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Introduction

* Hospital re-admission
Disruptive to patient and care-giver
Costly to the health care system
Increase risk of hospital acquired infection

Contribute loss of functional ability, particularly in

older patient




Objective

® To study re-admission rate and cause in Soidao hospital
during Oct2014 - Sep2015

* To study re-admission cause of COPD

* To identity strength & pitfall of the initial care

® To decrease of COPD re-admission rate




Method

® 1. Project planning

® 2 Inclusion criteria

- All inpatient of Soidao hospital during Oct 2014 - Sep 2015
who re-hospitalization within 28 days after discharge from

previous admission from COPD with AE
- Patient is alive upon discharge in the previous admission

e 3. Data collection: from Soidao hospital information center

° 4, Categorization and review medical record

® 5. Data summary




Re-admission

during October 2014 - September 2015
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Chronic Obstructive Pulmonary Disease




COPD

® COPD is a common, preventable and treatable disease
that is characterized by persistent respiratory symptoms
and airtflow limitation that is due to airway and/or
alveolar abnormalities usually caused by significant

exposure to noxious particles or gases.

® The most common respiratory symptoms include

dyspnea, cough and/or sputum production.

2017 GOLD gui(lelines for COPL)/




COPD

® The main risk factor for COPD is tobacco smoking but other
environmental exposures such as biomass fuel exposure and

air pollution may contribute.

* Host factors predispose individuals to develop COPD. These
include genetic abnormalities, abnormal lung development

and accelerated aging,

2017 GOLD gui(lelines for COPL)/




COPD

* Spirometry is required to make the diagnosis; the
presence of a post-bronchodilator FEV1/FVC < 0.70

confirms the presence of persistent airflow limitation.

* Concomitant chronic diseases, including cardiovascular
disease, skeletal muscle dystunction, metabolic
syndrome, osteoporosis, depression, anxiety, and lung

Cancer.

2017 GOLD gui(lelines for COPL)/
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Figure 2.4. The refined ABCD assessment tool
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COPD exacerbation

® Defined as an acute worsening of respiratory symptoms
® The most common causes are respiratory tract infections

® The goal for treatment of COPD exacerbations is to
minimize the negative impact of the current

exacerbation and to prevent subsequent cvents

2017 GOLD guidelines for COP,D/




COPD exacerbation

® Short-acting inhaled beta2-agonists, with or without
short-acting anticholinergics, are recommended as the

initial bronchodilators to treat an acute exacerbation

® Maintenance therapy with long—acting bronchodilators
should be initiated as soon as possible before hospital

discharge.

2017 GOLD gui(lelines for COPl)/




COPD exacerbation

® Systemic corticosteroids can improve lung function
(FEV1), oxygenation and shorten recovery time and

hospitalization duration. Duration of therapy should not

be more than 5-7 days.

* Antibiotics, when indicated, can shorten recovery time,
reduce the risk of early relapse, treatment failure, and

hospitalization duration. Duration of therapy should be

5-7 days.

2017 GOLD gui(lelines for COl)l)/




COPD exacerbation

© Methylxanthines are not recommended due to increased side

effect profiles.

® Non-invasive mechanical ventilation should be the first mode
of ventilation used in COPD patients with acute respiratory

failure

° Following an exacerbation, appropriate measures for

exacerbation prevention should be initiated

2017 GOLD gui(lelines for COPl)/




COPD patient in clinic COPD clinic

during October 2014 - September 2015
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COPD patient in clinic COPD clinic

