PRACTICE ENHANCEMENT EXAMPLES

Case Presentation to Physicians

< m

A. Enhancement Objectives

When a pharmacist first joins a practice site, the practice
site physicians may not be clear on how or why to refer
a patient to a pharmacist. Presenting case studies to the
physicians helps educate them about a pharmacist’s role
in the health care team and informs them about the
various reasons why patients can be referred.

The physicians’ objective can differ from the pharmacist’s,
depending on the physician. The physicians may want
more general continuing education (i.e., Continuing
Medical Education) that is more patient specific. These
case study presentations may be submitted for credit.
Also, the practice may use these presentations as an
opportunity for physicians to discuss cases.

B. Tool or Enhancement Description

PowerPoint presentations (or similar software) and
handouts are used. For example, an IMPACT pharmacist
provided handouts that detailed a patient’s list of
medications before and after meeting with the
pharmacist. Handouts can also include guidelines related
to a specific disease; for example, chronic obstructive
pulmonary disease (COPD).

Please see the end of this chapter for examples of case
study presentations and handouts.

C. Medication Management Improvements

For a pharmacist, each case study is an example of
improved medication management and the presentation
can show the practice site physicians how the pharmacist
managed the patient’s medication.

For example, presenting the case study of a very
complicated patient can demonstrate to the practice site
physicians how patients manage their own medication
without the physicians’ knowledge. It may lead the
physicians to consider how they manage their own
patients and may help them realize that more can be
done during a consult than has been done in the past.
It could lead the physicians to ask the patients more
guestions or to spend a few extra minutes going over
their medications with them.

Because case study presentations have the potential to

teach the physicians what other questions could be asked
of their patients about their medications, theoretically the
physicians may be able to more thoroughly manage their
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patients’ medications by improving communication
between the patient and the physician (if the physicians
have more time for extended consultations). This could
then assist patients in providing better information to
their physicians as to how they are taking their
medications (e.g., taking more or less than the amount
prescribed) and then lead to appropriate changes in drug
therapy (by identifying drug-related problems) and improved
medication management. Because case presentations
have the potential to change the approach physicians
take with their patients, patient engagement in medica-
tion use could improve their candidness with their physicians.

In addition, the presentations may lead to an increase
in the referrals to the pharmacist and other health care
professionals by the physicians. An increase in referrals
may improve the flow of the referral process and the
efficiency of the physicians and the practice by having
the pharmacist (and/or other health care professionals)
assist in managing the health of their patients.

An increase in the number of referrals would also have
the potential to improve the patients’ engagement in the
use of their medications. A pharmacist has the time to
explain what each medication is and its purpose. A
pharmacist can also determine whether patients are
taking their medication correctly and if dosing changes
are needed. More drug-related problems can be
identified and resolved, which, in turn, leads to better
health outcomes.

D. Development Process

Physicians ask or the pharmacist suggests presenting case
studies to the team. All patients in the practice could bene-
fit from this enhancement, depending on the number of
physicians who attend the case study presentations.

Discuss possible cases with peers and physicians. Create
a first draft of the presentation that can be sent to peers
for review. Incorporate the feedback into a final draft for
the presentation.

After giving one presentation, the pharmacist may be
asked to continue presenting case studies if the first is
well received.

34 IMPACT e Practice Enhancement Guide — Copyright 2006. All rights reserved



PRACTICE ENHANCEMENT EXAMPLES

Case Presentation to Physicians

‘n

References and resources

The case study presentations should incorporate
information from clinical practice guidelines and related
articles to help a pharmacist provide documented
information for a case study, information the physicians
would also find helpful. The following articles were used
for the example case studies shown:

Canadian Diabetes Association. 2003 Clinical practice
guidelines for the prevention and management of
diabetes in Canada. Can J Diabetes 2003:51-5140.

Genest J, Frohlich J, Fodor G, McPherson R, for the
Working Group on Hypercholesterolemia and Other
Dyslipidemias. Recommendations for the management of

dyslipidemia and the prevention of cardiovascular disease:

2003 update. CMAJ 2003;169:1-10.

Global Initiative for Chronic Obstructive Lung Disease.
Pocket Guide to COPD diagnosis, management, and
prevention. A guide for health care professionals
(Update July 2004). GOLD Pocket Guide. Available at:
http://www.goldcopd.com.

