treatment and as needed in response to asthma
symptoms: 1 inhalation twice daily plus 1 additional inhalation as needed in
response to symptoms. If symptoms persist after a few minutes, an additional
inhalation is recommended. The maximum daily dose is 8 inhalations. Fostair
100/6 may also be used as maintenance therapy (with a separate short-acting
bronchodilator as needed). Fostair 200/6 should be used as maintenance
therapy only. Maintenance therapy: Fostair 100/6: 1-2 inhalations twice
daily. Fostair 200/6: 2 inhalations twice daily. The maximum daily dose is 4
inhalations. Patients should receive the lowest dose that effectively controls
their symptoms. COPD (Fostair 100/6 only): 2 inhalations twice daily. Fostair
pMDI can be used with the AeroChamber Plus® spacer device. BDP in Fostair is
characterised by an extrafine particle size distribution which results in a more
potent effect than formulations of BDP with a non-extrafine particle size
distribution (100mcg of BDP extrafine in Fostair are equivalent to 250mcg of
BDP in a non-extrafine formulation). When switching patients from previous
treatments, it should be considered that the recommended total daily dose of
BDP for Fostair is lower than that for non-extrafine BDP containing products and
should be adjusted to the needs of the individual patient. However, patients who
are transferred between Fostair NEXThaler and Fostair pMDI do not need dose
adjustment. Contraindications: Hypersensitivity to the active substances or to
any of the excipients. Warnings and precautions: Use with caution in patients
with cardiac arrhythmias, aortic  stenosis, hypertrophic  obstructive
cardiomyopathy, ischaemic heart disease, severe heart failure, congestive heart
failure, occlusive vascular diseases, arterial hypertension, severe arterial
hypertension, aneurysm, thyrotoxicosis, diabetes mellitus, phaeochromocytoma
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and untreated hypokalaemia. Caution should also be used when treating
patients with known or suspected prolongation of the QTc interval (QTc > 0.44
seconds). Formoterol itself may induce QTc prolongation. Potentially serious
hypokalaemia may result from beta,-agonist therapy and may also be
potentiated by concomitant treatments (e.g. xanthine derivatives, steroids and
diuretics). Formoterol may cause a rise in blood glucose levels. Fostair should
not be administered for at least 12 hours before the start of anaesthesia, if
halogenated anaesthetics are planned as there is risk of arrhythmias. Use with
caution in patients with pulmonary tuberculosis or fungal/viral airway infections.
Increase in pneumonia and pneumonia hospitalisation in COPD patients
receiving ICS. Clinical features of pneumonia may overlap with symptoms of
COPD exacerbations. Fostair treatment should not be stopped abruptly. Medical
attention should be sought if treatment ineffective. Treatment should not be
initiated during exacerbations or acutely deteriorating asthma. Fostair treatment
should be discontinued immediately if the patient experiences a paradoxical
bronchospasm. Fostair is not intended for initial management of asthma.
Systemic effects of ICS may occur, particularly at high doses for long periods,
but are less likely than with oral steroids. These include Cushing’s syndrome,
Cushingoid features, adrenal suppression, decrease in bone mineral density,
cataract and glaucoma and more rarely, a range of psychological or behavioural
effects including psychomotor hyperactivity, sleep disorders, anxiety, depression
and aggression. Consider referral of patients reporting blurred vision or visual
disturbances to an ophthalmologist as causes may include cataract, glaucoma
or rare diseases such as central serous chorioretinopathy. Prolonged treatment
with high doses of ICS may result in adrenal suppression and acute adrenal
crisis. Lactose in Fostair NEXThaler contains small amounts of milk proteins,
which may cause allergic reactions. Interactions: Possibility of systemic
effects with concomitant use of strong CYP3A inhibitors (e.g. ritonavir,
cobicistat) cannot be excluded and therefore caution and appropriate monitoring
is advised. Beta-blockers should be avoided in asthma patients. Concomitant
administration of other beta-adrenergic drugs may have potentially additive
effects. Concomitant treatment with quinidine, disopyramide, procainamide,
phenothiazines, antihistamines, monoamine oxidase inhibitors (MAOIs) and
tricyclic antidepressants can prolong the QTc interval and increase the risk of
ventricular arrhythmias. L-dopa, L-thyroxine, oxytocin and alcohol can impair
cardiac tolerance towards beta,-sympathomimetics. Hypertensive reactions
may occur following co-administration with MAOIs including agents with similar
properties (e.g. furazolidone, procarbazine). Concomitant treatment with
xanthine derivatives, steroids or diuretics may potentiate a possible
hypokalaemic effect of beta,-agonists. Hypokalaemia may increase the
likelihood of arrhythmias in patients receiving digitalis glycosides. Presence of
ethanol in Fostair pMDI may cause potential interaction in sensitive patients
taking metronidazole or disulfram. Fertility, pregnancy and lactation: Fostair
should only be used during pregnancy or lactation if the expected benefits

1. Fostair® NEXThaler 100/6 Summary of Product Characteristics. Chiesi Limited. 2. MIMS Online. 2018. Available at www.mims.co.uk Accessed October 2018.
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outweigh the potential risks. A risk/benefit decision should be taken to
discontinue/abstain from therapy in the mother or discontinue breastfeeding.
Effects on driving and operating machinery: Fostair is unlikely to have any
effect on the ability to drive and use machines. Side effects: Common:
pneumonia (in COPD patients), pharyngitis, oral candidiasis, headache,
dysphonia, tremor. Uncommon: influenza, oral fungal infection, oropharyngeal
candidiasis, nasopharyngitis, oesophageal candidiasis, vulvovaginal candidiasis,
gastroenteritis,  sinusitis, rhinitis, granulocytopenia, allergic dermatitis,
hypokalaemia, hyperglycaemia, hypertriglyceridaemia, restlessness, dizziness,
otosalpingitis, palpitations, prolongation of QTc interval, ECG change,
tachycardia, tachyarrhythmia, atrial fibrillation, sinus bradycardia, angina
pectoris, myocardial ischaemia, blood pressure increased, hyperaemia,
flushing, cough, productive cough, throat irritation, asthmatic crisis,
exacerbation of asthma, dyspnoea, pharyngeal erythema, diarrhoea, dry mouth,
dyspepsia, dysphagia, burning sensation of the lips, nausea, dysgeusia,
pruritus, rash, hyperhidrosis, urticaria, muscle spasms, myalgia, C-reactive
protein increased, platelet count increased, free fatty acids increased, blood
insulin increased, blood ketone body increased, blood cortisol decrease,
oropharyngeal pain, fatigue, irritability, cortisol free urine decreased, blood
potassium increased, blood glucose increased, ECG poor r-wave progression.
Rare: ventricular extrasystoles, paradoxical bronchospasm, angioedema,
nephritis, blood pressure decreased. Very rare: thrombocytopenia,
hypersensitivity reactions, including erythema, lips, face, eyes and pharyngeal
oedema, adrenal suppression, glaucoma, cataract, peripheral oedema, bone
density decreased. Unknown frequency. psychomotor hyperactivity, sleep
disorders, anxiety, depression, aggression, behavioural changes, blurred vision.
(Refer to SPC for full list of side effects). Legal category: POM Price and
Pack: £29.32 1x120 actuations Marketing authorisation (MA) No(s): PL
08829/0156, PL 08829/0175, PL 08829/0173, PL 08829/0174 MA holder:
Chiesi Ltd, 333 Styal Road, Manchester, M22 5LG. Date of Preparation: Aug
2018. AeroChamber Plus® is a registered trademark of Trudell Medical
International.

Adverse events should be reported.
Reporting forms and information can be found at
www.mhra.gov.uk/yellowcard or search for MHRA
Yellow Card in the Google Play or Apple App Store.
Adverse events should also be reported to Chiesi Ltd
on 0800 0092329 (UK), 1800 817459 (IE)
or PV.UK@Chiesi.com.
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NACSYS ®

acetylcysteine 600mg effervescent tablets

NACSYS - £5.50 for 30 days. Only 18p per day’

NACSYS - 2018 GOLD guidelines recommend
regular use of acetylcysteine to reduce the risk of
exacerbations in certain COPD patients?

NACSYS - once daily, easy to take effervescent
formulation with no dose titration needed?

Abridged Prescribing Information
Product name: NACSYS 600mg effervescent tablets.

Composition: Each effervescent tablet contains 600mg of
acetylcysteine, sodium hydrogen bicarbonate (E500) (equivalent to
115mg of sodium).

Therapeutic Indication: NACSYS is indicated for use as a mucolyfic in
adults with respiratory disorders.

Posology: One effervescent tablet of 600mg to be taken once daily.

Method of Administration: Dissolve NACSYS 600mg, effervescent
tablets in half a glass of water to produce a solution that can be
consumed immediately. Patients with a reduced cough reflex (elderly

and weakened patients) are advised fo take the tablet in the mornings.

Contraindications: Hypersensitivity to acetylcysteine or to any of the
excipients. The tablets should not be used by children under two years
of age.

Special warnings and precautions: Bronchospasm may occur with
the use of NACSYS. Treatment with NACSYS should be discontinued
immediately if this occurs. The administration of NACSYS may liquefy
bronchial secretions and increase their volume. If the patient is unable
to expectorate efficiently, postural drainage and bronchoaspiration
should be used.

Interactions: Antitussive drugs and acetylcysteine should not be
administered concomitantly; activated charcoal may reduce the effect
of acetylcysteine; it is precautionary to advise the administration of oral
antibiotics at least two hours before or after acetylcysteine; concurrent
administration of acetylcysteine with nitro glycerine may enhance its
vasodilatory effect. Acetylcysteine can interfere with the colorimetric
assay for the determination of salicylates.
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should consult the Summary of Product Characteristics in relation
to other adverse effects.

Reporting adverse effects: Reporting forms and
information can be found at www.mhra.gov.uk/yellowcard.
Adverse events should also be reported to Aflantic Pharma
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Editor’s Round-Up

Dr lain Small, Editor Primary Care Respiratory Update

-

~

Welcome to this issue of Primary Care Respiratory Update. In no way related to the return of
Dr Who, this issue takes a look at the past, the present and the future. Rather like the TARDIS,
there is a deceptively large amount of content in this issue, combining policy, educational and
clinical care, looking at what works and why, and how we can be part of the new and exciting
future for respiratory care.

To be more specific, | would draw your attention to the excellent interview with Professor Mike
Morgan, the comprehensive coverage of this year's PCRS conference, and the thought-
provoking work from Jorgen Vestbo and colleagues using virtual clinics to improve patient
care.

As ever, | am grateful to our contributors and Editorial Board for keeping PCRU on track and
relevant to those of us working face-to-face with patients.
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Chair's Perspective

Noel Baxter, PCRS Executive Chair

/

\

| was recently fortunate enough to be asked by
the International Primary Care Respiratory
Group (IPCRG) to join their President, loanna
Tsigliani, a GP from Crete at the 3rd Chinese
Association of Respiratory Disease in Primary
Care in Hangzhou, China. This visit made me
reflect on the past, present and future for health
professionals working in and with General Prac-
tice and Community based care. Whilst the
China society is on its 3rd meeting we are cur-
rently in our 31st year and there was much to
share with them but also | realised there is still
a lot to do and as colleagues in the NHS often
comment, | also reflected on us “coming full
circle to where we started!”

The journey towards too many experts is high-
lighted by Mike Morgan, National Clinical
Director for Respiratory in England who says in
this issue that ‘Patients want specialists, but the
system needs generalists.” | heard that in China
the specialist pulmonologists were over-
whelmed by people self-referring to the best
experts and as a consequence the specialists
were seeing too broad a range of conditions
that left them working more like generalists but
without the time or additional skills to truly carry
out this role. One of these pulmonologists who
interpreted for me in my session was surprised
by how much a doctor in general practice will
now do before passing to a pulmonologist in
the UK and even more surprised when | said
that the general practitioner making these diag-
nostic and therapeutic decisions could have a
nursing or pharmacy background.

We should be pleased at the progress we have
made in equalising the different health and lay
roles in respiratory which will enable us to take
more ownership in exploring comprehensively
the symptoms people get of cough, breathless-
ness, recurrent wheeze and ‘chest infection’

whilst considering the wider issues affecting
that patient’s life.

Over the summer the PCRS trustees, execu-
tive, lay reference group and committee mem-
bers came together to consider our strategy for
the next 3 years. We concluded that increas-
ingly we must start with the symptoms people
experience and ensure they are considered in
the whole. The concept of value-based care
that is something now well established in PCRS
was further underlined and we will be working
to ensure that we consider waste, green issues
and cost effectiveness in the work we do over
the next few years. You will also hope that you
will see an increasingly ‘digital first ‘approach.
We will bring to you the insight and knowledge
of our experts and members in easily accessi-
ble bit sized portions that reflects the way that
we now learn and get inspired.

Those of you who attended conference this
year will have seen the beginnings of our digital
development with a new brand and look and
also a very successful conference app. For me
one of the highlights was the quality of ab-
stracts we received. The winning Best original
research abstract from Professor Nick Francis
of Cardiff University will have a significant im-
pact on clinical practice with regard to desktop
testing by HCPs in general practice and com-
munity and on improving our antibiotic prescrib-
ing so do look out for this study due to be
published soon.

We also shared with our 470 delegates the UK
version of the internationally developed Asthma
Right Care (ARC) slide rule (https://bit.ly/2KJkvxK).
This is one of the tools that will help us as PCRS
get out a new way of messaging to our col-
leagues that over reliance on SABA is some-
thing that still needs to be tackled.
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This was the last conference for me as
Chair though I will certainly be there next
year to see Carol Stonham welcome our
respiratory interested audience from a
broad base of disciplines. Carol was
elected to be our new Chair starting in
September 2019 and will be both the first
nurse and first woman in this role.

It is a good time for respiratory as we have
been saying over the last year and | look
forward to the detail of the NHSE Long
Term Plan being teased out from its launch

[ssue 16 Winter 2018

in December to the beginnings of imple-
mentation in the new financial year. | look
forward to working with or respiratory
leadership delegates, affiliated groups and
members in 2019 to start ensuring our
colleagues in the developing integrated
services are implementing those new res-
piratory must dos’. In Wales we will see
another primary care audit being reported
on with our new Vice Chair Katherine
Hickman taking the lead on this for the
RCP, this time telling us about adult and
child asthma care as well as learning

about how things are improving for people
with COPD. | am still working hard with
HQIP and the RCP audit team to bring the
audit to England and Scotland, so watch
this space!

| hope you have a restful holiday season
and that you keep in contact through our
PCRS networks during the winter pres-
sures so that you can stay resilient until the
next time we meet in person again.
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A focus on respiratory disease for England

Bronwen Thompson discusses the respiratory long-term plan for England with Professor
Mike Morgan, National Clinical Director for Respiratory Disease at NHS England

-

~

Professor Morgan has a smile on his face. During
5 years as National Clinical Director for Respira-
tory Disease at NHS England (NHSE), he has
seen the introduction of a range of initiatives de-
signed to improve respiratory care. The National
COPD Audit has been established and asthma
has been added this year. NHS RightCare has
produced CCG level data on respiratory disease
outcomes and expenditure and has developed
the ‘COPD pathway’, showing what evidence-
based care looks like right across the system
from prevention to end of life. A collaborative tu-
berculosis strategy bridges public health and the
NHS to address growing levels of tuberculosis.
Significant improvements in rationalising spe-
cialised services for respiratory disease have also
come to fruition. Then there have been breath-
lessness and cough campaigns.

€€ There are pressures around
winter admissions and the penny
has finally dropped that respiratory
is the major cause of the rise in
winter admissions - they effectively
double in winter. 99

However, the profile of respiratory disease has
just taken a huge leap forward. Professor Morgan
is smiling because respiratory disease has just
been included in the list of priority disease areas
for the NHS long-term plan in England. The Five
Year Forward View was published in 2014, and
is the plan that has been guiding changes in the
NHS for the last 4 years. This set in motion a se-
ries of initiatives focused on exploring new ways
of working in order that the NHS is able to meet
the challenges of the 21st century. In primary care
we have seen a move towards delivering care at
scale, and practices collaborating in federations
and clusters. We have also seen a greater em-

phasis on integration of planning and service pro-
vision across traditional boundaries in health and
social care.

€€ Respiratory disease stands out
as an area where inequality is most
overt. You are five times more likely
to die from respiratory disease if
you are in an impoverished area
compared with being in a less
impoverished area. 99

So now is the time for a new longer-term plan to
build on the Five Year Forward View. And now is
the time for a focus on improving respiratory dis-
ease outcomes across England. “Respiratory dis-
ease has been attracting attention both locally
and nationally. At a local level, CCGs are seeing
high admission rates for respiratory conditions
and costly care, so it has become a significant
priority. They are also recognising that respiratory
problems are playing a significant part in winter
pressures. Improving the care of people with res-
piratory disease could help to ease the burden on
the health service in the times when it is under
greatest pressure.”

Professor Morgan also points out that there are
increasing concerns in NHSE about inequalities
for people with respiratory disease. The gap in
mortality rates between the least deprived and

€€ Enabling primary care to do
better is going to be a major theme
because everyone is realising that

the burden on primary care is
intolerable at present and it is not
able to deliver what we expect of it. 99
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Primary Care Respiratory Update

most deprived has widened by 20% over the last 15 years. “The
death rate for respiratory disease in the poorest decile has risen
by 14%. And in the most affluent decile it has fallen by 5%, so
you are five times more likely to die from respiratory disease if you
are in an impoverished area compared to a less impoverished
area.”

€€ Let’s start pulmonary rehabilitation at the
point of diagnosis, not leave it until later — why
wait? Encourage a healthier lifestyle and being
active right from the beginning. 99

International comparisons also show England in a poor light, with
mortality rates from respiratory disease higher than many other
countries in Western Europe. In 2010 the UK was ranked among
the worst out of 27 member countries of the Organisation for
Economic Co-operation and Development (OECD) on outcomes
related to respiratory disease.

So a planning group with input from the respiratory community

was convened under the chairmanship of NHSE National Medical

Director Professor Stephen Powis to explore how a national plan

could address some of the key areas for improvement in respi-

ratory disease. The national plan expects to address issues at

various stages of respiratory disease. The planning group have

focused on several themes:

e Prevention — including flu immunisation, pollution, physical
inactivity and tobacco dependency

e FEarly detection and accurate diagnosis — case finding, diag-
nostic hubs, early specialist involvement to support diagno-
sis

e Optimal treatment — including empowerment and education
to self-manage, expansion of pulmonary rehabilitation, opti-
mising medication (economic prescribing, better training and
usage of inhalers, better use of pharmacists)

e Acute care —risk assessment of patients with pneumonia and
other steps in line with the published Winter Pressures Guide.

Professor Morgan highlighted a key difference between primary
and secondary care — that primary care considers the population
they are responsible for and takes a proactive approach towards
identifying the more vulnerable and high risk. “There needs to be
much more integrated thinking and integrated working. Specialist
integrated care physicians can play a key role here, but in general
we also need more vertical integration of services, and for the
care provided to be stratified according to the needs of distinct
groups of patients. Other specialties are good at this and have a
tiered approach to care so that a patient has access to the level
of care most appropriate for them.”
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Professor Morgan also reflects on the conundrum of determining
the kind of skills and approach that is needed to drive improve-
ments in care. “Patients want specialists, but the system needs
generalists. We need to think more about how patients present
- with symptoms, not a diagnosis. So why don’t we have more
breathlessness clinics run by generalists? Once there is a clear
diagnosis, then they can be referred to appropriate specialists if
required — but let's put more effort into getting the diagnosis right
in the first place.” Another reason that a more generalist approach
will become increasingly appropriate is the rise in patients with
multimorbidity and frailty which will accompany the increase in
numbers of older people.

There are obvious challenges for commissioning too. “Currently
commissioning for primary care services and secondary care fall
to different individuals — in an ideal world we would just be oper-
ating in a single service, with commissioning across pathways of
care. We need to build on the innovative approaches being tri-
alled following the Five Year Forward View which cut through tra-
ditional boundaries and focus on the patient journey, not NHS
structures.”

€€ Admission rates for COPD and asthma in
England are twice as high as they are in France -
and it’s hard to know why that should be. 99

So what does all this mean for primary care? Most of the respi-
ratory themes under discussion in the long-term plan fall squarely
into the remit of primary care, and NHSE acknowledges that the
majority of respiratory care takes place in primary care, so this
balance is entirely appropriate. Recent guidelines have focused
on the importance of improving diagnostic accuracy. Strength-
ening the assessment of competence to undertake and interpret
spirometry, and putting the National Register for spirometry on a
firmer footing is just one initiative that is already underway. So this
long-term plan will build on some existing initiatives but also in-
troduce new ones. The plan may include case finding in COPD
and a more structured education programme for patients with
respiratory disease, for example.

Strategies and plans don’t in themselves make any difference.
They have to be implemented to make a difference. The long-
term plan will facilitate change and provide a focus and a direction
for respiratory disease. But, ultimately, patients will only notice a
difference if the people they have contact with in the NHS are
doing something differently. And this will rely on the engagement
of the respiratory interested community. We need to be active
champions for respiratory patients. Then not only will Professor
Morgan have a smile on his face, but respiratory patients will too.
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Multidisciplinary Respiratory Virtual Clinics

Fran Robinson interviews Dr Noel Baxter, Dr Binita Kane, Dr Georges Ng Man Kwong
and Dr Jargen Vestbo, to discuss their experience of setting up and running
multidisciplinary respiratory virtual clinics

)

Multidisciplinary respiratory virtual clinics (RVCs)
offer an innovative way of bringing together hos-
pital lung specialists and primary care clinicians
to improve the care of people with long-term con-
ditions such as COPD.

RVCs involve discussions of case notes and
treatment plans in general practice in sessions
lasting 2-3 hours. Practices will have selected the
patients they want to review prior to the RVC, pri-
oritising cases where treatment can be optimised
or those causing diagnostic difficulty.

Evaluations of RVCs for COPD show that a re-
duction in high-dose inhaled corticosteroid (ICS)
prescribing can be achieved with patients being
moved on to effective high value interventions
such as pulmonary rehabilitation and smoking
cessation. For example, two years ago Lambeth
saved £200,000 in a year by reducing ICS in RVCs.

Primary care clinicians’ confidence to manage
respiratory conditions improves and they appre-
ciate the networking opportunity and having a
specialist visit the practice. The specialist hospital
teams feel that the RVC makes good use of their
time and that they gain a greater understanding
of the challenges and culture of general practice.
Even though patients are not present in the
RVCs, they appreciate that a trusted opinion had
been given on their case.

Dr Noel Baxter, PCRS Executive Chair,
GP and clinical commissioner

Noel has been involved as a clinician and a com-
missioner in helping to set up RVCs in Southwark
and encouraging his primary care colleagues to
become involved in the process.

In Southwark the consultant physician, respira-
tory specialist pharmacist or respiratory specialist
nurse or physiotherapist will go into practices and
work with primary care clinicians according to
their learning needs around asthma and COPD.
Practices are offered two visits a year.

Each year the RVC model has had a slightly dif-
ferent focus, with themes ranging from COPD,
asthma and diagnosing breathlessness to car-
diorespiratory care, depending on which area the
CCG is incentivising practices to improve.

Noel explains: “Virtual clinics can work in any way.
But practices get more out of them if they fit
round a quality improvement project. They can
also work very effectively at GP federation level
because these organisations have their own an-
alysts and IT people and can get good baseline
data. This enables them to analyse bigger popu-
lations while also providing a micro level of benefit
within individual practices.

“RVCs improve communication pathways and re-
lationships between primary and secondary care.
So Dr Irem Patel, one of the earliest pioneers of
RVCs who is one of our two integrated respiratory
physicians, has visited every practice and every-
one knows and trusts her and now feels able to
pick up the phone to her with any respiratory
queries.

“When you incentivise RVCs financially you get
more engagement because practices will then
prioritise what they are going to work on in a par-
ticular year.

“You still end up with practices that don't engage
with the process because they haven't got the
headspace to do it. Sometimes practices might
feel that they have someone who is a respiratory
expert and they don’t need the extra help. But my
experience is that practices benefit from the RVC
because of the multidisciplinary team working to-
gether. This also raises respiratory medicine up
the agenda of the practice. It also gives GPs an
opportunity to see how their nurses and pharma-
cists are doing and whether they need more sup-
port in looking after respiratory patients.

“In Southwark in the last year we have explored
the idea of introducing some cardiological expert-
ise into RVCs because patients with COPD often
have cardiac causes of breathlessness or heart
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Learning points - Dr Noel Baxter

e Anyone interested in setting up RVCs should start by
seeing how other people are doing it. This is also a
good way to pick up connections with people who can
support and help you. PCRS has set up a new
network for integrated care physicians which could
be a good place to start making contacts.

e Try to prevent your project getting stuck at CCG level.
You need somebody on the commissioning side who
can give it a push and explain why it's important so that
the money can be found to get it started.

e Setting up an RVC is all about persistence and
persuasion, building relationships, building bridges
and developing a network.

failure. One of the trusts has been interested to develop a car-
diorespiratory RVC to break down some internal hospital bound-
aries and to prevent patients bouncing between cardiac and
respiratory specialties.

“Now that respiratory disease has been named as a key area in
the 10-year plan for NHS England, this is a fantastic opportunity
for those areas that don’t have integrated respiratory services or
RVCs to look at new ways of delivering the improved outcomes
that will be expected of them.”

Dr Binita Kane, Consultant Respiratory Physician,
University Hospital of South Manchester and member
of the PCRS Service Development Committee

Binita Kane became interested in RVCs when she was asked to
develop an integrated respiratory care service.

She first spent some time shadowing Dr Irem Patel, Consultant
Respiratory Physician Integrated Care Kings Health Partners/
Lambeth and Southwark CCG, and is working alongside Jorgen
Vestbo, Professor of Respiratory Medicine at the University of
Manchester and an international expert on COPD to deliver the
RVCs.

Binita started by engaging the lead CCG pharmacist because
she says it was clear from the London experience that pharmacy
engagement and the medicines optimisation team had helped to
drive the RVC model.

They started with an unfunded pilot of 10 practices which was
successful and resulted in a second fully commissioned pilot of
10 RVCs, which has now been completed.

Initial results show that on average 88% of patients discussed
had changes recommended: 60% of patients were recom-
mended to reduce their ICS and this included 48% of patients
who were eligible to stop their ICS. Confidence scores of practice
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staff in attendance in managing COPD doubled from an average
of 4/10 to 8/10 and drug cost savings directly attributable to the
RVCs was £14,423 based on changes that had been imple-
mented at 6 weeks post RVC.

Additionally, comparison of prescribing habits between GP prac-
tices that had hosted a RVC versus those which had never
hosted an RVC, showed an increase in prescription of
LAMA/LABA drugs and triple therapy inhalers in keeping with the
latest guidelines.

Binita says: “The benefits of the RVC have been huge. It has ef-
fectively paid for itself with cost savings from reducing prescribing
of inappropriate medication. However it is so much more than
that because what happens is the secondary care clinician goes
into the practices, starts having a conversation about the patients
which have been specifically targeted through case finding, but
this soon becomes a free-flowing conversation and becomes an
education session for the practice.

“The feedback has been absolutely phenomenal, the practices
have absolutely loved the clinics. Some practices were doing
the right thing and the mentorship has given them the reassur-
ance they needed, in others it has been transformative for how
they manage COPD.”

Binita is now working with a body called Health Innovation Man-
chester, and a respiratory working group, in an ambitious pro-
gramme to try and roll out RVCs to across 500 practices and 10
localities in the devolved Greater Manchester Health and Social
Care Partnership, working with both industry and non-industry
partners to drive implementation at pace and scale.

Learning points - Dr Binita Kane

¢ The hardest thing for me at the beginning from a
practical point of view was arranging the actual clinics.
This requires dedicated time and convincing both GP
practices and consultants that this model of care is
worth investing time, money and effort in.

e |deally, you need a clinical champion from secondary
care to help drive the process. However with the
current workforce crisis it might not be practical to set
this up as a consultant-led model. Think laterally about
who could be trained up — a nurse consultant, an
advanced nurse practitioner or a specialist pharmacist.
The advantage of having a consultant leading the
process is that they are trusted experts, which helps
to build confidence in the primary care workforce.

e You could spread RVCs to asthma as they have done in
London. The greater challenge with asthma is it's harder
to advise from a distance because treatment in asthma
is more individualised and dependent on detailed clinical
history, but there is still a role to educate clinical teams
about asthma management.



“Partnership working and devolution gives an incredibly unique
opportunity for Greater Manchester to do it differently. We are all
working together to improve population health and reduce vari-
ation across the system. It's not without its challenges though,
we have issues around the workforce and infrastructure needed
to deliver such a programme,” she says.

Binita has also been working with Health Education England to
develop a virtual learning hub to consolidate the learning from the
RVCs and provide short videos of respiratory experts explaining
key principles. It will also have a chat room facility so that all the
practices can discuss the issues everybody else is having.

Dr Jorgen Vestbo, Professor of Respiratory Medicine,
Manchester University NHS Foundation Trust

Jargen did most of the 10 pilot RVCs described by Binita and
has done a further 15 RVCs in Manchester. Jergen has a COPD
clinic at the Wythenshawe site and is otherwise involved in COPD
research and leads the Respiratory Theme of the NIHR Manches-
ter Biomedical Research Centre.

He says: “For me, the RVCs have first and foremost been an al-
most ideal way of having a dialogue between primary and second-
ary care. From the feedback we have had, this has worked well
for the participating practices and | have certainly learned a lot.”

The RVCs Jergen has been involved in have lasted two hours
each and almost all of them have been with the same CCG phar-
macist.

He says “It is quite amazing what you can get through in two
hours! We always start with the search prepared by Katie and
talk rational pharmacotherapy and stepping ICS down, but over
the 2 hours we end up spending a lot of time discussing COPD
in general. For me this is wonderful as we get to discuss smoking
cessation and pulmonary rehabilitation/physical activity — my two
favourites.”

