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This program has not received any financial or in-kind support from any external 

organizations.
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No potential sources of bias were identified by the Scientific Planning Committee.

Mitigating Potential Bias
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By attending the BEAM Collaborative sessions, participants will be able to:

1. Identify and collectively problem solve around barriers to integrated care and unmet needs 

(Contributes to the improvement of comprehensive, continuity-based, and patient-

centred health care delivered in teams, organizations, and systems)

2. Increase knowledge to support care coordination/service navigation (Establishes plans for 

ongoing care and timely consultation when appropriate)

3. Increase knowledge to support complex medical management of chronic conditions 

(Contributes generalist abilities to address complex, unmet patient or community needs, 

and emerging health issues, demonstrating community-adaptive expertise)

BEAM Collaborative Objectives
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By attending this BEAM Collaborative session, participants will be able to:

1. Understand the differential diagnosis COPD and COPD exacerbations

2. Identify common factors driving the COPD frequent exacerbator phenotype

3. Collaboratively manage COPD frequent exacerbators in our community 

context

June 19, 2026 Session Objectives
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Medical history/factors:
• Patient has severe COPD. 
• On home oxygen. 
• Has had four hospital admissions for AECOPD this year. 

Medications:
• On benzodiazepines for insomnia.

o Started in hospital to assist with patient's chronic insomnia and to assist with using BiPAP.
o Does not seem to be helping. Currently trying to taper due to medication/dosing issues. 

• Providing antibiotics/prednisone approx. once a month in clinic for AECOPDs to assist in managing frequent hospital visits (4  hospital 
admissions in one year).

• Puffers currently being optimized by resp.
• Optimizing vaccines.

• Working with patient on smoking cessation.

Seeking advice on:
• Managing frequent AECOPDs in outpatient setting, especially with absence of influenza testing. 

o Abx prescriptions: Alternate antibiotics to avoid resistance if we meet the GOLD criteria for antibiotic prescriptions?
o Tapering prednisone to prevent recurrent episodes?
o Advice on how to keep patient out of ER/being admitted to hospital. 

• Curious about BiPAP for COPD patients.  
o Insight in the use of sleeping medications/rxs for people with insomnia who are on BiPAP and whether this changes indications. 

63-Year-Old Female
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COPD 
Diagnosis

Post BD FEV1.0/FVC less than 0.70*

N.B. New emphasis on
high risk targeted populations



COPD
Exacerbations

Pause to avoid an
Anchoring Bias
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Frequent
Exacerbator
Phenotype

2+ moderate or 
severe
COPDE in 12 months



COPD
Improved
Survival

Meds & More
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Triple 
Maintenance
Inhalers

1+ moderate 
COPDE per year 

N.B. relative
contraindications



COPD
Eosinophilic
Phenotype

Best response with 
Eos >300
(IL-4R/IL-13R & IL5R)



Multimorbid
COPD

4 Ms approach
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COPD
Multimorbidity

Look for treatable
clustered comorbid 
illnesses
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COPD ICP
COPD Integrated Care Program for patients at high risk 

for exacerbations, ED visits & hospitalizations 

((

Outcomes

Quality of Life
(self mastery) 

Goals of care 

(100% target)

ED Visits &

Hospitalizations

Survival

High Risk 
COPD

Self Management Education

• COPDE Action Plan (scripts)

• Exercise script

• Inhaler technique

• Breathing control techniques 

& paced activity 

• Vaccinations

Smoking cessation

Advanced care planning

Co-morbidity self management

✓ ETHP Catchment 

✓ PFT COPD dx 
✓ Severe* or 2** moderate 

COPDE within year

✓  2 or more co-

morbidities
✓ Exclude End-of-life 

care, Nursing 

Home, CCC & 
existing ICP

Integrated Care

Clinical Care Facilitator (PA’s)

Virtual Visits

Alerts (AQI, vaccinations)

Primary Care Coordination

Specialist Access (Resp, Palliative)

Community Services Coordination

Weeklyx12, 3, 6, 9,12 months

* Hospital admit /ED visit
**  Prednisone/Antibiotic Rx

EastTCaN Integrated Care Program

Rose L, Istanboulian L, Carriere L, 
Thomas A, Lee HB, Rezaie S, et al. 
Program of Integrated Care for Patients 
with Chronic Obstructive Pulmonary 
Disease and Multiple Comorbidities (PIC 
COPD+): a randomised controlled trial. 
Eur Respir J. 2018 Jan;51(1). 



