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What Are the Issues?

A Hospital Physician’s Perspective

* Respiratory problems are common, & a common cause of
presentation to primary care

* Referrals from primary to secondary care are also common

* Need to ensure that we have a collaborative approach

* Ensure those with urgent problems are seen urgently

» Appropriate advice/ management guidelines available for patients who may
not need urgent assessment by a respiratory specialist

* Equity of access
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Number and percentage of referrals received between July 2015 and September 2016 for publicly funded First Specialist Assessments,
by health specialty and prioritisation outcome (developmental)

Source: Mational Patient Flow Collection, extracted on 13 April 2017,
Motes: The data presented in these tables is developmental. The Ministry advizes that wou should not compare numbers between OHEs as
= some OHE: are experiencing delavs in their ability to submit corrected data, sothere are known gaps and inconsistencies
- OHBs= are working taw ards impravements in data quality and completeness, and the methodologies and assumptions they use ta derive these measures are being refined.

Inthesze tables, Mumber refers ta the number af referrals [nat patientz] in each categary. The percentage far each Prioritization Outcome category is caloulated using the number af referrals Far that Priaritisation
Ourcome categaory, divided by the tatal number of referrals received, and muliplied by 100

Mare infarmation: Definitions for each priortization outcome Dats quality and limitations Technical notes

RECEIVED ACCEPTED DECLINED NOT DECIDED TRANSFERRED
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ctalreceie accepted threshald information oL =ligibls required declined not decided OHE specialty transferred
Health specialty Number MNumber b MNumber b MNumber b MNumber = MNumber e MNumber - MNumber - MNumber e MNumber e MNumber -
July 2015
Anaesthesia servicels] and Pain Management 407 305 To. T 35 8.6 22 5.4 22 5.4 1= 3.0 34 23,1 2 0.5 1 0.2 2 0.5 3 0.7
Cardiology 3,660 3131 85.1% 62 17 219 B 27 O0TH 138 3.8% ddE 121 35 10 12 03w 56 15 68 18%
Cardiothoracic Surgery 149 4z 95 -7 oo N S z 130 z 13 -7 oo 4 ET® 10T 5 Edum
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Ophthalmelegy 5,487 4,598  89.3% 29 5Ew 29 05w 27 05w B 29w s0s 9.2 13 02w 45 0.9 23 04w T 13
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Plastic Surgery [sxcluding burns] 1,663 1476 &E.E &5 5.1 43 Z.Ew N 0T 75 152 B/ T 1 0.1 15 09 T 04 7z 13m0
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What do | want to know?

* What is the clinical question?

 What is the expectation of the referral?
* Clinic review?
* Written advice?
* Arranging imaging?

* Are there any red flags?

 What has been done so far?

* What is the patient’s smoking status?
* Current/ former (when stopped?)/ never
* Estimate of pack year history
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46 year old Maori Female

Request

Clinical notes
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Clinic assessment Problems

Semi-uirgent
Review and assessment breathing troubles

Dear Team

Thanksforseeing ~ whois reported to have significant COPD but seems also o be even more
shortof breath than ane might expect. She was in hospital recently and it was wondered whether
anKiousness was also playing a partin the feefings of SOB. She is on asthma treatment and also
takes anthistamines. | have offered her Clonazepam drops for fretulness in the hope it might prove fo
be helpfulforfeelings of respiratory distress. |t was also recommended she. especially as she is so
young, be referred for formal work up regaraing her breathing troubles.

Thanks

Trying to give up smoking
Current smoker

Alcohol intake within rec limt
Current smoker

Current smoker

Smoking cess behaviour support
Ex smoker

Current smoker

Prescribed smoking cess med

Chronic obstructive pulm dis.

Asthma

Current smoker
FH: Family history
H/O: meningitis

6-7 per day
10-15/pd
NBPH
NBPH
NBPH
NBPH

severe on spirometry 2012 Sept, w significant
reversibility

NBPH
mother died lymphoma 49,9 mother diabetes

as infant




51 vear old Pakeha Female

Request

Clinical notes

Problems
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Clinic assessment

Routine

Presented early Dec with persisiing cough Responded to antibiotics and prednisone However
subsequent X ray showed a nodule and this was replicated on a repeat X ray-different view Needs a
CTto

exclude undrlying problem Is generally well Has controlled epilepsy.

