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Abstract
Aims: To identify the obstacles hindering the appropriate management of chronic 
obstructive pulmonary disease (COPD) in Spain based on consensus amongst clini-
cians and administrators.
Methods: A two-round modified Delphi questionnaire was sent to clinicians (pul-
monologists and GPs) and administrators, all experts in COPD. The scientific com-
mittee developed the statements and selected the participating experts. Four areas 
were explored: diagnosis, training, treatment, and clinical management. Panellists’ 
agreement was assessed using a 9-point Likert scale, with scores of 1 to 3 indicating 
disagreement and 7 to 9, agreement. Consensus was considered to exist when 70% 
of the participants agreed or disagreed with the statement.
Results: Respective response rates for the first and second round were 68% and 91% 
for clinicians, and 60% and 100% for administrators. The statements attracting the 
highest degree of consensus were: “Not enough nursing resources (time, staff, du-
ties) are allocated for performing spirometry” (85.3% clinicians; 75% administrators); 
“Nurses need specific training in COPD” (84.8% clinicians; 100% administrators); 
“Rehabilitation programs are necessary for treating patients with COPD” (94.1% cli-
nicians; 91.7% administrators); and “Integrated care processes facilitate the deploy-
ment of educational programs on COPD” (79.4% clinicians; 83.3% administrators).
Conclusions: This document can inform the development and implementation of 
specific initiatives addressing the existing obstacles in COPD management.

What’s known

•	 COPD is a prevalent and underdiagnosed disease that causes substantial morbidity and 
mortality.

•	 The National COPD Strategy established objectives and work programmes to apply in 
Spain.

•	 There are barriers impeding the application of interventions contemplated in the COPD 
strategy.
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1  | INTRODUCTION

Chronic obstructive pulmonary disease (COPD) is a prevalent, un-
derdiagnosed disease that causes substantial morbidity and mortal-
ity.1 While it used to be regarded as irreversible and unavoidably 
progressive, today it is considered a disease causing some changes 
that are not completely reversible, with some patients achieving 
stabilisation or even improvement in their loss of function.2 COPD 
is usually the result of inhaling tobacco smoke, but globally other 
causes have been described, such as the inhalation of smoke from 
burning biomass and problems related to lung development.3 In 
some studies,4-6 as many as 25% to 40% of patients with COPD had 
never smoked.

Following the expansion of the Spanish guide to COPD man-
agement1 and the GOLD strategy,3 the classification of patients has 
undergone marked changes. Nowadays, general practitioners (GPs), 
pulmonologists, nurses, administrators and managers, and patients 
are all involved in managing the disease.

The National COPD Strategy, based on data from a Spanish study 
(EPISCAN I)7 and approved by the Interregional Council in June 2009, 
established common objectives and work programmes to apply in 
the different Spanish regions.8 The analysis performed within the 
framework of this strategy in 2013 revealed some challenges related 
to assessing implementation, and in 2014 an updated report was 
released.9 Then in 2017, a survey in different Spanish regions high-
lighted persisting barriers impeding the application of interventions 
contemplated in the COPD strategy, with a possible relation to insuf-
ficient resources needed for their execution. Moreover, recent data 
from the EPISCAN II study10,11 suggest a modest increase in both 
the prevalence of the disease and its underdiagnosis. At the same 
time, tobacco use increased in Spain in 2018, standing at 34% of the 
population aged 15 to 64 years.12

Delphi studies13,14 are considered an important technique in the 
context of health services research. Since their inception more than 
50 years ago, they have become widely popular across all scientific 
disciplines. This method aims to achieve expert consensus through 
discussion, without the need for physical meetings. Instead, the pro-
cess is remote, with different rounds of consultation to prioritise the 
items being assessed. In the field of COPD, Delphi processes have 
enabled the achievement of multidisciplinary consensus around dif-
ferent facets of care, including the initial management of the dis-
ease15 as well as recommendations on inhaled treatments,16 inhaler 
devices,17 and flare-ups,18 amongst others. These consensus studies 

can contribute to overcoming the obstacles identified in different 
phases of a study and lead to proposals on how different strategies 
could be carried out. The present study uses the Delphi method to 
identify obstacles related to COPD diagnosis, training, treatment, 
and clinical management, based on consensus amongst the different 
agents participating in patient care, including both administrators 
and medical professionals (pulmonologists and GPs).

