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ﬁ Introduction to IPCRG and Asthma
Right Care: for Africa cluster
colleagues

Breathing and feeling well through universal access to right care
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Time Activity Leader
1700-1710 Welcome Darush Attar-Zadeh
Introductions to those on the call
Poll questions 1-7
1710-1725 Introduction to IPCRG and Asthma Right Care and hopes for long | Noel Baxter
term relationship with African countries [short presentation]

1725-1730 Introduction to the faculty: How they connected through Asthma | Darush Attar-Zadeh
Right Care, and where they work now

1730 — 1800 Guided conversation between the faculty and the participants about Facilitated by Darush Attar-Zadeh
what generally happens, and since announcement of pandemic of COVID-19,
sharing experiences and stories

1800-1825 COVID-19 and Asthma Faculty
1825-1840 Good Lung Health in Preparation for Fighting COVID-19 Faculty
1840-1850 Identifying and Treating Tobacco Dependence Noel Baxter & Darush Attar-Zadeh
1850-1855 Commitment to action: Sharing Resources
Poll Questions
1855-1900 Closing words Darush Attar-Zadeh & Noel Baxter
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{IPCRG t5%ss,  HOW to ask a guestion

sv“awry Group .

Select the Q&A option from the webinar
menu found at the bottom of your zoom

window
© Question and Answ - o X
o e Your submitted questions
This is my question .
. e | Will appear here
This is my second question .

Type your question here

RSend anonymaously \ Cancel 1 Il Send PreSS Send tO Su bmlt

1 your question

Use this check box to ask
a gquestion anonymously

Your questions will be answered live by the

panellists during the Q&A sections of each
presentation

You can comment on other questions by
selecting the comment button (_comment |

You can upvote questions using the thumbs
up icon
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|PCR colborstegiobally Bt first, we’d like you to complete a few questions..

2 polls

1. Is this a poll

° Yes
O No
O I'm not sure

O Where am [?

2. Question number 2

O Option 1
O Option 2
° Option 3

O Option 4

<

= Select your responses

Press the submit button to

complete the survey
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Darush Attar-Zadeh (UK)

Prescribing respiratory pharmacist, behaviour change specialist who works in the community and GP practices in North
Central London.

Noel Baxter (UK)

GP in Edinburgh, Policy Lead of the Primary Care Respiratory Society in the UK, Board Director IPCRG.

Garry McDonald (UK)

Respiratory pharmacist, currently working at University Hospital Crosshouse, Kilmarnock, Scotland “The home of Johnnie
Walker Whisky.” PCRS Clinical Leadership Faculty Pharmacist. Worked UK wide in Primary and Secondary healthcare.

Ema Paulino (Portugal)

From October 2017 until June 2018, Interim CEO, International Pharmaceutical Federation. From 2011 until November 2018,
Director, Projects and Services Department, Farmécias Holon. Since 2002, Pharmacist-in-charge and owner, Nuno Alvares
Pharmacy in Almada, Portugal. Currently, she is General Manager and Scientific Coordinator at Ezfy.

Claudia Vicente (Portugal)

Claudia Almeida Vicente is a Family Physician at USF Araceti - ACES Baixo Mondego and has a special interest in the
respiratory area, being part of the GRESP Group - Respiratory Group of APMGF (Association of General and Family
Medicine) since 2013. Claudia develops activities in continuing medical education, being a training supervisor and
collaborating as a tutor for the Faculty of Medicine of Coimbra for national students and exchange projects.

Sian Williams (UK)

Chief Executive Officer, IPCRG
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* Global primary care respiratory group

* Representative of primary care on WHO-Global
Alliance against chronic Respiratory Diseases (GARD)

* Respiratory Group in collaborative relations with
WONCA World

* Respiratory Special Interest Group of WONCA Europe

* And we have top 3 primary care journal (open access)
np]PCRM published by Springer Nature
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Our vision

Breathing and feeling well through
universal access to right care

through primary care Lancet definition



UNIVERSAL ACCESS: We believe primary care must include
essential quality respiratory services because they all add value:

K\‘ v ' »' ‘-‘ ‘ ‘4 /‘r C r > .
“Primary care is associated with a more

equitable distribution of health in
populations.” (Starfield)

Tobacco dependence treatment
Vaccination: flu, pneumococcal, TB

Maternal healthcare and information about
smoke and dust exposure
Diagnosis of respiratory symptoms
Treatment and/or referral of acute problems:

« Pneumonia, respiratory failure
Management and treatment of:

- TB

* Asthma

« COPD

 Allergic rhinitis
Diagnosis and management of multi-morbidity
Palliative care

End of life care
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‘%_'ff!‘,c s Right Care. (Lancet Series 2017)

“With the focus firmly on universal health coverage as a central part to the UN
Sustainable Development Goals, there is an opportunity to examine how to
achieve optimum access to, and delivery of, healthcare and services.

