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EPIC Reflect guides you through the process of reviewing your own/practice EPIC data*, comparing it to national data, and considering the evidence
for best practice. The notes and associated resources can help you to set actions to address inequities, create changes to your current practice and
plan quality improvements. Reflecting in this way may help you to incorporate your learning into your everyday practice and to have more effective
conversations with colleagues and patients. *The EPIC dashboard shows subsidised prescriptions that have been dispensed in the community (ie, it is

not a record of prescriptions written).

Meeting your CPD requirements

EPIC Reflect activities can be included in a health professional’s CME. Many of the elements involve reflecting on learning and fit with the goals of the

RNZCGP Te Whanake CPD programme (medical education, patient outcomes, reviewing practices, and cultural safety and equity).

Foundation Standard and Cornerstone applications

If you repeat the ERPIC Reflect cycle after a specified time and document the changes that occurred, you will have completed an audit or continuous

quality improvement (CQI) activity — see page 7. The activity can be incorporated into your practice’s Quality Plan (RNZCGP Foundation Standard

indicators 8.1and 8.2). For a more intensive focus, use your activities for the RNZCGP Cornerstone CQI project or as a CQl initiative to improve

equitable health outcomes for the Cornerstone Equity module.

How to complete EPiC Reflect

This activity encourages you to reflect on your current practice and to set goals and establish the actions you will take to achieve these goals. You can

do these activities as an individual or as a practice team.

1. Download this document and save it to your device, then work your way through each of the reflection examples and type your notes in the
spaces provided in the editable table.
2. Foreach of the four data stories listed in the table below for Asthma (Prevalence, SABA-only use, Total SABA inhaler use, Maintenance therapy,

Carbon footprint):
- inthe first column of the table, think about the points to consider (or make up your own)

- inthe second column, type in what the data show you (use your own data if you are a prescriber or use national data if you’re not)

- inthe third column, record your learning notes, reflection notes, and your proposed actions.

You will see that we have provided example answers to help you formulate your notes. You can use these and/or add your own thoughts.
3. To continue the process and complete a practice audit or CQI activity, work through the Audit section from page 7.

4. Upload this document to your professional development learning record upon completion.



Points to consider for each
data story

How many of my patients have
asthma? What percentage of my
patients does this represent and
how does this compare with our
practice and national data?

Are any population groups over-
represented when filtering the
data by age, gender, ethnicity or
socioeconomic deprivation

quintile?

What do the data show?

View the EPIC data displays and write notes
for yourself and/or your practice in this
column, as per the examples below.

[Editable text — write your data notes here]

Example: Overall | have 258 patients with
asthma and our practice has 1486 patients
with asthma.

This represents 26% of my patient
population and 17% of our practice
population. These rates are higher than the
national asthma prevalence of 10.5%.

Example: Among my patients, the prevalence
of asthma is high; 30% of Pacific peoples,
26% of Mdori and 25% of European/Other
people have asthma. In our practice, the
prevalence of asthma is closer to the national
rates, with 15% of M&ori, 12.5% of Pacific
peoples and 11.7% European/Other patients
having asthma.

Your learning, reflections, and actions
Write your notes in this column, using the examples below as prompts.
Learning notes: What are possible conclusions | can draw from the data?

Reflection notes: What do the data make me think and feel about my
current practice eg, might any internal bias be shown in the data?

Actions: Are there are any changes | could make to my practice in
response to these data?

[Editable text — write your notes here]

Learning example: Our practice has a higher proportion of patients with
asthma compared with national rates. Maori and Pacific peoples have the
highest rates of asthma at our practice. One in four of the patients | have
seen have asthma.

Reflection example: There are higher rates of asthma in our practice
population compared with national rates. Rates of asthma in M&ori and
Pacific populations are higher than in European/Other populations at our
practice, reflecting the known ethnic disparities in the prevalence of
asthma.

Action example: We could prioritise services to patients with asthma and
consider a quality improvement activity around improving compliance
with/uptake of maintenance therapy, as this is likely to have significant
health benefits for patients who have asthma.



What percentage of my patients
received SABA alone (without
maintenance therapy) in the last12
months?

Of the people who received SABA
alone, how many had oral
corticosteroids dispensed? What
percentage of SABA-only patients
was this?

