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A story of COPD and value 



…& clinical decision-making and influences  

In 2010 
pharmaceutical 
companies spent 
$18.5bn promoting 
medicines to 
doctors in top 5 
European 
countries 

60% of that on 
“detailing” and 
10% on meetings 

Top 5 drug costs to 
NHS are respiratory 
inhalers 



Where did we start in 2007?   What and who? 

• What is right care? 
• Who are the right 

professionals?  Or is it about 
competences? 

• What proof is required to 
show we are the right 
professionals?  What about 
competition? 

• Who are the right recipients 
of care: 
need/demand/individuals/pop
ulations? 
 
 
 

Respect and trust 
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But austerity changes things: need to understand constraints 
NHS England Programme Budgeting expenditure 2012/13: £billion  

Respiratory 

Mental health 

[2011/12 spend: £4.41bn (so represents 6% increase) Compare CVD: 0.3% decrease] 



Scope to change within respiratory spend (£billion) 
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More for Less, 2010: consensus from respiratory specialists 
using Ovretveit’s classification 

 
• Underuse of smoking cessation  
• Rationalising oxygen prescribing (see 

IMPRESS separate guide)  
• Reducing inhaler waste  
• Overuse of high dose inhaled 

corticosteroids and/or combination 
products  

• Underuse of inhaled corticosteroids 
for patients with asthma prescribed 
long acting beta agonists  

• Underuse of reviews of patients with 
asthma requesting excess short 
acting beta agonists with no other 
treatments  

• Underuse of audit of adverse effects 
eg percentage of children prescribed 
or using >800 micrograms per day of 
inhaled beclametasone who are not 
under the care of a specialist 
respiratory physician  
 
 

• Overuse of enteric-coated 
prednisolone tablets for patients 
with COPD or asthma instead of 
uncoated prednisolone tablets. At 
the time of drafting (Jan 2010) there 
was a six-fold difference on the drug 
tariff)  

• Underuse of person-centred 
consultation and records review to 
identify and support people with 
poor asthma control  

• Overuse of hospital beds (eg asthma 
admissions and COPD length of stay) 
and underuse of hospital respiratory 
specialist care  

• Underuse of referral to pulmonary 
rehabilitation  

• Underuse of psychological support  
• Overuse of outpatients for common 

conditions  
• Under-coordination with social care  
 



Example of a simple change to reduce cost for same quality 
and enough volume to make it worthwhile 



LABA 
£8,000/QALY 

Tiotropium 
£7,000/QALY 

Pulmonary Rehabilitation 
£2,000-8,000/QALY 

Flu vaccination £1,000/QALY in “at risk” population  

1. J Epidemiol Community 
Health. 1998 Feb;52(2):120-5  
£50 saving for over 65  

2. Thorax.  65(8):711-8, 2010 Aug.  
3. Thorax 2001;56:779-784 £0-

1000 per QALY 
4. Tiotropium in the treatment of 

COPD: Health technology 
Assessment KCE reports 
108C Neyt M et al  £7,456  per 
QALY 

5. OBA Y Cost effectiveness of 
long acting bronchodilators for 
COPD. Mayo Clinic Proc 
2007;82:575-582 £5,396 per 
QALY 

6. CADTH. LABA plus 
Corticosteroids vs LABA alone 
for COPD. Issue 83 March 
2007. Mayers I et al £130,000  
per QALY and NICE COPD 
management of COPD in 
adults in primary and 
secondary care 2010  
£131,000  per QALY 
 
 

 
 

Stop Smoking Support with pharmacotherapy 

£2,000/QALY 

Triple Therapy 
£7,000-£187,000/QALY 

 

BUT… no 
account of 
severity, or 
cost 

Colleagues looking at VALUE 



• Modelled a population of 300,000 including about 
11,000 at risk of COPD 

• Identified 3 population segments and created an 
archetype for each:  
• undiagnosed (6000 people),  
• diagnosed with mild-moderate disease (3000) and 
• diagnosed with severe-very severe disease (1900) 

• Defined a list of evidence-based interventions for each 
population segment 

• Debated the effectiveness of each intervention for the 
archetype 

• Drew rectangles that plotted the segmented 
population’s  health benefit of selected interventions, 
and from that 

• Added in the cost dimension to create value triangles 

STAR: what did we do? 



Bring the evidence eg 
Appendix M of NICE 

COPD guideline… 



Also built on IMPRESS Pulmonary rehabilitation evidence  



The rectangle for severe COPD 

Inappropriate 
prescribing 



Value for money triangles for severe COPD 

Inappropriate 
prescribing 



• Interventions such as stop 
smoking and consideration 
for referral to pulmonary 
rehabilitation should happen 
before any trial of triple 
therapy. Patients should be 
optimised on treatment 
prior to pulmonary 
rehabilitation, not 
necessarily maximised 
 

• Clinicians and commissioners 
should take much more note 
of the cost-effectiveness data 
of drug therapies, (we used 
NICE, Canadian and Belgian 
systematic reviews up to 
mid-2011)  

• Triple therapy should be 
reserved for patients for 
whom it is appropriate: for 
people with severe disease 
who have persistent 
exacerbations despite using 
either ICS/LABA or LAMA 

Conclusions: severe COPD 



• Fair evaluation of both 
medicines and non-
medical intervention 

• Have to look at 
population too: the scale 

• Start asking: 
• Who am I responsible for? 
• Who am I NOT seeing? 

 
 

• Smoking is a treatable 
dependency, so it’s my 
business 

• Physical activity and PR 
are effective, so I should 
ensure I can refer to 
them 

• I know the value of 
prescribing, and should 
prescribe responsibly 

So how does it help engage clinicians in prioritisation? 
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