06-Dec-2016 10:15

Paroxysmal cough continues. Has been using inhalers (and PF has improved form 180 to 320)
Chest clinically clear.

For course amoxil and prenisone Chest X ray

Review 2/52 if not better.

Vaginal hysterectomy 2003

Current non drinker

Epilepsy juvenile myoclonic epilepsy
Open bilat ligat fallop tubes april 94



66 year old Pakeha Male

Request Written advice only
Routine
asbestos exposure

Clinical notes Dear Colleague |

thankyou for advice regarding

He used to work for NIWA until 5 years ago . They have contacted him to let him know asbestos
has been found in he dust in a warehouse where he worked for 15 yeasr prior to finishing with
MNIVWA .

He has long reported what he feels is undue SOBOE for which no specific cause has been
found . He had normal spirometry and ETT in 2012 A CXR done for cough in march 16 is
normal . this cough has largely settled after chaning his ACE! .

What do you suggest in terms of surveillance / management from here .

Problems Congenital anomalies R ear
Obesity
[D]Prediabetes
Alcohol consumption 2 glasses/week
Prostatism FHx ca prostate
[D]Snaring Ts and UPPP

Allergic rhinitis
Hyperlipidaemia NOS 8.1 -2005
MNever smoked tobacco

Essential hypertension
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Triaging by Condition
TriageCategory | Expected Timeframe | Examples

Triage 1 Acute admission e Acute SymptomaticPneumothorax
* Massive Haemoptysis

Triage 2 Within 7 days * SymptomaticPleural Effusion
High Suspicion of Within 14 days * Chest X-ray or other imaging suggestive/ suspicious of lung
Lung Cancer cancer

* Persistent or unexplained haemoptysisin high risk individuals
over 40 years of age

Triage 3 Within 28 days * Respiratory failure for consideration of domiciliary oxygen
Interstitial lung disease — if symptomatic / high risk
* Unstable asthma

Triage 4 Within 120 days e Bronchiectasis
* COPD ( see HealthPathwaysfor COPD referral criteria )
e Chroniccough not respondingin spite of HealthPathways
* Unexplained dyspnoea ( see HealthPathways)

Virtual FSA - * NoduleSurveillance




What Resources are Available to You?

* Health Pathways
e Southern
e Canterbury
* 3D
e Auckland Regional

* Map of Medicine
* Midland DHBs
* MidCentral
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Cardiology
Dermatology
Diabetes
Endocrinology
Gastroenterology
General Medicine
Genetics
Haematology
Hyperbaric Madicine
Immunology
Infectious Diseases
Intellectual Disability
Nephrology
MNeurclogy
Oncology
Pain Management
Palliative Care
& Respiratory
Asthma in Adults
B eronchiectasis
B chronic Cough in Adults
Community Acguired Pneumaonia (CAP) |
COPD
ﬂ Dyspnioea
B Haem optysis
ﬂ Home Oxygen
[ - | Lagionnaires’ Disease
B Tuberculosis
B Respiratory Reguests
ﬂAcute Reaspiratory Assessment
B Non-acute Respiratory Assessmer
B respiratory Specialised Advice
B cardio-Respiratory Integrated Special
Community Respiratory Services
Rheumatology
Sexual Health

Acute Respiratory Assessment

Christchurch Hospital Respiratory Department

Respiratory Advice
The central triage point for all publicly funded respiratory referrals, including Ashburton and
surrounding areas.
1. Check criteria:
* B Seen within 4 months.

Within 7 days

» Possible lung cancer

» Possible tuberculosis

» Unexplained unilateral pleural effusions, query malignant
= Haemoptysis with abnormal chest X-ray

Within 4 weeks

s Respiratory failure for consideration of home oxygen (if criteria fulfilled)

s Interstitial lung disease - provide details of degree of breathlessness, plus time
course If known

= Haemoptysis with normal chest X-ray but with nisk factors for malignancy or
tuberculosis — consider arranging community CT chest with respiratory request.

