The role and synergies with
general practice and primary care

April 2007
Sian Williams

\imay,
')Q Y C""e
S L]
S
2
% I I c RG
%
‘e aatory Group e
Q_esQ



Page 2- © IPCRG 2007 Adapted from Fraser, R. Clinical Method. Butterworths



Self Care (75%)

Hospital (2.5%)

Page 3- © IPCRG 2007 Adapted from Fraser, R. Clinical Method. Butterworths



80% of UK GP consultations are
for long term conditions

Respiratory conditions are the
most common reason for
consultation

Third of UK population consults
GP at least once a year for
respiratory problems




National Organisations

#* The College of
Family Physicians miclecins de famille
of Canada du Canada

Le Collige des

T
T

The Royal New Zealand
College of General Practitioners
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Primacy of primary care

Qualities Requirements
. personal . effective

» accessible « efficient

» continuing * Innovative

e comprehensive * progressive




Respiratory groups

Australia, National Asthma Council
(Australia)

Bangladesh, National Primary Care
Respiratory Group (NPCRG Bangladesh)

Belgium Primary Care Respiratory Group

Canada, Family Physician Airways Group
of Canada (FPAGC)

Cyprus, Cyprus Respiratory Group
Denmark, Danish Respiratory Group
Ireland, Irish Respiratory Group

ltaly, Societa' Italiana di Medicina
Generale (SIMG)

New Zealand, New Zealand Primary Care
Respiratory Group Norway, Lunger i
Praksis (LiP)

Pakistan, The Allergy and Asthma Clinics
and The Institute of Asthma and Allergy
Saudi Arabia, Saudi Respiratory Asthma
Group (SRAG)

Spain, Grupo Respiratorio (GRAP)
Sweden, Swedish Respiratory Group in
Primary Care

The Netherlands, CAHAG

UK, General Practice Airways Group
(GPIAG
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IPCRG Respiratory groups: associates

* Afghanistan e Portugal (GEADR - Grupo de
* Brazil Estudos da Asma e Doencas
* Chile Respiratérias)
°* France * Romania
* Germany, Respiratory Group * Srilanka
* Greece, Cretan Guidelines * Thailand

* Turkey

Review Group (Greece)
* United Arab Emirates

°* |ndia
e Iran * United States
* Nigeria * Ukraine
* Poland
* EFA
* NRTC
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Shared decision-making in long-
term care

FOUNDATION FOR

[INFORMED MEDICAL
DECISION MAKING

Albert G. Mulley, MD, MPP
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Unwarranted and warranted sources of practice variation

Unwarranted Warranted

{ Knowledge-Based !t Patient-Centered
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Professional skillsicompetences ‘e,
decision quality

Knowledge-Based Patient-Centered

Systems-Minded — highest and best use



Influencing others: what’s needed? |

Endorsement Education

Publications Promotion
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Endorsement

* Respected third party support for
messages
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Publications

* |ndependent peer-reviewed publications
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Primary Care Respiratory Journal ‘°

Medline listed

Primary care authors
Primary care editorial board
Primary care audience
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Education

* Work on beliefs and behaviours
* Use networking, peer learning and support
* Recognise the different IDENTITIES people have

o What do you consider to be legitimate work [Checkland
BJGPJan 2007]?
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~finy Childhod® Astiag

An international primary care response to . / e
Professor Ulrich Wahn's contention that there

be discrete guidelines for managing
children with asthma, and that there be
more specific research on children
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Our discussion guide, The complete set of questions sent
developed by an to the international panel »
international primary

care panel, has elicited THE RESPONSES

some fascinating Some questions produced very practical

information and could be responses. These are arranged by country
used as the structure for

0 AR\

OUR NEWSLETTER
and by subject DISCUSSION FORUM
a local meeting, or as an » Responses by country USEEUL LINKS
interviewing guide » » Responses by subject At QUESTIONS (PDF)
AN

