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Objectives: To (1) generate discussion about the role of the pharmacist in sup-
porting patients with chronic obstructive pulmonary disease (COPD), (2) provide 
practical recommendations on how pharmacists can work with employers and other 
health care providers to improve patient outcomes, and (3) develop a pharmacist-
based service offering for patients with COPD.

Data sources: Literature review and survey information provided by a group of 
national stakeholders who participated in a roundtable discussion.

Summary: COPD is currently the fourth leading cause of death in the United 
States, and incidence rates have been increasing. COPD is estimated to affect 24 mil-
lion American adults, with almost one-half remaining undiagnosed. If current trends 
continue, COPD is predicted to become the third leading cause of death and fifth 
leading cause of morbidity in the United States by 2020. This will cause a dramatic 
increase in use of health care resources, which is projected to reach annual total 
costs of $49.9 billion in 2010. Roundtable participants uniformly agreed that based 
on current and projected statistics, COPD is a major health concern. To address this 
growing concern, emphasis should be placed on the collaborative efforts of the health 
care community to become active in the detection, assessment, treatment, and man-
agement of patients with COPD and that pharmacists can contribute to each of these 
areas considerably.

Conclusion: Access in the community (often 24 hours a day, 7 days a week) com-
bined with extensive clinical knowledge makes pharmacists uniquely capable of help-
ing those with chronic disease, especially patients with COPD who require monitor-
ing and encouragement throughout their lifelong treatment.

Keywords: Chronic obstructive pulmonary disease, pharmacy services, medica-
tion therapy management, collaborative practice, American Pharmacists Association 
Foundation.
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The American Pharmacists Association (APhA) Foundation 
invited a group of national stakeholders to a roundtable dis-
cussion on the collaborative role of community pharmacists 

in managing chronic obstructive pulmonary disease (COPD) (Ap-
pendix 1). The group convened on October 22–23, 2009, in Arling-
ton, VA, with participants including representatives from patient 
advocacy, health plans, and academia, as well as health care 
providers. The meeting was supported by Boehringer Ingelheim 
Pharmaceuticals. This white paper is intended to serve as a start-
ing point for involving pharmacists more fully into the care and 
education of individuals with COPD, with a goal of improving their 
productivity, quality of life, and overall health care costs.

Scope of the problem
The Global Initiative for Chronic Obstructive Lung Disease 
(GOLD) issued an updated report in 2009, Global Strategy for the 
Diagnosis, Management, and Prevention of COPD, which defines 
COPD as a preventable and treatable disease characterized by ir-
reversible airflow limitation that is usually progressive and associ-
ated with an abnormal inflammatory response of the lung to nox-
ious particles or gases. COPD is suspected when a person, usually 
older than 40 years, presents with symptoms including chronic 
cough, chronic sputum production, or dyspnea. The latter is the 
most typical reason for presentation for care, and spirometry 
showing a forced expiratory volume in 1 second (FEV1)–to–forced 
vital capacity (FVC) ratio less than 0.70 is the only way to establish 
a diagnosis of COPD.1

COPD also is linked to considerable extrapulmonary effects, 
including nutritional abnormalities, weight loss, and skeletal 
muscle dysfunction, which may contribute to severity in individual 
patients. Myocardial infarction, angina, osteoporosis, respiratory 
infection, bone fractures, depression, diabetes, sleep disorders, 
chronic anemia, and glaucoma often are seen at higher rates 
among individuals with COPD.1 Whether these comorbidities are 
a result of COPD or develop secondary to smoking or aging is un-
clear. Regardless of the origin, all comorbid conditions amplify the 
disability associated with COPD and can complicate disease man-
agement.

