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EDITORIAL

COPD management in the community: early
detection and proactive care

The importance of Chronic Obstructive Pulmonary
Disease (COPD) as a major yet neglected source of
morbidity, mortality and health resource usage in
primary care has been highlighted by a number of
recent initiatives. A recent European Respiratory
Society survey has reported that COPD affects
4—6% of adults in Europe [1], and it has been
predicted that the rising disease burden of COPD
will make it the third most common cause of death
in the world by 2020 [2]. The clinical, human and
economic costs of COPD are vast [3]. In spite of
this, COPD has continued to suffer from a degree
of neglect from many clinicians, researchers and
healthcare planners [4], who have a tendency to
view this disease as self-inflicted and untreatable.
In contrast to this nihilistic attitude, the Global
Obstructive Lung Disease (GOLD) project [5] of the
World Health Organisation, has emphasised that
COPD is a preventable and treatable condition and
has defined global standards of care.

In the UK, the National Institute of Clinical
Excellence (NICE) has laid down detailed guidance
on the diagnosis and management of this condition
in primary care [6] and has summarized the
extensive body of literature of evidence-based
effective interventions. Although at this stage
the only interventions that have been proven to
modify the course and prognosis of this inexorable
disease are smoking cessation and long-term
oxygen supplementation in respiratory failure, it is
clear that there are many other interventions, both
pharmacological and non-pharmacological, that
can improve symptoms and quality of life, improve
functional ability and reduce exacerbations, so

helping to keep patients out of hospital and to lead
a full and active life [5,6].

The effort to improve the diagnosis and
treatment of COPD in the community has received
a boost from new contractual arrangements
for general practitioners (GPs) in the United
Kingdom; the new General Medical Services (nGMS)
contract aims to encourage effective chronic
disease management by providing quality-related
payments to GPs reaching targets in a number of
chronic illnesses, including asthma and COPD [7].
The COPD quality indicator points are awarded on
the basis of GPs maintaining an accurate disease
register for COPD and meeting specified criteria for
a proportion of patients on the register achieving
targets in a number of areas: confirmation of the
diagnosis by objective spirometric criteria in newly
diagnosed and existing patients; recording of the
FEV1 at least once every 27 months; recording
of smoking status; provision of targeted smoking
cessation advice; checking of inhaler technique;
and use of annual influenza vaccination [7].

This initiative has had a galvanizing effect on
COPD management in primary care in the UK,
with a rapid expansion in spirometry provision
in the community, an increase in COPD-related
educational activity and a refreshing focus
on respiratory outcomes. Many Primary Care
Trusts (PCTs) have initiated programs of COPD
care and there is a growing interest in the
training and accreditation of General Practitioners
with a Special Interest (GPwSI) in respiratory
medicine [8—11] in order to co-ordinate community
respiratory initiatives centering on COPD.
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Is all well then with the GMS contract and COPD
care in the UK community? Whilst there is much to
be applauded in the nGMS COPD section, on some
issues there are concerns that the advice could
be improved. Quality markers are by necessity
limited to specific measurable parameters and
over-concentration on these aspects of the disease
may occur at the expense of a more holistic,
thorough, clinical approach.

Our immediate concern is, however, the
potential confusion amongst UK GPs resulting from
a difference in diagnostic criteria for COPD in
the nGMS regulations as compared to the NICE
Guidelines for COPD [6]. The nGMS regulations [7]
advocate a diagnosis of COPD if ‘the patient has
an FEV1 of less than 70% of predicted normal and
has an FEV1/FVC ratio of less than 70% and there
is less than 15% response to a reversibility test’
[8]. In contrast, evidence-based guidelines for the
diagnosis of COPD, including NICE [5] and GOLD
[6] define COPD by an FEV1 of 80% predicted or
less together with an FEV1/FVC ratio of less than
70% and lack of reversibility. The rationale for
the lower nGMS threshold (70% predicted FEV1)
for diagnosing COPD is that a significant number
of patients with a higher FEV1 may have minimal
symptoms. The use of 70% in nGMS ‘enables
clinicians to concentrate on symptomatic COPD’.

There are a number of significant problems with
this policy;

• The justification for re-defining a disease with
national and internationally agreed diagnostic
criteria is questionable.

• The correlation between symptoms, quality of
life impairment and lung function is poor in
COPD, with some patients having considerable
symptoms despite relatively normal lung
function even at an early stage in the disease.
The recent demonstration in the European
Community Respiratory Health Survey of a
significant prevalence of early COPD even in
younger smokers [12] points to the need for early
detection and active management at all stages
of the disease; in this survey even patients with
mild early disease had impaired health and
increased use of healthcare resources.

• The nGMS approach effectively denies those
patients with early COPD access to targeted
smoking cessation, structured proactive care
and vaccination recall lists. Smoking cessation
is the single most important intervention in the
management of COPD [13].

COPD is a major challenge to all interested in
primary care respiratory medicine; it is heartening
to find a growing interest in the illness and a

growing will to offer best quality care in the
community. However, as COPD is an illness that
has no cure, we must continue to strive for early
detection and active management at all stages of
the disease. The cycle of inactivity, social isolation,
depression and de-conditioning so well described
in COPD should be prevented from developing
rather than us waiting for disease progression to
occur before intervening.

The COPD diagnostic criteria in the UK nGMS
contract will, in our opinion, delay diagnosis of
treatable COPD, and will deny patients early
access to proactive care; this includes vaccination,
pharmacological and non-pharmacological
interventions, and early active encouragement
of healthy lifestyle measures including smoking
cessation, improved diet and increased exercise.
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