in practice

Why should primary care trusts,
practices, and GPs prioritise provision
of care for patients with COPD?

B Early diagnosis and treatment, evidence-based care, and
hospital-at-home services can improve outcomes in chronic
obstructive pulmonary disease, says Dr Basil Penney

Chronic obstructive pulmonary disease (COPD) is a
preventable and treatable disease characterised by airflow
limitation. It is usually progressive and is associated with
damage from chronic inflammation primarily caused

by cigarette smoking.' It is a long-term condition with a
long asymptomatic phase, and although COPD affects
the lungs, it also produces significant systemic effects.

Prevalence

The estimated prevalence of COPD is complicated by
the level of underdiagnosis, but quality and outcomes
framework (QOF) data indicate a UK prevalence of 1.5%
(almost 800,000).> However, one study estimated that
there are 3 million people with COPD in the UK.?

Prevalence increases with age, and rates appear to be
increasing in women but have reached a plateau in men.
Significant regional variations occur, with populations
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living in inner cities, and areas of former heavy industry,
including mining, those most affected. Many of these
areas have high levels of deprivation and unemployment.’

Costs of care

This largely hidden disease places a heavy burden on
healthcare utilisation and costs (see Box 1, p.53). The
detrimental effect on quality of life (QoL) in physical, social,
and emotional terms often goes unnoticed by healthcare
professionals,® and well documented co-morbidities (e.g.
cardiovascular disease and osteoporosis)'® are often not

addressed.

Innovations to improve care

Healthcare policy has raised the profile of long-term
conditions and empbhasis is now placed on providing care
closer to home. There is also greater recognition that
healthcare needs to target those most in need.

Reports from the Healthcare Commission,” the Chief
Medical Officer,? the National Chronic Obstructive
Pulmonary Disease Audit 2008," and patient groups'* have
highlighted the shortfall in care for people with COPD.
This has led to the development of a National Strategy on
COPD, scheduled for release soon. This will aim to improve
the quality of and access to COPD services, reduce health
inequalities, and improve healthcare utilisation costs.”
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What can/should be done at primary care trust,
GP, and public health level?

It is against this background that COPD care has become
a challenge for every locality at the forefront of the long-
term condition agenda. While reduction of emergency
admissions and length of hospital stay are key drivers,

the focus should remain patient centred and consider
management of patients with COPD from diagnosis to

death.
Primary care trusts

Leadership and coordination are essential at PCT level and

planning for COPD care should ideally be developed by a

local network (strategy and planning group). Composition

of this network should include:

o primary and secondary care clinicians

e patient/carer representation as highlighted by the NHS
world class commissioning programme

e representatives from groups advising on public health,
smoking cessation, commissioning, and social care, and
from other parties with relevant expertise and local
knowledge'

o dedicated management input, including those who can
work across traditional boundaries—relationships are
crucial and can contribute valuable social capital.””

The network should assess local need and identify gaps in
current care in order to develop a vision for local COPD
services. Accurate and up-to-date information is required
to establish local need; for example:

e local QOF data

o smoking rates

e socioeconomic data

o hospital episodes statistics.

Comparability is sometimes more important than
accuracy. Useful information can be found at www.
connectingforhealth.nhs.uk/systemsandservices/sus/
delivery/comparators, which can help compare local
performance with similar areas around the country.

The local network should be familiar with evidence-based
guidance and local and NHS priorities, and it will set and
monitor standards of care around measurable outcomes. A
clear understanding of clinical pathways enables resources

eGuidelines.co.uk

Box 1: The burden of COPD

o COPD is the fifth biggest killer disease in the UK—
24,816 deaths in 2008°—claiming more lives than
breast, bowel, or prostate cancer’

o It is the second commonest cause of emergency
admission to hospital and one of the most costly
inpatient conditions treated by the NHS’

o COPD is responsible for more than 1 million bed
days in the UK annually®

e On average, 15% of patients with COPD die within
3 months of hospital admission,® and 31% are
re-admitted with an exacerbation within 3 months of
hospital admission’

e Direct costs of providing COPD care in the NHS are
more than £800 million per year,® more than half of
which relates to hospital care

o The condition is responsible for 1.4 million GP
consultations per year®

o COPD causes 24 million lost working days each year®

to be used to best advantage by improving and integrating
respiratory services across traditional boundaries
(primary-secondary care; health—social care).

The NHS Institute Opportunity Locator tool (www.
institute.nhs.uk/opportunitylocator) provides a way

of analysing the shift potential to be gained from moving
care closer to the community. The aim should be to deliver
high-quality care that is evidence based, safe, and offers

a good patient experience. It is not just a means of doing
things more cheaply.

Acute trusts and provider primary care organisations will
be expected to deliver an annual quality report based on

quality markers drawn up by the National Institute for
Health and Clinical Excellence (NICE). It is anticipated
that markers for COPD will be included in this.

