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Executive Summary

Thenationalprimary care auditeport for Wales2014-15" detailedthe clinical effectiveness of COPD care
in the general pratice setting. This report helpdd complete a picture of COPD services in Wales by
adding to the recently published national COPD reports about the quality of hospitaf ez pulmonary
rehabilitation services’. Wewould like tothank the 280 practice1% of practices in Waleahd the
48,105people registered with COPD whapk part in this audit.

National results demonstratthat the computerised coding of COPD diagnosis is not consistent between
practices. Consequently, coding provided confidence in diagnosis (recording of an appropriate diagnostic
test code and of a result for that test consistent with a diagnosis of CloP@)ly 14.4% of people on

COPD registers. We have available to usskfdng and lifeenhancing therapy for people with COPD. These
treatments are well evidenced and many are highly @fgtctive. The extracted electronic data show there
is good provi®n of many aspects of evidentased COPD carleut there may also be underutilisation of
established NIGRdvised interventions and potential overuse of harmful or ineffective treatmeiits.that
effect, the national report made the following key recorandations (for more detail, please refer to the

full report):

1 A diagnosis of COPD should be made accurately and early. If the diagnosis is incorrect, any
subsequent treatment will be of no value.

1 People with COPD should be offered interventions accogitn valuebased medicine principles

1 People with more severe disease (categorised according to the extent of airflow limitgtion
should be identified for optimal therapy. COPD encompasses a broad spectrum of conditions and
health statuses and a personatid approach is essential.

9 There should be better coding and recording of COPD consultations, prescribing and referrals.

The Wales Respiratory Health Implementation Group (RHIG) has already recognised that there is a need to
ensure accurate and timely diagsis as well as more widespread use of the highest value COPD
interventions. The Group has instituted programmes and resource for better diagnosis and effective and
accessible pulmonary rehabilitation programnia&/e are confident that this work will shomeasurable
improvement during the life of this audit programraed that the feedback of data to individual practices

will inform local quality improvement initiatives.

ThisLHBaudit report aims tgoresent local figures in order ®upport primary care clinicians who are
currently working under considerable pressureptioritise areas where improvement is requirgdthe

care of people with CORWe hope to do this by sharing good practice and providing advice on how to
address appient deficiencies in careén Cardiff and Vale University Health BoaB8 practices and 5,093
people registered with COPD participated in the full audit. A further 29 practices did not participate in the
audit, but submitted data to the Quality and Outoes Framework (QOF), bringing the total that

participated in QOF up to 67.
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Introduction

Reported here arelata from the 201415 clinical audit of COPD in primary car€ardiff and Vale
UniversityHealth Board Thetable below showghe percentage of practices that participated from each of
the clusters withinCardiff and Vale University Health Boagthtive to the Health Board and Wales. The
table also details how many patients with COPD were included in the audit.

Cluster Name E?ﬁrgibzrﬁ?,f Percentage of practices | Patients registered with
participating that participated COPD who participated
practices per cluster

Cardiff East 3 60.0 666
Cardiff West 7 87.5 638
Cardiff North 5 455 540
Cardiff South East 5 62.5 558
Cardiff SoutiwWest 8 72.7 1,540
Central Vale 3 375 412
City & Cardiff South 4 57.1 308
Eastern Vale 1 20.0 66
Western Vale 2 66.7 365
Cardiff & Vale 38 57.6 5,093
Wales 280 61.0 48,105

Please noteaudit analyses have not been presented for clusters which had a limitedl€33 number of
participating practices. This applies@ardiff East, Central Vale, Western Vale and Eastern Waikeis to

prevent practicelevel data from becoming publichvailable. In future rounds of audit, the intention is to

make practice level data publicly available. Please note QOF results are still presented for these clusters.
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Results forCardiff and Vale University Health Board

Section 1Rationale, results, analysis and interpretation

This report does notxlore all the queries included in the national data extraction as tlaeseaeported in
practice reportsand in the National reporfior Wales: Instead, itfocuses ora limited number of questions,
through a value based healthcare lens. We hope this report will support system leaders at a local level to
plan for improvement that reltes specifically to their results and any local challenges they fAke.

believe significant improvement could be seen within one year for many of these measures.

1.1 The COPD Value Pyramid (2013)

Fig 1. The pyramid of value for COPD interventions

LABA
£8,000/QALY

Tiotropium
£7,000/QALY

Stop Smoking Support with
pharmacotherapy £2,000/QALY

*(not specific to COPD)

This model was developed by thiHSE London Respiratory Netwdrkhelp individual clinicians, health
systemcommissionerand providers to choose wisely for people and populations with G&P&mplex

longterm condition with multiple evidence baseéaterventions. In the Ukthe NICE acceptetbst

effectiveness t hr eshol d’”, over which treatments are | ess
£20,000 per Quality Adjusted Life year (Q&LThis diagram, therefore, provides a guide for heatue for

patients and the healthcare system for COdfD be optimised

1.2The COPD Value Pyramid for Wales 2054

In this sectiora pyramid based on the one in FigureHas been designed forovidea representation of
the proportion of people whavere receiving valuéased interventions for CORDWalesn 201415. A
‘better valueé pyramid would show that a higher proportion of people with COPD are havinbighly cost
effective interventiongfoundat the base of the pyramjdand fewerof the lesscost effective interventions
(foundat the topof the pyramid)

© Healthcare Quality Improvement Partnership 801 10
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The numerators and denominators for the pyrami@ outlined below Please note, data was not collected
on the use of telehealth and, consequently, this has not been inclugdsing a@mbination of
commonly used Read Cod@xtracted for the auditand publically available dat®OF)the aim is to
provide organisations with aindication (ratherthan a definitive resultpf their performance that can be
easily replicatedThe current picture suggests that there is still a neethtike care more costffective
and,therefore, an opportunity for improving the experience for people with COPD.

