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1. Background    

COPD exerts a huge health burden on the health of the population and on the health 

services. Each year, there are as many deaths in Ireland due to respiratory disease as there 

are from heart disease.   

 

In addition to mortality, COPD causes significant ill health, which impacts not just on health 

services, but on society as a whole in terms of absenteeism, disability and quality of life 

issues for the person with COPD, their family and carers. COPD also disproportionately 

affects those from poorer socio-economic classes.  

 

In 2007 the Health Services Executive (HSE) established a steering group to develop a 

national strategy for the management of COPD.  The aim of the strategy was to reduce the 

burden of disease in terms of adverse impact on quality of life, avoidable illness, disability and 

death. A true picture of existing services was required, to allow recommendations to be 

developed and prioritised appropriately.  

 

A survey of general practitioners was therefore carried out, with the following aims: 

 

 To describe the range of services available to COPD patients in primary care 

 To highlight gaps in services and any difficulties in accessing current services 

 To consult General Practitioners regarding the improvements required to services for 

COPD patients in Ireland 

 

 

2. Methods 

2.1 Sample 

A sample of 500 randomly selected GPs was generated by the ICGP.  The survey was both 

distributed by and returned to the ICGP, to ensure anonymity.  No reminders were sent 

directly to GPs but awareness of the survey was raised via the local CME coordinators. 

 

2.2 Data collection 

Data was collected by means of a postal survey (see appendix), which was distributed in 

December 2007. 
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2.3 Analysis  

Data was entered into an Excel spreadsheet and descriptive statistics carried out.  Comments 

and proposed service improvements were incorporated into the results of the wider 

consultation process (see main report on strategy). 

 

 

3. Results 

A total of 123 questionnaires were returned, two of which contained no data (one person 

commented that they no longer worked in general practice).  This gave a valid response rate 

of 24.2%, or 121 questionnaires. 

 

3.1 Characteristics of practices 

Practices responding were located in 23 different counties, with Sligo, Clare and Longford the 

counties not represented.  The greatest proportion of respondents came from Co. Dublin 

(20.8%), with the next highest number from Co. Cork (16.7%). 

 

Figure 1: Location of practices according to former health board area 
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One third of practices described their catchment area as urban, a quarter as rural and the 

remainder as mixed.  The distance from the nearest acute hospital ranged from less than one 

mile to 50 miles.  A quarter of practices were within two miles of an acute hospital and half 

were within 10 miles. 

 

Practice size ranged from single-handed practices with no practice nurses, up to 11 GPs and 

seven practice nurses.  A typical practice responding had two GPs working permanently in 

the practice, an additional GP working as a locum or trainee and one practice nurse (median 

values). 
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Just under one fifth of practices were part of a primary care team, with a further one third 

believing they would be within the next year.  

 

3.2 Spirometry in General Practice 

Respondents were asked on approximately what proportion of COPD patients they carried 

out/refer patients for spirometry. Practices varied greatly in their answers as evident from 

Figure 2.  The general trend was that slightly greater numbers – for 13 respondents this was 

100% - would refer/carry out spirometry to confirm a clinical diagnosis of COPD, with fewer 

using spirometry to monitor the severity of disease – for eight respondents this was 100%. In 

over a quarter of practices, spirometry was used in 80-100% to screen those at high risk. 

 
Figure 2: Use of spirometry in practices 
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A little over half (53.7%) of GPs had access to spirometry within their own practice.  For those 

who had, spirometry was most commonly carried out by a practice nurse (64%), or in some 

cases (27%) the GP.  Occasionally another nurse carried out spirometry – e.g. 

pharmaceutical company sponsored (4), asthma nurse (2), specialist COPD nurse (1).  

 

The level of training of those who perform spirometry is shown in Table 1 below.  

 

Table 1: Training of those performing spirometry 

Type of training (n=32) 

None 3 (9.3%) 

Self taught/experience 7 (22.0%) 

Demonstrations 7 (22.0%) 

Industry/supplier 3 (9.3%) 

Formal course 10 (31.2%) 

Local hospital 2 (6.2%) 
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In 83% (55) of cases the GP interpreted the result, while for 15% (10) it was the practice 

nurse. The level of training of those who interpret spirometry is shown in the table below.  

 

Table 2: Training of those interpreting spirometry 

Type of training (n=24) 
None 5 (21%) 

Self taught/ college/specific training 10 (42%) 

Formal course 5 (21%) 

Industry/supplier 4 (16.7%) 

 

In addition to performance and interpretation of spirometry, respondents were asked about 

the arrangements, if any, in place for calibration and maintenance of spirometer. The 

responses are as shown in the table below. Almost half (48.9%) had no arrangement while an 

additional six (13.3%) didn’t know of their practice arrangement.  

 

Table 3: Reported arrangements for calibration and maintenance of spirometers 

Type of arrangement (n=45) 

None 22 (48.9%) 

Don’t know 6 (13.3%) 

Responsibility of Practice Nurse 1 (2.2%) 

As per manual advice 2 (4.4%) 

By company on request 3 (6.7%) 

Standard service 2 (4.4%) 
Annual 8 (17.9%) 

2-yearly 1 (2.2%) 

 

The makes of spirometer in use were MicroMedical, MicroLab, Microplus, Microfill, Spirolab, 

Vitalograph and Welch Allyn.  The numbers of patients typically assessed by spirometry in the 

practice each week ranged from 0-30, with an average of 2.64, median of 0.4 and mode of <1 

(20). 

 

3.3 COPD clinics in primary care 

Fifteen respondents (12.4%) had dedicated COPD clinics. None of the practices with 

dedicated COPD clinics were rural-based.  The frequency with which these clinics were held 

varied from fortnightly to two monthly with a mode and median value of monthly.  

 

Respondents identified both the health care staff who participated in the clinics and the 

aspects of COPD management covered. The responses are shown in both tables below. 
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Table 4: COPD clinic health care staff and aspects covered in COPD clinics 

COPD clinic Staff  Aspects of COPD management  

GP 5 (33.3%) symptom review 15 (100%) 
Practice Nurse 2 (13.3%) spirometry 14 (93.3%) 
Community RNS 2 (13.3%) inhaler technique 15 (100%) 
COPD nurse 1 (6.7%) smoking cessation 14 (93.3%) 
Smoking Cessation 
Officer 0 (0%) patient education 13 (86.7%) 

Pharmaceutical company  13 (86.7%)   

 

3.4 Access to services 

Respondents were asked to indicate how easy or difficult it was for their COPD patients to 

access various listed services. For particular services, respondents were asked to report the 

typical waiting time. 

 

3.4.1 Preventive services 
GPs reported reasonable ease of access to services such as flu and pneumococcal 

vaccination (97.5% easy/very easy) and pharmacotherapy for smoking cessation (94.1% 

easy/very easy).    Smoking cessation advice, while considered easy to access in most cases, 

was at least difficult to access in over 11% or practices (Figure 3). 

 

Figure 3: Access to smoking cessation advice 
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Similarly patient education on COPD was easy to access in many practices but 5% reported 

no access, with almost 30% finding it difficult/very difficult.  17% of practices reported that 

demonstration of inhaler technique was difficult/very difficult for patients to access. 

 

Access to patient support groups was extremely poor. In 21.1% of practices, patients were 

unable to access a support group and in a further 49.1% access was difficult/very difficult 

(Figure 4).  
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Figure 4: Access to patient support groups 
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The waiting time to access pulmonary rehabilitation ranged from one week to 12 months.  

Over half of practices found it difficult/very difficult for their patients to access pulmonary 

rehabilitation programmes and 23.9% were unable to access such programmes (Figure 5). 

 
Figure 5: Access to formal pulmonary rehabilitation 
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Table 5: Ease of access to preventive services for COPD patients 

Ease of access to 
services 

Unable Difficult/ 
very 
difficult 

Neither 
easy nor 
difficult 

Easy/ 
very 
easy 

Time to access 
service (ranges) 

Patient education (n=118) 6  
(5.1%) 

35 
(29.7%) 

27 
(22.9%) 

50 
(42.4%) 

 

Inhaler technique 
(n=118) 

0 
(0%) 

20 
(17%) 

13 
(11%) 

85 
(72%) 

 

Smoking cessation advice 
(n=120) 

1  
(0.8%) 

13 
(10.8%) 

9 
(7.5%) 

97 
(80.8%) 

 

Smoking cessation 
pharmacotherapy (n=120) 

0 
(0%) 

2 
(1.7%) 

5 
(4.2%) 

103 
(94.1%) 

 

Flu & pneumococcal 
vaccinations (n=121) 

0 
(0%) 

1 
(0.8%) 

2 
(1.7%) 

118 
(97.5%) 

 

Patient support group 
(n=114) 

24  
(21.1%) 

56 
(49.1%) 

30 
(26.3%) 

4 
(3.5%) 

 

Formal pulmonary 
rehabilitation programme 
(n=117) 

28 
(23.9%) 

52 
(53%) 

21 
(18%) 

6 
(5.1%) 

1week to 
12months 
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3.4.2 Diagnostic services 
The waiting time for a chest x-ray ranged from within 24 hours to six weeks. Two practices (in 

the same county) reported that they had open access four days a week. Over three quarters 

of practices described access as easy/very easy, whereas 11.8% found it difficult/very 

difficult.  Pulse oximetry was generally unavailable (44.3%) or difficult/very difficult to access 

(40.9%). 

 

Only 21.2% of GPs found access to full pulmonary function testing (PFTs) to be easy/very 

easy. Over half reported it as difficult/very difficult and 4.2% said their patients had no access 

to full PFTs (Figure 6). Waiting times varied from one day to six months.  

 
Figure 6: Access to full pulmonary function tests 
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Table 6: Ease of access to diagnostic services 

Ease of access to 
services 

Unable Difficult/ 
very difficult 

Neither easy 
nor difficult 

Easy/ 
very 
easy 

Time to access 
service (ranges) 

Chest X-ray (n=119) 0 
(0%) 

14 
(11.8%) 

15 
(12.6%) 

90 
(75.6%) 

<24hours to 
6weeks 

Full pulmonary 
function testing 
(n=118) 

5 
(4.2%) 

65 
(54.2%) 

24 
(20.3%) 

25 
(21.2%) 

1day to 6months 
Pulse oximetry 
(n=115)  
 

51 
(44.3%) 

47 
(40.9%) 

6 
(5.2%) 

11 
(9.6%) 

 

 

 

3.4.3 Oxygen and nebulisers 
Only 12.6% found access to long term oxygen therapy (LTOT) assessment for their patients 

to be easy/easy.  56.3% reported it to be difficult/very difficult and for 5% their patients were 

unable to access LTOT assessment (Figure 7).  The waiting times reported ranged from 3 

days to 12 months. 
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Figure 7: Access to long term oxygen therapy assessment 
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Comments on access to home oxygen concentrators included that in many cases this must 

be prescribed by hospital consultants/clinic.  Almost half of GPs reported access to home 

oxygen to be at least difficult.  57.9% reported that patient access to home nebulisers is 

easy/very easy; with almost 20% reporting it as difficult/very difficult.  One GP commented 

that nebulised therapy is ‘not widely recommended nowadays’ and another that it requires 

‘multiple HSE forms and documents’.   

 

Table 7: Access to oxygen and nebulisers 

Ease of access to 
services 

Unable Difficult/ 
very 
difficult 

Neither easy 
nor difficult 

Easy/ 
very easy 

Time to access 
service 
(ranges) 

Home nebuliser 
(n=121) 

1 
(0.8%) 

24 
(19.8%) 

26 
(21.5%) 

70 
(57.9%) 

 

Home oxygen 
(concentrators) 
(n=118) 

3 
(2.5%) 

55 
(46.6%) 

25 
(21.2%) 

35 
(29.7%) 

 

Long term oxygen 
therapy assessment 
(n=119) 

6 
(5%) 

67 
(56.3%) 

31 
(26.1%) 

15 
(12.6%) 

3days to 
12months 

 
3.4.4 Services relevant to exacerbations 
Almost all GPs reported that their patients had easy/very easy access to an out of hours GP 

service.  Access to a Medical Assessment Unit (MAU) was more varied: easy/very easy for 

29.1%, difficult/very difficult for 44.2% and unavailable for 11.7%.  One GP commented that 

access to a MAU ‘would make a huge difference’. 

 

Very few practices (6.8%) had easy/very easy access to a rapid access respiratory clinic.  

Such a service was either unavailable (37.6%) or difficult/very difficult to access (48.7%) 

(Figure 8). 
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Figure 8: Access to rapid access respiratory clinics 
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GPs reported on access to alternatives to hospitalisation for patients with an exacerbation of 

COPD. Only 7.8% had easy/very easy access to a community intervention team or hospital at 

home service. 49.1% had no such service available and for 26.7% access was difficult/very 

difficult. Waiting times varied from hours to weeks.  One GP commented that such a service 

was ‘available, just not as easy as sending to A&E’. 

 

15.9% of practices can easily/very easily access a community unit or district hospital for their 

patients with exacerbations of COPD.  This option is unavailable for 30.9% and access is 

difficult/very difficult for 38.9% (Figure 9). Reported waiting times generally ranged from 

immediate access to weeks. 

 
Figure 9: Access to community units/ district hospitals 
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Table 8: Access to services relevant to exacerbations 

Ease of access to 
services 

Unable Difficult/ 
very 
difficult 

Neither 
easy nor 
difficult 

Easy/ 
very easy 

Time to access 
service (ranges) 

Out of hours GP 
service 
(n=121) 

0 
(0%) 

2 
(1.6%) 

3 
(2.5%) 

111 
(95.9%) 
 

 

Hospital based 
Medical 
Assessment Unit 

14  
(11.7%) 

53 
(44.2%) 

18 
(15%) 

35 
(29.1%) 
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(n=120) 
Rapid access 
respiratory clinic 
(n=117) 

44 
(37.6%) 

57 
(48.7%) 

8 
(6.8%) 

8 
(6.8%) 

2weeks to 
5months 

Community 
Intervention 
Team/Hospital at 
Home service 
during exacerbation 
(n=116) 

57  
(49.1%) 

31 
(26.7%) 

19 
 (16.4%) 

9 
(7.8%) hours to weeks 

(outliers: 6-9 
months after 
respiratory 
consultation) 

Community 
unit/district hospital 
for management of 
exacerbation 
(n=113) 

35 
(30.9%) 
 

44 
(38.9%) 

16 
(14.2%) 

18 
(15.9%) immediate access 

to access in weeks 
(outliers: 2-3 
months) 

 
3.4.5 Access to various health care workers 
The reported waiting times for an outpatient review by a respiratory consultant ranged from 

one week to 12 months. Access was described as difficult/very difficult by 65.8% and a 

number of GPs were unable to access a respiratory consultant (6%).  53.9% said it was 

difficult/very difficult for their patients to access a respiratory nurse specialist and the service 

was unavailable for 15.7% (Figure 10).  Waiting times ranged from a week to six months. 

 
Figure 10: Access to respiratory nurse specialist review 
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The waiting time for physiotherapy ranged from days to six months. 20.2% described access 

as easy/very easy and 53.8% as difficult/very difficult (Figure 11).  Very few GPs were unable 

to access physiotherapy for their COPD patients (3.4%).  One GP commented that access is 

improving ‘through practice based physio who has contracted sessions from HSE, available 

only to medical card patients’. 
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Figure 11: Access to physiotherapy services 
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17.1% of GPs were unable to access occupational therapy for their COPD patients, with 

60.7% finding it difficult/very difficult.  Waiting times ranged for one week to years.  In some 

cases OT could only be accessed via hospital clinics.  Similarly poor access was seen for 

clinical nutritionists.  23.3% were unable to access a nutritionist, while 48.3% reported access 

to be difficult/very difficult.  In general, waiting times ranged from a week to five months.  One 

GP reported that a nutritional assessment is available ‘through "heart watch" but criteria for 

referral (as per protocol) doesn’t include … COPD patients’. 

 

Access to public health nursing was mostly easy/very easy (70.6%). One GP reported 

difficulty making contact with public health nursing and long waiting times, whereas another 

stated that public health nurses were on the practice premises. Access to home help was 

generally reported as through the public health nurse, with waiting times ranging from days to 

months. 28.2% found access to be difficult/very difficult.  Comments included that access to 

home help was difficult due to the cap on funding and that it is generally more difficult in the 

second half of the year. 

 

Table 9: Access to various health care workers 

Ease of access to 
services 

Unable Difficult/ 
very 
difficult 

Neither easy 
nor difficult 

Easy/ 
very 
easy 

Time to access 
service (ranges)

Respiratory 
consultant review at 
OPD (n=117) 

7 
(6%) 

77 
(65.8%) 

13 
(11.1%) 

20 
(17.1%) 1week to 

12months 
Respiratory Nurse 
Specialist review 
(n=115) 

18 
(15.7%) 

62 
(53.9%) 

18 
(15.7%) 

17 
(14.8%) 1week to 

6months 
Physiotherapy 
(n=119) 

4 
(3.4%) 

64 
(53.8%) 

27 
(22.7%) 

24 
(20.2%) days to 6months 

Occupational 
Therapy (n=117) 

20 
(17.1%) 

71 
(60.7%) 

14 
(12%) 

12 
(10.3%) 1week to years 

Clinical Nutritionist 
(n=116) 

27 
(23.3%) 

56 
(48.3%) 

14 
(12.1%) 

19 
(16.4%) 

1week to 
5months 
(outliers: 
“forever”) 

Public Health Nurse 2 12 21 84 1day to 1week 
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(n=119) (1.7%) (10.1%) (17.6%) (70.6%) (outlier: "difficulty 
contacting long 
waiting time")  

Home Help (n=117) 1 
(0.8%) 

33 
(28.2%) 

36 
(30.8%) 
 

47 
(40.2%) 

Days to months 

 

3.5 Consultation  

Comments from general practitioners regarding needs, barriers, service recommendations 

and initiatives relevant to COPD were analysed as part of the stakeholder consultation (see 

Chapter 6, main report). 

 

 

4. Discussion 

The purpose of this study was to paint a picture of the range of services available to COPD 

patients in primary care and to describe the ease of access to these services, and to other 

relevant services in the community or hospital environment.   

 

While a postal survey is a convenient methodology, there are limitations such as the self 

reporting nature and low response rates.  A response rate of 24% is reasonable for such a 

methodology.  The respondents also reflect a broad geographic area and varied types of 

practice, be that in the urban/rural setting or size of practice.  However the sample size is 

insufficient to make any direct comparisons between geographical areas or types of practices. 

 

The intention of this report is not to imply that all services included in the survey should be 

available in general practice but rather to take a snapshot of service provision at a point in 

time.  For example, a dedicated COPD clinic is not necessarily a model that would suit all 

practices.  However, the results can be considered in light of the best practice guidelines 

adopted by the national strategy group and have indeed been used to inform the 

recommendations made in the strategy.   

 

One area explored by this survey was access to spirometry, as the gold standard for 

diagnosis of COPD, and where necessary to full pulmonary function tests.  The priority is for 

patients to have access to a high quality equitable service – with components delivered as 

appropriate in their local practice, in their community or via timely access to secondary care.  

This survey shows that a little over half of practices have access to spirometry within their 

own practice and that most common practice is for the practice nurse to conduct the test 

(64%) and for the GP to interpret the results (83%). 31.2% of those carrying out spirometry 

and 21% of those interpreting results had attended a formal course.  This information is useful 

when it comes to meeting the training and development needs of those providing spirometry 
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in the community.  Another important point highlighted is the poor access to full pulmonary 

function tests (PFTs), which are conducted in a respiratory laboratory – almost 60% of GPs 

found access to full PFTs at least difficult. 

 

Few respondents provided information on waiting times and that provided must be considered 

a subjective estimate.  Even so, the ranges reported were wide, showing marked 

geographical inequity.  Examples include the waiting times for physiotherapy (days to six 

months), long term oxygen therapy assessment (3 days to 12 months), full PFTs (one day to 

6 months), respiratory consultant review (one week to 12 months) and pulmonary 

rehabilitation (one week to 12months). 

 

Finally, it is worth noting the lack of access to particular services in some practices, over and 

above those who found access difficult/ very difficult.  For example many practices reported 

that their patients were unable to access patient support groups (21.1%), pulmonary 

rehabilitation (23.9%), clinical nutritionists (23.3%), rapid access respiratory clinics (37.6%) or 

community options for management of an exacerbation - either home based (49.1%) or in a 

local community unit/district hospital (30.9%). 

 

 

5. Conclusion 

This survey has highlighted geographical variation in service provision for patients with COPD 

and the inadequate access to certain aspects of care – e.g. pulmonary rehabilitation, full 

pulmonary function testing, patient support groups and community based options for 

management of exacerbations.  A shift is required in the way care is delivered from a reactive 

approach, frequently delivered in a hospital setting, towards a community based, responsive, 

adaptable, flexible service.  For this to occur, improvements will be required in services 

available to patients with COPD in the community and to the integration of services as a 

whole. 
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Appendix 
(i)  Questionnaire 
 
     

General Practice Survey on
Services for COPD patients

2007 
 
 
 
Dear Doctor, 
 
The Health Service Executive has established a steering group to develop a national 
strategy for the management of COPD.  Dr. Mark Walsh is the ICGP representative 
on the group.  As part of this work, we aim to describe the services which are 
currently available in Ireland for the management of COPD patients.  
 
We appreciate your taking the time to complete this brief questionnaire.  Questions 
refer to both the services available within primary care for COPD patients and the 
ease/difficulty with which services outside your own practice may be accessed. 
 
Section C includes consultation questions which have been circulated to service 
providers across the country.  Please feel free to express your views on current 
services and potential for development in this section. 
 
 
If you have any questions in relation to this questionnaire, please contact me at:  
 
Dr. Triona McCarthy, Specialist in Public Health Medicine,  
Room G29, Dr Steevens’ Hospital, Dublin 8.  
 
Phone: 01 6352423  Fax: 01 6352103 
E-mail: caitriona.mccarthy@hse.ie 
 



COPDTechReps_Draft101008 20

 
IDNO □□□  

 
Section A: Practice characteristics 

1. 

 
How many permanent GPs (including yourself) are working in the practice?  
……………… 
 

2. 

 
How many additional GPs work with the practice (e.g. locums, trainees)?  
…………………. 
 

 
3. 

 
(a) How many individual practice nurses are based in the practice?  
………………………. 
 
(b) What is the whole time equivalent of practice nurses in the practice?  
…………………… 
 

4. 
 
Is the practice part of a Primary Care Team?  Yes    Will be in next year   No 
 

 
5. 

 
What best describes the area the practice serves?   Urban    Rural      Mixed  
 

6.  
 
In which county is your practice located? ……………………………………….. 
(please distinguish between NTipp and STipp where applicable) 

7.  
 
What is the approximate distance to the nearest acute hospital? 
………………miles/kms     (please circle)                                                                        

 
 
Section B: Management of patients with COPD 
 
8. 

 
Does your practice run dedicated COPD clinics?        Yes          No    
 
If no, proceed to question 9 
 
If yes –  
 
(i) How frequently are clinics held?   ………………………………………….. 
 
(ii) Who participates in the clinic? (please tick all that apply) 

 GP   
 practice nurse   
 Smoking cessation officer  
 Community respiratory nurse specialist 
 pharmaceutical company sponsored respiratory nurse 
 Other – please specify ………………………………………………………. 



COPDTechReps_Draft101008 21

 
(iii) What aspects of COPD management are covered? 

 Symptom review 
 Spirometry 
 Inhaler technique 
 Smoking cessation 
 Patient education 
 Other …………………………………………. 

 
 

 
9  
 
(a) 

 
For all practices -  
 
In approximately what proportion of COPD patients do you carry out/refer patients 
for spirometry (please circle nearest %) 
 

 - to screen high risk patients? 0% 20% 40% 60% 80% 100% 

 - to confirm clinical diagnosis of 
COPD? 0% 20% 40% 60% 80% 100% 

 - to monitor severity of disease? 0% 20% 40% 60% 80% 100% 
        
 
(b) 

 
Do you have access within your own practice to spirometry?  Yes        No    
 
If no, proceed to question 10 
 
If yes –  
 
(i) Who carries out the test?  (please tick all that apply) 
 
   GP           Practice Nurse       Other: please specify …………………….. 
 
 and what is the minimum level of training received by each? ……………………… 
 
(ii) Who interprets the result?  (please tick all that apply) 
 
  GP           Practice Nurse         Other: please specify ……………………… 
 
 and what is the minimum level of training received by each?  
………………………………………………………………………………………… 
 
(iii) What arrangements (if any) are in place for calibration/maintenance of 
spirometer? ……………………………………………………………… 
   
(iv) What make/model of spirometer do you use? ………………………………… 
 
(v) How many patients are typically assessed by spirometry in the practice each 
week?      …………………….. 
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10. 

 
Please indicate how easy or difficult it is for your COPD patients to access the following  
(please circle the number which best reflects your opinion):  
 
1 = Unable to access at all 
2 = Very difficult 
3 = Difficult 
4 = Neither easy nor difficult 
5 = Easy 
6 = Very easy 
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Comments -  

  
Patient education on 
COPD 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Inhaler technique 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Smoking cessation advice 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Smoking cessation 
pharmacotherapy 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Flu and pneumococcal 
vaccinations 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Patient support group 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Pulse oximetry  
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Home nebuliser 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Home oxygen 
(concentrators) 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Out of hours GP service 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Hospital based Medical 
Assessment Unit 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 
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11. 

 
Please indicate how easy or difficult it is for your COPD patients to access the following 
services 
(please circle the number which best reflects your opinion):  
 
1 = Unable to access at all 
2 = Very difficult 
3 = Difficult 
4 = Neither easy nor difficult 
5 = Easy 
6 = Very easy 
 
Where service is available, please also indicate the typical waiting time 
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   Typical waiting time: 

 Community Intervention 
Team/Hospital at Home 
service during 
exacerbation 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Community unit/district 
hospital for management of 
exacerbation 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Chest X-ray 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Full pulmonary function 
testing 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Long term oxygen therapy 
assessment 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Formal pulmonary 
rehabilitation programme 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Rapid access respiratory 
clinic 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Respiratory consultant 
review at OPD 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Respiratory Nurse 
Specialist review 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

   
Physiotherapy 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 
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Occupational Therapy 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Clinical Nutritionist 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Public Health Nurse 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

  
Home help 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 

 
 
Section C: Needs of patients with COPD 
 
12. 

 
What are the greatest needs of your patients with COPD? 
 
___________________________________ 
 
 
___________________________________ 
 
 
___________________________________ 
 
 

 
13. 

 
What are the main barriers for your patients with COPD achieving a good quality of 
life? 
 
_________________________________________ 
 
 
_________________________________________ 
 
 
_________________________________________ 
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14. 

 
What recommendations would you make to improve services for your patients with 
COPD and COPD-related conditions? 
 
 
 
____________________________________________ 
 
 
____________________________________________ 
 
 
____________________________________________ 
 
 

 
15. 

 
Are you aware of any specific initiatives for COPD patients in your area?   
 

 Yes           No  
 
If yes, please give as much detail as possible.  If willing to be contacted for further 
detail, please provide contact details at the end of this form. 
 
 
 
 
 
 
 
 
 
 

 
16. 

 
Are you aware of any local studies carried out on COPD – e.g. the number of patients 
in your area, their experience of the illness or satisfaction with services?   
 

 Yes         No  
 
If yes, please give as much detail as possible.  If willing to be contacted for further 
detail, please provide contact details at the end of this form. 
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17. 

 
Any further comments: 
 
 
 
 
 
 
 
 
 
 

 
 
 
Thank you for taking the time to complete this questionnaire! 
 
 
Please return the completed form in the FREEPOST envelope provided to the ICGP 
by Wednesday, 9th January. 
 
 
Contact details 
 
 
If you are willing to be contacted for further details on local initiatives/studies in your 
area, please provide contact details below.  Please note that this will be detached from 
the questionnaire to maintain confidentiality. 
 
 
Name:   
Tel No:  
and/or   
e-mail:  
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Urban 
33%

Rural
25%

Mixed
42%

(ii) Additional tables 
 
Section A: Characteristics of practice (Questions 1-7) 
 
Staff in practice 
 MIN MAX MEDIAN MEAN S.D. 

How many permanent GPs  are 
working in the practice 1 8 2 2.43 1.46 
How many additional GPs work with 
the practice  0 4 1 1 0.95 

TOTAL GPs 1 11 3 3.25 1.04 

How many individual practice nurses 
are based in the practice 0 7 1 1.52 1.9 

What is the WTE of practice nurses in 
the practice 0 7 1 1.15 1.25 

 
Primary Care Teams 
In answer to the question, ‘is the practice part of a Primary Care Team’, the following 
answers were obtained (next year means will be next year): 

yes
19%

no
48%

next year
33%

 
 
 yes no 

Will be next 
year blank/DK 

Is the practice part of a 
Primary Care Team 22 54 38 6 

 
 
Location 
In answer to the question, ‘what best describes the area the practice serves’, the 
following were obtained (n=120): 
 
 
Urban  Rural Mixed 

40 30 50 
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The county in which the practice was located is shown in the table below. 
 
County in which practice is located (n=119) 

Carlow 3 Kerry 4 Louth 4 Roscommon 1 

Cavan 3 Kildare 4 Mayo 2 S Tipp 4 

Cork 
20 
(16.7%) Kilkenny 3 Meath 4  Waterford 4 

Donegal 5 Laois 1 Monaghan 1 Westmeath 5 

Dublin 
25 
(20.8%) Leitrim 2 N Tipp 3 Wexford 3 

Galway 8 Limerick 2 Offaly 3 Wicklow 6 
 
 
When looked at by former health board areas, the distribution is as shown in the table 
below. 
 
Former Health Board in which practice is located (N=119) 

ERHA NE Midlands SE S MW W NW  

35 12 9 17 24 5 11 7 

29.2% 10.0% 7.5% 14.2% 20.0% 4.2% 9.2% 5.8% 
 
 
Distance from nearest acute hospital:  
Ranges from <1 to 50 miles 
25% within 2miles; 50% within 10 miles; 75% within 20 miles 
Average distance 11.3 miles. 
 