Published by the Infernational Primary Care Respiratory Group, Londen
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Acknowledge
variation in
resource

availability
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OPINION

Theophylline

heaphylling, usuzlly adminitersd

orally, is an effective bronchodiz-

ot which may be used in the

management of both ashma and
cheonic  obsiruciee  pumonary  disease
(COPD). 0 is widely available, and
less  expansive  than  many olher
bronchadilators.  Howevee, @eophyiine
can be a difficull drug to use safely. B has
serus side- effects, @ namow Merapeulc
window, and requires vigilanl moniterng
of plasma levels o avoid the risk of
taxicity. Guidelines for both asthma and
GOPD, therefors, recommend thal oeal
theophdine be reserved foe patient with
difficul-lo-coniral symptoms in =pite of
slandard asthma therapy, e patienis who
are unabie % wse or do nal have access
to inhaled herapy. Subherapeutic dosing
can be cinicaly weful in atopic ashma,
aflarmalting airway inflammation and with
ewer side-efiace than therapeutic doses’.
Thaopidine may have an aniimfiamma-
tory action usshd in the prevantion of
aslhma. Haowever, tess peevenlive
properlies are regarded ax considerably
less eHeclive than those of inhaled
corlicosierids {105).

MODE OF ACTION

Theophyllines axact mods ol achan
remains unckar B i 3 melyboanthing,
aimilar 1o catlzineg, and works by inducing
relaxadan in the bronchial smocth muscla.
This may be due to a nonaslachive
imhibisan of phosphodiesierase, resuling
in incezased ineacelular cyclic adenosine
monophoephale lcARMP kavels.
Theopindine does nob have an inslanl
gifact iiakes somes tme far fheaphyline 1o
buedd up inthe biood seeam, whes il mast

slay al a conglant lavel [0 have 2 lasting *

effecl. So when lo tzke the drug and how
much ol the drug ta laks are matiers thal
mist ba svicty moniloeed. Thees are many
lactars that infhuence blood lavels af theo-
phyline. it is cleared Pom fe circulalion
by the liver. Clearance varies significanty
between individuals and is affected by a
number ol cher deugs for example

ciprofloxacin, cimetading, allopuringl,

azitheormycin, carbamazepine, clar !
¢ madicing may be seleasad at once,

ihromyein, srvbeomycin, disreiice. [ihium
oeal carfacegtives, phenyioin, peed-
nigane, peopeancd, rtampin. e2phedine
epinepheine, phemylephring and phenyt
peopanoizmine.) Theophyllines hal life
reduced by smaking. As advice an smok:
ing cessation i& & cenral pad ol the
managemert ol both asthma and COPD
il = impoMant to be aware thal
theophvline doses may need 1o he
reduced as patients succeed in peducing
Ter lobacce consumalion.  Paliants with
akoholism or any ather lype of lher
disnase o liver imialion will regure very
closa mankorng and may nat be good
candidates for its use.

SIDE-EFFECTS AND
TOXICITY

Side-gifects af theophyling include
tachycawdia, paipilatons, naussa and
athee  gasiro-miestinal  distrbances,
headache, CHNS simulalion, imsomnia
amtythmias and convubions’. Signs of
toxicity incede vomiting iwhich may be
severe and inractablel, agitation, restless:
ness, dilated pupils, s lachycardia
and hyperglycaemia. Mo seous elzch
ars hasmatemssis, convulsions. and

suprawenricular and veniricuar amhyi
miaz. Thers is @ rak of hypokalzemia,
which may be palerfizied by combined
use with high-dose betaz agoniss’.

FRESCRIBING DATA
Mosl  suslainedselease  preparations
shoud be given twicedaily (although

- some peeparations are cncedaity, admin
dilizzem,  wverapamil,  fusemide, .

isterad in the eveningl. Sustainedealzase
heophdime tablets of capsules shoukd
not be chewsd becousz too much

causing toxic effecle. I is mcommendad
o ‘starl low - go slow’, wih reguar
ravinw of semsm bevel and slaw livation
of dasa lo give deady state s=eum |euels
af 10-12 mg /L’ Box 1. Somelimes, up
o Edmg/L may be lolsrated’. Serum
levels sheadd be taken ning o len hews
afler ingestion. Padicular caulion needs
o ba taken with hie w=e ol theophylline
in alderty patient becawse of differences
in  pharmacokinelics, the incraasad
likethoad of comcebidies and the we
of other medicalions. Carahd nole should
be made of drug inlsractons (ses mode
af actian].