Value Analysis methodology Rationale
Triple Numerator = Inhaled Corticosteroid kong | NICE CG18tecommends inhaled steroids fq
therapy acting muscarinic antagoni§tAMA) + COPD (no asthma) only in combination with
Longacting beta2 agoniqLABA) in last 6 | long-acting bronchodilators and only if the
months patient’s disease i §
Denominator = Total COPD population score of <50%) and associated with frequen
Source = audit data flare-ups.
Thet i me per lasbsik montlk' is' t h
pragmatic and isised to beconsistent with
approaches used iprescribingncentive
schemegdhat tend toanalyse data fronthe
last one or twaquarters of the financial
year®
LABA Numerator = LABAlonein last 6 months | NICE guidandeecommends that LAMAs ang
(not in combination with IS or LAMA) LABAs be prescribed in isolation for people
Denominator = Total COPD population with stable COPD who remain breathless ol
Source = audit data have exacerbations despite using shacting
bronchodilators, in the first inance. If
breathlessness remains and exacerbations
continue then combined therapy can be
considered.
The time period is set as per the explanatio
provided under triple therapy.
LAMA (aka | Numerator = LAMAalonein last 6 months | NICE guidanéeecommends that LAMAS ang
Tiotropium) | (not in combination with ICS or LABA) LABAS be prescribed in isolation for people
Denominator = Total COPD population with stable COPD who remain breathless of
Source = audit data have exacerbations despite using shacting
bronchodilators, in the first inance. If
breathlessness remains and exacerbations
continue then combined therapy can be
considered.
The time period is set as per the explanatio
provided under triple therapy.
PR Numerator = Referred for PR ever It is recommended that all COPD patients w
Denominator = COPD population with MR| MRC breathlessness scores of 3, 4, or 5 be
Score 35 referred for Pulmonary RehabilitatictGiven
Source = audit data the variation inreferralto and attendanceat
PR servicg’®* ever’' is used
S0 as to include as large a cohort as possib
Quit Numerator = Tobacco pharmacotherapy | Stop smoking therapyg recommended for
Smoking code orvarenicline, nicotine or bupropion | COPD patient@ho smoke as per NICE
Therapy is ingredient prescribed in last year guidance? The numerator of the last year hg
(QST) Denominator = Latest 137 tobacco status| been chosen to capture the relapsing nature
Read code consistent with current smoker of tobacco addiction.
Source = audit data
Flu Numerator =The percentage of eligible People with COPD are recommended to ha

© Healthcare Quality Improvement Partnership 801
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vaccination | patients with COPD who have had
influenza immunisation in the preceding 1
August to 31 March

Denomirator = Total COPD population
(including those that were exception
reported)

Source = QOF data

the influenza vaccination. It has been showr
to be a costeffective and high value
intervention for patients with COPDhe
denominator includes those that were
exception reportedas theCOPD value
pyramid takeshat position that all patients
are eligible for flu vaccinatioh Exception
reporting will predominantly includpatients
who have declined the vaccine, which may
indicate thatappropriate behaviour change
mechanisms have not been uskdpractice

Fig. 2. The value pyramid for COPD interventions for Wales. The values from the tables above are represented here.

Triple therapy

LAMA

Fluvac

LABA 1.7%

37.5%

9.4%

77.7%

1.3The COPD Value Pyramid fGardiff and Vale University Health Boag1415

In this section, another pyramid has been produced based on Figurgfguimea representation of the
proportion of people whavere receiving valuéased interventions for CORfthin yourLocal Health
Board. As abovim Figure 2a ‘better value pyramid would show that a higher proportion of people with
COPD are havintbe highly cost effective interventiorifoundat the base of the pyram)dand fewer of the
less cost effective interventions (found at the toptleé pyramid)

© Healthcare Quality Improvement Partnership 801
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Fig. 3. The value pyramid for COPD interventions for Cardiff and Vale University Health Board

Triple therapy 32.5%

LABA 2.0%

Fluvac 78.8%

Subsequent sections of this repavtll look in detail at the availability of the interventions depicted above.
It will alsoconsider how people with risk factorsrf@OPD are being diagnosed. Failure to diagnose
accurately or in a timely way has an impact on all three elements of qudlitg unsafe, it results in
clinically ineffective therapy anéhevitably, it will undermine the experience for people with COPE

Each section will reflect on the results obtained and suggppgbrtunities for Quality Improvement.
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Section2: Diagnosis

2.11s the diagnosis of COPD accuratedardiff and Vale University Health Bo&?d

Question X COPDO002ZThe percentage of eligible patients with COPD (diagnosed on or after 1 April 2011)
in whom the diagnosis has been confirmed by post bronchodilator spirometry between 3 months before
and 12 months after entering on to the register

Rationale:People with C@D have one or more indicative symptoms recorded, and have the diagnosis
confirmed by posbronchodilator spirometry carried out on calibrated equipment by healthcare
professionals competent in its performance and interpretation. (NICE Quality statement:
http://www.nice.org.uk/quidance/QS10/chapter/Qualitstatement1-Diagnosis™

Source These data were taken frothe published Qality OutcomesFamework (QORpr Wales, which is
detailed at the following websitéhttp://gov.wales/statisticsand-research/generaimedicalservices

contract/?lang=ert* QOF indicata are chosen following a robust evidence and expert opibased

process that takes into account clinical and cost effectiveness.

It is important to look for variation between providers in terms of how many of their patients with COPD
are exception repded. Variation in the number of patients who are exception reported may indicate that

pract.

ces with higher |l evels o

f ‘“exception

report

sufficient care to the most acute people in their COPD colk@rtan explanation on exception reporting,

pl ease

refer to this report’'s

gl ossary.

Percentage achieved and not achieved

Question 1:COPDO002. The percentage of eligible patients with COPD (diagnosed on or
after 1 April 2011) in whom the diagnosis has been confirmed by post bronchodilator

spirometry between 3 months before and 12 months after en

m Not achieved m Achieved

Organisational grouping

tering on to the register

Exception rate for question 1

Organisational grouping Included % Excludedo
Cardiff East 91.9 8.1
© Healthcare Quality Improvement Partnership 801 14
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Cardiff North 94.0 6.0

Cardiff South East 88.1 11.9
Cardiff SoutiWest 87.3 12.7
Cardiff West 90.9 9.1

Central Vale 87.9 12.1
City & Cardiff South 80.5 19.5
Eastern Vale 89.0 11.0
Western Vale 85.6 14.4
Cardiff &Vale UniversityHealth Board 89.2 10.8
Wales 88.5 11.5

Question 2 The percentage of patients witKOPDvho have a post bronchodilatoFEV1/FVC ever
recorded

Question 3 The percentage of people with COPD who have ever had a/FEC test, where the latest
FEV/FVC ratio was between 0.2 and 0.7 (consistent with airways obstruction)

Rationale:A postbronchodilator FEV1/ VC or FVC < 0.7 is required to make a diagnosis ¢hCcRINng
to NICE COPD Q%1.

Methodology: Only the most appropaite and accurate Read code (339post bronchodilator FEXFVC
ratio) was extracted. These results, therefore, do not include other potentially recddad codes (e.g.
339: M, 01,9,j,k I, R, T, U, 1), which capture spirometric ratios using bodn8WC as denominators, as
well as tests conducted pre and post bronchodilator (and-specified). As a result, if any clusters have a
0% (or considerably lower than expected) result, this may not be an accurate reflection of practice, but
does suggesthat coding needs to be reassessed as a matter of priority.