Underuse and overuse of medical and health services exist side-by-side with
poor outcomes for health and wellbeing.

This Series ....provides a framework to begin to address overuse and
underuse together to achieve the right care for health and wellbeing...
achieving the right care is both an urgent task and an enormous opportunity.”




/ I;"ER ey Ve reach 150,000 primary care colleagues ..
Yo through our 34 country members

Data tabie
P
al

3301 0 ;
' A

New for 2020
Malaysia

We want more
countries in Africa
to join us! Uganda
is a member —
Tunisia starting

J000km
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Public events at conferences

2 work locally
%9' PCRG =iionte globally
A qatory Group ®
Peer-reviewed recommendations about looking
after your respiratory health from IPCRG, national
Desktop helpers and members and trusted partners

position papers

Teach the Teacher programmes
eg Children with Asthma;
Treating Tobacco Dependence

E-Quality “bottom up”
programmes responding to
open calls for innovative
education pilots

E-learning eg Medscape
partnership on difficult to
manage asthma

Research capacity building eg
Research Schools, peer review of
protocols, abstracts and papers

Opportunities to present
research for peer review,
network and collaborate eg
world conferences

Research prizes and small grants
for pilots

Talent spotting and
mentoring new researchers

More awareness,
activation &
access to care

Patient engagement in projects via
patient representative organisations
eg GAAPP, and individuals

Improved

diagnosis,
treatment and

care &less 4

Funding the
right things to
benefit all

IPCRG-

variation CREATED
A VALUE
c's Better outcomes in
2 more countries across
" more of the health Meaningful and feasible
o system proposals for education,
Z e T S e
=4 More investment in rogr i
% competence : primary care y: Care, FRESH AIR, UNLOCK
¥ & confidence Innovation & & respiratory
% spread care
'z
%
'9;.0 Qf"\
4, \3
o Cly po®
ICIANS

High value opportunities at our
conferences and meetings to build
partnerships and to showcase the
value of primary care and its
multi-disciplinary workforce

Dissemination of research
findings eg FRESH AIR, RESPIRE,
Breathe Well, Global RECHARGE

December 2018

Current projects

Asthma Right Care
Teach the Teacher
for Pharmacists
Children with
Asthma Teach the
Teacher (4
countries)

3 global health
research
programmes in 12
LMICs

2 e-learning
programmes
Research needs
prioritization
Supporting new
groups in Tunisia,
Webinars to
replace 10t world
Conference in
Dublin and 15t
China conference
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IPCRG Education Strategy L

Stimulating debate on the most effective educational methods and evaluation

Building capacity and capability—nationally or regionally—by testing locally
acceptable programmes

Sharing best practice in primary care and practical experience of respiratory
programmes

Evaluating the results of our efforts using improvement science methods

Building capacity to improve respiratory care: the education strategy of the International
Primary Care Respiratory Group 2014-2020

npj Primary Care Respiratory Medicine volume 24, Article number: 14072 (2014).



https://www.nature.com/npjpcrm
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Teach the

Teacher

 Adult Asthma
Rome 2015

TTD Sofia
2017

_ TtT Bishkek
2018

Paediatric
- Asthma KL
2019

TtT
- Pharmacists
Porto 2019

Track Record

Endorsements E-learning
Public Health
- Foundation Medscape —
. difficult to
India
manage
asthma 2019
Chest
Research
Foundation . .
India University of
Edinburgh
- MOOC 2020
chronic
respiratory
disease
Medthority
Treating
tobacco

dependence
(2020)

Respiratory

leaders

~ South Asia,

online 2020

Research
Schools

Bucharest
2019

_ Online South

Asia, 2020

E-Quality

India/Aus/US
2011

Brazil 2013

Macedonia/Sri
Lanka/Brazil
2014
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International masterclass brings together
IPCRG international master faculty and

