? Levelmg the Playing Field
- Overcoming Bahqprs *K
to Equ:table Care mﬂLD‘*‘ s 2

o RO RMNN e o0 1 <1\ 5 AT 8

Supported by an educational grant from Boehringer Ingelheim Pharmaceuticals, Inc.

\ | , |
WA
MK AN X /
[ \ g <y ’ \ \ LA \ Al 4 vy
/ \ N | 171\ 4 g YA S RSO \ AR AN




@’
JOINTLY ACCREDITED PROVIDER™

INTERPROFESSIONAL CONTINUING EDUCATION

In support of improving patient care, CME
Outfitters LLC is jointly accredited by the
Accreditation Council for Continuing Medical
Education (ACCME), the Accreditation
Council for Pharmacy Education (ACPE),
and the American Nurses Credentialing
Center (ANCC), to provide continuing
education for the healthcare team.




CME

OUTFITTERS

Yolanda Mageto, MD, MPH, ATSF
(Moderator)

Section Lead, Interstitial Lung Disease Program
Advanced Heart and Lung Disease

Baylor University Medical Center, Baylor Scott and White Health
Dallas, Texas



CME

OUTFITTERS
Ayodeji Adegunsoye, MD, MS, FCCP

Assistant Professor of Medicine

Scientific Director, Interstitial Lung Disease Program
University of Chicago Medicine

Chicago, lllinois



CME

OUTHITTERS
Fernando J. Martinez, MD, MS

Chief, Division of Pulmonary and Critical Care Medicine
New York-Presbyterian Hospital/\Weill Cornell Medicine
New York, New York



CME

OUTFITTERS

Learning Objectives

* Implement timely screening strategies that support accurate diagnosis,
focused patient education, and appropriate referrals for patients with
interstitial lung disease (ILD).
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Learning Objectives

* Implement timely screening strategies that support accurate diagnosis,
focused patient education, and appropriate referrals for patients with
interstitial lung disease (ILD).

* Develop multidisciplinary treatment pathways for the care of patients with
ILD that include lifestyle modifications, pharmacotherapies, referrals, and

management of comorbidities.

* Incorporate shared decision making (SDM) with patients that factors in
recognition of social determinants of health (SDoH) and equitable care
opportunities.



Introduction
ILD in a Nutshell

Yolanda Mageto, MD, MPH, ATSF



Interstitial Lung Disease (ILD)

* More than 200 ILDs are currently known—from rare to
relatively common

Thickened Interstitium

ImpairediGastExchange

Wijsenbeek M, et al. Lancet. 2022;400(10354):769—786. OUTFITTERS
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Interstitial Lung Disease (ILD)

* More than 200 ILDs are currently known—from rare to
relatively common

* Most ILD is characterized by inflammation and/or
fibrosis within the interstitial space

* Impaired gas exchange results in breathlessness,
diminished exercise tolerance, and decreased quality of | wifcicilne s
life (QoL)

* ILD outcomes are dependent on diagnosis and can

either stabilize, resolve, or progress to respiratory
failure and death

* New treatments introduced over the past decade are
improving ILD management, but... impaired|Gas Exchange
CME
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ILD (...continued)

* Race/ethnicity impacts ILD risk and mortality

Wijsenbeek M, et al. Lancet. 2022;400(10354):769-786. Adegunsoye A, et al. Eur Respir J.
2018;51(6):1800255. Bruni C, et al. Rheumatology. 2022;61(10):4035-4046. Goobie GC, et al. Am J CME @
Respir Crit Care Med. 2022;205(4):459-467. Maina IW, et al. Soc Sci Med. 2018;199:219-229. OUTFITTERS
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ILD (...continued)

* Race/ethnicity impacts ILD risk and mortality
* Disparities in ILD screening/treatment persist

* A multidisciplinary approach improves quality of
care, but is underutilized

* Shared decision making (SDM) and assessment
of social determinants of health (SDoH) improves
patient engagement and adherence to therapies,
but are not regularly implemented

* Implicit bias negatively impacts ILD care

Wijsenbeek M, et al. Lancet. 2022;400(10354):769-786. Adegunsoye A, et al. Eur Respir J.
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Why Should We Care

about Diagnosing ILD?
Fernando J. Martinez, MD, MS
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Learning
Objective

Implement timely screening strategies that
support accurate diagnosis, focused patient
education, and appropriate referrals for patients
with interstitial lung disease (ILD).




Case Study: Sheila

A 53-year-old Black female presents with
@ dyspnea upon exertion.