Oct 2014 - Sep 2015
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AATAM RIRLYFTRYS 1l 2559 (%)
1. amM5In19.NA COPD ¢ Exacerbation <2% 32.56 (324/995)
2. AR5INNS re-visit <1% 2.01 (20/955)
3. @M91N19 admit A8 COPD ¢ AE <15% 17 (171/955)
4. ANFINIS re-admit <15% 7.8 (31/397)
5. aR9IN15LALTIM case COPD ¢ RF <2% 1.48 (5/338)
6. amssianguuvsrasileluaiiin >50% 73.98 (236/319)
7. Am41 control A 13d Exacerbation 11 1 Tl >30% 56.32 (245/435)
8. amsgthaitldengniad >30% 76.21 (173/227)
9. AMFINITUIANIFINEN loss follow up <10% 4.03 (42/1042)
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COPD patient in clinic COPD clinic
Oct 2014 - Sep 2015
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COPD patient who re-admission

during October 2014 - September 2015




"Epidemiology of COPD patient re-admission
during Oct 2014- Sep 2015

<60 1 1 9.09
61 - 70 2 18.18
> 70 1 8 72.73
39N 11 100

Sl 8 72.73
TR 3 27.27
39N 6 100




/Epidemiology of COPD patient re-admission A
during Oct 2014- Sep 2015

ANTN TUIU A

NHIU 2 18.18
WHLNW/NALNY 8 72.73
WIEANY 1 9.09
T 11 100
o
A.1Uzma 6 54.55
.99 UIY 1 9.09
B.ALTN 1 9.09
B.NT1EUND 2 18.18
A.4:ABU 1 9.09

k TN 11 100




/Epidemiology of COPD patient re-admission
during Oct 2014- Sep 2015

T1WI% %
Yes 1 9.09
No 10 90

Packyear91

< 20 pack year 1 9.09
20 — 40 pack year 2 18.18
> 40 pack year 2 18.18
lainsudaya 6 54.55
Yes 0 0
No 11 100
CVS 2 18.18
RS - lung cancer 11 100
Gl — GERD 1 9.09
Psycho — depression 2 18.18

K other 4 36.36




/Epidemiology of COPD patient re-admission A
during Oct 2014- Sep 2015

U %
NNSIAN 5 943
NNMNUS 6 11.32
AUAN 3 566
LS 4 755
NOHNIAN 4 755
AU 4 755
nsSNHIAN 3 566
AIMAN 5 943
NUeNeu 4 755
ANIAN 6 11.32
WO AANILW 6 11.32
FUNAN 3 5.6




/Epidemiology of COPD patient re-admission
during Oct 2014- Sep 2015

NUMU %
Yes 9 81.82
No 2 18.18
31uUASIT readmit TuTleudsennn
< 5A59 5 4545
5-10A%8 5 4545
> 10A59 1 9.09
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! fﬁmne%c!emiulngical profile of chronic obstructive pulmonary disease: A community-based study
1 in Delhi.

I.Eirﬂ‘m.B-:Hﬂhﬁa-_gnuﬂa'ﬂ"..[ﬁ[ﬂwaﬂwﬁ’...........................................

# Author information

Abstract

BACKGROUND: Different definitions used for chronic obstructive pulmonary disease (COPD) preclude getting reliable prevalence
estimates. Study objective was to find the prevalence of COPD as per standard Global Initiative for Chronic Obstructive Lung Disease
definition, risk factors associated, and treatment seeking in adults >30 years.

METHODOLOGY: Community-based cross-sectional study was conducted in Delhi, among 1200 adults, selected by systematic random
sampling. Pretested questionnaire was used to interview all subjects and screen for symptoms of COPD. Postbronchodilator
spirometry was done to confirm COPD.

STATISTICAL ANALY SIS: Adjusted odds ratio (aOR) was calculated by multivariable analysis to examine the association of risk factors
with COPD. Receiver operating characteristic (ROC) curve was developed to assess predictability.

RESULTS: The prevalence of COPD was 10.1% (95% confidence interval [CI] 8.3, 11.9%). Tobacco smoking was the strongest risk
factor associated (aOR 9.48; 95% CI 4.22, 14.13) followed by environmental tobacco smoke (ETS), occupational exposure, age, and
biomass fuel. Each pack-year of smoking increased 15% risk of COPD. Ex-smokers had 63% lesser risk compared to current smokers.

