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Abstract

Objectives: To describe nurse-led UK general practice asthma and chronic obstructive pulmonary disease (COPD) care, and the training
undertaken to support it. 

Methods: Questionnaires were sent to 500 randomly-selected UK asthma and COPD practice nurses. 

Results: 382 nurses (76%) completed the practice characteristics section, 389 (78%) described their asthma roles and training, and 368
(74%) described their COPD roles and training. 96 practices (25%; 95%CI 21-29%) ran designated asthma clinics, 87 (23%; 95%CI 19-
27%) ran designated COPD clinics, and 170 (45%; 95%CI 40-49%) did not run designated respiratory clinics. Of the 255 nurses with
an advanced asthma role, 51 (20%; 95%CI 15-25%) did not have accredited asthma training. Of the 215 nurses with an advanced COPD
role, 111 (52%; 95%CI 45-58%) did not have accredited COPD training. 

Conclusion: Patients are increasingly being seen outside of designated asthma or COPD clinics, often by nurses with an advanced role.
It is important that nurses have the training to fulfil this role. 
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Introduction
In the UK, most patients with airways diseases are now
managed in primary care by practice nurses working in
partnership with their general practitioner (GP) colleagues.
This constitutes a major change in the delivery of care
compared to 20 years ago, and it was driven initially by the
introduction of a new GP contract in 1990.1 This encouraged
health education, and systematic care and regular review of
patients with asthma, diabetes, and coronary heart disease
risk factors such as smoking and obesity, by introducing a

payment system for running disease clinics. At that time,
chronic obstructive pulmonary disease (COPD) was not widely
managed in primary care and was therefore not included in
the 1990 GP contract.

Much of this chronic disease management could be
performed by appropriately trained nurses following agreed
guidelines.2 As a result of these changes the number of
practice nurses rapidly increased3 and their roles developed to
meet these new contractual requirements. The extent of an
individual nurse’s responsibility for chronic disease
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management in clinics varied from practice to practice,
ranging from a supporting role with the GP, to taking full
responsibility without support from a GP. GPs began to
recognise that practice nurses could play a key role in
delivering asthma services, and most were happy to allow the
nurse to assume an extended role provided they had
appropriate training.4 Nurses also demanded this training,
and practice nurses across the UK, in conjunction with the
Royal College of Nursing Practice Nurse Association, lobbied
for specialist qualifications.5

The contractual arrangements for UK GPs were revised
again in 1993.6 In these revisions the need to run designated
clinics was removed, and GPs received a fixed annual
payment for running organised programmes of care for
patients with chronic diseases. By the late 1990’s COPD had
become increasingly managed and diagnosed within primary
care. Many nurses who had previously been responsible for
running asthma care began to expand their roles into COPD
management. National consensus guidelines7 and accredited
training courses became available which supported this
clinical development. 

The introduction of the General Medical Services (GMS)
contract of 20038 changed the landscape of primary care in
the UK yet again. Practices were financially rewarded for
achieving quality indicators (i.e. clinical achievement data) for
managing asthma and COPD. 

A National Service Framework for COPD9 is due to be
published imminently. This is likely to recognise the role that
primary care nurses play in the management of COPD.
However, although much of this work continues to be
delegated to nurses, their levels of training and competencies
are not monitored or audited outside of the employing
practice. This presents clear clinical governance concerns. 

Nurses’ roles are therefore changing to reflect the
developments in patient care occurring within the NHS, and it
is important to ensure that nurses have the required training
and competencies required in these roles. This survey
describes the organisation of asthma and COPD care in UK
general practice in 2006. It also investigates the roles that
practice nurses have adopted in the management of airways
disease, and the training they have undertaken to prepare
themselves for these roles.  

Methods
The survey was conducted between February and June 2006.
The contact details of all UK general practices (N=10,419)
were obtained from the Binley’s database (details available at:
http://www.binleys.com). The target sample size of 1537 was
calculated using a level of precision of ± 5%. Three thousand
general practices were selected through simple random
sampling and were sent a pre-piloted questionnaire (details

below) together with a pre-paid envelope. It was requested
that the nurse who routinely looked after patients with
asthma complete the asthma section, and that the nurse who
routinely looked after patients with COPD complete the
COPD section. The questionnaires were followed by up to
two reminder letters to non-responders, sent two weeks
apart.    

Despite these three mailings, the overall response rate was
poor (21%). In order to obtain a higher response rate, we
therefore conducted a nested survey. Using a level of
precision of ± 10%, the target sample size was calculated as
being 371 respondents. Five hundred respondents were
randomly selected from the original 3000 general practices,
and non-responders were contacted and reminded by
telephone to return their questionnaire. This paper reports
the results of this nested survey.