GERD, gastrointestinal reflux disease; HTN, hypertension; STEMI, ST-segment elevation myocardial infarction; T2D, type 2 diabetes. OUTFITTERS @
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Case Study: Sheila

A 53-year-old Black female presents with

o )
dyspnea upon exertion.
 —

o

(=) She is a former 1 pack/day smoker, but quit
@ 9 years ago. She also has a history of HTN,
.m T2D, GERD, and dysphagia; and her surgical
—— history includes an appendectomy and cholecystectomy.

Her mother died at age 75 from STEMI, and her father died at
age 77 from lung disease (unspecified).

She lives in a 100-year-old home with an unfinished basement
(does laundry and crafting in this space).

CME
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Sheila: Physical Exam

CV, cardiovascular; HEENT, head, eyes, ears, nose, throat; ND, non-distended;
NRM, normal; NT, non-tender; S1, first heart sound; S2, second heart sound. CME @
Parshall MB, et al. Am J Respir Crit Care Med. 2012;185(4):435-452. OUTFITTERS
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Sheila: Physical Exam

* Vital signs: stable

e HEENT: unremarkable
* Lungs: crackles

* CV: 51,352, NRM

* Abdomen: soft, NT, ND

CV, cardiovascular; HEENT, head, eyes, ears, nose, throat; ND, non-distended;
NRM, normal; NT, non-tender; S1, first heart sound; S2, second heart sound.
Parshall MB, et al. Am J Respir Crit Care Med. 2012;185(4):435-452.
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Sheila: Physical Exam

Physical examination findings include:
* Vital signs: stable
e HEENT: unremarkable
* Lungs: crackles
e CV: $1, 82, NRM
* Abdomen: soft, NT, ND
* No clubbing, cyanosis, or edema

* Hands look abnormal, with
thickened skin

CV, cardiovascular; HEENT, head, eyes, ears, nose, throat; ND, non-distended;

NRM, normal; NT, non-tender; S1, first heart sound; S2, second heart sound. CME

Parshall MB, et al. Am J Respir Crit Care Med. 2012;185(4):435-452. OUTFITTERS



Audience Response

? What would you do next in evaluating Sheila?

A. Cardiac workup
B. CT scan

C. Chest X-ray

D. Spirometry

E. I'm not sure




ARS Results

What would you do next in evaluating Sheila?
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25% 21%
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Results recorded on August 9, 2023. oungMTEREs
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Sheila: Labs

Laboratory findings include:

* Serology: ANA 1:320, ESR 25 mm/hour,
RF negative

* PFTs: FVC 67%
* DLCO: 45%

* 6MWT: 1,300 feet with desaturation
from 98% to 92% on room air

a
a
a
o
a
o

6MWT, 6-minute walk test; ANA, antinuclear antibody; DLCO, diffusing capacity for carbon monoxide; CME @
ESR, erythrocyte sedimentation rate; FVC, forced vital capacity; PFTs, pulmonary function test; RF, rheumatoid factor. OUTFITTERS



Imaging (HRCT)

AXxial ARG

Images: Jonathan Goldin, MD, PhD. HRCT, high-resolution computed tomography. CME @
Khanna D, et al. Arthritis Rheumatol. 2022;74(1):13—-27; Raghu G, et al. Am J Resp Crit Care Med. 2022;205(9):e18—e47. OUTFITTERS



Esophageal Dilation

« Markedly abnormal esophageal function
« Decreased mobility

[ ]
Image: Jonathan Goldin, MD, PhD. Increased refIUX eventS
Richardson C, et al. Semin Arthritis Rheum. 2016;46(1):109-114. OUTFITTERS



Faculty Discussion

Is this ILD? If so, what kind? Is a biopsy needed?

* Consider ILD as a primary diagnosis!

* Differential diagnosis

* ldiopathic pulmonary fibrosis (IPF; based on age, gender,
comorbidities)?

* Hypersensitivity pneumonitis (moldy basement)?

* Connective tissue disease associated with ILD (CTD-ILD)—rheumatoid
arthritis (RA) or scleroderma?

To whom should a primary care clinician refer?

How would you educate the patient at this point about
her condition? CMEE



A Team Approach to Equitable
Treatment and Care

Yolanda Mageto, MD, MPH, ATSF
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Learning
Objective

Develop multidisciplinary treatment pathways for the
care of patients with ILD that include lifestyle
modifications, pharmacotherapies, referrals, and
management of comorbidities.




