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Executive Summary 
 
Chronic Obstructive Pulmonary Disease (COPD) is serious, preventable and costly. It is an 

umbrella term for a number of chronic lung disorders formerly called chronic bronchitis, 

emphysema, chronic obstructive airway disease and chronic airway flow limitation.  

 

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

heart disease. Ireland has the highest mortality rate in the EU from respiratory disease, with 

COPD a major contributor to these deaths. While COPD can affect those who have never 

smoked, smoking is the trigger in the majority of cases. It also disproportionately affects 

people from lower socio-economic groups.  

 

Currently COPD is not prioritised compared with other major killers such as cardiovascular 

disease, yet it exerts a large negative impact on people’s lives and on the health service. 

Health forecasts show that the adverse impact of COPD will escalate in the coming years in 

Ireland unless a national integrated and structured approach to respiratory health that focuses 

on evidence-based prevention and care is implemented. 

 

This COPD Strategy was produced by a National COPD Group which was convened in 

Autumn 2007. The multi-disciplinary group had representatives from the Health Service 

Executive (HSE), Department of Health and Children (DOHC), Irish Thoracic Society (ITS), 

Irish College of General Practitioners (ICGP), ANAIL (Respiratory Nurse Specialists) and the 

Irish Society of Chartered Physiotherapists.  

 

The objectives of the group were to:   

• Review scientific literature scientific on prevention and management of COPD 

• Review the epidemiology of COPD in Ireland  

• Outline the COPD services and initiatives available in Ireland 

• Consult with relevant stakeholders 

• Make recommendations for the management of people with COPD and its services, 

having regard to current best practice 

• Make recommendations on the development and implementation of an integrated 

approach to improve respiratory health and the care of people with COPD. 

 

The Introduction to the report outlines the nature of COPD, the policy context, the rationale for 

developing the strategy and methods and research undertaken. International best practice 

guidelines, risk factors and Irish burden of illness data were identified. Extensive written 

consultation took place with key groups and organisations. Focus group work was undertaken 
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with a patient support group. Information was gathered on current COPD services. Research 

was commissioned on prescribing patterns for COPD in Ireland.  

 

The main report is divided into three sections. Section A, which follows the Introduction, 

places COPD in the context of Irish demography, burden of disease in Ireland and risk factors 

i.e. the scale of the problem. Section B examines COPD in the context of current services, 

including the views of those involved as users and providers i.e. current provision. Section 

C outlines best practice guidelines and focuses on the goals of reducing the burden of 

disease and the structures needed to achieve these i.e. the way forward. The results of 

seven studies, which were undertaken in preparing this strategy, are contained in a separate 

‘Technical Reports’ document. 

 
 

Section A: Scale of the problem 
COPD is an incurable but largely preventable and treatable chronic disease, which mainly 

affects those aged over 35 years. It is characterised by chronic slowly progressive decline in 

lung function with only partially reversible airflow obstruction, systemic manifestations and 

increasing frequency and severity of exacerbations. The chronic progressive nature of the 

disease causes irreversible damage to the lungs, limiting a person's ability to breathe and to 

carry out routine daily activities. As a chronic disease, COPD fits many of the current policies 

both of the Department of Health and Children and the Health Services Executive.  

 

Worldwide the burden of respiratory disease including COPD is growing. Today as many 

people die from COPD as die from HIV/AIDS.(1) Currently, worldwide COPD is the tenth 

leading disease burden.(2) By 2020, it will be the third leading cause of death. (2)    

 

The health implications of the demographic changes in Ireland are discussed in Chapter 2. By 

2036, the population aged >35 years could increase by a factor of 51%-94%. COPD 

prevalence increases with age. The prevalence of COPD for those aged 40 years or older 

maybe as high as 26%. It increases from approximately 10% in those aged 40-49 years to 

over 50% in those aged over 70 years.(3)  In Ireland, females outnumber males in the older 

age groups. Given our ageing population and smoking prevalence, especially in women, it is 

evident that the health burden of COPD in Ireland will continue to increase. 