What variations are apparent in
SABA-only and oral
corticosteroids dispensings for
different demographic groups (eg,
when filtering by ethnicity or age)?

How does our practice and my
patients compare with national
patients?

[Editable text — write your data notes here]

Example: When | filter by percentage, | see
that on average about 48% of my patients
and 47% of patients in our practice were
dispensed SABA alone in the last 12 months.
For people aged over 12 years, this is about
40%.

Example: Overall about 12% of patients
dispensed SABA alone were also dispensed
oral corticosteroids in the last 12 months.
However, about 30% of children aged less
than 5 years old, who were dispensed SABA
alone, were also dispensed oral
corticosteroids in the last 12 months.

Mé&ori and Pacific people dispensed SABA
alone had higher rates of oral corticosteroid
use in the last 12 months - 21% and 17%
respectively.

Example: Nationally, 45% of patients were
dispensed SABA alone. For people aged
over 12 years, this is about 38%. Nationally,
Mé&ori and Pacific peoples are more likely to
have oral corticosteroids in the last year than
European/Other ethnicities.

[Editable text — write your notes here]

Learning example: Our rate of SABA-only therapy is high both overall and
for people aged over 12 years. Our rates are higher compared to national
rates of SABA-only use.

Reflection example: When | consider the new guidelines recommendation
that people aged over 12 years with asthma should not be on SABA-only
therapy, | think that 40% of our practice patients being dispensed SABA
alone is problematic. While some patients may have had inhalers
prescribed for other conditions such as COPD, covid-19 or other post-viral
cough, | don’t think this would represent such a high proportion of our
patients.

Action example: As a practice, we are now planning to prioritise our asthma
patients. We will run a PMS query to find patients who have been
prescribed SABA alone. We will add a note for them to be reviewed at next
prescription request or practice visit. We will also add a general note to the
PMS when prescribing SABA inhalers to ask patients how their asthma is,
how they use their SABA inhalers, and discuss with patients the
importance of picking up their maintenance therapy.



How many of my patients have
been dispensed =6 SABA inhalers
over a12-month period?

What percentage of my patients
and patients at our practice are
dispensed =6 SABA inhalers —
and how does this compare with
national patients?

How do different demographic
groups compare when looking at
people dispensed =6 SABA

inhalers?

Of those patients dispensed =6
SABA inhalers over 12 months,
which maintenance therapy are
they predominantly dispensed?

[Editable text — write your data notes here]

Example: | had xx patients (xx%) dispensed
six or more SABA inhalers in the last 12
months. For our practice this was xx patients
(xx%). Compared with national data for the
same period, a smaller/larger percentage of
patients were dispensed six or more SABA
inhalers at our practice.

Example: When | compare by different
demographic groups, | see that x% of Maori
and x% of Pacific patients in our practice
were dispensed six or more SABA inhalers.
This compares with x% of European/Other
ethnicities in our practice having six or more
SABA inhalers dispensed.

Example: People dispensed six or more
SABA inhalers are most likely to be

dispensed ICS as their maintenance therapy.

This trend is seen in the national data too.

[Editable text — write your notes here]

Learning example: Quite high numbers of my own patients, and patients in
our practice, have had six or more SABA inhalers dispensed over a year.
However, our percentage is lower than the national rate.

Reflection example: High use of SABA inhalers is a risk factor for severe
asthma exacerbations and hospitalisation. | am surprised to see such a
high proportion of my patients being dispensed this many SABASs in a year.
I wonder ifitis because people often use the email repeats option and just
tick the same inhalers every time, therefore ending up with SABA inhalers
they are not using.

Action example: | plan to raise this at our next practice team meeting. We
possibly need to review patients picking up SABA inhalers via repeat
patient portal prescriptions.

We could flag those identified as high users of SABAs and discuss a trial of
AIR/SMART therapy at their next appointment.



What percentage of my patients
and patients at our practice are
dispensed ICS, ICS/LABA, AIR
/SMART, or no maintenance
therapy?

How does this compare with
national data?

How do different demographic
groups compare in prescribing of

maintenance treatment?

[Editable text — write your data notes here]

Example: The most commonly dispensed
maintenance therapy in our practice s ....

Example: My patients receive (more/less)
maintenance therapy compared with national
rates of prescribing.