2  | METHODS

2.1 | Design

This Delphi study was conducted according to the Guidance on 
Conducting and REporting DElphi Studies (CREDES).19 This obser-
vational study used a two-round modified Delphi method to obtain 
consensus for different statements. The questionnaire was sent to 
panellists in two rounds; the circuit used is shown in Figure 1. This 
study is described as a modified Delphi because no open-ended 
questions were included in round one and specialists proposed dif-
ferent statements after a literature review.

2.2 | Participants

The scientific committee consisted of five members of the research 
team (two pulmonologists, two GPs and one nurse) and they had no 
conflict of interest. They defined the content of the questionnaire after 
a brain storming session and proposed members for the panel of ex-
perts invited to respond to it electronically. Selected panellists included 
multidisciplinary specialist clinicians (GPs and pulmonologists) from di-
verse geographical regions of Spain, with proven expertise in managing 
COPD, as documented by their professional experience, publications, 
research projects, and participation in COPD forums. The second group 
of panellists was made up of health service administrators and manag-
ers with more than five years of experience in healthcare administration 
and whose areas of expertise included programmes or management ini-
tiatives in the field of COPD (protocols, care pathways, integrated care 
programmes). The scientific committee was unsure about the current 
involvement of primary care nursing in COPD management; thus, they 
decided not to include them as panel experts. In total, we invited 50 
clinicians (25 pulmonologists and 25 GPs), and 20 administrators who 
met our inclusion criteria. There is debate around the ideal number of 

What’s new

•	 Different agents involved in COPD management agree that the main challenges to improve 
COPD management are resource shortages in primary care nursing and lack of training in 
the use of COPD clinical guidelines.

•	 Clinicians and administrators involved in COPD management support the implementation 
of urgent measures to tackle the underdiagnosis of COPD, especially in primary care, along 
with the routine inclusion of respiratory rehabilitation programmes for COPD.
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experts necessary to perform a Delphi study but it is recommended to 
include a minimum of 10 participants in each group.20

3  | ETHICAL

Ethics Committee (CEI in its Spanish abbreviation) of the San Juan de 
Alicante Hospital approved the study protocol (Reference number: 
20/037) as a negligible study, and all participants provided written 
informed consent.

3.1 | Instrument

During several meetings, the scientific committee formulated items 
for the questionnaire as affirmative or negative statements. The con-
tent was based on a previous literature review and the previous ex-
perience of the members. To facilitate the interpretation and clinical 
applicability of the results obtained, the items were categorised into 
four areas: (a) COPD diagnosis; (b) COPD training; (c) COPD treat-
ment; and (d) clinical management of COPD. The items were adapted 
to the profile of each group of panellists (clinicians and administra-
tors), so not all of the statements were presented to all of the groups. 

Those statements that we considered one group of panellists could 
not give their view were removed from their questionnaire in order 
to avoid bias. A structured questionnaire with 55 statements was 
sent to clinicians, while administrators received a questionnaire with 
44 items. Their support for the statements was assessed via a 9-
point Likert scale, where 1 represented complete disagreement and 
9, complete agreement. Responses were classified into three catego-
ries: 1-3, disagree; 4-6, neutral; and 7-9, agree. A free-text option 
was included after each statement in the first round questionnaire in 
case panellists wanted to add comments on any item. The question-
naires were piloted on four healthcare professionals to assess the 
clarity of items and duplicities. Appendix S1 shows the final ques-
tionnaires sent to each group of panellists in the first round.

3.2 | Process and analysis

The study took place between June and December 2018. The wording 
of the questionnaire was finalised in June 2018, and the two consul-
tation rounds occurred from then until October 2018. The panellists 
received an invitation to participate in an email, which described the 
study and its objectives and contained a link to an ad hoc website where 
they could respond to the questionnaire over a period of four weeks.

F IGURE  1 Delphi technique circuit
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A collaborator who was not involved in the study extracted pan-
ellists’ responses, anonymised the data, and provided them to the 
research team. Results of the first round were analysed, and a 70% 
consensus threshold was established for agreement/disagreement. 
The items that did not attract sufficient consensus were rewritten 
without changing their meaning and taking into account the explana-
tory comments included in panellists’ questionnaires, and then, they 
were sent to the panellists for the second round of consultation. In 
turn, these responses were analysed again using the same 70% cut-
off. We considered that consensus existed if 70% of the panellists 
agreed or disagreed with the statement in either the first or second 
round. Currently, there is no universally accepted consensus thresh-
old for Delphi studies19; however, 70% is commonly reported in the 
literature.21

4  | RESULTS

Of the 50 clinicians (25 pulmonologists and 25 GPs) selected to par-
ticipate on the panel, 34 (68%) responded in the first round. The 
response rate amongst administrators was 60% (n = 12). In the sec-
ond round, the response rate was 91% (n  =  31) for clinicians and 
100% (n = 12) for administrators. Appendix 2 shows the results after 
rounds 1 and 2 for both expert panels. Tables  1-4 show the per-
centage of agreement or disagreement (the highest value) for each 

item by the panellist group and by round. Appendix 3 shows those 
statements which were amended for the second round according to 
panellist’ comments.

