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Chronic obstructive pulmonary dis-
ease (COPD) presents major chal-
lenges to primary care in terms of
workload, diagnosis, routine and
exacerbation management and pal-
liative care, but most importantly in
terms of organising and structuring
provision of care.

COPD is the cause of more mor-
tality and morbidity in adults in the
developed world than any other dis-
ease involving airflow limitation.1 It
is estimated by the World Health Or-
ganization to be the fourth leading
cause of death worldwide, with 2.74
million deaths in 2000, and likely
to become the third highest cause
within the next few years due to per-
sistent smoking and an ageing popu-
lation.2 UK costs for 1996/97 showed
that the NHS spent more than £818
million on COPD (about US$1,393
billion) or £1,154 (about US$1,900)
per person per year with
the disease.3 From a
health services perspec-
tive COPD accounts for
as many as one in eight
medical admissions1 and
many of these are emer-
gency admissions which
have risen dramatically
in recent years, contrib-
uting significantly to hospital bed
crises. These are associated with
times of reduced primary care sup-
port, influenza and respiratory syn-
cytial virus infection.4,5,6 At the most
severe end, for patients with termi-
nal COPD, it has been shown that the
impact of the disease is often worse

than lung cancer and that poorer
care is provided.7

It has been estimated that between
one and two per cent of our patients
in primary care will have COPD, al-
though this is likely to be higher in
the more socioeconomically deprived
areas; indeed, the differential effect
between higher and lower social
groups is perhaps greater for COPD
than any other disease.5 The number

of undiagnosed patients
with COPD is not abso-
lutely clear, but has
been estimated as 86%
of cases in the USA.8 The
two major reasons for
under diagnosis appear
to be due to lack of pa-
tient presentation other
than for respiratory in-

fections and misdiagnosis on our part.
COPD is under diagnosed partly be-
cause many patients do not consult
their general practitioner or do not
reveal all their symptoms unless spe-
cifically asked and many regard their
symptoms as age or fitness-related
and thus do not seek treatment.9 Sur-

prisingly, people who are undiag-
nosed do not necessarily have less
severe symptoms than those with a
diagnosis.9

So how can we reduce the under
and misdiagnosis of COPD? The two
most important risk factors for COPD
are a history of cigarette smoking and
increasing age. With the advent of
small, portable, relatively cheap
spirometers, an accurate diagnosis
can be made from the finding of a
reduced FEV1 and FEV1/FVC ratio
with a lack of significant reversibil-
ity. However spirometers are not yet
available to all working in primary
care and their use does require ad-
equate training in undertaking and
interpretation. Whilst guidelines of-
ten recommend screening all at risk
patients, i.e. smokers over 40, this has
major logistic limitations. Work un-
dertaken in the Netherlands suggests
that focusing on those smokers who
also present with breathlessness, per-
sistent cough and/or sputum produc-
tion, may increase the likelihood of
detecting COPD.10 Work done in the
UK suggests that we need to focus on
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two key groups of smokers over the
age of 40: those who are currently
treated for asthma and those currently
untreated but who are either breath-
less on exertion or have chronic
cough or wheeze.11 Further research
is being undertaken under the aus-
pices of the International Primary
Care Respiratory Group to more
clearly define a screening question-
naire for smokers over 40.

Another key element that appears
to contribute to lack of diagnosis is
patients’ perceptions that we can of-
fer them little in terms of treatment.8

Thus it is important that we are re-
garded as positive in terms of thera-
peutic interventions to improve qual-
ity of life and reduce exacerbations.

A potential advantage of early di-
agnosis is that patients may be per-
suaded to stop smoking through link-
ing smoking to their lung function,
symptoms and lifestyle limitation. This
emphasises that the main preventable
risk factor for COPD is cigarette smok-
ing and the general practitioner and
other primary care professionals
should grab every opportunity to en-
courage smokers to quit. One study
found that the FEV1 of patients that
had continued to smoke, declined by
more than twice as
much per year as
those that had
stopped smoking.12

It is claimed that GP
advice alone is
highly cost-effec-
tive – but it is rela-
tively ineffective13

and studies in which
it has been included as part of larger
health promotion programmes have
failed to replicate the benefit seen in
specific trials.14 The best chance that
a smoker can be given to quit is to
have access to a dedicated smoking
cessation service which provides
pharmacological and psychological
support.15 Whilst possible to provide
in every primary care centre it may
be, logistically and for resource rea-
sons, more rational to provide serv-
ices on a larger population basis.

