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COPD care Model Protocol
1.0 PROJECT SUMMARY

Chronic obstructive pulmonary disease (COPD) is an incurable and progressive lung disease associated with
poor quality of life (1). At The Ottawa Hospital (TOH), 20% of patients with COPD are readmitted to hospital
within 30-days after discharge, and COPD is responsible for the highest 30-day readmission rate to the

emergency room in Ontario when compared to other chronic diseases (2).

Integrated COPD care programs (ICPs) are promising interventions that have been shown to improve quality of
life and readmission rates in the COPD patient population (3). ICPs are disease management programs which
aim to systematically reduce fragmented patient care; a central problem in today’s health system. ICPs often
include patient education, self-management, access to a case manager, and care interventions that address
the psychological and rehabilitative aspects of the disease (e.g. pulmonary rehabilitation) (4). Studies of
integrated care program effectiveness have yielded conflicting results with respect to clinical outcomes. The
interventions within the care programs are not often explicitly reported in a way that would allow for
replication in other sites. Further, cost effectiveness of ICPs has not been well studied, and the most-
appropriate target patient population which could benefit most from these care interventions has not been
identified. Most ICPs were also designed as a ‘one-size-fits-all’ model, where all enrolled COPD patients would

receive similar care. Lastly, patient reported outcome data in these studies is notably absent. (4,5).

To address these stated shortcomings, we developed a unique goal-directed COPD care program which
streamlines most appropriate care and health resources based on the degree of frailty of a patient. This care
model begins at the onset of a hospitalization and integrates ongoing disease management services and
programs in the community after hospital discharge. Using this goal-directed frailty-based integrated system
of care, we aim to improve the confidence of patients to cope with health challenges, improve health system
outcomes, and reduce costs of care. In this preliminary study, we will determine whether it is feasible to
implement our goal-directed, frailty-based COPD care pathway in a large hospital setting. We will also

evaluate our ability to measure patient reported and important health service outcomes.

2.0 BACKGROUND

COPD is an incurable and debilitating lung disease that causes progressive breathlessness, disability, poor
quality of life, and premature death (1). COPD is characterized by progressive airflow obstruction and
recurring “flare-up's' (also known an exacerbations) that often require patients to seek medical attention in an
emergency department (1). Most cases of COPD are caused by long-term tobacco use and exposure to

biomass fuels (1).
July 2018, version 2 2 of 25



COPD care Model Protocol
COPD affects over 300 million people worldwide and accounts for 5% of global deaths (10). It is the only

chronic disease in which the mortality rate is still rising (11,12). COPD is also a leading cause for hospital

admission and the number one reason for hospital readmissions among chronic illnesses in Canada (13).

COPD is estimated to exceed 700 million dollars annually to the Canadian health system (14). The majority of
this cost is related to the hospitalizations and readmissions of COPD patients 14). The highest in-hospital costs

are borne by patients with COPD who are frail and those with increased physical care needs (15,16).

A recent evidence synthesis performed by Health Quality Ontario (HQO) aimed to answer important questions
relating to patient and caregiver experiences over the course of illness for patients with COPD (17). The
authors reviewed and summarized a decade worth of qualitative evidence to understand the daily life
experiences of patients with COPD. The resulting information offers valuable insights on the types of

interventions that could have a substantial impact on the experiences of patients with COPD (17).

Below is a summary of several important themes identified by HQO in their knowledge synthesis of patients’

experiences with COPD.

e Patients may not realize that COPD is incurable and fatal; some physicians themselves do not consider
early COPD to be a fatal disease.

e Patients may not attribute repeated exacerbations to advancing disease, seeing them as temporary
setbacks instead.

e Economic hardship, co-morbidities, language barriers, low health literacy can make coping difficult.

e Many factors that isolate COPD patients from social contact also isolate them from health care
professionals (or seeking out health care).

e Lack of confidence in community -based services leads some patients to seek hospital admission, but
patients also feel vulnerable when hospitalized.

e Patients feel dependent on others for care or traumatized by hospital care routines

e Upon discharge following an exacerbation, patients may face new levels of uncertainty about their
illness, prognosis, care providers, and supports.

e Patients tend to be poorly informed about the long-term prognosis of COPD, and what to expect
toward the end of life; lack of understanding impairs quality of life as disease progresses.

e A palliative care referral can convey the demoralizing message that care providers have “given up”.
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These valuable insights from patients and their caregivers underscore the need for improved disease-specific

education, the nature of symptoms and prognosis, re-enforcement around the use of pharmacologic and non-
pharmacologic treatments over time, and readily available access to a health care professional who could

connect the patient to the most appropriate health services.

Studies have demonstrated that Integrated COPD care models are associated with reduced readmission rates
and improved quality of life in single center studies (3, 4, 19). However, studies of integrated care models
make it difficult to discern which aspect of the care programs can be replicated and scaled in other sites and
settings. Itis also unclear which COPD patients derive most benefit from these programs, what effect there is
on patient reported outcomes, and what resources are required to effectively run and scale these programs.
As a result, the American Thoracic Society (ATS) has highlighted the need for further studies to evaluate
components of care models on patient centered outcomes and to better define sub-types of COPD patients

who might benefit from integrative care models (4).

Previous care models have used a “one-size-fits-all' approach to care, in which all-comers with COPD are
offered the same set of interventions and treatment. However, all COPD patients are not alike. Simply
classifying patients by their lung function or age does not correlate with symptoms or outcomes (20). Patients
with COPD are often managing multiple comorbidities, mental health conditions, addictions, and social factors
that contribute to their overall health care utilization. These factors underscore the need to have a more

personalized and multidisciplinary care-delivery approach in this patient population.

Based on our knowledge of existing integrated care programs, we developed a unique integrated care
program specifically for COPD patients. This care model begins in the hospital setting when a patient is
admitted with an acute COPD exacerbation. Evidence based care including disease-specific education is
provided and a safe transition after discharge is planned by integrating the patient with a variety of
community services (education, rehabilitation, home care, disease-specific outreach, etc.). Continuity of care
for the patient is provided through healthcare providers who straddle both the community and hospital

settings.