National Primary Care teaching

Tier 1 Pharmacist Asthma
Riaht Care Porito 2019

A ‘cascade approach’

Children with
“Tier1 asthma content

« 4-5 master teachers
per country

«Tier2
«Network of 15 - 20

teachers per country

«Tier3

+250+ primary care clinicians per country
[numbers depend on number of roll-out
interventions)

Ave. no. of children (ages to be defined) per GP/FP
Estimate of children with asthma
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Asthma Right Care
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& . The problem we’re trving to solve
‘%IPCRG P rying
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S Asthma ticks the boxes of things that are wrong
with healthcare systems globally: (and so does

Every system is perfectly COPD)

pEsgInE) o el Ins resulis [t Unwarranted variation (not due to disease

gets difference)
(Earl Conway and Paul Batalden) Harm
Failure to prevent disease and disability

Waste of human and physical
resources through low value activity

Inequity
ASTHMA O’Byrne PM, Jenkins C, Bateman ED. The paradoxes of
. RIGHT asthma management: time for a new approach? Eur Respir
A CARE J 2017; 50: 1701103




- ASTHMA

‘ RIGHT
B CARE

It is time to refocus attention on asthma because the total burden of disease in terms of

quality of life is high yet avoidable and there is significant unwarranted variation and
waste.

Our case for change

Only = 40% of people take their prescribed treatment
Of whom only = 30% then use it right

So only =12% are taking the right treatment right

Therefore the value of investment is severely compromised.

BTS/SIGN Asthma 2016
Chrystyn, H., et al. (2017). "Device errors in asthma and COPD: systematic literature review and meta-analysis." NPJ Prim Care Respir Med 27(1): 22



Inhaler errors are outrageously common

Patients Healthcare professionals (HCPs)

pMDI: DPI: pMDI + spacer:

86.8% 60.9% 52.0%
, , HCPs who made at least one error
Overall percentag_e of patients with at least one error, in the seven steps of using a pMDI?2
according to systematic review!

pMDI: pressurised metred-dose inhaler; DPI: dry powder inhaler.

1. Chrystyn H, et al. npj Prim Care Respir Med. 2017;27:22; 2. Baverstock M, et al. Thorax.
2010;65:117-118
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Change for improvement starts with ‘hunches’ .

SABA USE IN ASTHMA
NEEDS MAJOR
IMPROVEMENT

* Over-reliance needs defining v

* Not “use” but “reliance”
= type of dependency

ASTHMA IS LOW
PRIORITY FOR CHANGE

This is despite: ‘

* Unwarranted variation in outcomes

* Avoidable mortality, morbidity and
HCU

* Substantial investment in education
over time

» Occur in many settings
(pharmacies, EDs, GP/FP)

* Need to understand these
conversations

HCPS NEED TO WANT
CHANGE

* Messages about asthma
improvement will only be
received and adopted once
HCPs desire change

Apply the evidence
about achieving
change at scale

Disrupt comfort with
the current state!

Gain acceptance of
room for improvement

Move on to addressing
underuse of ICS
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Getting our social movement going

Emks_tartmdgba%mn " Nurturing voices Influencing and interacting
R S e Cultivating diverse interests and motivations Navigating a complex array of relationships
Sep 2017 May 2018 - now
>

Steering Group National

formed and

Champions

meets identified
Delivery Delivery Delivery Delivery ]
Team Team Team Team Symposium SCALING UP
meeting meeting meeting meeting
- . _ Pervasiveness:
&f= Primary Care Respiratory Society, UK NEGITEY EE i) T el Pilot N affect all or just
Stakeholder Mapping Design h t of tem?
3 Invitation UK Charrette Phase par Y Sys em:
GRESP. Portugal . . :
National Steering Group National Pilot
JR— Stakeholder Mapping Design —} — Depth: ways of )
= GRAP Spain Invitation Portugal Charrette Phase e . Size:
2 - thinking and doing number
) o ) National Steering Group National - — cognitive,
i"’I Family Physician Airways Group of Canada Stakeholder Mapping Design —) PF;]”Ot behavioural or of peopleh.
Invitation Spain Charrette SCR paradigm shift? geograpnhy
National Steering Group National Pilot
Stakeholder Mapping Design =) Phase
Invitation Canada Charrette

Nesta 2017. : https://media.nesta.org.uk/documents/we_change_the_world_report.pdf (accessed August 2019)



What Is the best single measure for our aim of
Asthma Right Care? Ultimately....