Question 2:The percentage of patients with COPD who have a post bronchodilator
FEV1/FVC ever recorded
100.0
80.0
()
g 60.0
=
[}
2
& 40.0
19.4% 19.7%
20.0 13.4% 12.5% 15.6% 14.7%
I m - = B m B
0.0
Cardiff North  Cardiff South Cardiff South Cardiff West City & Cardiff Cardiff & Vale Wales
East West South
Organisational Grouping
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Question 3: The percentage of people with COPD who have ever had dfiREY test,
where the latest FEVFVC ratio was between 0.2 and 0.7 (consistent with airways
obstruction)
100
86.7%
81.0%
0,
30 76.2% 73.1%
67.4%
)
2 60 54.2%
5
3] 41.7%
& 40
) I
0
Cardiff North  Cardiff South Cardiff South Cardiff West City & Cardiff Cardiff & Vale Wales
East West South
Organisational Grouping

2.2 Is diagnosis being reviewed for multnorbidity and severity?

Question 4 Breathlessness (dyspnoeg)the percentage of people with an MRC scale &5 within the
last year

Question5: Exacerbationg; the percentage of people with COPD with at least one exacerbation recorded
within the last year

Rationale:Severe breathlessness and frequent exacerbations predict worse outcomes and are associated
with more rapid lung decline. Recondj the parameters for this scoeach year is essential in order to
target individual care plans of people with COPD.

Question 4: Breathlessness (dyspnoeghe percentage of people with an MRC scale 651
within the last year
100
80
0,
o 66.9% 62.9% 58.20¢
o 56.8% 270
g 60 53.8%
[}
=
& 40
20
0
Cardiff North  Cardiff South Cardiff South Cardiff West City & Cardiff Cardiff & Vale Wales
East West o _ South
Organisational Grouping
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Percentage

100

Question 5: Exacerbationsthe percentage of people with COPD with at least one
exacerbation recordedwithin the last year

80

20 13.5% 12.2% 0
9.8% 7 2% 0 7 8% 11.3% 10.8%

. w= EHB EH = B =

Cardiff North  Cardiff South Cardiff South Cardiff West City & Cardiff Cardiff & Vale Wales
East West South

Organisational Grouping

DIAGNOSIS
KEY FINDING®OR WALES

Accuracy of éhgnosis

1

)l
1

Overall,90.4% of eligible people on COPD registers have a code ertteredord spirometric
confirmation of diagnosjsand11.5% were exception reported for this indicator.

1in 5 people do not have a code recorded to confirm their diagnosis of COPD.

In total, 19.7% of people on the COPD register in Wales have an electenurd of the post
bronchodilator FEV1/FVC raiiBead code 339mYhereforefour out of five people do not have
an appropriate record of the principle diagnostic test for COPD.

Where people on the COPD register did have this t&8%2 had a value thavas not consistent
with COPDwith 76.9% of people who had the appropriate test had a value consistent with .C
There is variation between health boards both for the presence of the diagnostic code and
accuracy of the diagnosis based on the value withis code.

This extracted data is at odds from that collected for @3B P D 0 Th&perceritage of patients
with COPD (diagnosed on or after 1 April 2011) in whom the diagnosis has been confirmed by post
bronchodilator spirometry between 3 months before and 12 months after entering on to the
register” For this QOF indicatppractices recorded confidence in diagnosis in over 90% of cas
using a ne-numeric code. However when the extracted numeric code daéesearched forthey
arepresent in only 4.4% d diagnogs (73.1%: people with post bronchodilator RER/C ratio
>0.2 and <0.7) of (19.7%: have a code for post bronchodilatafFREY ratio).

In order to further understand the figures presented above, analg$es additional 1(Read
codes 839: M, A, 9,j, k, I, R, T, U, r), which captapgrometric ratios usingoth F\VC and V&s
denominators as well asests conducted pre anpost bronchodilatoand nonspecified), were
conducted. These additional codes are not able to provide assurance abdiagaccuracy;
however, they can provide an indication of the degree of coding error versus diagnostic erro
inaccuracy. The analysis of these additional codes showed that 58% (68% of 85%) of peopl
COPD registers have a ratio code and a valueistens with airways obstruction ever recorded.
This isaconsiderablymore reassuring result than the 14.4%tlined above (which was compute
usingthe most appropriate and accurate Reealde). However, these analyses still show that 32
of those who have spirometry code do not have a value consistent with airways obstruction
that 15% have been given a diagnosis of COPD despite no ratioasweg been recorded.
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Review of diagnosis

T

The MR®reathlessnesscore results are at odds with the QOF deatians for annual review
where MRMreathlessnesscore should be recorded; 91.1% (QOF COPD 003) vs. 58.2% fror,
extracted data.

The airways obstruction score results show that 50.1% have had a spirometry result coded
last year.

Intotal, 10.8% opeopl e had at | east one COPD exacg¢€
number of exacerbations in the | ast year'’
data extraction reasons.

AREAS IDENTIFIED AS NEEDING IMPROVEMENT

Accuracy ofliagnosis

T

T

T

System leaders should look for variation between practices and clusters to see what factors
prevent people from receiving a diagnosis supported by spirometry. Where this cannot be d
sufficiently to confirm the diagnosis, has an alternatiest been used?

Practices should review their registers and consider whether they have sufficient evidence t
added a patient to the COPD register.

As a matter of urgency, system leaders and practices should review people on existing COR
registers tocheck and ensure the correct recording of spirometry using agreed Read or SNO
codes.

Where accuracy is a concern, aaealuation of cause of breathlessness or other respiratory
system will be required. People without an FEY¥) VC ratio of <0.7 caat have a conclusive
diagnosis of COPD without further testing and assessment. Consequently, at best 42% of th
COPD registered population (using the figures obtained from tfamnadysis of multiple
potentially used Read codes) and at worst 85.6% (ukiedigures obtained from analysis of the
most appropriate Read code; 339m); will require diagnostiev@uation to confirm COPD.

QUALITY IMPROVEMENT PLANS

Accuracy of éhgnosis

T

il

It is well understood that not all patients can perform the spirometrygeb addition, they may
have equivocal results that need further confirmation through computerised tomography (CT
scan or gas exchange tests in a lung physiology unit. A 100% result was not expected for th
indicator but patients and commissioners shafeel confident that they have had a recognised
diagnostic test completed by a trained and competent individual who can then make a decis
based on the clinical history and result.

The primary care audit group would ask that providers and commissiasgire to ensure that a
patients who have COPD can ‘know their nu
tells them they have COPD (RBAZ or FVC ratio) and the degree of their airways obstruction
(predicted FEMpercentage score).

Practices and leaders in the system should ensure that those making a diagnosis of COPD ¢
trained and competent to perform this task.

We recommend an ‘ All Wal es templ ate for
localities and regions are aceately recording what they are measuring, in order to attend to a
unwarranted variation. Furthermore, a template front page entirely devoted to diagnosis may
enhance accuracy.