Our integrated care model is unique as it groups hospitalized patients with COPD into functional health states
using a validated clinical frailty indicator (8). Specific health goals are correlated with each health state and

recommendations are made to involve various care providers to meet these goals (see Appendix B).
The following are additional unique features of the proposed care model:
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e The care model is organized into 3 phases of hospital care relevant to the rescue, optimization, and

safe transition.

e Hospital care delivery will be integrated with community care delivery through the pre-existing COPD
Outreach program for frail individuals with most severe disease (i.e. those most likely to benefit from
close follow up and management). The outreach program consists of follow up phone calls at 3 and 12
months, a home visit, ongoing education, and a hotline that patients may call if they have concerns.
Individuals with less severe disease will be linked to existing COPD education and maintenance
pulmonary rehabilitation programs in the community to ensure ongoing support and follow up.

e The care model also incorporates testing to confirm the COPD diagnosis and reinforces the importance
of performing spirometry to confirm the diagnosis. This is a ‘real world' issue, as many patients
presenting to hospital with “COPD” have never actually been formally diagnosed (20). Confirmation of

diagnosis offers an opportunity to intervene with treatments to improve quality of life in the long term.

We will use a patient reported outcome measure engagement called "Health Confidence' as an outcome
for this care model. Health confidence has not traditionally been a patient reported outcome in COPD, but
patients consistently indicate it to be an important issue (17). Improving the health confidence of patients
can contribute to improved health outcomes, better care experiences, and likely fewer health care services

with less cost (27).
3.0 OBJECTIVES
The objectives of this study are to:

a) Determine the feasibility of implementing a novel COPD care model on a respiratory ward in a
tertiary care hospital using quantitative and qualitative implementation metrics.

b) Determine the process measures and personnel required for successful replication of this care
model intervention at other sites.

c) Use the results of this pilot feasibility study to determine the optimal study design and plan for
a larger scale analysis to study the effect of this care model on health system and patient-
reported outcomes.

4.0 HYPOTHESIS

We hypothesize that goal-directed care delivery which is tailored to the functional health status of patients

will improve patient engagement (health confidence) and translate into improved health service and clinical
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outcomes in the short and long term. To rigorously test this hypothesis, we must first demonstrate feasibility

of this complex intervention.

5.0 MULTI-DISCIPLINARY STUDY AND CLINICAL CARE TEAM

Sunita Mulpuru, MD FRCPC MSc (Project Lead): Dr. Sunita Mulpuru in a full-time respirologist in the
Department of Medicine, Associate Scientist at the OHRI, and the clinical quality lead in the Division of
Respirology. She has 70% protected time for clinical research activities, will supervise the project
team, and contribute 0.2 FTE per week to this project.

Alan J. Forster, MD FRPCP MSc (Project Co-Lead): Dr. Alan Forster is a full-time internist in the
Department of Medicine and the Vice President of Quality, Performance and Population Health at The
Ottawa Hospital. He will facilitate the involvement of important stakeholders and provide oversight to
scale the implementation of the care model.

Justin Presseau, PhD: Dr. Justin Presseau is an associate scientist at the Ottawa Hospital Research
Institute (OHRI) with expertise in implementation science and use of audit/feedback research
techniques. He will provide methodological and analytical guidance for the implementation of the care
model. He will contribute approximately 20 hours of time.

Jacqueline Sandoz, MD FRCPC and Wendy Laframboise, APN: Dr. Sandoz and Ms. Laframboise are co-
leads of the INSPIRED-COPD Outreach team at TOH. This innovative program is fully operational with
permanent funding and will integrate with the hospital care model to ensure long term follow up for
patients in the community. Dr. Sandoz and Ms. Laframboise will participate in the data acquisition,
analysis, and contribute approximately 40 hours of time.

Barbara d'Entremont RN: Barbara d'Entremont is the corporate coordinator for clinical pathways at
TOH and facilitated the initial development of the COPD care pathway and order set. She will assist
with ongoing pathway production.

Caroline Tessier RRT & Nha Voduc MD FRCPC: Caroline Tessier is the lead respiratory therapist in the
Pulmonary Function Test (PFT) laboratory at TOH. She will coordinate and supervise the involvement
of certified respiratory educators on the respiratory ward and ensure delivery of standardized
education. Dr. Voduc is a staff respirologist at TOH and medical director of the PFT laboratory. He was
an author on the Canadian COPD Guidelines and will provide guidance to the project from a clinical
perspective.

Jan Leahy RN: Jan Leahy is the nurse manager on the 6NW ward at TOH. She is responsible for the

nursing staff on the ward, and for coordinating hospital-based clinical care in Respirology, Thoracics,
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and Otorhinolaryngology (ENT). She will assist with nursing staff engagement throughout the project

and the development and revisions of care processes related to the care model.
e Aaron Leblanc, MD, PGY-5 Respirology Resident: Dr. Leblanc is a senior Respirology trainee who will
participate in aspects of the study, including calibration of frailty ratings by nursing staff, data

collection in focus groups, and manuscript writing.

6.0 METHODS
6.1 Design: a prospective, mixed-methods, cohort study design at The Ottawa Hospital (TOH) to

evaluate feasibility of this complex intervention.

6.2 Study population and Inclusion Criteria: We will include adult patients admitted to the 6NW
(Respirology ward) of the General campus at TOH with a primary diagnosis of acute exacerbation of
COPD (AECOPD). The diagnosis is based on the admitting physician’s assessment of the patient in

the emergency room.

We will also include approximately 26 health care workers (nurses, physicians, and allied health
professionals) who care for patients on the 6NW of the General campus at TOH who have

implemented and worked with the COPD care pathway during the study duration.

6.3 Time Frame: Implementation and feasibility data will be collected for 50 patients who are
hospitalized for COPD over the course of two flu seasons (2017-2018 and 2018-2019), which

corresponds to the peak season for COPD-related hospitalizations (22).

6.4 Consent Process: Patients eligible for the study will be approached by the study respiratory nurse
educator (RT), who is already part of the patients circle of care. The RT will ensure the potential
participant understands the study and what it would require of them (two questionnaires: one in
hospital and one during a 3-month post-discharge visit). If the patient accepts, the RT will ask them

to review the Informed Consent Form and sign if they agree to participate in the study.