COPD is currently the fourth leading cause of death in the 
United States, and incidence rates are increasing.2 Of the six 
leading causes of death in the United States, only COPD has been 
steadily increasing since 1970.3 Decreases or steady rates of oc-
currence have been observed for heart disease, cancer, stroke, 
and diabetes from 1950 to 2006, but COPD death rates sustained 
a steadily increasing incidence until they reached a plateau in 
the late 1990s.2 COPD is estimated to affect 24 million American 
adults, with almost one-half of those remaining undiagnosed.2 If 
current trends continue, COPD is predicted to become the third 
leading cause of death and fifth leading cause of morbidity in the 
United States by 2020.1 This will cause a dramatic increase in use 
of health care resources, which is projected to reach annual total 
costs of $49.9 billion in 2010.2

Increased exposure to major modifiable risk factors such as 
tobacco smoke, occupational exposures, and air pollution have led 
to changes in COPD population demographics that may be linked 
to the increased incidence of the disease.1 Although COPD often 

is stereotyped as an “old man’s disease,” current statistics show 
that more than one-half of patients are younger than 65 years and 
that the COPD death rate is increasing more quickly for women 
than for men.4,5 In 2000, the number of women dying from COPD 
surpassed men dying from COPD.6 Tobacco smoke, specifically an 
increase in cigarette smoking, is deemed the most important con-
tributing factor for these trends.5 With at least 15–20% of smok-
ers diagnosed with COPD and many more remaining undiagnosed, 
that tobacco smoke accounts for almost 85% of all COPD cases is 
not surprising.1,4

COPD also is caused by a genetic condition related to deficien-
cy of alpha-1 antitrypsin.1 At least 100,000 people in the United 
States are believed to have alpha-1 antitrypsin deficiency.7

COPD is an irreversible and progressive disease. However, 
minimizing risk factors and properly using medications can slow 
the progression and give individuals with COPD a better quality of 
life.1 Chronic airway disease has been described as “10% medica-
tion and 90% education.”8 Pharmacists are named in the GOLD 
report as key health care professional collaborators in decreasing 
patient risk and are well positioned to assist in the management 
of COPD through initiatives such as delivering smoking cessation 
messages and intervention.1 A major challenge faced by individu-
als with COPD is that only 17% of patients with chronic disease 
achieve perfect medication adherence.9 This degree of adherence 
decreases when patients are required to master a specific tech-
nique (e.g., inhaler use) and as the amount of time they live with 
the disease increases.10 Individuals with COPD face both of these 
barriers, which seem to magnify the potential role of pharmacists 
as COPD patient educators.

To help minimize both the human and economic costs of 
COPD, the roundtable participants were asked to assess need and 
explore strategies for integrating pharmacists into community-
based, collaborative efforts to improve the care and outcomes 
for patients with COPD. General ideas on potential roles included 
screening, performing early detection and frequent monitoring 
through spirometry, educating about medication therapy, dis-
cussing the importance of medication adherence and appropriate 
medication-taking behavior, assessing and teaching appropriate 
techniques for inhalation devices used to deliver medication, and 
presenting realistic expectations about the disease and its treat-
ment. The full results of this discussion and the panel’s innovative 
ideas have helped shape the contents of this white paper.

Review of COPD
COPD is defined as “a preventable and treatable disease with 
some significant extrapulmonary effects that may contribute to 
the severity in individual patients. Its pulmonary component is 
characterized by airflow limitation that is not fully reversible. The 
airflow limitation is usually progressive and associated with an 
abnormal inflammatory response of the lungs to noxious particles 
or gases.”1

Clinical guidelines do not define COPD in terms of chronic 
bronchitis or emphysema. Chronic bronchitis is the long-term 
swelling of the bronchioles and is defined as the presence of cough 
and sputum production for at least 3 months in each of 2 consecu-
tive years and is often associated with airflow limitation. Emphy-
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sema is defined as destruction of the alveoli. The damage to the al-
veoli decreases the exchange of oxygen and carbon dioxide, lead-
ing to shortness of breath.1 Chronic bronchitis and emphysema 
may be present in patients with COPD, but quantifying their con-
tribution to the disease process is difficult. Of note, patients living 
with COPD usually have both chronic bronchitis and emphysema.4

Conditions classified as COPD include chronic bronchitis, em-
physema, or both and the presence of airflow obstruction. Unre-
mitting asthma also can be considered COPD. Chronic bronchitis, 
emphysema, and asthma are not considered COPD when airflow 
is not obstructed or the condition is reversible. Airway obstruction 
caused by pulmonary disease of known etiology, such as cystic fi-
brosis, also is not considered COPD.1