- A shift in the primary care office/practice average ratio of
reliever:inhaled corticosteroid inhalers prescribed in a year for
asthma

— We believe the ideal ratio should be 1:6
— Currently, the ratio is thought to be 2:1

« What do you think?



Prototype conversation pieces for discussion

and co-creation in design charrettes

.. ASTHMA
RIGHT
A CARE

QUESTION
& CHALLENGE
CARDS

All Practitioners
and Patients

qima
'yc%

% IPCRG

/. Qﬁ‘ ory Group @

ASTHMA .

‘ B ohat RIGHT

QUESTION &
CHALLENGE CARDS
ALL PRACTITIONERS AND PATIENTS

These cards are a way to trigger conversations
and for you to share your thinking with others.
We invite you to use them to start a discussion!

INSTRUCTIONS

1. Splitinto pairs or small groups

2. Choose a card from the pack

3. Read the question or comment

4. Take a few minutes to discuss the question or

comment on the card and note down your key
discussion points

5. Choose another card and follow steps 3 and 4
above

6. Feed back your discussion points to the full
team/meeting

IPCRG
. pnue

SABA Slide Rule: what happens now —

ASTHMA SLIDE RULE

Ambition: embrace more people, more methods,
bring joy to lives: let’'s have fun, while being challenging

Moyers TB, et al. J Consult Clin Psychol 2009;77:1113-1124

raise discomfort

SABA Slide Rule

—inspired by the
Readiness Ruler




Reliever Reliance Test (RRT)

Complements Asthma Slide Rule:

. . ) ] _ Patient Feedback information for
— Slide Rule —identify what patient does with self-completes RRT patients on reverse of RRT

PCRG it sosany The higher the score th greater tha risk of experiencing preventable asthma symptoms

and attacks. Talk to your doctor as thare may ba battar ways of managing your asthma,

e

identifies wh SABA* RISK QUESTIONNAIRE (SRQ) How can this questionnaire help me?
RRT y SABA" RIS QUESTIONNARE (SRQ)
Auestionnaire about rsks assoclated with over reflance as Itusually makes you feel better, often as soon as you take It. People often see It as the most

on blue RELIEVER INHALERS Important part of thalr treatment. This over-rellance may be a problem as the biua RELIEVER
INHALER can have both ‘good’ and ‘not-so-good” affects.
. . . This questionnalre Is designed to help you and your healthcare professional to understand
what you think about your traditional biue RELIEVER INHALER and whather you might The ‘good effects are that It can feel 5 If the asthma symptoms are Improving guickly.
elps patients an s iaentl e e ke onnios mh Tha-ma o good et e b i o s e FELEVER N ALER i,
PART 1 Your views about your blue RELIEVER INHALER - some people don't use thelr PREVENTER INHALER (which usually contalns a medical sterold)
o wwong omswers as prescribed. This means they might be dealing with the symptoms but not helping to manage

. . - . . 1. Please circle the score that best represents your current view e
2. Please write the number for each statement In the score box next to it n views the reot cause of their asthma attacks
orten nidaen) pelietrs ariving over-reliance on D S
4. Share your score with your doctor/urse of pharmacist What does my score mean?
SABA 1 Using INHAL the best way to keep on top. PART1
of my asthma. 18.25 High risk of over-rellance on your bluo RELIEVER INHALER.
‘You seem to be using your blue RELIEVER INHALER a lot. This could be

sworgy  Plossgee  [PYuncetan e [ 2 ot
disagres — e 2 agree

21 don't worry about asthma when | have my biue RELIEVER INHALER around.

This can then form the basis for discussions ZR Hows Beew Hee O3

3 My blue RELIEVER INHALER Is the only asthma treatment | can really rely on.

to change the way that patients think about Oz B Beee Bo- Oz

4 The benefits of using my blue RELIEVER INHALER easlly outweigh any risks.

SABA relative to ICS and reduce over- 22 Howe Boee Beo- O3

5 I prefer to rely on my blue RELIEVER INHALER than my STEROID PREVENTER INHALER.
- Strongly. Strangly.
reliance on SABA = e B Be- O

PART 1: Sac reversa o Interpret your scores.