BOX 1
RECOMMENDED TITHATION OF
THEQPHYLLINE DOSE FOR TWIC
DUAILY FREFARATIONS

Increase 10 3D0M[ Bvery
12 hoars for 1 week

Incosass by 100mg every
12 hours sach week Wi
WELAPEULE AR Achievid. -
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Spirometry

OpInior

IPCRG O
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piremetry is the gobd standard for
S the diagnosis, assessment and

maonitoring of COPD, ! and may
assist the diagnosiz of asthma.? It can
also contribute 1o the diagnosis of other
causces of dyspnoen.

Which Spirometer?

Idzally, a spirometer should have a
eraphical display to allow technical
errers o be detected. 1t should be able
1o produce a hard copy.

Regular calibration 15 essental. Some
sparometers need to be calibrated before
each session using a calibration svringe.
hers hold their calibration between
anneal services.  Check manufaciurers'
instructions.

Three types of spirometer are commonly
used In primary cage:

&  Small, hand held meters which
provide digital readings, These are
the cheapest eption and small
enough o fit inde o medical bag, bt
the lack of graphs can make it
difficult to judge when a blow is
complete.  Predicted chars and a
calculator will be needed to interpret
the results.

®  Portable meters with integral print
ers.  These are more expensive but
they will undertake all the
calculations, including reversibility.
Small displays of the volume time
graph help monitor the blow and the
prindout includes a flow volume
lnap.

& Svstems designed o work with a
compuier which will display a
oraph, colculate predicted and
reversibility and provide a print-out.
Integral memories allow data 1o be
recorded outside the practice and
uploaded when convenient.

Huw is spirometry performed?

Starting with full msprration the patient
blows out a5 hard and fast as possible
until the lungs are “emply”.

Sit or srang? - Sitting is safer for the
elderly and infirm, though standing may
give better readings.

Three satisfactery blows should be
performed:

#® The blow should continue uniil a
e plateau 15 reached.  This
omvds in

v unforced manoeuvre may

give i More accurite assessment of
vital copacityh

® VO and | readings should be
within 5% or 10{ml

@ The expiratory volume-time graph
should be smooth and free from
irregularities.

Reversibility tests

Beversibility tests involve measunng
spirometry hefore and after trentment
and can help distnguish between COPD
and asthma (but note that spirometry
may be normal in stable asthma).

Preparation of the patient:

The patient's condition should be stable
[ie af beasi O weeks since an exacerba-
tion).

Betore a bronchadilator raibility fest
the patient should stop their short acting
|32 agonist for 6 howrs, long acting
bronchodilator for 12 hours and
theophyllines for 24 hours,

Procedure
& Periorm baseline spirometry
& Bronchodilarar reversibiling:

Administer bronchodilator

(at least 4i0mcg salbutamal, e.g.
Smg by nebuliser ). Perform post
bronchodilator spirometry after
15 minutes.

& Sterord reversi
A steroid trial | 4img daily for 2
weeks or LOO0 pg of ICS for three
months) may be appropriate.  An
increase in FEV ) of =12% and
>Mimls is significant.  An increase
>M1% and =HMimls sugrests a
dingnosis of asthma.

Training

Poorly performed spirometry produces
misleading results. Training for
operators. with regular updates and
guality audits are fundamental.

Training courses

®  Spirometry manufaciurers can
provide training in the wse of their
cquipment.  Some TEn spiremetry
COUTSES.

&  Nost COPD fraining courses
mclude training in spirometry.

References:

1. Glohal Swrategy for the diagnosis,
management and preventeon of chronic
obstructive pulmonary disease. GOLD
Workshop summary: updated 2003,

2. Global Sirategy for Asthma
Management and Prevention  GINA
Workshop Report: updated November
2003, Avmlable on

hittp/ asthma.com




The “so what” factor
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Promotion

*So what’s in it for me?
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Shared decision-making

* Patients AND general practitioners need
help making good decisions

* Work with their beliefs, behaviours, identity

* Test messages for BOTH to achieve
change
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IPCRG and the GA2LEN campaign

* GPs want GP-written and validated information

* Dr Dermot Ryan representing IPCRG at planning
and writing group

* Dissemination by e-alert, PCRJ, website, post
(subject to resources)

* Collaboration: Wonca
* Conference 28-31 May 2008, Seville
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