Example: Dispensing of maintenance
therapy (does/doesn’t) vary by
(ethnicity/deprivation quintile/gender/age).

[Editable text — write your notes here]

Learning example: Patients at my practice are most commonly dispensed
ICS, followed by AIR/SMART, and then no maintenance treatment.

Reflection example: Even though it was less common than use of some
form of maintenance treatment, the rate of no maintenance treatment was
of concern. | was also interested to see that fewer people than | thought
were on AIR/SMART. | wonder if the 2020 guidelines that contained that
recommendation have not been adopted as widely as they could have.

Action example: | will raise this at our next practice team meeting. We can
discuss the 2020 guidelines recommendations and make a plan to review
treatment for patients who are not well controlled on ICS by identifying
those who have required oral corticosteroids or who are being prescribed
six or more SABAs a year (noting that this may represent oversupply of
SABA rather than overuse).



How many of your patients and
patients in your practice are taking
salbutamol alone or having 6 or
more salbutamol inhalers
dispensed in a year?

What is the carbon footprint of
this?

[Editable text — write your data notes here]

Example: 12 (47%) of my patients and 47
(32%) of patients in our practice were
dispensed salbutamol alone in the last 12
months. Five of my patients (19%) were
dispensed six or more salbutamol inhalers in
the last 12 months. For our practice this was
21 patients (14%). | had one patient
dispensed six or more salbutamol inhalers
and no maintenance treatment. The practice
had three patients dispensed six or more
salbutamol inhalers and no maintenance
treatment.

Example: The carbon footprint of people
dispensed salbutamol alone, six or more
salbutamolinhalers, or both was 504 kg
CO:2eq for my prescribing and 1988 kg
CO:2zeq for the practice prescribing.

[Editable text — write your notes here]

Learning example: A significant number of my patients and my practice
patients are dispensed salbutamol alone or six or more salbutamol inhalers
in ayear.

Reflection example: As a practice, we have discussed that it is not best
practice to have patients aged 12 and over dispensed salbutamol alone or
too many salbutamol inhalers in a 12-month period so | am surprised that
we are still seeing so many people on these treatment regimens. When |
consider this in the context of the carbon footprint of these inhalers, | think
we need to re-invigorate our efforts to improve our prescribing of these
inhalers, by moving to SMART/AIR prescribing where appropriate for our
patients. This will also reduce the carbon footprint of our prescribing, which
may be very motivating for some prescribers in our practice and for some of
our patients with asthma.

Action example: | will raise this at our next practice team meeting. We can
discuss the 2020 guidelines recommendations and make a plan to identify
patients who have been dispensed salbutamol alone or dispensed six or
more salbutamol inhalers per year and review treatment — considering
whether it would be appropriate to move them to SMART/AIR and
therefore a dry powder inhaler with a lower carbon footprint.



Turn your reflections into a formal practice audit or CQI activity

e Using findings from some of your reflections above, and using data from EPIC Asthma, create a plan to implement some
changes or improvements in your practice.

e Record data from a first cycle (data capture one) in the table below and then re-examine your data over a subsequent
timeframe and record in the second cycle (data capture two) table below.

e We have provided examples in the tables to help guide you with your data entry, but you may wish to choose other measures

for your data capture and different change/improvement ideas.

Your completed activity can be incorporated into your practice’s Quality Plan or

incorporated into your RNZCGP or



Audit/CQIl activity: Asthma

Date of audit: [Editable text — write your dates here]

Data year-end
date

Data capture one

(Select measures from the ERPIC

(Show the EPIC dashboard — we have provided

data end date for some examples below)

initial data capture)

[Editable text —
write your dates
here]

[Editable text — write your notes
here]

SABA-ONLY USE. Your practice
patients dispensed SABA alone
(ages 12 and over):

¢ 12-19 =14 (26.9%)
© 20-49 =71(35.1%)

TOTAL SABA INHALER USE. Your
practice patients dispensed =6
SABA inhalers (ages 12 and over):

¢ 12-19 =8 (15.4%)
¢ 20-49 =45 (22.3%)

MAINTENANCE THERARPY. Your
practice patients — maintenance
therapy dispensed (ages 12 and
over):

Change/improvement ideas

(Consider your data in the previous column; are there any potential
implications for health equity? Select change ideas that will work
for your community, they can be small or large changes — we have
provided some examples below)