Dr Georges Ng Man Kwong, Consultant Chest
Physician, Pennine Acute Hospitals NHS Trust

Georges decided to pilot a RVC in 2013 when he took on the
role of clinical lead for the Pennine Lung Service, an integrated
respiratory service based in Oldham.

It took about two years to set up because the service wasn'’t
commissioned and everyone was working on it in their spare
time. Eventually they set up an RVC pilot, based on the London
model, in nine GP practices.

They spent up to three hours in the clinics with the GPs and/or
the practice nurse, then measured the changes. They made rec-
ommendations to change treatment and modify approved treat-
ment in about 60% of patients, reduce or stop ICS therapy in one
in four patients and nearly a third of patients were identified as
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Learning points - Dr Georges Ng Man Kwong

e Recognise the power of collaboration and breaking
down the barriers between the different cultures of
primary and secondary care. The shared learning is
beneficial for both sides. As a secondary care
consultant I've learnt a lot about the primary care
challenges and perspectives and just how well GPs and
practice nurses know their patients. For example, we
can give people drugs and pulmonary rehabilitation until
the cows come home, but this will be ineffective if the
root cause of their problem is that they are lonely and
anxious. In these situations we need to identify other
services in the community that can help them. | now
have a much more holistic view of patients.

It is import to spread the word about RVCs — they
reduce prescription costs, improve patient care and
quality of life and reduce hospital admissions.

RVCs should not be held in isolation. They should be
part of a wider model of integrated respiratory care.

being suitable for pulmonary rehabilitation. A small number of pa-
tients were recommended for further investigation for other lung
diseases such as bronchiectasis, and a few patients were taken
off the register.

Georges is now working closely with Oldham CCG and an Oldham
GP Cluster to further improve respiratory care. He says: “The idea
is that the RVC will be one part of a respiratory model, not just for
COPD but eventually for all lung disease. The virtual clinic is just
one component for a transformational change of service within a
GP cluster (one of five) in Oldham. Our aim is take a ‘deep-dive’
into understanding gaps in service and the needs of our patients,
This will include risk stratifying patients within the cluster which will
then form the basis of a RVC as well as establishing a local net-
work for training and education which will lead to improved collab-
orative working and communication. We then hope to take our
blueprint out to the rest of the locality. Going forward | very much
hope the RVC model is an idea that will catch on.

“The challenge has been to engage busy GP practices. There is
little published evidence on RVCs and the service we were setting
up wasn’t commissioned. But the practices we did connect with
gave some very positive feedback on the clinics. For the future |
hope eventually we will be able to upskill our primary care col-
leagues so that they will be able to do the virtual clinics them-
selves.”

“On a personal level the RVCs have changed my attitude and
mind-set. | now feel I'm serving the local community rather than
the hospital and my perspective is much more patient centred
and holistic.”

“RVCs are a slow burner but there is definitely a future for them
within integrated respiratory care services.”

Issue 16 Winter 2018 15



Level 7 Education - is an MSc for me?

Have you considered your education in 2019? Our MSc Respiratory Practice, accredited by the University of
Hertfordshire, focuses on the development of a unique inter-professional postgraduate provision relating to

respiratory practice.

With no set cohort intake dates, you can step on to the programme whenever you are ready, and study
modules in any order, or on a stand-alone basis. We are adding our 2019 dates now - you can purchase
places if a date is showing, or register your interest using the website to be notified when dates are added.

Courses include:

Ethical Issues in Respiratory Practice
Optimising Asthma Management
Optimising the Management of COPD
Research Applied to Respiratory Practice
Interstitial Lung Disease

Non-Invasive Ventilation (NIV) and
Respiratory Failure

Visit: www.educationforhealth.org/msc

Call: 01926 838969 Funding &
Sponsorship

Email: programmes@educationforhealth.org

Respiratory Assessment
Respiratory Diagnostics

Applying Learning Theories to Clinical Practice
Respiratory Examination

Heart Failure

Principles of Non-Malignant Palliative and
End of Life Care

One of the benefits of studying with Education for Health is
that we can guide you towards funding opportunities. These
are available from a variety of sources: charities, external
organisations, pharmaceutical companies and employers.

Visit www.educationforhealth.org/funding to find out
more.

www.educationforhealth.org
Charity Reg No: 1048816




Primary Care Respiratory Update

Building confidence in a changing world

Fran Robinson reports on the PCRS National Respiratory Conference 2018 held at the
Telford International Centre on 28/29 September

-

\

This year's PCRS National Respiratory Confer-
ence aimed to inspire delegates to think differently
and find new ways of working with patients and
colleagues in a changing world.

Speakers offered practical insights for improving
respiratory care to help primary healthcare pro-
fessionals to respond to the demands they face
in primary and community care. Sessions offered
a vision of a brighter future for respiratory patients
and greater job satisfaction for respiratory profes-
sionals.

The conference opened with the unveiling of a
PCRS rebrand which includes a new logo and re-
designed website to reflect our move towards a
more holistic and integrated approach to respira-
tory care.

PCRS Chair Dr Noel Baxter said: “The message
that we want to strongly convey is that PCRS
represents not only respiratory interested health-
care professionals working in primary and com-
munity care but also the interface with our
secondary care colleagues as well. The new
colours and redesigned website will ensure that
we are more relevant digitally.”

The plenaries

The opening plenary themed ‘Confidence to treat
the patient in front of you’ began with a panel dis-
cussing how healthcare professionals could feel
more confident diagnosing asthma and COPD
and communicating the diagnosis ef-

fectively to the patient.

Mike McKevitt, Director of Patient Services for the
British Lung Foundation, said when most patients
were first diagnosed with COPD it was probably
the first time they had heard of the condition.
They were likely to have felt stressed in the con-
sultation, may not have understood what the
diagnosis meant and would forget what the doc-
tor said to them. “One of the important things
post diagnosis is to follow up with the patient and
their carers, provide them with additional informa-
tion and referrals on to other people and organi-
sations like Breathe Easy.”

Deborah Waddell, Asthma UK specialist nurse
said: “Patients often have a preconceived idea in
their heads and are filled with fear about a diag-
nosis of asthma. Healthcare professionals need
to not only communicate how they have made
the diagnosis but also to check that the patient
has really heard what they said.”

Toby Capstick, a pharmacist consultant at Leeds
Teaching Hospital NHS Trust, said community
pharmacists often had difficulties working with
newly diagnosed patients if they were not sure
what the diagnosis was and would welcome bet-
ter communication with GPs.

Noel Baxter said a single patient record that the
pharmacist could access was one solution.
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Pharmacist Garry Macdonald said it would
help to have the diagnosis written on the
prescription.

The interactive case-based Grand Round session
was based on the theme of the four ages of
lung health.

The key messages were:

e Treating patients is a partnership based on mutual trust and
experience

e The factors that influence adherence to medication start to
matter from the first consultation

e Roger Neighbour was right — the process of diagnosis begins
even before you first see the patient

e The science of exacerbations and hospitalisation is no more
important than the patterns of human behaviour

e Recognising untreatable traits and accepting them is a real-
istic way to apply evidence-based medicine to the individual

On a more light-hearted note, in the plenary at the end of the first
day four candidates were asked to argue why their personal NHS
waste issue should be consigned to Room 101 in a session
based on the popular comedy show.

GP Dr Katherine Hickman told the conference that her pet hate
was spirometry in primary care; Lay Reference Group member,
Amanda Roberts, said hers was the annual asthma check-up;
respiratory nurse consultant Vikki Knowles said hers were the
NICE asthma guidelines; and physiotherapist Kelly Redden-Row-
ley declared that she objected to pulmonary rehabilitation at four
weeks referral. Delegates voted to consign the NICE asthma
guidelines to oblivion in Room 101.

There was something for everyone at the conference. The clinical
sessions focused on getting the basics right and building on that
foundation to improve care. Service development sessions show-
cased Best Practice abstracts and posters and presentations
discussing innovative methodology being used to create system-
wide change. Practical workshops, run by experienced trainers
in conjunction with Education for Health, gave delegates an op-
portunity to refresh or learn new skills to improve respiratory care
in their daily practice. The research stream gave delegates an op-
portunity to catch up with the latest developments in primary care
respiratory research.

PCRS wishes to thank its conference partners Asthma UK, the
British Lung Foundation and Education for Health and sponsors
Astra Zeneca, Boehringer Ingelheim, Chiesi, NAPP Respiratory,
Novartis and Pfizer.

Catch up on the Twitter conversation at #pcrsuk2018.
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Clinical stream
Lung cancer
Challenging the diagnosis: could it be lung cancer yet?

Professor Michael Peake, Clinical Director, Centre for Cancer Out-
comes, University College London Hospitals told delegates that
late diagnosis is the main reason why long-term survival rates for
lung cancer patients are so poor in the UK. He said primary care
clinicians were in a difficult position because most early lung can-
cers are asymptomatic and symptoms — even when they occur
— are often non-specific. However, the good news is that there
has been some shift towards earlier diagnosis in recent years.

Learning points:

e Farly diagnosis makes a huge difference. The majority of pa-
tients diagnosed with early stage lung cancer can expect to
live more than five years, but most of those with late stage
disease are dead within a year of diagnosis

e A combination of high-risk patient characteristics and symp-
toms can help GPs in the difficult task of identifying those
most likely to have a diagnosis of lung cancer

e FEarly use of low-dose CT scans in high-risk patients can lead
to early stage diagnosis in many patients. Costing £120, a
CT scan is not expensive.

Asthma

Asthma Speed Bumps: what’s getting in the way and
slowing our progress?

Dr lan Sinha, Consultant Respiratory Physician and Clinical Lead
for the National Asthma and COPD Audit Programme (NACAP),
discussed the difficulties in managing children with asthma and
the problems with the current models of healthcare for children
and young people with asthma.

What can be done?

® (o back to basics — get the diagnosis right, ensure every pa-
tient has a self-management plan and an annual review, pre-
scribing is appropriate, inhaler technique is monitored,
practices have named clinical asthma leads and follow-up
appointments are made after emergency admissions

e Proactively identify children at risk and empower those
around the child

e The National Asthma Audit in primary and secondary care
should be grounded in quality improvement

e Invest in high quality, pragmatic research

e Rethink the ethos of the models we use to provide health-
care



e Tackle the social determinants of health such as poverty and
smoking at time of delivery, which impact on paediatric
asthma outcomes

COPD
Is it time to stop prescribing rescue packs in COPD?

Dr John Hurst, Reader in Respiratory Medicine, UCL, examined
the evidence for rescue packs and how to prescribe them effec-
tively.

Learning points:
e Exacerbations are important events in COPD

e There is at best moderate benefit from antibiotics and
steroids in treating exacerbations; prevention of exacerba-
tions is better than cure

e Rescue packs in COPD are guideline-recommended, but
only as part of a supported self-management plan

e Rescue packs in COPD are evidence-based, but not without
risk

e For some people, most of the time, COPD rescue packs can
be helpful — but monitor their use and question overuse

Shared decision making

Rachel Bryers, Shared Decision Making Programme Manager,
Advancing Quality Aliance (AQUA) explained why shared decision
making with patients is important.

The benefits include:

® Better consultations

e Clearer risk communication

e (Greater compliance with ethical standards
e More appropriate decisions

e Fewer unwanted treatments, safer care
e |mproved health literacy

e Improved confidence and self-efficacy
e Improved health behaviours

e Better health outcomes

* Reduced costs

e |Less litigation

Respiratory research update

Dr Steve Holmes, GP and PCRS education lead, gave delegates
a whistle-stop tour of the latest and most useful research papers
on respiratory medicine.

Primary Care Respiratory Update

Learning points:

Guidelines, reviews and different trials do not always agree

Evidence providing different results means we can apply clin-
ically in different ways and give patients realistic choices

There is an abundance of guidance, reviews and trials that
continually challenge our thinking

Understanding how the research has been undertaken gives
a good clue as to what the result will be

Guidelines are only the start of the journey to expert informed
practice

Tobacco dependency

Louise Ross, Freelance Consultant at the National Centre for
Smoking Cessation and Training (NCSCT) and Darush Attar-
Zadeh, Respiratory Lead Pharmacist, Barnet CCG, discussed
the place of e-cigarettes among other stop smoking treatments.
They explained how e-cigarettes work and how they are regu-
lated, the myths and facts around e-cigarettes and the impact of
e-cigarettes on population health.

Service development stream

Strategies to stratify your COPD population to drive value

Optimising healthcare resources through risk stratification
of COPD patients using GOLD

Dr Sanjeev Rana, GP and commissioner, discussed an initiative
in West Essex which used risk stratification to understand the
local population in order to better tailor treatment to disease
severity.

What they achieved:

Right Care data highlighted the need for change
More COPD assessment test scores were recorded
More exacerbation scores were recorded

Financial savings were achieved

The initiative mobilised further

change in the
system
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e But not all practices signed up to the local
enhanced service

e A variable amount of registered COPD
obtained a GOLD score

Using virtual clinics to optimise prescribing
in COPD

Jorgen Vestbo, Professor of Respiratory Medi-
cine, University of Manchester explained how virtual clinics can
optimise prescribing in COPD

Key points:
e COPD management in primary care can be improved

e There is a need for improved communication between pri-
mary care and secondary respiratory care

e Virtual clinics based on an open dialogue between secondary
care COPD specialists and GPs/primary care nurses may be
one option

¢ Individualised pharmacological treatment is the future

e There are other options than pharmaceutical treatment —
smoking cessation, pulmonary rehabilitation and physical ac-
tivity should always be discussed

Quality assured diagnostic service provision

Lisa Chandler, Public Health Principal, set out the commissioner’s
perspective:

e Be clear what you want to achieve

e Set up a respiratory group that includes all key players — work
together

e Use local levers
e Measure all outcomes and then understand them
e The commissioner is an ally

Katherine Plumbe, Consultant Respiratory Physiotherapist set
out the trainer’s perspective:

e Quality assured spirometry is fundamental and a register of
competent healthcare professionals is important

e There are options in how this is achieved — by local register
or ARTP — either is better than nothing

e Training must suit the commissioning organisation and the
individual healthcare professional

e There are a variety of options available to achieve the training
and competency assessment

e Annual updates and revalidation are key
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Driving change through quality improvement (Ql) to improve
respiratory outcomes

Kay Cordiner, Strategic Clinical Network Manager and Value
Project Lead, NHS Highland, explained the Highland Quality
Approach which involves relentlessly pursuing the highest quality
outcomes of care.

Learning points:
e Front-line staff can be empowered to impact quality and cost

e (Change through improvement methodology gives sustain-
ability

e The importance of data over time
e Measuring staff experience matters
e Staff doing the work are the authors to the solution.

Susan Fairlie, Managing Director Mindset Matters Ltd, gave an
introduction to the Quality Champion Programme model, ex-
plained the key components of leading change and the impor-
tance of personal resilience. She also gave some tips on how to
create a social movement to cultivate a culture for Ql across or-
ganisations, discussed some case studies in different settings
and explained how to measure success.

Optimising the use of healthcare resources through correct
diagnosis

Dr Stephen Gaduzo, GP, Stockport, discussed a one-stop model
breathlessness, rapid evaluation, assessment, treatment and
health education clinic in the North West.

Learning points:

e Think differently if you want to make change

e Involve all parts of the system

e |dentify key stakeholder, enablers, blockers

e Culture change may be slow but effect is lasting

e Prepare for unplanned unexpected benefits and problems

Liz Wilson, Respiratory Specialist Nurse Adviser, National
Services for Health Improvement (NSHI), described her experi-
ence of implementing the asthma diagnosis pathway in general
practice in North Birmingham.

Learning points:

e Always read your PCRS emails as you never know what
opportunities are out there

e Get involved, do not wait for changes to happen to you, be
part of the discussion

e Pathways and guidance are really helpful and should supple-
ment not replace history taking and clinical judgement



e FeNO is simple and easy to use in all age groups

e Spirometry in children is not easy; specialist training is
required.

Providing sustainable pulmonary rehabilitation (PR) across
a health economy

Victoria McKelvie, NW Regional Clinical Lead and Respiratory
Nurse Specialist, BOC Healthcare, discussed providing PR
across a sustainable health economy.

Learning points:

* Record outcome measurements

e Report outcomes

¢ Integrate PR within existing structures

e Non-clinical outcomes are important too
e Get the balance right

Corinne Robinson, Clinical Specialist Physiotherapist and Com-
munity Respiratory Service Lead, Sirona Care and Health, dis-
cussed a PR service design approach, the outcomes adopted
and the implementation of a digital alternative for PR.

Lessons learned from improving PR locally:

e Understand the barriers to engagement

¢ Challenge your working hours

e Offer home-based PR

e Education is needed in primary care about the value of PR
e Use digital technology to promote PR in primary care

e Establish an Active Breathing Group supported by the
Council

e Work with the BLF on an Integrated Breathe Easy
Programme Development

Parity of esteem in respiratory care

Alan Cohen, retired GP, Jericho, Oxford, talked about how the
GP can help people with a severe mental iliness (SMI). This is im-
portant because people with a SMI die 15-20 years earlier than
they would have done had they not had an SMI. The cause of
this premature mortality is due to long-term conditions such as
diabetes, cardiovascular disease and COPD, and all of these
conditions are made worse by smoking. One in three of all ciga-
rettes consumed in England are by people with a mental health
disorder. People with a mental health disorder want to stop
smoking as much as everybody else but have a higher expecta-
tion of failure. Smoking cessation interventions are effective in this
group, and therefore should be offered to all those with a mental
health disorder.
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What the GP should do:

e Every person with SMI should be asked on every visit if they
smoke tobacco. The response should be recorded in the clin-
ical record

e Smoking cessation advice should be offered to people with
SMI who smoke tobacco

e Smokers should be reviewed to monitor the development of
COPD

Cheryl Malhotra, Stop Smoking Facilitator and Mental Health
Lead, West London Mental Health Trust and Rubyni Krishnan,
Deputy Service Manager, West London Mental Health Trust dis-
cussed how they made a mental health trust smoke-free.

What they did:

e Ensured staff were trained to provide very brief advice and
basic knowledge on supporting people around tobacco
dependence

¢ |Implementing smoke-free was a challenge, so it was impor-
tant to remain resilient to ensure patients’ health was a
priority

e Strong leadership and accountability was paramount
throughout to implement and review the policy

e o ensure access for all service users including community
was available, they offered training to medical staff, local GPs,
pharmacies and mental health recovery workers

Best Practice poster
Winners: Laura Grimwood and Vanessa Sellers

Significant numbers of PR patients need help with written patient
information

This poster explained an audit which highlighted a need to
address health illiteracy among patients attending
pulmonary rehabilitation (PR).
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The authors identified that a significant propor-
tion of patients in their area needed help com-
pleting written paperwork during PR.

This raised a concern that this might be a national
problem. Existing and emerging literature sug-
gests that poor health literacy is both a national
and worldwide concern and is linked to poor

clinical outcomes.

So the researchers sent a questionnaire to PR patients across
nine regions and 25 venues. A total of 261 patients completed
questionnaires, which revealed that 20% had below functional lit-
eracy, 26% needed help with understanding forms, letters and
medicine labels and 43% reported difficulty remembering things.
One in five patients (20%) said they had trouble following a con-
versation, 6% reported that English was not their first language,
3% said they had learning difficulties, 36% said they had hearing
difficulties and 19% had eyesight problems.

The researchers said: “Further work needs to be done regarding
patient education across all health services, not just pulmonary
rehabilitation. The findings indicate that a significant number of
patients may not be able to effectively self-manage due to health
literacy, memory, cognition, eyesight, hearing and language bar-
riers. This raises concerns regarding the safety, reliability and
practicality of patients self-managing their respiratory condition.”

The judges Dr Andy Whittamore, GP and Clinical Lead at Asthma
UK and Viv Marsh, Asthma and Allergy Clinical Lead at Education
for Health, said: “This was a really stimulating poster which looked
at how we provide information to patients prior to attending PR.
It identified an issue which transcends all areas of medicine and
nursing. We cannot assume that patients understand or can ac-
tion information we give them.

“We need to consider more simple language is needed if we are
to communicate effectively with our patients and activate them
whether referring to PR, explaining disease symptoms or treat-
ments, stopping smoking, action plans or inhaler techniques.
Perhaps we need to assess every patient for their literacy level.”

The judges also commented that the standard of Best
Practice/Service Development posters submitted to the PCRS
conference was very high this year and provided a lot of learning
for respiratory healthcare professionals and commissioners to im-
prove what they do in their practices or community.

The underlying theme of the posters was that improved commu-
nication created better outcomes, whether it was between
healthcare professionals and patients, healthcare professional to
healthcare professional or between healthcare professionals and
commissioners.
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Practical workshops

Inhaler technique

Learning points:

e Inhaler technique is important:
0 to ensure maximal benefit from inhaled medicines
0 toreduce the risk of adverse effects

0 to prevent inappropriate escalation of treatment and
reduce costs

e Up to 90% of patients may not be able to use an MDI
effectively

e 91% of healthcare professionals who teach use of an MDI
cannot demonstrate it effectively

Spirometry interpretation
Learning points:

e Quality assured diagnostic spirometry contributes to accurate
and timely diagnosis for patients

e To ensure spirometry is fit for purpose, use a systematic
approach to interpret spirometry step by step

e Use of the lower limit of normal (LLN) for identifying obstruc-
tion

e Spirometry is only one part of the assessment and should
always be interpreted alongside the clinical history and other
relevant investigations when making a diagnosis

e Don't be afraid to challenge historic diagnoses or those that
lack supporting evidence

e Where initial results are borderline or unexpected, do not use
a ‘one off’ spirometry test to make a diagnosis

Tackling tobacco dependency during a consultation
Learning points:

e Recognise your role as a healthcare professional in tackling
tobacco dependency during a consultation

e Understand the principles of Very Brief Intervention (VBA)
e Be aware of accessible resources to support your role
e Apply motivational interviewing (MI) techniques

e Appreciate how a carbon monoxide monitor can be useful
as a motivational change tool to support and sustain a quit
attempt



Cognitive behavioural therapy (CBT) in a 10-minute
consultation

Learning points:

e |In CBT itis not the event that is important, it is what we think
about it

e CBT helps you and your patient understand their difficulties
and make sense of their problems (including their situation,
physical symptoms, thoughts, feelings, behaviour)

e |t helps identify/change unhelpful thinking or behaviour to
more helpful ways of managing/coping

e Arange of cognitive and behavioural self-help tools and tech-
niques can be applied in all situations

e (BT techniques can be incorporated into everyday care
Home oxygen therapy: your role
The session covered:

e Understanding when referral to a Home Oxygen Service As-
sessment and Review (HOSAR) for home oxygen therapy as-
sessment is indicated.

e The home oxygen therapy assessment and the equipment
options available

e Knowing what to do if HOSAR is not available or appropriate

e Understanding the practicalities patients face with home oxy-
gen, and how it impacts on their lives.

The chest examination

The session covered:

e Recognising when chest auscultation is appropriate

e Listening to normal breath sounds

e Recognising abnormal breath sounds

* How to link abnormal breath sounds to illness or disease
Horrible histories: How to take a structured patient history
Learning points:

e |ntroduce self, explain process and establish rapport

e Active listening: invite the story, use open and closed ques-
tions

e Make empathetic responses, respond to patient needs
e (Offer reassurance, avoid false reassurance

e Summarise — share your thinking

Primary Care Respiratory Update

Is FeNO feasible?
Learning points:

e Fractional exhaled nitric oxide (FeNO) is a marker of
eosinophilic airway inflammation

e Araised FeNO result is a predictor for steroid sensitivity

e The use of FeNO in asthma diagnosis is included in both
BTS/SIGN and NICE guidelines, although the emphasis on
importance differs between the two

e While cost may prohibit delivery of FeNO at practice level,
services at a larger level are being delivered

Asthma action plans in action
Learning points:
e Asthma action plans reduce the risk of asthma attacks

e They are most effective as part of supported self-manage-
ment education

e Shared decision-making and engaging patients in developing
their action plans are critical success factors

Research stream

The npj Primary Care Respiratory Medicine research stream was
dedicated to showcasing the cutting edge of scientific research
in respiratory primary care.

Dr Helen Ashdown, PCRS research lead, said the research ab-
stracts submitted this year were of an extremely high quality, and
the redesign of the conference programme so that the research
stream was entirely dedicated to scientific research presentations
meant that many more abstracts than previously could be pre-
sented as oral presentations.

This worked well and enabled some good discussion and feed-
back for authors, often at a stage before they have

published their work, and so informing the

published research.
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Helen said: “We had presenters from across the UK and a range
of qualitative and quantitative research presented, including clin-
ical trials, database studies and systematic reviews, across many
clinical topics, and also included some large programme grants
in progress.

“What struck me from this is how much respiratory research has
previously taken place in secondary care, which isn’t directly
applicable to the primary care population, and so it's great to see
SO much primary care-based research in progress in the
abstracts presented, and that we continue to build on this for the
future.”

Best research poster

Winners: Mark Sanders, Managing Director, and Ashley Green,
Head of Engineering, Clement Clarke International

COPD severity influences patients’ ability to use their inhalers

This poster reported that COPD disease severity influences a pa-
tient’s ability to use capsule inhalers. It concluded that some cap-
sule inhalers may be beyond the capability of some COPD
patients to use correctly.

The poster explained that, while capsule inhalers appear similar,
there are differences in duration of capsule emptying and inspi-
ratory power that may be clinically relevant.

Inspiratory power assessments may represent an important
consideration for inhaler device selection and merits further
investigation, said the researchers.
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Helen Ashdown said the finding that some patients may not be
able to use their inhalers correctly was of clear clinical importance
when selecting choice of devices. “This research is another
reminder of the need for a personalised approach to treatment
decisions which we heard throughout the conference,” she said.

This poster achieved the highest scoring on criteria including the
clarity and impact of the poster, presentation and underlying
science.

Best original research abstract
Winner: Professor Nick Francis, Cardiff University

This abstract described a large randomised controlled trial in
primary care investigating the use of CRP point-of-care testing
for reducing antibiotic use for exacerbations of COPD.

“While we can’t give away the results in print as they have yet to
be published, it was fantastic for conference delegates to be
some of the first to hear about real practice-changing findings,
which should make their way into guidelines in years to come,
and play an important part in helping to reduce the global prob-
lem of antimicrobial resistance,” said Helen.

You can view some of the abstracts presented and displayed at
Conference on pages 52 to 71.
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Collaborations and partnership:
vital tools for successful research

A report from the annual PCRS research workshop for respiratory researchers by
Dr Helen Ashdown, GP and PCRS Research Lead

/

~

This year our pre-conference research workshop
was on the theme of collaborations and partner-
ship and how to achieve this effectively for prac-
tice-changing research.

Attended by 19 delegates, the afternoon had
three parts. The first was a talk from Amanda
Roberts, a member of the PCRS Lay Reference
Group, who discussed how researchers can
work effectively in partnership with patients.

She gave us a useful perspective on the role of
the patient in research, and how to get the most
out of patient involvement, whilst respecting and
providing for their physical and psychological
needs. She stressed the importance of aiming to
involve patients in research rather than just asking
them. She highlighted resources to use for involv-
ing patients in research such as INVOLVE
(invo.org.uk).

Then we heard from Steph Taylor, Professor in
Public Health and Primary Care, Queen Mary
University of London, who talked us through
different collaborations and how to achieve them
successfully. Collaborations can be within and
between institutions, as well as with patients. The
Asthma UK Centre for Applied Research
(https://www.aukcar.ac.uk/) is a good example of
an effective collaboration.

All delegates then gave an elevator pitch about
their current role and research in progress. What
struck me was the range of professional back-
grounds of those currently doing primary care
research and what a multi-disciplinary group we
now are. We include health psychologists, phys-
iotherapists, respiratory nurse specialists and this
richness that adds to the research we can
achieve.

Lastly we broke into small groups where we
talked about various issues and shared experi-
ences and solutions. One example discussed
was that patients with COPD may have low

How to form successful collaborations
Steph Taylor suggested:

e Consider a mentor — ideally not too distant
in career stage terms but from a different
part of university, so not working with them
directly

e Attend seminars, journal clubs, interest
groups and writing groups — reach out
across disciplines or establish a group with
an identity

e \Work towards internal collaborations as
well as external. Useful external
collaborations include SAPC (Society for
Academic Primary Care), NAPCRG (North
American Primary Care Research Group),
WONCA (World Organization of Family
Doctors), IPCRG (International Primary Care
Respiratory Group), Soc soc med (Society
for Social Medicine and Population Health)
— many of these have bursaries for early
career researchers

e Contact leaders and arrange visits to other
institutions

e |nvite speakers to come to your department

e Think about collaborations/involvement of
other stakeholders (eg, respiratory nurses,
physiotherapists, policymakers), not just
patients

health literacy, and therefore postal recruitment
discriminates against those who cannot read.
Ethics committees have been persuaded of the
importance of other methods such as telephone
recruitment as an effective way of widening par-
ticipation in research, so that as many patients as
possible can be involved.

This was a very successful afternoon and several
people realised through the presentations and
discussions that they were doing similar areas of
research and got together to discuss it further —
S0 truly collaboration in action!
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What else could it be?

In this regular feature we will explore cases of rarer lung conditions and their presentation

In this short case discussion Fran Robinson interviews Dr Stephen Gaduzo as they
discuss John, an amateur footballer who has recently been diagnosed with asthma

4 N
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/
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John is a keen amateur footballer who has
been diagnosed with asthma and is taking
inhaled steroids after going to his GP com-
plaining of a cough. He returned to see his
GP when his cough didn’t get better and
the GP increased his treatment.

One day, during a football match, another
member of the team, who is a respiratory
specialist, comments on John’s cough.
John tells him about his treatment and the
fact that he is no better now after six
weeks on inhaled corticosteroids and his

reliver inhaler doesn’t relieve his symptoms

© Ljupco | Dreamstime.com

at all. His friend recommends that he goes back to his GP stating “If you

asthma treatment isn’t working, then perhaps the diagnosis is not correct”.