Hemmelgarn BR et al. The 2004 Canadian Hypertension
Education Program recommendations for the
management of hypertension: Part | — Blood pressure
measurement, diagnosis and assessment of risk. Can J
Cardiol 2004; 20:31-40.

Hunter MH, King DE. COPD: Management of acute
exacerbations and chronic stable disease. Am Fam
Physician 2001;64:603-12.

Khan NA et al. The 2004 Canadian recommendations for
the management of hypertension: Part Il — Therapy. Can J
Cardiol 2004; 20:41-54.

O'Donnell DE et al. Canadian Thoracic Society
recommendations for the management of chronic
obstructive pulmonary disease — 2003. Can Respir J
2003;10(Suppl A):11A-65A.

O’Donnell DE et al. Canadian Thoracic Society COPD
Guidelines: Summary of highlights for family doctors.
Can Respir J 2003;10:183-5.

Touyz RM et al. The 2004 Canadian recommendations
for the management of hypertension: Part Il — Lifestyle
modifications to prevent and control hypertension. Can J
Cardiol 2004;20:55-9.

E. Implementation Process

The pharmacist may not be directly involved in organizing
meetings for the presentations. Often, the lead physician
organizes the meetings, tracks the physicians attending
the meetings and books the projector. The lead physician
informs participants about the meeting date, time and
location; however, be prepared to organize meetings if
that is the lead physician’s preference. This may entail:
e Coordinating a date that is acceptable to all (or the
majority) of the physicians at the practice site
e Booking a room and projector for the designated day
e Informing all practice site physicians of the day, room
and time of the presentation

Present the case study and supply handouts to the
physicians. One-page handouts are more likely to be read
than longer ones.

Ask for informal or formal feedback after the first case
study presentation.

F. Overcoming Challenges

Researching and writing the presentation in the time
allotted may be a challenge. Budgeting time and asking
physicians for direction and suggestions for relevant
resources can focus a pharmacist’s work, saving both
time and effort.

Gathering all physicians together at one time may not be
possible because of varying schedules. Hold presentations
when a majority of physicians are available, and offer to hold
them again to ensure all physicians attend at least once.

G. Facilitating Factors

Starting and continuing case study presentations are
helped by many factors at the practice site: the team
members’ openness to new ideas, willingness to use
them, and ability to make changes when they recognize
ideas that do not work.

H. Evaluation Results

No strategy to evaluate this enhancement was
undertaken.
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Case Study | Presentation Example

Meel the patient Patient Demographics

M, T v.o. [emale

& Dx: Type 2 Dhabetes. High cholesterol,
Hyperiension, OA, Polymyalgia
Rhaimatica |'l1||'|l:;:l||.|:-|r||_ oo v "Lr1|.'r:|.'
Discase, Hypothyrotdiam, Depression,
GERD, Migrames, AsthmaCOPD

& Smoker, (5 eips 2 xoweek), 576", BT 3kn

& Mo exercise, no alcohol, tlecps - 3 millows

Current m:d:cuﬁnn I1st [rom the I];‘h;'l'h
PATIENT Creatimine

® She sclf-moreased the following NATH CR
rlooleg Tomg - 2 ad
Morphine 58 30mg - 2 bid Vgt s :
ELIL WLy | L

B Wis Lhe doclor awareT

NO e

CREATININE CLEARANCE § ik
Creatinine & Creatinine Clearance

Viedilled Coekrall-Gadll Farmils (PR}
a  Mlals Al |9, L= THIT
i [ x| EEl]
[ \l'.:i". &l K 56 m L man
T | 1
ehrory ] W A5 | =1
] LT L phign atiis vy 11N
] Filal = [HW i B L 1HE o'W E i m |
- AT Y 11 98 Ny = Sy
] i1 maln) R 57 5 " |16
& L i T aMNormul Clicr) > Wl mlSmin
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ASSESSMENT
@ [Paolentinl medication whieh may || Cr
. Arthoolee 5 mg 2 bed
1 l[osartan 50 mg od
& Medicalions thal may be affected by | Cr
Mellormemn 300 myg bad