= Unstable or brittle asthma e.g., multiple admissions or ICU
Within 4 months

» Unexplained breathlessness

= Haemoptysis with normal chest X-ray without risk factors for malignancy or
tuberculosis

s Bronchiectasis, if criteria are met

s The following, if failure to respond te treatment according to pathway:
* Poorly controlled asthma
¢ Chronic cough
= COPD

Sleap s Interstitial lung disease if long standing, or not symptomatic
Spinal Cord Impairment {SCI) = Atypical chest pain suggestive of respiratory cause with normal chest X-ray
Medicolegal = Recurrent chest infections with normal chest X-ray or CT

Mental Health
Older Adults Health

Pharmacology * Mot seen:

Public Health = Alternative pathway recommended

+ ifi i - -

gﬂf;g; Populations = B3 Seneral practice or community management

Women's Health 2. Include triage information for respiratory assessment.
Our Health System

[ 2. If EJ criteria for high suspicion of lung cancer are met, select ERMS priority high suspicion of cancer, or write "high suspicion of
cancer" on the reguest. Consider referring to Cancer Support Services. "
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Respiratory

In This Section

Asthma in Adults

Bronchiectasis

Chronic Cough in Adults

Community Acquired Pneumonia {(CAP) in Adults
COPD

Dyspnoea

Hasmoptysis

Home Oxygen

Legicnnaires' Disease

Tuberculosis

Respiratory Requests

Asbestos Exposure
Legicnnaires' Disease
Smoking Cessation Advice

Spirometry Interpretation

About HealthPathways
Subscribe to Updates
Disclaimer

Contact Us

Send Feedback

“ Page Information

Information about this HealthPathways document (11932):

Send Feedback Expand All Drop-downs

@ 2008-2017 Canterburv District Health Board

Email this page

Document Owner: Respiratory Team (see Who's Who)

Last Updated:

Next Review:

Keywords:

Mote: Only the electronic version i1s controlled. Once printed, this i= no longer a controlled document.

Hawe vou read the disclaimer?
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For children, see Chronic Cough In Children.

Red Flags

? Haemoptysis

? Suspected malignancy or tuberculosis

Assessm~. *

4~ Chronic Cough in Adults

This pathway is for adults who present with a2 persistent cough > 8 weeks duration.

Related Topics
Dyspepsia and Heartburn / GORD
Asthma in Adults

Rhinosinusitis

Wolce change in smokers or ex-smokers

1. Take history of cough. Consider:

= onset, triggers, work environment, upper airway symptoms, aspiration, reflux.
* ACE-inhibitor or other medications.
+ smoking status.
= snoring and sleep apnoea (these cause airway drying and increased reflux).
2. Explore previcus cough treatments and if there is evidence of:
= insufficient dose or duration
+ inadequate technigque
* poor compliance.
3. Consider common differentials:
+ B3 Asthma
+ B3 Gastro-oesophaageal reflux
- Rhinosinusitis
* Post-infectious cough is often aggravated or prolonged by any of the 3 conditions abowve.
+ B3 ACE inhibitors
* Snoring and sleep apnoea.
4. Inwvestigations:
* Chest X-ray.
* Spirometry and bronchodilator reversibility.
» (h Sputum culture for productive cough.

* Arrange mycobacterial culture for tuberculosis if chest X-ray is suggestive.

Note: Occasionally fungi such as Aspergillus may be isolated from sputum culture. It occurs more commonly after
recent antibiotics and may not be significant. Repeat sputum test after 1 month.




CANTERBURY

About HealthPathways
Subscribe to Updates

') <& Community Belzelifg] 17413 Comact on

| || Search |

Child and Youth Health
Investigations
Lifestyle
& Medical
Assault or Abuse
Cardiology
Dermatology
Diabetes
Endocrinoclogy
Gastroenterology
General Medicine
Genetics
Haematology
Hyperbaric Madicine
Immunology
Infectious Diseases
Intellectual Disability
Mephrology
MNeurclogy
Oncology
Pain Management
Palliative Care
& Res piratory
Asthma in Adults
B Bronchiectasis
B Chronic Cough in Adults

Community Acguired Pneumonia (CAP) i

COPD
[ - ] Dwspnoea
Haemoptysis
. Home Oxygen
[ - | Legionnairaes’ Discase
B Tuberculosis
Respiratory Reguests
Rheumatology
Sexual Health
Slesp
Spinal Cord Impaiment (SCI)
Medicolegal
Mental Health
Older Adults Health
Pharmacology
Public Health
Specific Populations
Surgical
Women's Health
Our Health System

<

PSS Management ~
Practice Point!
| —

It is important to emphasise that treatments often take a number of
months to be effective.