 

Ireland’s health burden due to COPD is outlined in Chapter 3. COPD is the most prevalent 

respiratory disease in adults. Based on international figures at least 440,000 people in Ireland 

have COPD, of whom over 180,000 have moderate or severe disease, only half of whom may 

be diagnosed. (3) Cigarettes are the most common risk factor for COPD, for other respiratory 

diseases especially lung cancer and for other chronic diseases such as cardiovascular 
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disease. If diagnosed at a late stage, COPD health interventions are less effective and more 

costly. 

 
Ireland’s death rate from respiratory disease is over twice the EU average and is the highest 

in Western Europe.(4)  Respiratory disease (including lung cancer) kills 20% of people in 

Ireland. COPD is a major contributor to these deaths. For people with COPD, influenza and 

pneumonia can trigger a disease exacerbation, necessitate a hospital admission and 

precipitate death. For Irish women, respiratory disease (including lung cancer) is the second 

highest cause of death (21%) after non-respiratory cancer (23%). Between 1984-2006, the 

downward trends in deaths in Ireland from coronary heart disease (CHD) averaged 3.5% 

annually while that for respiratory disease averaged only 1.4%.  

 

COPD is inversely associated with socio-economic status. There is a 200% difference in Irish 

COPD death rates between the lowest and highest occupational groups. Furthermore 69% of 

excess winter mortality from respiratory disease in Ireland arises in the poorest three socio-

economic groups. Those aged over 65 years are most affected. (5) Smoking is also inversely 

associated with socio-economic status. Ireland’s current smoking rate among social classes 

5-6 is 37% compared with the national average of 29%. (6) Social class differences in 

smoking prevalence are also evident from other research e.g. 78% of homeless men in Dublin 

smoke.(7) 

 

COPD mortality and morbidity, based on hospital utilisation data, do not provide the full 

picture of the burden of COPD burden. People with COPD, once diagnosed, are mainly 

managed in the primary care setting. Surveys have shown that 6.4% of Irish adults (aged over 

18 years) report chronic airways disease and 8.0 % of 20-44 year olds have bronchitis.(8, 9) 

In 2004, 530,277 workdays were lost as short term work absences due to respiratory 

diseases.  

 

Respiratory diseases, largely represented by COPD, are the third most common cause of 

acute hospital admission. Over the 10-year period 1997-2006, other than an increase 

amongst females, there was little change in numbers of COPD in-patient discharges. In 2006, 

diseases of the respiratory system (including lung cancer) accounted for 5.7% of in-patient 

hospital discharges and 12.4% of acute hospital bed days.  

 

COPD, together with pneumonia, is the dominant principal respiratory diagnosis for those >35 

years of age admitted to acute hospitals. Of those hospitalised with COPD in 2006, 91% had 

additional co-morbidities, 6.5% required ventilation and 29% were repeat admissions with the 

same diagnosis. The average cost of COPD per hospital in-patient care was €6,494 i.e. 39% 

higher than the average case cost (€4,677).  
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In 2006, respiratory disease cost the Irish health service at least €437million. Drug 

prescription rates for respiratory disease are among the highest for any body system.  These 

costs did not include long term oxygen therapy (LTOT), supply of nebulisers or vaccines.  In 

addition to cost to the health services there is a wider cost to the patient, family and society – 

e.g. the 530,277 workdays lost in 2004.  

 
Chapter 4 discusses COPD risk factors.  The risk of developing COPD results from host-

environment interaction. Cigarette smoking is the major risk factor, featuring in 85% of people 

with COPD.  Smoking prevention and smoking cessation are the most important measures to 

counteract the COPD epidemic. Most of those affected have smoked over 20 pack years (20 

per day for 20 years).(10) In high-income countries such as Ireland, WHO estimates that 73% 

of COPD mortality is related to smoking.(2) In Ireland, 29% of those aged 18 years and over 

currently smoke (31% males, 27% females), a figure which is largely unchanged since 

2002.(6) Among those aged 18-35 years, the rate is 35%.  