[Editable text — write your notes here]

Professional development/peer group meeting/practice team
meeting:

e Fach team member to read and watch some of the asthma
resources on the He Ako Hiringa website:
akohiringa.co.nz/tags/asthma

e Each team member to review and complete some of the learning
materials in the asthma hub:
akohiringa.co.nz/education/asthma-resource-hub

e Watch He Ako Hiringa recorded webinar - The latest on the asthma
scene: kids, teens and keeping it green:
akohiringa.co.nz/education/the-latest-on-the-asthma-scene-kids-t
eens-and-keeping-it-green

¢ /n a clinical team meeting:

o review the recommendations for SABA use in the latest Asthma

Complete by
(date)

(Add the date by
when you plan to
complete the
change ideas)

[Editable text —
write your dates
here]



[Editable text — [Editable text — write your notes [Editable text — write your notes here] [Editable text —

write your dates here] write your dates

here] When providing new prescriptions for inhalers, complete an here]
assessment on how well patients’ asthma is controlled:

e Many patients under-report their asthma symptoms. Different
methods for assessing asthma symptom control are available
including the Asthma Control Test (ACT). This test has been widely
validated and is recommended with the following cut points:

0 20-25: well controlled
0 16-19: partly controlled
0 5-15: poorly controlled

The latest version of the test can be accessed at:
asthmacontrol.co.nz

e Plan to complete an asthma control test, as a clinic, for every
patient at each presentation to the practice. For patients with
partially or poorly controlled asthma, assess inhaler technique and
adherence, and discuss treatment options:

o Is a step up in the level of treatment required if asthma is not
adequately controlled, poor lung function or recent severe
exacerbation?

o Is a change to the AIR regimen required in patients who have had a
recent severe exacerbation?



[Editable text —
write your dates
here]

[Editable text — write your notes
here]

[Editable text — write your notes here]
Provide an asthma action plan for all patients with asthma:

e Various asthma action plans are available at:
asthmafoundation.org.nz/resources

e Provide a plan in a language appropriate for the patient

e Use the My Asthma App for those who would prefer an electronic
version: healthify.nz/apps/m/my-asthma-app

[Editable text —
write your dates
here]
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Data year-end
date

(Show the ERPIC data
end date for initial
data capture - pick a
capture date at least
six months after data
capture one)

[Editable text —
write your dates
here]

Data capture two

(Select the same measures
from the EPIC dashboard that
you used in data capture one —
we have provided examples
below)

[Editable text — write your
notes here]

SABA-ONLY USE. Your
practice patients dispensed
SABA alone (ages 12 and
over):

©12-19 = 10 (20.4%)
e 20-49 =46 (26.4%)

[Editable text — write your
notes here]

TOTAL SABA INHALER
USE. Your practice patients

dispensed =26 SABA inhalers

(ages 12 and over):

©12-19 =9 (18%)
¢ 20-49 =43 (24.2%)

Percentage change

(Record the percentage change
between the first and second data
captures)

[Editable text — write your notes
here]

From data capture one to data
capture two, use of SABA alone
has decreased for both age
groups:

e The 12-19 age group has changed
from 14 people (26.9%) to 10
people (20.4%)

e The 20-49 age group has
changed from 71 people (35.1%) to
46 people (26.4%)

[Editable text — write your notes
here]

From data capture one to data
capture two, the number and
proportion of people getting 6 or
more inhalers has stayed similar.

Outcomes/lessons learned

(Write a statement about your audit and data — do you think your
changes made an impact? What learning has come from the
activity? Will you implement any of the changes?)

[Editable text — write your notes here]

Overall, this audit cycle has resulted in some successful
changes that we will continue to implement in our practice.

We reduced SABA-only dispensing to people aged 12 and
over. We plan to carry on using these interventions as we
would ideally like to reduce our SABA-only prescribing for
people aged 12 and over to negligible levels.

Using the asthma control test had a two-pronged effect. It
alerted us to the fact that people often do not accurately
gauge how well their asthma is controlled, and it helped us
to have a pathway to move these people onto more
appropriate treatment. Because this prompted discussion
with the patient about how they are using their medicines,
we identified many who were not picking up their
maintenance therapy as well as patients who needed a
reminder of proper inhaler technique. For many of these
patients, we suggested a change to AIR therapy.