Improve adherence to optimal inhaler 
technique, inhaler/PO meds use, 

 Immunizations, LTOT, CPAP, BIPAP

Attendance at & adherence to 
smoking  cessation program

Continue COPD ICP Care

Continue COPD ICP Care

Consult Palliative Care

3 or more severe (antibiotics + 
prednisone) 

COPD exacerbations in last 12 months ?

End of life 
direction of care ?

Documented end-stage COPD 
with optimized treatment ?

Confirmed adherence to 
prescribed treatments ?

Smoking cessation ?

Yes

Yes

Yes

Yes

Yes

No

No

No

COPD ICP Frequent Exacerbator Workflow



Pre-visit workup  completed ?

Subspecialty referral to 
optimize care

Azithromycinx3/wk, Dupilumab/Mepolizumab  
BIPAP, Roflumilast, COPD Rehab, NAC, PPI ….

Psychiatry referral 

Make appointment, confirm preferred medium for 
reminders, address commuting barriers

ECG, CBC, ABG/VBG, CT chest (<6 months), 
routine/AFB/Fungal sputum culture x 3, Echo

Mental Health Referral 
Indicated ?

Intervention prescribed ?

Optimized Comorbid 
Disease Management ?

Attends follow-up in-person visit 
in Chest Centre with respirologist ?

Confirm 
adherence to 

prescribed 
interventions

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

Continue COPD ICP Care



GOLD Guidelines Pocket Guide 2026
CTS Position Statement on Climate Change and 
Choice of Inhalers for Patients with Respiratory 

Disease 

Lung Cancer Screening at MGH (50-80 years-old, 
20 smoking years) MGH Website Informational video EastTCaN COPD Integrated Care 

Pathway
(SCOPE)



Case-based Discussion
63-Year-Old Female

Medical history/factors:
Patient has severe COPD.
On home oxygen.
Has had four hospital admissions for AECOPD this year.

Medications:
On benzodiazepines for insomnia.
Started in hospital to assist with patient's chronic insomnia and to assist with using BiPAP.
Does not seem to be helping. Currently trying to taper due to medication/dosing issues.
Providing antibiotics/prednisone approx. once a month in clinic for AECOPDs to assist in managing frequent hospital visits (4 hospital 
admissions in one year).​
Puffers currently being optimized by resp.​
Optimizing vaccines.​
Working with patient on smoking cessation.​

Seeking advice on:
Managing frequent AECOPDs in outpatient setting, especially with absence of influenza testing.
Abx prescriptions: Alternate antibiotics to avoid resistance if we meet the GOLD criteria for antibiotic prescriptions?​
Tapering prednisone to prevent recurrent episodes?​
Advice on how to keep patient out of ER/being admitted to hospital.

Curious about BiPAP for COPD patients.
Insight in the use of sleeping medications/rxs for people with insomnia who are on BiPAP and whether this changes indications.
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• System-level barriers and 

provider needs identified during 

the session

• Collective problem-solving 

around barrier/needs leveraging

existing resources.

Roundtable Discussion
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Thank you for participating 

in today's session

Please Complete the 
Session Evaluation
https://forms.cloud.microsoft/r/7p8J1vF8JT

This activity has been certified by the College of Family Physicians of Canada and the Ontario Chapter 

for up to 4 Mainpro+® Certified Activity credits. This session has been certified for 1 credit.
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• EastTCaN program information
• https://ethp.ca/our-work/east-toronto-care-network/provider-page/

• Individual treatment effect estimation tool for azithromycin
• https://azithromycin-ite-tool.streamlit.app/

• East-FPN/Scope information and pathways
• https://eastfpn.org/scope

• Pulmonary Rehabilitation Resources
• Respiratory Rehabilitation Program in Toronto - West Park
• Outpatient Respirology Clinic, Pulmonary Rehabilitation and Pulmonary Function Testing - 

Toronto Grace Health Centre
• Pulmonary Rehabilitation Program in Toronto -UHN

• Session recording
• Bridging Expertise Across Medicine (BEAM) Collaborative - COPD Management in Primary 

Care - June 19, 2026

Resources Shared
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