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Abstract

This article examines the rationale behind the development of the National Clinical Strategy for Chronic Obstructive Pulmonary Disease
(COPD) in England which will be launched in 2009. It focuses on the burden which COPD places on the healthcare service and the effect
it has on patients, and highlights the important steps in the development of the Clinical Strategy. The general recommendations which
are likely to be contained within the Clinical Strategy are discussed, as well as the possible implications for primary care.      
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Introduction
This PCRJ supplement article, based on the National Clinical
Strategy for Chronic Obstructive Pulmonary Disease (COPD) in
England which will be launched in 2009, discusses various
aspects of COPD management. In particular, it focuses on;
• The rationale for the Clinical Strategy (formerly known as the

National Service Framework [NSF]) – in particular, the burden
of the disease and the impact on patients as demonstrated by
various patient surveys

• The development of the Clinical Strategy 
• The general recommendations on which the Clinical Strategy

is based
• The possible implications for primary care.

Rationale for the COPD Clinical Strategy
The burden of the disease
COPD exerts a huge burden on the health economy and on
the individual patient. It is the sixth leading cause of death in
the world and is expected to become the third leading cause
of death by 2020.1 In the UK, COPD leads to more than
27,000 deaths per year,2 approximately 16% of patients
admitted to hospital for COPD will die within three months,
and almost a quarter will die within a year after admission.3

There are currently an estimated 3 million people suffering
from COPD in the UK,4 and only about 900,000 of these
patients have been diagnosed and are receiving treatment.5

Therefore, over 2 million patients are undiagnosed and
unaware of a disease which could eventually kill them after
years of substantial disability. The age-related prevalence of
diagnosed COPD is outlined in Table 1.6

COPD also places a heavy burden on the healthcare
service. The estimated number of patients suffering from
COPD equates to about 1.4 million general practitioner (GP)
consultations per year. This is up to four times the number of
consultations for angina. Even though only a small proportion
of COPD patients are admitted to hospital each year, COPD is
the second largest cause of emergency admissions in the UK
at 130,000 admissions per year. The inpatient care for COPD
accounts for almost half the NHS expenditure on the disease
and it remains one of the most costly inpatient conditions in
the NHS.5 A breakdown of the costs of COPD in 2000/2001 is
outlined in Table 2. The National Institute for Health and
Clinical Excellence (NICE) estimates the direct cost of COPD at
more than £491 million per year and £982 million per year
when including indirect costs.6

COPD also has an economic impact in addition to its cost
to the NHS. In 1994-5 it was estimated that 21.9 million
working days were lost due to COPD.6

The effect on the individual – the “Unleash the life
within” survey
Patients with COPD experience poor quality of life with

impaired emotional, social and physical functioning. They
may also suffer from psychological disorders such as
depression, which may go unnoticed.7

There are various surveys that have highlighted the
substantial effect of COPD on the lives of sufferers. One of
the most recent, “Unleash the life within”, was
commissioned by AstraZeneca to assess aspects of COPD
management and the need for more patient-focussed care.8

The survey was conducted by a multi-disciplinary team in
order to focus attention on the goals of treatment which
matter most to COPD patients, in the hope that effective
strategies could be devised to meet both patient and
treatment goals. Questionnaires were distributed to 83
pharmacies  in those UK areas identified as having a
particularly high rate of COPD admissions in the “Invisible
Lives“ Survey commissioned by the British Lung Foundation in
2007.9,10 A total of 326 people with COPD, aged 46 and over,
completed the questionnaire provided by pharmacists on
collection of their COPD medication. The objectives of the
survey were:
• To understand how COPD affects patients’ everyday lives

and which aspects of their lives are most affected
• To elicit the extent to which education is provided for

patients about their inhalers
• To ascertain any particular difficulties patients have in

undertaking activities of daily living when they have
unstable symptoms

• To understand to what extent COPD patients are satisfied
with their treatment8
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Age Men Women Total

44-65 143,700 107,100 250,800

>65 322,000 310,500 632,500

883,300

*In England and Wales using GPRD prevalence rates and 1999 

population estimates

Table 1: Estimated prevalence of COPD*6

The estimated cost to the NHS per annum of caring for a person 
with COPD was:

• Mild COPD - £149.68

• Moderate COPD - £307.74

• Severe COPD - £1,307.10

Table 2: The cost of COPD in 2000/20016
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The results showed that nearly a quarter of patients
thought their symptoms were worsening and one in five felt
that their COPD was not well controlled (Figures 1 and 2).
Nearly a quarter of respondents said that the worst effect on
their daily living was not being able to take part in hobbies or
play with their grandchildren. Not being able to walk a short
distance also had a negative impact. Chronic tiredness,
depression and frustration also made their lives less
enjoyable.8

The large majority (85%) of patients were reviewed by
either a doctor or nurse during the previous 12 months and
most clinicians enquired about clinical symptoms. However,
only one in three patients were asked about the effect of the
disease on their everyday life, and more than half were not
offered supportive therapies such as home visits or pulmonary
rehabilitation. One in three patients needed hospital
treatment during the previous year and the majority of
patients who were offered supportive therapies had been
admitted to hospital for COPD twice or more in the previous
year. Some patients commented that the stay in hospital had
a demoralising impact on them.8

The “Unleash the life within” survey illustrates the
significant disability and loss of independence experienced by
patients with COPD, and the impact this has on their everyday
lives. The results reflect the views of symptomatic patients in
areas with a high prevalence of COPD, and obviously these

views cannot be generalised to all COPD patients.
Nevertheless, they offer a useful insight into the way that
COPD affects a group of symptomatic patients from different
areas of the UK.