Whilst therapeutic nihilism has
been associated with COPD this
should now be far from the case as
much can be done to improve symp-
toms, lifestyle limitations and pre-
vent exacerbations. The most effec-
tive non-pharmacological interven-
tion is that of pulmonary rehabilita-
tion with programmes of physical
training and disease education show-
ing improvements in exercise per-

formance and
health status, pro-
longing independ-
ence and reducing
health care costs.
Currently, the dura-
tion of benefit from
rehabilitation ap-
pears to be between
eighteen months to

three years before the improved
health status or exercise capacity re-
turns to baseline but it must be re-
membered that in this period, a pa-
tient who has not received rehabili-
tation may have declined more sig-
nificantly.16,17 What is of particular
interest is the increased recognition
of the benefits of pulmonary reha-
bilitation in milder patients and the
ability to deliver the service in pri-
mary care.18 Other important non-
pharmacological treatment may be

weight loss in some obese patients
and reviewing nutritional status in
those with more severe disease.

Routine pharmacological inter-
vention was previously limited to
short-acting bronchodilators taken as
required and regular oxygen for se-
vere disease and encouraged a feel-
ing that nothing made much differ-
ence to patients with COPD. We now
have substantial evidence of benefit
from long-acting beta agonists
(formoterol and salmeterol) and more
recently of the once daily antimus-
carinic tiotropium. The benefits in
terms of symptom improvements,
quality of life improvements and ex-
acerbation protection are being in-
creasingly recognised. In patients
with severe disease, especially those
with frequent exacerbations, inhaled
steroids appear to provide benefit
partcularly in terms of exacerbation
protection. Oxygen has been shown
to reduce mortality but should be
reserved for those with severe dis-
ease who have had a formal hospi-
tal-based assessment. Other therapeu-
tic interventions that have substan-
tial evidence base are influenza vac-
cination and to a lesser extent pneu-
mococcal vaccination.

Whilst self management has been
shown to improve outcomes in

Table 1. Evidence-based examples for approaches to local coordinated care *

• Primary care based health care professionals with specialist training in respiratory
disease, chronic obstructive pulmonary disease treatment, spirometry, and smoking
cessation

• Use of screening questionnaires or posters to identify those most likely to have
COPD from amongst those who smoke and older patients with an asthma diagnosis

• Increased level of smoking cessation services

• Spirometry available for screening and diagnosis in primary care of those at risk
(smokers with respiratory symptoms, those with asthma aged over 40)

• Registry of patients

• Pulmonary rehabilitation services in primary and secondary care

• Use of self-management programmes for those with recurrent exacerbations

• Hospital at home and integrated care between primary and secondary care for
managing non-life threatening moderate to severe exacerbations

• Palliative care services for terminal disease

• Packages of home support including regular home nursing care and social services
for severe disease

* Adapted from Bridging the Gap 22
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asthma it has not been studied in
COPD until recently. A recently pub-
lished study has shown, in hospital
care patients, that a programme of
education and a personal action plan
including antibiotics and oral ster-
oids, used appropriately early in
exacerbations, substantially reduced
unscheduled health care and
hospitalisations.19 Whilst this has not
yet been repeated in a primary care
setting it is hoped that this would be
of similar benefit. In patients who
would previously have been hospi-
talised there is now substantial evi-
dence to support triage for admis-
sion, home-based therapy for acute
exacerbations and early discharge

schemes, which have all been shown
to reduce time spent in hospital and
the number of hospital admissions.
To be successful, patients require
support at home in the form of an
appropriate treatment package and
regular visits from a nurse.20 Re-
source saved by decreasing hospital
admissions could be directed towards
increasing the number of nurses and
nursing time available for home-
based care and improving palliative
care for those with terminal disease.

A coordinated approach is thus
needed to ensure that COPD is diag-
nosed correctly and that care is struc-
tured. All of these interventions re-
quire active monitoring utilising dis-

ease registers and routine proactive
service provision using a recall sys-
tem.21 There are many, good, evidence-
based examples for approaches to lo-
cal coordinated care (see Table 1).22

In conclusion, there is a lack of
awareness of COPD. It is under-
diagnosed, confused with other con-
ditions and poorly understood. Re-
sources could be allocated more ap-
propriately in healthcare systems to
address the issues of diagnosis and
comprehensive care packages, includ-
ing rehabilitation and holistic life-
style changes. These measures should
result in improved earlier diagnosis,
improved quality of life and fewer
patients needing emergency care.
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