Airflow limitation characteristic of COPD is associated with 
an abnormal inflammatory response of the lungs to inhaled par-
ticles. Other key pathogenic processes in COPD are oxidative 
stress and imbalance of proteinases and antiproteinases in the 
lungs, leading to abnormal gas exchange, mucous hypersecretion, 
pulmonary hypertension, and ultimately small airway fibrosis and 
alveolar destruction.1

The primary symptoms of COPD are cough, sputum produc-
tion, and dyspnea. As the disease progresses, these symptoms 
tend to increase in frequency and worsen, with dyspnea becoming 
the most problematic. Recurrent exacerbations are the greatest 
cause of morbidity, mortality, and diminished quality of life and 
are expected over the course of the disease.1

Diagnosis of COPD
Diagnosis of COPD requires spirometry. Spirometry measures 
the amount of air a person can breathe out and the time taken to 
do so. FVC is the volume of air that can be forcibly exhaled after 
an initial maximal inspiration. FEV1 is the volume of air exhaled 
during the first second of the maneuver; it is a measure of how 
quickly the lungs can be emptied. FEV1 is influenced by age, gen-
der, height, and ethnicity and is usually evaluated as a percentage 
of the predicted normal value. Lower percentage predicted FEV1 
values correlate with poorer patient diagnosis.1

The ratio of FEV1 to FVC is a specific index of airflow limita-
tion. The normal FEV1-to-FVC ratio range is 0.7 and 0.8 in adults, 
and in COPD the ratio is less than 0.7. After a diagnosis of COPD 
has been established, the FEV1 value is used to stage the severity 
of the disease.1

The four stages of COPD severity that can be classified by spi-
rometry are shown in Table 1.1

Needs of individuals with COPD
To focus the discussion, roundtable participants completed a pre-
meeting survey. Roundtable participants were asked to identify 
the most pressing needs for patients with COPD and their caregiv-
ers. Although many areas of need exist, the participants identified 
what they believed to be the three thematic areas: (1) education 
about the disease and its prevention, (2) timely diagnosis, and (3) 
appropriate treatment.

Education about the disease and its prevention
The roundtable participants felt that although COPD has been rec-

ognized for many years, the level of awareness and understanding 
about the disease in the general population is inadequate. Many 
patients believe that the symptoms of COPD, particularly cough-
ing and difficulty in exercising or daily activities because of short-
ness of breath, are part of the aging process.1 It also is believed 
that the number of people in the United States who have COPD 
but don’t know it equals the number of patients with a diagnosis 
of COPD.2 Part of the important educational message for patients 
should relate to the contributions of smoking and secondhand 
smoke, as well as exposure to occupational dust and chemical ir-
ritants, in COPD development. Participants expressed that edu-
cational messages about the disease need to span the continuum 
from prevention, screening, cause, treatment, prognosis, and 
daily-living strategies. Special emphasis was placed on the pro-
motion of smoking cessation activities, given that smoking is the 
most common cause of COPD. The final point made by the group 
was that educating health care providers was needed to increase 
diagnosis rates and better manage the disease.

Timely diagnosis
A timely diagnosis of COPD leads to early intervention, which can 
help improve patients’ quality of life. Spirometry screening has 
been identified as instrumental in diagnosing patients and is sup-
ported by evidence-based guidelines.1

The roundtable participants commented that spirometry tech-
nology has improved greatly and is considerably more portable 
than earlier devices. With those advances, screening should be 
promoted through health fairs, in the workplace, and in pharma-
cies with symptomatic populations. Adding spirometry to bio-
metric screening panels, particularly in at-risk populations, also 
was suggested. Because pharmacies are located in virtually every 
community, those locations represent an accessible option for pa-
tients, and the services could be provided in conjunction with local 
patient groups.

