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under-treated and under-

diagnosed (1).

Among the chronic respira-

tory diseases, obstructive

pulmonary disease is a

public health problem (2).

In Europe, the estimated

prevalence of chronic ob-

structive pulmonary dis-

ease (COPD) is around 4-

7%, with male gender and

older age groups being the

most affected (3).

The actual prevalence of this

disease in the same population may vary depending

on the criteria used to identify it (Figure 1), namely, re-

ported respiratory symptoms, medical diagnosis, or

lung function (4, 5). 

According to a recent Italian study, COPD affects ap-

proximately 3% of the population with prevalence

rates increasing in older age and male gender groups.

It reaches 20% of males over 60 years old (6). 

During the years, Italy has carefully considered the

epidemiological and social impact of respiratory dis-

eases. In the National Health Plan 2006-2008, the epi-

demiological and social impact of respiratory diseases

was set as one of the main health targets, along with

cancer, cardiovascular diseases and diabetes (7). In

the National Prevention Plan 2010-2012, chronic res-

piratory diseases were included in the priority areas of

intervention (8). 

Further, in order to develop a comprehensive ap-

proach for surveillance, diagnosis, prevention and

control of chronic respiratory diseases, the Ministry of

Health has joined GARD (International Global Alliance

Against Chronic Respiratory disease), an alliance pro-

moted by the World Health Organization (WHO).

GARD includes organizations, institutions and agen-

cies working for the common aim of improving the

overall respiratory health (9), and several organiza-

tions adhere to GARD Italy (10).

These initiatives have led to a further involvement of

Italian regions to define a health planning that also in-

cludes chronic respiratory diseases (11-14). 

Italy’s health care system is a regionally based Na-

tional Health Service [Servizio Sanitario Nazionale

(SSN)] that provides universal coverage free of

charge at the point of service. The system is organ-

ized into three levels: national, regional and local. The

national level is responsible for ensuring the general

objectives and fundamental principles of the national

health care system.

Regional governments, through the regional health
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Summary

Chronic health conditions are rapidly increasing.

Chronic obstructive pulmonary disease (COPD)  is

one of the most common lung diseases.

COPD has considerable impact on the quality of

life of the patient, involving long-term medical

care and frequent hospital admissions for treat-

ment of exacerbations. 

The current acute care model for COPD is, in gen-

eral, insufficient for optimal management of the

disease.

The optimal care of the patient with COPD requires

an individualized, patient-centered approach that

recognizes and treats all aspects of the disease.

The optimal treatment for COPD patients must ad-

dress symptoms and disability from the respirato-

ry disease and from its extra-pulmonary condi-

tions, adhering to principles of the chronic care

model and integrated care. In  Italy  the National

Health System  promotes  strategies of integrated

care for controlling COPD.

It is essential to ensure coordinate health policies,

both at local and national level. Only integrating

adequate health policies with an optimal coopera-

tion among general practitioners, chest physi-

cians and other specialists whenever required,

may assure the best management of the COPD.
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Chronic obstructive pulmonary disease in Italy

Chronic respiratory diseases are a group of patholog-

ical conditions that are still insufficiently prevented,
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departments, are responsible for ensuring the delivery

of a benefits package through a network of population-

based ASLs – and public and private accredited hos-

pitals (15).

COPD is a major mortality and hospitalization cause,

especially in the elderly population (16).  Elderly peo-

ple are commonly affected by multiple diseases at the

same time, consequently causing several manage-

ment problems (17-19). 

According to a study conducted by the Center for So-

cial Investment (CENSIS) (20), in 2015 the Italian

population over 65 years old will coincide with that of

the young between 15 and 34 years old, i.e. about 12

and a half million people.

Demographic and epidemiological trends, medical

treatment and changes in lifestyles have led to a grad-

ual increase in chronicity. 
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Chronic obstructive pulmonary disease’s model of

care 

Although the management

of certain chronic diseases

should be preferably dealt

by mean of at home health

services, it still relies on

hospitals. Today a reorgani-

zation of responsibilities be-

tween hospitals and the ter-

ritory is required to develop

a new synergy, in which the

former deals with the treat-

ment of acute disease and

the latter is responsible of

the chronic aspect of the

diseases themselves (21).

The need for a care reor-

ganization deriving from a

change in the social-epidemiological situation shall

lead to the development of new care models. 