When John returns to his GP for the third time, he agrees to investigate further
and sends him for a chest X-ray which reveals that he has a very large hiatus
hernia. John is then treated for his hiatus hernia with high dose Proton Pump
Inhibitor (PPI) therapy after which his symptoms improve. He is later referred

on and has laparascopic fundoplication surgery and his cough is eradicated.

This case study demonstrates several important
points. Firstly, if a patient has a cough, you
should not always assume it is as a result of
asthma or other respiratory disease. If you think
it might be asthma you should also be looking
for a symptom of wheeze. You should ask the
patient what sound they call a wheeze, who has
heard it and also ask them what they mean by
wheeze. Don'’t take their word for it that they
have a wheeze because what they describe as
a wheeze might not be. Think also of family his-
tory, atopy, triggers, symptom variability, etc.

Secondly, if you diagnose someone with sus-
pected asthma, and treat them for asthma, the

patient should see some response and improve-
ment after six weeks. If there is no response you
should start to be suspicious that there is some-
thing else going on. This message is clear in both
the NICE' and BTS/SIGN? asthma guidelines
and in our own PCRS Consensus Statement on
Asthma® which provides clarity on aspects of
asthma diagnosis, management and monitoring.

John’s story is a timely reminder that, if you start
a patient on a new treatment for suspected
asthma, you should arrange for them to come
back after an appropriate time for review. Simply
giving them an inhaler and sending them on their
way is not good enough, you need to assess the



response. [f there has been an improvement, it's a good oppor-
tunity to do the basics — check concordance, inhaler technique,
smoking habits, other lifestyle issues, education about therapy
and self-management.

There are some very important safety net questions to ask too. If
the patient is a smoker, has there been any systemic change?
Ask about weight loss, appetite, pain, ankle oedema and
haemoptysis. Appropriate action and further investigation can
then follow such as John’s CXR. As in John’s case, a first step
should be to ask for a CXR on any patient who has had an un-
explained cough for more than four to six weeks. The concern in
your mind should be that you don’t miss an early diagnosis of
lung cancer. Here again, review is important — remember a nor-
mal CXR does not guarantee it’s not a neoplasm.

A useful pointer in this case, suggesting the possibility of reflux
oesophagitis, was that his cough had not got better after being
given treatment for asthma. The cause of a cough may not be
obvious, and may be difficult to diagnose confidently — even at
my local tertiary care specialist cough clinic, as many as one third
of patients don’t go away with a definitive diagnosis after exten-
sive (and often invasive) investigation.

Other conditions you should take into account are COPD,
bronchiectasis and upper respiratory causes such as postnasal
drip with allergy. You may also consider, in a young adult who
has a productive purulent cough whether it could be alpha-1
trypsin deficiency; or in children, could this be persistent bacterial
bronchitis? Both are rare but important conditions to identify and
treat.
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Oesophageal reflux may cause symptoms of heartburn, but may
also be the cause of cough without gastrointestinal (Gl) symp-
toms. The patient may describe the cough being worse when
lying down, during or soon after meals. Typical symptoms may
include cough starting soon after waking and getting up. Cough
due to reflux may also occur on speaking, singing and laughing.
The Hull Cough Questionnaire* can be very helpful.

Treatment with PPl and H2 antagonists can help reduce acid,
though not necessarily stop the mechanical reflux causing the
cough. Other drugs can alter gastric motility and improve lower
oesophageal sphincter tone. Patients can be advised on self-
management tips which can also help alleviate symptoms such
as reducing weight, reducing caffeine intake, not eating heavy
meals especially in evening and employing a strategy of not eat-
ing after 9pm as well as using antacid medication at bedtime.
Ultimately, referral to Gl surgeons for oesophageal manometry
and pH monitoring may lead to fundoplication surgery, now usu-
ally performed laparoscopically.
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Respiratory disease to become a high
priority in England and Scotland

_J

Respiratory disease has come up the agenda in both England
and Scotland and will feature prominently in their future plans
as a high priority area for improvement. The recognition that
respiratory crises contribute to winter pressures, increasing
awareness of the widening mortality gap according to depri-
vation levels, and poor standing of the UK’s mortality and ad-
mission rates from respiratory disease compared with other
developed countries are all contributing to a higher focus on
respiratory disease at national level.

So both countries are looking at the aspects of respiratory dis-
ease which can be improved in order to improve outcomes.
In England we are expecting to see a fresh and more inte-
grated approach to diagnosis, with an exploration of diagnos-
tic services which may focus on breathlessness generically
rather than being respiratory-specific. There is also interest in
more structured education for people with lung disease, along
the lines of DESMOND and DAFNE in diabetes. Pulmonary re-
habilitation will also attract attention as a neglected and in-
equitably provided area of treatment, when the evidence is so
strong for the benefits it brings patients. For more information
about England’s focus on respiratory disease, see the interview
with the NHS England National Director for Respiratory Dis-
ease, Professor Mike Morgan on page 9.

Scotland is developing a Respiratory quality improvement plan
which will build on the thinking from ‘Realistic medicine’, which
is led by the Chief Medical Officer for Scotland. This will cover
major areas such as COPD, pulmonary fibrosis, bronchiectasis
diagnosis and management, severe asthma and the role of bi-
ologics.

Simultaneously, several health boards are looking at managing
winter pressures proactively, and are focusing their attention
on those COPD patients who are most likely to cause pressure
on beds. The number of very severe COPD patients comprises
a very small proportion of all COPD, so it may be the moderate
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Policy Round-Up
Bronwen Thompson, PCRS Policy Advisor

A summary of the latest developments in the UK health services,
including any major new reports, guidelines and other documents
relevant to primary care respiratory medicine

to severe patients to whom they target their proactive inter-
ventions. Providing a multifaceted and systematic intervention
including flu vaccination, pulmonary rehabilitation, support with
inhaler technique, rapid and appropriate access to emergency
medication, for example, is expected to reduce admissions,
readmissions and unscheduled care in that group of patients
who potentially could become a significant burden to hospi-
tals. This ‘respiratory winter bundle’ is a proactive approach
to targeting the effort at some of the most vulnerable — but
also resource-intensive — COPD patients.

NHS RightCare to develop care
pathways for asthma and pneumonia

After publishing a COPD pathway in January of this year, NHS
RightCare is now starting work on pathways for asthma and
pneumonia. The output of this work will be succinctly presented
pathways from prevention through to severe asthma or life-threat-
ening pneumonia, based on available evidence for each stage of
the pathway, for use by commissioners, clinicians and social care.
Several PCRS members will be actively involved in the develop-
ment of these pathways so that they are practical and workable
for primary and community care. See https:/www.
england.nhs.uk/rightcare/products/pathways/chronic-obstruc-
tive-pulmonary-disease-copd-pathway/ for COPD pathway link.

What’s new in respiratory prescribing?

There have been several developments to support better pre-
scribing in respiratory disease in recent months.

e A Respiratory Prescribing Dashboard has been developed
by a group of respiratory physicians in collaboration with NHS
Business services authority. Their aim is to make it easy for
health economies to look at some key indicators of quality
prescribing — such as high-dose inhaled corticosteroids (ICS)
items as a percentage of all ICS items, prescribing frequency
of prednisolone 5 mg tablets and products for treating
tobacco dependency, excess short-acting beta agonist
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(SABA) prescribing and numbers of COPD patients on triple
therapy. Easy access to such key measures and analysis of
prescribing will enable CCGs in England and practices to re-
view their respiratory prescribing and seek to bring it in line
with best practice as described in evidence-based guidelines.
The dashboard highlights the variation in respiratory prescrib-
ing across CCGs in England. CCGs and local health
economies can use this data at a local level to ascertain how
their area is performing, and determine how they may wish
to address this. https://www.nhsbsa.nhs.uk/epact2/dash-
boards-specifications/respiratory-dashboard

Like buses, sometimes several good things come along at
the same time. The Evidence Based Medicine Datal.ab in Ox-
ford has developed a tool — across all areas of medicine —
which enables practices and CCGs to look at NHS England
prescribing data in a much more user-friendly way. They have
identified 59 key areas of prescribing, and for these you can
review prescribing in your practice or CCG, undertake spe-
cific analyses and spot national trends. You can also set up
your own enquiries on specific topics outside the list of 59. It
is very easy to use, and we expect their currently short list of
respiratory indicators to increase over time. https://openpre-
scribing.net/

The scope of the COPD guideline being updated by NICE
and due out before Christmas did not originally include giving
guidance on the use of triple therapy (in a single or multiple
inhalers) or the most appropriate duration of a course of
inhaled steroids following an exacerbation. In our comments
on the draft guideline, PCRS encouraged NICE that they
should include these areas and NICE announced in Septem-
ber that it would extend the scope of the guideline to incor-
porate these areas. In order not to delay publication of the
whole guideline, these guidance sections will follow in mid-
2019.

NICE has given provisional go-ahead for a new product for
severe asthma to be prescribed. The draft guidance recom-
mends benralizumab (Fasenra, AstraZeneca) for people who
have severe eosinophilic asthma. It is being proposed as an
option for treating eosinophilic asthma when usual therapies
such as inhaled corticosteroids and beta-agonists do not ad-
equately control the condition. The drug was considered
cost-effective for people who have had at least three exacer-
bations in the last year, a blood eosinophil count of 2400
cells/ L and only when biological treatment with mepolizumab
is not appropriate. Benralizumab is given as an injection every
four weeks for the first three doses and every eight weeks
following. The list price is £1,955 per 30 mg pre-filled syringe
and the company has agreed a confidential discounted price.
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News from NICE on respiratory
developments

More good news for people with severe asthma — NICE has
given provisional approval for the use of bronchial thermo-
plasty for people with severe asthma. The aim of bronchial
thermoplasty for severe asthma is to reduce the smooth
muscle mass lining the airways, decreasing their ability to
constrict. The procedure is usually done with the patient
under sedation or general anaesthesia. A catheter is intro-
duced into the bronchial tree. Short pulses of radiofrequency
energy are applied circumferentially to sequential portions of
the airway wall, moving from the distal to the proximal
bronchi. Treatment is usually delivered in three sessions with
an interval of at least three weeks between each session.
After the first session, treated airways are evaluated by bron-
choscopy before proceeding with further treatment. Provi-
sional advice is that the procedure should only be done by a
multidisciplinary team in specialist centres with on-site access
to intensive care. It should only be done by clinicians with
training in the procedure and experience in managing severe
asthma. Clinicians should enter details of all patients who
have the procedure on to the UK Severe Asthma Registry.

NICE has issued draft guidance on the prescribing of antimi-
crobials for several respiratory infections. NICE recommends
that antibiotics are not prescribed for cough in the first in-
stance. Honey and over-the-counter medicines should be
used first to treat a cough since most acute coughs are
caused by a cold or virus, and will resolve in around three
weeks without antibiotics. Final guidance is expected in De-
cember. In COPD exacerbations, antibiotics should be pre-
scribed for a severe acute exacerbation, but only ‘considered’
if the acute exacerbation is not severe. Final guidance is ex-
pected in December. In exacerbations of bronchiectasis,
NICE advises that a sputum sample should be sent for cul-
ture and susceptibility testing, antibiotic treatment initiated,
and that the initial choice of antibiotic should be reviewed
once the results of culture and susceptibility testing are
known. They also give guidance on when it is appropriate to
refer to secondary care.

Guidance has been published on providing emergency and
acute medical care services for over 16s. NICE looks at the
primary/secondary care interface, what should happen in
hospitals, and gives advice for those planning services. The
first recommendation to highlight is relevant to respiratory in-
fection:

o Provide point-of-care C-reactive protein testing for people
with suspected lower respiratory tract infections.

Continued on page 34



Trimbow is indicated for maintenance treatment in adult patients with moderate
to severe COPD who are not adequately treated by a combination of an inhaled
corticosteroid and a long-acting Bagonist (for effects on symptoms control and
prevention of exacerbations see section 5.1 of the SPC)

Prescribing information can be found overleaf
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Continued from page 32

The following recommendations are not respiratory-specific,
but are relevant to respiratory care, and focus on providing
an alternative to hospital care:

o0 Provide nurse-led support in the community for people
at increased risk of hospital admission or readmission.

o Provide multidisciplinary intermediate care as an alterna-
tive to hospital care to prevent admission and promote
earlier discharge

o Provide a multidisciplinary community-based rehabilita-
tion service for people who have had a medical emer-
gency.

o Provide specialist multidisciplinary community-based
palliative care as an option for people in the terminal
phase of an illness.

o Offer advance care planning to people in the community
and in hospital who are approaching the end of life and
are at risk of a medical emergency.

It may be useful for our members working on or considering
service development or improvement initiatives to refer to these,
and relevant too for relieving the impact of winter pressures,
where respiratory is increasingly recognised to be a significant
contributor.

Update on national COPD and asthma
audit programme

We have now seen two primary care reports for the COPD audit,
which can be found on the RCP website. These have highlighted
significant issues with accurate diagnosis of COPD and huge
variations in coding. Underuse of many high value interventions
also suggests that many patients are not getting the care they
need. Lack of or poor coding of key data may be preventing
clinicians from tailoring treatment to individual patients’ needs.

Now that the audit has been expanded to encompass asthma,
RCP has done a lot of work to identify the right data to collect
from practices on asthma care. Data will be extracted over winter
2018/19 and the first joint asthma/COPD primary care audit
report will be published in July 2019.

As data collection is only possible from primary care in Wales at
present, work is ongoing to extend the audit into England and
Scotland in the future.



Journal Round-Up
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Each month the Primary Care Respiratory Academy, in partnership with the Primary
Care Respiratory Update Editorial Board, publishes a series of informative
summaries of studies and reviews in areas relevant to respiratory health in a primary
or community setting. The summaries can be found online at http://www.respiratory-
academy.co.uk/clinical/journal-club/. Below is a selection of those published.

“Tossing a coin:” defining the excessive use of short-
acting beta2-agonists in asthma - the views of general
practitioners and asthma experts in primary and
secondary care

Shauna McKibben, Andy Bush, Mike Thomas, et al.

NPJ Prim Care Respir Med 2018;28:26

doi: 10.1038/s41533-018-0096-4

The majority of UK asthma deaths are potentially preventable,
a point made most recently in the National Review of Asthma
Deaths (NRAD) ‘Why asthma still kills’, which identified high
prescribing of short-acting beta2-agonists (SABASs) as a con-
tributing factor in over 40% of asthma deaths. NRAD recom-
mended that prescribing more than one SABA per month
should trigger an asthma review. Mortality and morbidity have
been found to rise progressively with increasing numbers of
SABAs dispensed per year, and the risk of hospital admissions
is associated with the prescription of more than three SABAs
per year.

McKibben and colleagues set out to identify how SABA over-
use is defined and perceived by general practitioners (8),
asthma experts in general practice (8) and asthma experts in
hospital-based care (5).

They discovered disparity in how acceptable SABA use is de-
fined (ranging from 100 to 2,400 doses per year), and com-
placency in overuse being a marker for risk of asthma death.
Some experts questioned the risk of morbidity and mortality
with high SABA use, and were of the opinion that factors in-
cluding low inhaled corticosteroid use and markers of asthma
attacks such as oral steroid use, hospital admissions and
emergency department attendances were necessary to
prompt clinical intervention. Asthma guidance was perceived
not to reflect the real world, and to range from ‘silly’ to ‘strin-
gent’.

They concluded that a more nuanced approach to managing
those at risk of asthma attack is required, that there was
shocking complacency about SABA overuse and that it will be
difficult to reduce the number of asthma deaths unless atti-
tudes are challenged and changed.

** Editor’s Choice **

Clinical characteristics of patients newly diagnosed
with COPD by the fixed ratio and lower limit of normal
criteria: a cross-sectional analysis of the TargetCOPD
trial

Martin R Miller, Shamil Haroon, Rachel E Jordan, et al.

Int J Chron Obstruct Pulmon Dis 2018;13:1979-86

doi: 10.2147/COPD.S146914

Although COPD is the third leading cause of premature mor-
tality, its definition remains in a state of controversy due to
the criteria for defining airflow obstruction. GOLD and the
National Institute for Health and Care Excellence (NICE)
apply the fixed ratio (FR) of FEV1 to FVC of <70% as indica-
tive of airflow obstruction, but this definition takes into ac-
count neither age, ethnicity nor gender.

The aim of this study was to compare the clinical character-
istics of symptomatic patients in primary care with case-
found COPD diagnosed when using the FR criterion with
those identified when using the lower limit of normal (LLN;
below the fifth percentile adjusted for age, gender, height
and ethnic group).

The study consisted of a post-hoc cross-sectional analysis
of data from TargetCOPD, which was a cluster-randomised
controlled trial based in primary care that compared two ap-
proaches to COPD case finding against usual care. Those
of the 32,811 case-finding arm of the TargetCOPD trial who
responded to a questionnaire and attended a spirometry as-
sessment (n=2,607) were analysed for demographic char-
acteristics, smoking status, symptoms, self-reported
co-morbidities and quality of life.

The conclusion of the study was that the use of FR for defin-
ing airflow obstruction may lead to the inclusion of a signifi-
cant number of older people with breathlessness as having
COPD, who may instead have age-related changes in lung
function in the presence of cardiovascular disease as the
cause for their symptoms.
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A pragmatic trial of e-cigarettes, incentives, and drugs
for smoking cessation

Scott D Halpern, Michael O Harhay, Kathryn Saulsgiver, et al.
N Engl J Med 2018;378:2302-10.

doi: 10.1056/NEJMsa1715757

Smoking is the leading cause of preventable illness and death.
Companies in the US offer employees smoking cessation pro-
grammes to alleviate the cost associated with smoking. Un-
derstanding the most effective intervention for smoking
cessation can guide companies on how to support smoking
cessation with their employees.

This pragmatic trial of smoking cessation aimed to explore the
effectiveness of five smoking cessation interventions. These
interventions included usual, free cessation aids (including
nicotine replacement therapy or pharmacotherapy, or access
to free e-cigarettes if these therapies failed), free e-cigarettes,
free cessation aids plus a $600 reward or free cessation aids
plus $600 in redeemable funds, provided as a deposit with
money removed if cessation milestones were not met.

The results showed that the $600 incentive group demon-
strated the highest sustained abstinence rate at six months
(2.9%), with the reward group coming a close second (2.0%).
Usual care, free cessation aids and free e-cigarettes produced
sustained abstinence rates of 0.1%, 0.5% and 1.0%, respec-
tively.

The researchers concluded that financial incentives, when
used in combination with free cessation aids, were the most
effective smoking cessation intervention. Although these re-
sults are compelling, it is important to remember that interven-
tions used in each group were not distinct from each other.
Therefore, it may be hard to draw clear conclusions about the
most effective method of smoking cessation based on these
results.

Tobacco smoke exposure in early life and adolescence
in relation to lung function

Jesse D Thacher, Erica S Schultz, Jenny Hallberg, et al.

Eur Respir J 2018;51:1702111.

doi: 10.1183/13993003.02111-2017

As is well-known, maternal smoking during pregnancy is as-
sociated with undesirable health outcomes in the offspring.
Less is known, however, about the long-term effects this may
have on lung function, as well as related effects of second-
hand smoke (SHS) exposure and adolescent smoking.

Dr Thacher and colleagues explored data collected in the
BAMSE (Barn/Child, Allery, Milieu, Stockholm, Epidemiology)
study to understand the effects of maternal smoking during
pregnancy, SHS exposure during infancy or at 16 years, and
adolescent smoking on lung function at 16 years.
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The results showed that maternal smoking during pregnancy
and adolescent smoking were associated with lower forced
expiratory volume in 1 second (FEV1)/forced vital capacity
(FVC) ratios and increased peripheral airway resistances at 16
years. Such associations were not found in either SHS cohort.
Although no significant interaction was observed between ma-
ternal smoking during pregnancy and adolescent smoking,
those who were exposed to both demonstrated a more greatly
reduced FEV1/FVC ratio of -2.5%.

The conclusions highlighted that exposure to maternal smok-
ing during pregnancy had significant associations with reduced
lung function at 16 years. This suggests that perinatal expo-
sure to tobacco smoke has a long-term effect on lung function
that can persist until adolescence. In addition, the presence
of reduced lung function in adolescent smokers highlights the
short duration required for significant effects to appear.

Trends in asthma self-management skills and inhaled
corticosteroid use during pregnancy and postpartum
from 2004 to 2017

Annelies L Robijn, Megan E Jensen, Peter G Gibson, et al.

J Asthma 2018;2:1-9

doi: 10.1080/02770903.2018.1471709

Effective disease management is important in the care of preg-
nant asthmatic patients to reduce the number of asthma ex-
acerbations and use of oral corticosteroids. The researchers
compared the self-management skills and inhaled corticos-
teroid (ICS) non-adherence rates in three cohorts of asthmatic
pregnant women between 2004 and 2017. They also explored
the number of educational sessions required to achieve max-
imum improvement in these skills.

Three prospective studies in pregnant women with asthma:
2004 (2004-2006), 2007 (2007-2009) and 2013 (2013-2017)
were used to compare medication use, adherence, knowledge
and inhaler technique between each cohort, and to explore
the effects of patient education on self-management skills.

The results demonstrated that self-management skills in these
participants did not improve between 2004 and 2017, with
41%, 29% and 38% of the 2004, 2007 and 2013 cohorts
using ICS therapy, respectively. Medication knowledge in-
creased significantly after two sessions for controller medica-
tion and three sessions for reliever medication, and correct
inhaler technique was achieved and ICS adherence was im-
proved after just one session.

The researchers concluded that high prevalence of non-ad-
herence and poor self-management existed in all cohorts;
however, such factors can be improved after education.



High prevalence of bronchiectasis in emphysema-
predominant COPD patients

Shuang Dou, Chunyan Zheng, Liwei Cui, et al.

Int J Chron Obstruct Pulmon Dis 2018;13:2041-7

doi: 10.2147/COPD.S163243

The 2017 update of the Global Initiative for Chronic Obstruc-
tive Lung Disease (GOLD) has emphasised the impact that
bronchiectasis has on the course and prognosis of chronic ob-
structive pulmonary disease (COPD). Studies on co-existing
COPD and bronchiectasis have focused on the influence of
co-existing diseases on acute exacerbation frequency, severity
of airflow limitation, prognosis and the characteristics of path-
ogenic microorganisms. However, little is known about the re-
lationship between bronchiectasis and different phenotypes of
COPD subjects. Should bronchiectasis, like emphysema and
chronic bronchitis, be considered a phenotype of COPD?

In this retrospective study of 1,739 COPD patients, the preva-
lence of bronchiectasis in different phenotypes of COPD sub-
jects and the correlation between bronchiectasis and different
phenotypes, especially emphysema, were investigated.

The COPD patients were divided into two groups: those with
bronchiectasis (n=140) and those without (n=1,599). Those
with both COPD and bronchiectasis had worse states of nu-
trition, more severe airway obstruction and more extensive
emphysema than patients without bronchiectasis.

Comparing emphysema-predominant and non-emphysema-
predominant groups, the former had a higher proportion of
bronchiectasis, higher emphysema index (El) and more severe
airway limitations.

This study represented the first time that El was used to ex-
plore the correlation between bronchiectasis and different phe-
notypes in COPD patients. The study’s comparison of COPD
patients with and without bronchiectasis implies that exploring
the mechanisms of co-existing COPD and bronchiectasis may
help clinicians to better understand the pathology and patho-
physiology of COPD.

Can CAPTURE be used to identify undiagnosed patients
with mild-to-moderate COPD likely to benefit from
treatment?

Nancy K Leidy, Fernando J Martinez, Karen G Malley, et al.
Int J Chron Obstruct Pulmon Dis 2018;13:1901-12

doi: 10.2147/COPD.S152226

COPD Assessment in Primary Care to Identify Undiagnosed
Respiratory Disease and Exacerbation Risk (CAPTURE) was
developed to identify people with severe, high-risk, undiag-
nosed COPD in primary care settings (ie, people with FEV1
<60% predicted or exacerbation risk).
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Although screening of asymptomatic individuals for undiag-
nosed COPD is not recommended, it is conceivable that iden-
tifying symptomatic patients with mild-to-moderate airflow
limitation could be advantageous.

The authors of this US study set out to learn if CAPTURE could
identify patients with FEV1 60-80%. To do this, analyses were
performed on data from the original CAPTURE control group
(n=160), with cases defined by a diagnosis of COPD, FEV1
>60% predicted and no exacerbation in the prior 12 months
(n=73) and those with no COPD serving as control (n=87). The
entire dataset (n=346) was used to evaluate CAPTURE across
the full range of COPD (n=259), with patients without COPD
(n=87) serving as control.

Results of the analyses suggest that CAPTURE can be used
to identify symptomatic patients likely to have airflow limitation
and in need of further clinical evaluation for possible COPD.

Further testing in a large prospective study of this case-finding
approach and its effects on diagnosis, treatment and patient-
centred outcomes are warranted.

Understanding patients’ perceptions of asthma control:
a qualitative study

Natalie Bidad, Neil Barnes, Chris Giriffiths, et al.

Eur Respir J 2018;51:1701346

doi: 10.1183/13993003.01346-2017

Optimal asthma control consists of preventing symptoms,
minimising attacks, enabling ordinary levels of physical activity
and achieving near-normal lung function, while also minimising
adverse effects from medication. However, patients’ percep-
tions of well-controlled asthma often differ considerably from
those of healthcare professionals, with few patients consider-
ing their asthma ‘uncontrolled’ even while experiencing signif-
icant morbidity.

In this study, quantitative interviews were conducted with 42
patients recruited from a primary care asthma clinic and a hos-
pital asthma outpatient clinic. Participants fell into two groups
regarding their views on preventer medication. The smaller
group acknowledged the importance of taking medication in
the absence of symptoms. However, the majority of patients
used this medication to treat symptoms only when they ex-
ceeded their personally defined tolerance threshold. Some pa-
tients also believed that preventer medication should only be
used to prevent an exacerbation occurring when they started
experiencing worsening of symptoms.

Concerns about adverse effects of medication — potential or
actual — were common. This was particularly true of corticos-
teroids, which were perceived as much more dangerous than
short-acting bronchodilators. Patients were also concerned
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that taking medication frequently or for prolonged periods
meant it would be less effective in an attack.

Finally, asthma reviews were considered a ‘waste of time’ and
a bureaucratic step necessary only to obtain another prescrip-
tion. However, contradictorily, patients felt that healthcare pro-
fessionals focused too heavily on pharmacological treatment
in asthma management discussions.

Association of electronic cigarette use with smoking
habits, demographic factors, and respiratory symptoms
Linnea Hedman, Helena Backman, Caroline Stridsman, et al.
JAMA Network Open 2018;1:¢180789
doi:10.1001/jamanetworkopen.2018.0789

Although electronic cigarettes (e-cigarettes) are becoming an
increasingly popular smoking cessation aid, data regarding
their long-term impact on health and their role in smoking ces-
sation are lacking.

In this randomised cross-sectional study, researchers explored
e-cigarette use in Sweden and associated smoking habits to
understand what role they play in smoking cessation. They
conducted postal questionnaire surveys in random population
samples across North and West Sweden.

Of the 30,272 respondents, 12.3% were classified as current
smokers, 24.4% were former smokers (ie, stopped smoking
for >1 year), 63.3% were classified as never smokers and
2.0% were identified as e-cigarette users. Dual users were the
most common, with 9.8% of current smokers being classified
as e-cigarette users compared with only 1.1% of former smok-
ers and 0.6% of never smokers.

This high prevalence of dual use suggested that e-cigarettes
in Sweden were not currently encouraging smoking cessation.
However, it is important to note that former smokers were only
classified as such if they had stopped smoking for >1 year. As
a result, some patients may have been misclassified as current
smokers, potentially impacting the number of dual users
recorded in this study. More research is therefore required to
understand the role of e-cigarettes as smoking cessation aids
before further conclusions are made.

A review of asthma care in 50 general practices in
Bedfordshire, United Kingdom

Mark Levy, Fiona Garnett, Adedayo Kuku, et al.

NPJ Prim Care Respir Med 2018;28:29
doi:10.1038/s41533-018-0093-7

The National Review of Asthma Deaths (NRAD), published in
2014, highlighted that 90% of asthma-related deaths occur-
ring between 2012 and 2013 were associated with poor
asthma management in healthcare. This included, but was not
limited to, failure to recognise asthma risk, over-prescription
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of short-acting beta2-agonists (SABAs) and insufficient pre-
scription of inhaled corticosteroid (ICS) preventer inhalers.

Based on this, the Bedfordshire CCG initiated a quality asthma
audit across 50 practices in Bedfordshire between 2015 and
2016. The results demonstrated a broad variation in the care
provided between these practices, including marked variation
in the number of patients being provided personal action plans
(ranging from 0% of patients in some practices to 98% of pa-
tients in others). Excessive prescriptions of SABAs were also
recorded, with 1 in 20 patients being prescribed more than 12
SABA inhalers in the previous year.

In conducting this audit, researchers identified difficulties in
gathering the information required to document patients at risk
using the current systems in place. Conclusions highlighted
that modifications are required to these systems to ensure pa-
tients are effectively managed and the risk of an asthma attack
or related death is reduced.

Serotonergic antidepressant use and morbidity and
mortality among older adults with COPD

Nicholas Vozoris, Xuesong Wang, Peter Austin, et al.

Eur Respir J 2018;52:1800475
doi:10.1183/13993003.00475-2018

Psychiatric disorders are common in patients affected by
chronic obstructive pulmonary disease (COPD), with depres-
sion and anxiety being documented in 70-80% of COPD pa-
tients. Selective serotonin reuptake inhibitors (SSRIs) and
serotonin-noradrenaline reuptake inhibitors (SNRIs) are recom-
mended as first-line pharmacotherapy for these psychiatric
disorders, with some theorising that these therapies may indi-
rectly improve respiratory health outcomes in COPD.

In this population-based retrospective cohort study, researchers
investigated the relationship between SSRI/SNRI use and respi-
ratory morbidity and mortality in COPD patients aged >66 years.