Appropriate treatment
An important part of appropriate treatment is adequate diagnosis. 
After proper diagnosis occurs, the GOLD goals for the appropriate 
treatment and management of COPD are as follows:

■■ Relieve symptoms
■■ Prevent disease progression
■■ Improve exercise tolerance
■■ Improve health status
■■ Prevent and treat complications
■■ Prevent and treat exacerbations
■■ Reduce mortality
■■ Prevent or minimize adverse effects of treatment

Management of stable COPD includes pharmacologic thera-
py, immunizations, and nonpharmacologic treatments.1 Step-up 
therapy includes the following1:

■■ All patients: Smoking cessation, risk factor avoidance, and 
influenza vaccination; pneumococcal vaccination for patients 
65 years or older or younger than 65 years with an FEV1 less 
than 40% predicted.

■■ Stage I (mild): Add short-acting bronchodilator as needed for 
symptoms.

■■ Stage II (moderate): Add regular treatment with one or more 
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long-acting bronchodilators; add rehabilitation.
■■ Stage III (severe): Add inhaled glucocorticosteroids if exacer-

bations are repeated.
■■ Stage IV (very severe): Add long-term oxygen if chronic respi-

ratory failure is present; consider surgical intervention.

Potential roles for pharmacists in assisting 
patients with COPD
The roundtable participants addressed potential roles for phar-
macists in assisting patients with COPD. The discussion drew 
upon participants’ actual practice experience and areas in which 
they believed pharmacists could make an impact. These discus-
sions also were informed by guidelines for appropriate manage-
ment and treatment of COPD.

The top three roles for pharmacists identified by the panel 
were (1) improving adherence and compliance to medication regi-
mens; (2) incorporating pharmacists into support groups, educa-
tion programs, and smoking cessation programs; and (3) provid-
ing medication regimen reviews.

Improving adherence and compliance to 
medication regimens
For many chronic diseases, including COPD, adherence to long-
term therapy only averages about 50% and often decreases over 
time.11 Given that medications are one of the primary tools in 
treating and managing COPD, medication adherence and compli-
ance can play a critical role in determining patient outcomes. The 
terms adherence, compliance, and persistence often are confused 
and sometimes used interchangeably. Adherence refers to the 
extent to which patients follow instructions for prescribed treat-
ments. Compliance describes whether patients are taking medi-
cations as directed and often is used interchangeably with adher-
ence. However, compliance is not the preferred term because it 
does not convey a sense of partnership between patient and pre-
scriber.11 Persistence conveys that patients are continuing to use 

medications and refill prescriptions until instructed otherwise.10

Several medication use issues can create challenges for pa-
tients with COPD. Factors that contribute to nonadherence in-
clude11:

■■ Denial of the severity of illness.
■■ Limited appreciation of the value of drug therapy.
■■ Adverse effects or concerns about adverse events.
■■ Concern about becoming drug dependent.
■■ Media influence of safety issues with certain drugs.
■■ Lack of confidence in the ability to follow medication regi-

mens.
■■ Lack of positive motivation and incentives to changes behav-

ior.
■■ Worries about the social stigma associated with taking medi-

cations.
Mastering the proper technique for inhaler devices, which are 

an important component of COPD treatment, can be challenging 
for patients with COPD. Often, patients will be prescribed multiple 
medication inhalers and therefore required to learn a variety of 
techniques.8 Patients need to be reassessed on how they use their 
medication inhalers and educated on the proper maintenance and 
cleaning of the delivery devices. Generating sufficient inspiratory 
flow rates for successful use of dry-powder inhalers is another 
challenge for some patients.8

Patients with COPD often have complex medication regimens 
because of common comorbidities such as diabetes, heart dis-
ease, sleep disorders, depression, anemia, and glaucoma.

Pharmacists, because of their education, training, and ac-
cessibility, are well positioned to identify and assist patients with 
adherence issues. Technical interventions include reviewing the 
number of doses a patient must take each day, assessing pill bur-
den, and making recommendations for changes. Those changes 
can include the use of single daily dose medications and/or com-
bination products. Affordability also is an issue for patients, and 
pharmacists can assist in that area by suggesting combination 
products, generic options, and patient assistance programs.

Pharmacist also can help patients with adherence issues 
through behavioral interventions that use cues, reminders, and 
reinforcement such as linking medication taking with certain daily 
activities and other adherence aids.