A member of the study team will approach Healthcare professionals (HCPs) who work on the
Respiratory ward (6NW) of TOH, General campus and have used the COPD care pathway to
participate in the study. The member of the study team will explain the study and ask if they would
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like to participate. If they agree to participate, they will be given a consent form. The consent form

requests a consent to complete a questionnaire and participate in the focus group with other HCPs.
If the HCP chooses to participate, the signed informed consent is placed in one box, while the
completed questionnaire is placed in another. This is to conserve anonymity of the questionnaire
responses. Once focus group times and location are set, an email will be sent out by a member of

the study team to inform those who consented to participate of the focus group time and location.

6.5 Implementation of the Goal-Directed Care Pathway: Patients enrolled in the study will receive
standardized treatment using an initial physician order set followed by a clinical care pathway
(Appendix B). The order set and care pathway will be physically added to the patient's chart for

daily reference by the health care team.

The care pathway (see Appendix B) consists of orders to be executed by the nursing staff, attending
physician, and allied health professionals (respiratory therapy, occupational therapy, and
physiotherapy, where applicable) while the patient is hospitalized. None of the components of the

pathway extend beyond standard care that would be provided at TOH.

To initiate the care pathway, the first nurse to admit the patient will complete a frailty assessment
and document the patient's clinical frailty score (8). This validated frailty score is associated with a
set of expected treatment goals and outcomes for the patient during hospitalization and will serve

to guide the subsequent care for the patient.

Following the frailty assessment, the care pathway is divided into three phases: rescue,
optimization, and safe transition. The interventions in each phase are tailored to the COPD patient
based upon their frailty rating. Evidence-based pharmacologic treatments, consultations with
allied health professionals, medical services (e.g. Palliative care), and multidisciplinary educational
interventions (Appendix A) are ordered in each phase where appropriate. In the safe transition
phase, follow up with primary care, and referrals to pulmonary rehabilitation and the COPD

outreach program will be arranged where appropriate.

6.6 Sample Size:
6.6.1 Patients: We aim to recruit 50 unique patients over an 18-month period to use the

care pathway. The Ottawa Hospital admits over 500 patients with acute exacerbations
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6.7 Outcomes
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6.6.2

6.7.1

6.7.2

Protocol

of COPD annually and approximately 30% of these patients are admitted to the
respiratory inpatient service (150 patients). Given that COPD exacerbations are twice
as common in the winter months (22), we feel our recruitment target of 50 patients is
feasible between November 2017 and May 2019.

Health Care Professionals (HCPs): We aim to recruit approximately 26 HCPs, 2 groups
of 13 participants, to discuss of their personal experiences with the COPD care Pathway

after an evaluation of the pathway.

Primary: The primary outcome is the feasibility of using this COPD care model in a
hospital setting. In this practical experiment, feasibility will be defined by recruitment
of 50 patients (3-4 per month x 18 months) to the care pathway, with an 85%
completion rate (care model completion). This will be calculated using the number of
completed pathway documents divided by the total number of care pathways initiated

at the time of admission. We will critically review each document for completion.

Secondary: There are four secondary outcomes for this study.

6.7.2.1 Qualitative Implementation Metrics: Implementation of the care pathway will
be evaluated by HCPs (nursing staff and allied health professionals). Participants
are asked to complete a questionnaire and participate in a focus group with
other HCPs. During focus groups, common themes for barriers to
implementation will be identified using a-priori selected questions. We will
consider success of implementation if no significant barriers are identified
through group consensus in the focus groups and if 80% of questionnaire

responses in each category fall into the “agree” or “strongly agree” responses.

6.7.2.2 Knowledge Translation Metrics: We will measure success in knowledge
translation with achievement of 80% adherence to basic COPD care guideline
standards including use of appropriate antibiotics, systemic steroids,
bronchodilators, venous thromboembolism prophylaxis, and advanced directives
documentation. Adherence will be calculated from direct review of the care

pathway documents after completion.
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6.7.2.3 Patient Reported "Health Confidence': Health confidence is a measure of the

engagement of a patient in his or her own health (24). Greater health
confidence is associated with improved outcomes, better experiences with care,
and improved health resource utilization and cost (24,25). Health confidence
will be measured using a four-item scaled survey: 1) | know enough about my
health, 2) | can look after my health, 3) | can get the right help if | need it, and 4) |
am involved in decisions about me. Participants answer each of the statements
with the following scale: strongly agree, agree, not sure, or disagree. Patients
who report 'strongly agree' for each of the above-mentioned statements are
considered to have a higher level of health confidence than participants who
report 'disagree’. These statements have demonstrated adequate psychometric
properties and construct validity in preliminary testing (26). Formal permission
for utilization of this tool in this study was obtained from the developer (T.
Benson, R-Outcomes Ltd., Bristol, UK). The health confidence survey will be
administered at the start of the education session in hospital, and repeated at 3
months, during a follow-up visit in the Pulmonary Function Test laboratory of the
Ottawa Hospital, General campus. We aim for 80% completion of the “Health

Confidence Score” among patients using the care model.

6.7.2.4 Patient Reported ‘Quality of life’: Patients quality of life can be measured with

the “Health Related Quality of Life Score”, or 'howRu' tool which has been
validated against other quality of life tools. This tool is a four-item scaled survey:
1) Pain or discomfort, 2) feeling low or worried, 3) Limited in what | can do, and
4) require help from others. Participants answer each of the statements with the
following scale: none, a little, quite a lot, or extreme. Those who report 'none'
for each of the above-mentioned statements are considered to have a better
quality of life than those who respond 'extreme'. These statements have
demonstrated adequate psychometric properties and construct validity in
preliminary testing (26). Formal permission for utilization of this tool in this study
was obtained from the developer (T. Benson, R-Outcomes Ltd., Bristol, UK). This
survey will be administered at the start of the education session in hospital, and

repeated at 3 months, during a follow-up visit in the PFT laboratory. We aim for
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80% completion of the “Quality of Life Score” among patients using the care

model

6.7.2.5 Health Service Metrics: We will use the Ottawa Hospital Data Warehouse
(TOHDW) to measure length of stay, cost per weighted case, 30-day readmission,
mortality, intensive care unit admission, intensive care unit length of stay, and
number of hospitalizations in the 2-year window prior to the current admission.
TOHDW is a relational database that captures clinical and administrative data for

unique hospital encounters.