Compared with non-users, new users of SSRIs and SNRIs
demonstrated modest but significantly higher rates of respira-
tory-related morbidity and mortality, with results demonstrating
higher rates of hospitalisation, emergency department visits
and mortality related to COPD and pneumonia.

The authors suggested that SSRIs and SNRIs may have dele-
terious effects on the respiratory system, which would explain
the higher rates of morbidity and mortality recorded in those
using SSRIs and SNRIs. Although compelling, it is important
to remember that these data only represent a relationship be-
tween these factors, not cause and effect. Therefore, more re-
search is required to understand the full relationship between
psychiatric therapy use and respiratory-related morbidity and
mortality in older COPD patients.



The impact of acute air pollution fluctuations on
bronchiectasis pulmonary exacerbation: a case-
crossover analysis

Pieter Goeminne, Bianca Cox, Simon Finch, et al.

Eur Respir J 2018;52:1702557
doi:10.1183/13993003.02557-2017

The exact causes of pulmonary exacerbation in patients with
bronchiectasis currently remain unknown. Although assumed
to be primarily the result of a bacterial or viral infection, current
antibiotic therapies used to treat these occurrences only have
modest effects on patient outcomes. To ensure these patients
are effectively managed, further understanding of the causes
behind these exacerbations is required.

In this study the researchers aimed to understand the relation-
ship between acute pollution fluctuations and the risk of
pulmonary exacerbations in patients with confirmed
bronchiectasis.

The results demonstrated that each 10 pg/m? increase in
PM10 and NO2 concentration produced a 4.5% and 3.2% in-
crease in the risk of having a pulmonary exacerbation that
same day. In addition, they showed that the relative risk of pul-
monary exacerbations in patients with bronchiectasis was sig-
nificantly higher during spring and summer, when pollution
exposure was at its highest.

The researchers concluded that air pollution fluctuations were
significantly associated with increased exacerbation risk in
bronchiectasis, and that research is required into a potential
causal link between these two factors to understand this rela-
tionship further.

Long-term triple therapy de-escalation to indacaterol/
glycopyrronium in patients with chronic obstructive
pulmonary disease (SUNSET): a randomized, double-
blind, triple-dummy clinical trial

Kenneth Chapman, John Hurst, Stefan-Marian Frent, et al.
Am J Respir Crit Care Med 2018;198:329-39

doi: 10.1164/rccm.201803-04050C

Many patients with COPD receiving triple therapy (ie, a long-
acting beta2-agonist (LABA) plus a long-acting muscarinic an-
tagonist (LAMA) plus an inhaled corticosteroid (ICS)) are not
frequent exacerbators. There are no randomised controlled tri-
als investigating ICS withdrawal in these patients.

This 26-week, randomised, double-blind, triple-dummy study
in non-frequently exacerbating patients with moderate-to-se-
vere COPD was the first to evaluate the safety and efficacy of
the direct de-escalation of ICS from long-term triple therapy
(tiotropium plus salmeterol/fluticasone) to the once-daily
LABA/LAMA combination of indacaterol/glycopyrronium. The
primary endpoint was non-inferiority on change from baseline
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to trough FEV1; moderate or severe exacerbations were pre-
defined secondary endpoints.

The direct change to the dual bronchodilator indacaterol/gly-
copyrronium led to a small decrease in lung function, with no
difference in COPD exacerbations. In patients with >300 blood
eosinophils/uL there was a greater decline in lung function and
increased exacerbation risk, and these patients would be more
likely to benefit from continued triple therapy. For most pa-
tients, there was no impact on lung function or exacerbations.

This study provides evidence for the personalised manage-
ment of patients with COPD.

Applying UK real-world primary care data to predict
asthma attacks in 3776 well-characterised children: a
retrospective cohort study

Steve Turner, Clare Murray, Mike Thomas, et al.

NPJ Prim Care Respir Med 2018;28:28

doi: 10.1038/s41533-018-0095-5

One million children in the UK have asthma, and asthma at-
tacks are very common, affecting 50% of these children every
year. Attacks result in morbidity and mortality, and are disrup-
tive to the child and to their parents’ economic activity. As at
least one-third of healthcare expenditure on childhood asthma
is spent managing asthma attacks; preventing these attacks
is a priority. It is therefore surprising that there have been no
studies in the UK that describe the risk factors for future
asthma attacks.

This retrospective cohort study used a large (n=3,776) dataset
of routinely acquired real-world patient information to address
the question: ‘What factors available in primary care practice
can be used to predict asthma attacks in children aged 5-12
years?’

Variables included oral corticosteroid treatment for a previous
attack, current control, severity, age, sex, obesity, peak flow
and blood eosinophilia. The mean age was 9.0 years and 57%
were male.

Of all the outcomes collected in the study, a previous asthma
attack (and especially two attacks) was the best predictor of
children who might benefit from intervention aimed at reducing
their risk of future asthma attacks. Blood eosinophilia, reduced
peak expiratory flow, lower respiratory tract infection and
younger age were also associated with increased risk, but only
weakly. Guidelines recommend that the review held in primary
care within two working days of discharge from hospital in-
cludes checking inhaler technique, as well as re-examining the
asthma action plan. The authors of this study suggest that fur-
ther research is needed to determine if an early review after an
asthma attack could reduce future asthma attacks.
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Cost-effectiveness of roflumilast as an add-on to triple
inhaled therapy versus triple inhaled therapy in patients
with severe and very severe COPD associated with
chronic bronchitis in the UK

Chris Kiff, Sandrine Ruiz, Nebibe Varol, et al.

Int J Chron Obstruct Pulmon Dis 2018;13:2707-20

doi: 10.2147/COPD.S167730

Patients with chronic obstructive pulmonary disease (COPD)
are prone to disease exacerbations, which can have significant
impact on their health. Patients with COPD are commonly
treated with triple inhaled therapy, which consists of inhaled
corticosteroids (ICS), long-acting beta2 agonists (LABAs) and
long-acting muscarinic antagonists (LAMAs). However, exac-
erbations can persist despite treatment. Roflumilast is a phos-
phodiesterase type 4 inhibitor that can be added to triple
inhaled therapy to further reduce the risk of exacerbation.

In this study, researchers assessed the lifetime costs, out-
comes and cost-effectiveness of adding roflumilast to triple in-
haled therapy (triple inhaled therapy + roflumilast) in patients
with severe and very severe COPD (defined as forced expira-
tory volume in 1 s (FEV1) <50%). The primary endpoint was
the reduction in the rate of moderate to severe COPD exacer-
bations. In addition to those with severe to very severe COPD,
patients included had chronic bronchitis and were docu-
mented to have at least two moderate or severe exacerbations
in the past year. Data were collected from previous roflumilast
trials, REACT and RE2SPOND.

The results showed a non-significant reduction in the rate of
moderate or severe exacerbations in patients treated with the
triple inhaled therapy + roflumilast compared with those
treated with triple inhaled therapy alone. Based on the calcu-
lated costs, the triple inhaled therapy + roflumilast group
demonstrated an additional 0.14 quality-adjusted life-years
(QALYs) at an incremental cost of £3,508, generating a deter-
ministic incremental cost-effectiveness ratio of £24,976.

The researchers concluded that, compared with triple inhaled
therapy alone, roflumilast is a cost-effective add-on treatment
in patients with severe to very severe COPD, chronic bronchitis
and a history of exacerbations. Based on these findings, the
NICE updated its guidance to now recommend the use of rof-
lumilast as an add-on to triple inhaled therapy for patients with
severe COPD and a history of >2 exacerbations in the previous
year despite previous treatment.

This study was funded by AstraZeneca UK Ltd.
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Adverse outcomes from initiation of systemic cortico-
steroids for asthma: long-term observational study
David Price, Frank Trudo, Jaco Voorham, et al.

J Asthma Allergy 2018;11:193-204
doi:10.2147/JAA.S176026

Patients with respiratory conditions are commonly prescribed
systemic corticosteroids (SCS), which are also used to treat
or reduce the risk of flare-ups of inflammatory conditions such
as rheumatological and autoimmune diseases, allergic reac-
tions and inflammatory bowel disease. Their maintenance use
raises concerns regarding increased risk of infections and car-
diovascular events, type 2 diabetes mellitus, osteoporosis,
cataracts, weight gain, insomnia, depression and behavioural
disturbances. Even short-term use of oral corticosteroids
(OCY) is associated with increased rates of sepsis, throm-
boembolism and fracture within 30 days of OCS initiation.

SCS are a mainstay of treatment for asthma exacerbations,
and are often prescribed as part of a daily maintenance ther-
apy for patients with severe asthma. In this long-term obser-
vational study of a broad population of patients with active
asthma of all levels of severity, Price and colleagues set out to
investigate the impact of initiating SCS (and of SCS exposure)
on known SCS-associated adverse outcomes. Using
anonymised longitudinal medical record data, the historical
matched cohort study of patients with active asthma
(n=307,213) compared those initiating SCS with those not ex-
posed to SCS, and comprised a minimum one-year baseline
period and a minimum two-year follow-up period. Patients
were at least 18 years of age with no less than three years of
continuous practice records.

The study findings in a broad asthma population initiating SCS,
including both acute and maintenance SCS, and followed over
a median exposure period of more than seven years indicate
that increasing cumulative exposure and increasing mean daily
exposure to SCS places patients at a high risk of potentially
life-changing SCS-related adverse outcomes, which have a
substantial financial impact on the health system. This finding
is both statistically and clinically important, as increased risks
of adverse outcomes were seen at relatively low cumulative
and mean daily SCS exposures.

An important practical implication of this finding is that patients
should be evaluated and considered for alternative treatment
strategies in the course of their asthma to avoid the need for
OCS.

This study was funded by AstraZeneca.



Temporal transitions in COPD severity stages within the
GOLD 2017 classification system

Joan Soriano, Michael Hahsler, Cecilia Soriano, et al.

Respir Med 2018;142:81-5

doi:10.1016/j.rmed.2018.07.019

The diagnosis and staging of chronic obstructive pulmonary
disease (COPD) is controversial. At the end of 2016 the Global
Initiative for Chronic Obstructive Lung Disease (GOLD) modi-
fied its global COPD severity staging recommendations to be
based on symptoms and history of exacerbations exclusively,
and not including forced expiratory volume in 1 s (FEV1). How-
ever, the stability of the new staging is unknown, as is the fre-
quency of the individual transitions in COPD severity beyond
one year.

The objective of this study was to determine the longer-term
distribution (longer than one year and up to five years) of the
GOLD COPD stage transitions.

Soriano and colleagues analysed data from the CHAIN study,
a multicentre, observational, prospective cohort of COPD pa-
tients. They investigated 959 COPD patients with a mean age
of 66.3 years, of whom 19% were female and 33.3% were
smokers. At baseline their severity was distributed (according
to GOLD criteria) as 37.7% A, 38.3% B, 8.2% C and 15.7%
D. Participants were followed up over the five-year study pe-
riod, with clinic visits every 12 months and telephone inter-
views every six months. The recruitment period ran from
January 2010 to March 2012. A Markov chain model was cre-
ated and analysed, in which the probability of an event is de-
pendent solely on the state attained in the previous event.

Although its novelty, size and length of follow-up represented
study strengths, the investigators noted its limitations. As an
observational non-interventional study, there were determi-
nants that may have had a role in the observed stage transi-
tions (eg, smoking cessation and adherence/variations in
COPD pharmacotherapy). Also, over the course of five years
the cohort size had shrunk to 388 patients (38.2% of baseline).

The authors observed that, although the proportions of all
stages remained largely stable in the overall population after
baseline assessment (from A being the most frequent, to B, D
and then C as the least frequent), there were significant
changes between stages at the individual patient level, espe-
cially for the more severe stages, up to five years of follow-up.

The CHAIN study was funded by AstraZeneca Spain S.A.
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Clinical characteristics and medication patterns in
patients with COPD prior to initiation of triple therapy
with ICS/LAMA/LABA: a retrospective study

Michael Bogart, Richard H Stanford, Tyler Reinsch, et al.
Respir Med 2018;142:73-80

doi:10.1016/j.rmed.2018.07.009

Long-acting bronchodilation with a long-acting muscarinic an-
tagonist (LAMA), long-acting beta2 agonist (LABA) or combi-
nation of the two is the foundation of COPD pharmacological
treatment. For some patients, however, this is not enough, and
symptom burden or risk of exacerbation drive the escalation
to multiple bronchodilators plus an inhaled corticosteroid (ICS).
Triple therapy with ICS/LAMA/LABA is currently recommended
for patients taking bronchodilator therapy with persistent
symptoms or who are at high risk for future exacerbations.

This retrospective study identified patients with a diagnosis of
COPD from a US health insurance database between January
2014 and March 2016. The ‘index date’ was the first appear-
ance in the patient’s record of a dispensing overlap of the three
drug classes (ICS, LABA and LAMA), which completed the
triple therapy combination. A total of 69,743 patients were ini-
tially identified; after applying inclusion and exclusion criteria,
18,701 patients were considered first-time users of triple ther-
apy and their records further examined.

Nearly all patients (95.7 %) initiated triple therapy using a LAMA
and a fixed-dose ICS/LABA inhaler. The number of patients
with prescriptions for one or two medication classes increased
in the time period leading up to the index date.

More than half the patients (59.8%) had at least one moderate
or severe exacerbation during the study period, and 6.4% had
a severe exacerbation. Only 9.6% of patients initiated triple
therapy as their first treatment (ie, without having been treated
with an ICS, LABA or LAMA) or experienced an exacerbation
during the baseline period.

In conclusion, the results of this study indicate that most pa-
tients receiving triple therapy did so after prior treatment with
at least one maintenance medication or after a moderate or
severe exacerbation, in line with current treatment guidelines.
Limitations in the study data do not permit further analysis of
the 9.6% who started immediately on triple therapy, but the
authors postulate this could have been due to persistent pa-
tient-reported symptoms, mild exacerbations or spirometry
findings.

This study was funded by GlaxoSmithKline.
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Exercise-induced bronchoconstriction: prevalence,
pathophysiology, patient impact, diagnosis and
management

Bhumika Aggarwal, Aruni Mulgirigama, Norbert Berend
npj Prim Care Respir Med 2018;28:31
doi:10.1038/s41533-018-0098-2

Exercise-induced bronchoconstriction (EIB) was previously
known as exercise-induced asthma or exercise-induced bron-
chospasm before being named EIB in 1970. It is defined as
acute, transient, reversible airway narrowing, occurring during
or soon after exercise. Most cases occur in patients with
asthma, but EIB has also been experienced by individuals
without asthma, including some elite athletes.

EIB is estimated to occur in approximately 90% of people with
asthma, and is more likely to manifest in patients with poorly
controlled asthma. The prevalence in the general population
is estimated at 5-20%, but few population studies differentiate
between patients with asthma and those without. The preva-
lence in children is generally higher, at 3-35%, and those living
in urban environments are 1.6 times more likely to experience
EIB than those in more rural areas. High-performance athletes
are also at increased risk due to prolonged inhalation of cold
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dry air and airborne pollutants. Among elite or Olympic-level
athletes, the prevalence of EIB has been estimated at 30—
70%.

Present theories suggest that hyperventilation during exercise
leads to water loss via evaporation, dehydrating the airway
surfaces and initiating the mast cell-mediated signalling cas-
cade, which results in the contraction of bronchial smooth
muscle. Breathing cold air further increases the dehydration
effect, and therefore athletes performing in cold weather con-
ditions demonstrate the highest rates of EIB.

Unless well managed, EIB can limit patients’ ability to exercise,
depriving them of the well-known health benefits of regular ex-
ercise. In patients without asthma, non-pharmacological treat-
ments for EIB include pre-warming and humidifying air during
exercise (eg, by breathing through a face mask) and utilising a
warm-up period. If symptoms continue, use of short-acting
beta-agonists, leukotriene receptor antagonists or chromones
should be considered. In patients with asthma, EIB may indi-
cate poor asthma control and therefore attention should be
focused on optimising asthma management.
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PCRS-UK News Round-Up

HOW DO YOU LIKE OUR NEW
BRANDING?

A new logo and a more contemporary
look for the society was launched at the
PCRS National Respiratory Conference
in September. Speaking about the new
look, Dr Noel Baxter, PCRS executive
chair said: “We hope our members will
agree the new logo does a great job of
expressing respiratory care via the new
lung graphic whilst the person graphic at
the centre provides a stronger human
touch, conveying the real strength of
PCRS in connecting people as part of a
dedicated community of practice.”

“The PCRS blue, an integral part of our
heritage since the society was formed
over 30 years ago, has been retained
whilst the other colours have been up-
dated to work more effectively in the dig-
ital media and to provide a fresh and
contemporary look.”

“Whilst ‘Primary Care Respiratory Soci-
ety UK (PCRS-UK)' remains the legal
name of the society, we have dropped
the UK suffix from the logo and our mar-
keting because it is clear that the vast
majority of people think about us, talk
about us, and search for us on Google
as PCRS.”

The new look is the first step of a wider
programme to improve the society’s
marketing impact through transforming
its use of digital media.

PCRS BACKS COURSE WHICH
WILL HELP RAISE
SPIROMETRY STANDARDS

PCRS is delighted to endorse the Asso-
ciation of Respiratory Technology and
Physiology (ARTP) spirometry course
(http://www.clinicalscience.org.uk/
spirometry-course-synopsis/) as appro-
priate for health professionals, having
reviewed it and provided extensive input.

The primarily online course, endorsed by
PCRS, is administered by the Institute of
Clinical Science and Technology (ICST)
on behalf of ARTP. For more information
on what you need to do to join the Na-
tional Spirometry Register, go to our
spirometry web pages at https://www.
pcrs-uk.org/spirometry

PCRS ENDORSES NEW
INHALER VIDEOS

A series of instructional videos (https://
www.asthma.org.uk/inhalervideos) on
good inhaler technique has been
launched by Asthma UK. Endorsed by
the UK Inhaler Group, of which PCRS is
amember, the videos have been created
to address the variations in how inhaler
technique is taught. Clinically accurate
and developed with input from people
with respiratory conditions, these are
short, easy-to-watch tutorials showing
how to best use the most commonly
prescribed inhalers. The videos are de-
signed to enable patients to check their
technique any time, or for healthcare
professionals to use in clinic.

What's your Room 101 top NHS waste
pet hate?

The Room 101 session at the PCRS
National ~ Respiratory ~ Conference
touched such a raw nerve with delegates
when they were asked what their top
waste issue was that we have decided
to extend our poll to the wider member-
ship. Read what our delegates said
(https://www.pcrs-uk.org/news/whats-
your-top-nhs-waste-pet-hate) and share
your waste bugbears via our online
survey at https://www.pcrs-uk.org/
form/your-nhs-room-101.

PCRS WELCOMES NEW
CONFERENCE ORGANISING
COMMITTEE MEMBERS

We've only just completed the 2018
conference but we're already making
plans for the 2019 annual conference.
Led by Anne Rodman and Katherine
Hickman, the Conference Organising
Committee is responsible for the devel-
opment and delivery of the annual con-
ference. The Conference Organising
Committee aims to have a range of pro-
fessional roles and experience to repre-
sent the membership, and we are
delighted to welcome on board Claire
Davidson, respiratory specialist physio-
therapist from Nottingham, and Daryl
Freeman, GP from Norwich, to the Con-
ference Organising Committee this year.
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Second Opinion

| want to know more about FENO and whether we should introduce it in our practice. Where can | find out more about it
and how do | create a business case in support of its use?

FeNO is a test that measures eosinophilic inflammation in the airways. It is easy to perform and most people can
carry out the manoeuvre from age 5 or 6 years. The test takes around two minutes with the result immediately
available. FeNO can be used as a consideration for patients presenting for diagnosis of asthma and is particularly
useful when the history makes diagnosis uncertain. It is also a useful tool in asthma management for patient edu-
cation, opening dialogue about medication adherence, stepping down treatment and a consideration when symp-
toms are increasing. It is not a replacement for a good knowledge of asthma management and guidelines or
clinical judgement.

Most departments will have a template to populate for a business case. There is little money within the NHS for in-
vestment in new services or even new technology. However, CCGs will, at times, offer funding for new initiatives
that FeNO may fit into such as innovation funding, so it is worth being aware of what is available. An ‘Invest to
Save’ case - showing the savings from getting the diagnosis right and not prescribing lifelong medications for
those who do not have asthma — along with the improved quality for those who will benefit from better management,
would make the most successful business case in the current economic climate.

Resources you may wish to refer to

e Slide Kit on FeNO presented by Carol Stonham at the PCRS National Conference 2018. https://bit.ly/2Px3rfj

e PCRS Wall Chart Guide to Respiratory Devices (https://www.pcrs-uk.org/resource/guide-respiratory-devices).

e Getting the basics right: FeNo (https://www.pcrs-uk.org/resource/feno-testing).

e PCRS response to the publication of the NICE guideline on the diagnosis and monitoring of asthma
(https://www.pcrs-uk.org/sites/pcrs-uk.org/files/BriefingAsthmaGuidelines_V3.docx).

e NICE guide to the diagnosis of asthma (https://www.nice.org.uk/guidance/NG80).
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Delivering Excellence Locally

Featuring initiatives led by PCRS members around the UK, supported by PCRS

programmes and tools

Achieving national spirometry certification in primary
and secondary care in wales: a systematic approach

Dr Simon Barry Consultant Respiratory Physician University Hospital of
Wales in Cardiff, and Lead, Respiratory Health Implementation Plan Wales

Introduction

Respiratory disease is the cause of one in seven deaths and one
in seven adults is being treated for a respiratory condition in
Wales." In 2014, the Minister for Health and Social Services, Pro-
fessor Mark Drakeford AM, commissioned the Respiratory Health
Delivery Plan with the key aims of:

¢ Preventing poor respiratory health
e Detecting respiratory disease early
e Delivering fast and effective care

e Improving information

e Promoting research

Each of the seven Health Boards in Wales put forward local plans
addressing these themes, and representatives met to discuss the
most important key issues. There was overwhelming agreement
that improving the standards of spirometry was the most pressing
need, with other priorities including smoking cessation, national
prescribing guidelines for COPD and asthma and improving ac-
cess to pulmonary rehabilitation. In 2016, in line with the other
national delivery plans, £1 million was allocated annually by Welsh
Government to help implement the Respiratory Delivery Plan.2

As a respiratory community we have come far over the past few
years, particularly developing an infrastructure and culture based
around good data extraction and tackling variation of respiratory
services across Wales. This article describes one element of this
- engaging spirometry practitioners across Wales with the Asso-
ciation for Respiratory Technology and Physiology (ARTP) spirom-
etry certification process. It describes the key principles we
applied when developing this programme and how these will drive
further development of respiratory care and quality across Wales.

Background

In Wales there are around 84,000 patients on GP registers diag-
nosed with COPD. The Quality Outcomes Framework (QOF) data
reported that more than 90% of patients had their diagnosis of
COPD confirmed by post-bronchodilator spirometry, yet local au-
dits performed in a series of practices in Cardiff and Vale sug-
gested that this figure was incorrect. Wales was the first country
to engage with the National COPD audit in primary care and, in
2014, 56% of practices across the country provided their data.
The results confirmed our suspicions showing that only 14% of
patients actually had spirometry results with a diagnostic code
consistent with COPD. Even when the code was ignored, 32%
had post-bronchodilator spirometry that was not compatible with
COPD.? A subsequent data upload (whilst using slightly different
datasets from the first), in which 94% of all Welsh practices en-
gaged with the audit, suggested little improvement.* Therefore,
up to 27,000 patients on COPD registers may not have that di-
agnosis and are on inappropriate treatment. However, this is not
exclusively a problem in Wales, as practice level audits across
the rest of the UK have shown similar results. It is also estimated
that up to one third of asthmatics do not have the disease (ap-
proximately 73,000 out of 220,000 in Wales).® Given that Wales
spends over £85 million annually on inhaler therapy alone, that
provides the clear evidence for focusing on improving diagnosis
as a national strategy.

Spirometry training in Wales

In 2005, Bolton and colleagues determined by questionnaire the
availability, staff training, use and the interpretation results of
spirometry in 72% of general practices in Wales.® Most practices
had a spirometer (82.4%) and, of these, 85.6% used it. However,
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confidence in the use of a spirometer and interpretation of the
spirometry results varied widely. Only 58.1% were confident in its
use and a third were confident in interpretation of the result. De-
spite incentives to perform spirometry, the lack of adequate and
standardised training in performance and interpretation sug-
gested that use in primary care is confounded and that the diag-
nosis of COPD is likely to be made on imprecise clinical grounds.
A subsequent UK-wide survey found that only 20% of primary
care nurses who always used spirometry to diagnose COPD had
undertaken any form of formal accredited training.”

Therefore, the conclusion was that training in spirometry in Wales
was poor, with no clear mechanism for improving it. Moreover,
there was no standardisation of equipment, no protocols for
spirometer calibration and quality assurance, and no means of
validating the spirometry results. The Respiratory Health Imple-
mentation Group (RHIG) determined that addressing this issue
involved the following key steps:

1. Standardisation of spirometry equipment and test result re-
ports across Wales.

2. Validation of spirometry results by uploading them digitally to
the national IT interface, the Welsh Clinical Portal (WCP).

3. Training of any practitioner performing or interpreting spirom-
etry in Wales to the ARTP standard, with certification onto the
National Register.

Spirometers were procured through a competitive tender, result-
ing in significant cost savings. The integration between primary
care spirometry results and WCP is expected in early 2019. Im-
plementing training for ARTP nationally was by far the most diffi-
cult task. Since there was no clearly defined model for delivering
spirometry training, we initially devolved this responsibility to in-
dividual Health Boards. Monies were allocated from the national
fund to deliver this at no cost to the Health Boards. Despite this,
it became apparent that the General Practitioners Committee
(GPC) Wales, general practitioners and practice managers were
unhappy about releasing their staff for two days to complete the
required training and requested funds to backfill their absences.

This stimulated Rhys Jefferies, the National Programme Manager,
to work with ARTP to refine and simplify the certification process,
reducing the attended teaching time from two days to an optional
half-day workshop and simplifying the certification process with-
out impacting on standards or the learning experience. The focus
was on meeting learning outcomes through formative assess-
ment using an engaging interface. What was being assessed was
critiqued; especially why certain elements were being assessed
and the mechanisms for how it was being assessed. This led to
areduction of around 50% in the work candidates needed to do,
gaining the endorsement of GPC Wales who became supportive
in rolling out the programme to primary care.
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Developing an integrated spirometry education
programme

The solutions for delivering spirometry training varied between
different Health Boards, with some Health Boards electing to
employ extra staff in secondary care physiology departments to
deliver the training and others deferring this to local universities.
Powys — the largest but also most sparsely populated — has no
general hospital or any university within its boundary, meaning
that a different model was required for training. Working with the
Institute of Clinical Science & Technology (ICST), we developed
a system-wide approach to up-skill candidates no matter where
they may be in Wales — and offered an infrastructure to stimulate
continuous learning and engagement.

The key features for the success of this alternative model, which
could be rolled out nationally and serve both primary and sec-
ondary care irrespective of the demographics and local struc-
tures, involved addressing the following:

e |sit simple?

e |sit supported?

e |sit scalable?

e |s it practical?

e |s it demand orientated?

e s it being implemented from within?
e Does it serve those implementing it?
e Does it add value?

From the pilot we established a delivery model that achieved each
of these key principles. We eliminated the dependence on travel
time and minimised absence from clinical duties. The flexible na-
ture of the programme meant that it was not limited by the num-
ber of individuals enrolling, nor by the numbers already enrolled
or by the availability of staff to deliver it. The academic element
of training was delivered completely online and any face-to-face
training was reserved for practical skills alone. Candidates now
have an option to choose training that suits them, their commit-
ments, expectations and learning requirements.

Powys was selected as the initial site for implementation and GP
practices were contacted and staff enrolled onto the programme.
Candidates underwent an integral on-boarding process, sup-
ported by the local manager, where teams were informed of the
rationale and scope of the programme and helped to determine
why the certification process was important to them, their service
and their patients. Every practice in the region engaged with the
programme and the numbers of practitioners that enrolled
surpassed any other Health Board (graph 1). Feedback from
those on the programme was excellent.



Following the success of the ICST delivery model in Powys, we
implemented it in other Health Boards that had generally been
unsuccessful in delivering spirometry using their in-house model.
One Health Board that had failed to get 20 individuals through
the programme was encouraged to adopt the ICST delivery
model (Graph 2) at a third of the cost. Furthermore, the results
showed over 10 times the number of candidates enrolled onto
the programme, clearly achieving its demand-orientated objec-
tive. Furthermore, this was achieved in a third of the time taken
for the traditional secondary care approach.

Delivering education at scale

Our approach in Wales is to deliver programmes at a national
level — a focus on developing specific national training and edu-
cation competencies, implementing national disease databases
and ultimately delivering better value healthcare. We have several
advantages in achieving this goal:

1. Wales is a small country with a population of 3.1 million

2. The seven Health Boards fund and support cooperative care
between primary and secondary care

3. Thereis a single national IT interface which facilitates the im-
plementation of databases and other [T solutions

4. The Respiratory Health Implementation Group is supported
and funded by Welsh Government to improve respiratory
care nationally.

It has become apparent through the natural experiment of imple-
menting spirometry nationally that there is a huge variation in the
cost and effectiveness of different solutions. This digital solution
has proved to be superior because it addresses the key principles
outlined above and it is measurable. Published data support such
technologies as the preferred means for education in primary
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care. A recent study examining the utilisation of internet resources
in 383 GPs in Scotland found that 80.4% used e-learning for self-
directed educational CPD.8 Furthermore, a study exploring
teaching and learning for GPs found that the principal barriers to
further study were work commitments, cost, family commitments
and distance from course location. The study found that the pre-
ferred methods of learning were POD casts, DVD, webinar, apps,
facilitated chat rooms and video conferencing, and this is a re-
curring theme following extensive interviews with practitioners
across Wales.