4.1 | COPD diagnosis

The item attracting the highest degree of consensus amongst clini-
cians (85.3% agreement) was, “Not enough nursing resources (time, 
staff, duties) are allocated for performing spirometry.” Administrators 
unanimously agreed that “all patients coded as having COPD should 
undergo a confirmatory spirometry within 12 months” (Table 1). The 
statement, “Patients do not ask to undergo a spirometry” reached 
consensus amongst both panel groups, albeit with different propor-
tions (all above 70%) expressing agreement.

4.2 | COPD training

The item achieving the highest degree of consensus amongst clini-
cians (84.8%) and administrators (100%) was, “Nurses need specific 
training in COPD” (Table  2) Panellists also agreed that training is 
needed in clinical practice guidelines for COPD, in differentiating 
asthma, COPD, and asthma-COPD-overlap, inhaler techniques, and 
therapeutic education for COPD.

TABLE  1 Maximum percentage of agreement (or disagreement) in those statements related to the diagnosis of chronic obstructive 
pulmonary disease (COPD) by the panellist group and by round. [Correction added on 20 March 2021, after first online publication: The 
sentence ‘Bolding indicates those items that fulfilled consensus criteria (≥70%) in any group’ has been removed from the caption in this version.]

Item

Round 1 Round 2

Clinicians Administrators Clinicians Administrators

To define obstruction it is better to use the lower limit of 
normality than the absolute value of FEV1 / FVC < 70%

55.9%a  NI 51.6%a  NI

Underdiagnosis of COPD is a very prevalent problem in 
clinical practice

82.4%a  NI — NI

The routine practice of spirometry in smokers is 
recommended

67.6%a  NI 67.7%a  NI

COPD can be confused with other diseases such as 
asthma or bronchiectasis

76.5%a  NI — NI

Spirometry is performed in most primary care centres. 36.4%a  41.7%a  51.6%a  45.5%a 

The COPD diagnosis is performed in the area of primary 
care without doing spirometry.

44.1%a  58.3%b  41.9%a  54.5%b 

Not enough nursing resources (time, staff, duties) are 
allocated for performing spirometry

85.3%a  58.3%a  — 72.7%a 

Primary care physicians do not ask spirometry test 55.9%a  45.5%a  54.8%a  54.5%a 

Patients do not ask to undergo a spirometry 64.7%a  91.7%a  71.0%a  —

Smokers do not recognise the symptoms of COPD (cough, 
phlegm, breathlessness)

61.8%a  75.0%a  77.4%a  —

All patients coded as having COPD should undergo a 
confirmatory spirometry within 12 months

75.8%a  100%a  — —

Abbreviations: COPD, chronic obstructive pulmonary disease; NI, item not included in this group.
aAgreement. 
bDisagreement. 
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4.3 | COPD treatment

Clinicians and administrators reached the greatest consensus 
around the two statements affirming the need to use rehabilitation 

programmes in COPD treatment (94.1% and 91.7%, respectively, for 
the first statement, and 88.2% and 91.7% for the second) (Table 3). 
Both groups also agreed that inhaled corticosteroids are used exces-
sively in COPD patients (84.8% clinicians, 81.8% administrators) and 

TABLE  2 Maximum percentage of agreement (or disagreement) in those statements related to training for chronic obstructive pulmonary 
disease (COPD) by the panellist group and by round. [Correction added on 20 March 2021, after first online publication: The sentence 
‘Bolding indicates those items that fulfilled consensus criteria (≥70%) in any group’ has been removed from the caption in this version.]