RRT is derived from the Beliefs about

2. Share your score with your doctornurse or pharmacist

Butting you at risk of preventable asthma symptoms and attacks. Talk to your
doctor/nurse about how to get the best from your asthma treatments

.17 Medium risk of over-rellance on your blue RELIEVER INHALER.
Your blue RELIEVER INHALER Is Important to you, but you could be relying
on it a bit too much and not getting the best from your asthma treatments.
Talk to your doctor/nurse to check that you are getting the best from your
asthma treatmants.

Lessthan 10 Low risk of over-reliance on your biue RELIEVER INHALER.
This Is raassuring.

What should | do now?

Talking to your doctor/nursa about your scora may halp you to gat tha bast from yaur asthma
treatments and to better manage your asthma In the long-term.

efine uncontrolied (NICE

7 ra reliaver for sym
o 2 weck. The SR quastionnalre Is adaptad from the validatad and globally

about Madicines Questionnalre® (BMQ), created and designed by lead!

rofessor Rob Horne. 17CI2G ro

iaiive. The

Astrazen

e

OED O O O O

PART2

Medicines Questionnaire, extensively B e e

Oncea
[vwesa EVEC .. BLE B .

validated and applied in asthma!-3 -

o repres e

psra

Horne R, et al. Psychol Health 1999;14:1-24; 2. Horne R, Weinman J. Psychol Health 2002;17:17-32; 3. Horne R,
et al. PloS One 2013;8:e80633
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Challenge cards ‘ RIGHT
B CARE

What does good asthma control look like?
What does bad asthma control look like?

Is there a general level of
knowledge of what a SABA
(rescue inhaler) for asthma

actually does?

What conversation do you
have about asthma and
SABA use?

Does it help to explain that
these work on the
bronchoconstriction on the
“outside” of the airway but not
the inflammation and mucous
on the “inside”?

(It helps to have 3D models
for this).

Does that influence future
thinking about SABAs?




O
Summary of the Asthma Right Care movement .!

« 10,000 frontline HCPs and global primary care leaders reached so far
* Now launching in Netherlands, Greece, France, Tunisia, Australia and Latin America

* 4 international and multiple national conferences attended

« Materials produced:
Asthma Right Care Slide Rule (English, Spanish and Portuguese)
Question Cards in different formats (English, Spanish and Portuguese)
Reliever Reliance Test (led by Rob Horne; IPCRG endorsed)

5 teaching case studies
(primary care, ED, etc)

Mild asthma

“Chest infection”

Transition from child to adult

Seen in ED, but not admitted

Difficult to manage (moderate or severe?)

ED, emergency department; HCP, healthcare professional; SABA, short-acting beta,-agonist




Key message

* The “rate limiting step” in most
asthma pathways is the quality of
the interaction with the
pharmacist



THINKPHARMACY . 4

PHARMACY
I N H A L E R the Heart of our Community

TECHNIQUE
SERVICE

Your health challenge

e Up to a third of people with asthma aren’t using their inhaler in
the right way*

e Using the wrong technique can mean patients are more likely
to get side effects, such as oral thrush or a sore throat*

e People with asthma who are unable to use their inhaler
correctly are at increased risk of poor asthma control,

potentially resulting in an attack which may lead to the patient

being hospitalised?

ASTHMA
RIGHT
CARE



Education

This is what | need to do to
stay on top of my asthma:

My personal best peak flow is: [_—__J

My preventer inhaler
(insert name/colour):

| need to take my preventer inhaler every day
even when | feel well

| take [: puff(s) in the morning

and :] puff(s) at night.

My reliever inhaler

(insert name/colour):
| take my reliever inhaler only if | need to
| take l:] puff(s) of my reliever inhaler
if any of these things happen:

¢ I'mwheezing

» My chest feels tight

» I'm finding it hard to breathe

* I'm coughing.

Other medicines | take for my asthma every day:

With this daily routine | should expect/aim to have
no symptoms. If | haven’t had any symptoms or
needed my reliever inhaler for at least 12 weeks,
ask my GP or asthma nurse to review my medicines
in case they can reduce the dose.

People with allergies need to be extra
careful as attacks can be more severe.