: HOTZ 25 mpod

ARTHROTEC 75MG 2 BID

& Magimuom dose = 75 mg bad
NSAIDE may cause a dose dependent
reduction in prostaglandin formation and
mny |1:|_'|.".F:-:l|'.l|: overl renil |J.:|.';|1::|1:|'.-1.J!.1-:1'.'.
L= Fiik i1 EEETRY A od renal funolion, hes
fmlure, liver l;l:.."ll.l:_ dimelice and elderlvy

8 DVC MNSAID is ususlly lollowed by

recovery to the pretreatment sinic

LOSARTAN 50MG OD

® P han been on losartan since al least 5 years
® Sinor (norcages 1 Rerum orealinine wore
oheerved in < 0.1 of paticrts walh cesential
hyperiennon trealed with losartan alone
by ¥« paticnl disconlinoed Lnk mng | ey
alone due to increased serum crealinine
JCPS 2004

METFORMIN 500MG BID

Canndinn Dinbetes 2003 Clinicnl practice
puldelines:

m Mectformin is contrmndicated i pls with
i ".I_l_".'l < 6l ml Jwan becie ol nak of
laclic acidoais

m 003 gases 1O patieni-years with
..'||'|1'|r|.'51::||||.!.1.'|':. 0,015 [sin! cascs’] (600
pabienl-years

HCTZ 25MG OD

8 Thinndes may deerease CFE and
ri‘TIZI_'1'|'I'.|:.'|'.I\: LT TTEGT G S jl.:"I::ll.I.':I'Illl.

8 Treatment should be dfc or wathheld i the
presenog ol ineroas g aoolams, ol gurts
and in severe progressive renal discase

® Sugpest lurther renal imvesbigabion for I

Speak to physician
(1o discuss plan)
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PLAN PLAN cont'd

Sugpgest birate Arthotes TS mp 2 bid lo a 3  Pavent educabion
lenwer doac or i sconline 1. Momitor blood sugars bud

1 Sugpest dic metformin 300 myg nd T BP weekly

1 Sugpost continue hotz 25 mg od until & Pharmacist [ollow-up in 1-2 months
further imvasligation regarding ronal Ix 1. Him - D0 e agraine

| H"‘E'.:'-""" monmitor O, BLUN, FAS, HhALC, 1 [habeles - blood sgrrs

gibumin (o erealimne raito

Call Patient: July 21, 2004 Follow-Up Assessment Report

® Discontinue molformin 4 & Comatipation (Home Critena

. _ . = & Yisals . =%
# Cheock blood sugars ot loast twice daily Jueslionnare

e == - . . e i
Reduce Arthrotee 75 mg bid 8 Suggest [VC docusale sodiiom becaiise
evidenoe showa thet it does nol help

Pl alio complmned of constipabion
eonatipabion

Make a Fu appointment Lo review blood

e 1 & Supgpest Leclulose 15-30 ml. od
I-'.It'!ll."\! |!IJIII Ao '.'I.'-rllll[l.'l.llll: _—

Follow-up Review the following

1. Pain
_Dhabetes

bt

L

Constipation
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PAIN q

8 Low bock leg & knee poin (pain=9)

Morphine SR 4% mg bid, pred 5 mig bed

8 xpenence blp arcound 2:00 pm and 1n am

augpesl morphine 3 mg 1-2 g4-6h pm bip

{10% of total dmly dose given gid-Gh prm)

DIABETES

m BS: July 28 - Aupust 10

8 Avorage AL breakfast = 93 [4.0-T.0

B ".'.l._'r.ul:_ A dinmer - T4 |« :]-TII|

B Average s - 9.6 [30-10.0]

8 Curent dose: Novolin 30770 42110 gam
]

sungpeat: Add Movolin 3070 3L gpm

CONSTIPATION «

2 [Lome Crilena
{Jucstionnaine

B N |||".]:u:
constipaled (but
doesn’l hike taste

ol lnctulosc)

RENAL FUNCTION

¢ Alter lowermp dose of Arthrotes 735 mg

3 bl L | Wil §|.||:. 21 16 ."L:'.g..hl. EN D]

r Urestisune = 94 (MAupust A1)
tintne clenrmnce = 4% o
& Dhabeles - still need to [fu
& Pam - shall need (o Ifo