Our only metric that did not change much was the number of
people dispensed six or more inhalers. We believe these
people may be harder to reach and/or more resistant to
changing medicines. The next step for us is to find these
patients in our PMS and try to get them in for an asthma

11



[Editable text —
write your dates
here]

[Editable text — write your
notes here]

MAINTENANCE THERAPY.

Your practice patients —
maintenance therapy
dispensed (ages 12 and
over):

12-19 years:

e SMART/AIR = 21(31.8%)
e |CS =14 (21.2%)

¢ /|CS + LABA =30 (45.5%)
e Montelukast =1 (1.5%)

20-49 years:

e SMART/AIR =97 (39.9%)
¢ /|CS =28 (11.5%)

¢ /|CS + LABA =117 (48.1%)
e Montelukast =1(0.4%)

[Editable text — write your notes
here]

From data capture one to data
capture two, use of SMART/AIR
therapy has increased for both age
groups, as has use of ICS + LABA.
At the same time, use of ICS as
sole maintenance therapy has
decreased across both age
groups.

Changes in the use of medicines in
people aged 12-19 years:

e SMART/AIR increased from 14
(25.9%) to 21 people (31.8%)

¢ |CS, decreased from 15 (27.8%)
to 14 (21.2%)

¢ |CS + LABA, increased from 24
(44.4%) to 30 (45.5%)

Changes in the use of medicines in
people aged 20-49 years:

e SMART/AIR increased from 78
(35.6%) to 97 people (39.9%)

¢ |CS decreased from 32 (14.6%)
to 28 (11.5%)

¢ |CS + LABA increased from 107
(48.9%) to 117 (48.1%)

[Editable text — write your notes here]
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[Editable text —
write your dates
here]

[Editable text — write your
notes here]

CARBON FOOTPRINT.
Carbon footprint of your
practice patients dispensed
>6 salbutamol inhalers or
salbutamol alone:

1150 kg CO2eq

[Editable text — write your notes
here]

From data capture one to data
capture two, the carbon footprint
has changed from 1988 kg CO2eq
to 1150 kg CO2eq, which
represents a 43% reduction.

[Editable text — write your notes here]
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This activity has been endorsed by The Royal New Zealand College of General Practitioners
(RNZCGP) and has been approved for CME credits for continuing professional development
purposes (1 credit per learning hour). To claim your CPD credits, log in to your Te Whanake
dashboard and record these activities under the appropriate learning category.

»
Sy3noioY

PHARMACEUTICAL SOCIETY This activity has been endorsed by the PSNZ as suitable for inclusion in a pharmacist’s CE
of New Zealand Incorporated records for CPD purposes.

Nurses may also find that completing this activity and reflecting on their learning can count as
a professional development required by the Nursing Council of New Zealand.

This EPIC Reflect audit/CQI activity has been reviewed by Ben Firestone. Ben is a pharmacist and has a role as Population Health Clinical
Pharmacist Pou Rongoa Matu with Health Hawke’s Bay — Te Oranga o Te Matau-a-Maui.

This version published November 2023




	Text1: [Editable text – write your data notes here] 

Example: Overall I have 258 patients with asthma and our practice has 1486 patients with asthma. 

This represents 26% of my patient population and 11% of our practice population. These rates are higher than the national asthma prevalence of 10.5%.

Example: Among my patients, the prevalence of asthma is high; 30% of Pacific peoples, 26% of Māori and 25% of European/Other people have asthma. In our practice, the prevalence of asthma is closer to the national rates, with 15% of Māori, 12.5% of Pacific peoples and 11.7% European/Other patients having asthma.

	Text2: [Editable text – write your notes here] 

Learning example: Our practice has a higher proportion of patients with asthma compared with national rates. Māori and Pacific peoples have the highest rates of asthma at our practice. One in four of the patients I have seen have asthma.

Reflection example: There are higher rates of asthma in our practice population compared with national rates. Rates of asthma in Māori and Pacific populations are higher than in European/Other populations at our practice, reflecting the known ethnic disparities in the prevalence of asthma.

Action example: We could prioritise services to patients with asthma and consider a quality improvement activity around improving compliance with/uptake of maintenance therapy, as this is likely to have significant health benefits for patients who have asthma.