Section B Management of patients with COPD (Questions 8-11) 
 
Question 8 
Respondents were asked if their practice ran dedicated COPD clinics>  
 
DEDICATED COPD CLINICS 

Yes No  Asthma mostly 

15 103 3 

12.4% 85.1% 2.5% 
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For the fifteen who answered yes to the above, clinics were held with the following 
frequency:  
 

 Every 2 
weeks  

Every 
month 

Every 6 
weeks Every  2 months Don’t 

know 
How frequently are 
clinics held 2 6 2 3 2 

asthma clinics:   1  1 (every 2-3 
months) 1 

 
Question 9 (a) 
Respondents were asked for what approximate proportion of COPD does the 
respondent carry out or refer for spirometry. See table below  
 
Proportion of patients for spirometry 
Proportion of 
COPD patients do 
you carry out/refer 
patients for 
spirometry 0% 20% 40% 60% 80% 100% BLANKS

VALID 
n 

to screen high risk 
patients 20 22 18 18 17 12 13 107 
to confirm clinical 
diagnosis of COPD 15 23 21 15 20 13 13 107 
to monitor severity 
of disease 19 27 19 22 10 8 15 105 

 
 

How many patients are typically assessed by 
spirometry in the practice each week 

range  
0-30 

median 
0.4 

average 
2.64 

 
 
Number of patients assessed per week (rounded up) 
0 <=1 2 4 5 6 9 10 15 30 
3 20 14 6 1 2 1 2 1 1 

 
Q10: Respondents were asked how easy or difficult it was for their COPD patients to 
access various listed services and assistance. Their responses are shown below:  
 
(a) 
Ease of access for  
COPD patients to:  Unable 

Very 
Difficult Difficult Neither Easy 

Very 
Easy n 

Patient education 
on COPD 6 9 26 27 37 13 118 

 5.08% 7.63% 22.03% 22.88% 31.36% 11.02%  
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Inhaler technique 0 4 16 13 56 29 118 

 0.00% 3.39% 13.56% 11.02% 47.46% 24.58%  
Smoking cessation 
advice 1 2 11 9 63 34 120 

 0.83% 1.67% 9.17% 7.50% 52.50% 28.33%  
Smoking cessation 
pharmacotherapy 0 1 1 5 61 52 120 

 0.00% 0.83% 0.83% 4.17% 50.83% 43.33%  
Flu and 
pneumococcal 
vaccinations 0 0 1 2 21 97 121 

 0.00% 0.00% 0.83% 1.65% 17.36% 80.17%  
Patient support 
group 24 20 36 30 4 0 114 

 21.05% 17.54% 31.58% 26.32% 3.51% 0.00%  
Formal pulmonary 
rehabilitation 
programme 28 23 39 21 5 1 117 

 23.93% 19.66% 33.33% 17.95% 4.27% 0.85%  
(b) 
Ease of access for  
COPD patients to:  Unable 

Very 
Difficult Difficult Neither Easy 

Very 
Easy n 

Full pulmonary 
function testing 5 22 43 24 20 5 118 

 4.24% 18.64% 36.44% 20.34% 16.95% 4.24%  

Pulse oximetry  51 23 24 6 5 6 115 

 44.35% 20.00% 20.87% 5.22% 4.35% 5.22%  

Chest X-ray 0 3 11 15 55 35 119 

 0.00% 2.52% 9.24% 12.61% 46.22% 29.41%  
 
Ease of access for  
COPD patients to:  Unable 

Very 
Difficult Difficult Neither Easy 

Very 
Easy n 

Home nebuliser 1 3 21 26 53 17 121 

 0.83% 2.48% 17.36% 21.49% 43.80% 14.05%  
Home oxygen 
(concentrators) 3 18 37 25 28 7 118 

 2.54% 15.25% 31.36% 21.19% 23.73% 5.93%  
Long term oxygen 
therapy 
assessment 6 19 48 31 12 3 119 
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 5.04% 15.97% 40.34% 26.05% 10.08% 2.52%  
(c) 
Ease of access for  
COPD patients to:  Unable 

Very 
Difficult Difficult Neither Easy 

Very 
Easy n 

Out of hours GP 
service 0 0 2 3 50 66 121 

 0.00% 0.00% 1.65% 2.48% 41.32% 54.55%  
Hospital based Medical 
Assessment Unit 14 16 37 18 20 15 120 
 11.67% 13.33% 30.83% 15.00% 16.67% 12.50%  
Community 
Intervention 
Team/Hospital at 
Home service during 
exacerbation 57 17 14 19 8 1 116 

 49.14% 14.66% 12.07% 16.38% 6.90% 0.86%  
Community 
unit/district hospital for 
management of 
exacerbation 35 22 22 16 14 4 113 

 30.97% 19.47% 19.47% 14.16% 12.39% 3.54%  
Rapid access 
respiratory clinic 44 20 37 8 7 1 117 

 37.61% 17.09% 31.62% 6.84% 5.98% 0.85%  
Respiratory consultant 
review at OPD 7 26 51 13 17 3 117 

 5.98% 22.22% 43.59% 11.11% 14.53% 2.56%  
Respiratory Nurse 
Specialist review 18 18 44 18 13 4 115 

 15.65% 15.65% 38.26% 15.65% 11.30% 3.48%  
(d) 
Ease of access for  
COPD patients to:  Unable 

Very 
Difficult Difficult Neither Easy 

Very 
Easy n 

Physiotherapy 4 19 45 27 22 2 119 

 3.36% 15.97% 37.82% 22.69% 18.49% 1.68%  
Occupational 
Therapy 20 37 34 14 11 1 117 

 17.09% 31.62% 29.06% 11.97% 9.40% 0.85%  
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Clinical Nutritionist 27 30 26 14 18 1 116 

 23.28% 25.86% 22.41% 12.07% 15.52% 0.86%  
Public Health 
Nurse 2 2 10 21 59 25 119 

 1.68% 1.68% 8.40% 17.65% 49.58% 21.01%  

Home help 1 8 25 36 38 9 117 

 0.85% 6.84% 21.37% 30.77% 32.48% 7.69%  
 
 
In addition to ease of access for each of the above respondents were asked to give a 
typical waiting time for the services listed in question 11. 
 
Waiting times:Q11 

 

Replies 
(Discernible 
data) 

Time to access 
service (ranges) Comments 

Community 
Intervention 
Team/Hospital at 
Home service 
during exacerbation 13 (5) 

hours to weeks 
(outliers: 6-9 
months after 
respiratory 
consultation) 

one respondent documented access 
only on hospital discharge, while 
another replied access to therapists 
only with no reference to nurses. 

Community 
unit/district hospital 
for management of 
exacerbation 16 (16) 

immediate 
access to access 
in weeks 
(outliers: 2-3 
months) 

only post acute hospital admission 
(n=1), only accessible through A&E 
(n=2), dependent on bed availability 
(n=2) 

Chest X-ray 24 (23)  
<24hours to 
6weeks  

Full pulmonary 
function testing 19(19) 1day to 6months 

only available through medical 
OPC (n=5), soon to become 
available in practice (n=2), only one 
centre documented having on site 
spirometry though others implied 
on-site service availability  

Long term oxygen 
therapy assessment 25 (25) 

3days to 
12months 

only available through medical 
OPC and consultant review (n=12) 

Formal pulmonary 
rehabilitation 
programme 20 (8)  

1week to 
12months 

only available through consultant 
(n=6), was available now stopped 
(n=1)  

Rapid access 
respiratory clinic 13 (4)  

2weeks to 
5months available through A&E only (n=1) 
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Respiratory 
consultant review at 
OPD 27 (17)  

1week to 
12months  

Respiratory Nurse 
Specialist review 14 (4) 

1week to 
6months 

only available through Respiratory 
consultant (n=1) 

Physiotherapy 27 (20) days to 6months  

Occupational 
Therapy 22 (12) 1week to years 

only accessible through hospital 
clinic (n=1), only available for 
patients with a diagnosis of cancer 
(n=1), domestic visits availability 
poor (n=1)  

Clinical Nutritionist 22 (10) 

1week to 
5months 
(outliers: 
“forever”) 

on maternity leave not replaced 
(n=1) 

Public Health 
Nurse 20 (15) 

1day to 1week 
(outliers: 
"difficulty 
contacting long 
waiting time")  

Home help 21 (10) days to 6months 

"depends on time of year, difficult 
in second 6mths" (n=1), accessible 
through public health nurse (n=4) 
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1. Introduction 

Although spirometry, which is used to measure airflow obstruction, does not fully capture the 

impact of COPD on a patient’s health, it remains the gold standard for diagnosing and 

monitoring its progression.  Key recommendations of the National COPD (Respiratory) 

Strategy include the following:  

 

• When a diagnosis of COPD is being considered spirometry should be performed. All health 

professionals managing patients with COPD should have access to spirometry.  

• Appropriate training should be provided with regular updates; spirometry services should 

have relevant quality and control processes. 

• Every patient with COPD should have at least one spirometry carried out by a trained 

person. 

 

It is essential that the implementation of the strategy address issues such as access to 

accurate diagnosis.  Spirometry is just one of a number of pulmonary function tests that can 

be carried out in a respiratory laboratory.  Examples of other relevant tests include diffusion 

capacity, allergy testing, six minute walk tests, and long term oxygen therapy assessments.   

 

This survey aimed to give an overview of the current services in respiratory diagnostic 

laboratories in Ireland, including staffing, workload, tests available and referral procedures.   

 

2. Methods 

A questionnaire (see Appendix 2) was circulated by e-mail to members of the Irish 

Association of Respiratory Scientists.   Most but not all respiratory laboratories have at least 

one scientist on staff (for further detail, see Appendix 1).  

 

3. Results 

3.1 Location 
Questionnaire sent to 37 locations, ten of which responded (eight public hospitals, two private 

hospitals), which by network locations are shown below:  

Table 1: Network location of respondents  
Network Number 
South East 1 (private facility) 
South - 
Mid-West - 
West 1 
North East - 
Dublin - North 2 
Midlands – Dublin West 3 
Dublin South  3* 
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3.2 Staffing 
The total number of scientific staff ranged from 1.0 to 5.5 with a mode of two. Further details 

are shown in table below. 

 

Table 2 Staffing levels: WTE by number of locations 
WTE Chief 2 Chief1 Senior Scientist Basic Grade Scientist 
0.5   1  
1.0 4 1  4  1 
2.0   2 2 
3.0     
4.0    2 
 
One laboratory also had four cardiac technicians sharing the same premises, while another 

location had a student attached to the laboratory.  In addition to scientific staff, two 

laboratories reported they had one WTE receptionist while another shared a receptionist with 

the cardiac department.  None of the respondents reported having funded posts which were 

vacant. 

 

3.3 Workload and waiting times 
Respondents were asked about the numbers of Pulmonary Function Tests (PFTs) carried out 

in 2006. Tests may be carried out on the same patient on more than one occasion. The 

following range of answers was provided:  

 
Total number:   1,419 - 12,837 (n=7) 
Outpatients:         707 - 9,627  (n=6)  
Inpatients:           147 - 3,210 (n=6) 

 
Waiting times for basic PFTs and allergy testing were reported as follows: 
 
Table 3 Waiting Times  
 Minimum Maximum Average 
Basic PFTs 0-3 wks (n=7) 4days – 8wks 1 day - 6 wks 
Skin Allergy Testing 1day-3 wks 1wk-6 wks (n=6) 2days – 4wks (n=10) 
 
In a number of cases it was mentioned that GP referrals, where accepted, would have a 

longer wait, e.g. up to three months for basic PFTs and an average of three months for allergy 

testing. 

 

3.4 Referrals 
Respondents were asked to provide details of referral policies. The policies around different 

tests, where available, are shown below. 
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Table 4 Referrals 
Test Test Not 

available 
Respiratory 
Cons/team 

Respiratory Nurse 
Specialist 

Other 
Cons 

MAU ED GPs Other hospitals 
in region 

Basic 
PFTs* 

- 10 5 10 6 9 6 1  

Max Resp 
Pressures 

2 8 3 8 2 5 3 1  

Skin Allergy - 10 3 7 3 5 4 1  
Bronchial 
Provocation 

- 10 1 - - - - - 

6 min walk 5 4 1 2 - - - - 
Cardio-
pulm 
exercise 
tests 

1 9 - 3 - - - - 

LTOT 
assessment 

8 2 1 - - - - - 

Fitness to 
fly 

8 2 - - - - - - 

NIV 6 4 - - - - - - 
Overnight 
oximetry 
(InPts) 

3 7 1 5 1 2 1 - 

Overnight 
oximetry 
(OutPts) 

5 5 1      

*Basic PFTs here refers to spirometry, diffusion capacity, lung volumes and bronchodilator response 
 

Eight of the respondents said their laboratory accepted referrals from other acute hospitals. 

The remaining two had never been asked to so do. 

 

Respondents were asked if tests were not available in their laboratory whether they had 

arrangements to send patients elsewhere. Of the nine who answered the question, three said 

there was “no need”, four said “no”, while the remaining two had arrangements in place. 

 

3.5 Education 
Respondents were asked whether their laboratory participated in training and education 

relevant to COPD for other health care professionals in the hospital and in the community. 

 

Five did so in the hospital setting and two in the community setting. Hospital training included 

weekly respiratory education sessions, training on use and interpretations of lung function 

tests and on ‘best strategies in COPD care’. This audience included nurses, physiotherapists, 

NCHDs and medical students. In one hospital, the training for their own staff was also open to 

GPs and practice nurses. Community training provided focused on spirometry and 

interpretation of PFT results.  It was delivered to GPs, practice nurses and occupational 

health nurses. 

 

3.6 Other Relevant Services 
Finally, respondents were asked to provide details of any additional services which their 

laboratory provided for patients with COPD which had not been covered by the questionnaire.  
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Services listed here included: 

 

 Participate with in-house pulmonary rehabilitation for COPD patients.   Participate with 

pulmonary outreach programmes in the community run by respiratory nurse and 

physiotherapist 

 Spirometry service on COPD day. 

 Spirometry service as part of OPD in own and sister hospital 

 Provides in sister hospital, two days/week routine PFTs on pulmonary rehabilitation 

patients, in-patients, outpatients and GP referrals 

 Assessing patients pre and post their pulmonary rehabilitation programme 

 Instruction on inhaler therapy technique and use 
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Respiratory Lab Public sites Comment 
St James  
St Vincents  
Tallaght  
Connolly   
Beaumont  
Mater  
Peamount  
Drogheda  
Midland Regional Mullingar  
Sligo regional Scientist on maternity leave 
Castlebar Post currently vacant 
Merlin Park  
Letterkenny Scientist on extended leave 
Cavan General No Scientist in place 
Limerick Regional No Scientist in place 
Mercy Hospital Post currently vacant 
Waterford Regional Post filled last week 
Wexford Regional Post currently vacant 
Cork University Hospital  
Tralee General No Scientist in place 
Naas general  
Clonmel Post shared with waterford  
  
Private Hospital Lab sites  
St Vincents Private  
Beacon  
Blackrock  
Mater Private  
Bon Secours Dublin  
Bon Secours Galway  
Bon Secours Cork  
Bon Secours Tralee  
St Finbars Mullingar  
Auteven  
Charlemont Clinic (paedatrics also)  
Galway Clinic No Scientist in place  
  
Paediatric sites  
OLHSC  
Temple St  
NCH Tallaght  
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Appendix 2 

Questionnaire 
 
 
 
 
 
 
 
 
 

 
SURVEY OF RESPIRATORY DIAGNOSTICS 

LAB RESOURCES 2007 
 

-TO INFORM NATIONAL COPD STRATEGY 
 

 
 
 

If you have any questions in relation to this questionnaire, please contact 
  

Dr. Triona McCarthy, Specialist in Public Health Medicine,  
Dr Steevens’ Hospital, Dublin 8.  

 
Phone: 01 6352423 or E-mail: caitriona.mccarthy@hse.ie 
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1. Location 
 
(a) Name of hospital:   

(b) Survey completed by:  

(c) Contact telephone no./e-mail:   

(d) Date of completion:  

 
 
2. Staffing 
 
(a) Please indicate staff numbers based in the respiratory lab/diagnostics department 
     (as WTE) 
Chief II Respiratory Scientist   

Chief I Respiratory Scientist  

Senior Respiratory Scientist   

Basic Grade Respiratory Scientist  

Administrative staff  

Other – specify……………………….. 

……………………………………….. 

 

(b) Do you have additional funded posts, which are currently vacant?  

 
 Yes                No 

 
If yes, please give details: 
………………………………………………………………………………………………… 
…………………………………………………………………………………………………
 
 
3. Workload 
 
(a) How many PFT assessments were carried out  in 2006  

- for inpatients?  

- for outpatients?  

 
(b) What is the average waiting time for -   
(please indicate if days/ weeks/months) min max average 

Basic PFTs    

Skin Allergy testing    
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4. Referrals  
 

(a) Which of the following can directly refer patients for pulmonary function tests?  (please tick all that apply) 
 Test not 

available 
Respiratory 
consultant/ 
team 

Respiratory 
nurse 
specialist 

Other 
hospital 
consultants 

Medical 
Assessment 
Unit 

A&E GPs Other  
(please detail) 

Basic PFTs*         
Maximum Respiratory 
pressures (MIPs & MEPs) 

        

Skin Allergy Testing         
Bronchial provocation         
Six minute walk tests         
Cardiopulmonary exercise 
tests 

        

LTOT assessments         
Fitness to fly assessments         
NIV (BiPAP)         
Overnight Oximetry - inpatients         
Overnight Oximetry - at home         
*Basic PFTs here refers to spirometry, diffusing capacity, lung volumes and bronchodilator response 
 

 (b) Do you accept referrals from other acute hospitals? 
 Yes                No 

If yes, which hospitals: ……………………………………………………………………………………………………………. 
 
(c) Where tests are not available in your own lab, do you have arrangements in place to refer patients elsewhere? 

 Yes                No 
If yes, please give details: …………………………………………………………………………………………………………. 
……………………………………………………………………………………………………………………………………… 
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5. Education 
 
(a) Does your lab participate in training/education relevant to COPD, for other health 

care professionals … 

 
-in the hospital?          Yes                No 
 
 
-in the community?     Yes                No 
 
If yes, to either of the above, please provide details ………………………….. 
…………………………………………………………………………………. 
…………………………………………………………………………………. 
…………………………………………………………………………………. 
 
 
6. Other relevant services 
 

 
 
Thank you for taking the time to complete this questionnaire! 
 
Please return completed form by Friday, December 14th to: 
 
Dr. Triona McCarthy,  
Specialist in Public Health Medicine,  
HSE - Department of Public Health, 
Room G29, 
Dr Steevens’ Hospital,  
Dublin 8.  
 
Tel: 01 6352423 
Fax: 01-6352103 
e-mail: caitriona.mccarthy@hse.ie

(a) If your lab provides any additional services for COPD patients which have not 

been covered by this questionnaire, please briefly outline below: 

…………………………………………………………………………………... 

…………………………………………………………………………………... 

…………………………………………………………………………………... 

…………………………………………………………………………………... 

…………………………………………………………………………………... 

…………………………………………………………………………………... 

…………………………………………………………………………………... 
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ANAIL is the Respiratory Nurses Association in Ireland and has 35 members.  Not all 
respiratory nurses are members of ANAIL but the majority of hospitals are 
represented in the association.  The following report outlines the nursing services 
available to people with COPD.  The areas covered in this report are inpatient and 
outpatient services, pulmonary rehabilitation, nurse-led non-invasive ventilation 
services and new innovations currently under development.  The deficits and general 
comments of the services as seen by the members of the association will also be 
outlined. 
 
Introduction 
 

1 Of the 35 members surveyed 21 replied which was a response rate of 60%. 
 
2 90% of these responses originated from acute hospital settings.   

 
3 Hospitals represented included St Vincent’s Hospital, Beaumont, The Mater 

Hospital, St James’s Hospital, Sligo General Hospital, Castlebar Hospital, 
Cork University Hospital, Wexford General Hospital, South Tipperary 
General Hospital, St John’s Hospital Limerick, Roscommon General Hospital, 
St Michael’s Hospital Dun Laoghaire and Mercy Hospital Cork. One response 
came from respiratory ANP in primary care area and 1 respiratory nurse 
currently conducting research in Trinity College Dublin.   

 
4 26% did not have a respiratory consultant in their hospital and 31% had one 

consultant.  Mainly Dublin hospitals had more than one respiratory consultant 
with 6 in one hospital and 5 in two inner city hospitals.  

 
5 The guidelines used by the members of ANAIL are the GOLD, BTS, ITS, 

NICE and specific hospital policies. 
 

6 Joint services between hospital and community care are limited but do include 
direct communication and liaisons with GP's, PHN's, GP referrals for outreach 
with involvement with the Community Intervention Team. 

 
Inpatient Services 
 

1 Inhaler Technique     100% 
2 Ward Nurse reviews     95% 
3 Oxygen Assessment     89% 
4 Provision of Self Management Plans   84% 
5 Nurse-led NIV Service    73% 
6 Palliative Care      42% 
7 Outreach services     15% 

 
Referral sources for inpatients are mainly received from general medical teams, 
respiratory teams and physiotherapist.   
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Outpatient Services 
 

1 Inhaler Technique     90% 
2 Oxygen assessment     75% 
3 Provision of Self Management Plans   70% 
4 Pulmonary Rehabilitation Programmes  63% 
5 Nurse-led NIV Services     40% 
6 Outreach Programme     25% 
7 Palliative Care      15% 
8 Patient Support Group    10% 

 
GPs are the main referral sources for outpatients. 
 
Pulmonary Rehabilitation Programmes (PRP) 
 

1 The availability of PRP varies around the country.  Of those surveyed 63% 
have access to the service for their patient population. 

 
2 Large Dublin hospitals such Beaumont, St Vincent’s, and St James’s appear to 

have PRP well established.  St Michael’s Hospital in Dun Laoghaire has the 
longest running programme of 12 years and the Mercy in Cork with their 
programme running 10 years.  Other hospitals include Sligo, Limerick and 
Tipperary.  In general it was found that programmes have been running on 
average of 3.5 years with hospitals such as Mayo currently running a pilot 
programme and Letterkenny  PRP established 3 months ago. 

 
3 Where PRP is available all programmes run for 8 weeks twice weekly with 

waiting lists ranging from 2 months to 1 year.  The majority of programmes 
have designated staff, space and equipment but some sites have limited 
funding and lack of resources. 

 
4 The varied availability of PRP can be seen from this survey, highlighting that 

more than 45% of respiratory nurses cannot offer their patients this service, the 
benefits of which are very well recognised in the literature. 

 
5 Lack of PRP has been repeatedly cited as a major deficit in this survey. 

 
Non-Invasive Ventilation Services 
 

1 Of those surveyed 78% provide acute non invasive ventilation at HDU or ward 
level.  However only 10% (2) provide support for patients on NIV at home.  
10% do not have any NIV service available.   

 
2 Lack of domiciliary NIV support has been deemed a potential reason for lack 

of compliance and hence another deficit of services.   
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Main Deficits Cited 
 

1 Lack of Outreach/Early Discharge Programmes 
2 Palliative Support at home 
3 NIV long term support  
4 Lack of Respiratory Consultants 
5 Lack of Transport in rural areas 
6 Limited diagnostic services 
7 LTOT and NIV Clinics 
8 Lack of Respiratory Assessment Units 
9 Pulmonary Rehabilitation 
10 Lack of funding and resources 

 
Innovations under current development 
 

1 Outreach/Early discharge programmes 
2 COPD ICP development 
3 COPD Auditing 
4 Pulmonary rehabilitation  
5 Palliative care ICP and palliative home visits 
6 ABG’s in LTOT Clinics 
7 Bronchiectasis Rehabilitation 
8 Patient support groups 
9 Increased telephone support 
10 Drop in Clinics 
11 Spirometry in patients over 40 who smoke 
12 Specific respiratory services in primary care 
13 Development of Cognitive Behavioural Therapy in the PRP 
14 Development of NIV policies and study days 

 
Other areas for potential innovations   
 

1 COPD Database 
2 Community based respiratory nurses 
3 Respiratory ANPs 
4 Examine the scope for joint care – GP’s, PHN’s & hospitals 
5 Improve GP access to services – diagnostic and emergency consultations to 

reduce ED admissions 
6 Respiratory nurses working between secondary and primary care 
7 Community based pulmonary rehabilitation 
8 Define and access prevalence of end-stage COPD & address palliative care 

needs through links with palliative care teams 
9 Examine scope for nurse-led care for the management of uncomplicated 

exacerbations and ongoing monitoring 
10 Examine scope for respite care incorporating rehabilitation 
11 Examine COPD in long-stay care institutions 
12 Assess burden of COPD care on individuals for all grades of disease 
13 National prevalence study for advance COPD with O2 and NIV 
14 National study on experiences of people with COPD in their last year of life 
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Other Comments 
 

1. Need for respiratory nurses in the community 
2. Fragmented care in hospitals due to:  

Admission policies 
Change over of medical teams 
Patients with 3/6 monthly appointments seeing different doctors impacting 
on continuity of care 
Limited primary/secondary interfaces 
Early discharge interventions are evaluated mainly using economic 
frameworks, the experience of the patients also needs to be examined 
Pulmonary Rehabilitation is poorly resourced with gross inequity in terms 
of access for patients across the country 

3. Burden of care is usually seen in the context of hospital admissions, may also 
be examined in terms of GP, implications on the patient, individual burden 
and that of significant others. 

 
 
 
 
 
For any further information or a list of contributors to this survey please contact 
Jennifer Quinn, Respiratory CNS, St James’s Hospital, Dublin.  jquinn@stjames.ie 
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1.0 Introduction 

This survey was undertaken in October/November 2007 by Ciara Cassidy, Irish Society of 
Chartered Physiotherapists (ISCP) representative to the National COPD Strategy Group. 
Email clcassidy@stjames.ie. Telephone 01 4103763 

The survey form was emailed to all Physiotherapy Managers in Chartered Physiotherapists in 
Management (CPM), a sub group of the ISCP and posted to physiotherapy managers who 
are non-CPM members through a postal survey, after consulting the Irish Medical Directory 
2007-8. The first part of the survey sought basic demographic information. The second part of 
the survey related to COPD service description. 

 

 

2.0 Summary of the Report of the Survey of Physiotherapy Services 

This survey was undertaken in October and November 2007 by Ciara Cassidy, Irish Society 
of Chartered Physiotherapists (ISCP) representative to the National COPD Strategy Group. 
Email clcassidy@stjames.ie.  

The survey form was emailed to all Physiotherapy Managers in Chartered Physiotherapists in 
Management (CPM), a subgroup of the ISCP and posted to physiotherapy managers who are 
non-CPM members through a postal survey, after consulting the Irish Medical Directory 2007-
8. The first part of the survey sought basic demographic information. The second part of the 
survey related to COPD service description. 

• 57 sites responded to the survey of physiotherapy services for persons with COPD 
across acute hospitals (n=18), PCCC (n=20), Shared services (n=5) and other sites 
(n=14). 

• 52 sites reported that persons with COPD were seen by their service. 

• 11 acute hospitals provided inpatient and outpatient physiotherapy services. 
The remaining 7 sites provide inpatient physiotherapy services only. 

• No acute hospital reported dedicated physiotherapy COPD staffing for 
inpatients. Rather these patients form part of the respiratory service or general 
service caseload. As such it is difficult to estimate staffing levels for persons with 
COPD. Four acute hospitals reported dedicated staffing for outpatients with 
COPD. Other sites saw COPD outpatients as part of the general respiratory 
outpatient service. 

• Information was obtained regarding the range and scope of physiotherapy 
services for persons with COPD across sites and is presented in the report. 

• The main sources of referral to physiotherapy reported were Respiratory 
Consultant Physicians and Medical Consultants (Acute Hospitals) and GPs, hospital 
physiotherapists, Public Health Nurse (PCCC). Self referral is available in some 
PCCC sites. 

 
• Information was gathered regarding the availability and structure of Pulmonary 

Rehabilitation Programmes. Pulmonary Rehabilitation programmes were available 
in 12 sites (9 acute hospitals, 1PCCC site, 1 Private Hospital and 1 Voluntary 
Hospital). The main source of referral to pulmonary rehabilitation programmes is from 
physiotherapists. The largest annual throughput of patients was 60 per annum in a 
programme in one acute hospital. Waiting lists varied from 0 weeks to 1.5 years. 
Many programmes are not truly multidisciplinary.  
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• In relation to NIV, physiotherapists are involved in set up of NIV, use of NIV as an 

adjunct and multidisciplinary staff training.  
 

• Information was sought in relation to innovations in physiotherapy practice for 
persons with COPD and included practices such as the incorporation of palliative 
care into pulmonary rehabilitation programme, development of a Pulmonary 
Rehabilitation Patient Education DVD, a physiotherapy led NIV service, 
physiotherapist led COPD Outreach Programmes and standardisation of 
physiotherapy outcome measures across a region.  

 
• No formal joint services between acute hospitals and PCCC were reported. 

Continuity of care may occur in some instances but no services were reported that 
were delivered by both teams. 

• The main sources of further education for staff working with persons with 
COPD were in -service training, journal clubs and CPD courses (Acute hospitals) and 
in-service training, journal clubs (PCCC). 

• Deficits reported in physiotherapy services for COPD in acute hospitals related 
to lack of appropriate treatment space, absence of an NIV service, absence of a 
pulmonary rehabilitation programmes, absence of a respiratory outpatient service, 
and absence of a COPD Outreach service.  

• Deficits reported in physiotherapy services for COPD in PCCC sites related to 
absence of community based pulmonary rehabilitation programmes, lack of 
specialised respiratory staff, lack of interaction between acute hospitals and 
community services and staffing levels which do not permit a quick response. 