ANY QUESTIONS
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Case Study Presentation Handout Example

IJM’s current medication list according to patient, chart and pharmacy | Cockroft-Gault Formula for Creatinine Clearance:"0

Male:
Medication name, dose, Indications, comments Cller) = 1.2 (140 - age [y) x (weight [kg])
frequency () = .
serum creatinine (umol/L)
Atorvastatin (Lipitor) 20mg once Cholesterol
daily Female: multiply above equation by 0.85

Usually use TBW or IBW if BMI > 30:

Losartan (Cozaar) 50mg once daily | Hypertension BW (Male) = 51.56 + (1.85 * [ht-60])

IBW (Female) = 48.67 + (1.65 * [ht-60])
Hydrochlorothiazide 25mg once Hypertension Ht in inches
daily

On August 5, JM discontinued her docusate sodium and

Metformin 500mg bid Type 2 Diabetes )
started lactulose 30mL at bedtime. She now has a bowel

Novolin GE 30/70 42units gam Type 2 Diabetes movement every other day and does not feel constipated.

Compared to June 24, her constipation symptoms from the
Rome Criteria questionnaire include:
[Scale: Absent (0), Mild (1), Moderate (2), Severe (3), Very

Levothyroxine 0.15mg once daily Hypothyroidism, increased from
0.125mg June 24/04

Prednisone 5mg 2 once daily Polymyalgia Rheumatica pain, Severe (4)]
(she takes 1 bid) she changed sig on her own
Symptoms in the last week June 24, |August
Arthrotec 75mg one tab bid OA back, legs, knee, 2004 11, 2004
(she takes 2 bid) she self-increased dose Discomfort in the abdomen Severe Absent
Morphine SR 30mg one tab bid OA back, legs, knee, Pain in the abdomen Moderate |Absent
(she takes 2 bid) she self-increased dose Bloating in the abdomen Moderate |Absent
Fluoxetine 20mg three (60mg) Fatigue, depression, she Stomach cramps Severe Mild
once daily (she takes 2 qam, changed sig on her own and i
1 qpm) she thinks it is for pain Painful bowel movements Severe Absent
Lorazepam 1mg bid prn Irritable, uptight (usually in Rectal burning during or after a Moderate |Absent
the afternoon, takes 1 tablet | |POowel movement
twice a week) Rectal bleeding or tearing during  |Absent Absent
or after a bowel movement
P le 4 i ERD -
I ErR) Al (1 G Incomplete bowel movement, like |[Moderate |Absent
Cimetidine 400mg bid prn GERD, usually takes one tab she didn't finish
twice a week Bowel movements that were too  |Severe Absent
hard
Docusate Sodium (Soflax) 1QOmg Stool _softener, not working, Al e e e A o
3 capsules (300mg) once daily she still has hard stools & small
constipation
Straining or squeezing to try to Severe Absent
Sumatriptan (Imitrex) 100mg once | Migraines, almost every day, pass bowel movements
daily prn tid prn sometimes bid prn, rarely —
Feeling like she had to pass a Severe Absent
: : = bowel movement but she couldn’t
Parke Davis Analgesic balm Migraines (false alarm)
Gravol Suppository prn Migraines

Therefore, the lactulose has improved her constipation.

10. Repchinsky C., ed. The Compendium of Pharmaceuticals and Speicalties (CPS). Ottawa, ON: Canadian Pharmacists Association, 2005; p.L7.
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Case Study 2 Presentation Example

OBIECTIVES

® Toreview COPD puidelmes
B Tollustrale the rolo of the pharmaciat 1
pascssing medications

Reason [or relemmal

Subopiimal ¢

of chrofiie dincnse Sy
]

eI LY ..:"‘:

Qeview Inhale ~

Meet the patient

ik

[ ]

Patient Demographics

M, 62 v, lomale

D QOPLH, Chromic bromelatie, OA, OF
Swollen ankleshands

Smolker, (3-4 cige'day) since 16 y.o
5737, 30.5 kg

w0 cxercias, no alcohol

Dirtnks 2-3 bottles ol water/day

Medication 115t [rom the PATIENT

B [iolropium 18 -..11_1.":3

8 [pratropium 20 ug inh - 2 pl 4-6x day
m Salbutamol 100 ug inh - 2 pf qd
m Salbutamol 2.5 mg or 5§ mg neb nd