Development of the Clinical Strategy
The Chief Medical Officer's Annual Report, 20057

In 2005, the Chief Medical Officer, Sir Liam Donaldson, drew
attention to the impact of COPD - and the need for improved
care - in his annual report. The report highlighted concerns
regarding the diagnosis of COPD and its treatment. However,
it also suggested measures that could improve care and
patients' quality of life. These include:
• The use of the Expert Patient Programme, which helps

patients take control of their own care
• Improving management in hospitals, through increasing

the number of doctors and nurses training in respiratory
specialties

• Highlighting to healthcare professionals the benefits of
non-invasive ventilation for exacerbations as well as
pulmonary rehabilitation 

• Improving access to pulmonary rehabilitation
• Increased training in the use of spirometry

Sir Liam's final recommendation was that a National
Service Framework for COPD (now called a Clinical Strategy)
should be formulated.7
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Figure 1: COPD symptom outcome8 Figure 2: COPD symptom control8
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The Healthcare Commission report, 20065

In 2006, a report by the Healthcare Commission also
highlighted concerns in relation to provision of care for COPD
patients. They included:
• Under-diagnosis and misdiagnosis of COPD
• Lack of appropriate structured care
• Lack of access to, and participation in, pulmonary

rehabilitation
• Rising hospital admission rates
• Poor prognosis
• Poor patient quality of life

Awareness of COPD among healthcare professionals and
the public was also felt to be lacking.5 In 2007, the British
Lung Foundation carried out a survey which showed that
89% of people in the UK and 85% of smokers had not heard
of the term “COPD”.10 The report also highlighted patients'
concerns about the lack of consistency in the diagnostic
methods used, and the lack of clear communication about
the diagnosis by health professionals.5

The report stated that it is essential that clear and
consistent information is provided to patients and carers
concerning the diagnosis and that it is delivered in a manner
sensitive to the deep anxiety the diagnosis will cause.5 It also
highlighted that objectives for the care of patients with COPD
were “more likely to be achieved if care is systematic,
proactive and planned rather than ad hoc, reactive and
unstructured.” As a national recommendation it was
concluded that better measures for performance and
outcomes were needed.5

Aims and methodology 
In early 2009, the Department of Health will complete the
Clinical Strategy for COPD (Figure 3). The aims of the strategy
are to:
• Improve the quality of, and access to, COPD services
• Reduce inequalities (e.g. between the north and south of

England)
• Reduce healthcare utilisation costs

The methodology of the Clinical Strategy is outlined in
Figure 3, and the time scale is outlined in Figure 4.11,12

External Reference Group
recommendations 
An External Reference Group (ERG) was established in 2006. This
group included health professionals, health service managers,
service users and carers, who were asked to advise on the
development of the Clinical Strategy. The members of the ERG
systematically reviewed the evidence on the management and
treatment of COPD, and they have developed national aims for
the prevention, identification and management of COPD and its
major complications. The ERG recommendations will now be
reviewed in order to develop the published Clinical Strategy.

The ERG recommendations for the Clinical Strategy include:
• Working to establish the value of a lung health check

together with a strategy to identify opportunistically
undiagnosed or misdiagnosed cases

• Improving diagnostic accuracy, including linking with the
detection of lung cancer in patients with moderate/severe
COPD
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Figure 3. Clinical Strategy methodology12  [reproduced with permission]

Adapted from the Department of Health website (Clinical Strategy due 2009)

Copyright GPIAG - reproduction prohibited

http://www.thepcrj.org

Copyrig
ht G

eneral P
ractic

e Airw
ays 

Group 

Reproductio
n prohibited



A national strategy for the management of chronic obstructive pulmonary disease (COPD) in England

S5

• The development of a chronic care model that leads to
more pro-active management of COPD – with systematic
reviews depending on the severity of the condition

• The establishment of managed clinical networks to effect
co-ordinated change and consistent high quality care
within the different areas of the NHS and social care
delivering care to the individual patient

• Optimising care during inpatient episodes to improve
clinical outcomes and decrease recurrent hospitalisation

• Using innovative technology to deliver and monitor care
• Improved support for patients and carers11

Implications for primary care
Improving early diagnosis of COPD
A lack of awareness and understanding of COPD among the
public, as well as a lack of confident diagnosis, has
contributed to its under-diagnosis, with only 47% of patients
with one or more symptoms of COPD consulting their GP.5

There are several ways to increase the diagnosis of COPD; one
of these may be case finding.