• Ideas for potential innovations in the physiotherapy management of persons 
with COPD from respondents included management programmes for all levels of 
the disease process, earlier access to pulmonary rehabilitation programmes, 
community based pulmonary rehabilitation programmes, establishment of nationwide 
COPD Outreach services, extension of palliative care programmes to persons with 
COPD and establishment of COPD support groups post completion of pulmonary 
rehabilitation. 

 

 

3.0 Survey Respondents 

Fifty seven sites responded to the survey 

Eighteen acute hospitals responded to the survey. They are listed below: 

1. St. James’s Hospital, Dublin. 
2. St. Columcille’s Hospital, Loughlinstown. 
3. Our Lady of Lourdes Hospital, Drogheda. 
4. University College Hospital, Galway. 
5. St. Vincent’s Hospital, Dublin. 
6. Beaumont Hospital, Dublin. 
7. Cork University Hospital. 
8. Wexford General Hospital. 
9. AMNCH, Tallaght. 
10. Our Lady’s Hospital, Navan. 
11. Connolly Hospital, Blanchardstown, Dublin. 
12. Merlin Park Hospital, Galway. 
13. Louth County Hospital, Dundalk. 
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14. Letterkenny General Hospital, Donegal. 
15. Mater Hospital, Dublin. 
16. Naas General Hospital, Kildare. 
17. South Infirmary Victoria Hospital, Cork. 
18. St. Luke’s Hospital, Rathgar, Dublin. 

 

Twenty Primary Community and Continuing Care (PCCC) sites responded to the survey. 
They are listed below: 

1. PCCC St. Joseph’s Hospital Dungarvan, Co. Waterford. 
2. Carlow District, Co. Carlow 
3. St. Vincent’s Care Centre Athlone, Co. Westmeath. 
4. Swinford District Hospital, Co. Mayo. 
5. St. Vincent’s Hospital Mountmellick, Co. Laois. 
6. Our Lady Manorhamilton, Co. Leitrim. 
7. Community Physiotherapy Naas, Co. Kildare. 
8. North Cork Community Services, Co. Cork. 
9. Physiotherapy Services Waterford, Co Waterford. 
10. Primary Care Team Cashel/South Tipp Community Care, Co. Tipperary. 
11. North Tipp/East Limerick. 
12. Sligo/Leitrim Community Services. 
13. Plunkett Community Nursing Unit, Boyle, Co. Roscommon. 
14. Community Physiotherapy Services Clare Community Care 
15. Donegal Community Physiotherapy Service 
16. PCCC North Dublin Local Health Office  
17. PCCC North West Dublin Local Health Office  
18. Community Services Wexford 
19. Mayo PCCC Swinford Health Centre Co Mayo 
20.   Dun Laoghaire Local Health Office  
 

Five sites were managed by the same Physiotherapy Manager and thus shared acute and 
PCCC services. They are: 

1. Laois services  
2. Cavan and Monaghan services 
3. Offaly services  
4. Tralee General Hospital & HSE Kerry PCCC 
5.  West Cork services 

 

The remaining fourteen surveys returned were from a range of sites – long term care (LTC) 
facilities, private hospitals etc 

1. Leopardstown Park Hospital, Co. Dublin (LTC and Day Centre) 
2. Carndonagh Community Hospital Donegal (Community Hospital) 
3. Baltinglass District Hospital, Co. Wicklow (LTC and Respite Service) 
4. St Camillus Hospital, Co. Limerick (Rehab and Stroke Services) 
5. Thurles Community Hospital, Co. Tipperary (Community Hospital) 
6. Milford Care Centre, Limerick (Palliative Care Centre) 
7. St. Francis Private Hospital Mullingar, Co. Westmeath (Private Hospital) 
8. Lifford Community Hospital, Co. Donegal (Community Hospital) 
9. Bon Secours Cork (Private Hospital) 
10. St Columba’s Hospital Thomastown, Co. Kilkenny (Rehab Longstay Hospital) 
11. Beacon Hospital, Co. Dublin (Private Hospital) 
12. Sacred Heart Hospital Carlow (Rehab and LTC) 
13.  Peamount Hospital (Voluntary Hospital) 
14.  St Brigid's Hospital Tipperary (District Hospital) 
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4.0 Description of COPD Services 

4.1 Staffing levels for COPD Service  

The number of Whole Time Equivalent (WTE) Physiotherapy posts for the respondents’ 
service was recorded for all physiotherapy grades for each service.  

Respondents were asked a number of questions in this section relating to the delivery of 
services to people with COPD.  

Persons with COPD were not seen by the following services  

 St. Camillus' Hospital, Limerick (rehab and stroke services). 
 St. Francis Hospital Mullingar, Co. Westmeath (private hospital). 
 St. Columba’s Hospital Thomastown, Co. Kilkenny (rehab and longstay). 
 Beacon Hospital, Dublin (private hospital). 
 Sacred Heart Hospital, Carlow (rehab and LTC). 

 

All acute hospitals provided both inpatient and outpatient physiotherapy services for persons 
with COPD except the following sites which provided a inpatient physiotherapy service only  

 St. Vincent’s Hospital, Dublin. 
 Beaumont Hospital, Dublin.  
 Wexford General Hospital. 
 Our Lady’s Hospital Navan. 
 South infirmary Victoria Hospital, Cork. 
 St. Luke’s Hospital, Dublin. 
 Tralee General Hospital, Kerry. 

 
In all of the sites providing inpatient services for persons with COPD, rather than approved 
physiotherapy staffing dedicated to COPD, there is either a respiratory service directed 
towards COPD OR the general physiotherapy service was directed towards COPD (i.e. 
persons with COPD are seen as part of the general  caseload, as requested). In such 
circumstances, physiotherapy staffing levels specifically for persons with COPD are 
impossible to estimate - patients are seen on an ad hoc basis depending on the number of 
referrals. 
 
A number of sites reported approved outpatient physiotherapy staffing dedicated to COPD. 
Other sites reported a respiratory physiotherapy outpatient service directed to COPD. In other 
services, there was no respiratory physiotherapy service and rather persons with COPD are 
seen as part of the general physiotherapy service.  
 

4.2  Physiotherapy services for persons with COPD in acute hospitals 

The percentage of acute hospitals offering the following physiotherapy services for persons 
with COPD is presented in Table 1. 
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Table 1 

 

Table 
1:  

 

 

 

 

 

 

 SERVICE OFFERED FOR 
INPTS 

SERVICE OFFERED FOR 
OUTPTS 

Treatment in critical care  83% N/A 
Ward based rehabilitation  100% N/A 
Pulmonary rehabilitation 11% 35% 
Exercise training 50% 41% 
Home exercise programmes  88% 58% 
Management of dyspnoea  100% 41% 
Instruction in airway clearance  100% 53% 
Provision of adjuncts 100% 35% 
NIV as an adjunct to physiotherapy 76% 0% 
Physiotherapy led NIV service 29% 0% 
Hospital at home / outreach  11%  12% 
End of life care for COPD patients 35% 0% 
Inhaler technique education 47% 41% 
Self-management 0% 58% 
Patient support group 0% 12% 
Oxygen assessment 59% 17% 

INPATIENT SERVICES ACUTE HOSPITALS
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4.3 Physiotherapy services for persons with COPD in PCCC  

The percentage of PCCC sites offering the following physiotherapy services for persons with 
COPD is presented in Table 2 

Table 2: 

 

4.4  Physiotherapy services for persons with COPD in shared services 

The number of shared services (n=5) offering the following physiotherapy services for 
persons with COPD is presented in Table 3. 

 

 

 

 INPATIENTS OUTPATIENTS 

Exercise training 20% 25% 
Home exercise programmes  25% 85% 
Management of dyspnoea  30% 70% 
Instruction in airway clearance  35% 85% 
Provision of adjuncts 25% 60% 
NIV as an adjunct to 
physiotherapy 

0% 0% 

Physiotherapy led NIV service 0% 0% 
End of life care for COPD 
patients 

10% 15% 

Inhaler technique education 20% 65% 
Self-management 25% 75% 
Patient support group 0% 0% 
Oxygen assessment 10% 5% 
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Table 3:  

 

4.5  Consultant Respiratory Physicians   

Respondents were asked to give the number of Respiratory Consultants in their hospital / 
service. Thirteen of the eighteen acute hospitals who responded had at least one dedicated 
Consultant Respiratory Physician in their hospital. Louth County Hospital, South Infirmary 
Cork, Our Lady’s Navan, St. Luke’s Hospital Dublin and Wexford General Hospital did not 
have a Respiratory Physician.  
 
Table 4: Number of Respiratory Consultants in services  
 
St. Vincent’s University Hospital  9 Naas General Hospital 1 
St. James’s Hospital, Dublin 4 Letterkenny General Hospital 1 
Beaumont Hospital, Dublin 3 Wexford General Hospital  0 
Cork University Hospital 3 Our Lady’s Hospital, Navan 0 
Connolly Hospital Blanchardstown 3 Louth County Hospital Dundalk 0 
Mater Hospital, Dublin 3 South Infirmary Cork 0 
AMNCH, Tallaght  2 St. Luke’s Hospital, Dublin 0 
St. Columcille’s Hospital, 
Loughlinstown 

1   

Our Lady of Lourdes Hospital, 
Drogheda 

1 Number of Respiratory Consultants 
in Other Services:   

 

University College Hospital, Galway 1 Peamount Hospital 2 
Merlin Park Galway 1 Bons Secours  Cork 2 
 
  
4.6 Main sources of referral to physiotherapy 

In the Acute Hospitals, the most common source of referral for physiotherapy for persons 
with COPD is from 

 INPT OUTPT 

Treatment in critical care  5 N/A 
Ward based rehabilitation  5 N/A 

Pulmonary rehabilitation 0 2 

Exercise training 2 2 
Home exercise programmes  3 3 
Management of dyspnoea  5 4 
Instruction in airway clearance  5 4 
Provision of adjuncts 5 4 
NIV as an adjunct to 
physiotherapy 

3 1 

Physiotherapy led NIV service 2 1 
Hospital at home / outreach 0 0 
End of life care for COPD 
patients 

2 3 

Inhaler technique education 4 4 
Self-management 5 4 
Patient support group 0 0 
Oxygen assessment 2 0 
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1. Respiratory Consultant teams 
2. General Medical Consultant teams 
3. GPs 
4. Hospital physiotherapists 
5. Clinical Nurse Specialists (CNS) 
6. Community physiotherapists  
7. Other – staff nurses 

 
In PCCC, the most common sources of referral for physiotherapy for persons with COPD is   

1. GPs 
2. Hospital physiotherapists 
3. Other – PHNs / Self / Community OT 
4. Medical consultant teams 

 
There are a number of sites where persons with COPD can self refer.  Patients can self refer 
in the following PCCC sites: 

1. Laois Services 
2. Community Physiotherapy Naas 
3. Offaly Services 
4. Primary Care Team Cashel/South Tipp Community Care 
5. Lifford Community Hospital 
6. Sligo/Leitrim Community Services 
7. Local Health Office North Dublin 
8. Local Health Office NW Dublin  

 
Patients are also able to self refer in the Bon Secours Cork (Private Hospital). 
 

4.7 Respiratory education for physiotherapy staff 

Respondents were asked to detail the sources of respiratory education and training received 
by the physiotherapy staff. 

In the acute hospitals, the most common sources of further education and training were 
 In-service training and journal clubs (94%) 
 Continuing Professional Development (CPD) Courses (88%) 
 Irish Thoracic Society attendance (76%) 
 Formal postgraduate training (47%) 
 European Respiratory Society attendance (23%) 

 

Other sources of mentioned were – involvement with Chartered Physiotherapists in 
Respiratory Care (CPRC – a clinical interest group of the ISCP), involvement with the Irish 
Association of Pulmonary Rehabilitation (IAPR), site visits, and attendance at other 
conferences (e.g. World Congress of Physical Therapists, American Thoracic Society). 

In PCCC sites, the most common sources of further education and training were 
 In-service training and journal clubs (80%) 
 Continuing Professional Development (CPD) Courses (65%) 
 Formal postgraduate training (20%) 
 Irish Thoracic Society attendance (10%) 
 European Respiratory Society attendance (5%) 

 
Other sources mentioned were previous experience in pulmonary rehabilitation at other sites, 
experience in specific respiratory area in the acute service.  

 
4.8  Awareness of standards of care for persons with COPD 

Most sites were aware of clinical guidelines that exist for managing people with COPD – BTS, 
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NICE, GOLD, ATS/ERS Guidelines etc were mentioned. Practice was also informed by the 
European Core Standards for Physiotherapy Practice.  Notably it was mostly primary care 
sites that did not cite guidelines. Some comments from PCCC sites are presented below:  

• “”We take leadership from the local acute service” 

• “Liaise with acute sector respiratory physiotherapists as required” 

• “Only minimal involvement as feel it’s outside our scope of practice” 
 

4.9  Description of pulmonary rehabilitation programmes 

Only 12 respondents reported that they have a pulmonary rehabilitation programme (PRP) 
currently in existence. The sites that have a PRP are given in Table 5 

Table 5:  

Acute hospitals 
 

PCCC sites 
 

Joint services 
 

Other services 
 

AMNCH, Dublin. 
 
St James’s Hospital, 
Dublin. 
 
Our Lady of Lourdes, 
Drogheda.  
 
Beaumont Hospital, 
Dublin. 
 
Connolly Hospital, 
Dublin. 
 
Letterkenny General 
Hospital, Donegal. 
 
Mater Hospital Dublin. 
 

Community 
Physiotherapy Services, 
Naas. 

Offaly services. 

Cavan/Monaghan. 
 

Peamount Hospital. 
 
Bon Secours Cork. 

 
 
The pulmonary rehabilitation programmes are co-ordinated by  

1. Senior Physiotherapists (n=8) 
2. Jointly between senior physiotherapist and Clinical Nurse Specialist (n=4) 

 
 
The most common sources of referral to the pulmonary rehabilitation programmes are 

1. Physiotherapy staff 
2. Consultant Respiratory Physician 
3. GPs 
4. CNS / Nursing staff 
5. Community physiotherapists 
6. PHN  
7. Self referral 
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Details of the structure of the existing Pulmonary Rehabilitation Programmes are 
presented in Table 6. 

Table 6: 

 
 

APPROVED 
STAFFING 

ACTUAL 
STAFFING 
LEVEL 

TIME 
PROGRAM 
IS IN 
EXISTENCE 

DEDICATED 
SPACE? 

DEDICATED 
EQUIPMENT 
AVAILABLE 

PROG 
LENGTH 
(Weeks) 

FREQ/ 
WK 

ANNUAL 
T/PUT 

LENGTH 
WAITING 
LIST 

AMNCH, 
Dublin. 
 

Yes :  
 
0.3 WTE 
 

2 17 months Yes Yes 8  2 60 5 weeks 

St James ‘s 
Hospital, 
Dublin. 
 
 

No 2 WTE 
deliver 2 
sessions 
per week  

2 years No No 7  2 60 1.5 Year 

Our Lady Of 
Lourdes 
Drogheda. 

 No 3 hrs per 
week 

18 months No No  8   2 20 8 Weeks 

Beaumont 
Hospital, 
Dublin. 

Yes :  
 
4 Hrs per 
week 

4 hrs per 
week 

Since 2003 No Yes limited -
also shared 
between 
other PT 
services 

7 2 40 3-6 
months 

Connolly 
Hospital, 
Dublin. 
 

Yes: 
 
0.5 WTE 

½ and ½ 

18 months 

No Yes 8  2 Not 
given  

0 weeks 

Letterkenny 
General 
Hospital, 
Donegal. 
 

Yes: 
 
1WTE 

1.2 WTE 3 months Yes Yes 8 2 Just 
started 

8 weeks 

Mater 
Hospital 
Dublin. 

No 0.25 WTE 5 years Yes Yes 8 2 52 48 
weeks 

Cavan/ 
Monaghan. 

No Not given 4 years Yes Yes 8  2 30  3 months 

Bon 
Secours 
Cork. 

Yes: 
 
1WTE 

1 WTE Jan 2007 Yes Yes 6 2 32 0 

Offaly 
Services. 
 

Yes:  
 
1 WTE 

1 WTE 1 year No No 12 2 Not 
availabl
e 

0 

Community  
Physio 
Naas. 

Yes:  
 
0.5 WTE 

0.5 WTE 6 months Yes Yes 8  2 24 0 

Peamount 
Hospital. 

Yes: 
  
1 WTE 
 
 

3 WTE 1 year Yes Yes 8   3 32 4-12 
weeks 
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Information re staffing of existing Pulmonary Rehabilitation Programmes is presented 
in Table 7. 

Table 7: 

 
 

PT CNS  NURSE OT PHYSICIAN SOCIAL 
WORK 

DIET PSYCH PHARMACY OTHER 
 

AMNCH, 
Dublin 
 

Y Y Y Y Y Y Y Y Y Palliative Care 
Consultant 
SALT 

St James ‘s 
Hospital, 
Dublin 
 
 

Y Y  Y Y   Y Y Smoking 
Cessation  
Alternative 
Health 
Practitioner 

Our Lady Of 
Lourdes 
Drogheda 

Y          

Beaumont 
Hospital, 
Dublin 

Y Y  Y Y Y Y Y Y Alternative 
Health 
Practitioner 
On Occasion,  
 

Connolly 
Hospital, 
Dublin. 
 

Y Y  Y Y Y     

Letterkenny 
General 
Hospital, 
Donegal 
 

Y Y   Y      

Mater 
Hospital 
Dublin 

Y Y   Y      

Cavan/ 
Monaghan  

Y Y  Y Y  Y Y   

Bon 
Secours 
Cork 

Y Y   Y  Y  Y  

Offaly 
Services 
 

Y Y  Y Y  Y  Y SALT 
Community 
Welfare 
Officer 

Community  
Physio 
Naas 

Y  Y Y   Y Y Y Smoking 
cessation 
Osteoporosis 
nurse 
Community 
welfare officer 
 

Peamount 
Hospital 

Y Y   Y Y Y Y  Y  SALT 
Smoking 
cessation  
 

 
 

4.10  Description of physiotherapy involvement in NIV services 

Information was sought in relation to Non Invasive Ventilation (NIV) services provided by 
physiotherapy staff. Responses are recorded in Table 8 
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Table 8: 

 WHAT NIV SERVICE IS 
AVAILABLE? 

IS NIV 
USED AS 
A PHYSIO 
ADJUNCT?

WHAT TRAINING IN NIV IS 
IN PLACE?  

WHAT 
EQUIPMENT 
IS USED? 

AMNCH, Dublin.  Ward based nurse led NIV 
service 

Yes Physiotherapists involved in 
education 

Not given 

Wexford General 
Hospital. 

Service is provided in Medical 
wards. MDT NIV service – 
Consultants & Registrars, 
Trained Physiotherapy staff and 
Respiratory CNS.  

 

Not given Competency assessment in 
place for the physiotherapy 
staff 

Vision Unit in 
use.  

Plans in place 
to purchase 
additional 
smaller units. 

Naas General 
Hospital. 

 

Respiratory nurse led NIV 
service. Dedicated ward in HDU  

Yes Training by company Respironics 
machine 

St James’s 
Hospital, Dublin. 

Nurse led ward service in 
medical respiratory ward 

 

Yes Competency assessment in 
place for the Physiotherapy 
staff. In-service training is 
given to all staff grades and 
new staff at beginning of 
rotation.  Module as part of 
annual on-call competency 
training 

BiPAP 
Harmony 

Our Lady Of 
Lourdes, 
Drogheda. 
 

Led by Respiratory Consultant 
and Anaesthetist. Used in 
ICU/HDU. Proposal in for NIV on 
ward 

Yes Not given NIPPY and 
Harmony 
used 

 
 

Cork University 
Hospital. 

 
 

NIV Service has traditionally has 
been physiotherapy led with 
patients located on all the wards. 

A new Respiratory Consultant is 
trying to establish a HDU where 
COPD patients requiring NIV 
would be treated 

Not given Physiotherapy involved in 
staff training, providing 
sessions for nursing staff 
and medical teams. 

Not given 

Beaumont 
Hospital, Dublin. 
 

Not given Yes In-service training is given to 
all staff grades and new staff 
at beginning of rotation.  
Module as part of annual on-
call competency training.   

Not given 

Cavan/Monaghan 
Services. 

Physiotherapy led service 24/7, 
unless the patient is in ICU, in 
which case, nursing staff will 
initiate. 

Not given Physiotherapists  provide 
training to NCHDs, nursing 
staff and physiotherapy staff 

BIPAP used 
on ward.  

Servo I in ICU 

Letterkenny 
General Hospital, 
Donegal. 

Not given Yes Not given Cough assist 
and external 
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 BiPAP used 

Mater Hospital, 
Dublin. 
 

Not given Yes Training provided by 
physiotherapy staff in 
equipment and use of NIV 

Not given 

St Vincent’s 
Hospital, Dublin. 

Consultant led with large 
physiotherapy involvement. 

Location primarily NIV unit but 
also at ward level throughout 
hospital. 

Not given Full Physiotherapy training 
provided, working towards 
fully training nurses. 

6 different 
machines 
available.  

Louth County 
Hospital, 
Dundalk. 
 

Physiotherapy led, Doctor 
requested. Service. ICU set up 
only, until well established, then 
transfer to ward. 

No Nursing staff and doctors 
trained by physiotherapy 
staff. 

2x NIPPY 3, 
1x BIPAP 
Harmony. Re-
useable 
masks used 
(Ultra Mirage 
or Maquet  

Merlin Park 
Hospital, 
Galway. 
 

Not given Yes Training provided by 
supplier and senior 
physiotherapists 

Not given 

Peamount 
Hospital. 
 

Nurse lead ward based service. 
Physiotherapy not involved in 
service as there is no 24/7 on–
call physiotherapy service. 

Not given All physiotherapists trained 
to use equipment 

Not given 

Bons Secours 
Cork. 
 

Physician prescribes if needed, 
mainly for sleep apnoea pts 

Not given Not given Not given 

University 
College Hospital, 
Galway. 

Due to the lack of a dedicated 
respiratory ward the NIV service 
is limited due to the training 
constraints 

Not given  Not given Not given 

Our Lady’s 
Hospital, Navan. 
 

Machine purchased and is 
awaited 
 

Not given Not given Not given 

 

4.11 Joint services between acute hospitals and PCCC  

Respondents were asked to give examples of any joint services between acute hospital and 
PCCC 

 Hospital physiotherapists refer to PCCC services to follow some patients up as 
outpatients – this is done on a case by case referral to community physiotherapy. 

 Community pulmonary rehabilitation programme (Community Physiotherapy 
Naas) 

 Liaison between Community Physiotherapists and PHNs regarding any patients 
in the community who avail of respite services/day-care services 

 Senior in Cardio-respiratory care available as a resource and assistance to 
PCCC staff as required. 

 New Clinical Specialist Physiotherapist post in Palliative Care for patients in the 
community. There is direct liaison with the community care physiotherapists. 

 Joint HSE/ Community proposal submitted in December 2006 for COPD early 
discharge service – similar to the service provided in St James Hospital as well 
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as a community based pulmonary rehabilitation programme. Awaiting funding for 
this 

 Hospital performs Pulmonary Function Testing and have 0.5 Respiratory Scientist 
to help out with a Community run PRP (Community Physiotherapy, Naas). 

 “There is a pulmonary rehabilitation programme  in the local acute hospital that 
patients in the community can be referred into” 

 “No joint services, continuity of care occurs but no service is delivered by both 
teams2 

 “There is an outreach service in Beaumont but this is not a joint service, a few of 
these patients live in our catchment area” 

 

4.12 Current innovations in physiotherapy practice in COPD  

Respondents were asked to give examples of any current innovations in physiotherapy 
practice in management of COPD. 

Innovations in relation to Pulmonary Rehabilitation Programmes 
• Palliative care education incorporated into pulmonary rehabilitation programme 

(AMNCH) 
• Inspiratory muscle training incorporated into pulmonary rehabilitation programme 

(AMNCH) 
• Inspiratory muscle training for home use (Connolly Hospital, Blanchardstown) 
• A maintenance programme upon completion of the pulmonary rehabilitation 

programme (Connolly Hospital, Blanchardstown) 
• Development of a Pulmonary Rehabilitation Patient Education DVD (St. James’s 

Hospital) 
• Use of an exercise DVD with patients with COPD in the absence of a formal 

pulmonary rehabilitation programme (University College Hospital, Galway).  
 
Innovations related to ward based interventions 

• Inspiratory muscle training at ward level (AMNCH). 
• Inpatient education sessions for COPD patients (Naas General Hospital). 

 
Innovations related to NIV  

• Streamlining NIV service; training medical and nursing staff (Wexford General 
Hospital). 

• Training sessions in NIV, trialling the newest up to date equipment.  Physiotherapy 
involvement in costing and purchasing NIV equipment (Cork University Hospital). 

• Increase range of facemasks for NIV, funding received to purchase new machines 
(Cavan/Monaghan). 

Other innovations 
• Clinical Specialist Physiotherapist a key member of the Hospital COPD outreach 

programme St. James’s Hospital. 
• Senior Physiotherapist co-ordinates COPD Outreach Programme in Beaumont 

Hospital. 
• Provision of training to physiotherapists in PCCC sites (Our Lady of Lourdes, 

Drogheda). 
• Breathlessness management programmes as part of a palliative care programme 

(Milford) 
• Increased use of wheeled walking aids for patients with COPD (Cavan/Monaghan).  
• Use of liquid oxygen for pts unable to use normal canisters (Cavan/Monaghan). 
• COPD patient education group run in 2005 and plan to repeat in 2008 (Cashel 

PCCC). 
• Using standardised physiotherapy outcome measures across the North East Region 

(Regional Respiratory group in the North East) 
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4.13 Ideas for potential innovations in physiotherapy practice in COPD 

Respondents were asked to give examples of any potential innovations in physiotherapy 
practice in management of COPD. 

Hospital based innovations 
• Outreach service- hospital at home programmes 
• Day hospital- based education and exercise classes by multidisciplinary team 

members for over 65 year olds with COPD 
• Direct admissions to respiratory unit for COPD pts (not A+E) 
• Respiratory High Dependency Units (HDUs) 
• Rapid access to Consultant Outpatient Clinics 

 
PCCC innovations 

• Community exercise classes 
• Community based pulmonary rehabilitation programmes using hospital staff 
• Community based pulmonary rehabilitation programmes based around Primary Care 

Teams 
• Involving local gyms in community based pulmonary rehabilitation programmes  
• More dedicated resources in acute and PCCC settings for all members of the MDT 

e.g. MDT network across acute and PCCC to include Primary Care Teams,  
pulmonary rehabilitation programmes adequate resources to support people in their 
own homes which involves adequate physiotherapy staffing for timely assessments, 
treatment and ongoing monitoring. 

• Provision of services at a community level with GPs providing referrals not just the 
respiratory consultants. 

• Physiotherapy led clinics in the community with direct access to Respiratory 
Physicians as required.  

• Follow up on clients discharge from acute services 
• Specialist service to support primary care physiotherapists 

 
Other innovations 

• Management programmes for all levels of the disease process 
• Entry into pulmonary rehabilitation programmes at a much earlier stage in a patients 

condition  
• Extension of palliative care to COPD patients. Work is already in progress with the 

“Extended Access Study”. 
• Patient support groups for Pulmonary Rehabilitation Programmes 
• National education programmes on self-management of COPD 
• Media education on the diagnosis and progression of the disease in a user-friendly 

format.  
 

4.14 Deficits in physiotherapy services for persons with COPD 

Respondents were asked to outline any deficits in existing physiotherapy services for persons 
with COPD.  

Acute hospitals deficits 
 No medical assessment unit in most sites 
 Lack of appropriate physiotherapy treatment space on ward 
 Lack of dedicated gym area for treatment on COPD patients for exercise therapy, 

airway clearance etc (most treatment takes place on a ward setting) 
 No NIV service in many sites 
 No NIV machine in physiotherapy departments for use as an adjunct to physiotherapy  
 No follow up post discharge for COPD patients discharged on home NIV 
 No pulmonary rehabilitation programmes in existence in most sites 
 Pulmonary rehabilitation programmes in existence without dedicated staffing / space 

/equipment 
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 Transport for patients to hospital for pulmonary rehabilitation programmes 
 Lack of MDT involvement in pulmonary rehabilitation programmes 
 Lack of follow up post-pulmonary rehabilitation programmes 
 Lack of outpatient service to all respiratory patients - No funded OPD staffing for 

respiratory physiotherapy  
 Lack of appropriate treatment space 
 No COPD Outreach service in most sites 
 Where a COPD Outreach service exists, there may be no cover at weekends and out 

of hours 
 Lack of follow-up services at home post d/c and post pulmonary rehab.  

 
PCCC deficits 

• PCCC staff need regular updates on respiratory research and developments. There 
may be a limited knowledge regarding COPD or its management. Staff can be “out of 
touch” with current recommendations.  

o “Specialised intervention in COPD has not come into our scope of practice” 
o “No specialised respiratory physiotherapy staff - Need clinical specialist in 

PCCC” 
o “As we see few patients with COPD, danger of deskilling” 

• Limited staff in PCCC 
o “Staffing levels do not permit for a quick response to more than one pt at a 

time” 
o “Lack of resources means no co-ordinated or structured services, work v 

much on ad hoc basis” 
o “Clients with COPD do not get special treatment. They are prioritised and 

waitlisted like everyone else. They are seen ASAP if experiencing an infective 
exacerbation - every effort is made to keep them out of hospital” 

o “Don’t have resources to start any new programmes for clients. If the primary 
care strategy was rolled out as originally envisaged these clients would 
benefit from the extra health promotion and prevention. It remains to be seen 
what can actually happen” 

• Absence of community based pulmonary rehabilitation programmes  
• No preventative or health promotion service  
• Lack of GP awareness of role of physiotherapy in respiratory conditions  
• No integrated care approach between GP/physiotherapy/PHN in community.  
• No interaction between acute hospitals and community 
• Deficit in referral or identification of COPD patients to palliative care services 

 
4.15 Planned physiotherapy services for persons with COPD 

Respondents were asked to outline any planned physiotherapy services for persons with 
COPD.  