Ethical approval was not required as this survey was
categorised as a service evaluation. However, all relevant
Primary Care Trusts in England, Health Boards and Local Health
and Social Care Groups in Northern Ireland, Local Health
Boards in Wales and Community Health Partnerships in
Scotland were advised that the survey was being conducted.
Details of the questionnaire
The questionnaire included three sections: a practice
characteristic section (which included practice list size and
types of designated respiratory clinics run by the practice); a
section recording the role and training of the lead asthma
nurse(s); and a section recording the role and training of the
lead COPD nurse(s). Respondents were asked to report if their
practice ran one or more of the following types of designated
respiratory clinic: asthma, COPD, and/or mixed respiratory.
Respondents were also given the option “none, patients seen
in generic appointments”. The questionnaire included a list of
key tasks performed during consultations, and respondents
were asked to identify which person normally performed each
type of task. Nurses were also required to state all relevant
training they had obtained.
Analysis
Questionnaires were excluded if the asthma and COPD
sections had been completed by the GP; this was because the
survey aimed to report the care provided and training
undertaken by practice nurses. Descriptive statistics were
generated using Minitab system 13.31. 
Nursing roles were divided into three levels:   
1. Basic: the nurse does not autonomously give follow-up

care or autonomously confirm diagnosis.
2. Intermediate: 

a.  The nurse autonomously gives follow-up care (but does
not autonomously confirm diagnosis) or 
b.  The nurse autonomously confirms diagnosis (but does
not autonomously give follow-up care).
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3. Advanced: The nurse autonomously gives follow-up care
AND autonomously confirms diagnosis.

Types of training were categorised as being either accredited
(diploma and degree level modules recognised by a university)
or non-accredited (short courses, pharmaceutical company
sponsored meetings and in-house training). Data were also
analysed to ascertain the proportion of nurses without
accredited training:  i) by role level and ii) by practice size.   

Results
Response rates obtained for the smaller nested sub-survey
were: 76% (382/500) for the practice characteristic section;
78% (389/500) for the asthma section; and 74% (368/500)
for the COPD section of the questionnaire.   

General practices from throughout the UK were included
in the survey. Of the 382 practices that completed the
practice characteristic section of the questionnaire, 307
(80%) were based in England, 46 (12%) were based in
Scotland, 15 (4%) were based in Wales, and 14 (4%) were
based in Northern Ireland.

Practice list size and types of clinics
Practices were grouped by practice list size. The proportion of
practices in each group is shown in Figure 1. Only 3% of the
respondents (13/382) were based in practices with less than
2000 patients. 

Of the 382 practice nurses who completed the practice
characteristic section of the questionnaire, 96 practices (25%;
95%CI 21-29%) ran a designated asthma clinic, 87 practices
(23%; 95%CI 19-27%) ran a designated COPD clinic, and 72
practices (19%; 95%CI 15-23%) ran a mixed respiratory
clinic. One hundred and seventy nurses (45%; 95%CI 40-
49%) reported that their general practice did not see patients
in designated respiratory clinics.

A higher proportion of the larger general practices – as
compared to the smaller practices – ran designated
respiratory clinics: 63% (N=169) of practices with list sizes of
4000 or more patients ran clinics compared with 37% (N=42)
of smaller practices.
Role and training of practice nurses
The proportions of practice nurses at each role level are
shown in Table 1. Over half of the nurses providing asthma or
COPD care were working in an advanced role and
approximately one-third held an intermediate role.    

Figure 2 shows that, of the 255 respondents who held an
advanced role in the care of patients with asthma, 51 (20%;
95%CI 15-25%) did not have accredited asthma training, of
whom 21 (41%) reported that a GP was not always
immediately accessible for advice if required when they were
seeing patients.   

Two hundred and fifteen respondents reported that they
held an advanced role in the care of patients with COPD. Of
these, 111 (52%; 95%CI 45-58%) had not obtained
accredited COPD training (see Figure 2) and 198 (92%;
95%CI 88-96%) had not obtained accredited spirometry
training. Fifty of the 111 nurses (45%) holding an advanced
COPD role, but no accredited COPD training, reported that a
GP was not always immediately accessible when they were
seeing patients.

Most of the nurses holding an advanced role, and a high
proportion of those holding an intermediate role,
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Figure 1.  Distribution of practice list size. 

Role

Basic Intermediate Advanced Total

N % (95% CI) N % (95% CI) N % (95% CI)

Asthma 12 3 (1-5) 122 31 (27-36) 255 66 (61-70) 389 (100)

COPD1 27 7 (5-10) 126 34 (29-39) 215 58 (53-63) 368 (100)

1Chronic obstructive pulmonary disease

Table 1. Role of nurses.
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recommended choice of therapy during consultations (see
Table 2). Of those nurses recommending choice of asthma
therapies, 35% (26/74) in an intermediate role and 19%
(47/249) in an advanced role did not have accredited training.
Of nurses recommending choice of COPD therapies, 85%
(53/62) in an intermediate role and 50% (102/205) in an
advanced role did not have accredited training.