Item

Round 1 Round 2

Clinicians Administrators Clinicians Administrators

Spirometry is not performed correctly in the area of 
primary care

48.5%a  NI 38.7%a  NI

Patients with COPD know their disease 57.6%b  50.0%b  51.6%b  63.6%b 

There is little training in primary care setting (physicians 
and nurses) on the diagnostic process of COPD

36.4%b  33.3%a  32.3%a,b  45.5%a,b 

COPD guidelines does not fit the individual well 38.2%b  33.3%a  51.6%b  63.6%b 

GesEPOC is useful in clinical practice 82.4%a  NI — NI

GOLD is useful for clinical practice 61.8%a  NI 48.4%a  NI

In primary care setting there are too many guidelines 
and it is difficult to remember them

58.8%a  NI 51.6%a  NI

Patients do not participate in the development of 
clinical practice guidelines

58.8%a  83.3%a  67.7%a  —

GOLD guideline is easier to use than GesEPOC 
guideline

32.4%b  NI 54.8%b  NI

GesEPOC guideline is easier to use tan GOLD guideline 52.9%a  NI 54.8%a  NI

The definition of ACO (asthma -COPD overlap) is 
difficult to apply in clinical practice

38.2%a,b  NI 45.2%b  NI

Subjective judgement by the physician is sufficient to 
define asthma-COPD-overlap

73.5%b  NI — NI

It is necessary to simplify COPD management in clinical 
practice guidelines

66.7%a  72.7%a  67.7%a  —

Training is needed in clinical practice guidelines for 
COPD

72.7%a  100%a  — —

Patients should participate in the development of 
clinical practice guidelines

63.6%a  83.3%a  67.7%a  —

Clinical practice guidelines should incorporate cost-
effectiveness considerations

75.8%a  91.7%a  — —

The difficulty of distinguishing between asthma and 
COPD in primary care setting prevents adequate 
treatment of COPD

35.3%a,b  NI 40.0%a  NI

Training workshops in inhaler techniques are necessary 
for health professionals

78.8%a  91.7%a  — —

More training is needed in differentiating asthma, 
COPD, and asthma-COPD-overlap

79.4%a  58.3%a  — 63.6%a 

Training on specific therapeutic education for COPD is 
scarce amongst primary care nursing

65.6%a  45.5%a  73.3%a  72.7%a 

Healthcare managers (administrators, primary care 
coordinators, service chiefs, nurses) do not promote 
educational programmes on COPD

58.8%a  33.3%b  60.0%a  45.5%a 

There are no specific documents or adequate materials 
to facilitate patient education on COPD

38.2%b  50.0%b  46.7%b  63.6%b 

Nurses need specific training in COPD 84.8%a  100%a  — —

Abbreviations: COPD, chronic obstructive pulmonary disease; NI, item not included in this group.
aAgreement. 
bDisagreement. 
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clinicians agreed that high doses of inhaled corticosteroids are used 
in primary care (74.2%), and that inhaled corticosteroids are rarely 
discontinued in the area of primary care (73.5%). Clinicians and ad-
ministrators think that patients are unfamiliar with how to use differ-
ent inhalation devices (70.6% and 91.7%, respectively).

4.4 | Clinical management of COPD

The two groups of panellists agreed on the need to implement ex-
pert patient programmes in the area of COPD, ie, programmes to 
train and motivate COPD patients through the promotion of expert 
patients (Table 4). For clinicians and administrators, integrated care 
programmes would also facilitate the launch of educational pro-
grammes on COPD. Both groups believe management agreements 
should be explicitly linked to adherence to clinical guidelines (78.8% 
clinicians, 72.7% administrators). These panellists also agreed that 
primary care nursing does not usually include COPD patients in its 
therapeutic education programmes.

5  | DISCUSSION

This study analysed the perspectives of different agents involved 
in COPD management in order to identify obstacles and propose 

recommendations for improving the diagnosis, training, treatment, 
and clinical management of the disease. The main challenges were 
resource shortages in primary care nursing and lack of training in the 
use of COPD clinical guidelines. Moreover, panellists supported the 
implementation of urgent measures to tackle the underdiagnosis of 
COPD, especially in primary care, along with the routine inclusion 
of respiratory rehabilitation programmes for COPD, the application 
of integrated care programmes, the identification of expert patients 
for improving clinical management in COPD, and the increased avail-
ability of information and training on COPD and its treatment for 
patients.

5.1 | COPD diagnosis

Clinicians and administrators widely agreed that insufficient nursing 
resources (time, staff, duties) were allocated for performing spirom-
etry, a fundamental test for diagnosing and following patients with 
COPD. Likewise, there was a high degree of agreement amongst cli-
nicians that underdiagnosis of COPD is a very prevalent problem in 
clinical practice. This statement is consistent with findings from the 
EPISCAN I study, which estimated the rate of COPD underdiagnosis 
at over 70% in Spain,7 and with the review of Diab et al,22 which 
found several previous studies that suggested that approximately 
70% of COPD worldwide may be underdiagnosed.

