
Palliative care service provision for Chronic Obstructive Pulmonary Disease (COPD) patients – 
mapping current and proposed service development against palliative care gold standards

Buxton KL*, Roberts CM, Buckingham RJ, Pursey NA, Stone RA.
*University College Hospital, London, UK. 
Clinical Standards Department, Royal College of Physicians, London, UK.

Chronic Obstructive Pulmonary Disease (COPD) is a progressive and life limiting 
condition associated with a significant symptomatic  burden particularly in the end 
stages. Symptoms can be physical, psychological, social and spiritual and can reach a 
severity often reported by those with a terminal malignant illness.1-3

COPD patients are less likely to access palliative care services at the end of life due to the 
poor provision of information about end-of-life options available1-3 and the variable 
levels of services provided. 4-5

This disparity in service provision and access between patients with malignant and 
non-malignant end stage disease has led to the development of the Gold Standards 
Framework (GSF) that defines standards for the provision/cohesion of end-of-life care.6

The data presented here maps the current and proposed future areas of service 
development for COPD patients against the GSF. 

The 2008 national audit of COPD care included a survey of resources and organisation 
of care within which was a free text box to describe current examples of good practice 
in palliative care and proposed service developments. 
These examples were analysed using emergent grouped themes analysis and then 
mapped against the seven key standards defined by the GSF. 
All 184 acute trusts admitting COPD exacerbations from the 4 countries of the UK and 
offshore islands were invited to participate in the electronic web based survey 
between March & May 2008. Trusts responded as respiratory service units which in 
some cases meant a Trust may have more than one acute unit and made more than 
one return. 

180/184 (98%) eligible trusts responded to the survey providing 239 respiratory units 
in total. 
The emergent grouped themes analysis of free text box answers regarding good 
practice identified four key areas. These were: 1) Service Components, 2) Education, 3) 
Management Tools and 4) Linkages. Each key area was further categorised into sub 
themes. (Table 1) 
To put the themes identified into context considering proposed best practice from the 
palliative field, table 2 matches the key standards from the GSF against the identified 
themes. The control of symptoms standard matches to two themes because it 
incorporates both advance care planning and symptom management. This data 
demonstrates the emergent themes meet only some of the proposed structure for 
holistic service development. 
Further analysis allowed distinction between services already in place and those in the 
planning stages. This analysis is given in table 3 mapped alongside the GSF key 
standards. 

These national data suggest only limited areas of current good practice for palliative care services orientated to COPD patients. 
Planned service developments map predominantly to only three of the recommended key standards namely control of symptoms, continued 
learning and care in the dying phase.
Future service developments should take into account the GSF key standards with particular development of services addressing 
communication, co-ordination, carer support and continuity out of hours. 

Table 1: Emerging group themes analysis of examples of good practice

Table 2: Mapping of emerging themes to 
GSF key standards 
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COPD – chronic obstructive pulmonary disease, PC – palliative care, MDT – multidisciplinary team, EOL – end of life, NIV – non invasive ventilation, LCP – Liverpool care pathway, GSF – gold standards framework, GP – general practitioner

Table 3: Analysis of service development mapped to levels recommended in the GSF


