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The health care system is broken and it has been broken for a long time. 
There is an emerging trend for multidisciplinary teams to deliver pri-
mary health care (PHC) [1, 2]. This novel approach PHC is proving to be 
advantageous. Respiratory Therapists (RTs) are working collaboratively 
within multidisciplinary teams, infusing the health care system with 
focusing on disease prevention and health promotion versus the dated 
practice of waiting until the client is at their worst health to intervene. 
People deserve to live their best life with their illness, and RTs can con-
tribute to making that possible.

Significant changes are needed to improve our broken health care 
system, specifically it needs to be sensitive and nimble enough to treat 
clients at the individual level, while also being informed by the social 
determinants of health. The determinants of health are conditions 
shaped by the distribution of resources that are experienced by people 
and influence health outcomes [3]. When this happens, clinicians can 
respond in a client-centred way that meets specific and overall health 
needs. Early diagnosis, treatment, and education/support are the corner-
stones of effective PHC [4]. Building an equitable partnership between 
the client and the PHC provider is vital to client-centered and client-
driven health care relationships [5–7]. We believe these equitable 
 clinician–client relationships empower and support clients in taking 
greater control over their own health, and that this approach is vital for 
improving long-term management of chronic obstructive pulmonary dis-
ease (COPD). We also believe this proactive, client-centred approach can 
be scaled up beyond the treatment of COPD to include improved man-
agement of other chronic diseases that are frequently lost in the shuffle, 
of episodic “sick care”.

The role of RTs is evolving and growing. Historically RTs’ place to 
shine has been in hospital and notably in critical care. Although this is 
still absolutely true, and remains relevant, a broadening scope within the 
profession is emerging. Standing on the shoulders of home care and RTs 
with the Extra Mural Program (the hospital without walls that provides 
health care in the home), we are seeing greater expansion of the RT role 
into the community. RTs are in asthma and COPD clinics, community
-based pulmonary rehab, and community health centres. More and more 
RTs are using their knowledge and expertise in the community with a 
focus on treatment and support of people living with COPD.

One example of this new and expanded role is an innovative pilot 
program happening at a health centre in Fredericton, New Brunswick. 
An upstream approach is being explored for early diagnosis, prevention, 
and treatment of COPD. Clients of the Downtown Fredericton 
Community Health Centre who meet specific criteria are offered early 
access to targeted screening for COPD (spirometry). The criteria include 

being older than 30 years of age, having a history of smoking or environ-
mental exposure to toxins, or chronic bronchitis. Once a client is found 
to have COPD, they receive wraparound support from the multidisci-
plinary team (RT, Registered Nurse (RN), Social Worker, Dietitian, 
Occupational Therapist, Nurse Practitioner, and Physician) to treat their 
COPD. This approach recognizes that chronic disease management is 
most effective when the social determinants of health are concurrently 
addressed, and the client’s other chronic conditions are considered. The 
clinical focus broadens beyond just a set of lungs. The foundations of 
this upstream, multidisciplinary driven approach to COPD care are pre-
vention, health promotion, education, and support within the commu-
nity. This contrasts “usual” COPD care that often only diagnoses COPD 
after the first admission to hospital and rarely provides self-management 
education or psycho-social support.

In this pilot program, RTs and RNs work together to assess, treat, and 
support people suspected of having and/or living with COPD. The RT 
and RN review health history and risk factors for COPD, medications 
and ability to afford the medications, and immunization status as a place 
to begin the health care relationship. The team approach respects the 
reality that each and every client’s health depends on more than just 
their breathing. Our approach also includes a peer-support initiative that 
offers clients with more experience living with COPD an opportunity to 
help guide people who are newly diagnosed, thereby capitalizing on cli-
ent engagement. Peer to peer support and learning reduces the client’s 
feelings of isolation and fear, as they share their struggles and successes 
with each other. Confidence builds as the group develops a connection 
while learning about their chronic illness and how to self-manage. RTs 
are integral in making it possible to offer pulmonary rehabilitation to 
more people in the community than has ever been possible and still has 
room for impressive growth. A client, who is a real success story, 
explained the benefits he realized when seeing the RT and RN together.