TABLE  3 Maximum percentage of agreement (or disagreement) in those statements related to treatment for chronic obstructive pulmonary 
disease (COPD) by the panellist group and by round. [Correction added on 20 March 2021, after first online publication: The sentence ‘Bolding 
indicates those items that fulfilled consensus criteria (≥70%) in any group’ has been removed from the caption in this version.]

Item

Round 1 Round 2

Clinicians Administrators Clinicians Administrators

Some patients with COPD needlessly receive dual bronchodilation. 50.0%a  75.0%a  51.6%a  —

Inhaled corticosteroids are overused in COPD. 84.8%a  81.8%a  — —

Inhaled corticosteroids are rarely removed in the area of primary 
care.

73.5%a  NI — NI

High doses of inhaled corticosteroids are used in primary care. 55.9%a  NI 74.2%a  NI

There is an excess of treatments with mucolytics in COPD 47.1%a  NI 41.9%a  NI

Patients are unfamiliar with inhaling techniques for different devices. 70.6%a  91.7%a  — —

Triple therapy is quickly reached. 50.0%a  45.5%a  51.6%a  45.5%a 

Rehabilitation programmes are necessary for treating patients with 
COPD.

94.1%a  91.7%a  — —

Adherence to inhaled medication in patients with COPD is very low. 47.1%a  41.7%a  64.5%a  45.5%a 

Physicians do not have time to explain the technique of inhalers to 
their patients with COPD.

52.9%a  50.0%a  64.5%a  63.6%a 

It is necessary to include rehabilitation programmes in COPD 
treatment.

88.2%a  91.7%a  — —

There are specific resources planned to cope with excessive 
care pressure because of the exacerbations of COPD (influenza 
epidemics or other respiratory infections)

NI 50.0%a  NI 36.4%b 

The home hospitalisation unit treats many patients with severe COPD NI 41.7%a  NI 54.5%a 

Abbreviations: COPD, chronic obstructive pulmonary disease; NI, item not included in this group.
aAgreement. 
bDisagreement. 
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Previous studies reported that the underuse of spirometry, partic-
ularly in the primary care setting, contributes to COPD underdiagno-
sis.23,24 The high rate of underdiagnosis can be also partly explained 
by the fact that smokers do not recognise the symptoms of COPD 
(cough, phlegm, breathlessness), a statement that attracted significant 
support from clinicians. This difficulty may reside in the gradual onset 
of symptoms, as people may become used to these effects and fail to 
recognise when they become severe. Smokers’ struggle to quit smok-
ing may also contribute to their progressive adaptation, a hypothesis 
that is also supported by the agreement amongst clinicians and admin-
istrators that patients do not tend to ask for spirometry. Furthermore, 
the agreement amongst clinicians on the potential confusion between 
COPD and other obstructive diseases such as asthma or bronchiectasis 
could also explain some of the underdiagnosis of COPD.

The clinical records of some patients show that they have been di-
agnosed with COPD without having received a spirometry.25 In light 
of this phenomenon, it is worth highlighting the consensus around the 
need to perform confirmatory spirometry amongst all patients coded 
as having COPD within 12 months of their initial diagnosis.26

5.2 | COPD training

The panellists identified multiple shortcomings in different facets of 
training. Clinicians and administrators widely agreed on the need to 
improve nurse training, both generally in COPD and specifically in 
therapeutic education and in clinical practice guidelines for COPD. 
Although clinicians generally agreed on the usefulness of the national 

TABLE  4 Maximum percentage of agreement (or disagreement) in those statements related to the clinical management of chronic 
obstructive pulmonary disease (COPD) by the panellist group and by round. [Correction added on 20 March 2021, after first online 
publication: The sentence ‘Bolding indicates those items that fulfilled consensus criteria (≥70%) in any group’ has been removed from the 
caption in this version.]