My asthma is getting worse
if | notice any of these:

© My symptoms are coming back (wheeze,
tightness in my chest, feeling breathless, cough)

© | am waking up at night

© My symptoms are interfering with my usual
day-to-day activities (eg at work, exercising)

* 1am using my reliever inhaler | | times
aweek or more

« My pe fowaropstobeow [ ]

If 1 haven’t been using my preventer inhaler, start
using it regularty again or:
Increase my preventer inhaler dose to

times a day until my symptoms
have gone and my peak flow is back to normal
Take my reliever inhaler as needed (up to
puffs every four hours)
If 1 don’t improve within 48 hours make an urgent
appointment to see my GP or asthma nurse.

If I have been given prednisolone tablets
(steroid tablets) to keep at home:

Take mg of prednisolone tablets
(which is X 5mg) immediately

and again every moming for days
oruntil | am fully better.

URGENT! Call my GP or asthma nurse today and
let them know | have started taking steroids and
make an appointment to be seen within 24 hours.

I’m having an asthma attack
if any of these happen:

* My reliever inhaler is not helping or | need it
more than every :] hours

| find it difficult to walk or talk
« | find it difficult to breathe

« I’'m wheezing a lot or | have a very tight chest
or I'm coughing a lot

*My peak fowisbelow [ |

THIS IS AN EMERGENCY
TAKE ACTION NOW

o Sit up straight — dom't tie down. Try to keep catm

Take one put of my reliever inhaler every 30 to 60
[2] seconds up to a maximum of 10 pufts

©[mmireetworseat | [B)iridontreet | [C)iriteat better:
any w““l@ m any better after make an urgent

using my inhaler 10 putts

same-day
appointment with
my GP or asthma
nurse to get avice

CALL 999

IT Teel better, and have made my

urgent same-day appointment:

= Check if f've been given rescue
prednisolone tablets

=T | have these | should take

IMPORTANT! This asthma attack information is not
designed for people who use the Symbicort® SMART
regime OR Fostair® MART regime. If you use one of
these speak to your GP or asthma nurse to get the
correct asthma attack information.

Hilary Pinnock. Supported self-management for asthma. Breathe (Sheff). 2015 Jun; 11(2): 98—-109.
doi: 10.1183/20734735.015614 https://www.nchi.nlm.nih.gov/pmc/articles/PMC4487370/pdf/EDU-0156-2014.pdf



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4487370/pdf/EDU-0156-2014.pdf
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Darush Attar-Zadeh is a prescribing respiratory pharmacist,
behaviour change specialist who works in the community and GP
practices in North Central London. He got to know some of the
Asthma Right Care team through his international work around
treating tobacco dependence.

Noel Baxter was an early “first follower” of Asthma Right Care. Sian
had already started questioning why we weren’t getting change in
asthma despite so much education! Noel joined a group that
included a pharmacist and respiratory physician colleague and
started to talk about doing things differently. Sian showed them the
first prototype of the slide rule. It's all taken off from there really
quickly.

Garry McDonald

Garry first met Darush at a CPD evening meeting in London in 2012,
and was impressed with his inhaler technique session. He was
introduced to The Primary Care Respiratory Society by Noel at a
Primary Care Respiratory Academy Roadshow in Glasgow and
joined that year. As PCRS chair at the time, Noel introduced Garry
to Sian, IPCRG and the Asthma Right Care family for the launch of
ARC in Portugal 2018.
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Ema Paulino is a community pharmacist who practices in her own
pharmacy, located in a town on the other side of the river from
Lisbon, Portugal. She got connected to Asthma Right Care through
an invitation based on the work she is doing to engage community
pharmacists in her country in services that promote treatment
effectiveness and safety.

Claudia Vicente a GRESP member who is an IPCRG member. Prof
Jaime, a portuguese GP and a GRESP founder introduced ARC to
the group. She immediately was interested in the program because
of the burden of Asthma and the multidisciplinary approach. She
became one of the project responsables in her country; a big
challenge in the last 3 years. Connecting with other health care
professionals, with patients and families and with the international
group always with the focus of improving asthma control and
people’s health are our major concerns.

Sian Williams is CEO of the IPCRG and came up with the social
movement approach following a conversation with an AstraZeneca
colleague who said "education doesn't work"! She therefore
reviewed the evidence about social movements, and the Right Care
concept and proposed Asthma Right Care to IPCRG colleagues
who have then built on it in amazing imaginative ways, bring joy to
work and to a really important public health problem.