“During my appointments with the RT and the nurse they looked at 
my whole health. They talked to me about my diabetes and answered 
questions I had about that too. They treated me like I was a whole 
person and not just my lungs. That support helped me succeed in mak-
ing changes to my life that improved my whole health. It moved me 
from a place of feeling scared and powerless with the diagnosis of 
COPD and symptoms that kept me from doing the things I loved.” 
(Client)

Knowledge is power; the ”Know Your Status” [8] campaign that 
focuses on Hepatitis C and HIV are based on the idea that if you know 
that you have a certain disease/condition then you can engage in 
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treatment and lifestyle changes that mitigate any damage and may in fact 
increase ability to maintain or improve a certain level of health. 
We believe that this also applies to COPD. We believe that the more 
people who know their lungs are being damaged as a result of undiag-
nosed COPD the greater the number of people who will be able to 
engage in activities, education, and treatments that will slow or halt the 
progression of the disease. Our client experience advisor is just one 
example of someone who when provided with the knowledge was able to 
make impressive changes to his life, turn his health status around, is 
willing to use that experience to support other newly diagnosed with 

COPD, and inform our practice. We need to stop the burden of disease 
on both the person and the health care system.

Programs that provide opportunity for intentional health care partner-
ships need to be funded with sustained long-term funding in a way that 
demonstrates a clear understanding and acceptance of their value and the 
importance of preventative/health promotion programs. We know that 
working in silos hampers our institutional effort to provide comprehensive 
health and wellness care [9, 10]. Communication and smoother transi-
tions in care between acute care settings and community are fundamental 
to the overall wellbeing of the client [11]. We need to realize that every 

FIGURE 1.
INSPIRED* outcome data fiscal year 2015–2016 [12].

Facility
Total Patients 

Enrolled 

Total Patients 
with at least 3 

Months of
Post Inspired 
Outcome data

Total Admit 
Improvement

Total Patient 
Day 

Improvement

Cost Per 
Patient Day

Facility Cost 
Avoidance 

(Estimated Savings 
from Patient Day 

Reduction)

Smoking 
Cessation 
Completed

COPD Action 
Plans 

Completed

DECRH 3 3 3 36 926$                33,336$                    100% 100% 67%

URVH 6 6 8 31 850$                26,350$                    67% 0% 0%

OPH 0 0 0 0 514$                -$                           

HDP 0 0 0 0 607$                -$                           

MRH 0 0 0 0 787$                -$                           

TMH 5 2 -2 28 1,059$             29,652$                    100% 100% 100%

SJRH 38 15 11 113 1,120$             126,560$                  100% 97% 97%

Horizon 52 26 20 208 215,898.00$            96% 87% 85%

FY 15-16

Prescriptions
for Action 

Plans

*INSPIRED (Implementing a Novel and Supportive Program of Individualized care for patients and families living with REspiratory Disease) is a program 
focused on improving transitions from hospital to home “by enhancing patient confidence to manage their illness more effectively in their homes and 
communities.” [11]
Note: DECRH, Dr Everett Chalmers Regional Hospital; URVH, Upper River Valley Hospital; OPH, Oromocto Public Hospital; HDP, Hotel Dieux Perth; MRH, 
Miramichi Regional Hospital; TMH, The Moncton Hospital; SJRH, Saint John Regional Hospital.

FIGURE 2.
INSPIRED* outcome data fiscal year 2016–2017 [12].

Facility
Total Patients 

Enrolled 

Total Patients 
with at least 3 

Months of
Post Inspired 
Outcome data

Total Admit 
Improvement

Total Patient 
Day 

Improvement

Cost Per 
Patient Day

Facility Cost 
Avoidance 

(Estimated Savings 
from Patient Day 

Reduction)