	Text3: [Editable text – write your data notes here] 

 Example: When I filter by percentage, I see that on average about 48% of my patients and 47% of patients in our practice were dispensed SABA alone in the last 12 months. For people aged over 12 years, this is about 40%. 

Example: Overall about 12% of patients dispensed SABA alone were also dispensed oral corticosteroids in the last 12 months. However, about 30% of children aged less than 5 years old, who were dispensed SABA alone, were also dispensed oral corticosteroids in the last 12 months. 

Māori and Pacific people dispensed SABA alone had higher rates of oral corticosteroid use in the last 12 months - 21% and 17% respectively.

Example: Nationally, 45% of patients were dispensed SABA alone. For people aged over 12 years, this is about 38%. Nationally, Māori and Pacific peoples are more likely to have oral corticosteroids in the last year than European/Other ethnicities.


	Text4: [Editable text – write your notes here] 

Learning example: Our rate of SABA-only therapy is high both overall and for people aged over 12 years. Our rates are higher compared to national rates of SABA-only use. 

Reflection example: When I consider the new guidelines recommendation that people aged over 12 years with asthma should not be on SABA-only therapy, I think that 40% of our practice patients being dispensed SABA alone is problematic. While some patients may have had inhalers prescribed for other conditions such as COPD, covid-19 or other post-viral cough, I don’t think this would represent such a high proportion of our patients.

Action example: As a practice, we are now planning to prioritise our asthma patients. We will run a PMS query to find patients who have been prescribed SABA alone. We will add a note for them to be reviewed at next prescription request or practice visit. We will also add a general note to the PMS when prescribing SABA inhalers to ask patients how their asthma is, how they use their SABA inhalers, and discuss with patients the importance of picking up their maintenance therapy. 

	Text5: [Editable text – write your data notes here] 

Example: I had xx patients (xx%) dispensed six or more SABA inhalers in the last 12 months. For our practice this was xx patients (xx%). Compared with national data for the same period, a smaller/larger percentage of patients were dispensed six or more SABA inhalers at our practice. 



Example: When I compare by different demographic groups, I see that x% of Māori and x% of Pacific patients in our practice were dispensed six or more SABA inhalers. This compares with x% of European/Other ethnicities in our practice having six or more SABA inhalers dispensed.  

Example: People dispensed six or more SABA inhalers are most likely to be dispensed ICS as their maintenance therapy. This trend is seen in the national data too. 

	Text6: [Editable text – write your notes here] 

Learning example: Quite high numbers of my own patients, and patients in our practice, have had six or more SABA inhalers dispensed over a year. However, our percentage is lower than the national rate. 

Reflection example: High use of SABA inhalers is a risk factor for severe asthma exacerbations and hospitalisation. I am surprised to see such a high proportion of my patients being dispensed this many SABAs in a year. I wonder if it is because people often use the email repeats option and just tick the same inhalers every time, therefore ending up with SABA inhalers they are not using. 

Action example: I plan to raise this at our next practice team meeting. We possibly need to review patients picking up SABA inhalers via repeat patient portal prescriptions. 

We could flag those identified as high users of SABAs and discuss a trial of AIR/SMART therapy at their next appointment.

	Text7: [Editable text – write your data notes here] 

Example: The most commonly dispensed maintenance therapy in our practice is ….



Example: My patients receive (more/less) maintenance therapy compared with national rates of prescribing. 

Example: Dispensing of maintenance therapy (does/doesn’t) vary by (ethnicity/deprivation quintile/gender/age).

	Text8: [Editable text – write your notes here] 

Learning example: Patients at my practice are most commonly dispensed ICS, followed by AIR/SMART, and then no maintenance treatment. 

Reflection example: Even though it was less common than use of some form of maintenance treatment, the rate of no maintenance treatment was of concern. I was also interested to see that fewer people than I thought were on AIR/SMART. I wonder if the 2020 guidelines that contained that recommendation have not been adopted as widely as they could have. 

Action example: I will raise this at our next practice team meeting. We can discuss the 2020 guidelines recommendations and make a plan to review treatment for patients who are not well controlled on ICS by identifying those who have required oral corticosteroids or who are being prescribed six or more SABAs a year (noting that this may represent oversupply of SABA rather than overuse). 