Incorporating pharmacists into support groups, 
education programs, and smoking cessation 
programs
Educational interventions are aimed at teaching patients about 
the wide range of topics needed to manage all aspects of their dis-
ease. Pharmacists can add to the collective efforts of other health 
care providers and patient advocacy groups because of their gen-
eral understanding of the disease and expertise in the proper use 
of medications, durable medical equipment, and therapeutic op-
tions. The location of pharmacies in most communities also allows 
pharmacists to assist with distributing awareness and education-
al materials.

Because inhaled medications are critical in managing COPD, 
the development of educational interventions related to the proper 
use of inhalers also is an area in which pharmacists can contrib-
ute. Important areas include administration techniques, assess-

Table 1. Four stages of COPD that can be classified by spi-
rometry
 Stage I (mild) 

FEV1/FVC <0.70
FEV1 ≥80% predicted
Stage II (moderate) 
FEV1/FVC <0.70
50% ≤FEV1 <80% predicted

Stage III (severe) 
FEV1/FVC <0.70
30% ≤FEV1 <50% predicted

Stage IV (very severe) 
FEV1/FVC <0.70
FEV1 <30% predicted or
FEV1 <50% predicted plus chronic respiratory failurea

Abbreviations used: COPD, chronic obstructive pulmonary disease; FEV1, forced 
expiratory volume in 1 second; FVC, forced vital capacity. 
aDefined as PaO2 <60 mm Hg with or without PaCO2 >50 mm Hg breathing air at sea 
level.
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ing the amount of medication remaining, proper cleaning meth-
ods, and the appropriate time to use medications.

The GOLD report names pharmacists as one of the key health 
professionals for delivering smoking cessation messages and 
interventions. Although some pharmacists may offer compre-
hensive smoking cessation services, all pharmacists should ad-
vocate and reinforce the importance of smoking cessation with 
each patient visit. Pharmacotherapy has been shown to increase 
long-term abstinence rates, and patients who are attempting to 
quit should be encouraged to use first-line pharmacotherapies for 
smoking cessation.1

Roundtable participants noted the importance of incorpo-
rating the concept of “lung age” into discussions with patients 
who smoke. Spirometry is a measure of lung function, and many 
health professionals use the results of spirometry testing to help 
convince smokers to quit. Rather than tell patients that their lung 
function has been reduced to a certain percent, the concept of 
lung age translates that decreased function into an age-related 
metric.12 For example, a health care provider may tell a 50-year-
old patient that they have the lung function of an 80 year old. Re-
search published in the British Medical Journal concluded that 
telling smokers their lung age significantly improves the likelihood 
of them quitting smoking.12

Providing medication regimen reviews
Medication therapy reviews and medication therapy management 
(MTM) are valuable services that pharmacists can provide to all 
patients, not only those with COPD. MTM is a systematic process 
during which medication therapy is review and the pharmacist ac-
complishes the following13:

■■ Collecting patient-specific information
■■ Assessing medication therapies
■■ Identifying, listing, and prioritizing medication-related prob-

lems
■■ Developing a plan to resolve medication-related problems

In addition to providing a list of medication-related problems 
and developing a plan to resolve them, the pharmacist educates 
patients about their condition and treatment, which can empower 
them to self-manage their condition.13

In the core elements model of MTM, the medication therapy 
review can be general or targeted to a specific patient issue. An 
annual review to assess the patient’s current medications, includ-
ing prescription and nonprescription medications, herbal rem-
edies, and dietary supplements, is recommended. After a baseline 
assessment is conducted and a plan established, a targeted as-
sessment of specific problems that arise is possible in the context 
of the patient’s complete medical and medication history.13

Examples of problems identified through targeted medication 
regimen reviews include inhaler technique, inhaler care and stor-
age, suboptimal therapy, issues of nonadherence, and inappropri-
ate use of nonprescription medications.13

Challenges to pharmacist involvement
The roundtable participants discussed potential challenges to 
advancing the collaborative role of the community pharmacist in 
managing COPD.