Clinical allergy seems to preclude COPD (aOR 0.06; 93% CI 0.02, 0.37). ROC analysis showed 94.38% of the COPD variability can be
assessed by this model (sensitivity 57.4%; positive predictive value 93.3%). Only 48% patients were on treatment. Treatment
continuation was impeded by its cost.

CONCLUSION: COFD prevalence in the region of Delhi, India, is high, and our case-finding population study identified a high rate of
patients who were not on any treatment. Our study adds to creating awareness on the importance of smoking cessation, early
diagnosis of COPD, and the need for regular treatment.

L Risk factor of COPD- guq%‘% AT OINEY S pack year Rt mﬂ&imqmguqﬁ
https: / /www.ncbi.nlm .nih. gov/ pubmed/ 27853040
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Risk factors n COPD, Statistical
n (% correlates (P)*
Main fuel use
Biomass fue! 379 67 (17.7) <0.001
LPG 824 55(6.7)

Smoking pattern

Current smoker
Ex-smoker
Nonsmoker

Substance smoked
Beedi only
Cigarette only
Mixed

Quantity of tobacco smoke
exposure (pack years)

No exposure

=10

11-20

=20

Duration of ETS exposure (in years)

No exposure

=10

11-19

=20

81 (24.9)
29 (21.6)
12 (1.6)

68 (22.6)
17 (13,3)
25 (83.3)

12 (1.6)
21 (8.5)
33 (24.6)
56 (72.7)

4 (0.8)
7(3.1)
16 (17.0)
95 (26.2)

Duration of occupational exposure
to dust/fumes (in years)

No exposure

=10

11-19

=20
Family history of chronic airway
disease

Present
Absent
Clinical allergy
Present
Absent

706 28 (4.0) <0.001
190 8 (4.2)

66 12(18.2)

241 74(30.7)

218 14 (6.49) 0.052
985 108(10.9)

108 2(1.9) 0.01

1095 120(10.9)

* Chi-square test was used. COPD: Chronic obstructive pulmonary
disease, LPG: Liquid petroleum gas, ETS: Environmental tobacco smoke

/




Factors COPD, OR (95% CI)
| Unadjusted Adjusted
Age in years
30-=50 Reference Reference
=50 8.20 (5.27-12.75)" 4.19 (2.82-7.849)
Gender
Female Reference Reference
Male 1.65 (1.12-2.45)" 0.83 (0.45-1.54)
Sociceconemic status
Upper Reference Reference
Middle 1.65 (0.83-3.27) 0.77 (0.30-1.97)
Lower 3.18 (1.69-5.96)" 0.98 (0.38-2.64)
Cross ventilation
Present Reference -
Absent 0.71 (0.47-1.06)
Overcrowding
Absent Reference Reference
Present 2.28 (1.55-3.34)" 1.04 (0.59-1.81)

™

Main fuel use
LPG Reference Reference
Biomass 3.01(2.05-4.39)" 2.64 (1.48-4.71)"
Smoking status
Nonsmoker Reference Reference
Ex-smoker 18.35 (9.13-36.88)" 4,15 (2.01-9.45)"
Current smoker 19.59 (10.49-36.59)* 9.48 (4.22-
14.13)*
ETS exposure
Absent Reference Reference
Present 6.64 (3.31-9.76)" 7.97 (3.32-
13.18)*
Occupational exposure
Absent Reference Reference
Present 5.64 (3.64-8.76)" 6,16 (3.30-
10.22)*
History of clinical
allergy
Absent Reference Reference
Present 0.15 (0.04-0.63)" 0.06 (0.02-0.37)"

Family history of
chronic airway diseases

Absent Reference Reference
Present 1.79 (1.01-3.19)* 1.19 (0.52-2.75)