Audience Response

?

moom»

. Semaglutide

Which of the following antifibrotic therapies is FDA
approved for appropriate patients with systemic
sclerosis—associated ILD (SSc-ILD)?

Fenofibrate
Nintedanib
Pirfenidone

I’'m not sure




ARS Results

Which of the following antifibrotic therapies is FDA

approved for appropriate patients with systemic
sclerosis—associated ILD (SSc-ILD)?

35% 33%

30% 28%

25%

20%

20%

13%

15%

1 0,
0% 6%
5%

0%
Fenofibrate Nintedanib Pirfenidone Semaglutlde I'm not sure

Results recorded on August 9, 2023. OUEWMTERES ‘



Multidisciplinary Approach to ILD

* Include pulmonologists, radiologists, pathologists, and

when appropriate, rheumatologists, with expertise in
ILD

* Particularly important with discordant radiologic and
histologic abnormalities

* Consider referral to ILD center
* Further testing, as needed
* Appropriate therapies
* Access to clinical trials

Raghu G. Am J Respir Crit Care Med. 2018;198(5):e44—e68. https://www.pulmonaryfibrosis.org/docs/default- CME @
source/media/ccn-fact-sheet-2022.pdf?Status=Master&sfvrsn=942{276d 3/%20CCN-Fact-Sheet-2022%20.pdf OUTFITTERS
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Chronic Fibrosing ILDs: Estimated Proportion of

Patients Who Develop a Progressive Phenotype
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Al-ILD, autoimmune disease-associated interstitial lung disease; HP, hypersensitivity pneumonitis; 1P, idiopathic interstitial pneumonia;
RA-ILD, rheumatoid arthritis-associated ILD; SSc-ILD, systemic sclerosis-associated ILD.

Wijsenbeek M, et al. Curr Med Res Opin. 2019;35(11):2015-2019.
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Definition of Progressive Pulmonary Fibrosis (PPF):

2022 ATS/ERS/JRS/ALAT Clinical Practice Guideline

In a patient with ILD of known or unknown etiology other than IPF who has
radiological evidence of pulmonary fibrosis, PPF is defined as at least 2 of the
following 3 criteria occurring within the past year with no alternative explanation:

1. Worsening respiratory symptoms

2. Physiological evidence of disease progression (either of the following)

a. Absolute decline in FVC 25% predicted within 1 year of follow-up
b. Absolute decline in DLcg (corrected for Hb) 210% predicted within 1year of follow-up

3. Radiological evidence of disease progression (=1 of the following)
a. Increased extent or severity of traction d. Increased extent or increased

bronchiectasis and bronchiolectasis coarseness of reticular abnormality
b. New ground-glass opacity with traction e. New or increased honeycombing
bronchiectasis f.  Increase lobar volume loss

c. New fine reticulation

ATS, American Thoracic Society; ERS, European Respiratory Society; JRS, Japanese Respiratory Society; ALAT, Asociacion Latinoamericana De Torax. CME @
Raghu G, et al. Am J Resp Crit Care Med. 2022;205(9):e18—e47. OUTFITTERS
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Framework for Managing SSc-ILD

D Presentation
O Disease status
decision point

O Assessed

disease status

Tumgmt * Education about ILD
recommendaton - Education and management of GERD

* Provide appropriate immunizations

PFT evaluation
ILD-related symptoms and
functional impact

Require
pharmacologic
treatment?

(ILD on HRCT )
Y

No

\ 7

* Close monitoring for progressive
ILD (at least every 6 months)

» Treatment decisions are based on
individual scenarios

Treatment decision based on
the severity/activity of the underlying
systemic disease

HSCT, hematopoietic stem cell transplant.
Khanna D, et al. Arthritis Rheumatol. 2022;74(1):13-27.

Immunomodulatory and/or
antifibrotic therapy

Progressive
ILD?

No Yes
Y Y

Close monitoring for progressive Consider
ILD (at least every 6 months) with switching therapy
assessment of:

* New or worsening symptoms

of ILD Combination
* PFT (FVC and DLCO) therapy

* BMWT
* Repeat HRCT, as indicated

HSCT lung
transplant

CME@



Treatment Pathways for SSc-ILD

Early SSc with progressive Predominant lung Multi-organ involvement
Burden of skin disease and elevated involvement, absent active including skin and
Disease acute phase reactants skin and musculoskeletal musculoskeletal symptoms
symptoms
Disease Monitoring Immunomodulatory Therapy Antifibrotic Therapy Immunomodulatory Therapy
* Frequent m;)nFi,tlg_T_ing with ‘styrglptom * Tocilizumab* * Nintedanib * Mycophenolate mofetil
assessment, S évery 4— « Mycophenolate mofetil 5 '
months, and serial hall walk testing Vel OR (I_\J,lyiclo.phobsphamlde
for the first 5 years - R
Mgmt/Tx y' '_ Immunomodulatory Ther.apy . Tocilizumab*
. Repe?t HRICD"I; _:f mbdlcatedl_?_y . * Mycophenolate mofetil
symptoms, abnormalities, an . .
declining hall walk testing CrelepnEEEmEs
» Consider pharmacologic treatment,
based on individual patient factors
Escalation Therapy
» Hematopoietic stem cell transplantation
Escalation ' é‘:}d n'”tf:a”'b e
. ange therapy to cyclophosphamide
Therapy mycophenolate mofetil
» Add rituximab if not initially used
* Lung transplant
 Clinical trials

*In those with early SSc with progressive skin and elevated acute phase reactants. ME @
Roofeh D, et al. Curr Opin Rheumatol. 2021;33(3):240-248. OUTFITTERS



A Tale of Two Sheilas

Sheila from the .
v . Sheila from South
Magnlcf:lc_ent Wiles Shore? in Chicago

aMagnificent Mile median income: $122,544; b South Shore median income: $38,020. CME
www.niche.com/places-to-live/n/magnificent-mile-chicago-il/residents/;www.cmap.illinois.gov/documents/10180/126764/South+Shore. pdf OUTFITTERS



A Tale of Two Sheilas

Accurate, early diagnosis?
Appropriate imaging studies?

Referral to specialist(s)?
Access to newer therapies?

Non-pharmacologic therapy?
Transplant option available?
Advanced fibrosis averted?

Magnificent
Mile
Sheila

Yes

Yes, HRCT

Yes, ILD Center

Yes (immunomodulatory,
antifibrotic)

Yes
Yes

Yes

South
Shore
Sheila

No
No, chest X-ray only
No, local clinic PCP

Limited, due to insurance
restrictions

No
No

No (early mortality)

PCP, primary care practitioner.



Individualizing Patient Care
Assessing Social Determinants of Health,
Employing Shared Decision Making

Ayodeji Adegunsoye, MD, MS, FCCP



Learning
Objective

Incorporate shared decision making (SDM)
with patients that factors in recognition of
social determinants of health (SDoH) and
equitable care opportunities.




Audience Response

) Patient-focused interviewing and care is an
= example of which of the following?

A. Cultural humility

B. Health equity

C. Implicit bias

D. Social determinants of health
E. I'm not sure




ARS Results

Patient-focused interviewing and care is an example of
which of the following?

50%
45%
40%
35%
30%
25%
20%
15% 12%

39, 4%

10%

5%
] I

0%

Cultural humility Health equity Implicit bias Social determinants of I'm not sure
health

Results recorded on August 9, 2023. OUE.E:IERES

44%
39%




5 Rs of Cultural Humility

Reflection
Respect

Regard
Relevance
Resiliency

Robinson D, et al. Am J Med. 2021;134(2):161-163.



5 Rs of Cultural Humility

“What did | learn from
each person in that
encounter?”

Reflection
Respect

Regard

Relevance
Resiliency

Robinson D, et al. Am J Med. 2021;134(2):161-163.



5 Rs of Cultural Humility

Reflection
Respect
Regard

Relevance

Resiliency

“What did | learn from
each person in that
encounter?”

“Did | treat everyone
involved in that
encounter respectfully?”

Robinson D, et al. Am J Med. 2021;134(2):161-163.




5 Rs of Cultural Humility

“What did | learn from
each person in that
encounter?”

Reflection “Did I treat everyone
involved in that

Respect encounter respectfully?”

Regard
“Did unconscious

Rele.\{ance biases drive that
Resiliency interaction?”

Robinson D, et al. Am J Med. 2021;134(2):161-163.



5 Rs of Cultural Humility

“How was cultural

humility relevant in that _
interaction? Reflection

Respect
Regard
Relevance
Resiliency

“What did | learn from
each person in that
encounter?”

“Did | treat everyone
involved in that
encounter respectfully?”

“Did unconscious
biases drive that
interaction?”

Robinson D, et al. Am J Med. 2021;134(2):161-163.




5 Rs of Cultural Humility

“How was cultural

humility relevant in that _
interaction? Reflection

Respect
Regard
Relevance
Resiliency

resiliency affected by
that interaction?”