We are now replicating this digitalisation process across a series
of other national respiratory competencies including capillary
blood gas testing, pleural procedures and asthma and COPD
management. All national educational programmes, guidelines
and registers are held within the same site. This has a dedicated
internet TV channel, a clinical pathways app and a Quality Im-
provement platform. Data informs education, which subsequently
changes practice through well-defined and specific quality im-
provement activity. These are available at no cost to healthcare
workers in Wales and, since the development of this system,
there has been a significant increase in engagement, standardi-
sation and simplification of respiratory care.

Summary

Accurate spirometry is the foundation for the diagnosis of COPD,
and it is clear from the National COPD Audit in Wales that up to
a third of patients on COPD registers do not have post-bron-
chodilator obstructive spirometry. This indicates an incorrect di-
agnosis and wastage of significant sums of money on
inappropriate inhaler therapy.

We describe a new model to deliver spirometry training at scale

that is innovative, ongoing and measurable. It minimises time

taken away from direct clinical duties, is cost effective and is of

proven success when compared with other delivery models. It

was developed in Wales through ICST in Cardiff and has now

been adopted by NHS England as the primary mechanism for

achieving ARTP spirometry certification at scale and is endorsed

by the Primary Care Respiratory Society. This model of education,

certification and registration is transferrable across a range of

other competencies and will be used to up-skill the whole work-

force in Wales to deliver value-based healthcare.
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PCRS Respiratory Clinical Leaders Programme

Profile: Dayo Kuku

Fran Robinson talks to Dr Dayo Kuko on her experience of
the PCRS Respiratory Leader Programme and how it has
helped her deal with conflict, influence others and gain
confidence in her professional role

When Dr Dayo Kuku, GP and Respiratory Clinical Lead at Bed-
fordshire CCG, took up a new respiratory leadership role, she
knew she needed to resolve a conflict with a colleague. At the
time she thought it was an unsurmountable challenge. But thanks
to the PCRS Respiratory Clinical Leadership programme, she
learned the tools and techniques that enabled her to resolve the
personality clash.

“Normally | just avoid conflict, but | knew this time that | just could-
n’t afford to do that. It was a very sensitive issue,” she recalls.

She clearly remembers the workshop where she gained an un-
derstanding of her leadership style through the colours person-
ality test. She discovered her colour is blue, an analytical person
who likes to be led by the facts. The colleague she clashed with
was yellow, a sunny happy-go-lucky personality who tends to be
loud and vocal. So they were opposites. Dayo came away with
an insight into where both she and her colleague were coming
from, which is now enabling her to listen to her and work with
her in a much more positive way.

“Part of the leadership role is to see the other side of the argu-
ment and find a path through conflict and to resolve it. It was so
eye-opening, | learned how to listen to my colleague and use that
in a positive way. So rather than allowing myself to be irritated by
her, | gained an understanding of what her strengths and weak-
nesses were and that | could complement them. We now work
together very well.”

Dayo also learned the skills needed to influence and negotiate.
“It was so powerful, | left the workshop empowered to deal with
the challenge | was facing. | knew | had the leadership skills but
I had to enhance them and use them in a way that is effective. |
have learned that as a leader you have to be able to communi-
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cate effectively and be able to offer support to people in the team
when they need it. You have to be able to negotiate on several
levels.”

“Being a leader is not only lonely, it is also a challenge,” says
Dayo, but she realised she was not alone when she had the op-
portunity to network with colleagues facing similar challenges to
her own. “The networking opportunities at the workshops give
you the chance to talk to other people in the same field. They un-
derstand what you are going through and you can share your
thoughts and ideas. Most importantly, the environment of the
workshops enables you to feel free to be open and honest with-
out fear that someone is going to run you down or share your
story in a negative way.”

Dayo says the project management skills she has gained from
the programme have helped her with projects ranging from de-
veloping an integrated COPD service for the CCG, working as a
locality prescribing lead, being involved in decisions about drugs
in the formulary and updating local respiratory guidelines. “It has
helped me to be clear about exactly what | am trying to achieve
with a project.”

A particularly challenging project was taking the lead for running
a respiratory conference. She learned to encourage members of
the team by giving praise and feedback and celebrating success.
She managed to encourage one colleague who backed out of
the first conference to return and flourish when she put on a sec-
ond event. “Encouraging the team helps the success of a project
and boosts your own confidence,” she says. She recognises that
a problem she has is that she is a perfectionist and can get
bogged down if she is not focused, so she has learned to stick
to the project plan and monitor progress.



“I now feel more confident as a leader and am more reflective
and have a greater understanding of the perspective and inter-
ests of others. | understand my leadership style and am able to
use it more effectively. It's improtant to keep attending the work-
shops because the day you stop learning, you stop being a
leader,” says Dayo.
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The next workshop is ‘Mobilise Support for your Idea - the
Case for Change’ on 7-8 June 2019 at Hallmark Hotel Derby
Midland. For further information visit https://www.pcrs-
uk.org/event/respiratory-leaders-meeting-june-2019

Practical solutions for ensuring the long-term future of

local affiliated groups

Fran Robinson reports on a recent annual networking event of PCRS
affiliated group leaders held on 27 September 2018 led by PCRS Vice Chair

Carol Stonham

PCRS local affiliated groups are continuing to thrive and develop,
the annual meeting of group leaders heard. A number of groups
are increasingly attracting members of the wider primary care
multidisciplinary team and others welcome colleagues from sec-
ondary care, creating opportunities to network.

One group in North-East Essex set up a year ago reported they
have excellent attendance from pharmacists, GPs, nurses, doc-
tors and mental health nurses. In total they have 80 members
and over 100 on Facebook.

Another group in Southampton, which started as a nurse group,
has recently doubled and then tripled their numbers and is now
attracting research nurses, GPs, pharmacists and occasionally
colleagues from the ambulance services.

Keeping the momentum of a group going, however, can be a
challenge with established leaders retiring, other leaders strug-
gling to keep groups going single-handed and keeping numbers
up when busy healthcare professionals lack time to attend meet-
ings. Some leaders said many of their older regular members
were coming up to retirement and they recognised that they
needed to attract new younger members.

The meeting discussed some solutions for maintaining numbers.
These included:

e Think carefully about the agenda to ensure it is attractive to
members. Ask members what they want to see on the
agenda. One leader said one of their most successful meet-
ings included a talk by a paediatrician about the care of chil-
dren with respiratory disease in the emergency department.
Another recommended offering bite-size 10 minute training
soundbites. The PCRS affiliated groups newsletter offers tips
and suggestions for topics to discuss at meetings.

e Ask pharmaceutical companies to help with funding and re-
lieving some of the workload. Ruth Thomas from Milton
Keynes, who runs a well attended group, said: “We are
funded and helped by six or seven pharmaceutical compa-
nies. They book the venue for me while | draw up the agenda
and send out the email invitations and the certificates after
the meeting. | don’t touch the money they provide. If you
have several companies helping you, no one can say there
is any bias from any one company. In return, the companies
have a display stand at the meeting. The educational content
remains independent.”

e Use the PCRS members’ directory to find colleagues with
whom to discuss problems and find solutions

e Use your colleagues to bounce ideas off each other and give
you valuable support

e Don’t do everything on your own. Set up an education com-
mittee that can provide you with help and back-up. Start by
asking for help with small tasks like photocopying or manag-
ing the members’ list so the responsibility is not overwhelm-
ing. Over time, people will become more confident and are
likely to take on more of the work that needs doing. Jackie
Dale said: “Sometimes people don’t step up to help because
they think the job will be too big and they won’t be able to
cope. It is important to manage their expectations.”

e Encourage new people to come to meetings. Ask your CCG
or practice manager if they have email distribution lists that
will provide you with the addresses of all the practice nurses
and other primary healthcare professionals in your area who
may be interested in coming to meetings. Some of them may
not know your group exists.

[ssue 16 Winter 2018 49




Primary Care Respiratory Update

Carol Stonham, PCRS Vice Chair, suggested that a useful project  a report. The national picture of what’s happening will make in-
for local groups could be to do an audit of the knowledge, skills  teresting reading.

and training of their members using the PCRS ‘Fit to Care’ doc-
ument (https://www.pcrs-uk.org/sites/pcrs-uk.org/files/FitTo-
Care_FINAL.pdf) and to send the results to PCRS to compile into

“This is a valuable exercise to do and could highlight areas where
people might need additional training. The document is quick and
easy to read but is concise, detailed and well written,” she said.

Thinking of setting up a local group?
Benefits of PCRS Affiliated Groups

Working in primary care can, at times, feel quite lonely and isolating. With the ever-present pressures of today’s NHS,
there just aren’t enough hours in the day to keep up to date or just take time to enjoy our jobs.

That’s where PCRS affiliated local groups come in. They offer a lifeline for nurses and other healthcare professionals
enabling them to stay in touch, network with colleagues, learn about clinical issues, share best practice and,
moreover, offer a welcome chance for some fun and camaraderie. See https://pcrs-uk.org/affiliated-groups to see

if there is an affiliated group near you.

PCRS can offer support to get you started. We can introduce you to members who are already running successful
groups so that they can help mentor you through the initial stages and we also provide a resource pack (see
https://www.pcrs-uk.org/resource-pack-help-you-get-started). See https://pcrs-uk.org/local-groups-getting-inspired
for more information on how to get started.

Affiliating your group to PCRS confers free PCRS membership for the group leader and the opportunity to
attend group leader workshops.

We can:

e Promote your events/meetings by sending emails to members in your area and adding your meetings to our
events listing on our website

e List your group on our website and promote it to our members
e Point you in the direction of tools and resources that you can use as a basis for discussion and local update

e Send you a regular newsletter especially for group leaders offering tips and advice for managing your group and
sharing information

To affiliate your group visit
https://www.pcrs-uk.org/affiliation-pcrs-uk

50 Issue 16 Winter 2018



Affiliated Groups

Working together to make a real difference in respiratory care

Our network of around 50 affiliated PCRS is here to help you with
groups across the UK help you to

connect with healthcare professional Support and resources to help you
involved in respiratory care in your get started and develop a new group.

area. If there isn’t a group in your area
appropriate to your needs, why not
set one up?

An affiliation scheme offering
enhanced credibility and support for
your group from a national network.

A regular newletter, packed with
ideas to help support your group.

An annual meeting for Group Leaders
to support personal and collective
respiratory development in your area.

Free PCRS membership for leaders
of an affiliated local group.

https://pcrs-uk.org/affiliated-groups

The Primary Care Respiratory Society is grateful to Pfizer Ltd for the provision of sponsorship through funding to support the
activities of the Affiliated Group Leaders programme. The programme has been solely organised by PCRS.

PCRS Respiratory Conference
19-21 September 2019, Telford International Centre

The must attend multidisciplinary conference for professionals involved in respiratory
care across primary, community and specialist settings anywhere in the UK

® A diverse programme focusing on a holistic approach to caring for people with
respiratory disease through thought-provoking keynote plenary presentations, clinical
and service development sessions, scientific research abstracts and practical workshops

Central nationally acclaimed conference venue located in the heart of the UK within
easy reach via road, rail and air

Great value for money with registration fees starting at under £200 inclusive of the
conference dinner
Find out more information by visiting
https://pcrs-uk.org/annual-conference
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Selection of Scientific and Best Practice
Abstracts submitted to the PCRS National
Respiratory Conference 2018

The following pages include a selection of some of the scientific and best practice
abstracts presented at the 2018 PCRS National Primary Care Respiratory Conference.

Commentary on abstracts

—
_
Y
_

_

Dr lain Small, Editor PCRU

This year’s conference saw a new generation of respiratory researchers present their work, supported
by Academic Departments of Primary Care with strong links to PCRS. There were a series of excellent,
practical and successful presentations around case-finding, diagnosis, clinical review and co-morbidi-
ties that provided evidence to support practical and ‘do-able’ actions and interventions (Abstracts 59,
84, 39, 83, 17).

| was particularly struck by the work looking at the impact of respiratory disease on mental health (and
vice versa) (Abstracts 36 and 40) and working life (Abstracts 75 and 77).

It was refreshing to see these sessions so well attended, and | commend each abstract published here
to our readers.

Alex Woodward, Respiratory Physiotherapist

It is well documented that many respiratory patients are either not referred to pulmonary rehabilitation
or do not attend it. The abstracts on pulmonary rehabilitation provide some useful and practical infor-
mation for primary care services to help with both of these situations. They highlight that a simple elec-
tronic GP record search for patients eligible for pulmonary rehabilitation can more than double the
referral rate and reiterate the importance of incorporating pulmonary rehabilitation discussions into an-
nual review templates. They show that not only does educating patients on what pulmonary rehabilita-
tion is and the benefits of it improve uptake, but also that a well informed and knowledgeable referrer
about pulmonary rehabilitation helps to increase uptake and referral numbers.

For primary care pulmonary rehabilitation providers, they raise awareness that many patients who at-
tend pulmonary rehabilitation may have low health literacy so these patients may need extra support to
enable them to complete the programme. They also show that a simple weekly follow-on primary care-
based maintenance class after completing pulmonary rehabilitation may prolong the benefits gained,
potentially reducing re-referral rates to help improve service capacity.

Andrew Whittamore

Along with Viv Marsh, | chaired a fantastic session of abstracts poster presentations at the conference.
The underlying theme was that improved communication created better outcomes whether healthcare
professional to patient, healthcare professional peer to peer or healthcare professional to commission-
ers. The standard was very high and we can all learn from these abstracts to improve what we do.
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Scientific abstracts

Critical inhaler technique errors in a severe asthma service -
identifying the need for a validated scoring system

A survey of HCP views on teaching methods applied during
childhood asthma reviews and challenges to achieving
optimal inhaler use

Access to respiratory healthcare for people with a severe
mental ilness (SMI) and obstructive airways disease
(asthma, COPD): a qualitative study

TANDEM (Tailored intervention for ANxiety and DEpression
Management in COPD): qualitative evaluation from the
pilot/feasibility

Incidence of type Il diabetes in chronic obstructive
pulmonary disease

The working-age experience of living with chronic
obstructive pulmonary disease (COPD)

Quality of life differences between working-age and older
adults with chronic obstructive pulmonary disease (COPD):
a meta-analysis

Making a diagnosis of asthma in primary care: a qualitative
study of current practices and challenges

The use of a novel case-finding algorithm in the identification
of chronic obstructive pulmonary disease (COPD) patients
in primary care: baseline results of the ASSIST study

A qualitative study: the acceptability of a 'case-finding for
COPD' clinic to patients in GP practices across Hampshire

The ASSIST study: an analysis and thematic review of
feedback questionnaires from patients attending a
case-finding for COPD clinic

Generating social networks and resources (GENIE) in COPD:

evaluating benefits and costs in Southampton Community
COPD Service

Making Waves: an asset-based community development
approach to improve self-management, social inclusion
and mental well-being in people with COPD

Baseline findings of a training needs analysis (TNA) for
general practitioners and practice nurses during the
ASSIST study

Can a single-use spacer be used effectively on multiple
occasions?

Perceptions of COPD patients of the proposed withdrawal
of high-dose inhaled corticosteroids prescribed outside
guidelines

IMPlementing IMProved Asthma self-management as
Routine Treatment: the IMP2ART programme

Cochrane review of serious adverse events in regular
treatment with salmeterol and inhaled steroids for chronic
asthma

Does the severity of COPD affect inspiratory power
across different inhalers? Part 2: Non-capsule devices

Does the severity of COPD affect inspiratory power
across different inhalers? Part 1: Capsule devices

Characterisation of blood eosinophils and their association
with disease outcomes in steroid-naive COPD patients

in primary care: descriptive cohort study using the Clinical
Practice Research Datalink (CPRD)

Use of blood eosinophils to predict outcomes under inhaled
maintenance treatment in steroid-naive COPD patients

in primary care: new user cohort study using the Clinical
Practice Research Datalink (CPRD)
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Best Practice Abstracts

Asthma friendly schools: an intervention to improve asthma
management by staff in primary schools in Haringey

A retrospective multi-practice audit identifying factors
contributing to uncontrolled asthma in adults and children
The Improving Asthma Care Together (ImpACT) project
BREATHE — Outcomes of a different kind of breathlessness
clinic

Co-morbidities in high SABA users

FeNO: taking the guess work out of asthma

Potential for FeNO testing in general practice asthma
management

Seasonal influenza vaccination of inpatients admitted to
hospital with acute exacerbations of COPD: a missed
opportunity?

Does hospital at home improve patient-reported symptom
burden associated with an acute exacerbation of chronic
obstructive pulmonary disease? A retrospective audit of
pre- and post-COPD assessment test scores

Pilot project to identify undiagnosed respiratory disease in
individuals accessing drug and alcohol services in Tower
Hamlets

Reviewing outcomes for patients attending a follow-on
class after pulmonary rehab: a service evaluation
Understanding poor referral rates to pulmonary rehabilitation:
an online survey of service providers

The effectiveness of an integrated pulmonary rehabilitation
(PR) introductory education session in improving capacity
in the ACERs PR Service: a retrospective audit

Health literacy assessment in pulmonary rehabilitation:
how well do we communicate with our patients through
written patient information and literature?

Increasing pulmonary rehabilitation referral rate for chronic
obstructive pulmonary disease patients in a GP setting

A novel respiratory community-facing GPST training post

Wiltshire Community Respiratory support for patients with
interstitial lung disease

BreathChamps: brightening the future of children with
asthma in fun ways

Training community pharmacist teams to offer appropriate
management of asthma

The Morecambe Bay Respiratory Network: integrating
from the ground up

A review of the delivery of education to healthcare
professionals in the Mission ABC project

Retrospective multi-practice audit identifying suboptimal
uptake of high value interventions within COPD patients
at risk of hospitalisation

Implementation of local guidelines into a population of
COPD patients: 'Going for GOLD' — a real world experience

Free inhaled corticosteroids in asthma: do they really work?

The use of inhaled corticosteroids (ICS) in COPD: are patients
being prescribed ICS unnecessarily?

IMPACT: the next steps
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Scientific Abstracts

Abstract Number: 83

Critical inhaler technique errors in a severe asthma
service - identifying the need for a validated scoring
system

Authors: De Vos R, Longstaff J, Heiden E, Neville D, Jones T,
Chauhan A

Institution: Portsmouth Hospitals NHS Trust

Objective: Our aim was to evaluate the inhaler techniques of new
patients attending the severe asthma service at Queen Alexandra
Hospital in Portsmouth and to identify critical inhaler technique
errors. These patients were already established on inhaled med-
ication and had previously been taught how to use their inhaler
prior to attending the service.

Methods: 35 patients were observed taking their prescribed in-
haler by a Respiratory Nurse Specialist. Errors in technique were
recorded using the seven recommended steps devised by the
UK inhaler group.

Results: 100% of patients made one or more error in performing
their inhaler technique, with 86% making four or more errors per
device.

Discussion: National guidelines recommend that clinicians check
patient's inhaler technique at every opportunity. Our study high-
lights the importance of this recommendation as all patients ex-
hibited critically poor inhaler technique, despite being referred to
secondary care with 'uncontrolled' asthma. Studies have shown
that critical errors can be corrected or reduced with increased
training, and identifying these errors will improve inhaler tech-
nique; the cornerstone of asthma care.

Conclusion: There are currently no guidelines on how clinicians
can objectively measure inhaler technique, or which critical errors
have an impact on health outcomes or reflect the effectiveness
of inhaled asthma therapy. These findings highlight the need for
a standardised and validated measurement of scoring inhaler
technique errors and proposes the development of such a scor-
ing system

Corresponding author: Ruth De Vos

Abstract Number: 39

A survey of HCP views on teaching methods applied
during childhood asthma reviews and challenges to
achieving optimal inhaler use

Authors: Hamilton M, Prime D, Akram G, Bennie M
Institution: GlaxoSmithKline

Aim: To explore healthcare professionals’ views on type and suit-
ability of teaching methods used during childhood asthma re-
views. Preference for method types and challenges to optimal
use of inhalers by children were also explored.

Methods: Data were collected using a self-administered elec-
tronic questionnaire via an advert to HCP networks of Asthma
UK and Education for Health using Twitter and Facebook.
Results: 28 individuals participated (27 female, 1 male). The ma-
jority (n=19) were specialist respiratory nurses, with varied expe-
rience (<1 year to >20 years). Participants were mainly from NHS
England (n=25) across primary and secondary care. Teaching
methods used by most HCPs were (1) a child's own
inhaler/spacer, (2) demonstration spacer and (3) placebo inhaler.
These were considered suitable for use by the HCPs who pre-
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ferred them over other methods including inhaler training aids,
websites and posters/vignettes. None of the methods in use
were considered 'unsuitable’. All participants thought they were
adequately trained in correct inhaler use and most felt they had
adequate resources (n=24), although less than half agreed they
could easily obtain placebo inhalers and not all responded to hav-
ing age-appropriate materials. Children and parents were re-
ported to be engaged during asthma reviews but preparation for
appointments was found to be poor. A 'lack-of-understanding'
was reported to be the main challenge to achieving optimal use
of inhalers by children.

Conclusion: HCP views on teaching methods, perceived suit-
ability and general preference have been explored. Areas for im-
provement include: obtaining placebo inhalers, access to
age-appropriate materials and preparation for appointments.
HCPs treating children with asthma need appropriate time and
resources to effectively educate children and caregivers in all
areas of asthma management. If realised, levels of understanding
are expected to improve and have a positive impact on asthma
control.

Corresponding author: Melanie Hamilton

Abstract Number: 40

Access to respiratory healthcare for people with a
severe mental illness (SMI) and obstructive airways
disease (asthma, COPD): a qualitative study

Authors: Mitchell C, Zuraw N, Twohig N, Delaney B, Dolan N,
Hulin J, Walton E

Institution: University of Sheffield

Aim: To explore with people with a SMI and obstructive airways
disease: (1) barriers and facilitators to respiratory healthcare and
(2) the impact of the SMI on the self- management of respiratory
health.

Methods: General practice staff undertook database searches
to identify and screen eligible participants prior to postal invitation
to participate (10 general practices). Semi-structured interviews
were undertaken with consenting respondents. Anonymised,
transcribed interview data were organised using NVivo software.
Self-conscious iterative thematic analysis identified emergent
themes linked to coded data. This process was subject to inde-
pendent verification.

Results: Participants (6 female, 4 male) were diverse in age (45—
74 years). Six had co-morbid asthma and four had COPD. Inter-
views are ongoing. Four key themes have been identified to date.
‘Social support’ was an enabler of healthcare (eg, carers accom-
panying participants to appointments, neighbours calling for help
during illness). Family and friendship networks were often dis-
rupted by life trauma and the wider psychosocial impact of men-
tal illness. The majority of participants lived alone and reported
‘social isolation’. Breathing problems and financial constraints
compounded anxiety associated with getting out and sometimes
excluded patients from access to healthcare. Relational continuity
with local healthcare practitioners helped counteract isolation and
psychological barriers to healthcare. Smoking was embedded in
daily routines and widely ritualised ‘for stress’. Interventions such
as stop-smoking support and pulmonary rehabilitation to support
self-care were poorly accessed, if at all. Smoking cessation serv-
ices were not perceived to support a need to develop alternative
self-management strategies to support mental health.



Conclusions: Interventions to reduce social isolation and opti-
mise supportive networks and self-care could alter the restrictive
housebound trajectory for those with SMI and co-morbid respi-
ratory disease and improve access to healthcare. There is a need
to co-design accessible smoking cessation treatments with peo-
ple with SMI, to address mental health concerns and provide
stress management support.

Corresponding author: Caroline Mitchell

Abstract Number: 36

TANDEM (Tailored intervention for ANxiety and
DEpression Management in COPD): qualitative
evaluation from the pilot/feasibility

Authors: Mammoliti K-M, Sohanpal R, Barradell A, Taylor SJC,
Pinnock H

Institution: Queen Mary University of London

Aim: Those living with COPD have a higher risk of anxiety/de-
pression which increases with the severity of their COPD. TAN-
DEM is a randomised controlled trial investigating whether a
cognitive behavioural approach (CBA) intervention, delivered by
trained respiratory healthcare professionals and preceding pul-
monary rehabilitation, improves anxiety/depression outcomes
and pulmonary rehabilitation attendance/completion, thereby re-
ducing functional limitations. The aim of the study was to assess
the feasibility of the TANDEM CBA intervention prior to a definitive
trial.

Methods: Individual face-to-face interviews were conducted with
study participants following completion of intervention delivery
(intervention, n=4; control, n=3). Reasons and experience of par-
ticipating, experience of receiving the intervention and sugges-
tions for improvement were explored. Interviews were recorded,
transcribed verbatim and analysed thematically.

Results: Identified themes: (1) Negative impact of COPD and
anxiety/depression; (2) willingness to be involved in TANDEM,; (3)
acceptability of the recruitment process; (4) acceptability of the
intervention; (5) refinements in the recruitment process and inter-
vention for the main trial.

Conclusion: The participants' experience of the TANDEM CBA
intervention was consistently reported as positive. Practical skills
learnt were easily translated into everyday tasks, leading to par-
ticipants feeling empowered in their ability to break the vicious
cycle of anxiety/depression, in turn inspiring overall confidence,
especially in their ability to manage their condition and improve-
ment in their physical abilities.

Corresponding author: Kristie-Marie Mammoliti

Abstract Number: 17

Incidence of type Il diabetes in chronic obstructive
pulmonary disease

Authors: Gayle A, Dickinson S, Poole CD, Pang M, Quint J
Institution: Boehringer Ingelheim Ltd

Aim: To estimate the incidence of type Il diabetes mellitus (T2DM)
among people with COPD and investigate whether exposure to
inhaled corticosteroids (ICS) and exacerbation status is associ-
ated with developing T2DM.

Methods: This descriptive cohort study used primary care data
from the UK Clinical Practice Research Datalink (CPRD). People
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with a diagnosis of COPD, any smoking history, and registered
in practice between January 2010 and December 2016 were se-
lected. Crude incidence rates and cumulative prevalence by age,
gender and social deprivation were determined. Using a nested
case—control design, we matched each patient with incident
T2DM (cases) with five non-T2DM controls by age, gender and
GP practice at T2DM diagnostic date. Logistic regression meas-
ured the association between ICS exposure, frequent exacerba-
tions (2 or more annually) and T2DM co-morbidity, adjusting for
lifestyle factors and co-morbidity.

Results: We identified 220,971 COPD patients with a mean age
at diagnosis of 66 years (95% CI 65 to 66), of whom 54% were
male. The cumulative prevalence of T2DM was 9.27% (95% Cl
9.15% t0 9.39%). The incidence of T2DM was 1.26 per 100 pa-
tient years (95% CI 1.24 to 1.28), and was higher among men
than women (1.32 vs. 1.18). The adjusted odds ratio (OR) for de-
veloping T2DM was 1.47 (95% ClI 1.36 to 1.60) among frequent
exacerbators versus infrequent. All levels of ICS exposure in-
creased the likelihood of T2DM incidence compared with those
not exposed; most affected were patients receiving >800 pg
budesonide equivalent daily (OR 1.73, 95% CI 1.65 to 1.82).
Conclusion: Incidence of T2DM among COPD patients is high.
Exposure to ICS and frequent COPD exacerbations are inde-
pendently associated with elevated risk of developing T2DM in
this population.

Corresponding author: Alicia Gayle

Abstract Number: 77

The working-age experience of living with chronic
obstructive pulmonary disease (COPD)

Authors: Masters L, C de C Williams A, Cassidy E, Simpson, J
Institution: UCL

Aim: To understand, in greater depth, the impact that COPD has
on quality of life for individuals of a working-age.

Methods: A qualitative investigation was conducted in 11 adults
with COPD aged between 52 and 63. A framework analysis ap-
proach was used to analyse the data.

Results: Ten themes were identified, which interact in complex
and nuanced ways. The themes identified were: valuing giving
back, valuing independence, conflict with the COPD, helpless-
ness versus agency, changed relationship to health, loss of con-
trol, self-efficacy, resilience, readiness and empowerment versus
disempowerment from services.

Conclusion: The study sample reported very few concerns spe-
cific to their age group. The majority of participants did not report
concerns about loss of employment, for example. However,
changes to their role within the family and the need to be cared
for by their children were reported as being particularly distressing
aspects of living with COPD. Participants also reported complex
relationships to making lifestyle changes, such as stopping smok-
ing. Participants commonly reported a lack of 'readiness' for
making changes, and some experienced services as disempow-
ering when this sense of not being ready was not taken seriously.
These areas need further exploration.

Corresponding author: Lisa Masters
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Abstract Number: 75

Quality of life differences between working-age and
older adults with chronic obstructive pulmonary
disease (COPD): a meta-analysis

Authors: Lisa Masters, Dr Amanda C de C Williams, Dr Emma
Cassidy, Jane Simpson

Institution: UCL

Chronic obstructive puimonary disease (COPD) has a significant
impact on quality of life. It could be argued that the impact COPD
has on day-to-day life differs according to an individual's life
stage. This research is a systematic review and meta-analysis of
the COPD quality of life literature. Studies which have compared
quality of life scores between working-age and older adults have
been included, along with studies that have looked at age differ-
ences between individuals scoring high or low on quality of life
measures. A total of 10 studies have been included. Overall, there
was no significant difference found between working-age and
older adults with COPD on measures of quality of life. It is con-
cluded that there are likely to be multiple other factors which im-
pact quality of life in individuals with COPD, and these need to
be considered in further depth.

Corresponding author: Lisa Masters

Abstract Number: 76

Making a diagnosis of asthma in primary care: a
qualitative study of current practices and challenges
Authors: Akindele A, Daines L, Cavers D, Pinnock H, Sheikh A
Institution: Asthma UK Centre for Applied Research, Usher
Institute, University of Edinburgh Usher Institute, University of
Edinburgh

Aim: Misdiagnosis (over-diagnosis and under-diagnosis) of
asthma is common. Under-diagnosis can lead to avoidable mor-
bidity and mortality, while over-diagnosis results in excessive
spending and exposes patients to unnecessary side effects of
treatment. This study aimed to explore the diagnostic approach
and challenges faced by general practitioners (GPs) and practice
nurses when making a diagnosis of asthma.