General practice
General practice will require leadership, sustained

education, and workforce development. Concerns about
workload and lack of accessible information are barriers.
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Box 2: Smoking—the main cause of COPD

e 22% of the population over the age of 16 smoke'®
e 67% of smokers want to give up'®

e 83% of people who want to give up mention at least
one health reason'®

o Smoking is highest among households classified as
having routine or manual occupations (30%)'

o Smoking is highest in the 20-24 years age group"’
e 6% of pupils aged 11-15 years smoke regularly®

The General Practice Airways Group (GPIAG) provides
a wide range of resources to support primary care health
professionals (available from www.gpiag.org). It is
developing a programme to highlight awareness and
understanding of the upcoming National Strategy on
COPD, and to help primary care health professionals to

implement it in practice.

It is more likely that GPs will engage with tackling
COPD if it is covered by the QOF, added to contract
(enhanced) services, and driven by PCTs, with objectives
against which they are appraised. Key standards' address
issues of workforce competency and performance.

Public health

Raising awareness of lung health and COPD is a key
public health issue as it is a largely preventable disease,
with 85% of men and 84% of woman who die from the
disease having developed it through smoking. In spite of
this, 85% of smokers have never heard of COPD.>

Public health initiatives are required to promote

lung health. Smoking cessation services should target
vulnerable groups (see Box 2) and areas where smoking
prevalence is high.

Accurate early diagnosis in primary care

Underpresentation of patients with symptoms of COPD
is well recognised. Patients are more likely to consult their
GP once their QoL is affected, or when they experience
acute variability in lung function.”
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Screening

Screening offers the potential for earlier diagnosis

of COPD, and improvements to outcomes through
advice on smoking cessation and other evidence-based
interventions."** While there is insufficient evidence to
recommend screening the whole population, targeted
case finding in primary care (e.g. for smokers over the
age of 35 years and those with symptoms suggestive of
COPD) has been proposed as a strategy to improve rates
of diagnosis.”! Validated screening questionnaires can
improve the accuracy of case finding.”

Screening for mild disease is controversial as it can lead
to overdiagnosis in older age groups® and does not
improve smoking cessation rates.”* Nonetheless, one
study has suggested that screening smokers may yield
10%—-20% of previously undiagnosed cases. In this
study, a substantial proportion were in the moderate

to severe categories using Global Initiative for Chronic
Obstructive Lung Disease (GOLD) criteria.?* Screening
for COPD could also be incorporated as a component
part of other screening programmes'? (e.g. vascular
screening or diabetes screening).

Spirometry is recommended for diagnosis of COPD,
and healthcare professionals managing these patients
should have access to such facilities, and be appropriately
trained, and competent.! Proposed standards for
spirometry in primary care, compliant with the
international recommendations, have been developed.*®

The increased workload in primary care from
implementation of spirometry screening can be addressed
through evolving roles within the primary care health
professionals teams and the adoption of a varied skill
mix.

Evidence-based interventions

Stop smoking

Patients should have access to interventions that will
impact positively on their condition; for example
stopping smoking' slows the rate of decline in lung

function, with benefits in terms of progression of
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symptoms and survival. High-quality smoking cessation
services need to be available.

Inhaled therapy

The use of long-acting bronchodilators not only
improves QoL and symptoms for patients, but also
reduces exacerbation frequency. Combined inhaled
steroid and long-acting bronchodilators reduce
exacerbations in those with moderate to severe disease.!
Locally agreed therapeutic protocols should be
disseminated across primary and secondary care.

Pulmonary rehabilitation

Pulmonary rehabilitation is a comprehensive
multidisciplinary intervention for symptomatic patients
with decreased daily life activities. It is supported by
grade A evidence” to show that it improves symptoms,
exercise capacity, and QoL. It reduces mortality,*®
frequency of exacerbations, and hospital bed days.”
However, it is only available to 2% of those who need
it in the UK.® IMPRESS (a collaboration between the
GPIAG and the British Thoracic Society [BTS]; www.
impressresp.com) has published suggested minimum
standards for pulmonary rehabilitation.*

Long-term oxygen therapy

The NICE guideline on the management of COPD
includes recommendations on the use of long-term
oxygen therapy (LTOT),! which reduces mortality
and admissions in patients with respiratory failure.
The guideline recommends that pulse oximetry,
administered by appropriately trained healthcare
professionals, should be available in primary care.! The
BTS guidance on oxygen assessment® should ensure
that LTOT use is properly monitored and inappropriate
use minimised. This has potential for generating cost
savings with integration across primary and secondary
care.

Non-invasive ventilation
In hospitalised patients with respiratory failure,
non-invasive ventilation (NIV) has been shown both

to reduce complications associated with treatment and
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length of hospital stay,”> however availability of this
procedure is patchy."