Productive cough

1. Manage any primary lung pathology such as smoking-related chronic bronchitis {smoker's cough), COPD, bronchiectasis, or
tuberculosis.

2. Consider and treat rhinosinusitis, and microaspiration from tooth and gum disease.

MNon-productive or minimally productive cough

1. Eliminate any aggravating factors if possible.
« If the patient is on ACE-inhibitor, consider an alternative. ACE-related cough can take 2 months to resolve.
+ Offer smoking cessation advice.

2. Aim treatment at suspected underlying cause:
Asthma or COPD

Rhinosinusitis

* B3 Gastro-oesophageal reflux

* Snoring and sleep apnoea.

gh medicines are rarely effective.

If X-ray is inconclusive or there is uncertainty, seek respiratory advice.

= Reguest respiratory assessment if:
* haemoptysis. If significant, seek respiratory advice.
* suspected malignancy or tuberculosis.

If voice change in smokers or ex-smokers, request ORL assessment.

If failed or inadequate response, request respiratory assessment. Include in all requests full details of treatments trialled,
|nc|ud|ng dose and duration.

sicion of lung cancer are met, select ERMS priority high suspicion of cancer, or write "high suspicion g
B the request. Consider referring to Cancer Support Services.

Information

E Clinical Resources
- V
EA patient Information




What About Lung Cancer?
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Lung cancer continues
to be one of the most
common cancers
worldwide, claiming
more lives yearly than
breast, colon, and
prostate cancers
combined.

#WorldLungCancerDay



Overview

* Lung Cancer is the leading cause of cancer related death

e Cure is possible for patients with early stage disease but majority of
patients have advanced disease at time of diagnhosis
* Aims of treatment are quality of life, palliation of symptoms and prolonged
survival

* Major risk factor is smoking
* Incidence of non-smoking related lung cancers is increasing
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Stage and Prognosis

Lung Cancer Diagnosis and Survival By Stage, 2003-2009

Stage at Diagnosis 22%
s-Year Relative suvival [~ 6% T

0% 20% 40% 60% 80% 100%
M Localized (confined to primary site) Regional [spread to regional lymph nodes)
W Distant (cancer has metastisized | B Unstoged tumors not shown

3iNZMA ROtorLlfa, GP CME General Practice Conference & Medical Exhibition



SMOKING RATES AND LUNG CANCER RATES IN THE UK

Smoking rates ::: = Lung cancer rates
5% | % of adults who smicke Cases per 100,000 people | 150
age standardised
Men
T ot
‘_‘_‘! L] .
R -~
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LX ] i.'ll -—-—'---.- l'.-.I-
"_-‘-JI &
Waomen
:::- """ \',‘
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NZ smoking prevalence

Proportion of population who are daily smokers (15+)

34
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NZ smoking prevalence
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While smoking cigarettes
remains the main risk

factor for lung cancer,

109/ of men and 209 of
women with lung cancer
have never smoked.

CHEST Foundation




What Are the Red Flags?

* Unexplained/persistent (=3 weeks)
— haemoptysis
— cough
— shortness of breath
— chest/shoulder pain
— weight loss greater than 10%
— hoarseness
* Finger clubbing
« Cervical and/or persistent supraclavicular lymphadenopathy
« Chest X-ray or other imaging suspicious of lung cancer

*Highrisk factors
When making a decision to refer, assess and document risk factors for lung cancer. These include:
smokers or ex-smokers
history of exposure to asbestos,
pre-existing lungdisease particularly COPD orinterstitiallungdisease
history of cancer
Itshould be notedtheincidence of non-smokingrelated canceris increasingparticularlyin women and East Asians.