Methods: A mixture of purposive and convenience sampling was
used to recruit participants. GPs and nurses working in NHS
Lothian, Scotland were interviewed using in-depth semi-struc-
tured qualitative interviews. Transcripts were analysed using a
thematic approach.

Results: 10 GPs and 5 nurses were interviewed. Participants
weighed up an individual's probability of asthma which contributed
to their decision to conduct peak flow monitoring, spirometry
and/or a trial of treatment. Challenges in the diagnostic assess-
ment of asthma included time pressures, the variable nature of
asthma, overlapping clinical features of asthma with other condi-
tions such as chronic obstructive pulmonary disease in adults and
viral ilnesses in children. To improve diagnostic decision-making,
participants suggested improved educational opportunities and
better diagnostic tools. The idea of a clinical prediction calculator
to guide the asthma decision-making process was appealing to
the nurses interviewed; however, most GPs felt that their clinical
judgement would be preferable. Participants were also positive to-
wards the idea of diagnostic hubs as they felt hubs would provide
greater availability of tests. However, some raised concerns about
funding and deskilling primary care practitioners.
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Conclusions: Clinical judgement of the probability of asthma was
fundamental in the diagnostic process. Tests (including trial of
treatment) to confirm or refute the working diagnosis were cho-
sen based on probability and local availability. To improve the di-
agnostic pathway for asthma, standardising the clinical
assessment made by individual healthcare practitioners should
be supported by access to diagnostic services for additional in-
vestigation and clarification of diagnostic uncertainty.
Corresponding author: Adeola Akindele

Abstract Number: 59

The use of a novel case-finding algorithm in the
identification of chronic obstructive pulmonary
disease (COPD) patients in primary care: baseline
results of the ASSIST study

Authors: Ray E , Kruk, H, Gillett K, Culliford D, Lin X, Jordan R,
Thomas DM, Price D, Wilkinson T

Institution: University Hospital Southampton NHS Trust

Aim: Chronic obstructive pulmonary disease (COPD) accounts
for a significant proportion of hospital admissions in the UK and
is a leading cause of death worldwide. Missed opportunities for
early diagnosis and optimisation of treatment are common in pri-
mary care. We implemented a case-finding strategy in order to
identify previously undiagnosed patients with COPD who may
have attended their GP practice with symptoms of the disease
(ASSIST study, REC: 16/5C0629).

Methods: Ever smokers aged 40-79 years with an estimated
risk score >22.5% were identified using a published Read code-
based case-finding algorithm (TargetCOPD score), applied to pri-
mary care records to actively case-find smokers with signs and
symptoms of COPD. Eligible patients were invited to attend their
GP practice for a specialist respiratory review including spirometry
testing.

Results: 2,213 patients across 12 GP practices in Hampshire,
UK were identified. Of these, 611 were deemed ineligible by the
GP, leaving 1,602 invited. 383 (23.9%) patients responded to an
initial mail-out, and 288 (male 51%, mean age 63, SD=6.71) were
consented into the study following further eligibility checks and
accounting for non-attenders. Overall, 31% (89) demonstrated
obstructed spirometry (FEV1/FVC or FEV1/NC <70) with 15.2%
(44) having a fixed obstruction less than the lower limits of normal.
Of those with an FEV1/FVC or FEV1/A/C <70, 66% (59) had mild
obstruction (FEV1 >80% predicted) and 34% (30) had moderate
obstruction (FEV1 50-79% predicted). 85% (76) with obstructed
spirometry also reported chronic respiratory symptoms and 63%
(65) had an MRC >2. 66 (23%) patients were current smokers
and overall the mean pack-year was 24.68 (SD=20.47).
Conclusions: The results demonstrate that actively case-finding
patients for COPD using an electronic algorithm applied to GP
records identified patients with obstructed spirometry and symp-
toms of COPD. Further analysis and follow-up data will examine
whether using the case-finding algorithm results in earlier identi-
fication of COPD in a cost-effective manner and an improvement
in quality of life for patients.

Corresponding author: Emma Ray



Abstract Number: 84

A qualitative study: the acceptability of a 'case-finding
for COPD' clinic to patients in GP practices across
Hampshire

Authors: Rose D, Summers R, Ray E

Institution: University of Southampton

Aim: Chronic obstructive pulmonary disease (COPD) is an um-
brella term used to describe emphysema and chronic bronchitis.
A late or missed diagnosis not only has an impact to the individual
but also incurs substantial healthcare costs. Approximately 1.2
million people are living with diagnosed COPD in the UK, with po-
tentially a further 2 million people remaining undiagnosed. A tar-
geted 'case-finding for COPD' study (ASSIST, REC: 16/5C/0629)
has been implemented in GP practices across Hampshire. To ex-
plore the views and experiences of patients attending case-find-
ing clinics, we conducted a qualitative study.

Methods: 15 patients attending a case-finding clinic for COPD
participated in semi-structured telephone interviews in 2017.
Seven patients had symptoms and spirometry suggestive of
COPD, and the remaining patients had no evidence of COPD
present. All interviews were conducted using an approved inter-
view schedule, which were audio-recorded and transcribed ver-
batim. Transcripts were then analysed, and semantic and latent
themes were developed and peer reviewed.

Results: All patients stated they valued the meaningful relation-
ships built with clinic staff, who they described as approachable
and professional. In general, patients brought concerns and is-
sues to the clinic, but left with a better understanding of their
symptoms and an awareness of self-management strategies. Im-
provements in symptoms due to positive behavioural changes
including losing weight and stopping smoking was a key out-
come for both groups of patients.

Conclusions: Case-finding clinics were positively received by a
majority of patients with and without airflow obstruction. Patients
were more knowledgeable about their respiratory disease, were
able to self-manage more effectively and had made positive be-
havioural changes as a result of attending the clinic. However,
some patient's reported poor memory recall of events at the clinic
and, because of the small sample size in this qualitative review, it
is difficult to generalise the resullts.

Corresponding author: Danielle Rose

Abstract Number: 67

The ASSIST study: an analysis and thematic review of
feedback questionnaires from patients attending a
case-finding for COPD clinic

Authors: Ray E, Gillett K, Kruk H, Summers R, North M,
Thomas DM, Wilkinson T

Institution: University Hospital Southampton NHS Trust

Aim: A late or a missed diagnosis of chronic obstructive pul-
monary disease (COPD) in primary care is associated with signif-
icant healthcare costs and poor patient outcomes. The ASSIST
study (REC: 16/5C/0629) implemented a computerised case-
finding algorithm in primary care records to identify previously un-
diagnosed patients at risk of having COPD.

Methods: In total, 1,602 patients were invited to attend a lung
health check visit at their GP practice and 288 patients (male
51%, mean age 63, SD=6.71) were enrolled, reviewed by a res-
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piratory nurse and completed spirometry testing. Patient feed-
back was sought via completion of a study-specific question-
naire, analysed and a thematic review of free text was completed.
Results: A proportion of patients (161, 57.5%) were concerned
to receive an invitation letter explaining they may be at risk of hav-
ing a lung condition, although 147 (53.3%) were not surprised.
Patients (265, 94.3%) agreed that being invited made them feel
supported by their GP practice but felt worried about attending
the clinic (285, 100%). Common themes to attend included (1)
concern for their own health, (2) benefitting their own health, and
(3) benefit for others. 283 (99%) patients stated that attending
the clinic was a positive experience, whilst 223 (80%) agreed that
it had made them think about their health. In general, patients
expressed that attending the clinics (1) was a positive learning
opportunity, (2) had provided reassurance, and (3) that future clin-
ics should be available to other patients.

Conclusions: Although patients were concerned they may be at
risk of having a lung condition, patients who attended the clinic
overwhelmingly found it a very positive experience. This was due
to the thorough assessment at the visit, perceived expertise of
the staff conducting the clinics and advice provided, which led
to patients recommending continuing the service in the NHS.
Corresponding author: Emma Ray

Abstract Number: 88

Generating social networks and resources (GENIE) in
COPD: evaluating benefits and costs in Southampton
Community COPD Service

Authors: Welch L, Lin X, Vassilev Il, Rogers A, Orlando R
Institution: University of Southampton (NIHR Wessex
CLAHRC)

Background: Currently the evidence base for self-management
support in COPD has no one intervention or specific component
that is wholly successful in COPD (Walter 2010, Peytremann-
Bridevaux 2008, Taylor 2014). Therefore a novel approach was
undertaken to supporting self-management by enlisting support
through a method designed to increase social assets: GENIE
(Generating Engagement in Networks). GENIE is a facilitated so-
cial network tool designed to increase personal networks and link
people to community resources.

Aims: This study aims to evaluate the healthcare utilisation and
quality of life in COPD patients using GENIE alongside usual care
after leaving the COPD service, with those offered usual care.
Methods: The study is a pilot two-armed parallel single-blind
block randomised controlled trial. 60 subjects with mild to very
severe COPD were recruited from the East of Southampton post-
pulmonary rehabilitation and COPD maintenance exercise ther-
apy. Subjects were either offered a usual PR discharge plan
(exercise DVD and Breathe Easy literature) or a facilitated session
with the GENIE social networking tool. Six core questionnaires
were used in the evaluation. Subjects completed health utilisation,
EQ-5D scores, COPD Assessment Tool (CAT), GAD, PHQ-9 and
HIEQ at baseline prior to the intervention. These outcomes meas-
ures were repeated at a 3-month follow-up visit.

Results: The intervention group and control group were com-
pared at baseline and at 3 months; the groups were evenly dis-
tributed. Clinical results indicate clinical stability in CAT, GAD and
PHQ-9 with marginal improvements in favour of the intervention.
Health utilisation costs fell by 40% in the intervention group and
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by 0.64% in the control arm. Quality of life increased in the inter-
vention group by 6% and decreased in the control group by 4%.
Conclusions: Comparative analysis continues, but currently the
results favour intervention reducing NHS activity, cost and im-
proved perceived patient quality of life.

Corresponding author: Lindsay Welch

Abstract Number: 70

Making Waves: an asset-based community develop-
ment approach to improve self-management, social
inclusion and mental well-being in people with COPD
Authors: Sewell L, Taylor A, Dodd P, Monkhouse J, Khan A,
Kerslake M, Lord V, Lowton-Smith S, Fessey V, Krumins S,
Gelder C

Institution: Coventry University

Aim: Making Waves (MW) clinics are an assets-based innovation
that blend social activities with peer and clinical support. The first
MW clinic was developed in Coventry in 2015. This was spread
to six further sites in the East and West Midlands. The aims of
the evaluation were to describe the population that attend MW
clinics, to observe changes in health status and to measure par-
ticipants' ability to self-manage their COPD.

Method: This was a prospective observational study. Outcome
measures including the COPD Assessment Test (CAT), the Med-
ical Research Council (MRC) Breathlessness Scale, Warwick Ed-
inburgh Mental Well-Being Scale (WEMWBS), Hospital Anxiety
and Depression Scale (HADS), EuroQol 5D and the Patient Acti-
vation Measure (PAM) were obtained at baseline, 3 months and
6 months.

Results: Following NHS ethical approval, 145 participants con-
sented to participate in the evaluation from April to December
2017. 67 participants had complete datasets at 6-month follow-
up. Mean age was 72.2 (SD 7.7) years, 53% were female and
38% lived alone. 68% of participants had a baseline MRC breath-
lessness score of 3 or higher. 44% and 54% of participants re-
ported baseline HADS score of 8 or above for anxiety and
depression respectively. 50% recorded PAM levels 1 or 2 at base-
line, indicating low levels of activation to self-manage. Scores for
the EQ5D and CAT improved significantly from baseline to 6
months in the 67 participants with complete datasets. 35% of
participants increased their PAM levels by at least one level from
baseline to 6 months.

Conclusion: MW clinics are a novel innovation that may help par-
ticipants to improve their levels of health status and capacity to
self-manage their COPD. MW clinics have the potential to im-
prove social isolation and are a valued addition to existing respi-
ratory services.

Corresponding author: Louise Sewell

Abstract Number: 45

Baseline findings of a training needs analysis (TNA) for
general practitioners and practice nurses during the
ASSIST study

Authors: Kruk H, Astles C, Ray E, Gillett K

Institution: University Hospital Southampton, CLAHRC Wessex

Objective: Our aim was to evaluate a self-reported current level
of respiratory knowledge among general practitioners (GPs) and
practice nurses (PNs).
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Methods: A training needs analysis (TNA) was offered to all clin-
ical staff in 12 GP practices participating in the ASSIST study.
The TNA is a self-assessment tool with a scoring system on
knowledge of (1) spirometry, (2) asthma, (8) chronic obstructive
pulmonary disease (COPD), (4) influences or risks around asthma
and COPD, (5) inhaler technique, and (6) guidelines and shared
decision-making (SDM). A low score indicated the individuals'
perceived knowledge about the subject required improvement,
whereas a high score indicated that the individual felt confident
about their knowledge of that subject.

Results: GPs (n=7): The self-reported scores were as follows
(shown as mean/maximum possible score, minimum-maximum
score): spirometry (7/24, 3—-15), inhaler technique (13/24, 11-16),
knowledge of asthma and knowledge of COPD (both scored
27/40, 17-33), influences or risks around asthma and COPD
(17/24, 12-22) and guidelines and SDM (18/32, 8-31).

PNs (n=15): The self-reported scores were as follows: guidelines
and SDM (21/32, 8-28), influences or risks around asthma and
COPD (14/24, 10-22), knowledge of COPD (24/40, 19-33),
knowledge of asthma (26/40, 19-34), spirometry (16/24, 11-23)
and inhaler technique (19/24, 12-24).

Conclusions: The results show that self-reported knowledge of
spirometry and inhaler technique amongst GPs is low, in contrast
to PNs who scored highly in these areas with one PN self-report-
ing a maximum score for inhaler technique. Conversely, PNs
scored themselves lowest for guidelines and influences or risks
around asthma and COPD, whereas the GPs scored themselves
highest in these areas. This contrast in reported levels of knowl-
edge suggests that there is a knowledge gap across primary care
clinical teams. However, the TNA is a self-reported subjective
measure which may not capture actual skill or knowledge level.
Corresponding author: Helen Kruk

Abstract Number: 34

Can a single-use spacer be used effectively on
multiple occasions?

Authors: Sanders MJ, Tran C

Institution: Clement Clarke International Ltd

Aim: We were interested to understand if a disposable spacer —
whose design origins and current purpose are for single use,
emergency situations and for which regular cleaning is neither
relevant nor feasible — could be used effectively on more than one
occasion.

Method: We have evaluated the emitted delivered dose content
uniformity (DCU) of salbutamol from Ventolin Evohaler (100 pg
metered dose, GSK) pressurised metered dose inhaler (oMDI) via
the DispozABLE Spacer (Clement Clarke). pMDls were primed
and shaken per manufacturer's instructions and connected to a
dose unit sampling apparatus (DUSA, Copley Scientific, operated
at 28.3 L/min) via the DispozABLE Spacer (Figure 1). Sample



testing was completed: four sets of two actuations (#3-4, 16—
17, 28-29 and 100-101) were dispensed into a single Dispoz-
ABLE Spacer with drug recovery from the actuator and DUSA.
Immediately following sample testing, for mass balance pur-
poses, four sets of control testing were completed using a new
Spacer on each occasion with recovery from actuator, Spacer
and DUSA. Salbutamol was quantified using validated HPLC and
reported as salbutamol base.

Results: Overall mean+SD salbutamol recovery (ug) did not differ
between Sample and Control: 11.0+1.5 and 10.6+1.2 (on actu-
ator) and 40.0+6.0 and 41.9+6.3 (DUSA), respectively. The mean
values for each actuation set (n=3 pMDls) are shown in Figure 2,
demonstrating the delivered emitted DCU through the canister
life. No value was outside 75-125% of the mean, remaining
therefore within acceptable limits.

Conclusion: The multiple use of a single DispozABLE Spacer
through the canister life of the Ventolin Evohaler did not have a
detrimental effect on the dose content uniformity of salbutamol.
These data suggest that a patient could use the Spacer repeat-
edly during a situation that required multiple puffs of drug — for
example, in the hospital emergency room, as an inpatient and/or
when access to nebulised drug is not immediately available.
Corresponding author: Mark Sanders

Abstract Number: 47

Perceptions of COPD patients of the proposed
withdrawal of high-dose inhaled corticosteroids
prescribed outside guidelines

Authors: Gilworth G, Harries T, Corrigan C, Thomas DM, White P
Institution: Kings’ College London

Background: Guidelines recommend the prescription of high-
dose inhaled corticosteroids (ICS) in COPD only for patients with
severe or very severe disease. High-dose ICS are commonly pre-
scribed outside guidelines for mild or moderate COPD despite
the lack of evidence of their benefit. They may cause side effects
including increased risk of pneumonia.

Aim: To explore patients' opinions and feelings about using high-
dose ICS prescribed outside guidelines and their attitudes to pro-
posed withdrawal.

Methods: One-to-one semi-structured qualitative interviews
were guided by a topic list. This included participants' under-
standing of COPD, length of use of ICS, perceived beneficial and
adverse effects, concerns regarding symptom control and re-
quired support during possible withdrawal. Participants under-
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went spirometry testing to confirm COPD severity. Interviews took
place at a location of the participants’ choice, were audio-
recorded and transcribed verbatim. Thematic analysis is under-
way using N-Vivo to assist data organisation.

Results: Twenty-two interviews were completed. Most partici-
pants were seen at home. Two recordings were lost due to tech-
nical issues, three participants did not meet spirometry eligibility
criteria. Many participants were not aware they were using a high-
dose ICS or of the risk of side effects. Attitudes to risk of side ef-
fects varied. Some participants were unconcerned by what they
perceived as low risk to them individually. Others were con-
cerned. Most would be willing to attempt withdrawal or titration
to a lower dose of ICS once provided with a reasoned explana-
tion. Participants expressed fears of worsening symptoms on
withdrawal of the ICS.

Participants' opinions of the support they should receive whilst
withdrawing from ICS included monitoring phone calls and main-
taining access to inhalers for immediate use should their symp-
toms deteriorate.

Conclusions: Most COPD participants would be willing to with-
draw from high-dose ICS with adequate support. They would
welcome more information relating to their medication and risks
of side effects.

Corresponding author: Gill Gilworth

Abstract Number: 42

IMPlementing IMProved Asthma self-management as
Routine Treatment: the IMP2ART programme

Authors: Pinnock H, Morrow S, McClatchey K, Taylor SJC, for
the IMP2ART programme group

Institution: The University of Edinburgh

The challenge of implementing supported self-management for

asthma

Supported self-management, which helps people adjust their

treatment in response to changes in symptoms, improves day-

to-day control and reduces the risk of asthma attacks. However,

for many reasons, supported self-management is not widely im-

plemented; fewer than a quarter of people replying to a recent

Asthma UK web survey owned an action plan. Our recent sys-

tematic review concluded that successful implementation of sup-

ported self-management requires attention to patient resources,
professional motivation and training, and organisational prioriti-
sation and support.

How the IMP2ART programme will address the challenge

Building on the findings of preliminary IMP2ART studies and

working with six general practices, Asthma UK, PRCS-UK and

Education for Health, we will develop the components of an im-

plementation strategy. For example:

e Patient resources to support self-management (eg, a range of
action plans; flexible access to professional advice; digital op-
tions)

e Professional education to motivate and train practice teams
(eg, online, team-based modules to raise awareness and pro-
vide specific skills)

e Organisational strategies to facilitate adoption (eg, audit/feed-
back; review templates; electronic action plans)

Facilitated by respiratory nurse specialists, practices will be

encouraged to adopt and adapt strategies to suit their practice

routines.
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Refining the implementation strategy

We will recruit GPs, asthma nurses and admin staff from four
practices to pre-pilot the implementation strategy and provide
qualitative feedback on feasibility.

The IMP2ART UK-wide trial

Following a pilot (n=12 practices), we will undertake a national
cluster RCT (n=144 practices) which will evaluate the impact and
cost-effectiveness of the IMP2ART implementation strategy on
unscheduled care (assessed from routine data) and ownership
of action plans. A mixed-methods process evaluation will explore
potential for scaling-up and sustainability.

Funding: IMP2ART is independent research funded by NIHR
PGfAR (RP-PG-1016-20008). The views expressed are those of
the authors, not necessarily those of the NHS, NIHR or Depart-
ment of Health.

Corresponding author: Hilary Pinnock

Abstract Number: 22

Cochrane review of serious adverse events in regular
treatment with salmeterol and inhaled steroids for
chronic asthma

Authors: Cates CJ, Schmidt S, Ferrer M, Sayer B, Waterson S
Institution: St George's, University of London

Aim: Epidemiological evidence has suggested a link between
beta2-agonists and increased asthma deaths. This Cochrane
systematic review aimed to assess the risk of mortality and non-
fatal serious adverse events in trials which randomised patients
with chronic asthma to regular salmeterol and inhaled corticos-
teroids (ICS) in comparison with the same dose of ICS.
Method: We analysed data from 41 studies in 27,951 adults and
eight studies in 8,453 children that compared regular salmeterol
in addition to ICS against the same dose of ICS. We included
parallel design controlled clinical trials on patients of any age and
severity of asthma if they randomised patients to treatment with
regular salmeterol and ICS, and were of at least 12 weeks dura-
tion. We conducted the review according to standard procedures
expected by the Cochrane Collaboration.

Results: No deaths were attributed to asthma in any of the stud-
ies and there were no deaths in children. The results for all-cause
mortality in adults are compatible with at best one less and at
worst one more death from any cause (in comparison with one
death on regular ICS alone). Non-fatal serious adverse events
(admissions to hospital) were not increased beyond the play of
chance in adults or children when regular salmeterol was added
to ICS as randomised treatment.

Conclusion: We remain uncertain of the safety of saimeterol and
ICS with respect to the risk of dying from asthma, while the re-
sults for non-fatal serious adverse events are too imprecise to
completely rule out any increased risk. Clinical decisions regard-
ing regular use of salmeterol in combination with ICS have to take
into account the balance between known symptomatic benefits
of salmeterol when used in combination with an ICS and the re-
maining degree of uncertainty associated with its potential harm-
ful effects.

Corresponding author: Sam Waterson
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Abstract Number: 28

Does the severity of COPD affect inspiratory power
across different inhalers? Part 2: Non-capsule devices
Authors: Sanders MJ, Green A

Institution: Clement Clarke International Ltd

Aim: Pressurised metered dose (pMDI), soft mist (SMI) and dry
powder (DPI) inhalers are popular as therapy delivery options in
COPD but can differ markedly in resistance and inspiratory flow
requirements. We explored whether disease severity could influ-
ence the ability of subjects to use these inhalers effectively.
Method: We measured device resistance (R=kPal2/L/min) ac-
cording to Clark and Hollingworth," and interpolated mean values
(n=6) for pMDI Evohaler (GSK), SMI Respimat (Boehringer Ingel-
heim), DPIs Ellipta (powder blister, GSK) and Turbohaler (powder
reservoir, AstraZeneca) at the device-effective flow rates identified
from the literature? or attributed for calculation: Evohaler 10 L/min,
Respimat 20 L /min, Ellipta 30 L/min and Turbohaler 30 L/min.
Minimum inhalation duration was attributed on a pragmatic basis
allowing for coordination, delivery and chase air times. Inspiratory
power (airWatts/inhalation) was calculated as flow rate (L/s) x
pressure (kPa) x duration (s). Using reference inspiratory flow pro-
files® for subjects with moderate (n=12, FEV1 predicted 50-80%)
and very severe COPD (n=10, <30%) we calculated the power
that could be applied by an untrained subject inhaling against the
device resistances at specified flows for the duration, expressing
the result as a ratio of power generated by the subject to that re-
quired by the device.

Results: Flow rate, resistance, duration data and inspiratory
power are given in Figure 1. Devices that propel the medication
towards the patient (pMDI, SMI) required less inspiratory power
than the higher resistance DPIs. All of the devices were within the
theoretical capability of the subjects for successful use.

Conclusion: The data indicate that COPD disease severity has
an important influence on ability to use these inhalers, with inspi-
ratory power requirements potentially representing an important
consideration for device selection particularly as disease
progresses. We are currently undertaking further research to

determine any effect of training on power requirements.

1. Clark and Hollingworth. J Aerosol Med 1993. https://doi.org/10.1089/jam/1993.6.99
2. Haidl et al. Respiratory Medicine 2016. https://doi.org/10/1016/j.rmed.2016.07.013
3. Wachtel et al. Respir Drug Del 2006; 2: 511-514.

Corresponding author: Mark Sanders
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Does the severity of COPD affect inspiratory power
across different inhalers? Part 1: Capsule devices
Authors: Sanders MJ, Green A

Institution: Clement Clarke International Ltd

Aim: Capsule dry powder inhalers (DPIs) differ markedly in resist-
ance and inspiratory flow requirements. We explored whether
COPD disease severity influenced the ability of subjects to use
DPIs effectively.

Method: We measured capsule DPIs Handihaler (Boehringer In-
gelheim), Breezhaler (Novartis) and Zonda (Laboratorios Li-
consa/Teva) device resistance (R=kPal2/L/min, Clark and
Hollingworth1), and interpolated mean values for each DPI (n=6)
at the literature2-4 device-effective flow rate (20, 50 and 30 L/min
for Handihaler, Breezhaler and Zonda, respectively). Next, we
connected the devices to a Copley LCP5 precision vacuum
pump to determine capsule-emptying (inhalation duration) and
calculated inspiratory power (airWatts/inhalation) as flow (L/s) x
pressure (kPa) x duration (s). Using reference inspiratory flow pro-
files5 for subjects with moderate (n=12, FEV1 predicted 50-80%)
and very severe COPD (n=10, <30%), we calculated the power
an untrained subject could apply inhaling against the device re-
sistances at specified flows for the duration, and expressed the
result as the ratio of power generated by the subject to that re-
quired by the device.

Results: At the specified flow, Handihaler and Zonda capsules
emptied in 2.5 s (Figure 1). The higher effective flow for the lower
resistance Breezhaler led to capsule emptying in 1.5 s. Despite
similar resistance and duration, Handihaler required less power
than Zonda because of the lower flow requirement. Although
Breezhaler is a lower resistance device, greater inspiratory power
was necessary owing to higher flow requirement.

Conclusion: The data indicate that COPD severity has an im-
portant influence on the ability to use capsule inhalers. Some
capsule inhalers may be beyond the capability of some COPD
subjects to use correctly. While capsule inhalers appear similar,
there are differences in duration of capsule emptying and inspi-
ratory power that may be clinically relevant. Inspiratory power as-
sessments may represent an important consideration for inhaler
device selection and merits further investigation.
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. Clark and Hollingworth. J Aerosol Med 1993. https://doi.org/10.1089/jam/1993.6.99

2. Chohosh et al. J Aerosol Med 2014
https://doi.org/10.1089/089426801316970268

3. Ghosh et al. J Aerosol Med Pulm Drug Del 2018
https://doi.org/10.1089/jamp.2017.1416

4. https://www.mhra.gov.uk/home/groups/par/documents/

websiteresources/con723050.pdf

5. Wachtel et al. Respir Drug Del 2006; 5: 511-514.
Corresponding author: Mark Sanders

Abstract Number: 65

Characterisation of blood eosinophils and their asso-
ciation with disease outcomes in steroid-naive COPD
patients in primary care: descriptive cohort study
using the Clinical Practice Research Datalink (CPRD)
Authors: Ashdown HF, McFadden E, Thomas DM, Pavord ID,
Butler CC, Bafadhel M, Smith M

Institution: University of Oxford

Aim: Blood eosinophils are a potential biomarker to guide choice
of maintenance treatment in COPD. We aimed to explore blood
eosinophil testing, its values, and their relationship to patient char-
acteristics and disease outcomes in routine primary care.
Method: We used routinely collected data from UK primary care
in the CPRD, linked with Hospital Episode Statistics. Included
COPD patients were >40 years with smoking history and diag-
nostic spirometry, not previously treated with inhaled corticos-
teroids, starting a new inhaled maintenance medication between
2005 and 2015. Primary analysis used the most recent blood
eosinophil count in the two years before the new treatment,
divided into high (>150/uL) and low (<150/uL) groups. We ex-
plored the relationship of blood eosinophils to patient and disease
characteristics; Cox regression compared eosinophil groups for
time-to-first-exacerbation after maintenance treatment initiation.
Results: 30,384 patients fulfiled the inclusion criteria, of whom
18,462 (60.8%) had a valid eosinophil count. Testing occurred
less in males, current smokers, asthma, increasing severity of
COPD and increasing baseline exacerbation frequency. In those
tested, median eosinophil count was 200 cells/uL (interquartile
range 100-300/uL), with 31.8% in the low and 68.2% in the high
group. Higher eosinophils were significantly associated with male
sex, younger age, ex-smokers, lower severity classification,
atopy, asthma and higher baseline exacerbations. Median time-
to-first-exacerbation was 524 (95% Cl 510 to 540) days, with no
difference between the eosinophil groups (adjusted hazard ratio
0.98 (0.93-1.02, p=0.26)), and this did not change when the
eosinophil threshold was increased to >300/uL. A high most re-
cent eosinophil count was 98.4% predictive of a high mean
eosinophil count over the previous two years.