The value of case finding patients with COPD is still a
matter of debate. Case finding of patients with COPD using
spirometry can lead to increased rates of smoking cessation,13

although it has been argued that this benefit does not apply
to patients with mild disease.14 It is likely that the Clinical
Strategy will not recommend general population screening
with spirometry but case finding of high risk patients, possibly

also with the use of questionnaires.15 This approach may be
more time-efficient if it is combined with screening for other
conditions such as hypertension, diabetes and
hypercholesterolaemia.16

Establishing the diagnosis 
Diagnosis of symptomatic COPD depends on the traditional
tools of:
• An accurate history
• Examination
• Investigations

These will focus on the positive elements of COPD (e.g.
persistent breathlessness, cough) while excluding features of
other causes of the presenting symptoms (e.g. cardiac and
other lung pathology). A key element of this process is the
use of spirometry to identify airflow obstruction. The Clinical
Strategy is likely to address the concerns around the varying
quality of spirometry procedures and interpretation.
Management of COPD
The National Institute for Clinical Excellence (NICE) Guidelines
in the UK17 and the Global Initiative for Chronic Lung Disease
(GOLD) Guidelines18 chiefly define disease severity in terms of
the degree of airflow limitation (see Table 3 for NICE
definition of severity) as measured by the forced expiratory
volume in 1 second (FEV1) expressed as % predicted.
However, whilst the measurement of FEV1 is vital for the
diagnosis of COPD and is useful for tracking the progress of
the disease over time:

PRIMARY CARE RESPIRATORY JOURNAL
www.thepcrj.org

Figure 4: Clinical Strategy time scale12  [reproduced with permission]

Adapted from the Department of Health website (Clinical Strategy due 2009)
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• FEV1 does not correlate well with quality of life in patients
with COPD6,19

• The level of FEV1 is not a good guide to management 
In fact, the degree of airflow obstruction in COPD is only

one facet of a multi-system disease which can lead to muscle
wasting, functional limitations and depression, and one
which has appreciable co-morbidities (e.g. osteoporosis,
cardiac failure).

Multi-dimensional indices of severity like the BODE index
(Table 4)20 or DOSE index (Table 5)21 may be more useful as a
measure of disease severity. A patient-centred approach to
management, such as that suggested by the General Practice
Airways Group (Figure 5)22 may therefore be a more practical
guide to management, especially in primary care.

It is likely that the Clinical Strategy will recommend a
chronic disease model of care which recognises:
• The importance of the multi-system nature of the disease

including managing co-morbidities
• The importance of psychosocial factors in the

management of the patients and their carers
The Clinical Strategy may also highlight the importance of

combining effective pharmacological treatment with non-
pharmacological interventions – for example, the use of
patient action plans and pulmonary rehabilitation, together
with combination inhaled corticosteroid/ inhaled long acting
beta2-agonist inhalers in order to help reduce the impact of
COPD exacerbations.
Management of acute exacerbations
There is a need to improve the management of exacerbations
in order to reduce hospital admission and readmission rates.
The ERG emphasises improving in-patient care, but there is
also a need to improve management at the
primary/secondary care interface by:
• Improving management in the community to reduce

admission to hospital (e.g. by “hospital at home”
schemes)

• Improving management following discharge from hospital
in order to reduce re-admission 
The aim is that the development of local clinical networks

will improve this integrated approach to care.

Conclusions
The advent of a Clinical Strategy for COPD in England is to be
welcomed. It should raise the profile of a previously neglected
condition among a wider lay and professional audience, and
should improve access to care for all patients with COPD,
thereby reducing health inequalities. The Clinical Strategy
recognises that COPD is not just a disease of the lungs, but is
rather a multi-system disease which can have profound
psychosocial effects on patients and their carers. In
recognition of this the Clinical Strategy is likely to advocate an
holistic approach to management which has its roots firmly
based in primary care. The successful implementation of the
Clinical Strategy will require an integrated approach, with
primary and secondary care clinicians working alongside
patients and health service managers. 
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Severity FEV1 % predicted

Mild 50-80

Moderate 30-49

Severe <30

Table 3: NICE grading of airflow obstruction severity17

Variable Points on BODE index

0 1 2 3

FEV1 (% of predicted)* >65 50-64 36-49 ≤35

Distance walked in 6 min (m) >350 250-349 150-249 ≤149

MMRC dyspnoea scale** 0-1 2 3 4

Body-mass index† >21 ≤21

The cutoff values for the assignment of points are shown for each variable. 

The total possible values range from 0 to 10. FEV1 denotes forced expiratory 

volume in one second.

* The FEVs categories are based on stages identified by the American Thoracic 

Society.

** Scores on the modified Medical Research Council (MMRC) dyspnea scale 

range from 0 to 4, with a score of 4 indicating that the patient is too breathless 

to leave the house or becomes breathless when dressing or undressing.

† The values of body-mass index were 0 or 1 because of the inflection point in 

the inverse relation between survival and body-mass index at a value of 21.

Table 4: Variables and point values used to calculate
BODE index20

DOSE score 0 1 2 3

MRC dyspnoea scale 1-2 3 4 5

FEV1 (% predicted) >50 30-49 30

Exacerbations per year 0-1 2-3 >3

Smoking status Non- Current
smoker smoker

Table 5: The DOSE scoring system23
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