Planned services in acute hospitals are presented in Table 9  

Table 9:  

Cork University Hospital.  Establishment of a HDU, approval in principle from management, awaiting 
funding. 

Our Lady’s Navan Pulmonary Rehabilitation Programme planned for November 2007. 

Beaumont Hospital, 
Dublin. 

1 WTE outpatient physiotherapist for respiratory service to follow up 
COPD patients as required.  This has been brought to management but 
has not gone any further 

Mater Hospital, Dublin. COPD Outreach proposal for early supported discharge programme 
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St. Vincent’s Hospital, 
Dublin. 

In process of submitting proposal for .5WTE Respiratory Outpatients post 

Louth County Hospital  Pulmonary Rehabilitation Programme to restart in the new year, possibly 
in the new primary care facility 

Cavan/ Monaghan 
Services 

NE Regional respiratory physiotherapy group to review use of home 
oxygen and  portable oxygen end 2007 

Merlin Park Hospital, 
Galway. 

Have submitted proposals for Pulmonary Rehabilitation Programme and 
discussed COPD Outreach with physician. There is support for this and 
from GP in area who are very interested in COPD but it needs 
commitment in terms of resources and acute and PCCC integration. 
Pulmonary Rehabilitation Programme plan submitted as part of SPRI 
2006, A+E Task Force 2006 and discharge management 2007.  
Plan to develop COPD Outreach programme but no formal submission to 
hospital management as yet 

Our Lady of Lourdes 
Drogheda, Co Louth. 

Proposal for COPD Outreach service. Business plan has been prepared 
for ward based NIV. 

Wexford General 
Hospital. 

Business case - Pulmonary rehabilitation programme; staffing and capital 
resources submitted. . Other deficits noted above are the remit of one of 
the general Physicians who has a special interest in Respiratory. 
 

 

Planned services in PCCC sites are presented in Table 10 

Table 10: 

Manorhamilton Included in service plan annually the need for PRP 

PCCC Cashel Repeat of COPD education group in 2008 

Community 
Physiotherapy  Naas  

“We hope to begin a support group in conjunction with the hospital 
service” 

Swinford  “Proposed meeting with local acute services to discuss proposal for 
seeking a specialist post for respiratory pts in the community in Mayo” 

 

4.16 Additional comments  

Respondents were asked to include additional comments on the questionnaire. These are 
presented below 

“More health promotion for these clients so they themselves can educate their family and 
friends. Prevention better than cure” 

“Interventions for persons with COPD are like most physiotherapy interventions - delivered 
during the chronic and late stages of the disease rather than early and preventative health 
promotion style interventions “ 

“In my experience PR is v helpful for some clients but it requires regular follow up and the 
opportunity for participants who have completed the course to access services locally as 



 

COPDTechReps_Draft101008 69

required” 

“Would be a very valuable imitative/ service if Pulmonary Rehabilitation Programmes could be 
run in the community, with referral of patients in early stage of lung disease by their GP’s.  
This type of early management through exercise and education might delay the need for 
regular hospitalisation” 

“Pulmonary Rehab Programmes are not widely known about. Greater public knowledge would 
increase involvements and uptake I feel” 

“Pulmonary rehab is evidence based and should be available in all centres.  Joint 
acute/community initiatives should also be targeted as key developments for the 
transformation programme targeting improved primary care. Staffing levels and 
develop seamless care pathway between PCCC/ acute” 
 

“Absence of dedicated Physiotherapy Respiratory services in many general hospitals” 

“Management of this cohort of pts comes within the remit of core PT skills and competencies. 
We as physiotherapists need to be mindful of other professions who may see this as part of 
their "Extended scope of practice" “ 

“Limited community service. Difficult to know what’s going on outside of local area “ 

“Follow up services after dc from acute hospital are poor. Co-ordinated programmes 
based in community are needed which may help to reduce readmission rates “ 

“Management of this cohort of pts will need to be factored into primary care teams 
development as for the most part this population is community based” 
 

“Physiotherapist in Respiratory Care, this individual often is the lead Physiotherapist on the 
‘wards’ and as such, has to provide a diverse range of services e.g. neurology, care of the 
elderly, surgical and ICU.  However, Physiotherapy service benefits enormously from having 
Physician with interest in Respiratory “ 

“Again, cardio-respiratory care has been largely concentrated in acute settings to date.  
We need to work quickly to enable high quality respiratory care to be available at home 
and local level. This will be dependent on increasing the level of interest in 
undergraduate and early post-graduate education in this regard. Demand for this 
availability is increasing with the current concentration on home care packages and 
“hospital at home” initiatives. “ 

“The support patients receive at end of life can be very varied depending if what consultant 
they are under i.e. general medical or respiratory. I think more emphasis need to be placed on 
improving the quality of life for these patients. NIV and PRP in the West need to be 
established” 

“Physiotherapists with a special interest in COPD would be needed on a MDT so that pts with 
COPD could be treated individually and later in a group as these pts can feel v isolated and 
restricted to their house as a result of their illness “ 

“Ongoing maintenance and prevention of admission to hospital should be a main aim for each 
of these clients but such a service would have to be properly resources. Physiotherapists in 
this service have very little time to spend on health promotion “ 
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“COPD specific innovations hampered by the absence of dedicated respiratory and/or COPD 
personnel” 
 
“No planned service developments - embargo on recruitment to very low staff at present” 
 
“Due to freeze all new service developments put on hold indefinitely” 
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5.0 Appendix  
 

National COPD Strategy: 
Physiotherapy Services Survey October 

2007. 
 

1. Demographic Information 
 
Q1.  Name ________________________ 
 
Q2. Position _______________________ 
 
Q3.  Hospital/Service Name and Location   ____________________________________ 
 ___________________________________________________________ 

 
Acute hospital  ____    PCCC ____      Shared service____      
Private hospital ____    Other service (please describe) ____________________ 
  

 
Q4. Preferred Contact Details (to clarify information on questionnaire, if necessary) 
 Email ___________________  Telephone______________ 
 
 
Q5. How many whole time equivalent (WTE) Physiotherapy staff of each grade are in post 

in your service as of October 2007?   
Insert number 

Manager    ____        
Deputy Manager  ____ 
Clinical Specialist    ____  
Senior Grade   ____ 
Staff Grade    ____      
Physiotherapy Assistant   ____ 

 
 

Q6. Are persons with chronic obstructive pulmonary disease (COPD) seen by your 
physiotherapy service?  Yes ____   No ____ 

 
 If the answer is No, please go to question 33 

 
 

2. COPD Service Description 
 
Q7. Where are referrals for persons with COPD seen in your service? 

Inpatient service only    ____   
Outpatient service only   ____   
Both inpatient and outpatient services  ____  
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Q8. If you provide an inpatient physiotherapy service for persons with COPD, 

please specify what physiotherapy staffing is available: 
 

 Indicate 
Yes or 
No 

Number of WTEs and 
Grade 

Is there approved physiotherapy staffing 
dedicated to COPD? 

  

Is there a respiratory physiotherapy service 
directed to COPD? 

  

Is there a general physiotherapy service 
directed to COPD? 

  

 
 
Q9.  If you provide an outpatient physiotherapy service for persons with COPD, 

please specify what physiotherapy staffing is available: 
 

 Indicate 
Yes or 
No 

Number of WTEs and 
Grade 

Is there approved physiotherapy staffing 
dedicated to COPD? 

  

Is there a respiratory physiotherapy service 
directed to COPD? 

  

Is there a general physiotherapy service 
directed to COPD? 

  

 
 
Q10. Please specify the services that are offered to persons with COPD by your service 

(please tick all that apply and whether provided on an inpatient or outpatient basis) 
 

 Inpatient Outpatient 
Treatment in critical care (ICU/HDU)   
Ward based rehabilitation    
Pulmonary rehabilitation programme   
Exercise training   
Provision of home exercise programme    
Management of dyspnoea    
Instruction in airway clearance techniques    
Provision of adjuncts   
NIV as an adjunct to physiotherapy   
Physiotherapy led NIV service   
Hospital at home / outreach programme    
End of life care (palliative care) for COPD patients   
Inhaler technique education   
Self-management   
Patient support group   
Oxygen assessment   
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Other (please describe)  

 
 

Q11. How many Consultant Respiratory Physician(s) are in your hospital/ service? ____ 
 
Q12. What are the main referral sources to the physiotherapy service (either inpatient or 

outpatient) for persons with COPD? (Rank from 1 –7, with 1 being the most frequent 
source) 

  
Local GPs    
Consultant Respiratory Physician teams  
Consultant General Medical Physician teams   
Respiratory Nurse Specialist  
Community Physiotherapists  
Hospital Physiotherapists  
Other (please describe) 
 
 

 

 
 
Q13. Can people with COPD self refer to the physiotherapy service?  Yes ___ No ___ 
 
 
Q14.  Does your service offer a Pulmonary Rehabilitation Programme (PRP) for persons 

with COPD?    Yes ____   No ____ 
If the answer is No, please go to question 27 
 
Q15 Is there approved physiotherapy staffing for the PRP? 
Yes ____   No ____   Number WTE  _____ 
 
Q16 What is the actual number of physiotherapy WTEs involved in the PRP?________ 
 
Q17 How long has the programme been in existence _________ 
 
Q18 Which of the following health professionals are represented on the PRP team? 

 
Physiotherapist  Social worker    
Respiratory Nurse Specialist   Clinical nutritionist   
Nurse  Psychologist  
Occupational therapist  Pharmacist   
Physician    
Other  (please describe)    

 
Q19  What is the source of referral to the PRP? (Tick more than one box if appropriate) 

 
Respiratory Physician  General Practitioner  
Physiotherapist  Self referral  
Respiratory Nurse Specialist  Community nurse  
Community physiotherapist    
Other  (please describe)    
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Q20 Who co-ordinates the PRP? __________________ 
 
Q21 Is there dedicated space for the PRP? Yes ____ No ____ 

 
Q22 Is there dedicated equipment for the PRP? Yes ____ No ____ 

 
Q23 What is the length of the programme? (number of weeks)  ______________  

 
Q24 What is the frequency of the programme? (sessions per week) ______________ 

 
Q25 How many persons with COPD complete a PRP at your centre annually? _______ 
 
Q26 How many weeks long is the waiting list for PRP for persons with COPD? ________ 
 
 
Q27 Does your service offer a Non-Invasive Ventilation (NIV) service for persons with 

COPD?    Yes ___ No ___ 
Please briefly describe the NIV service for persons with COPD  
(E.g. is it a physio led NIV service, is NIV used as an adjunct by physios, location 
where NIV is used, staff training in NIV, equipment used) 
 
 
 
 

 
Q28  Please give a brief description of any current innovations in practice in your 

physiotherapy service for persons with COPD 
 
 
 
 

 
 
Q29  Please briefly outline any existing service deficits in your physiotherapy services 

for persons with COPD.  
 
 
 
 

 
 
Q30  Please give a brief description of any joint services between hospital and 

community care services in your service 
 
 
 
 

 
 
Q31 What specific respiratory education has the physiotherapy staffs who are involved in 

delivering services to people with COPD completed/involved in? 
 

Formal postgraduate training    In-service training  
CPD type courses  Reading journals  
ITS Conference attendance  ERS Conference attendance  
Other  (please describe)    
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Q32 What standards of practice or clinical guidelines do you incorporate into your practice 

for the physiotherapy management of persons with COPD? 
 
 

 
Q33 Please give a brief description of any planned physiotherapy service for persons 

with COPD in your service (e.g. where possible indicate stage of planning, where 
proposal has been submitted) 
 
 
 
 

 
Q34 Do you have any ideas for potential innovations in the physiotherapy or MDT 

service for persons with COPD either at a local or national level? 
 

 
 
 
 

 
 
Q35 If you have any additional comments about physiotherapy services for persons 

with COPD please include them here. 
 
 
 
 
 
 
 
 
 
 
 

 
 

Thank you for taking the time to complete this questionnaire. 
Please return to Ciara Cassidy, ISCP Representative to National COPD Strategy, by 

Friday 26th October by email clcassidy@stjames.ie 
 

Ciara Cassidy, Physiotherapy Department, St. James’s Hospital, Dublin 8. 
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Key findings 
 

A survey on relevant staffing, wards and diagnostic units, policies and practice and access to 

specialist services was distributed to acute HSE hospitals via hospital network managers.  

Twenty-six hospitals responded (72%).  

 

Written policies are in place for management of COPD (46%), non invasive ventilation (73%) 

and long term oxygen therapy (58%).  

 

Non invasive ventilation is available in the Emergency Department (38.5%), Medical 

Assessment Unit (15.4%), Intensive Care Unit (82.6%), High Dependency Unit (19.2%), 

respiratory ward (19.2%) or all medical wards (26.9%).   

 

In almost two thirds of hospitals, all inpatients with COPD can access respiratory nurse 

specialists, smoking cessation officers and palliative care services. Access by Emergency 

Department/ Medical Assessment Unit patients is possible in 54%, 27% and 12% of hospitals 

respectively and by GP referral in 27%, 15% and 4%.   

 

Ten hospitals have pulmonary rehabilitation programmes (38%), five have onward referral 

mechanisms and four are planning a programme. The waiting time for programmes is up to 

one year.  Three hospitals have outreach programmes in place. 

 
This survey highlights the variation in hospital based services for COPD patients and 

opportunities for service development. 
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1. Introduction 
COPD is a chronic condition where the vast majority of patient care takes place in the primary 

care setting.  However it is still necessary for secondary/tertiary services to reach out into the 

community to provide specialist expertise and services when required and for patients to 

reach in from the community, e.g. for the management of an acute exacerbation requiring 

ventilatory support.  In fact, in 2006, 29% of respiratory inpatient hospitalisations related to 

chronic obstructive pulmonary disease (COPD). 

 

The aim of this survey was to inform the development of the national COPD strategy, by 

describing the current resources available within acute HSE hospitals, for the care of patients 

with COPD, including 

- manpower 

- ward configuration 

- policies and practice and  

- access to specialist services. 

 
A survey (see appendix) was distributed by e-mail via each of the hospital network managers. 

2. Results 
A total of 26 hospitals returned completed surveys (72% response rate).   

2.1 Staffing 

Respondents were asked details regarding the numbers of staff in areas relevant to the care 

of a patient with COPD. 

Of the 26 respondents, 19 (73%) had Respiratory Nurse Specialists, the WTE number of 

whom ranged from 0.05 to 2.0 with a modal number of 1.0 (n=9). (Only one site had an RNS 

working solely with COPD patients (0.5 WTE) and this post was funded by industry. Ward 

Nurses with Respiratory training were available on 16 sites (62%)  and ranged in number from 

1-25. Details of the various training courses availed of by these nurses are listed in the 

appendix. 

 

Palliative Care Nurse Specialists were available in 81% (21) of locations.  

  

Six (23%) of the respondents employed Respiratory Scientists ranging in number from 0.4 

WTE to 4.4 with a mode of 1 (n=2).   

 

Smoking cessation officers were available on 18 (69%) of sites which included in a small 

number of cases shared services with community.  

 

A little over half (54%, 14) of the locations had respiratory consultants on staff ranging in 

number from 0.2WTE to 5.0WTE with a modal number of 1.0 (n=6). Eight locations (31%) had 

Respiratory Registrars/Specialist Registrars. 
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Other staff working in Respiratory medicine included 

 Physiotherapists 54% (14) ranging from 0.5-4.0 WTE  

 Medical Social Worker 15.4% (4) ranging from 0.5-3.0 WTE 

 Occupational Therapist 19% (5) ranging from 0.3-1.0 WTE 

 Clinical Nutritionist 15.4% (4) ranging from 0.5-1.0 WTE 

The above refers to generic respiratory staff. Two further questions were then asked: 

  - availability of specified staff on weekday 9am-5pm to treat acute COPD patients, 

  - availability of specified staff on weekends 9am-5pm to treat acute COPD patients. 

 

The answers based on the number of locations (i.e. not numbers of staff or WTE) are shown 

in Table 1 below. 

 

Table 1 Number if locations where staff available 

Staff Weekdays 9am-5pm 
N (%) 

Weekends 9am-5pm 
N  

Respiratory  consultants   12 (46.2%) 3 +3 if on general rota 

Specialist Registrar 8 (30.8%) 2+1 if on general rota 

SHO 8 (30.8%) 1+1 if on general rota 

Intern 7 (27.0%) 0+1 if on general rota 

Respiratory CNS 13 (50.0%) 1+1 emergencies 

Ward Nurse with Respiratory 

training 

7 (27.0%) 1+1 emergencies 

Physiotherapist 14 (53.8%) 9 (34.6%) 

Medical Social Worker 4 (15.4%) 0 

Occupational Therapist 5 (19.2%) 0 

Clinical Nutritionist  4 (15.4%) 0 

 

Finally as part of the section on staffing, respondents were asked about vacant funded posts 

which would be relevant to the care of people with COPD. Eleven (42%) had such vacancies. 

They ranged across all of the above allied health professions. 

 

2.2 Wards and Diagnostic /Therapy Units  

Respondents were asked whether their hospital had a number of specific units. These 

included an Emergency Department‡, Medical Assessment Unit, dedicated respiratory ward, 

and dedicated non invasive ventilation (NIV) ward.  Their answers are shown in Table 2 

below. 

 

 

                                                 
‡ Emergency departments: formerly known as Accident & Emergency 
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Table2 Existence of certain units within hospitals  

Specific Units Number (%) Comment 

Accident and Emergency 24 (66.7%) +2: one unit open 8am-8pm Mon-Fri, 

other unit minor injury unit 

Medical Assessment Unit 8 (30.8%) +1: one unit open Mon-Friday 

Dedicated respiratory ward 5 (19.2%)  

Dedicated NIV ward 3 (11.5%)  

 

In addition to the above units/wards, respondents were asked whether their hospital had, and 

what type of, high dependency unit (HDU). None of them had a solely medical HDU while five 

(19%) had a mixed HDU. A number of others relied on ICU and /or CCU. 

 

Following the question on wards/units, respondents were asked about locations where NIV 

was available. Their responses are shown in Table 3. In addition to those locations shown in 

Table 3, a number of respondents mentioned that NIV was also available in CCU (n=4), 

throughout the entire hospital (n=1), special care unit (n=1), one specified medical ward 

(n=2), observation area of all wards (n=1), and CCU/ICU/HDU (n=1). 

 

Table 3 Availability of NIV 

Locations Number (%) 

A&E 10 (38.5%) 

MAU 4 (15.4%) 

All medical wards 7 (26.9%) 

Respiratory ward 5 (19.2%) 

HDU 5 (19.2%) 

ICU 22 (84.6%) 

 

Five (19.2%) of the respondents’ hospitals use an early warning detection system or ICU 

outreach for critically ill cases requiring ICU management while one other used a special care 

unit.   

 

A variety of training is given to staff providing NIV outside of ICU, some of which is listed in 

Appendix 2. 

 

2.3 Policies 

Respondents were asked whether their hospital had written local guidelines/protocols for the 

management of COPD, NIV, and long term oxygen therapy (LTOT). In addition, respondents 

were asked about other relevant written guidelines/protocols. Their responses are shown in 

Table 4.  In addition to those listed below, one location had a written protocol for smoking 

cessation, one for access to in-patients physiotherapy, two had written integrated care 

pathway for COPD patients, three for acute oxygen therapy and six had nebuliser guidelines. 
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Table 4 Written guidelines and protocols 

guidelines/protocol Yes (%) Comment 
Management of COPD 12 (46%)  

Non invasive ventilation  
19 
(73.1%)   

Includes three in draft format, excludes one 
not in use 

Long Term Oxygen Therapy 
15 
(57.7%) 

Includes one in draft format and one not 
strictly adhered to 

 

2.4 Access to specialist services 

This section on access to specialist services sought details about which type of patients with 

COPD had access to Respiratory Nurse Specialists, Smoking Cessation Officer and Palliative 

Care services.  Their answers are shown in Table 5 below. 

 

Table 5 Access according to patient location 

Patients with COPD Respiratory Nurse 
Specialists 

Smoking Cessation 
Officer 

Palliative Care 
services 

All in-patients 16 (61.2%) 17 (65.4%) 17 (65.4%) 
All out-patients 15 (57.7%) 14 (53.8%)  6 (23.1%) 
A&E/ MAU 14 (53.8%) 7 (26.9%) 3 (11.5%) 
Patients directly 
referred by GP 

7 (26.9%) 4 (15.4%) 1 (3.8%) 

In-patients under 
care of respiratory 
team only 

2 (7.7%) 3 (11.5%) 1 (3.8%) 

Out-patients under 
care of respiratory 
team only 

2 (7.7%) 2 (7.7%) 1 (3.8%) 

 

2.4.1 Pulmonary Rehabilitation 

In addition to the above services, respondents were asked whether their hospital had a formal 

pulmonary rehabilitation programme. Ten (38%) replied in the affirmative including one which 

was completing a pilot programme and one which was only a partial programme 

(physiotherapy delivered only). Those respondents who did not have a programme were 

asked about arrangements to refer relevant patients – five (31%) had onward referral 

mechanisms. Four (25%) were planning rehabilitation programmes. 

 

Sources of referral for those with rehabilitation programmes are shown in Table 6. 

 

Table 6 Referral Sources for Pulmonary Rehabilitation 

Respiratory team Respiratory  CNS 
Non Respiratory  
hospital consultant MAU A&E GP 

 
10 (100%) 10 (100%) 9 (90%) 2 (20%) 5 (50%) 2 (20%) 

 

Respondents were asked to identify from a list which components were included in their 

pulmonary rehabilitation programme.  

These were:  
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       N % 

Supervised Exercise Training    10  100 

Patient education: disease itself    10 100 

Patient education: management of exacerbations 10 100  

Patient education: nutrition    8 80 

Psychological support     7 70 

Smoking cessation     10 100 

Palliative Care      4 40 

 

Additional aspects incorporated in some programmes were Pharmacist input (1), Social 

Worker input (2), Occupational Therapist (2), Anaesthetist on ventilation and ICU (1), Life-

coach (1) and alternative therapies (1).   

 

All programmes were currently delivered on a hospital site, two of whom were planning to 

move to a community location. 

 

Of the ten with rehabilitation programmes six (60%) provided some detail of the duration of 

their programme. These included: 

 90 minutes  twice weekly for 8 weeks (physiotherapy only) 

 2 hours        twice weekly for 8 weeks: 2 programmes  

 2 hours        twice weekly for 7 weeks: 1 programme 

 2 hours      three times weekly: duration not specified 

 twice weekly, duration not specified 

 

Activity in terms of number of participants was quite varied for the years 2005-2007, as can 

be seen from Table 7 below. 

 

Table 7 Pulmonary Rehabilitation Participants 2005-2007 

 2005 2006 2007 
No. of Programmes included 5 6 2* 
Range 2-48 7-52 20-38 
Total number 133 197 58 
*excludes one pilot programme with total of 8 patients 

 

The waiting time for Pulmonary Rehabilitation Programmes (n=10), apart from one location 

with no waiting time, ranged from two months to over a year with modal values of two months 

(2), five months (2), six months (2) and one year (2). 

 

2.4.2 Outreach Programmes 

Regarding outreach programmes, only three (11.5%) respondents replied in the affirmative 

that patients coming to their hospital with an exacerbation of COPD have access to early 

discharge or outreach scheme. 
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The purpose of such schemes included admission prevention (n=3), rapid discharge within 48 

hours (n=2) and early discharge but later than 48 hours (n=3). Additional reasons given 

included for those with newly diagnosed COPD (n=1) and those with COPD new to home 

oxygen and NIV (n=1). 

 

The number of COPD patients accepted by the early discharge/outreach scheme in the last 

12 months for each of the three respondents was 1, 70 and 100. 

 

Two of the schemes ran seven days a week. The third operated five days per week although 

in 2006 this too operated at weekends, as they had recruited an additional staff member via 

the Winter Initiative scheme.  

 

Generally the programme was provided for a two week period. In addition to the outreach 

programme one respondent drew attention to an Intermediate Care programme.  

 

One of the outreach programmes was run by a respiratory nurse and physiotherapist with the 

latter the current co-ordinator, another by the Multi-disciplinary team and a third was 

Consultant led. 

3. Conclusion  
The picture painted here, while incomplete, is one of varying models of care throughout the 

country.  The evidence based guidelines as recommended in the main strategy document can 

be implemented using different approaches and building on existing initiatives. However it is 

essential that access and quality of care is optimised and that a clear, integrated patient 

pathway is developed in each region.  The information provided here can act as a starting 

point for acute services in each region to examine their services for COPD and respiratory 

disease in more detail. 
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Appendix 1: Questionnaire 

               
 
 
 
 
 

 

 
SURVEY OF ACUTE HOSPITAL 

RESOURCES FOR COPD PATIENTS 
2007 

 
 
 
The Health Service Executive has established a steering group to develop a national 

strategy for the management of COPD (Chronic Obstructive Pulmonary Disease).  As 

part of this work, we aim to describe the services which are currently available in 

Ireland for the management of COPD patients. 

 

This brief questionnaire covers the services available in acute hospitals and requires 

information from a number of health care staff.  Please arrange for this form to be 

completed for your hospital and returned by Friday, December 14th. 

 
We would also appreciate it if you could enclose copies of any protocols, care 
pathways etc. that your hospital uses for patients with COPD. 
 
 
If you have any questions in relation to this questionnaire, please contact 
  
Dr. Triona McCarthy, Specialist in Public Health Medicine,  
Dr Steevens’ Hospital, Dublin 8.  
 
Phone: 01 6352423 
Fax: 01 6352103 
E-mail: caitriona.mccarthy@hse.ie 
 
 
**************************************************************** 
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1. General Details  
(i)   Name of hospital:   

(ii)  Survey completed by:  

(iii) Contact telephone no./e-mail:  

(iv) Date of completion:    

2. Staffing 
- Where staff are available part-time indicate the WTE (e.g. 0.5)  
- Please enter zeros if there are no staff members 

 

 

(i) How many of the following staff members are working in your hospital?   
 
 WTE 
 
Respiratory Nurse Specialists  

 

  
- If any are working solely with COPD patients, please also 
state dedicated WTE for COPD:  

 

 
Respiratory Scientists 

 

 
Smoking Cessation Officers 

 

 
Palliative Care Nurse Specialists 

 

 
Ward nurses with respiratory training  

 

 
 - Please give any available detail re courses undertaken, e.g. certificate or diploma, topic 
of training, etc: ………………………………………………............................................. 
………………………………………………....................................................................... 
 

 (ii) How many of the following staff members are working in respiratory and general 
medicine in your hospital? 
 Respiratory Medicine General Medicine  

(including Elderly Care) 
Consultants      

SpR       

SHO   

Intern   

Physiotherapists   

Medical Social Worker   

Occupational Therapist   

Clinical Nutritionist   
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(iii) How many of the following staff are available during the daytime (at least 9am-5pm) 
weekdays to treat acute COPD patients?  
 
[Please enter zeros if there are no staff members available] 
 Respiratory Medicine General Medicine  

(incl Elderly Care) 
Consultants      

SpR       

SHO   

Intern   

Respiratory Nurse Specialists    

Ward nurses with respiratory training   

Physiotherapists   

Medical Social Worker   

Occupational Therapist   

Clinical Nutritionist   

 
(iv) How many of the following staff are available during the daytime (9am-5pm) at 
weekends to treat acute COPD patients? 
 
[Please enter zeros if there are no staff members available] 
 Respiratory Medicine General Medicine  

(incl Elderly Care) 
Consultants      

SpR       

SHO   

Intern   

Respiratory Nurse Specialists   

Ward nurses with respiratory training   

Physiotherapists   

Medical Social Worker   

Occupational Therapist   

Clinical Nutritionist   

 
(v) Do you have additional funded posts in any of the above areas, which are currently 
vacant?  

 Yes                No 
 
If yes, please give details: …..………………………………………………………… 
………………………………………………………………………………………… 
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3. Wards & diagnostic/therapy units 
 
(i) Does your hospital have an Accident and Emergency Department? 

 Yes , accepting patients 24hrs/day, 7 days a week 
 Yes, other arrangement - please specify ………………………………………  
 No   

   
(ii) Does your hospital have a Medical Assessment Unit (MAU)? 

 Yes                    No      
 Other arrangement - please specify …………………………………………. 

 
(iii) Does your hospital have a dedicated respiratory ward?  

 Yes                    No    
 Don’t know   
 Other arrangement - please specify …………………………………………. 

…………………………………………………………………………………… 
 
(iv) Does your hospital have a dedicated non invasive ventilation ward?  

 Yes                      No    
 Don’t know   
 Other arrangement (e.g. section of ward) - please detail ……………………... 

…………………………………………………………………………………… 
 
 (v) Does your hospital have one of the following High Dependency Units (HDU)? 

 a medical HDU       
 a mixed HDU  

  
 

 Don’t know   
 Other - please specify 

………………………………………………… 
 

 (vi) Is non-invasive ventilation (NIV) available in the following wards: 
 (please tick all that apply) 

 A&E     
 Medical Assessment Unit  
 all medical wards  

 

 respiratory ward  
 HDU 
 ICU 
 Other – please specify 

………………………………………………… 
 

(vii) What training is given to staff providing NIV outside of ICU? 
……………………………………………………………………………………….. 
……………………………………………………………………………………….. 
 
(viii) Does your hospital use a system of early warning detection or ICU outreach for 
critically ill cases requiring ICU management?  

 Yes      No    
 Don’t know   
 Other arrangement - please specify …………………………………………… 
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4. Policies & practice 
 
 
(i) Does your hospital have written local guidelines/protocols for the following? 
 