6.8 Data Sources:

6.8.1 Electronic Health Record, COPD Pathway Documents: We will collect patient-related
data using and some feasibility data using a combination of vOacis and the COPD care
model document. These data points are detailed in the case report forms.

6.8.2 Focus Groups and Questionnaires: We will gather data from focus groups of HCPs to
assess our implementation outcomes, and questionnaires provided to the HCPs who
use the care models.

6.8.3 Patient Questionnaires: We will gather data from the COPD Assessment Test (CAT)
and Health Confidence scores (HCS) to assess the symptom burden and engagement of
patients.

6.8.4 TOH Data Warehouse (TOHDW): Health service metrics including length of stay, cost
per weighted case, readmissions, mortality, and ICU admissions will be ascertained
from the Data Warehouse. A separate Data Specification Form (DSF) has been initiated

for this data request.

6.9 Data Collection: The following figure illustrates when data will be collected for participant during
the study. The two focus groups will be conducted during the pilot in March 2018 with HCPs
(nurses, physiotherapists, occupational therapists, and dieticians) who have used the pathway.

Questionnaires of HCPs will be gathered prior focus groups.

Patient data will be collected at three time-points:
1) During hospitalization: Includes COPD Pathway Phases 1 to 3. Patient data relating to

demographics, frailty rating, COPD diagnosis, lung function, oxygen use, smoking status,
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and symptom burden will be collected from the hospital chart. The study respiratory
therapist will enter this data in a Case Report Form for Respiratory Therapists. Patient
participants are asked to complete a baseline health confidence and quality of life
questionnaire at the beginning of hospitalization (Part A — Patient In-Hospital

Questionnaire).

2) 3-Months Post-Discharge: Includes COPD Pathway Phase 4. During a post-discharge visit
in the PFT laboratory of the General Campus at TOH, patient participants will be asked to
complete a follow up questionnaire (Part B — Patient Post-Discharge Questionnaire).
During this visit, a review will be undertaken of community services accessed by the
patients, and any referral issues will be rectified if needed.

3) At Study Conclusion: Data collection in this phase will be from TOHDW. We will collect
all health service outcome data up to 6 months post-discharge from the TOHDW. This will
include initial hospital length of stay, mortality, ICU admission, 30-day readmission, and
cost per weighted case.

[CAMIRNG HOSPTALEATICEN ¥ PADNTHS POST-DALHARGE STUIDA O] LSO
(TS0 COPT PATHINAY COPD PATERAAY COPD PATHWAY COP0 FATHWAY
PriAal | PdASE 3 iAsL 1 LU
§ mormhy post-diachergs fokow-up
 hdmersson w) AECORD - Femilty ratng compisted by - Pathwy instrucoom followesd « Pamhwary murucbiom fodossad i tha Puimeaary Fusction |steeasny
e, hisre (5] - COPD Education semlon +lrrare comypiation of Pathany o vhe Dtzwwa Hosgsesl, Gemaral
- MRt ton #
t ﬂmﬂ-"‘:fm imﬂﬂmm L ST R [ comHets] e CETL
Pt moued tn Rexpeokogy
vaard DEMW|
+ COPD Chmtend' ParSvwiliy
]
Freo it SICPs o s - R0 (Ereepn e et prchessecnali Patmni Post-Dachurpe Questonnairs | - Falient culdorsel & bom
mewﬁmrmah rom GAW iy ":m??_;s
P froem B -;ﬂ*riﬂiﬂm%nmh i
il ahicn, it prefrivong MW particganh cum:qm
niery, COPD dugnash, keng Rangman, - Patnamt rafeman to comemanidy rvef il
&3 1ze. smoking smus from B8 PrOgranT ind ih holpitsl costulistiony <~ cout par wekghind caie
Sk ~Passart B0 Hegital Cmitionnawe. 10T LV
CORLECTION JENEA
- Cana ‘Bapant Forr decusanimion ol - L
R i - 8 R B A o = (ol Py P documantstion of
Mir:l?:rv:]' ‘“’“D;;“C?m Hesmonses of Faben Boar
ot chovcigraplhes il Loy program fe ey [hschirps Chmanannaine {Part &)
§ hisbory Pahent i Maipetsl QueTlionfase
« Fradiny FElpoTLE
-m:w:;qhnm.n. etchein:
USE, WTENDENE BTRTLE

July 2018, version 2

12 of 25



COPD care Model Protocol

Figure 1 — Details for each point of data collection * As part of the study, patient participants are invited for a 3month follow-up in the PFT

laboratory.

7.0 STUDY TIMELINE
There are 5 distinct phases to the study: 1) pre-implementation, 2) hire, 3) educate, 4) implementation and

data collection, and 5) finalize results and plan for next steps.

PRE- FINALIZE RESULTS AND PLAN FOR
IAPLEMENTATION HIRE EDUCATE IMPLEMENTATION AND DATA COLLECTION MEXT STEPS
Mov 2016 — 4 months 4 manths & months MNow 2017 18 months iay 2019 » May 2020

Figure 2 - Study Timeline

Pre-implementation: Finalize the COPD pathway documents, engage the nursing staff in initial
education, trial the pathway on 5 patients, and conduct 2 PDSA (Plan, Do, Study, Act) cycles with

subsequent pathway revisions, based upon preliminary nursing and physician recommendations.
Hire: Hire clinical research assistant and submit research ethics board application

Educate: Clinical care team regarding individual components and application of the care model (nurses,

physicians, respiratory therapists, allied health). Create secure database to store study data.

Implementation and data collection: Implementation of the care model on the respiratory ward, data
collection and organization, education sessions and post-rotation focus groups with each new group of
physician trainees on the ward (once per month), focus groups (March 2018), and questionnaires with

nursing and allied health staff.