“How was my personal /

“What did | learn from
each person in that
encounter?”

“Did | treat everyone
involved in that
encounter respectfully?”

“Did unconscious
biases drive that
interaction?”

Robinson D, et al. Am J Med. 2021;134(2):161-163.




Cultural Humility (vs Cultural Competence)

Cultural humility was established due to the limitations of
cultural competence. Some professionals—Iike social
workers, medical professionals, or educators—believed
themselves to be culturally competent after learning some
generalizations of a particular culture.

Slide adapted courtesy of Yolanda Diaz-Houston. 2020. CME

Tervalon M, Murray-Garcia J. J Health Care Poor Underserved.1998;9(2):117-125. OUTFITTERS



Cultural Humility (vs Cultural Competence)

Cultural humility was established due to the limitations of
cultural competence. Some professionals—Iike social
workers, medical professionals, or educators—believed
themselves to be culturally competent after learning some
generalizations of a particular culture.

“l am curious about who you are.”
VS

Slide adapted courtesy of Yolanda Diaz-Houston. 2020. CME @
Tervalon M, Murray-Garcia J. J Health Care Poor Underserved.1998;9(2):117-125. OUTFITTERS



SDoH in ILD

e Structural racism

* Bias and discrimination Race and Health care related costs
+ Poor access to specialty care Ethnicity Financial Inaddequda}te Iatccef,s tothealth care
and medical treatmen

- onderstudied pathophysiology Resources Limited access to clinical trials
High rates of chronic risk factors

Patients

+ Connectedness

 Access to digital health tools
* Social integration

 Partner and caregiver

Urban areas |
* Higher environmental pollution |

support :
Social 5\_;/ \ Rurality and | Food deserts, lack
Network with ILD Mgienieen] || of fresh produce
+ Limited perception of ILD Rural areas

and related complications Healtt
* Limited medication i - “”‘ under-insured
adherence and health Litsrasy + Transportation barriers to health care providers
care utilization « Low-volume health care facilities; limited
access to health care

* Higher risk factor burden; higher rates of un- or

Adapted from Essien UR, et al. J Nat/ Med Assoc. 2020;112(1):103—108.



Shared Decision Making and the SHARE Approach

Optimal Patient Care

Shared
Decision
Making

Patient’s Values

and Preferences Scientific Evidence

Social Determinants of

v _ H elp your patient explore &

S eek your patient’s
participation.

compare treatment options.

Assess your patient’s

valves and preferences.

Reach a decision
with your patient.

flezit E valuate your
patient’s decision.
AHRQ Publication 14-0034-1-EF. https://www.ahrqg.gov/health-literacy/professional-training/shared-decision/tools/factsheet.html; CME
Turkson-Ocran R-AN, et al. J Am Heart Assoc. 2021;10:e018183. OUTFITTERS



Racial/Ethnic Disparities and Implicit Bias

* Racial inequities are pervasive in U.S. medical care

* Provider interactions with patients of color are less patient-
centered, with fewer requests for patient and family input
about treatment decisions

* Equitable medication uptake and utilization among all racial,
ethnic, and socioeconomic groups is needed

* Test yourself for implicit bias at “Project Implicit”

https://implicit.harvard.edu/
m Project Implicit

Nathan AS, et al. Circ Cardiovasc Qual Outcomes. 2019;12(4):e005600. Project Implicit. https://implicit.Harvard.edu/implicit/.

OUEITMTEF%ES



Our Mission: Health Equity

People 2030. https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/health-

U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion. Healthy CME
literacy. Centers for Medicare & Medicaid Services. Health Equity. https://www.cms.gov/pillar/health-equity. OUTFITTERS



SMART Goals

Specific, Measurable, Attainable, Relevant, Timely

Consider the following goals; then set a time
frame that fits with your work environment and a reasonable improvement
target that aligns with your patient population.

. the number of patients screened for ILD who present with
relevant symptoms.

- the patient referral rate to multidisciplinary ILD centers,
where available.

: the number of patients with ILD who receive educational .
materials and/or counseling during office visits. -

: the number of patients seeking care for ILD for whom social
determinants of health are assessed and/or address. PRIV <



Questions
& Answers

As recorded on August 9, 2023.
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Visit the
Virtual Education Hub

Free resources and activities to educate
health care professionals and patients.

cmeoutfitters.com/virtual-education-hub/



To Receive Credit

To receive CME/CE credit for this activity,
participants must complete the post-test
and evaluation online.

Click on the Request Credit tab to
complete the process and print your
certificate.
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