Smoking 
Cessation 
Completed

COPD Action 
Plans 

Completed

DECRH 61 56 34 434 926$                401,884$                  100% 72% 74%

URVH 26 24 13 60 850$                51,000$                    88% 0% 4%

OPH 5 5 5 47 514$                24,158$                    100% 100% 60%

HDP 2 2 3 18 607$                10,926$                    100% 0% 0%

MRH 32 28 29 98 787$                77,126$                    66% 100% 97%

TMH 33 31 32 243 1,059$             257,337$                  94% 88% 88%

SJRH 87 55 64 528 1,120$             591,360$                  100% 97% 95%

Horizon 246 201 180 1428 1,413,791.00$         93% 79% 78%

FY 16-17

Prescriptions
for Action 

Plans

*INSPIRED (Implementing a Novel and Supportive Program of Individualized care for patients and families living with REspiratory Disease) is a program 
focused on improving transitions from hospital to home “by enhancing patient confidence to manage their illness more effectively in their homes and 
communities.” [11]
Note: DECRH, Dr Everett Chalmers Regional Hospital; URVH, Upper River Valley Hospital; OPH, Oromocto Public Hospital; HDP, Hotel Dieux Perth; MRH, 
Miramichi Regional Hospital; TMH, The Moncton Hospital; SJRH, Saint John Regional Hospital.
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client that we interact with lives in the community and enters the hospital 
when acutely ill, and more importantly, returns to the community when 
able. If PHC is working well and is sufficiently funded and staffed, clients 
are supported in remaining at home and in the community longer. Robust 
PHC will also reduce emergency department utilization and hospital 
admissions, which is the ultimate goal of both the client and healthcare 
team (Figures 1 and 2) [12]. Soft savings of 1.6 million dollars was realized 
by our health network because of reduced hospital usage.

Working in the community has demonstrated that we can provide 
care that has improved accessibility by offering appointments at various 
times of the day and closer to home. We have the freedom to think out-
side the box to deliver the best health care that suits the needs of the 
client. It might mean accessing services that are not traditionally the 
responsibility of the RTs, for example initiating Meals on Wheels for the 
client with COPD who is too short of breath to prepare their meals or 
broaching the topic of advance care planning with the client and their 
family. The possibility for delivery of optimal care for the client can be 
realized if we participate in multidisciplinary caseload management with 
other therapeutic professions such as social workers, dietitians, physio 
therapists, and/or occupational therapists.

Additionally, being able to offer appointments and education ses-
sions that include the client and their family/support person acknowl-
edges the importance of these people to the client in their experiences 
with health, illness, and continued wellbeing. Working in a multidisci-
plinary team we can enhance the clients’ contributions to the develop-
ment of personal health goals and care plans.

Looking back to when I was diagnosed, I was in a place of worry and 
fear about my health. Seeing the surgeon and respirologist did not help 
me feel better about my health. They gave me the diagnosis without 
any concrete details or information on how I could make my situation 
better. Since being seen by my nurse and RT, I feel completely different. 
I feel well equipped to manage my own health. I know I have lung 
disease and diabetes, and I know how to take care of them. (Client)

Kitts left a hospital-based position that was extremely fulfilling after 
becoming frustrated by hearing clients tell the recurring stories and recog-
nizing the same gaps in knowledge and support. What went through 
Kitts’ mind was a growing understanding that if these clients had access 
to community-based education and support for their chronic illness even 
two weeks prior they may not have gotten so sick and had to be admitted 
to hospital today! We have a deep love and respect for hospitals and their 
staff; they serve an important role in providing care when communit- 
based care is no longer sufficient. But we need to understand that hospi-
tal and community are two hands that need to come together to care for 
clients. Everyone can benefit when hospital and community cooperate 
and collaborate in the provision of PHC that is focused on the needs of 
the client, putting the client at the center of the health care relationship.

What are the clear and concrete steps that we must engage in to achieve 
this? While we put a great deal of effort into building the client–provider 

relationship that is so important, the relationship between disciplines needs 
greater awareness of, and commitment to, the importance of working 
together. RTs working in the community can demonstrate what RTs can 
bring to the health care relationship by stepping outside the box and engag-
ing with practitioners from other disciplines. This movement forward 
requires intentional curriculum changes within health care professions 
focusing on improved understanding of multidisciplinary responsibilities 
and functioning that reflect the role of the RT within the multidisciplinary 
team in providing excellent PHC [6]. System changes that support the multi-
disciplinary team approach in the community are also needed to equip RTs 
and other disciplines to work effectively in PHC, multidisciplinary teams.
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