Fluticasone 250 ug mh - 2 pl hid

OTHER MEDICATIONS

CES 0,625 mp od

Arthroles 30 myg qhs

Lorazepam 1 mg ghs

Habeprarole (Fanet) 10 mg prmn
Hisedronale { Aclonel) 35 mp onoe'weck

ASA 630 mp - 2 gam
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S .
- GOALS OF COPD
DALA-LOFD MANAGEMENT]
Sx; 308, wheering, difficulty breathing m  Smosnng Ceasation

"

m August 18: FEV] - 22% & Proveri disease progressien

® August 18 FEV1/FVC = 39% |B3%)

® Chromic obstructive lung discase
emphyiema, and carly respiratory failure

Relieve symploma
impmove exercise Wlerance
Imerrove heallh slalis

® Doct nol |.||.'||:|:J:l. {or home o X¥ECN Provent oned tneol complicaitons mmd exscerhations
8 ECG: wnus tachycardin, VR=105 bpm Roduce mortalily
ripght atrial enfargement

Peovent or mmmmire nide eliesta [mom treakmeni

" i
GLOBAL INITIATIVH FOR COPD, JULY 2004

PATIENT EDUCATION ety

|n-u B i . b — I [t = e
LE] E]
Hewview the une of inhalers with I e YT T [y p— Fr——
No straighl posture = == |"'__“':v =5 [
1  Meck and chin benl forwaerd trmama o i A
i Le=x | D e L ]
1 [d not hold breath during inhalation e e e 1
Inhaled, t d mout] 1d e — |
o e s TR, [,
i Inhnled, then opened mouth — expel drug B e iy e |
%, Shake imhaler between pulls At b s
B R
rremwabrs
I -.rq.-c-ll
. ———
| |
i L i L

PHARMACOLOGIC TX B,-AGONISTS

Hromehodilelors

# Shori- Acting/l.ong-Acting B.- Agomsls
®  Short-AchingT.ong-Achng SABA - woar off within -6 bours

Anticholinergics LABA - durabion of effect > 12 hours

*  Methylxanthines (Theophyllne) Regular tx with LABA 1 more effective
# [nhaled glococoriiomds gnd convement Lhan tx with SABA

# Swvatcmic glucocoricoids
»

Combination F‘ll-ur]u.l_'!:
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B.-AGONISTS A/E Anticholinergics

Ihe lrr-:'-ruuhn_‘d.uhulnl! effect of 5A inhaled
ﬂn[11.'|1|..=||r|-;.".'u||."- 1:|115; fun!!n' thiis Thist (nl|
SABA, with some bronchodilator effest
generally apparent up to 8 hours

® Hesting sinus lechyeardin ]
m Fine remors of skelolal musele = hends
® [eadache, palmtahons, ramoenl muscle

CTAmps, nsomnie, nausce, wenkness and

digrineia ® [iotroprum: dirsbon > 24 hoor

& AME: dry mouth, unnnry inconfinence,
bitter motalho testc, sontc glaucome (mask)

J ‘_{:
. , | INHALED
METHYLXANTHINES GLUCOCORTICOSTEROIDS

® Regular ix of inhaled glucocorticosteroids
doca not modify the lonp-lerm deeline ol
FEV] m pts with COPD

L .-"I.FI'II‘I'.“IPI‘.;II'I:‘ to mae in !*;-I:l.lp.z 11 and IV

P

® Theophyllme SR 1 effeative i COPLY, but

chiae 1o 1lE ]'l“'ll::lllﬂ:. loaseily, 1iihuled

bronchodilators are prefored

® Small therapeutic window § .
; mrid rlzpl::l!cll crmcerbationg (3 in last
® AE: atrial and veniriculer arrhythmias, year)
grand mal convuluons, headaches, ® Reduee the frequency of exacerbations and
neomne, nosca, hearibuorm improve health sindiin
i i
INHALED ORAL
GLUCOCORTICOSTEROID AL GLUCOCORTICOSTEROIDS

il |_'j'|_'|':'||,|||i1j|-||-l -- Fifiie |'|||::||_|]|| n !.ll'l'l'lﬂ'l.L"r:rl ircatment 18 nol recommended