Conclusion: In a primary care population commencing a new
maintenance treatment, blood eosinophils are not a marker of
prognosis. However, those with eosinophils tested may not be rep-
resentative of the whole COPD population. Most recent eosinophil
count may be a suitable surrogate for multiple values over time.
Corresponding author: Helen Ashdown
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Abstract Number: 64

Use of blood eosinophils to predict outcomes under
inhaled maintenance treatment in steroid-naive COPD
patients in primary care: new user cohort study using
the Clinical Practice Research Datalink (CPRD)
Authors: Ashdown HF, McFadden E, Thomas DM, Pavord ID,
Butler CC, Bafadhel M, Smith M

Institution: University of Oxford

Aim: Blood eosinophils are a potential biomarker to guide inhaled
corticosteroid (ICS) treatment in COPD. We aimed to investigate
whether blood eosinophil levels predict the effect of maintenance
treatment with ICS versus non-ICS in routine primary care.
Method: We used routinely collected data from UK primary care
in the CPRD, linked with Hospital Episode Statistics. Included
COPD patients were aged >40 years with a smoking history and
diagnostic spirometry, not already treated with ICS, starting a new
inhaled maintenance medication (intervention group: ICS; com-
parison group: long-acting bronchodilator, non-ICS) between
2005 and 2015. Primary analysis used the most recent blood
eosinophil count in the two years before the new treatment, di-
vided into high (>150/uL) and low (<150/uL) groups. Primary out-
come was time-to-first-exacerbation event after maintenance
treatment initiation, compared between ICS and non-ICS groups,
stratified by blood eosinophil group. Cox regression using covari-
ates likely to contribute to confounding by indication, including
severity and baseline exacerbation frequency, investigated the in-
teraction of blood eosinophils.

Results: Of 8,452 patients, 50.2% initiated an ICS (68.0% high
eosinophil) and 49.8% a non-ICS treatment (67.3% high
eosinophil). Risk of exacerbation was higher in patients pre-
scribed ICS than non-ICS, but with a lower risk seen in those with
high eosinophils (hazard ratio 1.12, 95% CI 1.06 to 1.19) than
low eosinophils (1.30, 95% CI 1.20 to 1.43) (p value for interac-
tion, 0.005). The association was attenuated but remained sig-
nificant (p=0.02) in a model adjusted for covariates including
severity and baseline exacerbation frequency.

Conclusion: This is the first study demonstrating significant pre-
dictive effect of blood eosinophils on ICS treatment outcomes in
primary care, in a very large COPD population studied. In contrast
to results from trials, the ICS group had worse outcomes, likely
due to residual confounding by indication. Blood eosinophils may
be a low-cost and acceptable way to identify patients most likely
to benefit from ICS.

Corresponding author: Helen Ashdown
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Abstract Number: 49

Asthma friendly schools: an intervention to improve
asthma management by staff in primary schools in
Haringey

Authors: Kerr E, Holliday T, Singh G

Institution: University College London

Brief outline on the context: Asthma is the most common
chronic health condition in children, causing significant morbidity
and mortality in 9% of UK primary school children, or approxi-
mately three children in each class of 30 students. Haringey is
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the sixth most deprived borough in London and has particularly
poor outcomes for children with asthma.

Details of the issue: The NHS spends over £137m on asthma-
related hospital care each year and yet, in 2016, 11 children in
London died as a result of an asthma attack — aimost half of all
childhood asthma deaths in the UK. The National Review of
Asthma Deaths highlighted a need for 'getting the basics right',
including in the education sector.

Analysis of the problem: Primary schools could help to reduce
preventable asthma admissions and deaths through the imple-
mentation of a set of standards to improve staff knowledge and
confidence in managing asthma.

Strategy for change: This project aimed to promote collabora-
tion between schools, healthcare and the local authority to
improve asthma outcomes in Haringey via the implementation of
five key 'Asthma Friendly' standards. Newly-designated 'Asthma
Leads' in primary schools assisted with implementation of the
standards and asthma training was provided to all staff.
Measurement of improvement: A pre- and post-intervention
audit of each school used questionnaires to evaluate staff knowl-
edge of asthma management.

Effects of changes: Pre-intervention, 36% of staff felt uncertain
of the procedure to follow in an asthma attack. Post-intervention,
100% of staff agreed that they were confident in managing an
asthma attack.

Lessons learned: Our simple and cost-effective intervention suc-
cessfully filled a significant gap in staff knowledge of asthma man-
agement, suggesting that primary schools have a key role in the
community in helping to reduce asthma morbidity and mortality.
However, this requires a willingness to work with patience and
persistence across sectors.

Corresponding author: Emma Kerr

Abstract Number: 25

A retrospective multi-practice audit identifying factors
contributing to uncontrolled asthma in adults and
children

Authors: Anderson S, Canavan M

Institution: Respiratory Care Solutions

Introduction: The national review of asthma deaths (2014) found
that 46% of deaths could have been avoided if patients had been
better managed in the year before they died. People did not re-
ceive key elements of routine care; many reviews did not include
key components: 73% did not have their asthma control
assessed and only 42% had an assessment of their medication
use. Compliance with ICS was low (38% had fewer than four pre-
scriptions in the year); 39% had more than 12 SABA inhalers in
the last year.

Methods: Respiratory Care Solutions (RCS) has been working
with a collaboration of eight GP surgeries to standardise the res-
piratory care and reduce variation. We retrospectively audited
notes of 156 patients who had attended for an asthma review in
the past six months.

Results: 156 people attended for an asthma review including 43
children. 18% had asthma and COPD, 53% (13% children) had
uncontrolled asthma as defined by an asthma control test <20.
Only 1% attended acutely. 96% of the patients who had poor
asthma control were not taking their preventer inhaler regularly
or had poor inhaler technique. Other factors contributing to



uncontrolled asthma were: rhinitis 21%, GORD 8%, laropha-
rangeal reflux 21% and anxiety 5%.

Discussion: A high percentage of asthma patients are at risk of
exacerbation or death but lack insight into the importance of tak-
ing regular ICS therapy. Asthma patients require education and
empowerment. It would be useful for Asthma UK to develop a
patient passport similar to the BLF COPD passport, so patients
are aware of ideal asthma management. It is important for clini-
cians to count both the reliever use and preventers issued to pa-
tients, but also a discussion with the patients about what they
are using and when, because quite often pharmacies are collect-
ing and patients are not using.

Corresponding author: Melissa Canavan

Abstract Number: 51

The Improving Asthma Care Together (ImpACT) project
Authors: Subramanian D, Greenwood S, Ali S, Bennett C,
Lagnado H, Sutton L

Institution: Royal Derby Teaching Hospital NHS Foundation
Trust

Introduction: The Improving Asthma Care Together (ImpACT)
project implemented a novel model of care which provides an in-
tegrated responsive services for patients with asthma in Derby.
Problem: Our baseline audits showed that a low number of pa-
tients (20%) who were admitted to hospital had a management
plan and only 20% were reviewed by their GP practice within 48
hours of discharge. Patients also found it difficult to access serv-
ice and support during an exacerbation.

Strategy for change: We implemented a whole-scale service in-
tervention which included in-reach to the emergency department,
a ward discharge clinic, a 7-day telephone helpline and face-to-
face review by specialist nurses within GP practices.
Measurement of improvement: A questionnaire was devised
and patients were asked to complete this approximately 6 weeks
following the intervention. A 10-point scale was used to ask pa-
tients what their confidence levels were in self-managing their
asthma (O=no confidence and 10=highly confident) and how they
rated their asthma control (O=poor and 10=excellent).

Effect of change: The service led to significant improvements in
patients’ self-reported assessment of asthma control and confi-
dence in managing their own asthma (Figures 1-3; paired t-test
p<0.001; n=107). Over 600 FeNO measurements were per-
formed in primary care. Monthly asthma admissions from De-
cember to April have consistently been lower than the preceding
year, despite an increase in respiratory attendances. 91% of gen-
uine asthma admissions were followed up by our service.

Figure 1
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Figure 2

Figure 3

Lessons learned: The service led to an improvement in patient-
reported asthma control and self-management. Qualitative feed-
back demonstrated that patients valued this service, in particular
the responsiveness and knowledge of the staff. The service also
led to a significant improvement in 48-hour follow-up reviews.
Message for others: An integrated responsive service for
asthma can be effective in improving patients’ asthma control,
self-management and can lead to a reduction in asthma admis-
sions.

Corresponding author: Deepak Subramanian

Abstract Number: 43

BREATHE - Outcomes of a different kind of
breathlessness clinic

Authors: Gaduzo S, Gupta V

Institution: Cheadle Medical Practice

Introduction: Patients with breathlessness referred to cardiology
or respiratory clinics are often sent on to the other specialty if the
diagnosis is unclear. This can lead to a delay in diagnosis, dupli-
cation of investigations and inconvenience for patients. An audit
of a sample of such referrals confirmed this. With support from
CCG and FT, initially under the ‘100 day improvement’ banner,
we set up a joint clinic with a cardiologist and respiratory physi-
cian consulting together, having access to ECG, echocardio-
gram, spirometry and CXR. The aim was to see and assess
patients in one stop if possible. If further investigations were nec-
essary, they would be arranged and a report, results and treat-
ment plan sent to the GP. Where possible, patients were
signposted to appropriate community teams, self-help organisa-
tions, etc. All appointments were for new patients. Follow-up was
carried out in individual specialty clinics.
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Method: Patients were initially recruited from outpatient waiting
lists. The results from the first cohort have been previously re-
ported at the BTS Winter Meeting 2017. This report examines
the second cohort of 53 attendees, the majority of whom were
referred directly to BREATHE (Breathlessness Rapid Evaluation,
Assessment, Treatment and Health Education) from one-year
care using a template developed with GPs. More than half were
assessed with only one outpatient attendance. Extra investiga-
tions included full lung function, HRCT thorax, stress echo,
overnight oximetry, 24-hour ECG and cardiac MRI.

Results: There was a range of final primary diagnoses and a sig-
nificant number with multifactorial causes. Of significance is the
relatively high number with deconditioning, anxiety, high body
mass index (data to follow). Patient feedback was very positive,
most commenting that although they spent a couple of hours in
the clinic, a lot was done and they liked the collaboration between
consultants. The clinicians themselves comment that they have
found consulting together rewarding and also an invaluable asset
in terms of communication and learning between specialties.
Discussion: Although resource-intense, this model of joint con-
sultation and investigation offers an alternative symptom-based
way of dealing with breathless patients whose diagnosis is not
clear. We would like to develop the pathway and model further
with more involvement of primary and community care teams.
Corresponding author: Stephen Gaduzo

Abstract Number: 53
Co-morbidities in high SABA users
Authors: Gaduzo S

Institution: Cheadle Medical Practice

Introduction: In 2014 the National Review of Asthma Deaths
(NRAD) showed that high SABA use was associated with a
higher chance of dying from asthma. Cheadle Medical Practice
(CMP) is a suburban group practice consistently attaining maxi-
mum QOF points for respiratory, with low exception rates. We
also have slightly lower admission rates for asthma compared to
our CCG average. | wanted to see whether there was a correla-
tion between high SABA use and co-morbidities, especially anx-
iety and depression, and whether these patients had attended
for practice nurse asthma review in the previous year.

Method: A search was conducted on the clinical system (Emis)
for patients with asthma diagnosis, but not COPD, with 12 or
more issues of salbutamol in the previous 12 months. Their notes
were individually checked for co-morbidities and reviews.
Results: CMP practice population is 12,038 and we have 875
on the asthma register (7.2%). 31 patients (3.5%) had been is-
sued 12 or more SABAs. All had been invited for formal asthma
review; only 32% had attended. All 31 patients had co-morbid
conditions; depression and muscle-skeletal problems were the
commonest, each occurring in 42%. Anxiety was present in 26%
and, interestingly, drug abuse was listed in 16%. All who had at-
tended for practice nurse review had their SABA put on ‘variable
repeat’ during that review. During the notes review all were con-
verted to this to make tracking prescription frequency easier. ‘Fre-
quent SABA use’ alert was added to their notes. The CMP
respiratory team will prioritise recalling these patients for review.
Further work will include examining exacerbation and admission
rates and ICS prescription compliance.

Corresponding author: Stephen Gaduzo
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Abstract Number: 38

FeNO: taking the guess work out of asthma
Authors: Hart PV

Institution: Bower Mount Medical Practice, Maidstone

Introduction: There has been a great deal of discussion recently
regarding the merits of using fractional exhaled nitric oxide (FeNO)
as a diagnostic tool for asthma. NICE favours its use as an ob-
jective measurement. The PCRS is more reserved, with the
stance that it can be useful when diagnosis is unclear but the
cost implication for individual primary care practices is impractical
and confounding factors may affect the accuracy of the results
(Primary Care Respiratory Update, Vol 5, Issue 1, Spring 2018
pp 9 — 14). The discussion so far has centred around diagnosis
rather than FeNO use in the management of asthma. The author
was interested to see whether FeNO could be a useful tool, not
just in diagnosis but in the actual management of asthma.
Method: Niox Vero kindly lent a FeNO machine and consum-
ables for a period of 4 months to a primary care practice. A total
of 63 patients were tested as part of their routine asthma review,
10 of whom were tested for diagnostic purposes.

Results: A range of benefits were ascertained. Of particular ben-
efit was the ability to ascertain if symptoms were related to
asthma or another known co-morbidity such as chronic obstruc-
tive airways disease or gastro-oesophageal reflux disease. This
ensured that inappropriate escalation of asthma medications was
prevented and gave reassurance that high-dose steroids could
be safely reduced in some patients. This suggests that the cost
of FeNO could be offset by the reduction in medications and in-
appropriate hospital referrals. Inflammation precedes exacerba-
tion, so easy and early detection would suggest that
life-threatening asthma attacks and the cost of emergency hos-
pital admissions may also be prevented.

Conclusion: This small scale project indicates that FeNO could
be a useful tool in the management of asthma. The author pro-
poses that further research with a wider patient population be
conducted.

Corresponding author: Patricia Hart

Abstract Number: 13

Potential for FeNO testing in general practice asthma
management

Authors: Daw R, Petty D

Institution: Westcliffe Medical Practice, Shipley, Bradford

Context: NICE recommended FeNO testing to help diagnose

asthma and as an option to support management in people who

are symptomatic despite using inhaled corticosteroids (ICS).1

FeNO testing has also been shown to be useful in predicting the

response to ICS and in reducing ICS.2,3

Analysis of problem: Little is known about how to use FeNO

testing in ‘real-world’ practice. We aimed to pilot FeNO testing

to see if it could improve:

e diagnostic accuracy of patients presenting with asthma-like
symptoms

e patients’ acceptance of an asthma diagnosis

e confidence in stepping-down ICS treatment

Strategy for change: Asthma nurses were trained to use the

FeNO testing and how to apply it alongside normal clinical practice.

Four nurses in five surgeries were trained. 107 patients were reviewed.



Measurement of improvement: Data were collected on FeNO
testing used to assist/confirm asthma diagnosis, patients not ac-
cepting diagnosis and determining ICS step-up/down. Follow-
up data were collected after 3 months.

Results: The mean age of patients was 46 (63% female). FeNO
testing was used to assist in diagnosis in 39 (36%) patients, con-
firm existing diagnosis in 11 (10%) help patient accept the diag-
nosis in 1 (1%), improve adherence in 12 (11%) and to help ICS
step-down in 27 (25%) and step-up in 26 (24%). Use of FeNO
testing increased confidence in making an asthma diagnosis in
74 (69%) cases, stepping up/down ICS in 57 (53%) and increas-
ing patient confidence in treatment changes in 39/51 cases
(76%). ICS was increased in 12, reduced in 18 and used not to
increase ICS in 22 patients. The net annual savings on ICS pre-
scribing was £3,206, outweighing FeNO costs.

Leasons learnt: FeNO testing improves practitioner and patient
confidence. Savings on ICS outweighed costs. Training is re-

quired to ensure appropriate targeting of FeNO testing.
1. NICE. https://www.nice.org.uk/guidance/dg12

2. Smith AD, et al. N Engl J Med 2005;352:2163-73.

3. Price DB, et al. Lancet Respir Med 2018;6:29-39.

hittp://dx.doi.org/10.1016/S2213-2600(17)30424-1.
Corresponding author: Robert Daw

Abstract Number: 87

Seasonal influenza vaccination of inpatients admitted
to hospital with acute exacerbations of COPD: a
missed opportunity?

Authors: Vila B, Foley K, Vaghela A, Restrick LI

Institution: Whittington Health

Background: Acute exacerbations of COPD (AECOPD) are often
triggered by respiratory viruses including influenza and are asso-
ciated with significant morbidity and mortality. Annual influenza
vaccination (IV) is a high value intervention in COPD (Figure 1;
COPD Value Pyramid) and is recommended by NICE. While each
flu season' we admit patients with AECOPD who have not been
vaccinated pre-admission, hospitals have not historically offered
IV to inpatients.

Aim: The aim of this study was to quantify (1) the number of in-
patients admitted with AECOPD not vaccinated pre-admission
at one London Trust over a 6-month flu season and (2) if/how
they received IV subsequently.

Method: Patient demographics and vaccination status pre-ad-
mission and at flu-season end were determined for all inpatients
admitted with confirmed AECOPD diagnosis (RCP Audit) from 1
October 2017 to 31 March 2018.
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Case for change: 63 patients were admitted with AECOPD
(Table 1; demographics); 16/63 (25%) were not vaccinated pre-
admission. Of these, 5/16 (31%) were vaccinated during admis-
sion. Only 3/11 (27%) discharged without IV were subsequently
vaccinated (Figure 2; IV status). 8/63 (13%) patients with
AECOPD-related admission had not been vaccinated by 31
March 2018.

Adding flu vaccination to 'COPD Bundle': Patients admitted
to hospital with AECOPD are arguably at greatest need of IV.
Whilst 75% of patients had received vaccination pre-admission,
13% of this vulnerable group had still not been vaccinated by flu-
season end.

Discussion: We believe that hospital admission represents an
opportunity to offer IV to patients with COPD who have missed
out and that vaccination pre-discharge would be cost-effective,
particularly when comparing the relative costs of vaccination ver-
sus readmission with AECOPD secondary to influenza. Because
a COPD Bundle is already part of standard care as an enabler of
evidence-based interventions and IV is an evidence-based inter-
vention, we now include IV status and vaccination as a compo-
nent of our COPD Bundle and will evaluate the impact from
October 2018 to March 2019.

Corresponding author: Pierre Vila

Abstract Number: 81

Does hospital at home improve patient-reported
symptom burden associated with an acute
exacerbation of chronic obstructive pulmonary
disease? A retrospective audit of pre- and post-COPD
assessment test scores

Authors: Sayat E, Middleton A, Roots D, Bhowmik A, Graham L
Institution: Homerton University Hospital NHS Trust

Background: Hospital at Home (HAH) is an evidenced-based
model of care for the management of acute exacerbations of
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chronic obstructive pulmonary disease (AECOPD)." The Adult
Cardiorespiratory Enhanced and Responsive Service (ACERS)
HAH team is an integrated seven-day respiratory team which has
been documented to reduce COPD-related bed days and hos-
pital admissions.? The impact on symptom burden was not re-
ported. This retrospective audit analysed if ACERS HAH
intervention improved patient-reported symptom burden meas-
ured using the COPD Assessment test (CAT).3

Method: All patients with COPD referred to ACERs HAH service

self-administered the CAT questionnaire on the initial and final

contact with the team. HAH included regular home visits or tele-
phone calls to assess and monitor patients’ AECOPD symptoms
until they had resolved. All patients referred with an AECOPD from

April to December 2017 with completed datasets were included

in the retrospective analysis. 332 patients were referred to the

service within the time period. Of these, 113 (33%) had complete

datasets. Patients spent an average of 20 days (range 1-63)

under HAH. 61 patients (54%) were female, 79 (70%) were ex-

smokers and 82 (72%) had moderate or severe airflow obstruc-
tion.

Results: 94 patients (85%) had a reduction in their CAT score

post HAH intervention. The overall mean (SD) difference in CAT

scores was 6.83 (6.78) points (95% Cl 5.57 to 8.10, p<0.0001).

The mean (SD) pre-CAT score was 28.31 (6.16) and post-CAT

score was 21.48 (7.84).

Discussion: This retrospective audit demonstrated that the

ACERs HAH service was both clinically and statistically effective

in reducing symptom burden for patients following an AECOPD.

The overall mean decrease in score met the proposed minimal

clinical importance difference (MCID) proposed for the CAT of 2

points.*

1. Jeppesen E, Brurberg KG, Vist GE et al. Hospital at home for acute exacerba-
tions of chronic obstructive puimonary disease. Cochrane Database Syst Rev.
2012 May 16;(5):CD003573. doi: 10.1002/14651858.CD003573.pub2.

2. Garner A, Hodson M, Ketsetzis G, et al. An analysis of the economic and patient
outcome impact of an integrated COPD service in east London. Int J Chron Ob-
struct Pulmon Dis. 2017; 12: 1653-1662.

3. Jones PW, Harding G, Berry P et al. Development and first validation of the
COPD Assessment Test. Eur Respir J. 2009 Sep;34(3):648-54.
doi: 10.1183/09031936.00102509.

4. Kon SS, Canavan JL, Jones SE et al. Minimum clinically important difference for
the COPD Assessment Test: a prospective analysis. Lancet Respir Med. 2014

Mar;2(3):195-203. doi: 10.1016/52213-2600(14)70001-3. Epub 2014 Feb 4
Corresponding author: Laura Graham

Abstract Number: 35

Pilot project to identify undiagnosed respiratory
disease in individuals accessing drug and alcohol
services in Tower Hamlets

Authors: Addo B, Mohamed M, Davey C, Simpson J
Institution: Barts Health NHS Trust

Outline: Referrals to the community respiratory team in Tower
Hamlets have risen in patients with a history of drugs or alcohol
misuse. Amongst this population it is perceived a large number
do not access primary care services, so diagnosis and manage-
ment of health conditions occur at a more severe stage of dis-
ease. Itis also known that the use of opiates can mask respiratory
symptoms. It is therefore likely that a high level of undiagnosed
respiratory issues are present amongst drug and alcohol users.
Aim: To assess individuals accessing drug and alcohol services
who may have undiagnosed respiratory disease using spirometry.
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Method: Links were established with RESET (drug and alcohol
service). A respiratory physiotherapist and technician attended
for five sessions over three weeks. Spirometry was offered to all
individuals attending walk-in clinics. Smoking status was
recorded and current smokers were offered referral to smoking
cessation services.

Results: 20 individuals had spirometry testing. All those tested
had a smoking history; 95% were current smokers, of which 32%
accepted referral to smoking cessation.

Messages for others: This has shown that a significant number
of patients accessing drug and alcohol services may have an un-
diagnosed respiratory disease. It has confirmed high levels of
smoking amongst this population. There is potential for further
joint working between respiratory services and drug and alcohol
services with this group of individuals.

Corresponding author: Bianca Addo

Abstract Number: 89

Reviewing outcomes for patients attending a follow-on
class after pulmonary rehab: a service evaluation
Authors: Stirton-Croft AJ, Murnane D, Austin G

Institution: Hertfordshire Community NHS Trust

Introduction and objectives: There are multiple benefits for
those with chronic obstructive pulmonary disease (COPD) to
complete pulmonary rehabilitation (PR). Short-term benefits in-
clude reducing dyspnoea, improving health-related quality of life,
exacerbation reduction and improved exercise tolerance. 1,2 Fur-
thermore, the burden of long-term conditions (LTC)3 on the over-
stretched NHS means self-management and reducing
symptoms associated with LTC such as COPD is essential. A
service evaluation was carried out to establish if there are long-
term benefits to attending a follow-on class after completing an
NHS-provided PR course.

Method: In East and North Hertfordshire (E&NH) a specific PR
follow-on class is held at Hartham Leisure Centre. It is based on
the 12 station circuit of the PR course delivered by Hertfordshire
community NHS Trust (HCT) with two additional exercises. Inclu-
sion for the follow-on class is completion of the HCT PR course.
Participants of the follow-on class were opportunistically invited
to be re-evaluated for mobility, psychological and quality of life
markers. There were no restrictions for length of time since com-
pleting the PR course or number of follow-on sessions attended.
Results: Overall it was found that those attending the follow-on
group were still receiving beneficial effects up to 30 months after
completion of the PR course. 87% of patients were walking fur-
ther or equal to their pre-course assessment. Depression and
anxiety markers were reduced over the same time period. Some
individuals had reported exacerbations since completing the
course. Of the patients reviewed, 62.5% had overall improve-
ments in quality of life (CAT).

Conclusion: Follow-on exercise classes after completing HCT
PR at Hartham Leisure Centre can have beneficial effects on
quality of life, depression and anxiety measures and increasing
mobility for at least 30 months following completion of a PR pro-

gramme.

1. Heppner P, Morgan C, Kaplan R, Ries A. Regular walking and long term main-
tenane of outcomes after pulmonary rehabilitation. Journal of Cardiopuimonary
Rehabilitation 2006; 26:44-53

2. Robinson H, Williams V, Curtis F, Bridle C, Jones A. Facilitators and barriers to
physical activity following pulmonary rehabilitation in COPD: a systematic review



of qualitative studies. Primary Care Respiratory Medicine 2018: 1-12
3. Goodwin N, Curry C, Naylot C, Ross S, Duldig W. Managing people with long-
term conditions. The King’'s Fund 2010

Corresponding author: Alison Stirton-Croft

Abstract Number: 82

Understanding poor referral rates to pulmonary
rehabilitation: an online survey of service providers
Authors: Haque HW, Early F, Welwood I, Deaton C, Johnathan F
Institution: Cambridge University Hospital NHS Foundation
Trust (Addenbrookes Hospital)

Background: Pulmonary rehabilitation (PR) is an effective and
cost-effective intervention for COPD; improving quality of life, fos-
tering self-management skills and reducing hospital admissions
due to exacerbations. Despite these benefits, in 2013/14 only
15% of eligible patients were referred to PR; of those, only 10%
attended initial assessment.

Objectives: To identify barriers and understand the different kinds
of work that people do around operationalising referral to PR
services.

Methods: A 44-item online survey informed by Normalisation
Process Theory (NPT) was circulated to 21 PR service providers
in the East of England PR Network. Items included Likert-type
scales and open questions. Analysis used descriptive statistics
and thematic analysis of open questions.

Results: The response rate was 71% (15/21) (11 physiothera-
pists (73%); 2 nurses (13%), 2 other health professionals (13%)).
Most PR programmes were commissioned by Clinical Commis-
sioning Groups (94%) and provided by NHS Trusts (73.3%) as
cohort (66.7%) and rolling programmes (33.3%) in community
(68.2%) and hospital settings (13.6%). Most were group-based
(75%). Referral was accepted from primary and secondary care.
In open questions, providers' views of patients' perceived value
of PR depended on good explanation of the service by referrer,
with patients most likely to attend if the rationale for PR was prop-
erly explained at referral and word of mouth. Reasons for poor
attendance were attributed to lack of motivation, limited knowl-
edge of potential benefits, acute illness, co-morbidities and trans-
port difficulties. Increased clarity of service providers' roles and
greater professional awareness of PR were considered crucial to
sustain PR referral rates and explained some variation in health-
care professionals' referral rates.

Conclusion: The findings illustrate the interactions between serv-
ice providers' capacity for action (provider judgements and deci-
sion-making process) and factors that drive the referral process.
Corresponding author: Hena Haque

Abstract Number: 74

The effectiveness of an integrated pulmonary
rehabilitation (PR) introductory education session in
improving capacity in the ACERs PR Service: a
retrospective audit

Authors: Tipple J, Chan J, Kenward A, Huxen L, Green G,
Graham L

Institution: Homerton University Hospital NHS Trust

Introduction: The National Puimonary Rehabilitation (PR) Audit
(2015) reported 31% patients dropped out between referral to
assessment. The literature documents one barrier to lack of per-
ceived benefit.! In 2015/5 44% of all initial assessments in the
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Adult Cardiorespiratory Enhanced and Responsive Service
(ACERs) PR service were not attended, which equalled 255 hours
of clinical time wasted. With referral rates to the ACERs PR serv-
ice increasing yearly, capacity has remained the same. This proj-
ect piloted a PR education session aimed at reducing
non-attenders and improving uptake to the ACERs PR service.
Method: All patients referred from primary care were included;
those excluded were internally referred patients, consultant re-
ferrals, post-exacerbation PR referrals, non-English speaking pa-
tients or patients with a psychosocial/cognitive barrier limiting
group participation. The monthly education sessions were co-led
by a physiotherapist and a psychologist supported by an expert
patient. Patients were educated on what PR, anxiety-related
breathlessness and the patient experience of PR.
Result: From January to June 2018 a total of 170 patients were
referred. Of these, 51% (n=86) were male, 90% (n=153) had
COPD and 66% (n=102) had moderate or severe airflow obstruc-
tion. Overall, 33% (n= 56) attended a session. Of the 56 patients
that attended, 80% (n=45) booked an initial PR assessment, 18%
(n=10) declined PR and 2% (n=1) were referred to another serv-
ice. In total, 114 hours of clinical time were saved through this
model of care.
Conclusion: An integrated PR education session was successful
in increasing the capacity of the ACERs PR service by reducing
the number of wasted clinical hours from non-attenders. Rolling
this out to all referrals to the service would increase the capacity
even further. More work needs to be done to assess the impact
of this model of care on completion rates, another challenge for
both local and national PR services.

1. Keating A1, Lee A, Holland AE. What prevents people with chronic obstructive
pulmonary disease from attending pulmonary rehabilitation? A systematic review.
Chron Respir Dis. 2011;8(2):89-99. doi: 10.1177/1479972310393756.

Corresponding author: Laura Graham

Abstract Number: 50

Health literacy assessment in pulmonary rehabilitation:
how well do we communicate with our patients
through written patient information and literature?
Authors: Grimwood L, Sellers, V

Institution: BOC

Background/introduction: It was identified that a significant pro-
portion of patients required help completing written paperwork
during pulmonary rehabilitation (PR). This raised a concern re-
garding patients' health literacy levels that may not be a localised
issue. An audit was conducted across all PR services to discover
the extent of the problem. Existing and emerging literature sug-
gests that poor health literacy is both a national and worldwide
concern and that it is linked to poor clinical outcomes.

Specific measure: 98% of all patients will be able to understand
the printed literature that is supplied as part of PR.

Method: Consecutive sampling of all consenting PR patients dur-
ing the audit period (13 November 2017 to 2 February 2018)
using an initial assessment and discharge questionnaire that had
been piloted. A blank questionnaire was returned if a patient
declined to take part in the audit.