 

The natural history of COPD is variable. The rate of decline of lung function (Forced 

Expiratory Volume or FEV1) after 25 years of age is 15 - 30 mL per year. In ‘susceptible’ 

smokers who continue to smoke, the decline of lung function averages 60 mL per year.(11, 

12)   

 

The genetic risk factor best documented for COPD is alpha-1 anti-trypsin (AAT) deficiency. It 

affects 1-3% of those with COPD. Those detected to date in Ireland have been at the more 

severe end of the COPD scale. Historically COPD has been more frequent in men than in 

women. Recently COPD is increasing among women as smoking habits increase. There is an 

overlap of up to 30% between people with a diagnosis of COPD and asthma.(13, 14) 

 

Over their lifetime people are exposed to a variety of inhaled particles.(15) The World Health 

Organisation (WHO) estimates that urban air pollution causes 1% of COPD cases in high-

income countries. In Dublin, in the year following the banning of bituminous coal there were 

approximately 116 fewer respiratory deaths.(16) 

 
Occupational dust, chemicals and vapours can both cause and increase the risk of COPD. 

(17) Among adults aged 30-75 years the fraction of COPD attributable to work is estimated at 

19.2% overall.(18) Following the 2004 Irish smoke free legislation, bar workers’ exposure to 

second hand smoke went from 30 hours per week to zero. Individuals highly exposed to 

passive smoking (>40hr/week for >5 years) are 48% more likely to present with COPD than 

are unexposed individuals.(19, 20) 
 

 

Section B: Current provision 
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WHO’s recommended approach to chronic disease management supports an integrated 

strategy which promotes population level health promotion and risk reduction.  This should be 

tailored with targeted chronic disease management programmes that are specific to the 

needs of people with different risks and at various stages of their disease.  Ireland supports 

the WHO approach as evident by recent DOHC and HSE publications e.g. ‘Tackling Chronic 

Disease - A Policy for the Management of Chronic Disease’ and Population Health Strategy. 

(21)  

 

The aim of the COPD service is to prevent disease and to manage those who have COPD.  

Management of patients with COPD is complex.  It involves integrated self-care, primary care, 

acute hospital care and rehabilitation.  These are concurrent overlapping services, not 

separate or isolated events.  Complex problems posed by COPD itself or COPD in the 

presence of co-morbidities require a variety of health professional input, underlining the need 

for an interdisciplinary approach. Currently, for many patients with COPD, care can be 

fragmented across settings and disciplines.   

 

Section B outlines current services (Chapter 5) and reflects the views of providers and users 

of services (Chapter 6). The services that are required to meet the needs of those with COPD 

are based on the four components of care of best practice guidelines (Chapter 7) i.e. 

Component 1: Assess and Monitor Disease 

Component 2: Reduce Risk Factors 

 Component 3: Manage Stable COPD 

 Component 4: Manage Exacerbations 

 

Many COPD services are in place but there are gaps that limit the delivery of best practice. 

These gaps are described in Chapter 5. By way of illustration an example from each of the 

components is briefly outlined here: 

Spirometry:  Using relatively inexpensive equipment and staff trained both in its 

performance and interpretation, spirometry is key to the diagnosis of COPD. It should 

be available to all Primary Care patients who require it.  This is currently not the case.  

Hence diagnosis is delayed until patients have more severe lung damage and require 

higher levels of care.   

 

Smoking: Smoking is a risk factor for 85% of those with COPD.  Smoking cessation 

is the single most effective intervention in COPD. However access to smoking 

cessation services is limited and restricted in both community and acute hospital 

settings. The provision of smoking cessation services currently varies within and 

between settings, e.g. not all hospitals offer smoking cessation services to patients 

admitted with COPD.  Coherent policies towards smoking cessation services are vital 
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to both the primary prevention of COPD and the secondary prevention of COPD, as 

well as for others with different smoking related diseases. 