Item

Round 1 Round 2

Clinicians Administrators Clinicians Administrators

There is easy access to the pulmonologist from primary 
care to consult COPD problems

51.5%a  NI 60.0%a  NI

There is easy access to the primary care physician to 
comment on the follow-up of patients with COPD

42.4%a  NI 56.7%a  NI

The use of mini spirometers for screening (COPD-6, Piko-
6) should be generalised in primary care setting

45.5%a  NI 53.3%a  NI

Management agreements should be explicitly linked to 
adherence to clinical guidelines

78.8%a  58.3%a  — 72.7%a 

Automated integrated care pathways increase adherence 
to clinical practice guidelines

78.8%a  100%a  — —

In primary care setting there is no human resources to 
apply COPD educational programmes

46.9%a  50.0%a  55.2%a  54.5%a 

Primary care nurses do not usually include COPD patients 
in their therapeutic education programmes

76.5%a  41.7%a  — 72.7%a 

Integrated care processes facilitate the deployment of 
educational programmes on COPD

79.4%a  83.3%a  — —

It is necessary to develop therapeutic educational 
programmes for patients with COPD at a national level

76.5%a  50.0%a  — 63.6%a 

Expert patient programmes should be applied for COPD 
management

73.5%a  83.3%a  — —

Spirometry should be linked to management agreements. NI 91.7%a  NI —

COPD is a serious health problem. NI 100%a  NI —

Hospital admissions because of COPD have increased in 
recent years.

NI 75.5%a  NI —

Consensus-based criteria for COPD management exist 
between primary and secondary care levels.

NI 66.7%a  NI 72.7%a 

Care for patients with COPD is a priority within the 
current healthcare system context.

NI 75.0%a  NI —

The rate of influenza vaccination in patients with COPD 
is low

NI 41.7%a  NI 36.4%a,b 

Abbreviations: COPD, chronic obstructive pulmonary disease; NI, item not included in this group.
aAgreement. 
bDisagreement. 
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clinical guidelines for COPD, GesCOPD,1 they perceived a need for 
increased training to identify the asthma-COPD-overlap pheno-
type27 and to gain practical experience in inhaler techniques. Indeed, 
there was broad disagreement with the statement, “Subjective judg-
ment by the physician is sufficient to define asthma-COPD-overlap,” 
revealing the need for objective criteria.28

Clinicians and administrators also agreed on the need to incorpo-
rate economic considerations on the efficiency of different interven-
tions in clinical practice guidelines. A recent study29 compared the 
cost-effectiveness of conventional vs home-based COPD manage-
ment. Although the costs of both treatment modalities were similar 
in both Spain and France, the clinical parameters during follow-up 
were better in patients receiving home care. These results suggest 
that home-based care is preferable for patients with COPD, and the 
study is a clear example of how economic analyses can inform clini-
cal practice guidelines.

Administrators call for greater patient participation in the de-
velopment of clinical practice guidelines. Baker and Fatoye30 con-
cluded in their review that some programmes that promote self-care 
for patients under supervision from nurses have shown benefits in 
terms of reducing planned medical consultations, decreasing anxiety 
amongst patients, and increasing feelings of self-efficacy in the man-
agement of the disease. Although the economic meta-analysis of this 
study30 did not produce definitive results, inclusion of the patient 
perspective in some care programmes, such as self-management, 
home care, and certain forms of treatment, is essential for establish-
ing criteria in clinical guidelines.

Administrators considered that clinical practice guidelines are too 
complex, but clinicians’ responses did not reflect consensus on this 
point. The art of writing guidelines is to synthesis evidence and en-
able non-specialists to understand complex situations. However, the 
complexity and heterogeneity of COPD are also such that simplifying 
the guidelines is not only difficult—it could undermine their usefulness.

Finally, clinicians called for more therapeutic education pro-
grammes for patients with COPD, ie, programmes to train the pa-
tient to acquire the necessary resources to optimally manage their 
life with COPD with or without the assistance of expert patients, 
along with adequate information materials and flexible times that 
adapt to their needs. Currently, in our setting, there are no health 
education programmes directed specifically to patients with COPD; 
if and when these are established, planners should keep in mind the 
need to adapt the programme timetables to patient needs rather 
than only to health professional schedules.

Although items about COPD training reached consensus, they 
were not specific for primary care physicians. Thus, the need for spe-
cific training amongst primary care physicians should be considered 
in future studies.

5.3 | COPD treatment

Administrators and clinicians overwhelmingly agreed on the need 
to address the absence of rehabilitation programmes for COPD 

patients in clinical practice. Given the high certainty of evidence 
supporting the effectiveness of these programmes1,2 and the wide 
agreement amongst professionals working in the healthcare system 
on their necessity, initiatives to apply these services within health 
centres should be a priority. In practice, and despite the widespread 
consensus amongst clinicians and administrators, the real-world im-
plementation of structured rehabilitation programmes in Spain is 
suboptimal, especially in some regions.