Finalize results and plan for next steps: Write manuscript, plan the design of next steps (cluster

randomized trial).

8.0 DATA MANAGEMENT
The data collected will be password protected and will not leave TOH. Only study personnel will have
access to the study data. A study master list (containing MRN’s) will be linked to a study ID. This master

linking file will be kept separate from the main study dataset in a protected folder on a secure TOH sever.
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Only the unique study ID will be used on the patient questionnaires and study case report forms. The

study files will not be stored on the hard drives of portable devices or on USB keys.

9.0 FUNDING & COLLABORATION

The Ottawa Hospital Academic Medical Organization (TOHAMO) has awarded a $100,000 grant to conduct
this pilot project. The Lung Association and Ontario Thoracic Society has also awarded $47,000 for this

pilot project.

The Ottawa Hospital has provided in-kind resources for development of this project, via specific
commitments from individuals in clinical nursing, nursing professional practice, respiratory therapy,

pharmacy, senior management, and allied health care.

The Department of Medicine Patient Safety and Quality Committee has also provided in-kind support and

resources for this project.

The Canadian Foundation for Healthcare Improvement (CFHI) has also provided in-kind support to this

project to assist with scaling and promotion of the care pathway concept in COPD care.
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COPD care Model Protocol

Appendix A - Standard COPD Education Session in Hospital®

1.
2.

© N o U

Review the definition of COPD, symptoms, and the common causes.
Discuss the concept of ‘COPD Flare-up’s, including a definition, review of common triggers, and early recognition
of symptoms.
Review strategies to prevent worsening of symptoms (exercise, good nutrition, smoking cessation, medication
use).
Discuss smoking cessation where applicable and provide relevant community resources for smoking cessation
(example: Ottawa MyQuit Program, Heart Institute Smoking Cessation Clinic, etc.)
Review medications used to prevent and relieve symptoms
Demonstrate and confirm inhaler technique with attention to the appropriateness of the inhaler delivery device
Demonstrate and review breathing and cough techniques to clear secretions
Discuss with patient the potential benefit of community COPD education programs for ongoing support,
pulmonary rehabilitation programs (including maintenance rehabilitation), support from the COPD outreach
team, and referral to the HealthLinks program offered by the Champlain LHIN

a. Review the best community program option for individual patients, based on patient preference,

location, and services provided.

If appropriate, review and discuss exercise goals to consider once recovered from acute exacerbation.

1 Kruis, (2013) Adapted from the ‘Living Well with COPD™’ educational materials from the McGill University Health Center, in

Montreal, Canada.
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COPD care Model

Appendix B - COPD Care Pathway —Order Set (page 1 of 8)

Tha S | Lidpinl
#H-u [

CLENIGAL PATHWAY

Chronic Obsiructive Pulmonary Disease
Exacerbafion (EBPD-E)
O Civie

O Gemeral

Proof 5

Clinizal Frailty Scale (A1 baseline, at least 2 weeks before hospitalization)

ey e
wmmEs o= -

Conzider
Imit. | Diagram Frailty Scabe Description Expected Goal of Gare Conzulting Servicez | Date {yyyy'mmydd) | Initizlz
Well: * Retum %o independent lring O Respirmiory Therapy
* Mo active disexse sympeoms = Zelf manage breathing technigues, (fer tearching by GRE)
— * Active occasionally, 8.9, sexsomlly zecretion cleamance
' * Recognize eary symptoms of
Managing Well: 5
DR |« Medical probloms are well CHET roacemiction
controfied, BUT
— * Not requiarly sctive beyond routing
walking
Vulnerable: * Retum to independent Iring O Respitory Therapy
* Not dependent on others for help, BUT | = Self manage breatfing technigues. (i beasching by GRE}
= Symptoems [imit activities secretion cleamnce f
* Recognize earfy symgitoms of 0} Pinftongy
L C0PD macerhation O Decupational Therapy
Mildly Frail: * Retum home with addisoral O Resprry Therapy
* More evadent slowing ErviCEs (for teaching by GRE)
* Hed help in high order instumental = Dorsider relocation to assisted : i
ativities of daily fiving (finances, living facility # penprize 1} Pariotieony
transportation, heavy housework, » Cplf manage breathing technigues, | O Occupational Therapy
medicaionsh secretion cleamnce {cossider cognitive
* Progressive impaimment of shopping. * Recognize earfy symptoms of screen)
waking outside alone, real CO0PD exacerbation O Social Work
prepastion, housework * Recognize nead to modify
activities and or use additional
+ Nesd help witr all outaide activifies | ap o Moms nCtonal
ang with keeping houze
» {iftem bave problems with =airs
* Nezd help with Bathing
* Minirral assistance {zuring, sndby)
with dressing
Severely Frail: = Stmegly consider assisied fving O Physictherapy
* Compiletely dependent on others for (either with services in cument ?
perscral car (phiysical or cogniive) dwillingor by b e | el Py
= Stahle, not at high risk of dying Tacility} 1 ‘Social Work
{within & months) = Undersands saverity of il lness and
3 the limits this 5 o imctional
Very Severely Frait ) _ place
"G St ) | s
— Wit Lo discussions with the metical team
i||nﬁsn TECOVEr &vEn  minar and with the familly phy=ician upon
dizchame
Teminally lit: * Stmegly consider palliative care O Social Work
* Appenaching the end of life. corsultation O Palliative Care (MD to
_ = Apfizs 1o people with a lie * Arrange haspice, long term care, complete]
i expectancy lest than § monthe, or palliztive cae= at home ¥ retuming bome:
‘who are not otherwize evidently frai O OT O PT for semvices
CP 110 A {05/2017) CHART € THE TTAMR HOEPITAL
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COPD care Model Protocol

Appendix B - COPD Care Pathway —Order Set (page 2 of 7)

Pab=nt Charl K.
PHASE 1: Rescue Treatment
oart Date:  yyyy mm dd

Critical Path Patient Dutcomes
Azzezzment, Treatmend Azzezzment, Treatmend
= Vital signs and Spll, g = Wizl signs within nomal limits, aiekeilz
= {hest and resparatory assessment q shift and pen = [pfnal sahmation achicesd
= Assess bowed function = ‘Heart rate {less San 1 beats/minute 2 nest)
= Aszess for anciely q shift {if ooty severe, consider peyehology consulih = Decmeased wse of respimton acbessory muscles