The proportion of nurses without accredited training was
compared between practices with different list sizes (see
Figure 3). For nurses caring for patients with asthma the
training level did not vary widely by practice size – although
the largest practices had the lowest proportion of nurses
without accredited training (20%). However, for nurses
caring for COPD patients, the proportion of nurses
without accredited COPD training was highest in the
smallest practices (85%), and decreased as practice list size
increased. 

Discussion
This survey aimed to investigate the organisation of asthma
and COPD care in UK general practice, to look at the roles
that practice nurses currently undertake in the management
of airways disease, and to ascertain the level of training they
have undertaken to prepare themselves for these roles.  
Practice list size and types of clinics
Only 3% of respondents reported working in practices of less
than 2000 patients. This proportion is smaller than a previous
study conducted in 1993, in which it was reported that 9%
of practices had a list size of less than 2000 patients.10 This
decrease mirrors the trend in the national data available.11 It
has been suggested that the increase in practice sizes may
partly be due to doctors being attracted to working in larger
practices, which allows scope for specialisation and
potentially enables a wider range of services to be offered to
patients.12

In this survey approximately two-thirds of practices with
list sizes > 4000 and only one-third of practices with list sizes
< 4000 reported the running of designated respiratory clinics.
The new GMS contract provides encouragement for
organisational improvements which will support better
chronic disease management. This may have encouraged
some practices to run fewer designated respiratory clinics.
More generic care may have been more easily embraced by
smaller practices (in which the only practice nurse has
historically provided all the chronic disease reviews) as
compared to larger practices where the responsibilities are
shared amongst the nursing staff.

This survey found that the number of designated asthma
and designated COPD clinics has decreased since 1993, when
these data were reported by the National Asthma Task
Force.10 In 1993, 23% of practices saw patients with asthma
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Figure 3.  The percentage of nurses without accredited
training by practice list size.

Role

Intermediate Advanced

N (%) N (%)

Asthma 74/122 (61) 249/255 (98)

COPD1 62/126 (49) 205/215 (95)

1Chronic obstructive pulmonary disease

Table 2. Proportion of nurses holding an intermediate or
advanced role who also recommend choices of therapy.
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Figure 2.  Percentage of asthma and COPD practice
nurses at each role level who have not obtained
accredited training.
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in generic appointments; this current survey indicates that this
percentage has risen, suggesting that asthma and COPD
patients are increasingly being seen outside designated
respiratory clinics. It is likely that the shift in organisation of
care, away from designated respiratory clinics, has been
mainly due to the changes in the GP and General Medical
Services contract whereby GPs are not paid for running these
designated clinics. This demonstrates that changes in
remuneration and policy can affect the way in which care is
delivered. 

The best method of organising primary care respiratory
services in order to optimise patient outcomes is unclear.13,14

Designated respiratory clinics may enable less experienced
nurses to develop their clinical skills more rapidly since they
are concentrating on one disease state. Conversely, generic
appointments provide patients with more flexible access to
practice nurses, and do not require patients with a number of
long-term conditions to attend several different types of
clinics. 

Nurses are increasingly seeing patients outside designated
respiratory clinics. The decrease in the number of these clinics
means that they are increasingly seeing consecutive patients
with different disease states. It must be ensured that nurses
obtain sufficient training in order to provide a high standard
of care. It is therefore important that this training reflects the
needs of the workforce. This may require more holistic
training to be provided (e.g. training nurses in shared-decision
making and patient-centred care).
Roles and training of practice nurses
The drive to improve the management of long-term
conditions in primary care has led to increased delegation of
the care and management of these patients to practice
nurses. This survey has found that two-thirds of asthma
nurses undertake an advanced role in the care of patients –
17% higher than reported in 1993.10 

Most of these asthma and COPD nurses – with an
advanced or intermediate role – recommended choices of
therapy. This is likely to make services more accessible for
patients and it widens patient choice.15 It has also been
reported that nurses with appropriate training working in an
advanced role provide a high level of patient care.16

However, this survey suggests that one-fifth of asthma
nurses holding an advanced role do not have accredited
training. This situation has not improved since 1993, when it
was reported that 22% of nurses who were solely in charge
of running an asthma clinic did not have accredited training.10

The level of COPD training was not reported in 1993. In
2006 approximately a half of COPD nurses holding an
advance role did not have accredited training. This low level
may be because this training has only been available for
about a decade. 