Results: A total of 161 patients across nine regions and 25 ven-
ues completed the questionnaires. The Specific measure was not
met. The audit found that 20% had a below functional health
literacy score (METER), rising to 31% when calculated as an
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adjusted METER score." 26% reported needing help with under-
standing forms, letters or medicine labels, 43% reported difficulty
remembering things, 20% reported trouble following a conver-
sation in the past few months, 6% reported English was not their
first language and 3% reported learning difficulties. 36% reported
having hearing difficulties and 19% reported eyesight problems
that were uncorrected.

Conclusion/recommendations: The findings identified a signif-
icant level of health illiteracy. Further work needs to be done re-
garding patient education across all health services, not just PR.
The findings indicate that a significant number of patients may
not be able to effectively self-manage due to health illiteracy,
memory, cognition, eyesight, hearing and language barriers. This
raises concerns regarding the safety, reliability and practicality of
patients self-managing their respiratory condition.

1. Rawson et al, 2010

Corresponding author: Laura Grimwood

Abstract Number: 23

Increasing pulmonary rehabilitation referral rate for
chronic obstructive pulmonary disease patients in a
GP setting

Authors: Bannerman AR

Institution: NHS

Introduction: The British Thoracic Society (BTS) recommends
all patients with chronic obstructive pulmonary disease (COPD)
are offered pulmonary rehabilitation (PR). However, the referral
rate is lower than the number of eligible patients.’

Aim: The aim of this Quality Improvement Project (QIP) was to
increase the percentage of eligible patients within one GP surgery
referred to PR by discussing and offering referrals; if referrals were
declined, data were collected regarding this.

Method: The SystmOne Clinical Reporting Tool was used to
identify patients on the COPD register with MRC 3 or above.
Findings: Of 72 patients identified, 11 (15.3%) had been referred
to PR and 61 patients (84.2%) had no documented referral. Fol-
lowing application of exclusion criteria, 29/61 unreferred patients
were eligible for PR; of these, 15 declined and 14 accepted re-
ferrals. Reasons for declining referral included: family circum-
stances, carer role, location, mobility, wanted to consider referral
and moving out of area. Later interventions included staff training
regarding PR and the referral process with plans to incorporate
this into annual COPD reviews. Following this QIP, all eligible
COPD patients within the practice had discussed and been of-
fered a referral to PR based on their electronic documentation.
However, it is unknown if these patients attended or completed
PR or if any clinical benefit was seen. Data collected relied on ac-
curate electronic documentation which could indicate some eli-
gible patients were missed. The next stage would review if this
GP referral rate was maintained and whether staff found the train-
ing beneficial regarding discussing and referring to PR. The an-
ecdotal reasons for declining referral provided an interesting

insight into other factors affecting utilisation of local PR services.

1. National COPD Audit Programme: Resources and organisation of Puimonary
Rehabilitation services in England and Wales 2015. Pulmonary Rehabilitation:
Time to breathe Better. National organisational audit report November 2015

Corresponding author: Amy Bannerman
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Abstract Number: 72

A novel respiratory community-facing GPST training
post

Authors: Simpson F, Bullard C, MacKenzie Ross J, Walters J,
Suntharalingam J

Institution: Royal United Hospital Bath

Background: Since 2013 the GP Training Programme in Bath
has included a six-month rotation in community respiratory med-
icine during the ST1 and ST2 training years. This job has many
elements to it across both primary and secondary care that pro-
vide an innovative training experience for prospective GPs.
Aims: This post offers an opportunity for GP trainees to develop
a greater knowledge and understanding of respiratory medicine
through working at the interface between primary and secondary
care.

Methods: The post consists of four main components:

a) Specialist clinics: two respiratory clinics/week (3 new
patients/clinic) with 1:1 teaching support from a respiratory
consultant.

b) Ambulatory care: two ambulatory care sessions/week, seeing
subacutely unwell patients who can be managed in an outpa-
tient environment.

¢) Community work: two days/week working with a community-
based multidisciplinary team, consisting of nurses and phys-
iotherapists, who manage patients with COPD, bronchiectasis
and domiciliary oxygen. The GPST acts as a medical support
to the team and provides a link between the hospital and com-
munity.

d) Hospital in-reach: daily in-reach visits to the hospital to identify
COPD patients suitable for early supported discharge and to
help complete the national RCP COPD audit.

Conclusion: This GP training rotation differs in that it combines

working within both primary and secondary healthcare on a

weekly basis rather than traditional hospital rotations that focus

only on secondary care and which are currently in use for most

GP training programmes in the UK. We feel that this new ap-

proach to GP training hospital rotations helps break down the

barriers between general practice and secondary care whilst al-
lowing trainees to develop a specialist interest in respiratory med-
icine with the ultimate aim of creating general practitioners who
have the experience to lead respiratory clinics in the community.
Corresponding author: Fiona Simpson

Abstract Number: 69

Wiltshire Community Respiratory support for patients
with interstitial lung disease

Authors: Purvis E, Hunn A

Institution: Wiltshire Health and Care

Wiltshire Community Respiratory Team is a small team of 6.2 FTE
staff covering North, East and West Wiltshire. It is commissioned
to provide respiratory care and a home oxygen service to a pop-
ulation of approximately 253,000 adults and across a rural geo-
graphical area of 1,246 square miles in North, East and West
Wiltshire.

Referrals from secondary care and interstitial lung disease (ILD)
centres for patients diagnosed with ILD have steadily increased
over the last year. However, the commissioned service does not
reflect this changing service need. In response to this, the respi-



ratory specialist nurses have worked together to address the
gaps in care and support provision for all these patients spread
over a huge rural area. The team also benefits from having nurses
with specialist ILD knowledge and training, enabling them to iden-
tify and deliver service improvements for ILD patients across this
locality.

This presentation poster will:

e |llustrate how Wiltshire Community Respiratory Team provides
a high level of care and support for patients with ILD, whilst
sharing care with palliative and community services.

¢ Provide data identifying the subgroups of ILD referrals received
over the past year.

e Highlight the high level of integrated and multidisciplinary team
working and the collaboration between primary care and sec-
ondary care, palliative care and specialist ILD centres to opti-
mise the support and care offered to these patients in a rural
setting.

e Demonstrate that this proactive service can already deliver
many elements in the four key principles of care.1

e |dentify areas for further service development:

(@) Supporting and the setting up of a Pulmonary Fibrosis Sup-
port Group in Wiltshire.

(b) Develop a specific pulmonary rehabilitation programme for
ILD patients.

1. British Lung Foundation. A Map for Better Care: making effective care pathways
for people with interstitial lung disease. September 2017.

Corresponding author: Ella Purvis

Abstract Number: 60

BreathChamps: brightening the future of children with
asthma in fun ways

Authors: Henry HL

Institution: Brightness Management

Brief outline on the context: BreathChamps (www.

BreathChamps.com) is an initiative developed by entrepreneurial in-

dependent Queen's Nurse Heather Henry. It engages communities

to increase the herd knowledge of children's asthma. The project has

reached the 'beta-testing' phase, so outcomes are not yet available.

Details of the issue(s): BreathChamps is modelled on the De-

mentia Friends/Champions programme, a cascade learning

model. People learn through fun using memorable children's

songs, stories, poems, games and crafts.

Analysis of the problem: The NHS struggles to cope with

asthma reviews, exacerbations and A&E attendances:

¢ Workforce numbers have fallen

e Asthma affects not just the child but also families, schools,
community groups and neighbours who want to know what
to do

e Asthma is therefore a shared problem requiring a shared solu-
tion

e Children prefer to learn through play and doing things they
enjoy

Strategy for change: BreathChamps democratises health

knowledge and makes it into a national social movement.

BreathChamps' ideas have been co-produced with communities

and clinicians, so tools make sense to all. Group consultations

become 'asthma parties'. School assemblies help The Big Bad

Wolf puppet (who has asthmal) to blow the Piggies' houses

down.
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Measurement of improvement: Fun asthma education in
schools can improve students' asthma knowledge by 45% in just
20 minutes (AIR charity, 2017).

Wellbeing survey tools are in development derived from the ‘What
Works for Wellbeing’ guide.

Effects of changes: BreathChamps creates wellbeing by offering
local people meaning and purpose in their lives (see
https://www.youtube.com/watch?v=2HEgTFXjQag&feature=you
tu.be

Lessons learned: So far BreathChamps tools have been shared
with 569 community members and clinicians.

“Awesome work Heather. Absolutely needs to be recognised and
delivered in primary care” (Katherine Parker, Alvanley Surgery)
Messages for others: Community leaders such as Brown Owls,
mums and tots leaders, librarians and teaching assistants can
become part of the extended respiratory team.

Corresponding author: Heather Henry

Abstract Number: 54

Training community pharmacist teams to offer
appropriate management of asthma

Authors: Attar-Zadeh D, Guirguis A, Heading CE, Shah U, Ban-
croft S

Institution: London North West Local Practice Forum of the
Royal Pharmaceutical Society

Context: A COPD project undertaken by community pharma-
cists in NW London in 2015 illustrated how high-value interven-
tions could be delivered. NHS RightCare is now utilising those
findings and materials as a case study. A comparable asthma-
specific study is now in development, with an initial collaborative
stage of designing a focused training package for pharmacists.
Problem: Many asthma patients have a poor understanding of
the role of different inhalers for managing their condition optimally.
In particular, there is an over-reliance on short-acting beta ago-
nists (SABAS).

Assessment and analysis: A new training pack, including an
‘Asthma Right Care’ tool to help pharmacists change patient be-
haviour has been designed. It is undergoing testing with com-
munity pharmacists in London.

Strategy: Community pharmacists see asthma patients frequently
in a context of medication discussions. They are in an ideal position
to show patients how to modify their behaviour and thereby im-
prove control of their condition. New tools can facilitate this.
Measurements: Effectiveness of the training pack is assessed
using pre- and post- training questionnaires, with a key measure
being change in awareness of the relationship between the num-
ber of SABA inhalers prescribed per year and the number of
breathless episodes experienced by a patient each week.
Changes: In spontaneous and structured feedback from the
2015 COPD project, pharmacists reported that the training re-
ceived improved their understanding of key indicators of med-
ication-related respiratory management. Early signs are that
similar improved understanding can be achieved with the asthma
training pack, but further testing is needed.

Lessons: The value of time spent by community pharmacists
supporting patients in the management of COPD has already
been established and benefits identified from focused training of
pharmacists.

[ssue 16 Winter 2018 69



Primary Care Respiratory Update

Messages: It is expected that the current training programme
being developed will prepare pharmacists to provide behaviour-
changing support to asthma patients visiting their pharmacies.
Corresponding author: Christine Heading

Abstract Number: 41

The Morecambe Bay Respiratory Network: integrating
from the ground up

Authors: Haslam P, Gatheral T, Atkinson G

Institution: Morecambe Bay CCG

In Morecambe Bay we have developed our own integrated res-
piratory service — the Morecambe Bay Respiratory Network
(MBRN). QOF data have highlighted a higher than average preva-
lence of both asthma and COPD. NHS RightCare data identified
higher than average non-elective admissions, spend on prescrip-
tions and bed-days.

Practices within Morecambe Bay CCG are grouped into 11 GP-
led Integrated Care Communities (ICCs) which bring together
local health and care organisations. The MBRN has been struc-
tured around these ICCs. The guiding principle has been to de-
velop an integrated model of care which can have a profound
impact on all patients from diagnosis to end of life by focusing in-
vestment on primary care.

Method: In the initial phase of the roll out (October 2017 to July
2018), five of these ICCs were provided with funding to develop
ICC respiratory teams. These teams could then focus on the im-
plementation of common diagnostic pathways, facilitating early
review of complex or deteriorating patients and in-house referral
pathways to reduce referrals into secondary care. Monthly Res-
piratory MDT's were then attended by the ICC teams, respiratory
consultants, specialist nurses as well as physiotherapists and pul-
monary rehabilitation teams.

Findings: Initial data found that there has been a 54% reduction
in referrals to secondary care from the ICCs involved (non-2-week
wait patients) as well as consistently positive feedback from pa-
tients. An independent assessment by the University of Cumbria
has highlighted the strong support for this model of care from all
staff involved so far. Work continues to standardise pathways and
protocols across the CCG, increase community provision, de-
velop an online respiratory dashboard and then towards a full
hospital at home service.

Conclusion: Integrating care from the ground up, based around
primary care with regular access to specialist input, is having a
significantly positive impact on patients and staff within the whole
healthcare system.

Corresponding author: Patrick Haslam

Abstract Number: 24

A review of the delivery of education to healthcare
professionals in the Mission ABC project

Authors: Heiden E, Longstaff J, Chauhan AJ

Institution: Portsmouth Hospitals NHS Trust

Introduction: The importance of high-quality healthcare profes-
sional (HCP) education and training has never been greater. With
ever-increasing demands on the NHS workforce to see more pa-
tients with complex medical conditions, the need for busy staff to
undertake continued professional development means HCP edu-
cation has a greater need in a highly time-pressurised environment.
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Background: The Mission ABC (MABC) project was a novel,
specialist-led, multidisciplinary approach to delivering respiratory
care in the community. It was a priority that secondary care res-
piratory expertise remained in GP surgeries following completion
of the project and that educational activities were accessible and
relevant for all HCPs in primary care.

Methods: A Training Needs Analysis (TNA) was developed for all
HCPs attending MABC clinics in order that their individual edu-
cational needs could be identified and addressed. HCPs at-
tended Mentorship Clinics, where they followed patients on their
journey as they were reviewed by the multidisciplinary specialist
team. HCPs were also invited to attend education events which
reflected the structure of the clinics and provided multidisciplinary
respiratory teaching. TNAs were analysed to identify common
themes which, combined with feedback from the Mentorship
Clinics, influenced the content of the educational events.
Results: All the educational activities were well attended by a
wide variety of HCPs and self-reported understanding and con-
fidence to manage respiratory conditions subsequently improved.
The educational needs of primary care HCPs were addressed
and many requested further learning opportunities in their feed-
back: “l learned more from this morning than from all the other
respiratory updates I've attended in recent years put together”.
Lessons learned: HCPs benefit from inter-professional educa-
tion which can be effectively delivered in clinical and non-clinical
environments by the multidisciplinary team. Utilising a TNA can
help direct continued professional development.

Conclusion: Novel approaches to education can benefit both
HCPs and patients and should be encouraged.
Corresponding author: Emily Heiden

Abstract Number: 33

Retrospective multi-practice audit identifying sub-
optimal uptake of high value interventions within
COPD patients at risk of hospitalisation

Authors: Anderson A, Canavan M

Institution: Respiratory Care Solutions

Introduction: Leeds has one of the highest admission rates and
some of the poorest outcomes for chronic obstructive pulmonary
disease (COPD) in the country. We aimed to identify gaps in cur-
rent care provision for COPD patients in primary care, who have
been identified at high risk of exacerbation and hospitalisation, to
inform and prioritise care against high-value interventions.
Methods: We virtually reviewed 200 patient records from across
11 GP practices in Leeds, auditing the use of high-value inter-
ventions. The audit included patients who had two or more ex-
acerbations in a year.

Results: From 200 records, we found that there were low rates
of high-value interventions. 23% did not receive flu vaccine,
53.5% continued to smoke with 5.5% recorded as never
smoked, 2% had completed pulmonary rehabilitation, 43% were
on triple therapy, 43% had moderate disease and 20.5% had po-
tentially the incorrect diagnosis. There are also issues with antic-
ipatory medication on repeats. Audit findings were presented and
discussed at a multidisciplinary meeting which included the Clin-
ical Commissioning Group, secondary care and community res-
piratory team in Leeds.

Discussion: This audit identified that there are issues with correct
diagnosis of COPD patients in primary care, the same as the Na-



tional COPD Audit (2017). Of those correctly diagnosed, this audit
identified that moderate disease patients are the group that are
exacerbating more frequently with no specialist input. A focus to-
wards this cohort of patients should be considered. It is evident
that there is low uptake of high-value interventions. It is up to the
commissioners to use this data to inform decision-making sur-
rounding the provision of care and services within primary care if
they would like to see a reduction in exacerbations and hospital
admissions alongside improving outcomes for COPD patients in
Leeds.

Corresponding author: Melissa Canavan

Abstract Number: 63

Implementation of local guidelines into a population of
COPD patients: 'Going for GOLD' - a real world
experience

Authors: Rowlands S-J, Dobson L, Roberts |, Roberts J
Institution: South Devon and Torbay Clinical Commissioning
Group

Prescribing in chronic obstructive puimonary disease (COPD) has
not kept pace with advances in evidence or Global Initiative for
Chronic Obstructive Lung Disease (GOLD) strategy recommen-
dations, evident in high inhaled corticosteroid (ICS) prescribing,
frequently at high doses, and low dual bronchodilator uptake. Im-
plications include high primary care drug spend and lost oppor-
tunities to improve patient outcomes (reduced symptom burden
and exacerbation rate, reduced harm from ICS adverse effects)
and reduce non-elective activity and spend in primary and sec-
ondary care. Barriers to optimal prescribing include confusion
amongst physicians caused by the plethora of treatment options.
Two respiratory consultants and CCG Medicines Optimisation
Team developed local prescribing guidance based on GOLD,
then piloted its implementation and measurement of change
method in two GP practices.

Method: Seven consultant-led education events attended by
177 local GPs and nurses described implementing the prescrib-
ing guidance alongside holistic best practice, diagnostics includ-
ing co-existing asthma and unindicated ICS withdrawal. Primary
care undertook face-to-face ‘Going for GOLD’ reviews for 4,420
patients (total COPD population 6,200) alongside routine care in
<18 months supported by a work plan and package of paper,
human and IT resources with excellent consultant leadership.
Results: Outcomes achieved between August 2016 and Febru-
ary 2018 include: £256k net savings (75% in year), LAMA/LABA
uptake increased from 9.4 to 130 items/month/1000 patients,
reduction in high-dose ICS from 53rd to 9th percentile nationally
(26.3% to 16.0%), 217 undertreated patients offered treatment
(cost £79K/year), formulary compliance increased 26.4% to
60.3%. Evaluation continues for longer-term outcomes (eg, ex-
acerbations).

Conclusion: We describe advantages of ‘Going for GOLD’ over
traditional medicines management work and share our experi-
ences of embedding guidelines and medicines optimisation prin-
ciples into routine COPD care for the benefit of patients utilising
an approach replicable at both GP practice and CCG-wide levels
which encompasses multidisciplinary work at pace and scale, fo-
cused on quality whilst delivering significant cost savings.
Corresponding author: Sarah-Jane Rowlands
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Abstract Number: 21

Free inhaled corticosteroids in asthma: do they really
work?

Authors: Longstaff J, Dominey R, Turner C, Chauhan AJ
Institution: Portsmouth Hospital Trust

Introduction: Making prescription charges exempt for people
with asthmais a key policy for Asthma UK. The service evaluation
project provided free steroid inhalers for a year as an incentive to
people with poorly controlled asthma who pay for their prescrip-
tions, alongside asthma reviews, to improve their quality of life
and asthma control.

Method: An expression of interest letter was sent to loW prac-
tices. Each practice aimed to recruit 20 patients. Patients at-
tended structured practice asthma and local pharmacy reviews
in return for free steroid inhalers.

Result: Two loW practices were enrolled (population of 22,900).
188 patients were identified and 107 were approved by the prac-
tice. 23 patients were recruited and 8 attended one follow-up ap-
pointment. No patients completed the project. Data from 96
patients were analysed 12 months after project completion.
Short-acting beta agonist (SABA) usage decreased in the re-
cruited group compared with the non-recruited group; however,
inhaled corticosteroid usage, exacerbation rates, OOH and un-
scheduled GP visits decreased in both groups.

Discussion: Difficulties with identifying patients who paid for pre-
scriptions resulted in the low recruitment numbers despite various
recruitment methods. High turnover of project staff caused delays
to project deliverables. Gaps in the delivery of care resulted in pa-
tients not receiving action plans or inhaler technique checked.
Patients recruited to the project appear more in control of their
disease than those who did not attend, evident by the reduction
in SABA use, numbers of exacerbations and unscheduled GP
visits.

Conclusion: A small number of patients were recruited and re-
tained. They were not fully motivated to attend the project, adopt
lifestyle and health changes. Offering patients free steroid inhalers
and regular asthma reviews is inconclusive as an effective incen-
tive to maintain good asthma control.

Corresponding author: Jayne Longstaff

Abstract Number: 37

The use of inhaled corticosteroids (ICS) in COPD: are
patients being prescribed ICS unnecessarily?
Authors: Carnegy AJA, Hamilton J, Moran HV

Institution: University of Birmingham

Inhaled Corticosteroids (ICS) help prevent COPD exacerbations
(1) However, their well-known side effects should be considered
and discussed with patients (2). NICE specifies that only patients
with severe airflow obstruction (FEV1% predicted <50) or fre-
quent exacerbations (> 2 a year) be prescribed ICS/LABA (3).
GOLD 2017 stratifies patients on symptomology and exacerba-
tion risk instead of quantitative airflow obstruction, using their
ABCD classification, to reduce ICS overuse (1).

This audit explored ICS use in COPD patients at a GP practice in
Dudley, West Midlands with a list of 6044 patients. Electronic pa-
tient data was searched for patients with a formal COPD diag-
nosis and FEV1% predicted >50. A range of data was collected
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including medication and exacerbation history.
115 patients have COPD (2% of the list) and 81 have an
FEV1%predicted >50. 38 patients were prescribed ICS in the
past year. However, only 8 of these patients have >2 exacerba-
tions a year, suggesting the overuse of ICS in the remaining pa-
tients. 23 patients are also on unlicensed inhalers for COPD.
Some patients also had a diagnosis of asthma which can co-
exist with COPD (4), whether these patients benefit from
LABA/ICS could be assessed. New GOLD guidance suggests
using LABA/LAMA over LABA/ICS in exacerbators which could
help to reduce the number of patients on ICS (1). This audit sug-
gests that ICS may be prescribed unnecessarily and in incorrect
doses and recommends using current GOLD guidance to reduce
this.

1. Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global Strategy
for the Diagnosis, Management and Prevention of COPD, 2017. http://gold-
copd.org.

2. National Institute for Health and Care Excellence. Chronic obstructive pulmonary
disease in over 16s: diagnosis and management. Clinical guideline [CG101].

June 2010. https://www.nice.org.uk/guidance/cg101
3. Leung JM, Sin DD. Asthma-COPD overlap syndrome: pathogenesis, clinical fea-

tures, and therapeutic targets. BMJ 2017;358:j3772.
Corresponding author: Alasdair Carnegy

Abstract Number: 14

IMPACT: the next steps

Authors: Freeman D, Gerrard V, Turton J
Institution: Norfolk Community Health & Care

Following on from the IMPACT project (Improving the Manage-
ment of Patient Assigned COPD Treatment) undertaken in North
Norfolk CCG, a primary care-based respiratory service was de-
signed and implemented. The need for this was based on a
three-fold difference between COPD admission rates across
practices within the CCG. It was felt that any improvement in the
variability should be focused in primary care and a service was
set up to be run primarily by D Freeman (DF) and V Gerrard (VG).
The service had two phases: a practice visit identifying the train-
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ing levels of healthcare professionals delivering the service, dis-
cussing with practice managers, admin staff and where relevant
dispensers, how their roles could be used in identifying patients
who may require referral to the service, and then a mentored clinic
with the Practice Respiratory Leads.

The second phase was a series of practice-based clinics run by
DF and VG, seeing patients referred by the Practice Respiratory
Leads. The Practice Leads were encouraged to refer patients
who had been admitted to an Acute Trust, who had been seen
in A&E, seen by OOH, seen by the Ambulance Service or who
had had two or more exacerbations in the previous 12 months.
The Practice Respiratory Leads were encouraged to attend the
clinics too as an ongoing mentoring and educational process.
Each practice gave the visiting clinician access to their clinical
computer system and notes were made co-temporaneously in
the GP record in order to ensure that recommendations were
carried out and that the Primary Health Care Team could see —
not only what had been done — but why.

The primary outcome important to the CCG was a reduction in
admissions. This was demonstrated in the practices visited on a
regular basis where not only a reduction in admissions was seen
but a cost saving.

Sadly the CCG decided that the service should be terminated
mid 2017. This was as a result of the repeated concerns of the
clinicians over the lack of IT and admin support leading to a large
degree of clinical concern. Had the service been set up with full
support — as had been originally suggested — it would have con-
tinued.

Both clinicians are very experienced and had repeatedly voiced
their concerns over the way the overall support for the service
had been designed. It was felt that, should the process be re-
peated, it would be imperative that the implementation should
include full IT and admin support. The Norfolk & Waveney STP
has a Respiratory Working Group which is looking at providing a
similar project across the entire STP footprint.

Corresponding author: Daryl Freeman



NpJ | Primary Care Respiratory Medicine

Call for
Papers

npj Primary Care Respiratory Medicine is an open EDITOR-IN-CHIEF
access, online-only, multidisciplinary journal dedicated Professor Aziz Sheikh
to publishing high-quality research in all areas of the The University of Edinburgh, Edinburgh, UK

primary care management of respiratory and respiratory-
related allergic diseases. Papers published by the journal
represent important advances of significance to specialists
within the fields of primary care and respiratory medicine.
We are particularly interested in receiving papers in
relation to the following aspects of respiratory medicine,
respiratory-related allergic diseases and tobacco control:

All content is indexed within PubMed, PubMed
Central, MEDLINE, Scopus and Web of Science

* Epidemiology
e Prevention
e Clinical care

e Service delivery and organisation of healthcare
(including implementation science)

¢ Global health

Published in partnership with

Part of the Nature Partner Journals series
Q(\maryc

1 “%lPCRG (O] nature partner
SRS pJ journals

nature.com/npjpcrm natureresearch

A65416




(s abtut bong walks with Hee dog

Tiotropium is a widely accepted LAMA for COPD!

Ergonomic and compact inhaler with a clear capsule for visual

confirmation of dose delivery to the patient?

Braltus® Zonda® £25.80 vs. Spiriva® HandiHaler® (tiotropium bromide)

refill pack £33.50 reduction in NHS spend of £7.70°*

Braltus

tiotropium

For more information about Braltus® please visit www.braltus.co.uk

Please refer to the Summary of Product Characteristics (SmPC) for full details of
Prescribing Information.

Braltus® (tiotropium bromide) Inhalation Powder Abbreviated Prescribing Information

Presentation: Delivered dose: 10 mcg of tiotropium per capsule. Each capsule contains
16 mcg of tiotropium bromide, equivalent to 13 mcg of tiotropium. Indications:
Maintenance bronchodilator treatment to relieve symptoms in adult patients with
chronic obstructive pulmonary disease (COPD). Dosage and administration: Inhalation
use only. Must not be swallowed. Inhalation should be at the same time each day.
Adults:Inhalation of the contents of one capsule once daily with the Zonda®inhaler. See
SmPC for administration and instructions for use. Children:Not to be used in children or
adolescents <18 years of age. Elderly:No special requirements. Renal Impairment:Mild:
(creatinine clearance >50 ml/min), no special requirements. Moderate to severe: Use
only if expected benefit outweighs the potential risk. Hepatic Impairment: No special
requirements. Contraindications: Hypersensitivity to the active ingredient or any
excipients. Precautions and warnings: Not to be used for the initial treatment of acute
episodes of bronchospasm, i.e. rescue therapy. Immediate hypersensitivity reactions
may occur. As with other inhalation therapy, paradoxical bronchospasm may occur
and treatment should be immediately discontinued. Use with caution in patients with
narrow-angle glaucoma, prostatic hyperplasia or bladder-neck obstruction; patients
with recent myocardial infarction <6 months; unstable or life threatening cardiac
arrhythmia; cardiac arrhythmia requiring intervention or a change in drug therapy in the
past year; hospitalisation for heart failure (NYHA Class Ill or IV) within past year. Avoid
getting the powder into eyes. The excipient lactose may contain trace amounts of milk
proteins which may cause allergic reactions in patients with severe hypersensitivity
or allergy to milk protein. Interactions: No formal drug interaction studies have been
performed. Co-administration with other anticholinergic drugs not recommended.
Pregnancy and lactation: Not recommended. Effects on ability to drive and
use machines: No studies on the effects on the ability to drive and use machines

have been performed. The occurrence of dizziness, blurred vision, or headache
may influence the ability to drive and use machinery. Adverse reactions: Serious:
Hypersensitivity reactions, anaphylactic reaction, bronchospasm, anticholinergic
effects (glaucoma, constipation, intestinal obstruction including ileus paralytic as
well as urinary retention), atrial fibrillation, supraventricular tachycardia, tachycardia.
Common: Dry mouth. Consult the Summary of Product Characteristics in relation to
other side effects. Overdose: May lead to anticholinergic signs and symptoms. Price:
£25.80 Legal category: POM. Marketing Authorisation Number: PL 00289/1870
Marketing Authorisation Holder: Teva UK Limited, Brampton Road, Hampden
Park, Eastbourne, BN22 9AG, United Kingdom. Job Code: UK/MED/18/0138.
Date of Preparation: April 2018.

Adverse events should be reported. Reporting forms and information can
be found at www.mhra.gov.uk/yellowcard. Adverse events should also be
reported to Teva UK Limited on 0207 540 7117 or medinfo@tevauk.com

Karner C et al. Cochrane Database of Systematic Reviews. 2014; 7: 1-120.

. Teva. Data on file. Teva market testing. 2015.

. MIMS. Available at: https:/www.mims.co.uk/drugs/respiratory-system/asthma-
copd/braltus. Last accessed: April 2018.

4. Braltus Prescribing Information, UK/MED/18/0138. April 2018.

Date of preparation: April 2018 Approval code: UK/BRA/18/0007a

If you have any questions or wish to request further information, please contact
us as follows: email at medinfo@tevauk.com or by post at Teva UK Limited,
Ridings Point, Whistler Drive, Castleford, WF10 5HX.

W=