The care models for chronic diseases shall emphasize

the need to define systems that are well organized, in-

tegrated and proactive. The focus of these systems is

the patient, who should be conscious of his situation

and aware of his necessity to play a role in the man-

agement of his disease itself (22). The optimal treat-

ment for COPD patients must address symptoms and

disability from the respiratory disease and from its ex-

tra-pulmonary conditions, adhering to principles of the

chronic care model and integrated care. Recently, the

American Thoracic Society de-

fined integrated care as “a

continuum of patient-cen-

tered services organized as

a care delivery value chain

for patients with chronic

conditions with the goal of

achieving the optimal daily functioning and health sta-

tus for the individual patient and to achieve and main-

tain the individual’s independence and functioning in

the community” (23).

The Chronic Care Model (CCM) is a care model for

patients with chronic diseases that is based on six el-

ements: the resources of the community, the health

care organizations, support self-management, team

organization, decision support and systems informa-

tion (24).

The goal of the CCM is to deal with a conscious pa-

tient who interacts with a prepared and proactive

team. The CCM has been introduced into the health

systems intervention strategies of several countries,

including Finland, Germany, the Netherlands and the

United Kingdom.

In accordance with the system of the “community ori-

ented primary care”, the CCM was subsequently inte-

grated with other aspects of the public health (Ex-

panded Chronic Care Model- ECCM) (25, 26). 

In Tuscany, the ECCM (Figure 2) has been adopted as

the reference model (27).

According to the national guidelines, other Italian re-

Integrated care can
be defined as a con-
tinuum of patient-
centered services or-
ganized as a care de-
livery value chain for
COPD patients with
the goal of achieving
the optimal daily
functioning and
health status for the
individual patient
and to achieve and
maintain the indivi-
dual’s independence
and functioning in
the community.

The patient should
play a central role in
the management of
his/her own disease.

Figure 1 - COPD prevalence.

Self-reported COPD, 2008 (or nearest year)

Source: Eurostat Statistics Database.

OECD (2012), “Asthma and COPD prevalence”, in Health

at a Glance: Europe 2012, OECD Publishing.

http://dx.doi.org/10.1787/9789264183896-19-en.
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gions have developed models for the proactive manage-

ment of chronic diseases on local areas (28,29). In ad-

dition to the CCM and to the ECMM, other models are

the Kaiser Permanente’s risk stratification model (30)

and the patient-centered medical home (PCMH) (31).

To date, the care models in Italy have a regional diver-

sification, with some shared characteristics  (32).

COPD is an important component of chronic diseases

and its care should therefore

be placed within the pro-

grams already in place.

It is important to act in a

context of integrated man-

agement, according to a

care process oriented to a

shared management be-

tween the general practi-

tioner - the patient’s first

reference, and the network of

health professionals from local hospitals who are part

of care delivery.

The role of the patient is also important: he must be

conscious of his disease.

People affected by long term conditions should be in-

volved in the development of a comprehensive set of

self management tools. Moreover, the role of the pa-

tient’s family and the world of volunteering are funda-

mental to create a complete management system,

whose goal shall be an improved health together with

an optimization of human and economic resources.

In this management scheme pulmonology plays a ma-

jor role in specific phases of the disease.

Another model proposed for the organization of hospi-

tal pulmonology was also the Hub & Spoke model,

which expresses a care differentiation according to

the degrees of complexity (33).

This operating model is consistent with the network

approach of the hospitals and concentrates high spe-

cialized health services only in the main hospitals.

A recent act has indicated the minimum and maximum

standards (400,000- 800,000 people) to size the hos-

pital pneumological facilities (34).

Having different purposes from territorial assistance,

this organizational structure specifically regards pul-

monary care in hospital structures.

In a comprehensive system pneumological activity

outside the hospital should be associated with the ex-

isting  territorial care organizations and with the hospi-

tal care system.

Aiming to treat the root cause of the disease, proac-

tive medicine offers the opportunity of maximizing the

prevention (35). By doing this, proactive medicine dif-

fers from reactive medicine, which waits for the dis-

ease to appear and, consequently, rushes to resolve

the symptoms.

As for many other chronic diseases, proactive and

consistent primary care for COPD can reduce hospi-

talizations. It is important to note that optimal chronic

disease management requires a high focus on main-

tenance.

S. Calabro 

128 Shortness of Breath 2014; 3 (3): 126-131

Pro-active primary
care for COPD can
reduce hospitaliza-
tions, but an optimal
chronic disease ma-
nagement requires a
high focus on main-
tenance.

