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Care pathway disparities for COPD patients
measured in databases

	▪ In France, 15 million people suffer from chronic diseases representing a major 
challenge to our health system, both financially and organizational wise. Rising 
inequalities in access and utilization of health care for the chronically ill has 
become a growing concern. Effective implementation of care pathways is believed 
should encourage and facilitate access to health professionals in all care settings 
(hospital and primary care). With 3 million people suffering from chronic obstructive 
pulmonary disease (COPD) in France, quality measurements for this care pathway 
were therefore the first to be developed for the top chronic diseases affecting the 
French population.

INTRODUCTION

	▪ The HAS worked with a multidisciplinary working group of experts to define the 
COPD care pathway based on critical points, from early detection to long-term 
follow-up of patients.

METHODS

	▪ Seven indicators were measured both nationally and regionally 
in 2017, based on healthcare consumption used as a proxy for 
the quality of the care pathway:
•	Patients at risk of COPD identified by treatment of recurrent 

bronchitis, smoking cessation treatment or initiation of LABA 
inhaler treatment. 

•	COPD patients identified by LABA treatment.
•	Patients hospitalized in 2017 with COPD exacerbation were 

identified from the exhaustive French medico-administrative 
database of hospitalizations.

RESULTS

	▪ The results of the care pathway indicators reflected disparities 
for COPD screening of patients at risk, prevention of 
complications and follow-up of patients. After hospitalization 
for a COPD exacerbation, a lack of appropriate follow-up 
in primary care and rehabilitation may reflect some of the 
challenges with access to care. Variability having been observed 
across all regions, regional analysis of results and needs are 
considered more appropriate to develop relevant telemedicine 
and tele-education, training of professionals, and therapeutic 
educational programs. Screening, prevention, and follow-up 
in the care pathway should allow for better use of limited 
resources. Similar care pathway quality indicators for other 
chronic diseases have also been developed by the HAS (chronic 
kidney disease, chronic coronary syndrome, and epilepsy).

CONCLUSION
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	▪ Indicators were measured from a national medico-administrative database 
wich comprises individual information on the sociodemographic and medical 
characteristics of beneficiaries and all hospital care and office medicine 
reimbursements.
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7 indicators

Following hospital discharge for COPD exacerbation

Setting up a medical follow-up

Follow-up by a pulmonologist

Initiating and continuing treatment

Implementing rehabilitation care   

Indicator
Consult a primary care physician within 7 days

Indicator
Consult a pulmonologist within 60 days

Indicator 
LABA treatment within 90 days

Indicator
Rehabilitation care within 90 days

7 j

3 mois

30% of patients are treated 
in rehabilitation 3 months after 
discharge

More than  70% of patients 
have a LABA treatment

40% of patients are followed 
up within 7 days by their primary 
care physician

to provide care continuity and to 
assess patient's needs

allows adjustment of treatment and 
monitoring of respiratory function

improves lung function and quality of life

allows to prevent complications and 
improves quality of life

30% of patients are followed 
up within 2 months by a pulmono-
logist

3 mois

2 mois

Screening patients at riskIndicator
Respiratory function tests for diagnosis purposes 20% of patients identified 

as being at risk  are screened
is fundamental to slowing the 
progression of the disease and 
reducing exposure to risk factors.

Screening

Managing stable patients

Preventing respiratory infections

Monitoring lung function

Indicator
Influenza vaccination

Indicator 
Follow-up respiratory function tests

50% of patients are 
vaccinated against the influenza

30% of patients have annual 
respiratory function monitoring

through influenza vaccination

is important to adjust or reinforce 
treatments

an

AT-RISK POPULATION LABA THERAPY
COPD

1 Respiratory function tests for diagnosis
2 Influenza vaccination
3 Respiratory function tests

Following hospital discharge for COPD exacerbation 
4 Consult a primary care physician within 7 days
5 Consult a pulmonologist within 60 days
6 LABA* treatment within 90 days
7 Rehabilitation care within 90 days

*LABA = long-acting β2-adrenergic receptor agonists
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Comorbidity Pulmologist
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