  

Yes
 
No 

 
Don’t 
know 

 
If yes, please specify where – e.g. 
A&E, OPD, ICU, all inpatients 

Management of COPD     

Non invasive ventilation     

Long term O2 therapy     

Other – please specify:     

-      

-     

-     

 
PLEASE ENCLOSE WITH YOUR RESPONSE COPIES OF ANY HOSPITAL 
PROTOCOLS RELEVANT TO THE CARE OF COPD PATIENTS 

5. Access to specialist services 
 
(i) Respiratory Nurse Specialists  
 
Which COPD patients have access to a respiratory nurse specialist?  
(please tick all that apply) 
 
 

 All inpatients  

 All outpatients  

 A&E/ MAU patients  

 Patients directly referred by GP 

 Some inpatients - only those under care of respiratory consultant 

 Some outpatients - only those under care of respiratory consultant 

 Some patients - other: details…………………………………….. 
………………………………………………………………………... 

 None 
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(ii) Smoking Cessation  
(a) Which of the following COPD patients who are current smokers are referred to a 
smoking cessation officer?    (please tick all that apply) 
 

 All inpatients with COPD 

 All outpatients with COPD 

 A&E/ MAU patients with COPD 

 Patients directly referred by GP 

 Some inpatients - only those under care of respiratory team 

 Some outpatients - only those under care of respiratory team 

 Some patients - other: details…………………………………….. 

 None  
(b) Please indicate any additional arrangements for brief intervention or provision of 
nicotine replacement therapy for COPD patients who are current smokers: 
……………………………………………………………………………………… 
……………………………………………………………………………………… 
 
 
(iii) Palliative Care  
Which COPD patients have access to palliative care services?  
(please tick all that apply) 
 

 All inpatients with COPD 

 All outpatients with COPD 

 A&E/ MAU patients with COPD 

 Patients directly referred by GP 

 Some inpatients - only those under care of respiratory team 

 Some outpatients - only those under care of respiratory team 

 Some patients - other: details…………………………………….. 

 None  
 
 
(iv) Pulmonary Rehabilitation 
(a) Does your hospital have a formal pulmonary rehabilitation programme? 
 

 Yes - If yes, please answer questions (b)-(f) below.   
 

 No - If no, what arrangements (if any) are in place to refer patients who would 
benefit from pulmonary rehabilitation? 
………………………………………………………………………………………… 
………………………………………………………………………………………… 
………………………………………………………………………………………… 
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(b) Which of the following can directly refer patients?  
(please tick all that apply) 
 

 Respiratory team 
 Respiratory nurse specialist 
 Other hospital consultants 
 Medical Assessment Unit 
 A&E 
 GPs 
 Other –please detail……………………………….. 

 
(c) Which of the following are available within the pulmonary rehabilitation 
programme?  (please tick all that apply) 
 

 Supervised Exercise Training 
 Patient education on the disease itself 
 Patient education on the management of exacerbations 
 Patient education on nutrition 
 Psychological support 
 Smoking cessation 
 Palliative Care 
 Other – please detail…………………………………………………………… 

 
(d) Where is the programme delivered (e.g. on hospital site, in community centre) and 
over what time period/schedule? 
 
 
(e) How many participants were there -  
 
in 2005? ………………… 
in 2006?............................. 
 
(f) What is the average waiting time for pulmonary rehabilitation?   
 
 
 
(v) Outreach programmes   
(a) Do patients coming to your hospital with an exacerbation of COPD have access to 
an early discharge or outreach scheme?  

 Yes      
 No    
 Don’t know   
 Other arrangement - please specify …………………………………………….. 

………………………………………………………………………………………. 
If no, you have completed the form 
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If yes: 
 
(b) Is this scheme for: (please tick all that apply) 
 

 admission prevention     
 rapid discharge within 48 hours  
 early discharge but later than 48 hours 
 Don’t know   
 Other criteria - please specify ………………. 

 
(c) How many COPD patients from your hospital were accepted by an early 
discharge/outreach scheme in the last 12 months? 
 
 
(d) How many days per week does the scheme run?  
 

 5 days a week     
 7 days a week   
 Don’t know   
 Other - please specify …………………………………………………………… 

 
(e) For how many days are patients managed by the outreach programme? 
 
 
(f) Is the early discharge scheme run by a:  
 

 respiratory nurse     
 general nurse 
 physiotherapist    
 Don’t know   
 Other - please specify …………………………………………………………… 

 
  
 
Thank you for taking the time to complete this questionnaire! 
 
 
Please return the completed form by Friday December 14th to: 
 
Dr. Triona McCarthy,  
Specialist in Public Health Medicine,  
HSE - Department of Public Health, 
Room G29, Dr Steevens’ Hospital,  
Dublin 8.  
 
Phone 01 635 2423  
Fax: 01 6352103 
e-mail: caitriona.mccarthy@hse.ie 
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Appendix 2: Training 
 
(i) Examples of Ward Nurses Respiratory Training  
Higher diploma in Respiratory Care;  
Higher diploma in Nursing Studies (respiratory care in nursing practice) 
Certificate in COPD;  
Certificate in care and management of COPD (RCSI) 
Masters (MSc) in respiratory care/COPD 
Diploma in COPD and asthma 
Diploma in adult respiratory care (University of Limerick) 
Diploma in psychology and counselling,  
Diploma in management,  
Higher diploma in Palliative care 
Modules on respiratory disease 
In-service training - eg NIV, bronchoscopy etc 
Regional training days 
 
 
 (ii) Training given to staff providing NIV outside of ICU 
 

 currently undergoing regular training sessions to familiarise with machines and mask 
fitting – with a view to setting up ward based NIV in near future 

 2day regional NIV training information sessions on ward being used 
 Consultant has taken on training the staff on the respiratory ward and continues to do 

so regularly in conjunction with trained staff from the physiotherapy dept. The ward 
nurses and junior medical staff on call are trained to set up and monitor NIV patients. 
However, the staffing levels are such that it is often not possible to take these 
patients to the respiratory ward which has a dedicated NIV policy and has received 
NIV training 

 partial consultant and physiotherapy support but only in HDU 
 Consultant and physiotherapy provide training and guidance as need arises.  No 

specific training in NIV completed as yet by nursing staff 
 support from physiotherapist /HDU staff as above 
 in house training 3 monthly 
 10 staff diploma in NIV; bimonthly in-house workshops 
 Respiratory CNS  and respiratory physiotherapist provide ongoing education to staff 

re NIV, mask fitting and the care of a patient on NIV 
 At present working on getting an area designated for mixed pts on one ward for 2-4 

beds for NIV. Will then set up a training programme including resp failure, ABGs, NIV 
 training sessions with respiratory CNS and physiotherapist 
 supervision by respiratory nurse in the care of patients admitted who get NIV 
 In Service Training 
 monthly education sessions and workshops on its use 
 Training provided on respiratory ward 
 regular NIV sessions are provided by respiratory CNS and Respiratory Consultant 
 Respiratory Nurse specialist with Hdip resp training and one staff nurse with Hdip 

hold on-going in-service training with respiratory ward nurses.  Talks are also given 
by the CNS in respiratory medicine on a regular basis.  All physiotherapists receive 
in-service training on the use of NIV. 
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1. Introduction 

Chronic Obstructive Pulmonary Disease (COPD) is a chronic condition and a large proportion of 

patient care takes place within the community.  A survey of general practitioners was carried out 

to obtain information on the services available to patients within primary care and any difficulties 

experienced in accessing such services (see Technical Report No 1).   

 

Through the general consultation process, attention was drawn to concerns regarding the use of 

long term oxygen therapy within the community and opportunities for service improvement.  Long 

term oxygen therapy improves survival when used in those patients with appropriate indications 

and for a minimum of 15 hours a day (ideally continuously).1 2,3  Specific initiatives have taken 

place around the country to improve the safety and appropriateness of oxygen use within the 

community.  It was therefore considered useful to gather further information regarding the use of 

oxygen in each Local Health Area.  Questions were also included regarding nebuliser usage, as 

other aids/appliances relevant to the patient with COPD; and regarding community bed capacity 

as the GP survey had highlighted variability in access to such beds. 

 

 The primary aim of this survey was therefore 

- to describe activity and costs pertaining to aids and appliances for patients with COPD 

and relevant policy and procedures from the point of view of community services.  

 

 

2. Methods 

A questionnaire (see Appendix) was developed in conjunction with the PCCC (Primary, 

Continuing and Community Care) representative to the strategy group and piloted in one Local 

Health Area.  It was then was distributed nationally by e-mail via each Local Health Office 

Manager (32). Topics covered included activity and costs of aids and appliances; policy and 

procedure for same; and community bed capacity for the management of exacerbations of 

COPD.  

 
 

3. Results 

Twenty two responses were received from 14 Local Health Areas (44% of Local Health Areas, 

population 1,792,818, for breakdown see Appendix).  This report is based on these fourteen 

areas and rates calculated are based on the total population served by that area, irrespective of 

age or medical card eligibility.  All four HSE Areas were represented.  
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3.1 Aids and appliances – activity and costs 

Respondents were asked to indicate to which types of residences their answers related. Multiples 

responses were allowed.  Their responses are shown in Table 1 below. 

 

Tables 1: Settings to which responses apply 

Own home 14 

Private nursing homes (includes one where specified for GMS clients only) 6 

voluntary sheltered housing/ welfare home accommodation 4 

HSE funded boarding out/ sheltered housing/ welfare homes 4 

HSE Continuing Care hospitals 3 

Rehabilitation Centre 1 

Day Hospital 1 

Community Nursing Unit 1 

 

3.1.1 Activity and costs for home oxygen 
Regarding use of oxygen in the home, respondents were asked to quantify the number of patients 

currently on home oxygen – including specific uses such as ambulatory oxygen, nocturnal 

oxygen, oxygen for exercise - and the numbers with COPD in receipt of long term oxygen therapy 

(LTOT). These numbers per 100,000 population are shown in Table 2. It should be noted that 

these rates (and those in following tables) could be as much as three times greater if calculated 

using only those eligible for a medical card.  

 

Table 2: Number of patients currently on Home Oxygen (per 100,000 population) 

 Number Range /100,000 Number /100,000 
Number currently receiving home 
oxygen (n=13) 

2,230 50 – 289/100,000 132/100,000 
 

Number on home oxygen supply with 
ambulatory capacity (n=8) 

542 2 – 80/100,000 57/100,000 

Number on continuous home oxygen 
supply without ambulatory capacity 
(n=6) 

326 9 – 83/100,000 40/100,000 

Number on nocturnal oxygen only 
(n=3) 

24 2- 9/100,000 7/100,000 

Number using oxygen for exercise 
only (n=3) 

11 0 – 7/100,000 3/100,000 

Number of COPD patients on long 
term oxygen therapy (n=4) 

195 15 – 83/100,000 45/100,000 
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In addition to those on home oxygen, respondents were asked about the number of new patients 

who commenced on home oxygen for the years 2004-2006 and specifically the numbers with 

COPD if available.  Their responses based on a population rate are shown in Table 3 below. 

 
Table 3 New patients commenced on Home Oxygen Therapy 2004-2006 

Patients commenced on home 
oxygen    (n=10) 

Number Range/100,000 Rate/100,000 

2004 467 5-62/100,000 36/100,000 
2005 623 6-163/100,000 49/100,000 
2006 713 16-152/100,000 56/100,000 
COPD patients commenced on home 
oxygen    (n=2) 

   

2004 21 6-15/100,000 10/100,000 
2005 22 8-14/100,000 11/100,000 
2006 25 7-16/100,000 12/100,000 

 
Respondents were asked about the cost of both supplying oxygen appliances and oxygen during 

2006. A wide range of responses were given varying from total cost to cost per patient. Examples 

of costs per patient were €57.14 plus vat for concentrators and €55 plus vat for portables. Total 

costs for individual Local Health Areas ranged from €93,000 to over €650,000. Many areas were 

unable to provide any cost data. 

 

It was noted that in addition to the direct costs of supplying home oxygen, there are associated 

costs incurred through delivery, ordering, maintenance, secretarial and other associated 

manpower. 

 

3.1.2 Activity and costs for nebulisers 
Respondents were asked about the provision of new nebulisers (i.e. not the number of new 

people commencing on nebulisers) issued for the years 2004-2006 together with their cost.  

 
Table 4 New nebulisers issued 2004-2006 

New Nebulisers Issued Number Range/100,000 Rate/100,000 
2004 1447 6-264/100,000 109/100,000 
2005 1911 12-297/100,000 144/100,000 
2006 2045 38-356/100,000 149/100,000 

 

Again cost data was difficult to obtain but where provided ranged from almost €8,000 to over 

€57,000 in 2006. One area estimated an additional cost of services at approximately €12,000. 
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3.2 Aids and appliances – Policy & Procedures 

This next section sought details from respondents on policy and procedures with regard to aids 

and appliances relevant to people with COPD.  As with the previous section clarification was 

sought as to where these applied.  The responses are shown in Table 5 below. 

 

 

Table 5 Settings to which responses apply 

Own home 13 
Voluntary sheltered housing/ welfare home accommodation 3 
HSE funded boarding out/ sheltered housing/ welfare homes 3 
Private nursing homes (includes one where specified for GMS only)  5* 
HSE continuing care hospitals 5 
Rehabilitation Centre 1 
Day Hospital 1 
Community Nursing Unit 1 
 
3.2.1 Policy and Procedures for Home Oxygen  
Respondents were asked to indicate who can initially prescribe home oxygen and also who can 

prescribe ongoing oxygen for those already on long term home oxygen.  Their responses are 

shown in Table 6 below (multiple answers were permitted). 

 

Table 6 Prescription of Oxygen for Home Use 

 Initial Prescription 
n (%) 

Prescribe Ongoing Oxygen 
n (%) 
 

Hospital Consultant  13 (93%) 11 (78%) 
Respiratory Nurse Specialist  1 (7%) 1 (7%) 
General practitioner 11* (78%) 12 (86%) 
Physiotherapist 1 (7%) 1 (7%) 
*In one instance a GP could only prescribe cylinder oxygen 

 
Respondents were asked to indicate any local difficulties with the level of detail provided on home 

oxygen prescriptions. Seven (50%) indicated difficulties which included:  

 flow rates not always included and needed by supplier (3) 

 inadequate information (2) 

 type of oxygen not indicated e.g. cylinder, backpack (1) 

 Lack of communication between hospital and community: discharge letter may only say 

“on oxygen therapy”  (1)     

 never see the prescription: goes from stores to patients’ house (1) 

 detail of oxygen saturation levels not provided (1) 
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Respondents were asked about arrangements for urgent (i.e. in < 24 hours) provision of oxygen 

in the home. Nine (69%) respondents were aware that such provision existed. Three (25%) said 

there was no such arrangement for their area (in one instance this was because there was no 

need as company facilitates 24hour requests except at weekends). 

 

Details of such arrangements are provided below, with the commonest arrangement being that 

the contract company would facilitate the request.  In a number of cases emergency supply could 

be arranged by obtaining cylinder oxygen from community locations. 

 Not an issue as usually supplied within 24 hours of ordering (1) 

 Helpline supplier, plus spare cylinder in house plus available in Community Care stores 

(phone arrangements in place) (1) 

 Cylinder available from County clinic once prescribed and home check done by PHN (1) 

 Only if contract with company can facilitate request (1) 

 Contract company supplies (5) 

 Back-up Emergency Supply in three logistic sites (1) 

 

Respondents were asked whether minimum requirements were adhered to in the installation of 

an oxygen supply in the home, e.g. minimum number of points, minimum length of tubing.  Eight 

(57%) replied in the affirmative while four (29%) didn’t know. For those who answered yes, these 

included: 

 specified by supplier and client directly (3) 

 part of contract with supplier (2) 

 client defines requirements (1) 

 usually two points upstairs and two downstairs. Some complaints re length of tubing (1) 

 one point upstairs and one downstairs (1) 

 

Arrangements were in place for ongoing maintenance of oxygen appliances for 12 (86%) of the 

respondents.  Of the remainder, one (12%) said there were no such arrangements while the 

remaining respondent was unaware of arrangements. 

  

In addition, respondents were asked what arrangements (if any) were in place for the follow up of 

patients on long term home oxygen. Responses are provided in Table 7 (multiple answers were 

permitted): 

 

Table 7 Follow-up of patients on long term oxygen 

 Number Frequency 
Routine review at long term oxygen therapy clinic  1 

1 
Varies 
As required 
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Routine review by Hospital Consultant  3 
2 

Not specified 
Varies 

Routine review by Respiratory Nurse Specialist    
Routine review by General practitioner  2 

2 
1 

Not specified 
As required monthly 

Public Health Nurse follow up 2 
2 

Monitors 
As required 

Don’t know 3  
No such arrangements in place 1  
 

In addition to the above, in one area some patients are reviewed by a Consultant,  some by a 

Respiratory Nurse Specialist but not routinely.  In another area, those on oxygen are written to 

annually by the appliance section to check if they are still using on oxygen equipment and 

satisfied with it. 

 

Finally in this section, respondents were asked about policies regarding the provision of portable 

oxygen cylinders. Nine (64%) had a policy, four (29%) hadn’t while the remainder either didn’t 

know or didn’t answer. The policies addressed who could prescribe portable oxygen and 

included:  

 Consultant Physician   5 

 Respiratory Consultant   1 

 Consultant or GP   4 

 PHN with GP   1 

   

Criteria for prescription of portable oxygen, where known by respondent, included: 

 Decrease in oxygen saturation post exercise     

 No specific criteria, consultant will prescribe where a patient’s mobility is compromised by 

severe dyspnoea needing oxygen    

 Client must be on concentrator for >16 hours per day  

 Patient on continuous oxygen and needs to travel/move  

 Housebound but mobile patient usually recommended by GP  

 If patient is not terminal, following a ‘Shuttle Test’ the Hospital Consultant is requested to 

supply details of Oxygen saturation levels pre and post exercise and post exercise with 

and without oxygen. If a Shuttle Test is not appropriate the diagnosis and base line 

oxygen levels are used to make a determination of need.     

    

3.2.2 Policy and procedures for nebulisers 
Respondents were asked about policies and procedures relating to nebulisers. Ten (71%) had 

arrangements in place for ongoing maintenance of nebulisers. These included: 

 Local policies as agreed with infection control and as agreed on procurement(1) 
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 Nebuliser serviced annually (3) 

 Clients instructed that consumables require changing -under direction of PHN (1) 

 Services and cleaning as required (1)  

 Patient returns to stores if problem (2)  

 Arrangements made with suppliers to service/repair (1) 

 Company responds to query by calling to customer or dealing over phone, clients shown 

how to change filters, wash mask (1) 

 Service as required and every 6 months (1) 

 

Most (13, 93%) respondent locations routinely advised/reminded routinely patients about cleaning 

nebulisers. These took the form of: 

 Issued when patient provided with nebuliser  (12) 

 At the discretion of public health nursing staff (7) 

 At the discretion of general practice staff (4) 

 Patient reminded if reviewed at Respiratory Nurse Specialist clinic (1) 

 Hospitals (1) 

 Booklet provided with new machines  (1) 

 Issued as a regular postal reminder, e.g. annually (0) 

 

Additional comments by respondents in relation to current policies for the provision of long term 

oxygen, nebulisers or other aids and appliances for COPD patients are included in Appendix 2.  

These included the need for standardised policies and procedures and for improved follow up of 

patients on such long term treatment within the community. 

 

3.3 Community bed capacity 

The final section of the questionnaire related to community bed capacity. Half (seven) of the 

respondents had beds available within the community, to which GPs can directly admit patients 

for a short term exacerbation of their COPD.  The number of these beds and their locations were: 

 district hospital (n=6): one 43-bedded; four with bed numbers not stated and one with 

community intervention beds 

 community nursing unit (n=5): one six-bedded; one 10-bedded; one with 63 beds 

including respite beds and two with bed numbers not stated 

 

A comment made by a number of respondents here was the difficulty of accessing diagnostics 

such as radiology for a number of these sites and that lack of same could be a barrier to 

accepting patients.  
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The second question in this section related to availability of step down beds for hospitalised 

patients following an exacerbation of their COPD. These were only available in a little over one 

third (36%) of locations.  

 

Almost four fifths (79%, 9) of locations could provide nursing care at short notice for patients in 

the home during an exacerbation of their COPD. However for one respondent this was limited to 

a maximum of four patients while for another the maximum was one patient. This care was 

delivered by:  

 Public health nursing staff  10 

 Community intervention team  2 

 Hospital outreach team     2 

 Private provider    2 

 Intermediate Care teams   2 

 

The actual care provided was variable and included monitoring of patient (9), assistance with 

activities of daily living (8), nebulised medication (6), oxygen provision (6), intravenous medication 

(2), education of patient and carer (1), chest physiotherapy (1) and home adaptation (1).   

 

Conclusion 

 
This report has highlighted the difficulties in collating information and the lack of standardised 

policies and practice in this area with the community services.  Long term oxygen therapy in 

particular is an evidence based therapy of importance for certain people with COPD but which 

greatly affects their lives.  Standardised practice is required urgently to ensure it is used is a safe, 

cost effective manner, with appropriate follow up and to the greatest benefit of each individual. 
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Appendix 

 

Appendix 1 

 
Local Health Office Responses: covering /on behalf of the Area 
 
 
Population: South Tipp    88,274 
  Carlow/Kilkenny   120,671 
  Kerry     139,616 
  North Cork    80,795 
  North lee    167,536 
  West Cork    53.565 
  Meath      162,621 
  Roscommon    58,700 
  Galway    231,035 
  Wicklow    109,328 
  Dublin North Central   126,679 
  North Dublin     221,771 
  Dublin West    133,562 
  North Tipp/East Limerick  98,665 
 
Total       1,792,818 
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Appendix 2 

 
Additional comments by respondents in relation to current policies for the 
provision of long term oxygen, nebulisers or other aids and appliances for COPD 
patients: 
 

To get sign off for home/residential oxygen use, it is necessary for a consultant 
to sign off on the prescription.  Medical officers/GP may also prescribe.  It 
would be helpful that advanced nurse practitioners and nurses doing the nurse 
prescribing course would also be able to do this. 

 
LTOT given by consultants based on ABG at room air prescribed in line with 
GOLD 
 
More regular assessments and monitoring of persons on oxygen needed and 
assessment for all before starting on LTOT 
 
It would be beneficial if standardised policies and procedures for the provision 
of long term oxygen, nebulisers and other aids and appliances for COPD 
patients were agreed and implemented.  
 
Currently, there is no formal tracking of appliances specifically for COPD as 
they are captured as part of the overall provision of aids and appliances. 
 
The amount of refill cylinders needs to be monitored.  If patient is not using 
O2 regularly then needs to be withdrawn from rental agreement and could be 
given as once off when required.  Is costing HSE a fortune and many not using 
it! 
 
Information with discharge of patients would be helpful.  
 
Better follow-up would be beneficial for patients.  
 
More information on the amount and frequency of use of oxygen and 
nebulisers needed.  
 
In-service training for all staff needed in this topic. 
 
In relation to nebulisers and oxygen, GP/Consultants order these, the order is 
then signed by the PHN/ADPHN and provided to the patients by the stores 
department. In relation to oxygen, stores endeavours to issue concentrators 
rather than cylinders for safety reason. 
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Appendix 3 

 

 

 

 

Survey of Community Services for COPD patients 
January 2008 

 
 
Many thanks for participating in this survey on community services for patients with 

COPD (chronic obstructive pulmonary disease). Much of the detail requested should 

be available via Directors of Public Health Nursing or local stores.  However, we are 

aware that the information available on these services is quite variable from region to 

region.   

 

For clarity in section 2 & 3, please indicate which type of client your information 

refers to – e.g. those residing in HSE continuing care hospitals, those residing in their 

own home, etc.  Where the information requested in any question is not available in 

your region, please indicate so in your response. 

 

If you have any local policy documents relevant to the provision of services for 

COPD patients (e.g. re provision of home oxygen supply), it would be helpful if a 

copy could be returned with this survey. 

 
 

If you have any questions in relation to this questionnaire, please contact: 
  

Dr. Triona McCarthy, Specialist in Public Health Medicine,  
Dr Steevens’ Hospital, Dublin 8.  

 
Phone: 01 6352423 E-mail: caitriona.mccarthy@hse.ie 
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1. General Details  
(i)   PCCC region:   

(ii)  Survey completed by:  

(iii) Contact telephone no./e-mail:  

(iv) Date of completion:    

 

2. Aids and appliances – Activity & Costs 
 
 
Please indicate if the information you are providing below refers to those 
residing in: (please tick all that apply) 

 own home 
 voluntary sheltered housing/ welfare home accommodation 
 HSE funded boarding out/ sheltered housing/ welfare homes 
 private nursing homes 
 HSE continuing care hospitals 
 other – please specify: …………………………………………………………… 

 
 
(a) Home Oxygen 
 
(i) Number of patients currently on Home Oxygen Therapy  
  
Total number currently receiving home oxygen therapy  
   
- Number on home oxygen supply with ambulatory capacity  
- Number on continuous home oxygen supply without 

ambulatory capacity 
 

- Number receiving nocturnal oxygen only  
- Number using oxygen for exercise only  
- Number of COPD patients receiving long term oxygen 

therapy 
 

 
(ii) Number of new patients commenced on Home Oxygen Therapy  
 2004 2005 2006 
Patients commenced on home oxygen    
COPD patients commenced on home oxygen    
 
(iii) Costs of Home Oxygen Therapy  - 2006 
Cost of supplying appliances for home oxygen  
Cost of supplying oxygen for home oxygen  
Other associated costs in the provision of home oxygen  
- please describe: ………………………………………. 
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(b) Nebulisers  
 
(i) Provision and cost of nebulisers  
 2004 2005 2006 
Number of new nebulisers issued each year    
Cost of nebuliser provision each year    
 

3. Aids and appliances – Policy & Procedures 
 
Please indicate if the information you are providing below refers to those 
residing in: (please tick all that apply) 

 own home 
 voluntary sheltered housing/ welfare home accommodation 
 HSE funded boarding out/ sheltered housing/ welfare homes 
 private nursing homes 
 HSE continuing care hospitals 
 other – please specify: …………………………………………………………… 

 
 
(a) Home Oxygen  
 
(i) Who is permitted to write an initial prescription for home oxygen for a patient? 
(please tick all that apply) 
 

 Hospital Consultant  
 Respiratory Nurse Specialist  
 General practitioner 
 Don’t know 
 Other – please specify: ………………….. 

 
(ii) Who prescribes ongoing oxygen for patients already on long term home oxygen? 
(please tick all that apply) 
 

 Hospital Consultant  
 Respiratory Nurse Specialist  
 General practitioner 
 Don’t know 
 Other – please specify: ………………….. 

 
(iii) Do you experience any difficulties locally with the level of detail provided on 
home oxygen prescriptions? 
 

 Yes                                        No                                            Don’t know 
 
If yes, please describe: ………………………………………………………….. 
…………………………………………………………………………………… 
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(iv) Are there any arrangements in place for urgent (i.e. in < 24 hours) provision of 
oxygen in the home? 
 

 Yes                                        No                                            Don’t know 
 
If yes, please describe: ………………………………………………………….. 
…………………………………………………………………………………… 
(v) Are there minimum requirements adhered to in the installation of an oxygen 
supply in the home – e.g. minimum number of points, minimum length of tubing? 
 

 Yes                                           No                                        Don’t know 
 
If yes, please describe: ………………………………………………………….. 
…………………………………………………………………………………… 
 
(vi) Are any arrangements in place for the ongoing maintenance of oxygen 
appliances? 
 

 Yes                                           No                                     Don’t know 
 
If yes, please describe: ………………………………………………………….. 
…………………………………………………………………………………… 
 
(vii) What arrangements (if any) are in place for the follow up of patients on long 
term home oxygen? – please tick all that apply 
 

 Routine review at long term oxygen therapy clinic - frequency: …………… 
 Routine review by Hospital Consultant - frequency: …………………… 
 Routine review by Respiratory Nurse Specialist - frequency: …………….. 
 Routine review by General practitioner - frequency: …………………….. 
 Other - please specify: …………………………………………………….. 

 
 Don’t know 
 No such arrangements in place 

 
(viii) Is there a policy in place regarding the provision of portable oxygen cylinders? 
 

 Yes                                           No                                     Don’t know 
 
If yes,  
 
- who may recommend a patient for a portable supply? (e.g. PHN, GP, self) 
………………………………………………………………………………. 
………………………………………………………………………………. 
………………………………………………………………………………. 
- what criteria, if any, does a patient need to meet?   (e.g. regarding mobility) 
………………………………………………………………………………. 
………………………………………………………………………………. 
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………………………………………………………………………………. 
 
(b)Nebulisers 
 
(i) Are any arrangements in place for ongoing maintenance of nebulisers? 
 

 Yes  
 No 
 Don’t know 

If yes, please describe: ………………………………………………………….. 
…………………………………………………………………………………… 
 
(ii) Is any advice/reminder routinely given to patients regarding the cleaning of 
nebulisers? 

 Yes  
 No 
 Don’t know 

(ii) continued… 
 
If yes, is this (please tick all that apply) 
 

 Issued when patient provided with nebuliser 
 Issued as a regular postal reminder, e.g. annually 
 At the discretion of public health nursing staff 
 At the discretion of general practice staff 
 Other arrangement – please outline …………………………………………. 

 
 

(c)Further comments 
 
 

Do you have any further comments in relation to current policies for the provision of 
long term oxygen, nebulisers or other aids and appliances for COPD patients? 
 

 
 Yes      No     

 
If yes ………………………………………………………………………………..... 
………………………………………………………………………………………… 
………………………………………………………………………………………… 
…………………………………………………………………………………………

4. Community bed capacity 
(a) Are beds available within the community, to which GPs can directly admit 
patients for a short term exacerbation of their COPD? 

 Yes      No    Don’t know   
 
If yes, are these located within 

 district hospital – number of beds: ……………. 
 community nursing unit – number of beds: ……………. 
 other – number of beds: ……………. 
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(b) Are beds available within the community, as step down for hospitalised patients, 
following an exacerbation of their COPD?  