It would therefore appear from these survey findings that
a large percentage of asthma and COPD nurses have not
been trained appropriately. As 41% of asthma nurses and
45% of COPD nurses reported that a GP was not always
immediately accessible when they were seeing patients, it
would also appear that they are often not provided with
sufficient supervision in order to undertake many of their
duties. 

The proportion of nurses without accredited asthma
training was only slightly higher in the smallest practices
participating in the survey (list size <2000) as compared to
that in the largest practices (list size >7999). However, the
proportion of nurses without accredited COPD training
increased as practice list size decreased – suggesting that
nurses based in small practices may not have the same level
of COPD knowledge as nurses based in larger practice. There
are two possible explanations for the difference (in COPD
training levels) between smaller and larger practices. Firstly,
nurses with specialist COPD training may be attracted to work
at larger practices because the practices provide greater scope
for clinical specialism. Secondly, small practices have difficultly
releasing staff and therefore may not easily be able to provide
access to this training. Since practice nurses working in
smaller practices may see patients without the same level of
support from colleagues as is available to nurses based in
larger practices, it is important that these nurses have
sufficient knowledge to care autonomously for patients with
COPD. 

This survey suggests that a large percentage of patients
are currently being managed by nurses who are inadequately
trained, and often not adequately supervised by their GP
colleagues. At a time when the UK National Health Service
(NHS) is focusing on the management of risk, this is
potentially a serious failing within primary care, and needs to
be addressed through clinical governance mechanisms.
Strengths and limitations of this study  
The main difficulty encountered during the study was in
obtaining a good response rate. The response rate to the
initial 3000 questionnaires posted to practices was poor. We
therefore decided to conduct a more limited survey of 500
practices, which could then be more intensively followed-up
so as to achieve a good response rate. The final response
rates achieved in this sub-sample were very high. The
geographical distribution of responders reflects the location
of practices across the UK.17 This, together with the survey’s
high response rate, yielded findings that are likely to be
representative of UK general practice.  

Only 3% of nurses who participated in the survey were
employed by practices with list sizes of less than 2000. It is
therefore possible that smaller practices are under-
represented in this survey. However, it is not possible to
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confirm this, as data from non-responders were not collected
and were not provided by Binleys. To our knowledge national
statistics do not specifically report the number of UK practices
with list sizes of less than 2000 patients. It has previously
been reported that small practices are less likely than larger
practices to employ a practice nurse.18 As the present survey
required a practice nurse to complete the questionnaire, it is
possible that fewer responses were obtained from practices
with less than 2000 patients than from larger practices. The
findings may not therefore be representative of these small
practices. 

Respondents were asked if their surgery ran designated
respiratory clinics or if patients were seen in ‘generic
appointments’. We intended the term ‘generic appointments’
to refer to appointments that took place in routine surgery
(that is, outside designated respiratory clinics). A limitation of
this term is that it might be interpreted by respondents in a
number of different ways (e.g. patients seen in general
consultations or in a generic long-term conditions clinic).
However, as the emphasis of the survey was on the number
of surgeries that ran designated respiratory clinics, the
differing interpretations of this term do not affect the findings
presented here i.e. the percentage of practices that ran these
designated clinics.
Clinical implications
In recent years in the UK there have been several drives to
improve the care and management of COPD.19 In 1999 it was
estimated that inpatient stays for COPD cost the UK NHS
£243.4 million annually.20 Pressure on the NHS to reduce
waiting times by preventing unnecessary admissions and
shortening the number of bed days has made managers and
providers look for ways of improving standards of care. The
GMS contract of 2003 recognised that COPD was a
significant long-term illness which was managed in primary
care, and aimed to raise the standards of care provided by
rewarding GPs for providing quality care. The GMS contract
Quality and Outcomes Framework (QOF) does not currently
stipulate the level of training a nurse should have before tasks
are delegated to them.8 In order to improve the quality of
services provided this should become a necessity in any future
revisions of the contract. A COPD National Service Framework
is imminent;9 this will further raise the profile of this
condition. 

A major shift has happened in the care of patients with
COPD over the last decade, and COPD is now accepted as a
disease that can be managed within primary care. It is
important that this change is supported by adequate levels of
training for nurses, many of whom are working without
medical support. Accredited training must be provided for all
nurses taking on these advanced roles within respiratory care
in order to ensure high quality and safe patient care.

Conclusions
The large numbers of practice nurses working at an advanced
role, most of whom are involved in therapy choices, indirectly
indicates that progress has been made to improve respiratory
care in primary care by utilising the practice nurse workforce.
However, many nurses with an advanced role did not have
accredited training and are under-supervised, particularly
those working with COPD patients. This presents clinical
governance issues, both for individual practices and for
Primary Care Trusts. Patient care will not be optimal unless
there is a suitably skilled workforce to undertake these
increasingly responsible and demanding roles.  
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