*Statistically significant, i.e., P<0.05. Only factors statistically
significant in univariate analysis at a level P<0.25 are included in the
multivariate analysis medel. COPD: Chronic obstructive pulmonary
disease, LPG: Liquid petroleum gas, ETS: Environmental tobacco smoke,

OR: Odds ratio, CI: Confidence interval




Precipitating cause of COPD in patient
who readmission during Oct 2014-Nov

2015
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wHwpAWNanuans compliance
vasiilaeg Re-admission COPD

cannot evaluate

29%(4) good
compliance

poor
57%(8)

Il good compliance

compliance _
I poor compliance

14%(2)

cannot evaluate
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vasilag Re-admission COPD

good technic

cannot evaluate

43%(6)

43%(6) I good technic
poor technic

poor technic I cannot evaluate

- JATULIUNY 4 AU
- Talannsanda 2 Au

-




WHBANINANUFAITDYAUIIFAL 1NN
vasilag Re-admission COPD

I
29%(4) B wsalunsnuem
Tanale .
- wIlUNITNUENUIUNAN
43%(6) L
. B usalunsnuenuas
wsIUas
' = L [ %
20%(3) m lsignansanudayale

luganisatAy

59U 1UNAaNg
7%(1)

- HEYBSUENY 4 AU

Madlimanganiia 1 AU
~dszinulala 1 Au




Lm%{]a‘haﬂauu,amﬂ'mif'l%'uﬂ'ﬁ%'ﬂmsl%ﬂﬁﬁﬂ

COPD zasxilaa Re-admission COPD

Nlnagluaain
14%(2)

. W 25luAdin
agluAdln 5 .
0 Lailaagluaaiin

86%(12)

™




e

Discussion Q .

awli# re-admission swlngjaglungunsl compliance 71a

= o 1 1 [ [ . .
ua@90y poor compliance lilgifadunanlunis re-admission
AT re-admission sulwndnsunsnsuazdaainainislwadin COPD

aziu Severity vaslsn Wenadutadvdagainnitmadriumsinsuaziaany
a1msluadiin COPD uaz compliance w8981l

Wittt 27nms review medical record anIaLan severity 1ot mawazﬂu
group C v3a D 289 GOLD guldehne FiTi




® 37AN1T review L'szl,ﬁﬂu;gﬂm WU DI T YU UIIFINUG
ﬁuﬁﬂij’a;ﬂaL%aaﬂa%'ﬂmzéjuﬂ’mﬁ@ exacerbation
® n3l# antibiotics Iu;jﬂwmﬁm L6 LT WA NDITaUIT LRI LA

® 199 refer nAUINNINA. E]ﬂﬁ’]&l’]‘iﬁli’)&]l%ﬂg;&l re-admission




Recommendation
o F_ dietary

® A - fansIu, aanniadng, rehabilitation
e M-
non-pharmacological treatment
ﬂ’amfl,‘%'aeﬂﬁlﬁﬂq%‘%, MIIRIATYH
pharmacological treatment
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Dietary

COPD patients need more energy to do the work of breathing.

Unplanned weight loss from cating poorly can weaken the muscles used

for breathing (aftects 40 - 70% of COPD patients )

A good diet can help prevent lung infections.

People with COPD needs between 430-720 calories a day just to do
the work of breathing.

To decrease shortness of breath :
Try to rest 30 mins before meals.

Sit upright and lean forward with elbows on the table. Put the feet
on the floor. This will give the greatest expansion of the lungs.

Eat foods that are easy to chew.

Eat 6 meals instead of 3 big ones




Protein is very important for COPD patients. It produces
antibodies that fight infection.

Fluid helps thin out and clear out lung secretions. Patients

should drink 8-12

Sodium and salt can increase BP and SOB.

Calcium helps with lung function, muscle contraction and
blood clotting. COPD patients take corticosteroid drugs >>

speed up the loss of calcium >> Osteoporosis

Magnesium also works with calcium to help control the

activity of bronchial tubes




Thank you