 Yes      No    Don’t know  
 
If yes, are these located within 

 as above for GP admissions  
or 

 district hospital – number of beds: ……………. 
 community nursing unit – number of beds: ……………. 
 other – number of beds: ……………. 

  
 
(c) Can nursing care be provided at short notice for patients in the home during an 
exacerbation of their COPD? 
 

 Yes  - maximum number of patients at any one time …………………………… 
 No    
 Don’t know   

 
If yes 

- is this care provided by (please tick all that apply): 
 local public health nursing staff 
 a community intervention team 
 hospital outreach team 
 private provider 
 other: please specify …………………………………………………………….. 

 
and  

- does this care include (please tick all that apply): 
 assistance with activities of daily living 
 monitoring of patient 
 nebulised medication 
 oxygen provision 
 intravenous medication 
 other: please specify ……………………………………………………………… 

 
 

Thank you for taking the time to complete this questionnaire! 
 
Please return the completed form by January 28th to: 
 
Dr. Triona McCarthy,  
Specialist in Public Health Medicine,  
HSE - Department of Public Health, 
Room G29, Dr Steevens’ Hospital,  
Dublin 8.  
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Tel: 01 6352423             Fax: 01 6352103           E-mail: caitriona.mccarthy@hse.ie  
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Methods 

 

The General Medical Services (GMS) scheme provides free healthcare to 

approximately 30% of the Irish population. Eligibility is means tested, and confined to 

persons “who are unable without undue hardship to arrange general practitioner 

services for themselves and their dependants”. The service was made available to 

everyone over 70 years of age from July 2001. The GMS population cannot be 

considered representative of the entire population as the elderly, the young and the 

socially disadvantaged  are over-represented.  

 

The Dept of Pharmacology and Therapeutics and The National Centre for 

Pharmacoeconomics (NCPE) receive prescription data relating to the Long Term 

Illness Scheme, the Drug Payments Scheme and the General Medical Services (GMS) 

Scheme from the GMS Payments Board. 

 The GMS database was used to identify utilisation and expenditure of all drugs used 

in the management of COPD on the GMS between January 2005 and December 2006. 

 

All prescriptions under the GMS are aggregated into monthly files for each of the 

health board areas. Each row of data contains details on one prescription item. These 

details include:- 

• The ATC code (a seven digit figure) assigned to the drug. 

• The GMS code. 

• Some demographic details such as age and sex. 

• It also contains the patient’s medical card number, the prescribing doctor’s 

number, pharmacy number. 

• In relation to the medication prescribed it contains the number of dosage units 

dispensed, the pharmacist fee, the cost of the prescription and VAT on the 

cost. 
 

A second file which is called the ‘DMA’ file is also received from the GMS Payments 

board. This file contains additional data specific to the medications prescribed.  
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The common link with the GMS file and the DMA file is the GMS code which can be 

used to join the two files together. The DMA file also contains information on the 

strength, formulation, number of Defined Daily Doses (DDDs), trade name and pack 

size of each of the prescriptions made. 

 

All prescription data related to drugs used in the management of COPD (ATC R03) 

was identified for the previous health board regions of Ireland  (all prescriptions 

within the three health boards in the ERHA are aggregated into one ) between January 

2005 and December 2006 

 

The COPD drugs are coded using the WHO Anatomic Therapeutic Chemical (ATC) 

classification. The results are standardised for the GMS eligible population for each 

year to account for changes in the GMS population during the study period . 

Where analysis is carried out at health board level results are standardised to the GMS 

eligible population for each individual health board for that year and similarly where 

results are presented for each of the different age bands results are also standardised to 

the GMS eligible populations within each age band. 

Both JMP-In and SAS software packages were used to analyse the data. 

 
 
This analysis of the utilisation and expenditure of medicines dispensed for the 
treatment of Chronic Obstructive Pulmonary Disease (COPD) had the following 
aims: 
 

1. To determine the utilisation and expenditure of the different drug groups 

including :  

             ATC R03AC Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol 
 
ATC R03AK Adrenergics & other drugs for COPD e.g Salbutamol,Salmeterol 
 
ATC R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide 
 
ATC R03BB Anticholinergics (Inh) e.g ipratropium bromide 
 
ATC R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil 
 
ATC R03CB Non-selective beta-adrenoreceptor agonists (po) 
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ATC R03CC Selective beta-2-adrenoreceptor agonists (po) 
 
ATC R03DA  Xanthines e.g theophylline,aminophylline 
 
ATC R03DB  Xanthines and adrenergics e.g theophylline and adrenergics 
 
ATC R03DC  Leukotriene receptor antagonists e.g zafirlukast 

 

2. Parameters such as prescribing frequency highlighting seasonal trends, and 

associated expenditure will be identified for the individual drug groups. 

• Prescribing of this drugs will be broken down into age groups particularly 

identifying prescribing in the >35 yrs age group. We will also be looking at 

gender differences in prescribing of this class of drugs. 

 

3. The different combinations of therapy prescribed in the management of COPD 

will be identified . 

 

4. An analysis of the:  

•  co - prescribing of antibiotics with drugs prescribed for the management of 

COPD will be conducted. In particular we will be looking at the co-prescribing 

of (Augmentin = `ATC J01CR02) and Clarithromycin =  ATC  J01FA09)*,  

Erythromycin = ATC J01FA01, Cephalsosprins = ATC J01D  and Ciprofloxacin 

= J01MA02 

• co-prescribing of COPD drugs = ATC R03 with mucolytics = ATC R05CB 

 

5. Potential drug interactions involving medications for the treatment of COPD 

will be highlighted e.g. co-prescribing of salbutamol = ATC R03AC02, 

R03CC02, R03AK04 and beta-blocking agents = ATC C07 

And the co-prescribing of ciprofloxacin = ATC J01MA02 with Theophylline= 

ATC R03DA04, ATC R03DB04, ATC R03DA54, ATC R03DA74, 

 

6. Regional differences in the prescribing of medicines for the treatment of 

COPD will be outlined. The prescribing patterns will be determined for 

2005/2006. 
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Management of patients with COPD 

 

The following advice on the management of chronic asthma is based on the 

recommendations of the British Thoracic Society and Scottish Intercollegiate 

Guidelines Network (updated November 2005) 

Ref: British National Formulary September  2007,  

http://www.medicinescomplete.com/mc/bnf/current/104945.htm 

 

Management of Chronic Asthma in Adults 
 

Step 1:occasional relief bronchodilators 

 

Inhaled short-acting beta2 agonist as required (up to once daily) ATC code R03AC 

 

Note: Move to step 2 if needed 3 times a week or more, or if night-time symptoms 

more than once a week or if exacerbation in the last 2 years requiring systemic 

corticosteroid or bebulised broncho dilator; 

 

Step 2: regular inhaled preventer therapy 

Inhaled short-acting beta2  agonist as required (ATC code R03AC) 

              Plus 

Regular standard-dose inhaled corticosteroid (alternatives are considered less 

effective (ATC code R03BA) 

 

 

Step 3 Inhaled corticosteroids + long-acting inhaled beta2 agonist  

Inhaled short–acting beta2 agonist as required (ATC code R03AC) 

                 Plus 

Regular standard-dose inhaled corticosteroid (ATC code R03BA) 

                 Plus 

 Regular inhaled long-acting beta2 agonist (salmeterol or formoterol) (ATC code 

R03AK) but discontinue long-acting beta2 agonist in the absence of response 
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If asthma is not controlled increase the dose of the inhaled corticosteroid to upper end 

of standard dose 

 

If asthma is still not controlled 

Add one of the following (ATC code R03DC) 

• Leukotriene receptor antagonist 

• Modified-release oral theophylline 

• Modified-release oral beta2 agonist 

 

Step 4: High-dose inhaled corticosteroids + regular bronchodilators 

Inhaled short-acting beta2 agonist as required (ATC code R03AC) 

        With 

Regular high-dose inhaled corticosteroid (ATC code R03BA) 

        Plus 

In adults 6-week sequential therapeutic trial of one ot more of 

(ATC code R03DC) 

• Leukotriene receptor antagonist 

• Modified-release oral theophylline 

• Modified-release oral beta2 agonist 

 

 

Step 5: regular corticosteroid tablets 

Inhaled short-acting beta2 agonist as required (ATC code R03AC) 

        With 

Regular high-dose inhaled corticosteroid (ATC code R03BA) 

        And 

One or more long-acting bronchodilators (ATC code R03AK) 

        Plus 

Regular prednisolone tablets (as single daily dose) 

 

NOTE: Inaddition to regular prednisolone, continue high-dose inhaled corticosteroid 

(in exceptional cases may exceed licensed doses); these patients should normally be 

referred to an asthmatic clinic 
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Stepping down 

Review treatment every three months; if control achieved stepwise reduction may be 

possible; use lowest possible dose of corticosteroid; reduce dose of inhaled 

corticosteroid slowly (consider reduction every 3 months, decreasing dose by up to 

50% each time) to the lowest dose which controls asthma. 
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Results: 
Total no of prescriptions for drugs prescribed for Obstructive Airway Diseases 

(ATC R03) for all age groups on the GMS scheme between 2002 and 2006 [1] 
 
 
General Medical Services Scheme (GMS)  

Drugs for the treatment 
of COPD (ATC R03) no of prescriptions % of total 

2002 1,809,895 6.11 

2003 1,885,846 5.83 

2004 1,954,855 5.56 

2005 2,060,368 5.49 

2006 2,211,224 5.43 
 
 
Total ingredient cost of drugs prescribed for the treatment of Obstructive 

Airways Disease (ATC R03) on the GMS scheme between 2002 and 2006 [1] 
 
Drugs for the 
treatment of COPD 
(ATC R03) ingredient cost € % of total 

2002 39,136,460 9.03 

2003 45,416,858 8.83 

2004 51,575,786 8.64 

2005 57,823,822 8.70 

2006 65,714,346 8.70 
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Total no of prescriptions issued for drugs used in the treatment of Obstructive 

Airways Disease (ATC R03) on the DP scheme between 2002 and 2006[1]  

 

Drug Payments Scheme (DPS) 

Drugs for the 
treatment of COPD 
(ATC R03) no of prescriptions % of total 

2002 783,528 8.65 

2003 764,442 8.21 

2004 764,236 7.69 

2005 795,004 7.51 

2006 871,350 7.34 
 
 

 
 
 
Total ingredient cost of drugs prescribed for the treatment of Obstructive 

Airways Disease (ATC R03) on the DP scheme between 2002 and 2006 [1] 

Drugs for the treatment
of COPD (ATC R03) ingredient cost € % of total 

2002 19,456,981 11.25 

2003 20,861,047 10.98 

2004 22,333,981 10.52 

2005 24,080,005 10.33 

2006 26,847,211 10.09 
 
 



 

COPDTechReps_Draft101008 123

Total no of prescriptions issued for drugs used in the treatment of Obstructive 

Airways Disease on the LTI scheme between 2002 and 2006[1] 

 
Long Term Illness Scheme (LTI) 
Drugs for the 
treatment of COPD 
(ATC R03) no of prescriptions % of total 

2002 9,157 0.72 

2003 9,370 0.65 

2004 9,326 0.56 

2005 9,775 0.50 

2006 10,253 0.47 
 

 
Total ingredient cost of drugs prescribed for the treatment of Obstructive 

Airways Disease on the LTI scheme between 2002 and 2006[1]. 
 

Drugs for the 
treatment of COPD 
(ATC R03) ingredient cost € % of total 

2002 212,626 0.61 

2003 240,080 0.57 

2004 256,262 0.52 

2005 284,282 0.49 

2006 313,826 0.47 

 

Both the number of prescriptions and the ingredient cost of drugs prescribed in the 

management of COPD have increased almost two fold on the GMS scheme between 

2002 and 2006.
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Results from the GMS data: Trends in the prescribing of drugs for the management of Obstructive 
Airways Disease (ATC R03) in all age groups 
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Total no of patients prescribed respiratory drugs (ATC R03) on the GMS between Jan'02 and Dec'06
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R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide R03BB Anticholinergics (Inh) e.g ipratropium bromide

R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil R03CB Non-selective beta-adrenoreceptor agonists (po)

R03CC Selective beta-2-adrenoreceptor agonists (po) R03DA Xanthines e.g theophylline,aminophylline

R03DB Xanthines and adrenergics e.g theophylline and adrenergics R03DC Leukotriene receptor antagonists e.g zafirlukast

 



 

COPDTechReps_Draft101008 126

 

 

Average no of patients per month prescribed preparations on the GMS scheme 

for the management of Obstructive Airway Diseases between 2005 and 2006 for 

all age groups 
  2005 2006 
ATC patients patients 
R03AC Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol       44,123 46,655
R03AK Adrenergics & other drugs for COPD e.g                       
Salbutamol,Salmeterol      39,322 45,397
R03BA  Glucocorticoids (Inh) e.g beclometasone,budesonide      27,441 27,827
R03BB  Anticholinergics (Inh) e.g ipratropium bromide      11,031 14,339
R03BC  Antiallergic agents, excl. corticosteroids e.g nedocromil          234 179
R03CB  Non-selective beta-adrenoreceptor agonists (po)       3,288 4,016
R03CC  Selective beta-2-adrenoreceptor agonists (po)       3,120 2,057
R03DA  Xanthines e.g theophylline,aminophylline       9,372 8,974
R03DC  Leukotriene receptor antagonists e.g zafirlukast       4,152 5,544
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Results from the GMS data: Trends in the prescribing of drugs for the management of Obstructive 
Airways Disease (ATC R03) in all age groups 
 

Total no. of prescriptions for respiratory drugs (ATC class R03) on the GMS between 
Jan'02 and Dec'06
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R03DB Xanthines and adrenergics e.g theophylline and adrenergics R03DC Leukotriene receptor antagonists e.g zafirlukast
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Total no of prescriptions for COPD drugs on the GMS scheme between 2005 and 

2006 for all age groups 
  2005  2006   

ATC prescs
% of 
total prescs 

% of 
total 

R03AC Selective beta-2-adrenoreceptor agonists (Inh) e.g 
salbutamol 623,283 31% 647,365 31%
R03AK Adrenergics & other drugs for COPD e.g  
Salbutamol,Salmeterol 564,062 28% 637,453 30%
R03BA  Glucocorticoids (Inh) e.g beclometasone,budesonide     373,688 19% 371,555 18%
R03BB  Anticholinergics (Inh) e.g ipratropium bromide  156,035 8% 193,196 9%
R03BC  Antiallergic agents, excl. corticosteroids e.g 
nedocromil 3,181 0% 2,539 0%
R03CB  Non-selective beta-adrenoreceptor agonists (po)       41,592 2% 44,141 2%
R03CC  Selective beta-2-adrenoreceptor agonists (po) 40,585 2% 25,510 1%
R03DA  Xanthines e.g theophylline,aminophylline 130,601 7% 124,555 6%
R03DB  Xanthines and adrenergics e.g theophylline and 
adrenergics 4 0% 1 0%
R03DC  Leukotriene receptor antagonists e.g zafirlukast 56,501 3% 73,891 3%
  1,989,532 2,120,206   
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Results from the GMS data: Trends in the prescribing of drugs for the management of Obstructive 
Airways Disease (ATC R03) in all age groups 
 

Total GMS expenditure on respiratory drugs ATC R03 between Jan'02 and Dec'06
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Total GMS expenditure on COPD drugs on the GMS scheme between 2005 and 

2006 for all age groups 
  2005  2006   

ATC Tot exp
% of 
total Tot exp 

% of 
total 

R03AC Selective beta-2-adrenoreceptor agonists (Inh) e.g 
salbutamol 6,517,689 11% 6,817,117 10%
R03AK Adrenergics & other drugs for COPD e.g  
Salbutamol,Salmeterol 30,009,599 48% 35,117,420 50%
R03BA  Glucocorticoids (Inh) e.g 
beclometasone,budesonide 14,130,630 23% 14,328,217 20%
R03BB  Anticholinergics (Inh) e.g ipratropium bromide 7,241,075 12% 9,258,107 13%
R03BC  Antiallergic agents, excl. corticosteroids e.g 
nedocromil 74,951 0% 58,711 0%
R03CB  Non-selective beta-adrenoreceptor agonists (po)      300,890 0% 342,194 0%
R03CC  Selective beta-2-adrenoreceptor agonists (po) 248,439 0% 159,570 0%
R03DA  Xanthines e.g theophylline,aminophylline 1,188,052 2% 1,169,409 2%
R03DB  Xanthines and adrenergics e.g theophylline and 
adrenergics 50 0% 3 0%
R03DC  Leukotriene receptor antagonists e.g zafirlukast 2,345,669 4% 3,071,534 4%
  62,057,045 70,322,281  
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GMS scheme 
 
 
 

 Jan-Jun 06        
Selective beta-2-
adrenoreceptor 
agonists (ATC 
R03AC)         
 ATC code Preparation patients % prescs % Total exp % 
R03AC02 Salbutamol inh. AEROLIN  615 0.51% 1,782 1% 23,811 1%
R03AC02 Salbutamol inh. AIROMIR INHALER 267 0.22% 913 0% 5,977 0%

R03AC02 Salbutamol inh. 
ASMASAL 
CLICKHALER 188 0.16% 558 0% 7,130 0%

R03AC02 Salbutamol inh. GERIVENT 20 0.02% 29 0% 180 0%

R03AC02 Salbutamol inh. 

NOVOLIZER 
SALBUTAMOL 
CARTRIDGE + 82 0.07% 148 0% 1,960 0%

R03AC02 Salbutamol inh. SALAMOL  40,593 33.82% 99,277 31% 949,077 28%

R03AC02 Salbutamol inh. 
STERI-NEB 
SALOMOL 1,955 1.63% 4,732 1% 82,808 2%

R03AC02 Salbutamol inh. VENTOLIN 66,989 55.81% 183,135 57% 1,556,529 46%
R03AC03 Terbutaline inh. BRICANYL 6,159 5.13% 16,911 5% 269,212 8%
R03AC12 Salmeterol inh SEREVENT  2,554 2.13% 9,760 3% 375,251 11%

R03AC13 Formoterol Inh 

FORADIL 12 MCG 
I.E. (1 INHALER/60 
CAPS) 173 0.14% 745 0% 27,842 1%

R03AC13 Formoterol Inh 
OXIS 
TURBOHALER 443 0.37% 1,881 1% 73,606 2%

   120,038  319,871  3,373,384  

Distribution of the number of patients ,total number of prescriptions and total expenditure of the 
various drugs prescribed to all age groups for the management of obstructive airways disease between 
January and June 2006 
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GMS SCHEME 
 
Distribution of the number of patients ,total number of prescriptions and total expenditure of the various drugs prescribed to all age 
groups for the management of obstructive airways disease between January and June 2006 (cont’d) 
 

Adrenergics and 
other drugs for 
obstructive 
airways disease 
(ATC R03AK) ATC code Preparation 

patient
s % prescs % Total exp % 

R03AK03 
Fenoterol and other drugs 
for COPD DUOVENT 191 0.22% 667 0% 33,095 0%

R03AK04 
Salbutamol and other 
drugs for COPD COMBIVENT  34,556 40.32% 125,016 40% 3,868,217 23%

R03AK04 
Salbutamol and other 
drugs for COPD 

IPRAMOL 
STERI-NEB 867 1.01% 2,393 1% 125,547 1%

R03AK06 
Salmeterol and other 
drugs for COPD SERETIDE 37,404 43.64% 140,664 45% 10,389,230 61%

R03AK07 
Formoterol and other 
drugs for COPD 

SYMBICORT 
TURBOHALER 12,683 14.80% 44,637 14% 2,736,296 16%

   85,701  313,377  17,152,385  
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GMS SCHEME 
 
Distribution of the number of patients ,total number of prescriptions and total expenditure of the various drugs prescribed to all age 
groups for the management of obstructive airways disease between January and June 2006 (cont’d) 
 

Glucocorticoids 
(ATC R03BA) ATC code Preparation 

patient
s % prescs % Total exp % 

R03BA01 Beclometasone 
AEROBEC 
AUTOHALER 1 0.00% 1 0.00% 37 0.00%

R03BA01 Beclometasone 
ASMABEC 
CLICKHALER 96 0.14% 301 0.16% 6,444 0.09%

R03BA01 Beclometasone BECLAZONE 31,343 45.02% 81,850 43.80% 1,761,049 24.58%
R03BA01 Beclometasone BECODISKS 18 0.03% 22 0.01% 1,017 0.01%
R03BA01 Beclometasone BECOTIDE 17,674 25.38% 40,980 21.93% 1,002,343 13.99%
R03BA01 Beclometasone QVAR  776 1.11% 2,429 1.30% 63,802 0.89%

R03BA02 Budesonide 

NOVOLIZER 
BUDESONIDE 
CARTRIDGE + 41 0.06% 87 0.05% 2,203 0.03%

R03BA02 Budesonide PULMICORT 11,127 15.98% 34,731 18.59% 2,721,006 37.98%
R03BA05 Fluticasone FLIXOTIDE 7,566 10.87% 23,916 12.80% 1,524,768 21.28%
R03BA07 Mometasone ASMANEX 159 0.23% 507 0.27% 24,068 0.34%
R03BA08 Ciclesonide ALVESCO 824 1.18% 2,034 1.09% 57,583 0.80%
   69,625  186,858  7,164,320  
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GMS SCHEME 
 
Distribution of the number of patients ,total number of prescriptions and total expenditure of the various drugs prescribed to all age 
groups for the management of obstructive airways disease between January and June 2006 (cont’d) 
 

Anticholinergics 
(ATC R03BB) ATC code Preparation patients % prescs % Total exp % 
R03BB01 Ipratropium bromide ATROVENT 6,972 25.74% 18,799 20.07% 489,816 10.97%

R03BB01 Ipratropium bromide 
STERI-NEB 
IPRATROPIUM 108 0.40% 268 0.29% 9,461 0.21%

R03BB04 Tiotropium bromide SPIRIVA 20,001 73.86% 74,596 79.64% 3,966,706 88.82%
   27,081  93,663  4,465,984  
Xanthines (ATC 
R03DA) ATC code Preparation patients % prescs % Total exp % 
R03DA04 Theophylline NUELIN 4 0.03% 4 0.01% 27 0.00%
R03DA04 Theophylline NUELIN SA 1,413 10.22% 6,006 9.59% 50,064 8.54%
R03DA04 Theophylline SLO-PHYLLIN 821 5.94% 3,399 5.43% 26,876 4.59%

R03DA04 Theophylline 
UNIPHYLLIN 
CONTINUS 6,765 48.92% 31,534 50.34% 303,605 51.81%

R03DA04 Theophylline ZEPHOLIN 1,602 11.58% 6,835 10.91% 63,625 10.86%

R03DA05 Aminophylline 
AMINOPHYLLINE 
(ANTIGEN) 4 0.03% 5 0.01% 59 0.01%

R03DA05 Aminophylline PHYLLOCONTIN  3,221 23.29% 14,858 23.72% 141,786 24.19%
   13,830  62,641  586,040  

 

 
 
 
GMS SCHEME 
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Distribution of the number of patients ,total number of prescriptions and total expenditure of the various drugs prescribed to all age 
groups for the management of obstructive airways disease between January and June 2006 (cont’d) 
 

Leukotriene 
receptor 
antagonistsR03DC ATC code Preparation Patients

% of 
patients Prescs

% of 
prescs 

Tot 
expend 

% of 
total 
exp 

R03DC01 Zafirlukast ACCOLATE 436 4% 2,103 6% 66,017 4%
R03DC03 Montelukast SINGULAIR 6,899 65% 25,234 71% 1,076,719 73%

R03DC03 Montelukast 
SINGULAIR 
(P.C.O. MFG.) 23 0% 42 0% 1,720 0%

R03DC03 Montelukast 
SINGULAIR 
GRANS PAED 602 6% 1,168 3% 44,634 3%

R03DC03 Montelukast 
SINGULAIR PAED. 
CHEWABLE 2,582 24% 6,824 19% 285,857 19%

   10,542  35,371  1,474,947  
 
 
 
 
 
 
 
 
 
 
DP and LTI SCHEMEs 
 
Distribution of the number of patients ,total number of prescriptions and total expenditure of the various drugs prescribed to all age 
groups for the management of obstructive airways disease between January and June 2006 on the DP and LTI schemes 
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Selective beta-2-
adrenoreceptor 
agonists (ATC 
R03AC) ATC code Preparation Patients

% of 
patients Prescs 

% of 
prescs

Tot 
expend 

% of 
total 
exp 

R03AC02 Salbutamol inh. 
AEROLIN 
AUTOHALER 319 0.7% 731 0.6% 13,265 0.8%

R03AC02 Salbutamol inh. AIROMIR INHALER 59 0.1% 156 0.1% 1,208 0.1%

R03AC02 Salbutamol inh. 
ASMASAL 
CLICKHALER 92 0.2% 197 0.2% 3,305 0.2%

R03AC02 Salbutamol inh. GERIVENT 1 0.0% 1 0.0% 7 0.0%

R03AC02 Salbutamol inh. 

NOVOLIZER 
SALBUTAMOL 
CARTRIDGE + 23 0.0% 40 0.0% 695 0.0%

R03AC02 Salbutamol inh. SALOMOL 9,190 19.5% 19,234 16.2% 256,193 15.8%
R03AC02 Salbutamol inh. VENTAMOL 248 0.5% 414 0.3% 3,396 0.2%
R03AC02 Salbutamol inh. VENTOLIN 30,700 65.2% 81,532 68.8% 794,834 49.0%
R03AC02 Salbutamol inh. BRICANYL 4,653 9.9% 10,435 8.8% 224,764 13.9%
R03AC02 Salbutamol inh. SEREVENT 1,372 2.9% 4,247 3.6% 239,596 14.8%

R03AC13 Formoterol Inh 

FORADIL 12 MCG 
I.E. (1 INHALER/60 
CAPS) 76 0.2% 258 0.2% 13,529 0.8%

R03AC13 Formoterol Inh OXIS TURBOHALER 342 0.7% 1,204 1.0% 69,798 4.3%
    Total 47,075   118,449   1,620,591   

 
 
 
 
DP and LTI SCHEMEs 
 
Distribution of the number of patients ,total number of prescriptions and total expenditure of the various drugs prescribed to all age 
groups for the management of obstructive airways disease between January and June 2006 on the DP scheme and LTI scheme 
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Adrenergics 
and other drugs 
for obstructive 
airways disease 
(ATC R03AK) ATC code Preparation Patients

% of 
patients Prescs 

% of 
prescs

Tot 
expend 

% of 
total 
exp 

R03AK03 

Fenoterol and 
other drugs for 
COPD DUOVENT 28 0.1% 65 0.1% 3,411 0.0%

R03AK04 

Salbutamol and 
other drugs for 
COPD COMBIVENT 4,879 14.1% 14,744 14.2% 435,237 4.6%

R03AK04 

Salbutamol and 
other drugs for 
COPD 

IPRAMOL STERI-
NEB 22 0.1% 48 0.0% 2,898 0.0%

R03AK06 

Salmeterol and 
other drugs for 
COPD SERETIDE 19,847 57.2% 61,519 59.4% 6,501,939 69.1%

R03AK07 

Formoterol and 
other drugs for 
COPD 

SYMBICORT 
TURBOHALER 9,934 28.6% 27,225 26.3% 2,464,875 26.2%

    Total 34,710   103,601   9,408,360   
 
 
 
 
DP and LTI SCHEMEs 
 
Distribution of the number of patients ,total number of prescriptions and total expenditure of the various drugs prescribed to all age 
groups for the management of obstructive airways disease between January and June 2006 on the DP and LTI scheme 
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Glucocorticoids 
(ATC R03BA) ATC code Preparation Patients

% of 
patients Prescs 

% of 
prescs

Tot 
expend 

% of 
total 
exp 

R03BA01 Beclometasone 
AEROBEC 
AUTOHALER 1 0.0% 1 0.0% 24 0.0%

R03BA01 Beclometasone 
ASMABEC 
CLICKHALER 47 0.2% 87 0.1% 2,495 0.1%

R03BA01 Beclometasone BECLAZONE 8,116 29.7% 16,296 26.8% 460,122 16.6%
R03BA01 Beclometasone BECODISKS 7 0.0% 9 0.0% 752 0.0%
R03BA01 Beclometasone BECOTIDE 8,377 30.6% 17,206 28.3% 572,603 20.7%
R03BA01 Beclometasone QVAR 100 304 1.1% 791 1.3% 33,622 1.2%
R03BA01 Beclometasone QVAR 50 114 0.4% 233 0.4% 4,965 0.2%

R03BA02 Budesonide 

NOVOLIZER 
BUDESONIDE 
CARTRIDGE + 19 0.1% 47 0.1% 1,670 0.1%

R03BA02 Budesonide PULMICORT 4,618 16.9% 11,186 18.4% 745,461 26.9%
R03BA05 Fluticasone FLIXOTIDE 5,286 19.3% 13,981 23.0% 896,999 32.4%
R03BA07 Mometasone ASMANEX 106 0.4% 303 0.5% 22,925 0.8%
R03BA08 Ciclesonide ALVESCO 337 1.2% 710 1.2% 28,502 1.0%
    Total 27,332   60,850   2,770,140   

 
 
 
DP and LTI SCHEMEs 
 
Distribution of the number of patients ,total number of prescriptions and total expenditure of the various drugs prescribed to all age 
groups for the management of obstructive airways disease between January and June 2006 on the DP and LTI scheme 
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Anticholinergics 
(ATC R03BB) ATC code Preparation Patients

% of 
patients Prescs 

% of 
prescs

Tot 
expend 

% of 
total 
exp 

R03BB01 
Ipratropium 
bromide ATROVENT 1,288 27% 2,695 19% 62,746 6.4%

R03BB01 
Ipratropium 
bromide 

STERI-NEB 
IPRATROPIUM 10 0% 15 0% 567 0.1%

R03BB04 
Tiotropium 
bromide SPIRIVA 2,907 60% 9,906 68% 784,644 80.1%

R03BB04 
Tiotropium 
bromide SPIRIVA REFILL 622 13% 1,855 13% 131,998 13.5%

    Total 4,827   14,471   979,954   
 
 
 
 
 
 
 
 
 
 
DP and LTI SCHEMEs 
 
Distribution of the number of patients ,total number of prescriptions and total expenditure of the various drugs prescribed to all age 
groups for the management of obstructive airways disease between January and June 2006 on the DP and LTI scheme 
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Xanthines (ATC 
R03DA) ATC code Preparation Patients

% of 
patients Prescs 

% of 
prescs

Tot 
expend 

% of 
total 
exp 

R03DA04 Theophylline NUELIN 1 0.0% 1 0.0% 7 0.0%
R03DA04 Theophylline NUELIN SA 225 8.0% 737 7.2% 7,244 6.0%

R03DA04 Theophylline SLO-PHYLLIN 251 9.0% 815 8.0% 7,811 6.4%

R03DA04 Theophylline 
UNIPHYLLIN 
CONTINUS 1,237 44.2% 4,831 47.2% 60,414 49.8%

R03DA04 Theophylline ZEPHOLIN SR 408 14.6% 1,449 14.2% 16,102 13.3%

R03DA05 Aminophylline 
AMINOPHYLLINE 
(ANTIGEN) 1 0.0% 1 0.0% 14 0.0%

R03DA05 Aminophylline 
PHYLLOCONTIN 
CONTINUS 671 24.0% 2,378 23.2% 29,506 24.3%

R03DA05 Aminophylline 
PHYLLOCONTIN 
CONTINUS PAED 7 0.2% 17 0.2% 127 0.1%

    Total 2,801   10,229   121,226   
 
 
 
 
DP and LTI SCHEMEs 
 
Distribution of the number of patients ,total number of prescriptions and total expenditure of the various drugs prescribed to all age 
groups for the management of obstructive airways disease between January and June 2006 on the DP and LTI scheme 
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Leukotriene 
receptor 
antagonistsR03DC ATC code Preparation Patients

% of 
patients Prescs 

% of 
prescs

Tot 
expend 

% of 
total 
exp 

R03DC01 Zafirlukast ACCOLATE 237 2.9% 959 3.8% 46,171 3.0%
R03DC03 Montelukast SINGULAIR 5,165 62.4% 16,110 64.2% 1,010,651 64.9%

R03DC03 Montelukast 
SINGULAIR (P.C.O. 
MFG.) 16 0.2% 30 0.1% 1,874 0.1%

R03DC03 Montelukast 
SINGULAIR 
GRANS PAED 507 6.1% 1,223 4.9% 73,772 4.7%

R03DC03 Montelukast 
SINGULAIR PAED. 
CHEWABLE 2,358 28.5% 6,790 27.0% 424,071 27.2%

      8,283   25,112   1,556,538   
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Total no of patients prescribed drugs for the management of Obstructive airways 
disease in patients under the age of 35 yrs on the GMS scheme between Jan'05 and 

Dec'06 
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R03AC Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol R03AK Adrenergics & other drugs for COPD e.g Salbutamol,Salmeterol

R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide R03BB Anticholinergics (Inh) e.g ipratropium bromide

R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil R03CB Non-selective beta-adrenoreceptor agonists (po)

R03CC Selective beta-2-adrenoreceptor agonists (po) R03DA Xanthines e.g theophylline,aminophylline

R03DB Xanthines and adrenergics e.g theophylline and adrenergics R03DC Leukotriene receptor antagonists e.g zafirlukast
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Distribution of the number of patients under 35 yrs prescribed different drug 
groups for the management of Asthma/COPD on the GMS scheme in December  
2006 and the % of patients prescribed each drug group. 
 