Pharmacist training
The roundtable participants believed that the current training of 
pharmacists prepares them to deliver patient services. However, 
they also acknowledged that to optimize the integration of phar-
macists into a collaborative care process for patients with COPD, 
additional training would be beneficial. Appropriate training al-
lowing pharmacists to deal with issues related to COPD directly 
would include screening, pharmacotherapy management, com-
munication strategies with other health care providers, respira-
tory care, and information about spirometry. The most direct way 
to address this challenge is for schools and colleges of pharmacy, 
as well as professional associations, to develop and offer timely 
and practical continuing pharmacy education programs. These 
programs would provide the necessary clinical information to 
care for individuals with COPD and cover the important topic of 
providing support to family and other caregivers. In addition to 
pharmacist-specific educational forums and materials, pharma-
cists should consider attending programs offered to the broader 
health care community to facilitate learning in a multidisciplinary 
environment. As with any team approach, understanding each 
team member’s role and value they bring to the patient and each 
other is a critical factor for success.

Other suggestions for education and training opportunities 
for pharmacists included:

■■ Refining the pharmacy curriculum to reflect the increasing 
prevalence and impact of COPD on the health care system.

■■ Integrating recognition and management of the signs and 
symptoms of COPD into student pharmacist practice labs.

■■ Identifying pharmacist mentors who can support students 
and pharmacists as they provide care for these patients.
The participants noted that costs associated with the time 

and training needed to address specific needs of patients with 
COPD should be recognized. Reimbursement for clinical services 
is a challenge that will need to be addressed, according to the 
roundtable.

Reimbursement mechanisms
Unfortunately, consistent reimbursement mechanisms that fa-
cilitate the full expansion of in-depth pharmacist interventions for 
patients with COPD do not exist currently.

Collaborative practice
Roundtable participants agreed that face-to-face collaboration 
between and among health care providers and patients was high-
ly desirable. That type of care integration works well in the group 
practice setting because of the physical proximity of the provid-
ers. However, in a network model, it is much more challenging, 
not only because of the physical separation that exists but also 
because of the lack of universal electronic medical records. This 
led to a discussion of the next challenge: health information tech-
nology integration.

Health information technology integration
If pharmacists are going to participate more fully in patient care, 
one important limiting factor is the lack of standardization for 
documentation and billing for pharmacist services. The lack of 
interoperability among technology systems, software, and sys-
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tem platforms is a barrier to providing optimal patient care. The 
profession of pharmacy has considerable experience in building 
technology solutions for product transactions, and this experi-
ence needs to be translated to patient care services. Consensus 
will need to be reached on minimum data sets in the areas of clin-
ical documentation, billing, and quality improvement.14

Practice model development
Roundtable participants endeavored to design a patient care de-
livery model that would more fully integrate pharmacists into the 
care process for patients with COPD, while taking into account 
the opportunities and challenges discussed earlier. To construct 
the model, results of successful practice-based research con-
ducted by the APhA Foundation were reviewed. Summaries of 
that work included the following:

■■ In the landmark Project ImPACT: Hyperlipidemia study, 
patients achieved medication persistence and adherence 
of 93.6% and 90.1%, respectively, while 62.5% achieved 
National Cholesterol Education Program goal during a 
24.6-month period.15

■■ The Asheville Project, which received publication support 
from the APhA Foundation, demonstrated long-term im-
provements in clinical and economic outcomes in community 
pharmacy–based programs.16,17

■■ Project ImPACT: Osteoporosis—a regional osteoporosis 
screening, referral, and monitoring program—demonstrated 
the impact that community pharmacists can have in identify-
ing and referring at-risk patients to physicians for appropri-
ate diagnosis and intervention.18

■■ The Patient Self-Management Program for Diabetes pro-
vided evidence that the clinical, humanistic, and economic 
outcomes in Asheville could be achieved with five different 
employers through pharmacist use of the APhA Foundation’s 
structure and process model for collaborative care.19

■■ The Diabetes Ten City Challenge has produced economic, 
clinical, and humanistic outcomes that demonstrate the scal-
ability of a multisite, community pharmacy–based, interdisci-
plinary care model.20

The roundtable worked to build on past research efforts and 
develop a program that would align incentives for all stakehold-
ers. The objective is to design an employer/plan-funded, collab-
orative health management program using community-based 
pharmacist coaching, evidenced-based COPD care guidelines, 
and self-management strategies designed to keep patients with 
COPD healthy and productive.