If the spirometry does not confirm CORDg assess t he c aaahlessmesds uding
a recognised structured assessment. If COPD remains the most likely diagnosis after asses
the patient should be referred for gas transfer analysis at a lung function unit or for CT
confirmation of emphysema. It is not possible tiaghose COPD with a chesta¥ —it can show
hyperinflation but this does not confirm a COPD diagnosis.

Practices and lung physiologists may have correctly decided to use the relaxed VC to confir
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Review of diagnosis

1
1

RESOURCES:

T

ratio. Future cycles of audit will ensure that wher€ Was been selected as the denominator it
be included in the final result, as long as a post bronchodilator code is also recorded.

The Wales Respiratory Health Implementation Group (RHIG) is currently planning to train al
primary care nurses to dgkr spirometry up to Association for Respiratory Technology and
Physiology (ARTP) standafdsl practices now have a spirometer linked to desktop software t
can be uploaded onto the Welsh clinical information portal.

NICE recommends a chestay atdiagnosis of COPD to excludernorbidities?

Decision support tools that link with primary care IT systems could ensure that all elements
suspected COPD assessment are considered and (if ordered or tested) are automatically ca
within notes, so that their presence or absence is visible teepttiand their healthcare
professionals.

Primary Care Commissionirignproving the quality of diagnostic spirometry in adults: the
National Register of certified professionals and operators. London: PCC, 2018tp://www.pcc-
cic.org.uk/artick/quality-assureddiagnostiespirometry

Primary Care Commissionimgguide to performing quality assured diagnostic spirometry. Leeds:
PCC, 2013vww.pcccic.org.uk/article/guidequality-assureddiagnostiespirometry

Primary Care Respiratory Sociglagnosis and management of COPD in primary care: A guide for
those working in primary care. Sutton Coldfield: PCRE, 2014www.pcrs
uk.org/resource/Guidelinesnd-quidance/QGCOPD

IMPRESScute breathlessness assessment.
www.impressresp.com/index.php?option=com_docmané&task=doc view&qid=101&Itemid=6
[accessed July 2016]

Jones R, Donaldson G, Chavannesdll Derivation and validation of a composite index of
severity in chronic obstructive pulmonary disease: The DOSE Wde)Respir Crit Care Med
2009;180:11891195.www.atsjournals.org/doi/abs/10.1164/rccm.200902
02710C#.Vrm1XkpFDGg
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Section3: Value based treatment

3.1 Vaccination

Question 6 COPDO007. The percentage of eligible patients with COPD who have had influenza
immunisationin the preceding 1 August to 31 March

Rationale:People with chronic respiratory illness who are infected with the influenza virus have more

serious illness and are at higher risk of mortality. The influenza vaccine has variable effectiveness, according
to the season and the patient’'s current health st
highest value intervention for the treatment of COPD, but it is used less than some other COPD

interventions that have less value.

Source These data were taken frothe published Qality OutcomesFamework (QORpr Wales, which is
detailed at the following websithttp://gov.wales/statisticsand-research/generaimedicalservices
contract/?lang=ed*For an expl anation on exception reporting

Question 6: COPDO007. The percentage of eligible patients with COPD who have had
influenza immunisation in the preceding 1 August to 31 March

m Not achieved m Achieved
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Percentage achieved and not achieved

’&
] b{{\ g\{ﬁo‘\ o\g@ §$® s{\ 6&2}\\ .g\(_)o ’&& &Q}(\ (J $'z>
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& L N
Organlsatlé’nal grouping
Exceptionrate for question 6
Organisational grouping Included % Excludedo
Cardiff East 83.1 16.9
Cardiff North 85.1 14.9
Cardiff South East 79.3 20.7
Cardiff South West 81.0 19.0
Cardiff West 85.5 14.5
Central Vale 79.9 20.1
City& Cardiff South 74.2 25.8
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Eastern Vale 83.5 16.5
Western Vale 86.4 13.6
Cardiff& Vale University Health Board 82.1 17.9
Wales 80.8 19.2

3.2 Treating tobacco dependency
Question 7 People with COPD whetast smoking code indicated current tobacco smoking

Question 8 People with COPD where last smoking code indicated current tobacco smokingnatie
last year a code was used that suggests the person has been referred for smoking cessation

Question 9 People with COPD where last smoking code indicated current tobarmoking andin the
last year a code (prescription code or quit smoking pharmacotherapy code) was used that suggests the
person received pharmacology for tobacco dependency

Question 10 People with COPD where the last smoking status code was recovdighin the last year

Rationale:Tobacco smoking is the cause of COPD in the vast majority of people. Stopping smoking reduces
the rate of decline of lung function and reduces exacerbations. Other treatments for COPD work better if
tobacco use has ceased. Timant of tobacco dependency as part of a COPD management plan is
recommended in NICE guideline CG1amd details of what constitutes an evidenbased approach are
contained in NICE guidelines PH45 and P&Y0.

Question 7: People| Question 8: People | Question 9: People with | Question 10:

with COPD where | with COPD where last COPD where last People with
last smoking code | smoking code smoking code indicated | COPD where
indicated current | indicated current current tobacco smoking| the last
tobacco smoking | tobacco smoking and | and in the last year a smoking status
(%) in the last year a code| code(prescription code | code was

was used that or quit smoking recordedwithin

suggests the person | pharmacotherapy code) | the last year
has been referred for | was used that suggests | (%)
smoking cessatioi{%o) | the person received
pharmacology for
tobacco dependencybo)

Cardiff 24.3 77.9 16.8 73.7
North

Cardiff 36.7 76.1 12.7 76.5
South East

Cardiff 41.6 52.7 10.8 52.1
South West

Cardiff West 36.6 74.1 11.8 68.7
City & 38.3 76.3 9.3 63.0
Cardiff

South

Cardiff & 34.7 66.9 13.4 65.6
Vale

Wales 335 74.3 10.8 71.7
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3.3 Referral to good quality and accessible pulmonary rehabilitation

Question

11 People with COPD whose latest MRC breathlessness score is 3, 4, or 5 and have ever had a

referral to pulmonary rehabilitation

Rationale:Pulmonary rehabilitation should be recommended to anyone who has COPD and a functional
MRC breathlessness score o#3)r 5. It is an intervention with a strong evidence base for improving
breathlessness, activity levels and tolerance, and improving quality of life, depression and anxiety scores.
NICE CG16tecommends pulmonary rehabilitation referral for these patients.