= ‘Patient passing wiood feely wishout difficutty
Gategory Slabaz
= Encure cateqory stses form completed by physician - Init___ Taie | Galegory Sates
= Lategory sEoss complesed
Aclivitiez
= Aptivity 2= tolerated Achwitiez
= o i char for meals (Ti) = Tolerating actvity level
Hudriticn Hutrition
= A5 prleredffolerted = Toleratsing diet
= BM = by, — I Dhave | P .
» Corsult Registered Dietitian wsing NUT 51 # 8ME 21 or less, o pasient report Smoking Gessation Inferventions
significant weight lass — Init Caiz * Mo symptoms of nicotine withdrawal (headache, nausea,
» Provide nutrision boakdet to pagient, if approprize imiahility, aneisty}
= Corsul ELP i concerns with swallowingaspiration - kit Cane i o Plansing
Smoking Gezzation Interventions * Appropriate reisraks complesed and sent
» Prowide patient ricotine replapement therapy 2= per onders {patch, gom, inhaler) Zex apsion faems of Fraky Soale Leafler)
Dizcharge Planning
= (Hnical Fradty Seaie assessmeent (see el leaBer)
- Iniiy Dae
CR1f0AE2-TI CHAAT & TEF TTTRME HIEPITAI
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COPD care Model

Appendix B - COPD Care Pathway —Order Set (page 3 of 7)

Patient

Charl Mo.

PHASE 1: Rescue Treatment {continued)

Patient progrezz comezponds with clinical patheeay:

Dale: (yyvymm/dd)

O: B-12 b day zhift  E: evening shifi, if applicable

M: 812 h night zhifi

O O Yes Mo Signatume pitals: Time: NTV —circle above, VG
E Yes MO Signae pitials: Time: NTY —cirche abore, WG
M Yes Mo Signatum prtals: Time: HTV — circle ahove, WG

Diabe: (yyyymm/dd)

1] Yes Mo Signatum prals: Time: T — carcle abiove, WG

E Yes Mo Signatum prials: Time: NTY — circle above, VG
N Yes Mo Signatum pitils: Time: NT¥ — circle above, VG
Deale: [yyyymm/dd]

1] ¥es Mo Signatm prtals: Time: HTY — circle abowe, VG
E ¥es Mo Signatm pitils: Time: HTY —circle aboe, VG
H ¥es Mo Signatm pitials: Time: HTY —circle above, VG
Dabe: (yyyymm/dd)

] Yes Mo Signatume pitals: Time: NTV —circle above, VG
E Yes Mo Signatume nitials: Time: NTV —circle above, VG
M Yes Mo Signatum prtals: Time: HTV — circle ahove, WG

Dale: (yyyypmm/dd]

0 Tes D Signanume pitials: Time: NTY —cifchs abome, WG
E Yes Mo Signatum prials: Time: NTY — circle above, VG
M ¥es MO Signam prtals: Time: NTY — circle aboe, VG

Vanance 492 Nof cischarged by =nd of pathway —condnued nesd for acue cans NTV Hon-Tracked Variance
Lodes (VL] 510 Mot discramged by end of pathway —non-medical eason OFF Ondered of chnical pabhway

FAMNLIR-TI
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COPD care Model

Appendix B - COPD Care Pathway —Order Set (page 4 of 7)

Fab=ni

Chari Bo.

FPHASE 2: Dptimization Phase

Gtarl Dabe:  yyyy mm dd

Critical Path

Patient Outcomes

Azzezzment Treatment

= \fitad signs and Sp0, g8

= Chest and mspiratory assessment q shift and pen

- Assecs for anciety q shift (f ardety severs, consider psychology consuldl

Provide Patient/Family Educabion

Mark off oncs compieted wish patient

O Provide sandad GOPDH educalion -Ing_ Dme

O Aeview inhaler device techniqieen - Inig____Dage

O HAeview pursed lip breathing, decp breaiinng, and coughing coemses
=it [late

O FAeview relaation echrigues and positioning to reduce dyspnea-int_ Dale

3 Wirite order for spirematny in fhe chart, d required %o confirm COPD: dagnasis (MO fo cosign] -
pit___ Do

O Erswee that spiroenetry request st i Madale R prior i dischame (o be done as an inpatient,

or supatien?, depending on sailabiliy) - it DOase

‘Wirite order in charl for reiermal fo GOPD owreach program if patient mests criteriz and send

wfemal - Init ___Date

[ patient meets criena for ouipatient pulmenary rehabilsation, write order in chart o suggest

mferal o appropriate program (MD will zend refemall-fmit ___Date

O patiert would benefi fom commmanity lung healih reseumes aber dechame from hospaal
{education. maintenance refahbiliation, sie), wine order in chart with refermal suggestions
{MD will send refemal) - Init Datz

O Assess and qualify pabent for home moygen therapy if mdicated

@ :H

dmaoking Gezzalion/ Gounselling
* Prowide patient nicoting replacement herapy as per orers {paich, gam, mhaler)

Activity/ADL'z

® Activity a5 iolerated

= Ug in chak for meals (TRX

= Lo in hathroom or commods — i able

= Ambclate i faltway — if able

» Assist and encourage with personal care

Hutrition
= A5 prderedinlerated

Initiate Early Dizcharge Planming

= Enzure teamiis aware if patient & =58 requining coygen af rest, and was noton home coggen
= Azzees and review pre-admiszion functioral sahes

= Enzure 28 applicable alfed health mam members sorsulied as per Cinicad Frailty Sesle

Azzezzment/ Treatment

= Vital signs wishin nommal fimits, afebrile

= {iptimal sasoration achisved

= Heari rae {less han 100 beats/minute 22 rest)
= Diecrease inamsiety

Patient/ Family Educzlion
= Ademase use of inhader devace
(irechirding mouth cane}
» Efiecine cough and expecionrtion Echnigues
» Pafient werbally expressing fedling less andous
= SpimmeTy suggesied # requined
w Meed for home copgen assessed
= GOPD outreach and rehabditation referais
suggesied if requined

Smoking Cezzabion/Counzelfing
* No sympioms of racoting wishdrawal

Activity

* Tolergimg activity level

= Increasing mehility vl

= Hetuming 1o baselre level of mohility

Hutrition

= Tolerating diet

= Gond swaklpwisg Sonction, no aspiation
= |Imprevement in weight and orad inale

Initiale Early Dizcharge Pianning

= Pament understands limiasons in lewed of
funesicn and need for addifional home senveces
(i ascisied iving} H required

» Padent and family concems heard and melayed o
alizd health and phyysician fzam members

= Home momen assessment saried, if requred

CR1T0A-TI
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COPD care Model

Appendix B - COPD Care Pathway —Order Set (page 5 of 7)

Pahent

Chart Ho.