  Dec'06 
% of 
total 

R03AC 
Selective beta-2-adrenoreceptor agonists (Inh) e.g 
salbutamol 16,142 45.0%

R03AK 
Adrenergics & other drugs for COPD e.g 
Salbutamol,Salmeterol 3,750 10.5%

R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide 9,331 26.0%
R03BB Anticholinergics (Inh) e.g ipratropium bromide 703 2.0%
R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil 33 0.1%
R03CB Non-selective beta-adrenoreceptor agonists (po) 2,398 6.7%
R03CC Selective beta-2-adrenoreceptor agonists (po) 1,105 3.1%
R03DA Xanthines e.g theophylline,aminophylline 293 0.8%
R03DB Xanthines and adrenergics e.g theophylline and adrenergics  0.0%
R03DC Leukotriene receptor antagonists e.g zafirlukast 2,097 5.8%
  35,852  
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Total no of patients over the age of 35 yrs prescribed drugs for the management of Obstructive 
Airways disease on the GMS scheme between Jan'05 and Dec'06
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R03AC Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol R03AK Adrenergics & other drugs for COPD e.g Salbutamol,Salmeterol

R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide R03BB Anticholinergics (Inh) e.g ipratropium bromide

R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil R03CB Non-selective beta-adrenoreceptor agonists (po)

R03CC Selective beta-2-adrenoreceptor agonists (po) R03DA Xanthines e.g theophylline,aminophylline

R03DB Xanthines and adrenergics e.g theophylline and adrenergics R03DC Leukotriene receptor antagonists e.g zafirlukast
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Distribution of the number of patients over 35 yrs prescribed different drug 
groups for the management of Asthma/COPD on the GMS scheme in December  
2006 and the % of patients prescribed each drug group. 
 
 

 Dec'06 
% of 
total 

Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol 33,508 27.3% 
Adrenergics & other drugs for COPD e.g 
Salbutamol,Salmeterol 37,866 30.8% 
Glucocorticoids (Inh) e.g beclometasone,budesonide 19,921 16.2% 
Anticholinergics (Inh) e.g ipratropium bromide 14,830 12.1% 
Antiallergic agents, excl. corticosteroids e.g nedocromil 112 0.1% 
Non-selective beta-adrenoreceptor agonists (po) 2,954 2.4% 
Selective beta-2-adrenoreceptor agonists (po) 687 0.6% 
Xanthines e.g theophylline,aminophylline 8,656 7.0% 
Xanthines and adrenergics e.g theophylline and adrenergics  0.0% 
Leukotriene receptor antagonists e.g zafirlukast 4,267 3.5% 
 122,801  
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Total no of prescriptions for drugs prescribed for the management of Obstructive 
airways disease in patients under the age of 35 yrs on the GMS scheme between 

Jan'05 and Dec'06
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R03AC Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol R03AK Adrenergics & other drugs for COPD e.g Salbutamol,Salmeterol

R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide R03BB Anticholinergics (Inh) e.g ipratropium bromide

R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil R03CB Non-selective beta-adrenoreceptor agonists (po)

R03CC Selective beta-2-adrenoreceptor agonists (po) R03DA Xanthines e.g theophylline,aminophylline

R03DB Xanthines and adrenergics e.g theophylline and adrenergics R03DC Leukotriene receptor antagonists e.g zafirlukast
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Distribution of the number of prescriptions for the different drug groups for the 
management of Asthma/COPD on the GMS scheme in December  2006 and the 
% of prescriptions attributable to each drug group in the under 35yr age group. 
 

  Dec'06 
% of 
total 

R03AC 
Selective beta-2-adrenoreceptor agonists (Inh) e.g 
salbutamol 18,326 47.1%

R03AK 
Adrenergics & other drugs for COPD e.g 
Salbutamol,Salmeterol 4,709 12.1%

R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide 10,287 26.4%
R03BB Anticholinergics (Inh) e.g ipratropium bromide 634 1.6%
R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil 62 0.2%
R03CB Non-selective beta-adrenoreceptor agonists (po) 1,368 3.5%
R03CC Selective beta-2-adrenoreceptor agonists (po) 715 1.8%
R03DA Xanthines e.g theophylline,aminophylline 428 1.1%
R03DB Xanthines and adrenergics e.g theophylline and adrenergics  0.0%
R03DC Leukotriene receptor antagonists e.g zafirlukast 2,376 6.1%
  38,905  
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Total no of prescriptions for patients over the age of 35 yrs prescribed drugs for the 
management of Obstructive Airways disease on the GMS scheme between Jan'05 

and Dec'06
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R03AC Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol R03AK Adrenergics & other drugs for COPD e.g Salbutamol,Salmeterol

R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide R03BB Anticholinergics (Inh) e.g ipratropium bromide

R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil R03CB Non-selective beta-adrenoreceptor agonists (po)

R03CC Selective beta-2-adrenoreceptor agonists (po) R03DA Xanthines e.g theophylline,aminophylline

R03DB Xanthines and adrenergics e.g theophylline and adrenergics R03DC Leukotriene receptor antagonists e.g zafirlukast
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Distribution of the number of prescriptions for the different drug groups for the 
management of Asthma/COPD on the GMS scheme in December  2006 and the 
% of prescriptions attributable to each drug group in the over 35yr age group. 
 
 

 Dec'06 
% of 
total 

Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol 42,840 29% 
Adrenergics & other drugs for COPD e.g 
Salbutamol,Salmeterol 49,646 34% 
Glucocorticoids (Inh) e.g beclometasone,budesonide 21,664 15% 
Anticholinergics (Inh) e.g ipratropium bromide 16,193 11% 
Antiallergic agents, excl. corticosteroids e.g nedocromil 149 0% 
Non-selective beta-adrenoreceptor agonists (po) 2,198 1% 
Selective beta-2-adrenoreceptor agonists (po) 800 1% 
Xanthines e.g theophylline,aminophylline 9,827 7% 
Xanthines and adrenergics e.g theophylline and adrenergics  0% 
Leukotriene receptor antagonists e.g zafirlukast 4,451 3% 
 147,768  
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Total expenditure on drugs used for the management of obstructive airways disease 
on the GMS scheme in the under 35 year age groups between Jan'05 and Dec'06
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R03AC Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol R03AK Adrenergics & other drugs for COPD e.g Salbutamol,Salmeterol

R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide R03BB Anticholinergics (Inh) e.g ipratropium bromide

R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil R03CB Non-selective beta-adrenoreceptor agonists (po)

R03CC Selective beta-2-adrenoreceptor agonists (po) R03DA Xanthines e.g theophylline,aminophylline

R03DB Xanthines and adrenergics e.g theophylline and adrenergics R03DC Leukotriene receptor antagonists e.g zafirlukast
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Distribution of the total expenditure for the different drug groups for the 
management of Asthma/COPD on the GMS scheme in December  2006 and the 
% of total expenditure attributable to each drug group in the under 35 yr age 
group. 
 

  Dec'06 
% of 
total 

R03AC 
Selective beta-2-adrenoreceptor agonists (Inh) e.g 
salbutamol 162,304 21.0%

R03AK 
Adrenergics & other drugs for COPD e.g 
Salbutamol,Salmeterol 261,864 33.9%

R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide 225,671 29.2%
R03BB Anticholinergics (Inh) e.g ipratropium bromide 14,328 1.9%
R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil 1,315 0.2%
R03CB Non-selective beta-adrenoreceptor agonists (po) 10,132 1.3%
R03CC Selective beta-2-adrenoreceptor agonists (po) 4,652 0.6%
R03DA Xanthines e.g theophylline,aminophylline 3,478 0.5%
R03DB Xanthines and adrenergics e.g theophylline and adrenergics  0.0%
R03DC Leukotriene receptor antagonists e.g zafirlukast 89,044 11.5%
  772,788  

 



 

COPDTechReps_Draft101008 152

 

Total expenditure of drugs on the GMS for the management of patients over the age of 35 yrs with 
obstructive airways disease between Jan'05 and Dec'06 
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R03AC Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol R03AK Adrenergics & other drugs for COPD e.g Salbutamol,Salmeterol

R03BA Glucocorticoids (Inh) e.g beclometasone,budesonide R03BB Anticholinergics (Inh) e.g ipratropium bromide

R03BC Antiallergic agents, excl. corticosteroids e.g nedocromil R03CB Non-selective beta-adrenoreceptor agonists (po)

R03CC Selective beta-2-adrenoreceptor agonists (po) R03DA Xanthines e.g theophylline,aminophylline

R03DB Xanthines and adrenergics e.g theophylline and adrenergics R03DC Leukotriene receptor antagonists e.g zafirlukast
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Distribution of the total expenditure for the different drug groups for the 
management of Asthma/COPD on the GMS scheme in December  2006 and the 
% of total expenditure attributable to each drug group in the over 35 yr age 
group. 
 
 
 

 Dec'06 
% of 
total 

Selective beta-2-adrenoreceptor agonists (Inh) e.g salbutamol 424,661 8.1% 
Adrenergics & other drugs for COPD e.g 
Salbutamol,Salmeterol 2,757,463 52.3% 
Glucocorticoids (Inh) e.g beclometasone,budesonide 987,322 18.7% 
Anticholinergics (Inh) e.g ipratropium bromide 792,814 15.0% 
Antiallergic agents, excl. corticosteroids e.g nedocromil 3,457 0.1% 
Non-selective beta-adrenoreceptor agonists (po) 18,533 0.4% 
Selective beta-2-adrenoreceptor agonists (po) 5,214 0.1% 
Xanthines e.g theophylline,aminophylline 93,060 1.8% 
Xanthines and adrenergics e.g theophylline and adrenergics  0.0% 
Leukotriene receptor antagonists e.g zafirlukast 187,713 3.6% 
 5,270,237  
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the 

management of Asthma/COPD on the GMS scheme in 2006 (results broken down by gender) 

  
Male 
N(%) 

female 
N(%) 

Total 
Patients 
N(%) 

 
% of 
total 

No of patients on any respiratory drug over 
the age of 35yrs 

59,215 
(40%) 

88,822 
(60%) 

      
148,037 

  

Inhaled short-acting beta2  agonist as required 
(ATC code R03AC)  

   31,071  
(40%)

46,605 
(60%) 77,676 52.47%

Inhaled short-acting beta2  agonist as required 
(ATC code R03AC) PLUS Regular standard-
dose inhaled corticosteroid (ATC code 
R03BA) 

10,738 
(40%)

15,810 
(60%) 26,548 

         
17.93%

Inhaled short-acting beta2  agonist as required 
(ATC code R03AC) PLUS Regular standard-
dose inhaled corticosteroid (ATC code 
R03BA) PLUS Regular inhaled long-acting 
beta2 agonist (salmeterol or formoterol) (ATC 
code R03AK)  

2,210 
(44%)

2,834 
(56%) 5,044 3.40% 

Inhaled short-acting beta2  agonist as required 
(ATC code R03AC)  PLUS Regular standard-
dose inhaled corticosteroid (ATC code 
R03BA) PLUS Regular inhaled long-acting 
beta2 agonist (salmeterol or formoterol) (ATC 
code R03AK) PLUS a leukotriene receptor 
antagonist (ATCcode R03DC) 

267 
(39%)

410 
(61%) 677 

         
0.45% 

Inhaled short-acting beta2  agonist as required 
(ATC code R03AC)  PLUS Regular standard-
dose inhaled corticosteroid (ATC code 
R03BA) PLUS Regular inhaled long-acting 
beta2 agonist (salmeterol or formoterol) (ATC 
code R03AK) PLUS theophylline 

586 
(49.6%)

595 
(50.4%) 1,181 

   
O.79% 

Inhaled short-acting beta2  agonist as required 
(ATC code R03AC) PLUS Regular high-dose 
inhaled corticosteroid (ATC code R03BA) 
PLUS one or more long-acting 
bronchodilators(ATC code R03AK) PLUS 
regular prednisolone tablets. 

1070 
(43%)

1436 
(57%) 2,506 

     
1.69% 

Inhaled short-acting beta2  agonist as required 
(ATC code R03AC) PLUS Regular standard-
dose inhaled corticosteroid ATC code R03BA) 
PLUS a mucolytic 

2138 
(42%)

3006 
(58%) 5,144 

     
3.47% 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age and gender) 

AGE Gender 

Inhaled 
short-acting 
beta2  
agonist as 
required 
(ATC code 
R03AC) by 
gender 

Inhaled 
short-acting 
beta2  agonist 
as required 
(ATC code 
R03AC) total 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) by gender 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) total 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) by 
gender 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) total 

35 male 4,397   1529   109   
35 female 7,907 12,304 2,681 4,210 245 354 
45 male 4,495   1,545   218   
45 female 7,901 12,396 2,698 4,243 374 592 
55 male 5,987   2,039   405   
55 female 8,716 14,703 2,991 5,030 539 944 
65 male 3,262   1,130   257   
65 female 4,506 7,768 1,565 2,695 310 567 
70 male 4,805   1,685   391   
70 female 5,884 10,689 2,067 3,752 446 837 
75 male 8,480   2,810   830   
75 female 11,336 19,816 3,808 6,618 920 1,750 

Total    77,676 77,676 26,548 26,548 5,044 5,044 
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Rates per 1000 GMS eligible population by age and gender of prescribing of combinations of therapies for the management of 

Asthma/COPD on the GMS scheme in 2006 in the over 35 yr age group. 

AGE Gender 

Inhaled 
short-acting 
beta2  
agonist as 
required 
(ATC code 
R03AC) by 
gender  

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) by gender  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) by 
gender  

35 male 99   34   2.4   
35 female 138   47   4.3   
45 male 95   33   4.6   
45 female 146   50   6.9   
55 male 109   37   7.3   
55 female 135   46   8.4   
65 male 109   38   8.6   
65 female 121   42   8.4   
70 male 87   31   7.1   
70 female 96   34   7.3   
75 male 103   34   10.1   
75 female 88   29   7.1   
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age and gender) 

AGE Gender 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) 
PLUS a leukotriene 
receptor antagonist 
(ATCcode R03DC) by 
gender 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) 
PLUS a leukotriene 
receptor antagonist 
(ATCcode R03DC) total 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) 
PLUS theophylline by 
gender 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) 
PLUS theophylline total 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled corticosteroid 
(ATC code R03BA) 
PLUS one or more 
long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. By gender 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular high-dose inhaled 
corticosteroid (ATC code 
R03BA) PLUS one or 
more long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets.total 

35 male 20   13   42   
35 female 49 69 38 51 106 148 
45 male 33   57   90   
45 female 79 112 76 133 190 280 
55 male 75   118   187   
55 female 85 160 121 239 282 469 
65 male 25   67   144   
65 female 58 83 66 133 168 312 
70 male 38   120   199   
70 female 56 94 110 230 232 431 
75 male 76   211   408   
75 female 83 159 184 395 458 866 

    677 677 1181 1181 2506 2506 
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Rates per 1000 GMS eligible population by age and gender of prescribing of combinations of therapies for the management of 

Asthma/COPD on the GMS scheme in 2006 in the over 35 yr age group. 

AGE Gender 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a 
leukotriene receptor 
antagonist (ATCcode 
R03DC) by gender   

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) PLUS 
theophylline by gender   

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled corticosteroid 
(ATC code R03BA) 
PLUS one or more 
long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. By gender 

35 male 0.45   0.29   0.94 
35 female 0.85   0.66   1.85 
45 male 0.70   1.21   1.90 
45 female 1.46   1.40   3.50 
55 male 1.36   2.14   3.39 
55 female 1.32   1.88   4.38 
65 male 0.84   2.24   4.81 
65 female 1.56   1.78   4.53 
70 male 0.69   2.18   3.61 
70 female 0.92   1.80   3.80 
75 male 0.93   2.57   4.98 
75 female 0.64   1.42   3.54 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by healthboard region) 

REGION 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(ATC code R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives are 
considered less effective (ATC 
code R03BA) PLUS Regular 
inhaled long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code R03AK) 
PLUS a leukotriene receptor 
antagonist (ATCcode R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
high-dose inhaled 
corticosteroid (ATC code 
R03BA) PLUS one or 
more long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

Eastern Regional 
Health Authority 7,251 1,283 168 278 561 
Midlands Health 
Board 1,717 422 87 83 217 
Mid Western 
Health Board 2,338 518 67 165 266 
North Eastern 
Health Board 2,181 424 75 123 223 
North Western 
Health Board 1,711 335 41 66 158 
South Eastern 
Health Board 3,542 687 81 195 363 
Southern Health 
Board 4,848 841 104 155 459 
Western Health 
Board 2,960 534 54 115 259 
  26,548 5,044 677 1181 2,506 
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Rates per 1000 GMS eligible population by healthboard region of prescribing of combinations of therapies for the management of 

Asthma/COPD on the GMS scheme in 2006 in the over 35 yr age group. 

 

REGION 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(ATC code R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist 
(ATCcode R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives are 
considered less effective (ATC 
code R03BA) PLUS Regular 
inhaled long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
high-dose inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
one or more long-
acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

Eastern Regional 
Health Authority 35.4 6.3 0.8 1.4 2.7 
Midlands Health 
Board 39.9 9.8 2.0 1.9 5.0 
Mid Western 
Health Board 36.8 8.2 1.1 2.6 4.2 
North Eastern 
Health Board 41.6 8.1 1.4 2.3 4.3 
North Western 
Health Board 29.0 5.7 0.7 1.1 2.7 
South Eastern 
Health Board 40.8 7.9 0.9 2.2 4.2 
Southern Health 
Board 42.8 7.4 0.9 1.4 4.1 
Western Health 
Board 34.5 6.2 0.6 1.3 3.0 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age groups over 35yrs) 

AGE No of Patients 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (ATC code 
R03BA) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a 
leukotriene receptor 
antagonist (ATCcode 
R03DC) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS 
theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
high-dose inhaled 
corticosteroid (ATC 
code R03BA) PLUS one 
or more long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

35 4,832 4,210 354 69 51 148 

45 5,360 4,243 592 112 133 280 

55 6,842 5,030 944 160 239 469 

65 3,788 2,695 567 83 133 312 

70 5,343 3,752 837 94 230 431 

75 9,786 6,618 1,750 159 395 866 

Total 35,951 26,548 5,044 677 1,181 2,506 
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Rates per 1000 GMS eligible population by age group of prescribing of combinations of therapies for the management of Asthma/COPD 

on the GMS scheme in 2006 in the over 35 yr age group. 

AGE No of Patients 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid  (ATC 
code R03BA) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a 
leukotriene receptor 
antagonist (ATCcode 
R03DC) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS 
theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
high-dose inhaled 
corticosteroid (ATC 
code R03BA) PLUS one 
or more long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

35 42.8 37.3 3.1 0.6 0.5 1.3 
45 50.5 39.9 5.6 1.1 1.3 2.6 
55 54.4 40.0 7.5 1.3 1.9 3.7 
65 55.6 39.6 8.3 1.2 2.0 4.6 
70 44.7 31.4 7.0 0.8 1.9 3.6 
75 45.2 30.5 8.1 0.7 1.8 4.0 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age in the  ERHA region) 

REGION AGE 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid (ATC 
code R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist 
(ATCcode R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) PLUS 
theophylline 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular high-dose inhaled 
corticosteroid (ATC code 
R03BA) PLUS one or 
more long-acting 
bronchodilators(ATC code 
R03AK) PLUS regular 
prednisolone tablets. 

Eastern Regional Health 
Authority 35 1,294 100 15 17 35 
Eastern Regional Health 
Authority 45 1,251 171 33 30 68 

Eastern Regional Health 
Authority 55 1,310 242 34 57 102 

Eastern Regional Health 
Authority 65 764 163 29 29 78 

Eastern Regional Health 
Authority 70 1,136 217 18 47 107 
Eastern Regional Health 
Authority 75 1,496 390 39 98 171 
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Rates of prescribing of combinations of therapies for the management of Asthma/COPD on the GMS scheme in 2006 in the over 35 yr 

age group per 1000 GMS eligible population by age in the ERHA 

REGION AGE 

Inhaled short-
acting beta2  
agonist as 
required (ATC 
code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(ATC code 
R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting beta2  agonist 
as required (ATC code R03AC)  
PLUS Regular standard-dose 
inhaled corticosteroid (alternatives 
are considered less effective (ATC 
code R03BA) PLUS Regular 
inhaled long-acting beta2 agonist 
(salmeterol or formoterol) (ATC 
code R03AK) PLUS a leukotriene 
receptor antagonist (ATCcode 
R03DC) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK) PLUS 
theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
one or more long-
acting 
bronchodilators(AT
C code R03AK) 
PLUS regular 
prednisolone 
tablets. 

Eastern Regional 
Health Authority 35 43.93 3.39 0.51 0.58 1.19 
Eastern Regional 
Health Authority 45 49.34 6.74 1.30 1.18 2.68 
Eastern Regional 
Health Authority 55 45.01 8.31 1.17 1.96 3.50 
Eastern Regional 
Health Authority 65 43.05 9.18 1.63 1.63 4.39 
Eastern Regional 
Health Authority 70 30.20 5.77 0.48 1.25 2.84 
Eastern Regional 
Health Authority 75 22.73 5.93 0.59 1.49 2.60 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age in the  MHB region) 

REGION AGE 

Inhaled short-
acting beta2  
agonist as 
required (ATC 
code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(ATC code 
R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives are 
considered less effective (ATC 
code R03BA) PLUS Regular 
inhaled long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist (ATCcode 
R03DC) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) PLUS Regular 
inhaled long-acting 
beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK) PLUS 
theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
one or more long-
acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

Midlands 
Health Board 35 290 23 9 3 10 
Midlands 
Health Board 45 251 48 8 6 23 
Midlands 
Health Board 55 308 75 22 16 36 

Midlands 
Health Board 65 148 45 7 10 27 

Midlands 
Health Board 70 240 74 13 17 34 
Midlands 
Health Board 75 480 157 28 31 87 
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Rates of prescribing of combinations of therapies for the management of Asthma/COPD on the GMS scheme in 2006 in the over 35 yr 

age group per 1000 GMS eligible population by age in the MHB 

REGION AGE 

Inhaled short-
acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(ATC code R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives are 
considered less effective (ATC 
code R03BA) PLUS Regular 
inhaled long-acting beta2 agonist 
(salmeterol or formoterol) (ATC 
code R03AK) PLUS a 
leukotriene receptor antagonist 
(ATCcode R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled corticosteroid 
(ATC code R03BA) 
PLUS one or more 
long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

Midlands Health 
Board 35 47.67 3.78 1.48 0.49 1.64 

Midlands Health 
Board 45 40.72 7.79 1.30 0.97 3.73 
Midlands Health 
Board 55 41.98 10.22 3.00 2.18 4.91 
Midlands Health 
Board 65 36.80 11.19 1.74 2.49 6.71 
Midlands Health 
Board 70 34.83 10.74 1.89 2.47 4.93 

Midlands Health 
Board 75 38.42 12.57 2.24 2.48 6.96 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age in the  MWHB region) 

REGION AGE 

Inhaled short-
acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(ATC code R03BA) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives are 
considered less effective (ATC 
code R03BA) PLUS Regular 
inhaled long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist (ATCcode 
R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled corticosteroid 
(ATC code R03BA) 
PLUS one or more 
long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

Mid Western 
Healthboard 35 346 34 5 3 17 

Mid Western 
Healthboard 45 384 72 12 26 36 
Mid Western 
Healthboard 55 475 119 20 37 56 

Mid Western 
Healthboard 65 240 56 10 20 34 

Mid Western 
Healthboard 70 328 79 6 37 38 
Mid Western 
Healthboard 75 565 158 14 42 85 
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Rates of prescribing of combinations of therapies for the management of Asthma/COPD on the GMS scheme in 2006 in the over 35 yr 

age group per 1000 GMS eligible population by age in the MWHB 

REGION AGE 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid (ATC 
code R03BA) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist 
(ATCcode R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) PLUS 
theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
high-dose inhaled 
corticosteroid (ATC 
code R03BA) PLUS one 
or more long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

Mid Western 
Healthboard 35 39.72 3.90 0.57 0.34 1.95 

Mid Western 
Healthboard 45 42.50 7.97 1.33 2.88 3.98 
Mid Western 
Healthboard 55 43.22 10.83 1.82 3.37 5.10 
Mid Western 
Healthboard 65 40.00 9.33 1.67 3.33 5.67 
Mid Western 
Healthboard 70 31.87 7.68 0.58 3.60 3.69 

Mid Western 
Healthboard 75 30.58 8.55 0.76 2.27 4.60 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age in the  NEHB region) 

REGION AGE 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid (ATC 
code R03BA) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives are 
considered less effective (ATC 
code R03BA) PLUS Regular 
inhaled long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist (ATCcode 
R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
high-dose inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
one or more long-
acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

North Eastern 
Healthboard 35 340 34 8 3 19 

North Eastern 
Healthboard 45 340 43 7 9 19 
North Eastern 
Healthboard 55 395 71 22 21 37 

North Eastern 
Healthboard 65 199 43 5 11 22 

North Eastern 
Healthboard 70 315 80 17 34 51 
North Eastern 
Healthboard 75 592 153 16 45 75 
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Rates of prescribing of combinations of therapies for the management of Asthma/COPD on the GMS scheme in 2006 in the over 35 yr 

age group per 1000 GMS eligible population by age in the NEHB 

REGION AGE 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid (ATC 
code R03BA) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives are 
considered less effective (ATC 
code R03BA) PLUS Regular 
inhaled long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist (ATCcode 
R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
high-dose inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
one or more long-
acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

North Eastern 
Healthboard 35 39.30 3.93 0.92 0.35 2.20 

North Eastern 
Healthboard 45 39.04 4.94 0.80 1.03 2.18 
North Eastern 
Healthboard 55 37.59 6.76 2.09 2.00 3.52 
North Eastern 
Healthboard 65 35.50 7.67 0.89 1.96 3.92 
North Eastern 
Healthboard 70 32.91 8.36 1.78 3.55 5.33 

North Eastern 
Healthboard 75 32.83 8.49 0.89 2.50 4.16 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age in the  NWHB region) 

REGION AGE 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(ATC code R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) PLUS 
a leukotriene receptor 
antagonist (ATCcode 
R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) PLUS 
theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled corticosteroid 
(ATC code R03BA) 
PLUS one or more 
long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

North Western 
Healthboard 35 275 21 6 2 9 
North Western 
Healthboard 45 264 37 9 7 20 
North Western 
Healthboard 55 337 59 9 9 26 
North Western 
Healthboard 65 180 38 6 11 23 
North Western 
Healthboard 70 210 53 7 13 26 
North Western 
Healthboard 75 445 127 4 24 54 
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Rates of prescribing of combinations of therapies for the management of Asthma/COPD on the GMS scheme in 2006 in the over 35 yr 

age group per 1000 GMS eligible population by age in the NWHB 

REGION AGE 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid (ATC 
code R03BA) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting beta2  agonist 
as required (ATC code R03AC)  
PLUS Regular standard-dose 
inhaled corticosteroid (alternatives 
are considered less effective (ATC 
code R03BA) PLUS Regular 
inhaled long-acting beta2 agonist 
(salmeterol or formoterol) (ATC 
code R03AK) PLUS a leukotriene 
receptor antagonist (ATCcode 
R03DC) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS 
theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
one or more long-
acting 
bronchodilators(AT
C code R03AK) 
PLUS regular 
prednisolone 
tablets. 