	Text9: [Editable text – write your data notes here] 

Example: 12 (47%) of my patients and 47 (32%) of patients in our practice were dispensed salbutamol alone in the last 12 months. Five of my patients (19%) were dispensed six or more salbutamol inhalers in the last 12 months. For our practice this was 21 patients (14%). I had one patient dispensed six or more salbutamol inhalers and no maintenance treatment. The practice had three patients dispensed six or more salbutamol inhalers and no maintenance treatment. 

Example: The carbon footprint of people dispensed salbutamol alone, six or more salbutamol inhalers, or both was 504 kg CO2eq for my prescribing and 1988 kg CO2eq for the practice prescribing. 

	Text10: [Editable text – write your notes here] 

Learning example: A significant number of my patients and my practice patients are dispensed salbutamol alone or six or more salbutamol inhalers in a year. 

Reflection example: As a practice, we have discussed that it is not best practice to have patients aged 12 and over dispensed salbutamol alone or too many salbutamol inhalers in a 12-month period so I am surprised that we are still seeing so many people on these treatment regimens. When I consider this in the context of the carbon footprint of these inhalers, I think we need to re-invigorate our efforts to improve our prescribing of these inhalers, by moving to SMART/AIR prescribing where appropriate for our patients. This will also reduce the carbon footprint of our prescribing, which may be very motivating for some prescribers in our practice and for some of our patients with asthma. 

Action example: I will raise this at our next practice team meeting. We can discuss the 2020 guidelines recommendations and make a plan to identify patients who have been dispensed salbutamol alone or dispensed six or more salbutamol inhalers per year and review treatment – considering whether it would be appropriate to move them to SMART/AIR and therefore a dry powder inhaler with a lower carbon footprint.

	Text11: [Editable text – write your dates here]
	Text12: [Editable text – write your notes here] 

SABA-ONLY USE. Your practice patients dispensed SABA alone (ages 12 and over):

• 12-19 = 14 (26.9%)
• 20-49 = 71 (35.1%)

TOTAL SABA INHALER USE. Your practice patients dispensed ≥6 SABA inhalers (ages 12 and over):

• 12-19 = 8 (15.4%)
• 20-49 = 45 (22.3%)

MAINTENANCE THERAPY. Your practice patients – maintenance therapy dispensed (ages 12 and over):

12-19 years:

• SMART/AIR = 14 (25.9%)
• ICS = 15 (27.8%)
• ICS + LABA = 24 (44.4%)
• Montelukast = 1 (1.9%)
20-49 years:
• SMART/AIR = 78 (35.6%)
• ICS = 32 (14.6%)
• ICS + LABA = 107 (48.9%)
• Montelukast = 2 (0.9%)

CARBON FOOTPRINT. Carbon footprint of your practice patients dispensed ≥6 salbutamol inhalers or salbutamol alone:

1988 kg CO2eq
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Professional development/peer group meeting/practice team meeting: 

• Each team member to read and watch some of the asthma resources on the He Ako Hiringa website: akohiringa.co.nz/tags/asthma 

• Each team member to review and complete some of the learning materials in the asthma hub: akohiringa.co.nz/education/asthma-resource-hub 

• Watch He Ako Hiringa recorded webinar - The latest on the asthma scene: kids, teens and keeping it green: akohiringa.co.nz/education/the-latest-on-the-asthma-scene-kids-teens-and-keeping-it-green

• In a clinical team meeting:

o review the recommendations for SABA use in the latest Asthma guidelines: nzrespiratoryguidelines.co.nz/resources.html
o discuss the use of inhalers in the practice and make a plan for decreasing the use of SABA inhalers without maintenance therapy in people aged 12 and older 
o review how many SABA inhalers are prescribed on a prescription with consideration to only providing one inhaler per prescription and removing this from patients’ long-term medication lists so that it’s not prescribed unless needed
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When providing new prescriptions for inhalers, complete an assessment on how well patients’ asthma is controlled: 