Clinical Presentation

Primary Care Presentation

Secondary Care Presentation

Sympiom of ALL cases
{206 (272}
Frequency Bo with Frequency B with
N L) symptoms for N k! symptoms for
< lmith  1-2mih = lmith  1-2mih
Haemoptysis 30 13 3t | 3 2| 19 # | 18
Unsteted 0% Unstated 36%
Coush 101 2k 48 _l 5 134 49 14 13
Uenctated  30% Unstated 19%
Shortness of breath 36 17 # | 3 102 | 38 3 | 7
Unsteted 42% Unstated 52%
Foenmonia 5 3 - 1% 10 -
Chest pain 45 7 1 | 7 6 8 7 | s
Unctated  36% Unstated 31%
Wheeze 10 3 w | 11 4 w [ o
Uecteted 40% Unstated &%
Dvsphazia 3 2 g0 | a0 g 3 3 | 13
Unchated 0% Unstated 50%
Hoearzeness 7 3 43 | 0 11 4 74 | 0
Umctated 57% Unstated 27%
Palpable Lymph MNode 4 3 - 3 1 -
Superior Vena ©Cawva - - - 5 2 -
Obstruction (VOO
Weight Loss 25 13 15 4 3 31 13 13
Umchated 30% Unstated 0%
Fever g 4 - 13 ] -
Fatizue 18 B - 33 13 -
Non-specific 27 13 - 42 15 -
Metastatic symptomns: 1 10 45 0 34 13 47 g
ez mmurdlogical ympéoms; Unstased 30% Unstarsd  30%
abdominsl pain: mass ecc

20%%s of cases with haemeopeysis had it for less chan 1 week when chey presented to primsry care.




67 year old Pakeha Male

Request Clinic assessment
Semi-urgent
Atyical lesion right upper lung —for CT scan

Clinical notes This man has been a heavy smoker for most of his life and has really only tried to stop in the last
year. He is currently using habitrol patches. He is very lean and over the last 2 years has had an
unexplained weight loss of 6 kgs making him now 58kgs.

Because of this | aranged a Chest x ray and this has shown a right upper zone band-like opacity that
was not present in 2014.
A Respiratory opinion/CT scan has been recommended to follow this up and | would be grateful if this
could be implemented.

He is being treated for hypertension and has musculskeletal problems but is otherwise well .

Thank you.
Problems Trying to give up smoking 1 Sept 2014
Current smoker 1 Sept 2014
Ex smoker 1 Sept 2014
Un-Classified Problem Osteoarthritis  left knee

Hypertensive disease
Benign prostatic hypertrophy

Cervical spinal stenosis

Chronic obstructive pulm._dis.

Un-Classified Problem L4/5 laminectomy and discectomy in Dunedin
1994 acutely with neurological symptoms.

Fain in lumbar spine

Ostecarthntis

%M_A; Roto rl[la GP CME General Practice Conference & Medical Exhibition




— ymptoms and signs
(see page d)

| Chest X-ray I
General Practice — |4 tes_ [“lowsuspicionof | tes__ / Observeimanage
Chest X-ray normal? lung cancer? b
Na Mo
/ f
Urgent referral to chest physician member of MOT -
clinical examination, history, blood test
f
pm— —| Clinical signs indicate advanced metastatic disease? |
es ’ Ma
| Chest physician suspects lung cancer? o
Yes
L |
| CTscan
3
| T negative or inconclusive? H %
25
Mo
/
| Evidence of advanced metastatic disease?
Yas h
Yy 9 ]
Biopsy most | Central or peripheral | Peripheral | Fit for percutaneous
Respi rato ry CI inic — accessible place lesion? *1 neadle biopsy? Ho
Central Yes
f Y y ¥
Fit for Percutaneous needle Further tests, such as
bronchoscopy? es biopsy PET, surgical invasive
- procedure
Mo -
Y
| Sputum cytelogy | | Bronchoscopy '
Diagnosis possible
with or without m
N = histaloogy?
~ | Positiveresul? |~ Mo s
e Referral/surveillance
iNzva Rotorua GP CME | ,

Diagnosis )
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Advances in Lung Cancer

* CT Screening

* Improves survival in high risk
population

=
* Improved accuracy in diagnosis 5 o
and staging o

R0 D
"RET
NRAS

BEGFR
NRAS
Other/unknown

* Targeted therapies in advanced
lung cancer

o Prolongs survival in populations Adenocarcinoma Squamous cell carcinoma
with specific molecular profiles

Other/unknown
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Take Home Points

* Respiratory Conditions are a common cause of presentation to Health
Care Providers

* A collaborative approach between primary and secondary care
improves management of our patients

* Think about becoming involved as a GP liaison

* Think about lung cancer in patients with persisting respiratory
symptoms

* Don’t discount lung cancer if your patient has not been a smoker
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Thank You

TUAPAPA PUKAHUKAHU
LUNG FOUNDATION
New Zealand
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