An overarching goal in designing this care model would be 
to continue the work of the APhA Foundation to fundamentally 
change the way chronic disease is managed and paid for through 
a value-based benefit design model. The model depicted in Figure 
1 uses an enhanced benefit/incentive structure for participants 
related to obtaining COPD medications and the educational ser-
vices of a pharmacist essential to managing the disease. The 
Milken Institute stated the following: “Employers, insurers, gov-
ernments and communities need to work together to develop 
strong incentives for patients and health care providers to pre-
vent and treat chronic disease effectively.”

The care model
The COPD model shown in Figure 1 is a patient-focused collabo-
ration among employers, their covered health plan beneficiaries, 
and a specially trained community pharmacist who provides 
face-to-face counseling sessions during which participants learn 
to manage their COPD and other chronic conditions (e.g., diabe-
tes, high blood pressure, dyslipidemia) and reduce associated 
health risks and their subsequent costs. The model is designed 
to complement and reinforce existing health care team provider 
roles, including the patient’s primary care provider. In addition, 
the program establishes a value-based benefit model that aligns 
incentives for employers, patients, and providers.

The value proposition
The discussion of value in health care has been gaining attention 
in the previous few years. Generally, value can be defined as the 
health outcomes achieved in relation to dollars spent in provid-
ing those services. When considering management of chronic 
disease, outcomes may include short- and long-term measures, 
including mortality, complications, or other illness. According to 
a recent article by Porter et al.,21 “Value (outcomes and costs) 
can only be reliably measured over the full cycle of care, rather 
than for a discrete procedure or intervention (e.g., drugs, hos-
pital stays, tests). Measuring and reporting outcomes and costs 
in a piecemeal fashion, as is the practice today, only encourages 
poorly coordinated care and cost shifting.” This message has not 
been lost on the insurance industry and employer groups that 
have sought ways to implement value in their benefit designs. The 
value-based insurance design (VBID) approach has emerged; it 
proposes to align incentives by developing copayment rate struc-
tures that drive the use of higher value services while discourag-
ing the use of lower value services.

In practice, two general approaches to VBID exist. One ap-
proach established more favorable copays for high-value services 
(such as immunizations), while the other targets incentives for 
patients with a specific clinical diagnosis or chronic disease. One 
example of the second type of benefit design approach is waiving 
copays for high-value medications for patients with diabetes. The 
Asheville Project, Patient Self-Management Program for Diabe-
tes, and Diabetes Ten City Challenge are examples of the second 
approach.

A key element of implementing a value-based benefit design 
is restructuring of financial incentives. This is consistent with the 
message by the Commonwealth Fund Report, Toward a High Per-
formance Health System for the United States. The report states, 
“It is clear that the nation needs to shift from paying for units of 
services provided to paying for the best achievable outcomes and 
most effective care over the course of treatment.”22

Interestingly, the value-based benefit design is consistent 
with the chronic care model of Wagner et al.23 The authors state, 
“High-quality chronic illness care is characterized by productive 
interactions between the practice team and patients that consis-
tently provide the assessments, support for self-management, 
optimization of therapy, and follow-up associated with good out-
comes.”

The incentives must be aligned within a comprehensive and 
collaborative model of care. The roundtable participants believed 
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Figure 1. Project ImPACT: COPD: Patient support and care process flow
Abbreviations used: COPD, chronic obstructive pulmonary disease; FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity.
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that the COPD patient self-management program, in both its pro-
cess of care and business model, supports key elements of these 
recommendations for a value-based benefit that provides high-
quality chronic illness care.

The COPD patient self-management model depicted in the 
current white paper:

■■ Creates a collaborative team of employers, employees, phar-
macists, physicians, and other providers and aligns incen-
tives to focus on wellness, patient self-management, and 
workplace cost savings.

■■ Educates and supports employees with information and guid-
ance to become active participants in managing COPD based 
on a proven model and demonstrated research outcomes.

■■ Waives copays on medications or provides other incentives to 
encourage active engagement in self-care.

■■ Creates opportunities for employees (or dependent benefi-
ciaries) to meet with pharmacists to discuss their care and 
learn new ways to monitor and control their disease.