North Western 
Healthboard 35 28.22 2.15 0.62 0.21 0.92 
North Western 
Healthboard 45 26.18 3.67 0.89 0.69 1.98 
North Western 
Healthboard 55 29.97 5.25 0.80 0.80 2.31 
North Western 
Healthboard 65 32.78 6.92 1.09 2.00 4.19 
North Western 
Healthboard 70 28.49 7.19 0.95 1.76 3.53 
North Western 
Healthboard 75 29.66 8.47 0.27 1.60 3.60 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age in the  SEHB region) 

REGION AGE 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid (ATC 
code R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) PLUS Regular 
inhaled long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist 
(ATCcode R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) PLUS 
theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled corticosteroid 
(ATC code R03BA) 
PLUS one or more 
long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

South Eastern Health 
Board 35 575 45 7 7 15 
South Eastern Health 
Board 45 579 76 13 21 38 
South Eastern Health 
Board 55 724 140 23 53 83 
South Eastern Health 
Board 65 391 72 7 21 41 
South Eastern Health 
Board 70 462 122 12 39 65 
South Eastern Health 
Board 75 811 232 19 54 121 
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Rates of prescribing of combinations of therapies for the management of Asthma/COPD on the GMS scheme in 2006 in the over 35 yr 

age group per 1000 GMS eligible population by age in the SEHB 

REGION AGE 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid (ATC 
code R03BA) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist (ATCcode 
R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) PLUS Regular 
inhaled long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled corticosteroid 
(ATC code R03BA) 
PLUS one or more 
long-acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

South Eastern Health 
Board 35 46.59 3.65 0.57 0.57 1.22 
South Eastern Health 
Board 45 45.48 5.97 1.02 1.65 2.98 
South Eastern Health 
Board 55 46.39 8.97 1.47 3.40 5.32 
South Eastern Health 
Board 65 44.71 8.23 0.80 2.40 4.69 
South Eastern Health 
Board 70 33.78 8.92 0.88 2.85 4.75 
South Eastern Health 
Board 75 34.10 9.75 0.80 2.27 5.09 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age in the  SHB region) 

REGION AGE 

Inhaled short-
acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(ATC code R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist (ATCcode 
R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) PLUS Regular 
inhaled long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
one or more long-
acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

Southern Health 
Board 35 718 70 15 14 33 
Southern Health 
Board 45 720 94 19 21 54 
Southern Health 
Board 55 921 159 22 28 94 
Southern Health 
Board 65 492 102 10 20 58 
Southern Health 
Board 70 666 124 14 25 63 
Southern Health 
Board 75 1,331 292 24 48 157 
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Rates of prescribing of combinations of therapies for the management of Asthma/COPD on the GMS scheme in 2006 in the over 35 yr 

age group per 1000 GMS eligible population by age in the SHB 

REGION AGE 

Inhaled short-
acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(ATC code R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist (ATCcode 
R03DC) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) PLUS Regular 
inhaled long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
one or more long-
acting 
bronchodilators(ATC 
code R03AK) PLUS 
regular prednisolone 
tablets. 

Southern Health 
Board 35 47.28 4.61 0.99 0.92 2.17 
Southern Health 
Board 45 44.65 5.83 1.18 1.30 3.35 
Southern Health 
Board 55 47.63 8.22 1.14 1.45 4.86 
Southern Health 
Board 65 43.86 9.09 0.89 1.78 5.17 
Southern Health 
Board 70 36.17 6.74 0.76 1.36 3.42 
Southern Health 
Board 75 40.39 8.86 0.73 1.46 4.76 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 (results broken down by age in the  WHB region) 

REGION AGE 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid (ATC 
code R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-acting 
beta2 agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS a leukotriene 
receptor antagonist (ATCcode 
R03DC) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 agonist 
(salmeterol or 
formoterol) (ATC code 
R03AK) PLUS 
theophylline 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular high-dose 
inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
one or more long-
acting 
bronchodilators(AT
C code R03AK) 
PLUS regular 
prednisolone 
tablets. 

Western Health Board 35 372 27 4 2 10 

Western Health Board 45 454 51 11 13 22 

Western Health Board 55 560 79 8 18 35 

Western Health Board 65 281 48 9 11 29 

Western Health Board 70 395 88 7 18 47 

Western Health Board 75 898 241 15 53 116 
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Rates of prescribing of combinations of therapies for the management of Asthma/COPD on the GMS scheme in 2006 in the over 35 yr 

age group per 1000 GMS eligible population by age in the WHB 

 

REGION AGE 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid (ATC 
code R03BA) 

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK)  

Inhaled short-acting beta2  
agonist as required (ATC 
code R03AC)  PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) PLUS 
Regular inhaled long-
acting beta2 agonist 
(salmeterol or formoterol) 
(ATC code R03AK) PLUS 
a leukotriene receptor 
antagonist (ATCcode 
R03DC) 

Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC)  PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
PLUS Regular inhaled 
long-acting beta2 
agonist (salmeterol or 
formoterol) (ATC code 
R03AK) PLUS 
theophylline 

Inhaled short-
acting beta2  agonist 
as required (ATC 
code R03AC) PLUS 
Regular high-dose 
inhaled 
corticosteroid (ATC 
code R03BA) PLUS 
one or more long-
acting 
bronchodilators(AT
C code R03AK) 
PLUS regular 
prednisolone 
tablets. 

Western Health Board 35 31.69 2.30 0.34 0.17 0.85 

Western Health Board 45 33.86 3.80 0.82 0.97 1.64 

Western Health Board 55 36.34 5.13 0.52 1.17 2.27 

Western Health Board 65 34.31 5.86 1.10 1.34 3.54 

Western Health Board 70 31.89 7.10 0.57 1.45 3.79 

Western Health Board 75 36.40 9.77 0.61 2.15 4.70 
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Total no of patients over the age of 35yrs prescribed combinations of respiratory 
drugs with an antibiotic under the GMS scheme in 2006 (results broken down by 
gender) 

  
Male 
N(%) 

female 
N(%) 

Total no 
of 
Patients 
N(%) 

 
 
% of 
patients 

co-prescribing of Inhaled short-acting beta2  
agonist as required (ATC code R03AC) PLUS 
Regular standard-dose inhaled corticosteroid 
ATC code R03BA) with augmentin 

2,764 
(39%) 

4,288 
(61%) 7,052 26.6%

co-prescribing of Inhaled short-acting beta2  
agonist as required (ATC code R03AC) PLUS 
Regular standard-dose inhaled corticosteroid 
(ATC code R03BA) with clarithromycin 

1,903 
(37%) 

3,263 
(63%) 5,166 19.4%

co-prescribing of Inhaled short-acting beta2  
agonist as required (ATC code R03AC) PLUS 
Regular standard-dose inhaled corticosteroid 
(ATC code R03BA) with erythromycin 

246 
(31%) 

536 
(69%) 782     2.9% 

co-prescribing of Inhaled short-acting beta2  
agonist as required (ATC code R03AC) PLUS 
Regular standard-dose inhaled corticosteroid 
(ATC code R03BA) with ciprofloxacin 

548 
(37%) 

920 
(63%) 1,468 5.5%

co-prescribing of Inhaled short-acting beta2  
agonist as required (ATC code R03AC) PLUS 
Regular standard-dose inhaled corticosteroid 
(ATC code R03BA) with cephalosporins 

1,194 
(32%) 

2,541          
(68%) 3,735 14.0%

  0 0 18,203
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006  and who also received any antibiotic within the 12 month period (results broken down by healthboard region) 

REGION 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (ATC code 
R03BA) with augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (ATC code 
R03BA) with 
erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (ATC code 
R03BA) with cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid (ATC 
code R03BA) with 
ciprofloxacin 

Eastern Regional 
Health Authority 1,969 1,423 236 829 347 
Midlands 
Health Board 528 348 58 267 104 
Mid Western 
Health Board 673 483 51 407 100 
North Eastern 
Health Board 589 434 72 331 153 
North Western 
Health Board 362 281 65 263 93 
South Eastern 
Health Board 910 694 120 473 152 
Southern 
Health Board 1,353 894 98 799 325 
Western Health 
Board 668 609 82 366 194 
 7,052 5,166 782 3,735 1,468 
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Rates per 1000 GMS eligible population by healthboard region of prescribing of combinations of therapies for the management of 

Asthma/COPD plus an antibiotic, on the GMS scheme in 2006 in the over 35 yr age group. 

REGION 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) with 
cephalosporins 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with ciprofloxacin 

Eastern Regional 
Health Authority 9.6 6.9 1.2 4.0 1.7 
Midlands Health 
Board 12.3 8.1 1.3 6.2 2.4 
Mid Western 
Health Board 10.6 7.6 0.8 6.4 1.6 
North Eastern 
Health Board 11.2 8.3 1.4 6.3 2.9 
North Western 
Health Board 6.1 4.8 1.1 4.5 1.6 
South Eastern 
Health Board 10.5 8.0 1.4 5.4 1.7 
Southern Health 
Board 11.9 7.9 0.9 7.1 2.9 
Western Health 
Board 7.8 7.1 1.0 4.3 2.3 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD and an antibiotic 

on the GMS scheme in 2006 (results broken down by age groups over 35yrs)  

AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
with augmentin 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) with 
erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
cephalosporins 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with ciprofloxacin 

35 976 533 122 403 101 

45 1,135 758 168 495 179 

55 1,415 1,020 162 656 283 

65 745 575 87 396 173 

70 925 789 79 567 234 

75 1,856 1,491 164 1,218 498 
  7,052 5,166 782 3,735 1,468 
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Rates per 1000 GMS eligible population by age group over 35 year prescribed combinations of therapies for the management of 

Asthma/COPD plus an antibiotic, on the GMS scheme in 2006. 

 

AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
clarithromycin 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
erythromycin 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
with cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

35 8.6 4.7 1.1 3.6 0.9

45 10.7 7.1 1.6 4.7 1.7

55 11.3 8.1 1.3 5.2 2.3

65 10.9 8.4 1.3 5.8 2.5

70 7.7 6.6 0.7 4.7 2.0

75 8.6 6.9 0.8 5.6 2.3
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 with an antibiotic (results broken down by age in the  ERHA region) 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with erythromycin 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

Eastern Regional 
Health Authority 35 307 175 43 89 21 
Eastern Regional 
Health Authority 45 363 235 53 126 50 
Eastern Regional 
Health Authority 55 365 270 52 147 61 
Eastern Regional 
Health Authority 65 213 176 28 111 49 
Eastern Regional 
Health Authority 70 267 242 24 133 55 
Eastern Regional 
Health Authority 75 454 325 36 223 111 
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Rates of prescribing of combinations of therapies with an antibiotic for the management of Asthma/COPD on the GMS scheme in 2006 

in the over 35 yr age group per 1000 GMS eligible population by age in the ERHA 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-
acting beta2  
agonist as 
required (ATC 
code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC 
code R03BA) with 
ciprofloxacin 

Eastern Regional 
Health Authority 35 10.42 5.94 1.46 3.02 0.71 
Eastern Regional 
Health Authority 45 14.32 9.27 2.09 4.97 1.97 
Eastern Regional 
Health Authority 55 12.54 9.28 1.79 5.05 2.10 
Eastern Regional 
Health Authority 65 12.00 9.92 1.58 6.25 2.76 
Eastern Regional 
Health Authority 70 7.10 6.43 0.64 3.54 1.46 
Eastern Regional 
Health Authority 75 6.90 4.94 0.55 3.39 1.69 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 with an antibiotic (results broken down by age in the  MHB region) 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid  (ATC 
code R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) with 
erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
cephalosporins 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with ciprofloxacin 

Midlands Health 
Board 35 77 31 9 31 7 

Midlands Health 
Board 45 75 45 10 36 12 
Midlands Health 
Board 55 99 65 15 44 18 
Midlands Health 
Board 65 47 29 5 16 8 

Midlands Health 
Board 70 82 62 6 42 18 
Midlands Health 
Board 75 148 116 13 98 41 
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Rates of prescribing of combinations of therapies with an antibiotic for the management of Asthma/COPD on the GMS scheme in 2006 

in the over 35 yr age group per 1000 GMS eligible population by age in the MHB 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid  (ATC 
code R03BA) with 
augmentin 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
erythromycin 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-
acting beta2  
agonist as 
required (ATC 
code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC 
code R03BA) with 
ciprofloxacin 

Midlands Health 
Board 35 12.66 5.10 1.48 5.10 1.15 

Midlands Health 
Board 45 12.17 7.30 1.62 5.84 1.95 
Midlands Health 
Board 55 13.49 8.86 2.04 6.00 2.45 
Midlands Health 
Board 65 11.69 7.21 1.24 3.98 1.99 

Midlands Health 
Board 70 11.90 9.00 0.87 6.09 2.61 
Midlands Health 
Board 75 11.85 9.29 1.04 7.85 3.28 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 with an antibiotic (results broken down by age in the  MWHB region) 

REGION AGE 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) with 
erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
ciprofloxacin 

Mid Western 
Healthboard 35 96 41 9 43 10 

Mid Western 
Healthboard 45 96 76 4 65 12 
Mid Western 
Healthboard 55 158 111 11 75 18 
Mid Western 
Healthboard 65 66 53 7 41 15 

Mid Western 
Healthboard 70 84 72 9 63 12 
Mid Western 
Healthboard 75 173 130 11 120 33 
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Rates of prescribing of combinations of therapies with an antibiotic for the management of Asthma/COPD on the GMS scheme in 2006 

in the over 35 yr age group per 1000 GMS eligible population by age in the MWHB 

 

REGION AGE 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) with 
erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
ciprofloxacin 

Mid Western 
Healthboard 35 11.02 4.71 1.03 4.94 1.15 
Mid Western 
Healthboard 45 10.63 8.41 0.44 7.19 1.33 

Mid Western 
Healthboard 55 14.38 10.10 1.00 6.82 1.64 
Mid Western 
Healthboard 65 11.00 8.83 1.17 6.83 2.50 
Mid Western 
Healthboard 70 8.16 7.00 0.87 6.12 1.17 

Mid Western 
Healthboard 75 9.36 7.04 0.60 6.49 1.79 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 with an antibiotic (results broken down by age in the  NEHB region) 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

North Eastern 
Healthboard 35 75 54 11 38 12 

North Eastern 
Healthboard 45 95 58 18 43 9 
North Eastern 
Healthboard 55 109 79 10 63 25 
North Eastern 
Healthboard 65 54 39 7 32 17 

North Eastern 
Healthboard 70 89 77 7 50 29 
North Eastern 
Healthboard 75 167 127 19 105 61 
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Rates of prescribing of combinations of therapies with an antibiotic for the management of Asthma/COPD on the GMS scheme in 2006 

in the over 35 yr age group per 1000 GMS eligible population by age in the NEHB 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

North Eastern 
Healthboard 35 8.67 6.24 1.27 4.39 1.39 
North Eastern 
Healthboard 45 10.91 6.66 2.07 4.94 1.03 

North Eastern 
Healthboard 55 10.37 7.52 0.95 5.99 2.38 

North Eastern 
Healthboard 65 9.63 6.96 1.25 5.71 3.03 

North Eastern 
Healthboard 70 9.30 8.04 0.73 5.22 3.03 

North Eastern 
Healthboard 75 9.26 7.04 1.05 5.82 3.38 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 with an antibiotic (results broken down by age in the  NWHB region) 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-
dose inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

North Western 
Healthboard 35 49 24 7 24 6 
North Western 
Healthboard 45 52 36 16 38 11 
North Western 
Healthboard 55 81 55 14 40 14 
North Western 
Healthboard 65 40 34 8 30 7 
North Western 
Healthboard 70 44 35 4 40 19 
North Western 
Healthboard 75 96 97 16 91 36 
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Rates of prescribing of combinations of therapies with an antibiotic for the management of Asthma/COPD on the GMS scheme in 2006 

in the over 35 yr age group per 1000 GMS eligible population by age in the NWHB 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-
dose inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

North Western 
Healthboard 35 5.03 2.46 0.72 2.46 0.62 
North Western 
Healthboard 45 5.16 3.57 1.59 3.77 1.09 
North Western 
Healthboard 55 7.20 4.89 1.25 3.56 1.25 
North Western 
Healthboard 65 7.28 6.19 1.46 5.46 1.27 
North Western 
Healthboard 70 5.97 4.75 0.54 5.43 2.58 
North Western 
Healthboard 75 6.40 6.47 1.07 6.07 2.40 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 with an antibiotic (results broken down by age in the  SEHB region) 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

South Eastern Health 
Board 35 109 62 18 56 14 
South Eastern Health 
Board 45 161 104 27 61 20 
South Eastern Health 
Board 55 201 162 27 98 35 
South Eastern Health 
Board 65 107 93 15 48 16 
South Eastern Health 
Board 70 105 99 11 70 25 
South Eastern Health 
Board 75 227 174 22 140 42 
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Rates of prescribing of combinations of therapies with an antibiotic for the management of Asthma/COPD on the GMS scheme in 2006 

in the over 35 yr age group per 1000 GMS eligible population by age in the SEHB 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

South Eastern Health 
Board 35 8.83 5.02 1.46 4.54 1.13 
South Eastern Health 
Board 45 12.65 8.17 2.12 4.79 1.57 
South Eastern Health 
Board 55 12.88 10.38 1.73 6.28 2.24 
South Eastern Health 
Board 65 12.23 10.63 1.72 5.49 1.83 
South Eastern Health 
Board 70 7.68 7.24 0.80 5.12 1.83 
South Eastern Health 
Board 75 9.54 7.32 0.92 5.89 1.77 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 with an antibiotic (results broken down by age in the  SHB region) 

REGION AGE 

co-prescribing of 
Inhaled short-
acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC 
code R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  
agonist as required (ATC 
code R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
ciprofloxacin 

Southern Health 
Board 35 188 92 12 94 19 
Southern Health 
Board 45 193 129 24 93 36 
Southern Health 
Board 55 275 178 18 137 70 
Southern Health 
Board 65 142 93 7 89 38 
Southern Health 
Board 70 184 117 9 105 53 
Southern Health 
Board 75 371 285 28 281 109 
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Rates of prescribing of combinations of therapies with an antibiotic for the management of Asthma/COPD on the GMS scheme in 2006 

in the over 35 yr age group per 1000 GMS eligible population by age in the SHB 

REGION AGE 

co-prescribing of 
Inhaled short-
acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC 
code R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) 
with erythromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less effective 
(ATC code R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-
acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

Southern Health 
Board 35 12.38 6.06 0.79 6.19 1.25 
Southern Health 
Board 45 11.97 8.00 1.49 5.77 2.23 
Southern Health 
Board 55 14.22 9.21 0.93 7.09 3.62 
Southern Health 
Board 65 12.66 8.29 0.62 7.93 3.39 
Southern Health 
Board 70 9.99 6.35 0.49 5.70 2.88 
Southern Health 
Board 75 11.26 8.65 0.85 8.53 3.31 
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Total no of patients over the age of 35yrs prescribed combinations of therapies for the management of Asthma/COPD on the GMS 

scheme in 2006 with an antibiotic (results broken down by age in the  WHB region) 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist as 
required (ATC code R03AC) 
PLUS Regular standard-dose 
inhaled corticosteroid 
(alternatives are considered 
less effective (ATC code 
R03BA) with erythromycin 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

Western Health Board 35 75 54 13 28 12 

Western Health Board 45 100 75 16 33 29 

Western Health Board 55 127 100 15 52 42 

Western Health Board 65 76 58 10 29 23 

Western Health Board 70 70 85 9 64 23 

Western Health Board 75 220 237 19 160 65 
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Rates of prescribing of combinations of therapies with an antibiotic for the management of Asthma/COPD on the GMS scheme in 2006 

in the over 35 yr age group per 1000 GMS eligible population by age in the WHB 

REGION AGE 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-
dose inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
augmentin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid (alternatives 
are considered less 
effective (ATC code 
R03BA) with 
clarithromycin 

co-prescribing of Inhaled 
short-acting beta2  agonist 
as required (ATC code 
R03AC) PLUS Regular 
standard-dose inhaled 
corticosteroid 
(alternatives are 
considered less effective 
(ATC code R03BA) with 
erythromycin 

co-prescribing of 
Inhaled short-acting 
beta2  agonist as 
required (ATC code 
R03AC) PLUS 
Regular standard-dose 
inhaled corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
cephalosporins 

co-prescribing of 
Inhaled short-
acting beta2  
agonist as required 
(ATC code R03AC) 
PLUS Regular 
standard-dose 
inhaled 
corticosteroid 
(alternatives are 
considered less 
effective (ATC code 
R03BA) with 
ciprofloxacin 

Western Health Board 35 6.39 4.60 1.11 2.39 1.02 

Western Health Board 45 7.46 5.59 1.19 2.46 2.16 

Western Health Board 55 8.24 6.49 0.97 3.37 2.73 

Western Health Board 65 9.28 7.08 1.22 3.54 2.81 

Western Health Board 70 5.65 6.86 0.73 5.17 1.86 

Western Health Board 75 8.92 9.61 0.77 6.49 2.64 
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Total no of patients over the age of 35yrs prescribed a mucolytic plus any 

respiratory drug on the GMS scheme in 2006  mucolytics (results broken down 

by healthboard region) 

REGION 

Combination of a 
mucolytic (ATC 
R05CB) and any 
respiratory drug 

Rates per 1000 GMS 
eligible population per 
healthboard region 

Eastern Regional 
Health Authority 2,933 14.3 

Midlands Health 
Board 854 19.9 
Mid Western 
Health Board 1,217 19.2 

North Eastern 
Health Board 803 15.3 

North Western 
Health Board 390 6.6 

South Eastern 
Health Board 830 9.6 

Southern Health 
Board 1,776 15.7 

Western Health 
Board 925 10.8 

 Total 9,728   
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4. Potential drug interactions involving medications for the prophylaxis and 

treatment of osteoporosis. 

Drug Interactions 

A drug interaction may occur if the effect of a drug is altered by the presence of 

another drug, food, drink or environmental agent. The main risk factors for clinically 

significant drug interactions include drugs with a narrow therapeutic index, patient 

age and genetic characteristics. Some of the information sources on drug interactions 

include the British National Formulary (BNF), Stockley’s Drug Interactions and the 

National Medicines Information Centre (NMIC). 

 

Risk factors for drug interactions 

1. Drugs with a narrow therapeutic index i.e. where there is a small margin 

between therapeutic and toxic drug levels e.g. digoxin, lithium, phenytoin, 

theophylline, warfarin and tricyclic antidepressants 

2. High risk patients such as the a) the elderly due to polypharmacy, b) patients 

with renal or hepatic impairment either age-related or otherwise may alter drug 

disposition 

3. Genetic characteristics may result in significant pharmacokinetic differences 

e.g. approximately 8% of the population will be poor metabolisers of drugs 

metabolised by cytochrome P450 2D6. 

 

Methodology 

As per British National Formulary ( BNF) March 2006 edition  and 

Stockley’s Drug Interactions seventh edition all drugs were identified that could 

potentially interact with each drug prescribed for the management of osteoporosis on 

the GMS. Using SAS statistical software all prescriptions for drugs prescribed for the 

management of COPD were identified for  all healthboard regions between January 

2006 and December 2006. All prescriptions on the GMS between Jan’2006 and 

Dec’2006  were then analysed to identify the frequency of co-prescribing of 

potentially interactive drugs. Each class of drugs were analysed separately 

Included in the analysis were all items on the same prescription claim over the 12 

month period January 2006 to December 2006.  
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The following tables give the total number of Asthma/COPD patients co-

prescribed potentially interacting drugs in 2006 (results broken down by 

healthboard region. 

  
 Total no of patients on Salbutamol = (N=97,743) 
  Total no of patients on Theophylline = (N=11,665)     
                                                     

REGION 

co-prescribing of 
Salbutamol with 
beta -blocking 

agents 

Co-prescribing of 
theophylline with 

ciprofloxacin 

Eastern Regional 
Health Authority 4,086 254 

Midlands Health 
Board 1,209 103 

Mid Western 
Health Board 1,381 155 

North Eastern 
Health Board 1,054 185 

North Western 
Health Board 759 103 

South Eastern 
Health Board 1,869 198 

Southern Health 
Board 2,959 287 

Western Health 
Board 1,540 216 

 14,857 (15.2%) 1,501 (12.8%) 
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The following table gives the total number of Asthma/COPD patients rate of co-

prescribed potentially interacting drugs in 2006 per 1000 GMS eligible 

population for each healthboard region.) 

 
 

                                             
Region 

co-prescribing of 
Salbutamol with beta -
blocking agents 

Co-prescribing of 
theophylline with 
ciprofloxacin 

Eastern Regional Health 
Authority 19.9 1.2

Midlands Health Board 28.1 2.4
Mid Western Health 
Board 21.7 2.4
North Eastern Health 
Board 20.1 3.5
North Western Health 
Board 12.9 1.7
South Eastern Health 
Board 21.5 2.3

Southern Health Board 26.1 2.5

Western Health Board 17.9 2.5
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AGE 

co-prescribing of 
Salbutamol with beta -
blocking agents 

Co-prescribing of theophylline 
with ciprofloxacin 

35 440 43 

45 1,236 133 

55 2,652 257 

65 1,867 175 

70 2,936 294 

75 5,726 599 

  14,857 1,501 
 

 

The following table gives the rate of co-prescribed potentially interacting drugs 

in 2006 per 1000 GMS eligible populations in each age group. 

 

AGE 

co-prescribing of 
Salbutamol with beta -
blocking agents 

Co-prescribing of 
theophylline with 
ciprofloxacin 

35 3.9 0.4 

45 11.6 1.3 

55 21.1 2.0 

65 27.4 2.6 

70 24.6 2.5 

75 26.4 2.8 
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Total no of patients over the age of 35 years prescribed Nicotine 
Replacement therepy with an inhaled short-acting beta 2 agonist as 
required (ATC R03AC) on the GMS in 2006  
 
 
    % of total 
 male 1,866 36% 
females 3,311 64% 
Total  5,177   

 

by age 
groups 

no of 
patients 

rates per 1000 
GMS eligible 
population 

35 1,112 10.91

45 1,327 13.07

55 1,436 12.01

65 506 7.55

70 410 3.53

75 386 1.83
      Total              5,177 
 
 

by healthboard 
region 

no of 
patients 

rates per 1000 
GMS eligible 
population 

Eastern Regional 
Health Authority 2002 9.77

Midlands Health 
Board 318 7.40
Mid Western Health 
Board 443 6.98
North Eastern 
Health Board 446 8.52
North Western 
Health Board 272 4.62
South Eastern 
Health Board 596 6.86
Southern Health 
Board 681 6.01
Western Health 
Board 419 4.88

 
          Total                  5,177
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Total no of patients prescribed NRT on the GMS between 
Jan'02 and Jun'05 on the GMS scheme
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Total no.of prescriptions for Nicotine Replacement Therapy (NRT) on the GMS 
between Jan'02 and Jun'05
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Total GMS expenditure (€) on Nicotine Replacement Therapy (NRT) between 
Jan'02 and Dec'04
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Total no. of patients prescribed Nitotine replacement therapy in 2002 and 
2004
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Patients  NRT 2002 2003 2004 
  NICORETTE GUM 7,580 8,222 10,377 
  NICORETTE MICROTAB 2,215 2,248 2,165 
  NICORETTE NASAL SPRAY 347 39 0 
  NICORETTE PATCH 37,719 38,949 38,012 

  
NICORETTE REFILL INHALER 
PACK 3,094 3,914 5,524 

  NICOTINELL GUM 177 398 680 
  NICOTINELL LOZENGE 84 176 421 
  NICOTINELL PATCH 8,756 7,841 6,974 
  NIQUITIN CQ LOZENGE 0 229 918 
  NIQUITIN PATCH 12,559 22,038 28,982 
  ZYBAN 627 2,593 2,465 
    73,158 86,647 96,518 
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Total GMS expenditure on Nicotine replacement therapy (NRT) in 2002 and 
2004
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Tot exp  NRT 2002 2003 2004
  NICORETTE GUM 230,892 305,194 434,441
  NICORETTE MICROTAB 51,881 61,416 69,915
  NICORETTE NASAL SPRAY 10,752 1,548 0
  NICORETTE PATCH 1,708,689 1,901,624 2,074,136

  
NICORETTE REFILL INHALER 
PACK 93,710 133,721 216,806

  NICOTINELL GUM 2,765 8,437 16,356
  NICOTINELL LOZENGE 1,425 3,392 10,180
  NICOTINELL PATCH 339,333 352,901 365,639
  NIQUITIN CQ LOZENGE 0 6,983 31,066
  NIQUITIN PATCH 594,874 1,069,671 1,602,923
  ZYBAN 45,550 188,565 193,567
    3,079,871 4,033,452 5,015,030

 
 
1. Health Service Executive, National Shared Services Primary Care Reimbursement Service Statistical Analysis of Claims and 

Payments. 2002-2006. 
 
 
 
 