In general, administrators and professionals agree that inhaled 
corticosteroids are used too frequently for treating COPD and ad-
ditionally that high doses are prescribed in primary care. Even the 
group of administrators agreed with the statement that there are 
COPD patients that needlessly receive dual bronchodilation. Recent 
studies have already called out the excessive use of inhaled steroids 
for COPD and proposed recommendations for their withdrawal.31,32

5.4 | Clinical management of COPD

Both clinicians and administrators show a high degree of consensus 
regarding the implementation of integrated care pathways. Moreover, 
these groups agree on the need to link adherence to clinical practice 
guidelines on COPD with management agreements. Another area of 
agreement is that primary care nursing does not generally include pa-
tients with COPD in therapeutic education programmes as it should. In 
fact, clinicians concurred on the need to design therapeutic education 
programmes for COPD at a national level. Likewise, there was broad 
consensus amongst clinicians and administrators on the need to de-
velop expert patient programmes in the area of COPD, suggesting that 
this intervention should be prioritised for implementation.

Given its focus, the area of clinical management had a higher num-
ber of items specifically directed to administrators. These panellists 
coincided in their belief that COPD is a severe health problem and 
that hospital admissions for this cause have increased in recent years. 
Although this affirmation may be true in some health departments,31 
national data indicate the opposite, with a trend towards decreasing the 
number of COPD-related admissions.33,34 This perception may instead 
be rooted in clinicians’ and patients’ heightened demand for resources 
and care, along with a greater number of consultations for patients with 
COPD and the increasing complexity and comorbidities present in this 
group. Participating administrators also affirm that consensus-based 
criteria for COPD management exist between primary and secondary 
care levels, but this perception is probably subject to some selection 
bias, as our inclusion criteria required the existence of specific COPD 
programmes in the administrators’ health departments. This panellist 
group expressed their opinion that care for patients with COPD is a 
priority within the current healthcare system context.

6  | LIMITATIONS

The limitations of this study are similar to those of other research pro-
jects with a similar design. The type of participant that was included 
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limit the participation rate of the study because of the clinicians' 
lack of time to participate in research studies or the competency of 
other duties of the panellists who are experts who tend to have busy 
schedules. To ensure the correct and consistent interpretation of the 
statements, we took care to adjust the wording and structure of the 
items. Anonymity and confidentiality were guaranteed for all par-
ticipants in order to avoid the influence that known opinion leaders 
might exercise on other participants’ responses. Opinions based on 
the collective experiences of a group of specialists or subject-area 
experts will always be of a higher quality than those from a single 
specialist because of the greater amount of information that a group 
can access. Another possible limitation was the use of a structured 
questionnaire. However, to reduce this limitation, we allowed space 
for free-text comments on the first round questionnaire, and they 
were taken into account to clarify some statements in the second-
round questionnaire.

Miravitlles et al35 suggested that, in areas in which a validated 
method of evaluation and grading of evidence may not be applied, 
consensus or opinion-based recommendations should be incorpo-
rated in COPD guidelines. This study identified obstacles to COPD 
diagnosis and management, as agreed by primary care physicians, 
pulmonologists, and administrators (Table 5). The highest degree of 
consensus exists around the participation of nursing professionals. 
Addressing these problems could help to improve COPD manage-
ment. As Miravitlles et al35 suggested, all stakeholders should par-
ticipate in guidelines development, and, thus, in future studies of 

this type, it would be desirable to include nurses, patients or other 
stakeholders as panellists, as this could increase their engagement 
and implication in COPD-related health services.
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APPENDIX 1