100

80

60

Percentage

40

2

o

Question 11: People with COPD whose latest MRC breathlessness score is 3, 4, or 5 and
have ever had a referral to pulmonary rehabilitation

52.3%

37.0% 32 1% 34.5%

0,

29.6%

Cardiff North  Cardiff South Cardiff South Cardiff West City & Cardiff Cardiff & Vale Wales
East West South

Organisational Grouping

3.4 Responsible respiratory prescribing

Question
steroids i

12 People with COPD who do not have an asthma diagnosis and who have received inhaled
n the last 6 months of the audivithout long-acting beta2 agonists (LABA)

Rationale:NICE CG18tecommends inhaled steroids for COPD (no asthma) only in combination with long

acti

ng bronchodil ators and onl vy idcoretoh<&0%peamnd i ent ' s

associatedvith frequent flareups.
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Percentage

Question 12: People with COPD who do not have an asthma diagnosis and who have
received inhaled steroids in the last 6 months of the audifthout long-acting beta2
agonists (LABA

12.8%
7.8% 8.7% 9.5% 6.5% 8.1% 7.2%

Cardiff North  Cardiff South Cardiff South Cardiff West City & Cardiff Cardiff & Vale Wales
East West South

Organisational Grouping

Question 13 People with COPD who have been issued inhaler therapy in the last 12 months and had a
technique check within the same year

Rationale:NICE CG108states:

1.2.2.11 In most cases, bronchodilator therapy is best administered using athelddnhaler device
(including a spacer device if appropriate).

1.2.2.12 If the patient is unable to use a particular device satisfactorily, it is not suitable for him
her, and an alternative should be found.

1.2.2.13 Inhalers should be prescribed only after patients have received training in the use of th
device and have demonstrated satisfactory technique.

1.2.2.14 Patients should have their ability to use an inhaler device regularly assessed by a com
healthcare professional and, if necessary, should btatght the correct technique.
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Question 13: People with COPD who have been issued inhaler therapy in the last 12
months and had a technique check within the same year

100

80

60 55.9%
51.0%

0,
42.0% 46.6% 41.1% 43.8%

I I i I I

Cardiff North  Cardiff South Cardiff South Cardiff West City & Cardiff Cardiff & Vale Wales
East West South

Organisational Grouping
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VALUE BASED TREATMENT
KEY FINDING®OR WALES

Vaccination
1 One in five people on the COPD register were not recorded as having the influenza vaccine
2014-15 season

Tobacco dependency
T Intotal, 71.7% of people on COPD registers in Wales were asked about their smoked tobac
in 2014-15.
T Where the | atest tobacco use code is ‘cur
was some discussion or aatig77.6%) and in 74.3% a referral was made.
Overall, 33.5% of people with COPD are currently smokers, based on the latest collected dg
In total, 10.8% of people who are recorded as current smokers had received a stop smoking
in 2014-15.
1 71.7% opeople with COPD were asked about their smoking status and had it recorded in th
year.

= =]

Pulmonary Rehabilitation
1 Overall, 34.5% of people on COPD registers in Wales with a severity of breathlessness that
indicate suitability for referral for pulmonary rehabilitation have ever been referred.

1 92.8% of people with COPD who do not have an asthma diagnosis and who received ICS in
6 months of the audit also appropriately received a LABA.

Responsible respiratory prescribing

9 Overall, 43.8% of people who have COPD and are using inhalapyheceived an inhaler
technique check in the last year.

I Intotal, 91.3% have had an inhaler check ever.
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AREAS IDENTIFIED AS NEEDING IMPROVEMENT

Vaccination
91 Influenza vaccine is a higfalue intervention for COPD but is currently underutiliiegl a high
number of people are exception reported) is part of the core treatment of COPD.

Tobacco dependency
§ Tobacco dependency is a relapsing koegn condition, and NICE CGi@tvises that a review
should happen every year. Not al l pati ent
1 NICE recommends pharmacotherapy and behavioural support to help people aqkingmA high
proportion of smokers have been referred for pharmacotherapy and behavioural support, bu
only a small proportion receive a stop smoking prescription and therefore the full therapeutic
intervention.

Pulmonary Rehabilitation
9 The system need® ensure that health professionals know who and when to refer to pulmong
rehabilitation so that more people can access this weitlenced intervention.

Responsible respiratory prescribing

9 People on the COPD register without asthma using standalone inhaled steroids will require
diagnostic and severity review to determine whether they are indicated, and therapeutic
replanning according to NICE CG101.

9 Itis clear that practices are recording inhaler technique checks; however the frequency of cf
could be improved. The fact that >90% had an inhaler check ever suggsstss rot a coding
issue.

1 Regular review of a care plan should include a check on understanding, adherence and tecl
with inhaled therapies, as underuse and misuse are common and regular checks ensure thg
right devices are being used and any errors can be corrected.

QUAILTY IMPROVEMENT PLAN

Vaccination
91 Do systems support primary care recordingriffuenzavaccine where it has happened elsewhe
for examplea pharmac§®
I Where variation exists between clusters or health boards, is there a difference in implement
of the nationalinfluenzacampaign?
1 Do health professionals show leadership in relation toitfieienzavaccine by having it
themselves?

Tobacco dependency

9 Health professionals should receive behaviour change training that enables them to feel cor
to have the right conversation about tobacco smoking and that empowers them to feel effec
in helping someone quit smoking (through both behavioural ararpiacological means).

i Training is available for primary care health professionals to provide a short evidesed
intervention lasting 30 seconds that can help to elicit behaviour change. Health professional
care for people with COPD should havis thaining.

9 Consider using an exhaled carbon monoxide (CO) monitor at each review. This can motivat
people to quit and can reassure and encourage them when CO values fall.

9 Accessing a stop smoking service increases the chances of quitting. The $ymitireasure that
there is adequate provision of services so that when primary care refers motivated patients 1
is an accessible and responsive service.

9 Primary care prescribers should encourage the use of pharmacotherapy to help people quit
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Pulmonary Rehabilitation

T

Responsible respiratory prescribing

1

9 Ensure that health professionals have receivedasdate training on inhaler device use. Many
new devices have emerged in recent years and evidence suggests a lack of confidence and
amonghealth professionals in primary and secondary care when teaching patients to use ne
devices.

i A standard template and decision support software working with IT systems could encourag
inhaler technique checking and training.

RESOURCES:
Vaccination
T IMPRESSIMPRESS guide to the relative value of COPD interventions.

ensuee that they have sufficient knowledge of the available nicotine replacement devices anc
modes of delivery so that they can be supportive of advice provided by stop smoking special
People with current or past mental health problems should be offes@@nicline as part of a qui
smoking attempt and they should be advised that it is safe. They require close monitoring af
at higher risk of relapse, and so regular review and motivational support is required.

The RHIG is developing innovative neveredl tools for stop smoking services and encouraging
the use of validated -Year quit rates across primary and secondary care.

Variation in referrafor pulmonary rehabilitatiorbetween health boards and clusters should be
reviewed and conversations with referrers, patients and patient charities should aim to
understand the reasons for this.