Figure 2 - Expanded Chronic Care Model (ECCM).

Created by: Victoria Barr, Sylvia Robinson, Brenda Marin-Link, Lisa Underhill, Anita Dotts &  Darlene Ravensdale

(2002).

Adapted from Glasgow R, Orleans C, Wagner E, Curry S, Solberg L. (2001) “Does the Chronic Care Model serve

also as a template for improving prevention?” The  Milbank Quarterly, 79(4), and  World Health Organization,

Health and Welfare Canada and Canadian Public Health Association (1986). Ottawa Charter of Health Promotion.
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A recent document regarding COPD titled “integrated

clinical management of COPD”, created by the 3 ma-

jor national scientific societies of respiratory medicine

(AIMAR, AIPO and SIMeR), together with the Italian

Society of General Medicine (SIMG), and in collabora-

tion with the Ministry of Health and the National

Agency for Health Services (AGE.NA.S), is an useful

application tool for the integrated practice manage-

ment of COPD care (36).

Integrated management requires the implementation

of organizational models both at management and at

professional level. 

Care delivery pathways

In the Italian context the spread of integrated clinical

practices, such as clinical or care pathways, is partic-

ularly important. In fact, the integrated clinical prac-

tices involve a major organizational change moving

from a hierarchical management system, to a mana-

gerial system centered on processes. 

The care delivery pathways are tools aimed at the im-

plementation of the scientific guideline integrating  two

components: clinical recommendations from the Na-

tional guidelines and specific adaption to the local

context to facilitate their spread in the daily clinical

practice (37).

The setting of the care pathway must take into ac-

count the entire care network in which a lack of coor-

dination between structures at different levels is often

present. 

A consequence of this lack of coordination is the inap-

propriate use of hospitalization for chronic diseases

that should find an adequate care setting over the ter-

ritory (38).

An efficient system should seek its appropriateness

both in terms of how clinical care activities are carried

out, and where these actions can be completed in the

best way.

A number of care pathways related to COPD have

been successfully developed in Italian healthcare

structures (39-42).

Furthermore, even specific regions have proposed in-

tegrated care pathways for COPD (43-45).

The design of a plan management system must con-

sider the whole history of the disease, thus acting in

line with the three levels of prevention.

In this context, the role of the respiratory specialist is

pivotal, but it needs to be harmonized with the local

model of primary care regarding chronic patients.

International guidelines and ongoing experiences

highlight the need to work in multi-professional ways,

using reference territorial structures (46).

The promotion of national reference documents by

scientific societies of respiratory medicine is crucial

(35), but a promotion of adaptation of the guidelines is

also required in order to take into account the coexis-

tence of several diseases in COPD patients (47).

The Italian Health System emphasizes the role of the

regional level in planning, directing, controlling and

coordinating the healthcare structures, so a particular

attention should be paid to

this level of government. In

Italy, the regional level

could represent an organi-

zational structure in which

different figures involved in

COPD management care

may be integrated.

In this way it may be easier

to find a harmonization with

either the existing care or-

ganization and the new

models. Besides, the devel-

opment of regional models

of care pathways could also

be a reference for the estab-

lishment of local care pathway.

In this way, even through the development of common

regional indicators, it would be possible to create use-

ful benchmarking operations and to elaborate a strat-

egy for care improvement.

The impossibility for all health structures to provide

health care pathways according to the best practice,

could represent the basis for developing new paths

through inter-organizational models.

By sharing management processes aimed at improv-

ing interaction between healthcare structures located

in a specific area, it is possible to get adequate spe-

cialist coverage in bordering areas lacking those

structures.

An area with similar characteristics and a population

of about 800,000 inhabitants (48) may represent the

territory in which set up a project for the integrated

COPD management.

Further, the possibility of having  regional documents

(44) referring to the establishment of local care path-

way is then an opportunity to standardize as much as

possible the care pathways.

In this context, the professional commitment of respi-

ratory specialists must be directed at multiple levels.

The technical cooperation should be present in both

the pulmonary system of health planning, articulated

in the national health plan and regional health plans,

and in the local health planning.

In this perspective, national scientific societies of res-

piratory medicine should contribute with their national

and regional representativeness to the definition of

care pathways. These pathways must be integrated in

a comprehensive hospital and territorial system able

to guarantee the presence of a diffuse pulmonary spe-

cialist expertise.
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