PHASE 2. Optimization Phaze (continued)

1] 1¥es [ No
E 1¥es [ No

M 1¥es [ No

u] | Y65 U Mo
E 1¥es O Mo

M 1¥es [ No

1] 1¥es [ No
E 1¥es [ No

M 1 ¥es O Mo

0O O%Yes [ Mo
E O¥es [ Mo

M 1 ¥es O No

1] 1¥es [ No

E 1¥es [ No

M 1¥es [ No

AT Signalure
iqnaturs:

[

Dealbe: (yyyy'mm/dd)

Deabe: (yyyy‘mm/dd)

Deabe: (yyyy‘mm/dd)

Deabe: (yyyy‘mm/dd)

Deabe: (yyyy‘mm/dd)

Paftient progrezz comezpond: with clinical pathweay

Signanue
Signanue

Signature

nials:

O: 812 b day chift  E: evening zhifl, if applicable

nials:

nials:

Signanure
Signanue

Signanue

NTW — Circie above,

nials:

nials:

Signanue
Signanue

Signatume

nials:

nials:

nimls:

Signanume
Signanue

Signanue

nimls:

Time:

nials:

nials:

Time:

Signanue
Signature

Signanue

nials:

Thme:

nials:

Time:

nials:

Time:

NTW — cirche abawe,

NT¥ — circle abowe,

NTW — cirche abawe,

NTW — cirche abawe,

NTW — cirche abawe,

NTW — cirche abawe,

NTW — cirche abawe,

NTW —cirche above,

NTW — cirche above,

NTW — cirche abowe,

NTW — cirche abawe,

NT¥ — circle abowe,

NTW — cirche abawe,

NTW — cirche abawe,

H: 812 h might zhift

Vo

Vo

Vo

Vo

Vo

Vo

Vo

Vo

Vo

Vo

Vo

Vo

Vo

Vo

Varisn:e 192
Codez (VO] 510

ot discharged iy end of pathway — coninued nesd for acue cae

Mot dischaged by

0 of pathway — non-medecal reason

NTV Kon-Tacked Varance

OFF Ondemd of cinical

ey

P10 AIS-T)
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COPD care Model

Appendix B - COPD Care Pathway —Order Set (page 6 of 7)

Pabent Chart We.
PHASE 3: Safe Transition
Slart Date:  yyyy mm dd
Azzezzment Trestment Azzezzmend Trestment

» Vitad signs and Spl0, g shif
» (st and respiratony assessment g shift and gen

= Agzess for amiety q shift (it aredely severe, esider inpatient pychalegy
povesulih

Activity/ADLz

= Antivity 2= tolersind

= Lip in chair for meats {TID)

= | tn hathmam or commode — i able

= Amivdaie i ballezy — if ablz

= Aszist and encaurage with personad cam
Hutritian

= Az orderedinleated

Medicafion Teaching

= Page Respratory Prammacist in complets medication meview
- Init — D

Gmaoking Cezzation; Gounzelling
= Corfrue nicotine replacement

Fnlmr—lp- Appointments, Services
= Epecilist dollow-up amanged by eleris hased en physician
rmeommendators - MO Init ___ Dale

GF follos-up aranged within 2 — 4 weels of Jischame (ask patient to call)
Referral tn COPD commenity senvices send {check all that applylc

COPD eratreach team MOHnit___ Daie

Lung Association Refemal

» Encure home coygen amardged if necessany

MOt __Date

|
|
71 Champlain Ly Healh Aedaral M it Date
1 TOH GOPO Edueation (PFT Lab)
[ TRC Pulmorary Rehabilitasion MO nit ____ Daiz
1 Monsiort Pulmenary Achahbiliaion  MOnit—_Date
(1 (eher MO init Daie
Dizcharge Plznming

* Wil zigns withan normal limits, debnle

« Cptimal sapuration achiewed

* Hearl re (less than 100 beats/miniie o rest)
* Decrease in aniety

Ackivity /AN

o Tolemating actiity level

* Inczexzing mohility lewed

* Rensring o baseline level of mobifity

Nalriti

* Tolemating diet

* laood swallrwing function, no aspimtion

Medication Teaching

* Patient under=tands indicaticn for use of long and shor acting
medications before dischamge

Gmoking Gezzation Gounzelling

= Mo zympioms of récotine widrawal

Follow-up Appointmeniz/Services

» Peent mosives wiitten confirmztion of apposntmesnt dages and fimes

Dizcharge Planming

* Ensure functioral and psychosonial mzaes addressed by albied
team members prior o dechame

* Home oovgen armanged if eligible

CPI110AJE-T} CHART
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COPD care Model

Appendix B - COPD Care Pathway —Order Set (page 7 of 7)

Patient Chart Mo.