For those who are unwilling or unable to attend, consider providing appropriate information
regarding the importance of physical activityacal health providers/commissioners need to
actively explore interventions that would enhance referral and uptake of pulmonary
rehabilitation. This is both a culture change at referrer level and requires adequate provision
accessible services.

Wales has a mixed geography with rural areas historically being less well serviced by rehab
services. The RHIG has developed a programme with Cardiff Metropolitan University to trair
exercise instructors to provide a National Exercise Referr@nse{NERS) level 4 in hamdreach
areas. This will be underpinned by data collection on outcomes, to monitor its effectiveness.

People with COPD who are on letegm inhaled steroids of greater than 1000 BDP equivalent
day should be reviewed as a priority and provided with a steroid safety card (as advised by {
Medicines and Healthcare Products Regulatory Agency (MHRAIgdfsaon is made that the
indication and dose are appropriate.

People on inhaled steroids outside of the indication should be reviewed and stepped down;
could be with the support of a respiratory pharmacist. Potential harms that are associated w|
longterm inhaled steroid use include increased risk of pneumonia and, with higher doses, a
suppression. Local guidelines or support from specialists should be available to support con
that primary care health professionals may have about redyihaled steroids in people who
may have underlying asthma.

www.impressresp.com/index.php?option=com_docman&task=doc_view&qid=52&Iltemid=89
[accessed July 2016]

NHS Employers. National Wales influenza campaigav.nhsemployers.org/campaigns/fu
fighter/flu-fighter-cymru[accessed July 2016]

Hopkinson N, Wilims SFlu vaccination protects you, your family and your patients — still time to
make a difference. Influenza vaccine for health professionals: information sheet. London: Lon
Respiratory Network, 2015vww.networks.nhs.uk/nhsetworks/londonlungs/documents/flu
vaccinationprotectsyouyour-family-andyour-patientsstill-time-to-makea-
difference/file_popview
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Tobacco dependency

T

Pulmonary Rehabilitation

T

T

Responsible respiratory prescribing

T

1

National Centre for Smoking Cessation and Traiwinsgort training module on how to deliver
very brief advice on smoking. Dorchester: NCSGNww.ncsct.co.uk/publication vergrief-
advice.phgaccessed July 2016]

London Clinical Senatdelping smokers quit: The expired Carbon Monoxide (CO) test — guidance
for health professionals. www.londonsenate.nhs.uk/wjgontent/uploads/2015/04/Helping
SmokersQuit-ProgrammeTheexpiredcarbonmonoxide-COtest.pdf[accessed July 2016]
London Clinical Senatdelping smokers quit: Why and how to prescribe varenicline in hospital.
Advice on prescribing varenicline for unwell smokensw.londonsenate.nhs.uk/wp
content/uploads/2016/01/Whyand-how-to-prescribevareniclinein-hospitals.pdfaccessed July
2016]

British Thoracic SocietBritish Thoracic Society Recommendations for Hospital Smoking Cessation
Services for Commissioners and Health Care Professionals https://www.brit -
thoracic.org.uk/documentibrary/clinicatinformation/smokingcessation/btsrecommendations
for-smokingcessatiorservicesfaccessed August 2016]

British Thoracic Society. The CaseGbange: Why dedicated, comprehensive and sustainable
stop smoking services are necessary for hospitass://www.brit -thoracicorg.uk/document
library/clinicatinformation/smokingcessation/btscasefor-change/[accessed August 2016]

British Lung Foundatiotxercising with a lung condition. Patient guide.
www.blf.org.uk/Page/Exerciswith-a-lung-condition[accessed July 2016]

National COPD Audit Programme: pulmonary rehabilitation workstream.
www.rcplondon.ac.uk/projects/nationatopd-audit-programmepulmonaryrehabilitation
workstream[accessed July 2016]

National Institute forHealth and Care Excellen@ronic obstructive pulmonary disease quality
standard (QS10). London: NICE, 201@ww.nice.org.uk/quidance/qs10

GOLD guidance on CORtip://goldcopd.org/Guidelines/guidelinesesources.htmband
http://goldcopd.org/goldreports/ [accessed July 2016]

London Respiratoryeam./nhaled corticosteroids in adults: prescribing guidance for healthcare
professionals. Inhaled steroid safety card and prescriber guideline. London: London Respiratc
Network.www.networks.nhs.uk/nhsetworks/londonrespiratorynetwork/key-
documents/responsibleespiratory
prescribing/LRT%20Inhaled%20steroid%20clindé2@guidance.pdbccessed July 2016]
PCRSJK. Stepping down triple therapy in COPD. https://pcrs-uk.org/sites/pcrs
uk.org/files/SteppingDownTripleRxinCOPD _FINALMay201BpeHssed August 2016]
PCR&JK table of inhaled drugs/ww.pcrsuk.org/resairce/Guidelinesand-guidance/table

inhaleddrugs
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https://www.brit-thoracic.org.uk/document-library/clinical-information/smoking-cessation/bts-recommendations-for-smoking-cessation-services/
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https://www.brit-thoracic.org.uk/document-library/clinical-information/smoking-cessation/bts-case-for-change/
https://www.brit-thoracic.org.uk/document-library/clinical-information/smoking-cessation/bts-case-for-change/
https://www.blf.org.uk/Page/Exercise-with-a-lung-condition
https://www.rcplondon.ac.uk/projects/national-copd-audit-programme-pulmonary-rehabilitation-workstream
https://www.rcplondon.ac.uk/projects/national-copd-audit-programme-pulmonary-rehabilitation-workstream
http://www.nice.org.uk/guidance/qs10
http://goldcopd.org/Guidelines/guidelines-resources.html
http://goldcopd.org/gold-reports/
https://www.networks.nhs.uk/nhs-networks/london-respiratory-network/key-documents/responsible-respiratory-prescribing/LRT%20Inhaled%20steroid%20clinician%20guidance.pdf
https://www.networks.nhs.uk/nhs-networks/london-respiratory-network/key-documents/responsible-respiratory-prescribing/LRT%20Inhaled%20steroid%20clinician%20guidance.pdf
https://www.networks.nhs.uk/nhs-networks/london-respiratory-network/key-documents/responsible-respiratory-prescribing/LRT%20Inhaled%20steroid%20clinician%20guidance.pdf
https://pcrs-uk.org/sites/pcrs-uk.org/files/SteppingDownTripleRxinCOPD_FINALMay2015.pdf
https://pcrs-uk.org/sites/pcrs-uk.org/files/SteppingDownTripleRxinCOPD_FINALMay2015.pdf
https://www.pcrs-uk.org/resource/Guidelines-and-guidance/table-inhaled-drugs
https://www.pcrs-uk.org/resource/Guidelines-and-guidance/table-inhaled-drugs

Section4: Are people with COPD reviewed appropriately?