Systematic proactive and planned care

Within the QOF, the Medical Research Council (MRC)
dyspnoea score is the only indicator that reflects the
impact COPD has on the individual. Measurement of
forced expiratory volume in 1 second (FEV) correlates
poorly with impact of COPD and is not a useful guide to
management. Measurement of exacerbation frequency,
pulse oximetry, and anxiety and depression scores, for
example, are needed to encourage a patient-centred,
multidimensional approach to COPD management (sce

Figure 1, p.56).”

Locally agreed COPD templates on practice computer
systems can collect data in a systematic way. This will
help to stratify the COPD population, and allow care
to be delivered in a planned and proactive way, as well
as acting as a measure of practice performance. Indices
of severity such as the DOSE index** (software.hits-
uk.com/demo/copdfast) could be incorporated to
help predict outcomes such as hospital admissions and
to guide management decisions. Criteria for specialist
referral, admission, discharge, and follow up for COPD
have been published.®

Exacerbations have a major impact on patients in

terms of QoL and lung function. Those with more
frequent exacerbations have a more rapid decline in lung
function and lower survival rates.”® Nevertheless many
exacerbations go unreported and as a result untreated.*
Primary care plays a key role in identifying and treating
the majority of exacerbations. Early identification of
exacerbations and initiation of prompt, appropriate
treatment can reduce recovery time and the need for
hospitalisation.”

Self-management plans give carers the confidence needed
to carry out medical regimens specific to COPD, guide
health behaviour change, and provide emotional support
for patients to control their disease. However, there

are still insufficient data to make recommendations
regarding the form and contents of self-management
education programmes in COPD.**

Guidelines in Practice, October 2009, Vol 12 (10)
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All patients
« Stop smoking

+ Influenza/pneumococcal
vaccination
« Exercise and dietary

advice

« Bronchodilation

« Intermittent short-acting
bronchodilators

» Regular bronchodilation with:

- long-acting anticholinergics
-long-acting B,agonists (LABA)
» Mucolytics for cough

Pulmonary rehabilitation

- Combination LABA/inhaled corticosteroid therapy
« Look for depression and/or anxiety
« Implement self-management plan

« Consider referral for:
- long-term domiciliary oxygen therapy (LTOT)
- surgical interventions
- palliative care

Reproduced with permission from the General Practice Airways Group.

Figure 1: The patient-centred multidimensional approach to COPD management*?
Symptoms

Disability Exacerbations Failing lung

Education and protocols for exacerbation management
should be disseminated locally, and mechanisms should
be in place rapidly to identify those who have had a

recent exacerbation so that they can be assessed. Lack

of awareness of the systemic manifestations of COPD and
co-morbidities, such as cardiovascular disease, osteoporosis,
anxiety, and depression, needs to be addressed.

Care in the community

Hospital-at-home or early assisted-discharge schemes are
suitable ways of managing exacerbations for some patients
with COPD, with 25% of admissions possibly being suitable
for such schemes, which are associated with reduced
healthcare costs. The BT'S has drawn up guidelines on
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implementation of these schemes,*” which, while they
reduce the number of inpatient days without compromising
morbidity or patient and carer satisfaction, do not reduce
re-admission rates. Staff operating such schemes in the
community will need appropriate training and support to
ensure patient safety.”

There is little evidence for community based chronic

disease management programmes for stable disease® and it

is unclear which component of such programmes leads to

improved outcomes. Current evidence suggests that to achieve

beneficial outcomes in COPD a combination of one or

more of the following interventions is necessary:*!

e an extensive self-management programme with an
individualised action plan (pulmonary rehabilitation)

o advanced access to care (knowledgeable healthcare providers)
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o guideline-based therapy

o aclinical registry (or database).

Personalised care plans will be required for all patients with
long-term conditions, which will need to recognise the
multidisciplinary nature of COPD management, taking
account of co-morbidities. They should be integrated across
health and social care.

Palliative care

End-of-life care for patients with COPD is generally poor,
because the disease course is unpredictable.”” Symptoms late
in the disease are often poorly treated, if at all. Palliative
care provision for patients with COPD should be addressed
where specialist care and hospice provision is not available.

Conclusion

For too long, COPD has remained hidden and poorly
recognised compared with other smoking-related diseases.
The costs in terms of human suffering and healthcare
resources are high, yet many patients remain undiagnosed,
and care is often unstructured, with access to worthwhile
interventions denied.

The challenge is to deliver truly integrated high-quality
care that transcends traditional boundaries. This will
give hope to patients with COPD and their carers, who
have previously only known ‘negativity’, and a sense of
achievement to those involved in the administration and
delivery of their healthcare.

Useful resources

o IMPRESS is a joint initiative between the two leading
respiratory clinical societies in the UK: the British
Thoracic Society and the General Practice Airways
Group. The site contains all you need to know to
commission or provide high quality, patient-centred
services, integrated between primary and secondary
care. Www.impressresp.com

o The General Practice Airways Group is an independent
charity representing primary care health professionals
interested in delivering the best standards of respiratory
care. Www.gpiag.org
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