 

Chronic Disease Management: To maintain patients at the appropriate level of care, 

it is essential that chronic disease management programmes are available.  These 

include disease prevention and risk reduction, patient education and appropriate self-

management, and integrated primary and secondary care.  Pulmonary rehabilitation 

is acknowledged by all international guidelines as a key component of the 

management of COPD, helping patients to optimise their function and better manage 

their disease.  Best practice guidelines recommend that patients are referred to 

pulmonary rehabilitation programmes (PRP) at the time of diagnosis.  Currently the 

supply of PRP is such that most patients (<0.01%) cannot access PRP.  In many 

areas there are no programmes, others have long waiting lists, others do not accept 

referrals from Primary Care, while the location of many PRPs pose access problems 

for those without transport.  

 

Primary Care: People with exacerbations of COPD mostly present in the Primary 

Care setting.  At times rapid access to respiratory expertise is required.  Currently this 

is not available to the majority of patients.  The only option may be acute hospital 

admission.  Lack of services and supports in the community can result in 

unnecessary lengths of hospital stay.  As evident from Chapter 5, the care and 

treatment provided to people when they experience an exacerbation varies.  

Schemes to reduce the number of unnecessary admissions to hospital and facilitate 

early discharge are scarce and not always well integrated across hospital, community 

and primary care services.  Non-invasive ventilation (NIV) should be accessible in all 

acute hospitals which accept patients with respiratory failure, as it is the initial 

treatment of choice for patients with Type 2 respiratory failure who require ventilation.  

 

Section B of this report shows that currently services are patchy and fragmented.  Service 

standards and delivery are frequently inadequate.  There is geographic inconsistency in 

service provision.  There are inconsistencies in access to essential services in both 

community and hospital settings and within these settings.  There are opportunities to shift 

from episodic acute hospital care to integrated care focused on primary care.  This is the case 

not just for COPD but also for the majority of chronic respiratory diseases. 

 

 

Section C: The Way Forward 
The impact of COPD on health and health services can be reduced by the implementation of 

best practice guidelines.  The goal is the effective management of people with COPD, using 

an integrated approach to prevent disease, slow disease progression, optimise quality and 
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quantity of life and provide care in the most appropriate setting.  International best practice 

guidelines for the prevention, treatment and management of COPD are readily available.  

Those described in Chapter 7 are based on WHO’s Global Initiative for Chronic Obstructive 

Lung Disease (GOLD) with components from other English language guidelines where 

appropriate.(15) 

 

Effective management of people with COPD is based on the four components, previously 

mentioned in Section B.  Pivotal to disease assessment and monitoring (Component 1) is 

early accurate diagnosis of airflow obstruction by spirometry, history and functional 

assessment including disease severity and co-morbidities, followed by individualised 

management to address symptoms and quality of life. 

 

Component 2 deals with reduction of  risk factors, the key to which for th emajority is smoking 

cessation, although other factors such as discussed in Chapter 4 are also of importance. 

 

The approach to managing people with stable COPD (Component 3) is guided by a patient-

centred approach, which determines an individual’s disease severity and then implements a 

stepwise management plan, with both pharmacological and non-pharmacological elements, 

including pulmonary rehabilitation. 

 

Component 4 deals with the management of people with COPD exacerbations: their 

assessment and treatment, factors which influence where they should be managed and 

circumstances which require hospital admission.  

 

At all stages of this chronic progressive disease, the emphasis is on early accurate diagnosis, 

appropriate supported self care, quality of life and effective multi-disciplinary interventions - 

pharmaceutical and non pharmaceutical - focused on the primary care setting and supported 

by specialist respiratory expertise. 