=

'y . in COPD bic of lock of evidence ol benofit
B Hipamenoss, kore Lhroal -

m Benclicesl in the management of
& Skin bruining (forearms ; g
7 El - ) exncerbations of COPD

m P | [N ——— ne dens - } -

Possible decrease in hane denuity ® Shorten recovery time and help restore

lung funchion more guickly and may reduce
the risk of carly relapse
® Predmusons 40 me od x 10 days

IMPACT e Practice Enhancement Guide — Copyright 2006. All rights reserved 43



PRACTICE ENHANCEMENT EXAMPLES 4 _h
Case Presentation to Physicians o

WHAT DO WE DO FOR JM? PATIENT EDUCATION

[dentafy stage af COPD ® Smoking Cesmalion
1. Smmplify her modicabion 8 Do not stop wung inhalers, even wheno

Stop Dolropuen of prlropie [ecling betler (she did that the week she
Wi & T’ was on predmsonc and Levaguin)

-ammpeT combrahan products ® [nhaler lechmque - reviow wath every visil
™ =, AdtvarT

Stop Flulzcasone

b IE¥ L Sall 3| b ok ™ oly

FOLLOW UP - 1 WEEK REFERENCES

® 1M feeling battes

& Waa nble 1o vaoguum # Cansdian Thoraoie Socicty COPD
guidchncs, May/Tune 2003

& Crlobal [mbatve for Clrome Obsbrootive

Lung DChecase, July 2004
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Common COPD Drugs!!

Drug Inhaler (ug) Nebul(i::egr/:ﬁ)lution Oral Injec:::;)Vials Duration (hours)
B,-agonists (short-acting)
Fenoterol MDI: 100-200 1 0.5% (syrup) 4-6
Salbutamol (albuterol) MDI, DPI: 100, 200 5 Syrus b 0.1,05 46
Terbutaline DPI: 400, 500 25,5 0.2, 0.25 4-6
B,-agonists (long-acting)
Formoterol MDI, DPI: 4.5-12 =12
Salmeterol MDI, DPI: 25-50 =12
Anticholinergics (short-acting)
Ipratropium bromide MDI: 20, 40 0.25-0.5 6-8
Oxitropoium bromide MDI: 100 1.5 7-9
Anticholinergics (long-acting)
Triotopium DPI: 18 =24
Short-acting B,-agonists + anticholinergic
Fenoterol/lpratropium MDI: 200/80 1.25/0.5 6-8
Salbutamol/lpratropium MDI: 75/15 0.75/4.5 6-8
Methylxanthines
Aminophylline 200-600 mg 240 mg Up to 24
Theophylline (SR) 100-500 mg Up to 24

Glucocorticosteroids (inhaled)

Beclomethasone MDI, DPI: 50-400 0.2-0.4

Budesonide DPI: 100, 200, 400 0.20, 0.25, 0.5

Fluticasone MDI, DPI: 50-500

Traimcinolone MDI: 100 40 40

Long-acting B,-agonists + glucocorticosteroids

DPI: 4.5/80, 160

Formoterol/Budesonide (9/320)

DPI: 50/100, 250, 500

Salmeterol/Fluticasone MDI: 25/50, 125, 250

Glucocorticosteroids (systemic)

Prednisone 5-60 mg

Methyl-prednisolone 10-2000 mg 4,8,18 mg

DPI: dry powder inhaler; MDI: metered dose inhaler
LU 132 (Formoterol, Salmeterol, combinations): For the treatment of asthma in patients who are using optimum anti-inflammatory treatment and
are still experiencing breakthrough symptoms. The drug is not used for relief of acute symptoms.