• Many patients under-report their asthma symptoms. Different methods for assessing asthma symptom control are available including the Asthma Control Test (ACT). This test has been widely validated and is recommended with the following cut points:

o 20–25: well controlled
o 16–19: partly controlled
o 5–15: poorly controlled

The latest version of the test can be accessed at: asthmacontrol.co.nz

• Plan to complete an asthma control test, as a clinic, for every patient at each presentation to the practice. For patients with partially or poorly controlled asthma, assess inhaler technique and adherence, and discuss treatment options:  

o Is a step up in the level of treatment required if asthma is not adequately controlled, poor lung function or recent severe exacerbation? 
o Is a change to the AIR regimen required in patients who have had a recent severe exacerbation?
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Provide an asthma action plan for all patients with asthma:

• Various asthma action plans are available at:  asthmafoundation.org.nz/resources 
• Provide a plan in a language appropriate for the patient
• Use the My Asthma App for those who would prefer an electronic version: healthify.nz/apps/m/my-asthma-app
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SABA-ONLY USE. Your practice patients dispensed SABA alone (ages 12 and over):

• 12-19 = 10 (20.4%)
• 20-49 = 46 (26.4%)
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TOTAL SABA INHALER USE. Your practice patients dispensed ≥6 SABA inhalers (ages 12 and over):

• 12-19 = 9 (18%)
• 20-49 = 43 (24.2%)
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From data capture one to data capture two, use of SABA alone has decreased for both age groups: 

• The 12-19 age group has changed from 14 people (26.9%) to 10 people (20.4%)
• The 20-49 age group has changed from 71 people (35.1%) to 46 people (26.4%)
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From data capture one to data capture two, the number and proportion of people getting 6 or more inhalers has stayed similar. 
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Overall, this audit cycle has resulted in some successful changes that we will continue to implement in our practice. 

We reduced SABA-only dispensing to people aged 12 and over. We plan to carry on using these interventions as we would ideally like to reduce our SABA-only prescribing for people aged 12 and over to negligible levels. 

Using the asthma control test had a two-pronged effect. It alerted us to the fact that people often do not accurately gauge how well their asthma is controlled, and it helped us to have a pathway to move these people onto more appropriate treatment. Because this prompted discussion with the patient about how they are using their medicines, we identified many who were not picking up their maintenance therapy as well as patients who needed a reminder of proper inhaler technique. For many of these patients, we suggested a change to AIR therapy. 

Our only metric that did not change much was the number of people dispensed six or more inhalers. We believe these people may be harder to reach and/or more resistant to changing medicines. The next step for us is to find these patients in our PMS and try to get them in for an asthma review.  

Some patients were very motivated by the carbon footprint aspect of their asthma care. We found that for these patients it was a very positive experience to improve the way their asthma was managed as well as having a positive effect on the environment. Other patients were not too concerned with this. If we work on reviewing the patients with six or more inhalers (as described above) this will likely reduce the carbon footprint significantly. 

Going forward we plan to…
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MAINTENANCE THERAPY.
Your practice patients – maintenance therapy dispensed (ages 12 and over):

12-19 years:

• SMART/AIR = 21 (31.8%)
• ICS = 14 (21.2%)
• ICS + LABA = 30 (45.5%)
• Montelukast = 1 (1.5%)

20-49 years:

• SMART/AIR = 97 (39.9%)
• ICS = 28 (11.5%)
• ICS + LABA = 117 (48.1%)
• Montelukast = 1 (0.4%)
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From data capture one to data capture two, use of SMART/AIR therapy has increased for both age groups, as has use of ICS + LABA. At the same time, use of ICS as sole maintenance therapy has decreased across both age groups. 

Changes in the use of medicines in people aged 12-19 years:

• SMART/AIR increased from 14 (25.9%) to 21 people (31.8%)
• ICS, decreased from 15 (27.8%) to 14 (21.2%)
• ICS + LABA, increased from 24 (44.4%) to 30 (45.5%)

Changes in the use of medicines in people aged 20-49 years:

• SMART/AIR increased from 78 (35.6%) to 97 people (39.9%)
• ICS decreased from 32 (14.6%) to 28 (11.5%)
• ICS + LABA increased from 107 (48.9%) to 117 (48.1%)
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CARBON FOOTPRINT. Carbon footprint of your practice patients dispensed ≥6 salbutamol inhalers or salbutamol alone:

1150 kg CO2eq
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From data capture one to data capture two, the carbon footprint has changed from 1988 kg CO2eq to 1150 kg CO2eq, which represents a 43% reduction. 
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