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The European COPD Audit:
brothers in arms

In March 2010, the European Respiratory
Society funded a pilot audit programme of
the process and outcomes of hospital care
for patients admitted with exacerbations of
COPD and on the organisation of care at
hospital level. Originally it was intended to
involve just five countries in this pilot scheme
but such was the enthusiasm from national
societies that 13 participated in the data
collection programme. In March 2012, ERS
published a document containing the results
at national level for 19,021 cases entered into
the audit database and subsequently site
specific data has been distributed to each of
the 422 hospitals that participated as shown
in figure 1.

These data are unique in that they have
been collected by clinicians prospectively iden-
tifying cases then recording in hospital care
processes and patient outcomes at 9o days
after admission date. In order to collect the
data, many individuals had to use their time
and skills but the success of the data collection
is testimony to the enthusiasm of clinicians to
better understand the quality of care delivered
in their own institutions. The results are
salutary and deserve our attention. In essence,
they describe a standard of care with signi-
ficant variation in adherence to guideline
standards both within countries and between
them. Arterial blood gases are taken on
admission in only 12% cases in one country
ranging to 96% in another whilst antibiotics
are given to only 54% cases in country A yet
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95% in country B. Unsurprisingly, outcomes
vary equally widely with median length of stay
at national level varying 5-15 days. At this
stage in the data analysis, it is not possible
to say why this occurs and there may be a
number of explanations. There are certainly
significant differences in case mix between
countries with, for example, the proportion of
male patients ranging 86-47%, the median
age of admissions ranging 63—75 years and
the proportion of admissions with GOLD
stage-IV disease ranging 15-32% across coun-
tries. Some of these case mix differences may
reflect the diverse health systems that operate

Countries Hospitals | Cases
Austria 49 882
Belgium 23 609
Croatia 10 491
Greece 23 1,151
Malta 1 12
Poland 40 780
Ireland 1
Romania 10
Slovakia 3
Spain 94
Switzerland | 19
Turkey! 22
UK

3

Figure 1
Hospitals participating in the European COPD Audit.
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Case collection timeline
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Figure 2

across Europe and the organisation of care at
individual hospital level. The concurrent col-
lection of data on the organisation of care in
the same institutions may provide some of the
explanations when correlated with observed
processes of care. In the same way accounting
for case mix variables may help us understand
better the variations in outcome observed and
how these also relate to process of care. Data
from similar audits of COPD care in the UK
suggest that case mix and organisational
factors account for less than 30% of the
observed variation in outcomes between hospi-
tals [1] and whilst we do not know if this finding
will be confirmed within this European study it
would not be a huge surprise. It may be the
case that some clinical teams do not always
deliver the standard of care that is recom-
mended within management guidelines either
because their knowledge and application of
knowledge are deficient or the care systems
that operate within an institution do not
support optimum care delivery. In the case of
the former it may be for example that an
emergency COPD admission comes under the
care of a nonrespiratory specialist who may not
be wholly familiar with recommended manage-
ment guidelines or that a doctor who is aware
of the appropriate quality standards does not
apply them due to other pressures ranging
from poor clinical judgment to lack of time. In
other cases, the system of care may be inap-
propriate where patients wait lengthy periods
to be seen by a doctor due to inadequate
staffing or where specialty care facilities are
poor for example a lack of high dependency
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Group 2: follow-up period

Group 2: data revision
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beds or non-invasive ventilators.
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Detailed analysis of the audit data using
multi-level multi-variate analysis controlling
for clustering is now underway and it is hoped
to answer some of these questions soon.
Whatever the conclusions drawn, this is not
an issue of blame but one of explanation that
should help us all understand what affects the
delivery of optimum care so that we might all
improve our practice.

Whilst these thoughts remain speculative
it is imperative that these audit data are not
ignored. Audit is far more than a data collec-
tion activity. The UK National Institute for
Health and Clinical Excellence defines audit as
a quality improvement process that seeks to
improve patient care and outcomes through
systematic review of care against explicit cri-
teria and the implementation of change [2]. In
essence, the standards for COPD care are
defined by guidelines, whether these are GOLD
or ERS/ATS or national documents. The collec-
tion of patient data allows us to systematically
review the care given against these standards
which is the stage of the audit process that the
European COPD audit has now arrived at. The
next phase however is to identify the deficien-
cies in care and then implement a change
programme of quality improvement to com-
plete the cycle before a further collection of
data is made to measure the improvement in
care (fig. 2).