Expert panel members

GROUP OF CLINICIANS
Pneumology: Soledad Alonso Viteri, Hospital Universitario de 
Torrejón, Madrid; Carlos J. Álvarez, Hospital Universitario 12 de 
octubre, Madrid; Aurelio Arnedillo Muñoz, Hospital Universitario 
Puerta del Mar, Cádiz; Myriam Calle Rubio, Hospital Clínico San 
Carlos, Madrid; Francisco Casas Maldonado, Hospital Universitario 
San Cecilio, Granada; Alberto Fernández Villar, Complejo 
Hospitalario Universitario, Xerencia de Xestión Integrada, Vigo; Juan 
Marco Figueira Gonçalves, Asociación Canaria de Neumología y 
Cirugía Torácica-NEUMOCAN, Canarias; Antonia Fuster Gomila, 
Hospital Son Llàtzer, Palma de Mallorca; Rafael Golpe Gómez, 
Hospital Universitario Lucus Augusti, Lugo; Alberto Herrejón 
Silvestre; Hospital Universitario Dr. Peset, Valencia; José Luis 
Izquierdo Alonso, Gerencia de Atención Integrada, Guadalajara; 
Francisca Lourdes Márquez Pérez, Hospital Infanta Cristina, 
Badajoz; Javier de Miguel Díez, Hospital Gregorio Marañón, Madrid; 
Marta Palop Cervera, Hospital de Sagunto, Valencia; Jacinto 
Ramos González, Complejo Asistencial Universitario, Salamanca; 
Cristina Represas Represas, Hospital Alvaro Cunqueiro, Estrutura 
Organizativa de Xestión Integrada, Vigo; Carlos Ruiz Martínez, 
Hospital San Pedro, Logroño; José Luis Velasco Garrido, Hospital 
Virgen de La Victoria, Málaga; Felipe Villar Álvarez, Fundación 
Jiménez Díaz, Madrid.

Primary Health care: Luis García-Giralda Ruíz, Centro de Salud 
Murcia-Centro San juan, Murcia; Milagros González Béjar, Centro 
de Salud Montesa, Madrid; Fernando Ferrer Keysers, Área Básica 
de Salud, Prat 2, Barcelona; Xavier Flor Escriche, Centro de Salud 
Chafarinas, SAP Muntanya, Barcelona; Francisco Martín Luján, 
Centro de Salud El Morell, Tarragona; Enrique Mascarós Balaguer, 
Centro de Salud Fuente de  San Luis, Valencia; Juan Luis Mendía 
Gorostidi, Centro de Salud Amara Centro, Donostia, Guipúzcoa; 
M Dolores Peleato Catalán, Centro de Salud El Prat 1, El Prat de 
Llobregat, Barcelona; Raúl de Simón Gutiérrez, Centro de Salud Luis 
Vives, Alcalá de Henares, Madrid; Pere J. Simonet Aineto, Centro 
de Salud Viladecans-2, Barcelona; José Miguel Valero Perez, Centro 
de Salud Bétera, Valencia; Rosa Villafáfila Ferrero, Centro de Salud 
Viladecans 2, Barcelona.
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GROUP OF ADMINISTRATORS
Flor de Castro Rodríguez, Directora Técnico de Asistencia 
Sanitaria, Dirección General de Asistencia Sanitaria, Gerencia 
Regional de Salud de Castilla y León; José Javier Celorrio Astiz, 
Servicio de Efectividad y Seguridad Asistencial, Servicio Navarro 
de Salud-Osasunbidea; M. Carmen Garcia Cubero, Jefa del Área 
de Cronicidad, Subdirección General de Continuidad Asistencial, 
Madrid; Francisco Javier Félix Redondo, Responsable de 
Procesos Asistenciales, Dirección General de Asistencia Sanitaria, 
Servicio Extremeño de Salud; Gemma Garrido Alejos, Gerente 
de Armonización Farmacoterapéutica, Área del Medicamento, 
Servicio Catalán de Salud; Josep Maria Guiu i Segura, Jefe de 
Planificación y Coordinación Farmacoterapéutica Área de Farmacia 

y del Medicamento, Consorci de Salut i Social de Catalunya; Pedro 
Jorge Marcos Rodríguez, Subdirector de Procesos Asistenciales, 
Área Médica, Hospital de A Coruña; Angélica Miguélez Chamorro, 
Subdirectora de Atención a la Cronicidad, Coordinación 
Sociosanitaria, Salud Mental y Enfermedades Poco Frecuentes 
Servicio de Salud, Islas Baleares; Olga Monedo Pérez, Subdirectora 
General de Continuidad Asistencial, Madrid; Pedro Parra Hidalgo, 
Subdirector General de Calidad Asistencial, Seguridad y Evaluación, 
Servicio Murciano de Salud – Consejería de Salud; Francisco Ponce 
Lorenzo, Coordinador de Equipos de Atención Primaria, Área V, 
Servicio Murciano de Salud; Teresa Rey Liste, Servicio de Procesos 
y Programas Asistenciales Subdirección General de Planificación y 
Programación Asistencial, Conselleria de Sanidade, A Coruña.