PHASE 3: Safe Trangition (continued)

Deale: (yyyymm/dd)

0 OYes OMNo Signawre aitals: Time:

Pafient progrezz comezponds with clinical patheay: [ 812 b day zhift  E: evening zhift, if applicable  M: 8—12 h night zhiff

NTV —circie above, WG

E OYes O Mo Signawre mitile: Time:

NTV —cirche abowe, WG

N OYess O Mo Signaoe mitals: Time:

NTV — cirche abowe, VG

Diabe: vy mm/dd)

D 1 Tes L Moo Signatm MELE: Time:

NTY — circhs above, VG

E OYes O Mo Signatm nitals: Tmis:

NTY —circhs abowe, WG

NTY —circhs abowe, WG

Deale: (yyyy'mm/dd)

N OYes O Mo Signatm nitals: Tmes:

NTY —circie abowe, WG

0 OYes O Mo Signawe mitals: Time:

NTY —circie abowe, WG

E OYes O Mo Signawe mitals: Time:

M OYes O Mo Signawe mitals: Time:

NTY —circie abowe, WG

Deale: (yyyymm/dd)

0 OYes OMNo Signawre aitals: Time:

NT¥ —circie abowe, WG

E OYes O Mo Signawre mitile: Time:

NT¥ —circie abowe, WG

N wuYes O Mo Signaoe mitals: Time:

NTV — cirche abowe, VG

Diabe: vy mm/dd)

0 OYes O Mo Signaore pitils: Time:

NTV —circle above, WG

E OYes O Mo Signatm nitals: Tms:

NTY —circhs abowe, WG

N OYes O Mo Signatm nitals: Tmis:

NTY —circhs abowe, WG

Pharmacied Sagnature
Sagnature: niats:

Variancs 492 Moidischarged by end of pathway — coninued nesd for acuie
Codez (VL] 5100 MOt ciscramed by end Of paheay — Ron-medical rmason

NTV Mon-Tracked Varance
OFF Orizred o clinital pahway
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COPD care Model

Appendix B - COPD Care Pathway —Physician Orders (pagel of 1)

Tl'_ | PHYSICGIAN'S ORDERS
Clinical Pathway (GP)
LIGhic: LI Eeneml
== Proof 5
O Kore known O Hore known
Chronic Obstructive Pulmonary Disease Exacerbation (COPD-E) Admission Orders
it Mon-Medication i IV and Medication {Medication, dose, route, frequency)
| { OO itiaee conical patiay for- I¥ Flnis:
[OFD — Exacerbation {GF 1104) || O Mormal safine 100 mihow = 2 hours THEN massess
|| dmitee Sevice: || OO omer
| | agerding Doctor: Carticozierois:
|| O3vita signs 2= per patrweay L O Prednisone 50my PO daily = 5 days THEN reassess
| | oA [ Metyiprednisolone 60 mg IV g24h = 48 hoas (f enable b take PO THEN massess
— Jon oR O oter
|| O wieight and BMI measurement e} on B
mlmmmﬂu|nm} Select an anfiiolic f pabent has af least 2 of e foflowing 3 crlerta pregent
1) INCrEEsed Sptum pusence 2) IncEased spetum wolume. 5} Incased dyspesa
miet Choeze an anishiotic frem a different dreg claze than waz uvzed in the lazt 3 monthe
—{ Qnep DD eigh calovie, high protein siet Anfibinkict {Doze sdjEztment may he necezzary for renal dystanchon):
|| [ psanetic gt | Ammicilin-caveanic aid L e7smgFoqan of D) 500 mg PO gén
|| Cdomer || oA O] Asthomycn 500 mg PO daity 1 day, THEN 250 mg PO daily x4 days*
| | oA CJ Cefunme et 500 mg PO g1 2h
Izolaten Precaulionz: || oA Ol Dmeycycing 100 mg PO gizh
|| O Dmopict Precantions || oA O \evefioach 750 mg PO g2
|| O sirbome Precautions || oR CJ Timenopim/sussmethoaonies 1 D2 b PO gi2h
| { O contact Frecastions || Pomebic® monive ot ansibiotics: L Gefirianoee 1.9 g24n
_— | or O Lovooacs 750 mg IV 24
| O Pa/Lat=ral chest x-ray eniter on GROE) Aninvarals |Tase may be neceszary bor renal dyzfuncien|:
|| or [0 Fortable chest s-my [enter on GROE) || O3 Osettamwir 75 mg PD q12h = 5 days (Theaament Dose}
- gEiE B ) * May prolong OT imeenval fcheck betons prescriongy
- uﬁ‘nnﬁmmu.x.mmn,m;xam Bets Agonist Th " mcy
— p Samubmol (weriedn) MM 100 mog:
|| Cdameria SloedGas DR I:I!mmmuuums D3 2—4 pu's g4 Stmight < 48 THEM reassess or Oz purs ganpm
|—{ O Nasoptarynoeal swak for respiraiey vinsses OR Sabuiamol (veroin) via neoulizer if unabés b aoministes via MOI
[0 Spurkerm for bacterial custere and sensisviy || O 25mg (2.5 mL) g shaight > 48h THEN eassess: OR Ld 25mg (2Smlg—hpm
| | Ows om O iNA iy >3 days i T @ -
L | OO omer | [ Tiotopium (Spinva) Handihalor 18 mog capssie for inhaiaion daily
| | om Emmopmm{mmmzumngz—4wmq4nmwx4mmam
; oR [ ipramopium {Atovent) via negulizer 250 mog {1 ML} § — i strasght 48 THEN reassess
L [ Tiimiz caygen for satumations between {if unabls b agminister iz MO}
B2 {padicy PG 05-0-153] | | or Olomer
L1 oR ] itrate caygen for saterations 2% of mare ES/LABA Theragy (it indicated, choose ane
L {om O Fasticzscne Sametel Diskus 1 Uit 2
|| W wotify AT if patient requimes greatertran 50% || Ooomoysomeg oA Od2somcgsomey om0 500 megrsameg
Fills DR Budessrite; Formeteril {Symbicor) Turbuhaler 2 pufts g1 2h:
|| DO1oomegsmeg  oR C200megss mog
Hon-invazive Ventilshon oA [ other
| { [0 ieitiade Bi-Lewed VertiaSon iter i e | T
mms,hmm-mmfmn:mimﬁm Nicatine Peeplacement Therspy. Compls HEA 107 [ricstine replacement Semgy|
|| [ Bi-Leved initial settings: DWT Propivyiaziz. : g :
JPAF ____ omHD, EFAF ___ cmHO b | Enscpann: [l 40mgoceaiy ©R [ 30 mg S0 dily (# Crol less than 30 miLmin)
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