 

Chapter 8 describes how to achieve the vision of reducing the burden of respiratory disease, 

including COPD, including the implementation framework required, through a continuum of 

disease prevention and care interventions matched to level of health care needs.  It became 

clear throughout the work of this National Strategy Group that while the focus was on COPD 

as the most prevalent respiratory disease, the implementation framework needed for COPD 

was similar to that of most other chronic respiratory diseases.  Rather than repeat the process 

for other respiratory diseases, it is proposed that this strategy and implementation framework 

is adopted as the structure for the delivery of services for all respiratory diseases.  
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Similarly, the four quality goals to achieve the vision of reducing the burden of respiratory 

disease, although elaborated on in the context of COPD are, like the structure, valid for other 

chronic respiratory diseases. These are to:  

• Prevent the development and progression of respiratory disease 

• Ensure timely access to comprehensive and integrated services in appropriate 

settings 

• Empower patients and carers to actively participate in the management of their 

condition 

• Enable health care workers to deliver an evidence based service. 

 

Each goal has a number of objectives and recommendations, the implementation of which will 

contribute to reducing the burden of respiratory disease both for patients and the health 

services.  Collaboration and integration will be key factors for success.   

 

Respiratory disease services should be based on a National Plan, implemented at regional 

level (currently hospital network level), based on regional needs and expertise so as to avoid 

duplication and gaps. It should be realistic about the workforce and focus on the areas where 

skills need to be improved, and should be developed in consultation with people with COPD, 

so as to understand how services are experienced, rather than how they are delivered. How 

this can be achieved is outlined in the implementation structure below. 

 

Figure 1 Implementation Framework   

 

The implementation framework, elaborated on in Chapter 8, has five key levels with specific 

tasks, suggested membership and a target time frame for its establishment. Briefly these are: 

 

The establishment of a National Steering Respiratory Group, under the HSE 

Management Team, with representatives who have expertise and responsibility for 

respiratory health, from across the spectrum of health services, to agree a National 

plan for respiratory service delivery and to provide direction on priorities for national 
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respiratory service development and delivery, in line with this plan (Target- 

September 2008). 

 

A dedicated National Office/secretariat should support the National Steering Group 

and should act as a centre/repository for respiratory health (including COPD) (Target- 

January 2009). 

 

Regional Respiratory Planning Fora (currently at hospital network level) should be 

established with representatives who have expertise and responsibility for respiratory 

health. These should come, from across the spectrum of health services and settings 

in that region and should provide leadership on the development, implementation and 

evaluation of a Respiratory Plan for that region, based on needs assessment, in line 

with the plan of the National Steering group (Target – September 2008). 

 

The expansion of the current Local Implementation Teams (LIT) remit, membership 

and resources, to implement at that level, the national respiratory plan based on the 

regional needs assessment (Target - September 2008).  

(Alternatively, the establishment of separate LITs for chronic disease care starting 

with respiratory diseases as exemplified by COPD, to implement at that level, the 

national respiratory plan based on the regional needs assessment (Target - 

September 2008).) 

 

Clinical Networks for respiratory care, with representatives from relevant health 

professionals from across care services and settings should be identified, mapped 

and developed. At a minimum there should be one at each HSE Hospital Network 

level, pending restructuring, to enable timely access to specialist respiratory support 

for both professionals and patients regardless of health care setting and ensure that 

all of the respiratory disciplines in a region/area can work in a co-ordinated manner 

such that no one person or discipline works in isolation (Target - January 2009). 

 

This approach provides an opportunity to make a real and positive impact both on health and 

health services. It will help achieve the required ”shift” in the way care is delivered away from 

an often reactive episodic approach, frequently delivered in a hospital setting, towards a 

community based, responsive, adaptable, flexible service.  

 

This together with the quality goals will ensure that by being patient focused not constrained 

by location that care will support appropriate self management, will be delivered on the basis 

of need, and at the most appropriate level of care. Shifting, streamlining and integrating how 

and where services are currently delivered will bring benefits to patients, in terms of reduced 
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mortality and morbidity, the health services, in terms of reduced healthcare resource 

utilisation and the wider society. 
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