4.1 Is there variation in annual review and exception reporting?

Question ¥: COPDO003. The percentage of eligible patients with COPD who have had a review,
undertaken by a healthcare professional, including an assessment of breathlessness using the Medical
Research Coungdlcale in the preceding 15 months

Rationale:COPD imcreasingly recognised as a treatable disease with large improvements in symptoms,
health status, exacerbation rates and even mortality, if managed appropriately. Appropriate management

is based on National Institute for Health and Care Excellence (®liGEpl Guideline 101 (CG101j

making assessments of the patient’s condition as
management chareg, it is essential that healthcare professionals are aware of a number of factors,
including:

MRC breathlessness scale

degree of airways obstruction

smoking status

number of exacerbations in the last year.

=A =4 =4 =4

Source These data were taken frothe pulished Quality QutcomesFHamework (QOHpr Wales, which is
detailed at the following websitenttp://gov.wales/statisticsand-research/generamedicatsenices

contract/?lang=erf*For an expl anation on exception reportin

Question 14:COPDO003. The percentage of eligible patients with COPD who have had a
review, undertaken by a healthcare professional, including an assessment of
breathlessness using the Medical Research Council scale in the preceding 15 months

122:’ 108 73 8.1
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Exception rate for question 14

Organisational Grouping Included % Excluded %

Cardiff East 90.0 10.0
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Cardiff North 89.0 11.0
Cardiff South East 83.9 16.1
Cardiff South West 90.7 9.3
Cardiff West 87.4 12.6
Central Vale 81.8 18.2
City& Cardiff South 70.3 29.7
Eastern Vale 82.8 17.2
Western Vale 81.0 19.0
Cardiff& Vale UniversityHealth Board 85.7 14.3
Wales 84.6 15.4
KEY FINDINGS
9 Overall, 91.1% of people who are not exception reported on COPD registers in Wales hav
annual review that includes assessment of breathlessness.
1 Intotal, 15.4% of people on COPD registers are exception reported, which can mean that

AREAS IDENTIFIED AS NEEDING IMPROVENR®BNHERE THINGS ARE GOING WELL

1

QUALTY IMPROVEMENT

T

or all of the review could not be completed either due to patient choice or inappropriatenes
the item(s) in the review.

Individual practices and system leaders should review the reasons why some of their regis
COPD population are not getting some or all aspects of an annual review and whether this
having an impact on outcomes.

Practices should look at the systems used to ensure attendance at annual reviews, especi
when monitoring repeat prescriptions. They should also think about the people the practice
perhaps not seeing, for example people with serimental illness, the housebound and
homeless people who may need additionalworking to ensure review.

If this is a cluster or health board wide problem, does the whole system need to consider
whether a service review is required to reach those who arebeing seen? Is there a templat
to ensure that everyone records COPD care in the same way?

Where it appears that there is variation between practices, could additional measures or
resource be used or allocated in those practices where review humbetsvaee to improve
attendance? For example, could administrative measures such as use of reminder letters,
and telephone calls the day before patie
used to affect change?

People with COPD should bgkad about their breathlessness using the MRC breathlessnes
scale because those with higher scores have more serious disease and a need for therapi
as pulmonary rehabilitation and more intensive monitoring or therapy.

Breathlessness is a cardiisginptom of COPD but people who are breathless are at higher r
of developing other longerm conditions that also cause breathlessness, such as heart failu
anxiety and cancer. Practices should consider implementing a structured annual breathles
assessment to ensure that other causes of breathlessness are being considered at annual
82% of people with COPD have another kgrgn condition. Therefore, those who are not
getting reviewed may also be failing to get optimal care for their otlwerditions. For those with
multi-morbidity, could resource be rallocated and used to help them receive a malbproach
review from a longerm condition health professional?

Practices should help people with COPD to engage with them better by providing them wit
British Lung Foundat i o htp:/pBdsgort.blf.or€€®P D pat i
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RESOURCES

I Prmary Care Respiratory Sociebjagnosis and management of COPD in primary care: A guide
for those working in primary care. Sutton Coldfield: PCRE, 2014www.pcrs
uk.org/resource/Guidelinesand-guidance/QGCOPD

9 British Lung Foundatiot@OPD Patient Passport. hitp://passport.blf.org.uk/[accessed July 2016
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Appendix A

List of participating practices your Health Board

For a full list of participating practices in each Health Board, please refer to the national report.1

Cluster Practice Code Practice
W97049 Llanrumney Medical Group
Cardiff East W97027 Rumney Medical Practice
W97069 Willowbrook Surgery (Disley A)
W97041 CrwysMedical Centre
W97015 North Cardiff Medical Centre
Cardiff North W97034 Roath House Surgery
W97053 St Isan Road Surgery
W97025 Whitchurch Road Surgery
W97060 Clifton Surgery
W97014 Meddygfa Albany Surgery
Cardiff South East W97020 North Road MedicaPractice
W97002 Roathwell Surgery
W97056 The City Surgery
W97040 Ely Bridge Surgery
W97067 Kings Road Surgery
W97005 Llandaff Fields Medical Practice
Cardiff South West W97031 Meddygfa Lansdowr\e Surgery
W97018 The Surgery St Davids Court
W97016 The Taff Riverside Practice
W97017 Westway Surgery
W97023 Woodlands Medical Centre
W97028 Bishops Road Medical Centre
W97036 Danescourt Surgery
W97286 Llandaff North Medical Centre
Cardiff West W97619 Llandaff Surgery
W97059 Meddygfal lwyncelyn Practice
W97024 Radyr Medical Centre
W97294 Whitchurch Village Practice
W97062 Sully Surgery
Central Vale W97611 The Practice Of Health
W97032 The Waterfront Medical Centre
W97299 Clare Road Medical Centre
City & Cardiff South W97063 Corporation Road Surgery
W97061 Grange Medical Practice
W97029 Saltmead Medical Centre
Eastern Vale W97057 Albert Road Surgery (Thomas Sa)
Western Vale W97045 Eryl Surgery _
W97052 The Cowbridge & Western Vale Group Practi
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Appendix B
What is theNational COPD Audit Programme?

The National COPD Audit Programme is a programme of work that aims to drive improvements in the
guality of care and services provided for COPD patients in England and Wales. For the first time in
respiratory audit, thegorogramme is looking at COPD care across the patient pathway, both in and out of
hospital, bringing together key elements from the primary, secondary and community care sectors.

There are four programme workstreams:

1. Primary care audit: collection of audiata from general practice patient record systems in Wales.
Delivered by the RCP and NHS Digital, working witiP@R&IK the RCGP, and the NHS Wales
Informatics Service.