■■ Centers care around the patient and positions pharmacists 
as accessible, valuable resources in helping patients under-
stand and control COPD.

■■ Reduces unscheduled absenteeism in the workplace and as-
sociated costs.

■■ Improves health outcomes as measured by key indicators.
■■ Saves health care dollars by investing in patient well-being 

(i.e., keeping people healthy rather than paying for care when 
they become seriously ill).

How the program works
Specially trained community pharmacists are assigned to “coach” 
patients on managing COPD, including setting goals, using medi-

cations properly, and tracking their condition consistently with 
recognized clinical indicators. Pharmacists communicate with 
physicians and other providers regarding the patient encounters. 
Pharmacist providers are compensated for their patient visits. In 
previous models, employees chose to participate in the program 
through a voluntary benefit offered by their employer and agreed 
to meet with the pharmacist. However, the roundtable felt that an 
opt-out approach was preferred to an opt-in approach to help in-
crease program participation. Patients work with their pharma-
cist through a structured series of visits that focus on knowledge, 
skills, and performance. These assessments are designed to help 
providers understand the area(s) in which patients required ad-
ditional education. Pharmacists then record clinical data. Figure 
2 details this continuum of care.

Conclusion
COPD is currently the fourth leading cause of death in the United 
States, and incidence rates are increasing. COPD is projected 
to result in $49.9 billion in health care–related costs in 2010. 
However, COPD often is overlooked and undertreated despite the 
availability of several evidenced-based therapies and interven-
tions. Medications are an important tool in managing the disease, 
making adherence critically important for patients with COPD. 
Despite the challenges that exist in the health care system, phar-
macists are well positioned to perform medication- and well-
ness-related interventions that can improve patient outcomes. 
Because of these potential contributions to improving outcomes 
for patients with COPD, innovative approaches to fully integrate 
pharmacists into the COPD care team need to be developed, with 
investment on the part of all stakeholders.

Point 
of care  

Education, monitoring, 
self-management 

Patient 

Physician Pharmacist 

Employer 
provides  

incentives 

Patient earns  
self-management  
credential from 

APhA Foundation 

Figure 2. Project ImPACT: COPD: Stakeholder continuum
Abbreviations used: COPD, chronic obstructive pulmonary disease.
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Appendix 1. Members of roundtable to discuss expanding 
the role of pharmacists in chronic obstructive pulmonary 
disease
Peggy Brown, PhD(ABD), Executive Director, COPD Foundation, 
Washington, DC
Robert Kritzler, MD (Board Member, Center for Health Value Inno-
vation), Deputy Chief Medical Officer, Johns Hopkins Health Care, 
Assistant Professor, Johns Hopkins University, Baltimore, MD
Michael Petryna, BPharm, MBA, Vice President, Mid-Atlantic Re-
gion, Aetna Pharmacy Management, Douglassville, PA
Catherine M. Polley, BPharm, Vice President, Pharmacy Services, 
Food Marketing Institute, Washington, DC
Karen J. Tietze, PharmD, Professor of Clinical Pharmacy, Philadel-
phia College of Pharmacy, University of the Sciences, Philadelphia
Kristen A. Binaso, BPharm, CCP, FASCP, Senior Director, Corpo-
rate Alliances, American Pharmacists Association, Washington, 
DC
Lindsay Watson, Student Pharmacist, Ernest J. Mario College of 
Pharmacy, Rutgers University, New Brunswick, NJ
Moderators 

William M. Ellis, BPharm, MS, Executive Director and CEO, Ameri-
can Pharmacists Association Foundation, Washington, DC
Benjamin M. Bluml, BPharm, Vice President, Research, American 
Pharmacists Association Foundation, Washington, DC

Observers 
Jim Cummings, Managed Market Department, Boehringer Ingel-
heim, Ridgefield, CT
Marc Sullivan, Spiriva Brand Team, Boehringer Ingelheim, Ridge-
field, CT
Mare Lynn Fitch, Associate Director, Pharmacy Development, 
Boehringer Ingelheim, Ridgefield, CT
Bob Belknap, Executive Director, Trade Relations, Boehringer 
Ingelheim, Ridgefield, CT
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