1. Global Initiative for Chronic Obstructive Lung Disease. Figure 5-3-6. Commonly Used Formulations of Drugs Used in COPD.
Global strategy for the diagnosis, management, and prevention of chronic obstructive pulmonary disease. Updated 2004.
Based on an April 1998 National Heart Lung, and Blood Institute/World Health Organization Workshop. 2004: 69.
Available at: http:/Awww.goldcopd.com/Guidelineitem.asp?l1=2&I2=1&intld=1385&archived=1
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Most Common Inhaled Bronchodilators

Agent Short-Acting B,-Agonists Long-Acting B,-Agonists Anticholinergics Combination
Salbutamol Terbutaline Salmeterol Formoterol Ipratropium | Tiotropium Salbutamol/
Ipratropium
Brand Name Ventolin® Bricanyl® Serevent® Oxeze® Atrovent® Spiriva® Combivent®
Generics
System MDI Turbuhaler® MDI Turbuhaler® MDI HandiHaler® MDI
Diskus® Diskus® Inhalation Inhalation
Inhalation
Colour Blue Blue bottom Green/aqua Green/aqua White with Grey Clear with
bottom green cap orange cap
Onset 5-15 min 5-15 min 20-30 min 5 min 5-30 min 30 min 5-15 min
Duration 4-6 h 4-8 h 12 h 8-12 h 4-8 h > 24 h 4-8 h
Adult Dose 1-2 pfs TID-QID | 1-2 pfs TID-QID MDI: 2 pfs BID 1 pf BID 2 pfs TID-QID | 1 capsule 2 pfs QID
PRN PRN Diskus®: 1 pf BID inhaled OD
Maximum Dose | 800 ug (8 pfs) |3 mg (6 pfs) 100 ug 48 ug 160 ug (8 pfs) | 1 capsule 12 pfs
Supplied MDI (200 dose) | 0.5 mg/inh MDI: (120 dose) | 6 mcg/inh MDI (200 dose) | 18 mcg/cap 120 mcg/20 mcg
100 mcg/puff | (200 doses) 25 mcg/pf 12 mcg/inh 20 mcg/puff (30 caps/pk) (200 doses)
Nebules/Soln: Diskus®: (60 d) (60 doses) Nebules/Soln:
5mg/mL-10mL 50 mcg/inh 250ug/mL-
Tmg/mL-2.5mL 20mL
2mg/mL-2.5mL 125ug/mL-2mL
250ug/mL-2mL
Ontario Drug MDI Covered | Covered LU LU MDI Covered | Covered MDI Covered
Benefit Coverage | Inhalations - LU (Code 132) (Code 132) Inhalations - LU Inhalations - LU
LU = Limited Use | (Codes 265-9) (Codes 256-9) (Codes 256-9)
Diskus® =
Not covered

Table created by: Margaret Jin, Stratford Family Health Network, Stratford ON; 2005.
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PRACTICE ENHANCEMENT EXAMPLES

Case Presentation to Physicians

‘n

Most Common Inhaled Corticosteroids

Agent Beclomethasone Budesonide Fluticasone Salmeterol + Budesonide +
Fluticasone Formoterol
Brand Name Vanceril® Pulmicort® Flovent Advair Diskus® Symbicort®
QVAR®
System MDI Turbuhaler® MDI Diskus® Tubuhaler®
Diskus®
Colour Brown Brown bottom Orange Purple Bright red bottom
DOSE Doses should be delivered BID
Low Dose 200-500 mcg 200-400 mcg 100-250 mcg
Adults
Medium Dose 500-1000 mcg 400-800 mcg 250-500 mcg
Adults
High Dose > 1000 mcg > 800 mcg > 500 mcg
Adults
Max Daily Dose 1000 mcg 2400 mcg 2000 mcg
Supplied Vanceril® MDI: (200 doses) MDI: (120 doses) MDI: (120 doses) 100/6 mcg
50 mcg/puff 100 mcg/inh 25 mcg/puff 25/125 mcg 200/6 mcg
(200 doses) 200 mcg/inh 50 mcg/puff* 25/250 mcg
400 mcg/inh 125 mcg/puff*
QVAR® 250 mcg/puff* Diskus®: (60 doses)
50 mcg/puff NEBUAMP Diskus®: (60 doses) 50/100 mcg
100 mcg/puff 0.125 mg/mL 50 mcg/puff 50/250 mcg
(200 doses) 0.25 mg/mL 100 mcg/puff 50/500 mcg
0.5 mg/mL 250 mcg/puff*
500 mcg/puff*
Ontario Drug MDI Covered Turbuhaler Covered * MDI & Diskus® MDI & Diskus® Covered LU
Benefit Coverage Nebuamp - LU Covered Covered LU (Code 330)
LU = Limited Use (Codes 260-4) (Code 330)