2. Secondary care audit: in 2014 there were snapshot audits of patients admitted to hospital with
COPD exacerbation, plus organisational audits of the resourcing of COPD services in acute units.
The 2014 audits were delivered by the BTS, working with the RG@htinuous audit of admission
to hospital with COPD exacerbation will commence in 2017.

3. Pulmonary rehabilitation: audits of COPD patients attending pulmonary rehabilitation (including
outcomes at 180 days), plus organisational audits of the resayuafipulmonary rehabilitation
services for COPD patients. The 2015 round of this audit was delivered by the BTS, working with
the RCP. Another round of snapshot clinical and organisational audits will commence in 2017.

4. Patient Reported Experience Measar(PREMs)-year development work exploring the
potential/feasibility for PREMs to be incorporated into the programme in the future. Delivered by
the BLF, working with Picker Institute Europe.

The programme is commissioned by the Healthcare Qualitydwgonent Partnership (HQIP) as part of the
National Clinical Audit Programme (NCA). It is included in the list of national audits for inclusion in NHS
trust s’ guality accounts and also the NHS Wal es

C

Forinformaton®@out t he primary care audit’'s methodol ogy,

governance and the governance of the primary care workstream (including primary care group
membership) please refer to the national Wales Replattip6://www.rcplondon.ac.uk/projects/
outputs/primary-caretime-take-breath). For other general information about the audit prognam®, please
visit our website ahttps://www.rcplondon.ac.uk/projects/nationatopd-audit-programmeprimary-care
workstream
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AppendixC

Glossary of terms, definitions and abbreviations

Asthma

Audit
Benchmark
Bronchodilator
Bupropion
Chronic obstructive
pulmonary
disease (COPD)
Cluster

CXR

DOSE score
Dyspnoea

Exacerbation

Exception Reported

FEVY

FEW

FVC

GPC Wales
Health board (HB)
Hypoxia

ICS

Inhaled corticosteroid

A respiratorycondition marked by attacks of spasm in the bronchi of the lung
causing difficulty in breathing

A process that measures care against set criteria, to identify where changes
be made to improve the quality of care

An evaluation osomething by comparison with a standard

A substance that dilates the bronchi and bronchioles, decreasing resistance
the respiratory airway and increasing airflow to lungs

Bupropionis a medication primarily used as an antidepressant and smoking
cessation aid.

A collection of lung diseases including chronic bronchitis, emphysema and
chronic obstructive airways disease, which cadiiéculties with breathing,
primarily due to narrowing of the airways

A practice cluster is a grouping of GPs and practices locally determined by ¢
individual NHS Wales local health board (LHB)

Chest Xay

Dyspnoea (breathlessss), obstruction, smoking, exacerbation (DOSE) index
predictive of mortality in COPD

Also known as shortness of breath or breathlessness, is a subjective sensat
breathing discomfort

A sudden wor seni ngymgiams (sHorthass & breaihn,’ o
quantity and colour of phlegm)

QOF questions provike r esul t for the ‘“eligib
the entire COPD register. Practices can exclude a patient for an indicator eit
becausehe patient declines to take part in the test or measure, or because i
would be inappropriate or not possible to include them within the time frame
when that indicator should be recorded. This is an exception.

Forced expiratory volume in 1 second

FEV/FVC ratio
Forced vital capacity
General Practitioners Committee Wales

Health boards (HBs) in Wales plan, secure and deliver healthcare services i
areas
A condition in which the body or a regiofithe body is deprived of adequate

oxygen supply
Inhaled corticosteroid

Inhaled corticosteroidare medications used to treat asthma. They are taken
using annhaler.

LABA Longacting beta2 agonist

LAMA Longactingmuscarinic antagonist

Mean The mean is the average value of the data (ie the data values are added tog
and then divided by the number of data items)
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Median

Metric

MRC breathlessness

(dyspnoea) score

NICE guideline on
COPD

NICE quality standard

for COPD

Nicotine

Non-invasive
ventilation (NIV)

NWIS
Palliative care

Primary care

Pulmonary
rehabilitation

Pulse
oximetry/oximeter

QALY

Ql
QOF

Read Codes

Read Code 339m
Read Code 339M
Read Code 33901
Read Code 339j
Read Code 339k
Read Code 339l

Read Code 339R

The median is the middle point of a dataset: half of the values are below this
point, andhalf are above this point
A system or standard of measurement

Medical Research Council scaléegree of breathlessness related to graded
activities

Guidance for the care and treatment of people with COPD in the NHS in Eny
and Waleshttp://quidance.nice.org.uk/CG10NICE, 2010)

Defines clinical best practice withihis topic area, covering the assessment,
diagnosis and clinical management of COPD in adults:
http://guidance.nice.org.uk/QSI(NICE, 2011)

Atoxic colourless or yellowish oily liquid which is the chief active constituent
tobacco. It acts as a stimulant in small doses, but in larger amounts blocks tl
action of autonomic nerve and skeletal muscle cells.

Breahing support provided in hospital or at home via a face mask that delive
slightly pressurised airflow

NHS Wales Informatics Service
Treating symptoms at the end of life

Local healthcare delivered by GPs, NHS ‘matkentres and others, which is
provided and managed by CCGs/LHBs

A programme, typically including patient education, exercise training and ad
which is designed to improve the health of patients with chronic breathing
problemsincluding COPD

A test used to measure the oxygen level (oxygen saturation) of the blood

Quiality-adjusted life year a generic measure of disease burden, including bc
the quality and the quantity of life lived
Qualityimprovement

Quality Outcomes Frameworka voluntary annual reward and incentive
programme for all GP surgeries in England, detailing practice achievement
results

The standard clinical terminology system usecaneral Practican the UK
FEV1/FVC ratio after bronchodilation

FEV1/FVC ratio after bronchodilator

FEV1/vital capacitsatio

FEV1/FVC ratio pre steroids

FEV1/FVC ratio post steroids

FEV1/FVC ratio before bronchodilator

FEV1/FVC percent
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Read Code 339r
Read Code 339T
Read Code 3J
Read Code 3399
Read Code 66yf
RHIG

Secondary care

FEV1/VC percent

FEV1/FVC > 70% of predicted

FEV1/ FVC < 70% of predicted

FEV1/FVC ratio abnormal

Number of chronic obstructive pulmonary disease exacerbations in past yea
Respiratory Health Implementation Group

Planned and unplanned care thiatprovided in hospitals

SNOMED Systematised Nomenclature of Medicine

Specialist A clinician whose practice is limited to a particular branch of medicine or sur
especially one who is certified by a higher educational organisation

Spirometry A testmeasuring lung function, specifically the amount (volume) and/or spee
(flow) of air that can be inhaled and exhaled, and which is used to diagnose
COPD

Varenicline Varenicline, is a prescription medication used to treat nicotine addiction.

VC Vital capacity
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