So now we have the data and have begun
to feed that back to clinicians. Four stages of
reaction are described in the recipients of
such data:

1. | don't believe the data.

2. | believe the data but the problem isn’t

mine.

3. | believe the data and understand it's

my problem but don’t know how to fix it.

4. | understand the problem and have a

plan to fix it.

Wherever we stand within those stages we
all have a responsibility to reflect on the data
to better understand how we may all improve
the care delivered to our patients.

In order for us to move toward stage 4, we
need to engage our colleagues, clinicians and
managers with the audit data and with
suggestions on how to improve the quality
of the care we deliver. Some of that informa-
tion will come out of the further analysis of
the audit data sets where organisation and re-
sources will be correlated with process achieve-
ments and better outcomes for patients. We
must not however underestimate the barriers
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to change [3]. Many clinicians face difficulties
with a lack of personal time to devote to audit,
a reluctance to invest in change enhanced by a
perception that control is in the hands of
others and, lastly, in some cases, a lack of
necessary personal skills that results in de-
motivation. To overcome these issues is no
mean feat but it is possible with the aid of audit
data. Deficiencies in care can be analysed so
that education and training needs may be
met. Organisation of care can be addressed by
clinical teams and managers working with the
same aims informed by the data and the power
of a clinical champion who can motivate others
should not be underestimated. Innovative
service improvements can save money as well
as patients and are a motivation to engage
managers and funders working with clinicians.
We can also learn from other areas of medical
practice where the “care bundle” concept has
provided a mechanism with which to drive
important care quality improvements notably
in intensive care [4] and infection control [5]
and now recently adopted in COPD [6].

What is clear already is that some of the
participating hospitals have already engaged
in innovative care pathways for patients that,
if shared, could be adopted more widely. The
richness and diversity of the European health-
care systems is a huge strength of ERS. Yet,
whilst these different systems have developed

to meet the needs of local populations and
social networks, the guidelines are interna-
tional, and research-based evidence and ex-
pert consensus are equally applicable to all
people with COPD regardless of their chance
place of birth. Within this range of systems it
would seem logical to consider what best
works for COPD patients and to consider
adopting that system of care more widely
across Europe rather than retaining isolated
pockets of excellence. With this in mind the
European COPD steering commiittee is seek-
ing funding to hold a series of quality improve-
ment meetings across Europe in 2012/2013.
The aim of these meetings will be to facilitate
clinicians and managers of healthcare to move
around the audit cycle to plan and implement
the necessary changes at both local and, where
relevant, national level. Hospital teams which
have demonstrated innovative and successful
COPD programmes will be invited to share their
expertise across a wide European audience.
Identification of area of deficient care within the
COPD patient pathway will provide opportu-
nities for the ERS and the ERS School to provide
education and training support to address these
specific issues. Good practice and the demon-
stration through data analysis of correlates with
better patient outcomes may inform future
COPD guideline recommendations.

ERS has used the data to engage members
of the European Parliament in discussions
around further smoking restrictions and the
formulation of a strategy for non-infectious
chronic respiratory diseases. National socie-
ties have their own data to compare with the
European results and should use these to
argue for better service organisation and
resources at local and national level. We as
participant clinicians should share our data
with hospital clinical teams and managers
both within and outside the respiratory com-
munity to seek service improvements based
on factual data. In time, the steering group
hopes to make the audit tool available to a
wider group of hospitals across more coun-
tries and is actively seeking funding for this
proposal.

It would seem unlikely that any doctor
caring for COPD patients wishes to do less
than their best for the patient, yet there is
observed significant variability in the care
delivered across Europe now. The first step
for us as individuals and as organisations is
to reflect on the data on the standard of care
delivered. Without receiving this feedback it is
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difficult for any of us to understand where our
real strengths and weaknesses lie. Having
done this, we need to work with the whole care
team and managers to plan effective change
and implement them. A number of other
European societies have begun audit pilots [7,
8] but few have since published data with only
expressed aspirations to establish a quality
improvement programme. We are now broth-
ers in arms in the fight to provide best care for
our patients. The COPD audit programme has

provided the data ammunition to inform the
quality improvement agenda. We must now use
these data to plan an improvement programme
for our services at local and national level and
then implement those changes leading from
the front.

The time is right for the European res-
piratory community to take a lead in this
critical area of medical practice for the benefit
of our patients and for our own professional
satisfaction. Let us not lose the moment!
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