Table created by: Margaret Jin, Stratford Family Health Network, Stratford ON; 2005.
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MPACT Program

Pharmacists in Family Practice:
A Resource

PRACTICE ENHANCEMENT GUIDE

Optimizing Medication Use in Family Practice:
Medication-focused Practice Enhancements

Get the most out of your

Table 1: How Medication-focused Practice Enhancements Improve Medication Management
IMPACT Pharmacist

Medication

The IMPACT Program

Pharmacists in Family Practice:
A Resource

REFER IF YOUR PATIENT:

* Needs help with optimal control of a chronic condition
(such as diabetes, blood pressure, cholesterol, pain,
arthritis)

Management Process

Problems in Family
Practice

Example of Enhancement
Developed

Provide group education
regarding medications

Patients need additional
information on their
condition; physician
unable to providg
that is needed

Completing Section 8
forms

Forms are neithe
available nor easi

Name:

Cholesterol Clinic Day (Chapter 5) —
provides information that would benefit
the patients and physicians of the

Practice Site Letterhead

D.0B..

DIABETES PATIENT CARE FLOWSHEET

Chart # Diagnosis Date:

Type of DM:

* Is taking multiple medications (to simplify, ensure
appropriate dosing times, manage or prevent drug
related problems)

* Might be having an adverse drug event.

* Has recently been hospitalized (for counselling
on medication changes

completed Risk factors: Obesity (1 Fam Hx (1 Smoker 1 CVD ] BP L] Lipids (1 Gest DM [1

Complications/Comorbidities: Retinopathy [ Nephropathy [ Neuropathy (] Foot Disorders [1  Other [J

Reporting adverse drug Past Medical/Surgical Health:

reactions (ADR)

Rarely done; volul

system: farms nol
*| Most Common Inhaled Bronchodilators readil
X Date
Agent Short-Acting B,-Agonists Long-Acting B,-Agonists Anticholinergics Combination availa Diabetic medications:
or eas
Insulin
Ipratropium 2
S |BP medications:
= Brand Name | Ventolin® Bricanyl® Serevent® Oxeze® Atrovent® Spiriva® Combivent® E |ACEUARE
Generics S |piuretic
G |Beta blocker
System MDI Turbuhaler® MDI Turbuhaler® MDI HandiHaler® MDI E CA++ channel blocker
Diskus® Diskus® Inhalation Inhalation
Inhalation
Colour Blue Blue bottom i . .
Chart Audit for Prevalence of Drug and Disease Indicators
Chart #:
Onset 5-15 min 5-15 min patient sexx: LM [IF )
Duration 46h 48h Patient age: or DOB (yy.mm.dd): Site #:
AdultDose | 12pfsTD-QID |12 pfs TD-QD | D€ c_’f last visit (yy.mm.dd): Date: /[
PRN PRN Physician name: D M Y
Excluded patients
Less than one visit to the family physician in the last 12 months [ ves no [ bont know
More than 20 visits to the family physician in the last 12 months [ ves o [ pon't know
Awaiting placement to a nursing home or long-term care [ ves no [ bont know
Alcoholism [ ves [ No [J pon't Know
Palliative care patient [ ves no [ bont know
Family physician only sees as a home visit [ ves o [ pon't know
(i.e., patient cannot come to the clinic)
If you chose Yes for any of the above criteria, DO NOT collect any further information on this form.

The goal of the IMPACT program, as the acronym suggests, is to Integrate family Medicine and Pharmacy to Advance
primary Care Therapeutics. A growing body of research supports our belief that having pharmacists working in family practice
settings enhances patient care.' This guide is the product of more than 10 years of planning and collaboration between
investigators, government and community leaders.

IMPACT - Integrating family Medicine and Pharmacy to Advance primary Care Therapeutics.

The IMPACT program is a demonstration project funded by the Ontario Ministry of Health and Long-Term Care
(MOHLTC) through the Primary Health Care Transition Fund. © 2006. The views expressed in the reports or
materials are the views of the authors and do not necessarily reflect those of the Ministry.
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