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C hronic obstructive pulmonary disease
 (COPD) is the third leading cause of 

death worldwide,1 and the third leading cause 
of hospital readmissions in the United States.2 
COPD continues to be a major economic bur-
den on healthcare systems, due to the high 
number of hospitalizations caused by severe 
exacerbations.3

 Since its fi rst publication in 2001, the 
Global Initiative for Chronic Obstructive 
Lung Disease (GOLD)4 has been widely used 
as the de facto standard for evidence-based 
management of COPD. But despite the well-
known importance of providing guideline-
concordant care, studies have shown that 
there are still barriers to implementing evi-
dence-based recommendations in providing 
care for patients with COPD.5,6 
 While there may be many root causes of 
poor uptake of COPD guidelines in clinical 
practice, a contributing factor not well ex-
plored is the improper documentation of the 
refi ned GOLD assessment tool and exacer-
bation risk to accurately identify the disease 
burden and plan an appropriately customized 
treatment plan.
 In 2011, GOLD guidelines added symptom 
severity and exacerbation history to the classi-
fi cation system for COPD rather than relying 
solely on evidence of airfl ow limitation based 
on forced expiratory volume in 1 second on 
spirometry.7 The goals of GOLD COPD as-
sessment are to determine not only the level 
of airfl ow limitation but also its impact on the 
patient’s health status and the risk of future 

events (eg, exacerbations, hospital admis-
sions, death), in order to guide therapy to both 
reduce the symptom burden and improve the 
clinical outcome.8 Even though airfl ow limi-
tation has an important role in predicting 
population-level outcomes, at the individual 
patient level, it loses accuracy if used alone 
without considering the symptom burden and 
risk of exacerbations to guide the choice of 
therapy.

 ■ ACCURATE DOCUMENTATION
IS AN IMPORTANT FIRST STEP

The development of guidelines is an impor-
tant step in the care of patients with COPD. 
But to improve care, guidelines need to be ad-
opted into practice, and accurately identifying 
and documenting COPD is an important fi rst 
step toward guideline-based care.
 Regularly, patients are classifi ed as hav-
ing COPD in clinical documentation with no 
additional notes to specify the COPD symp-
tom burden or exacerbation risk assessment, 
as suggested by GOLD. Jouleh et al9 showed 
that patients classifi ed with a higher GOLD 
stage are signifi cantly more likely to receive 
guideline-concordant care, and this might be 
due to higher referral of these patients to sub-
specialists to receive care. Belletti et al10 found 
that in 11 primary care settings, only 48% of 
the 1,517 patients diagnosed with COPD had 
documented GOLD classifi cations. In 14,130 
patients with COPD in a cohort of the Op-
timum Patient Care Research Database from 
the United Kingdom during 2002–2010, 16% 
had an unknown GOLD assessment group.11 
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Studies show missed documentation
Interestingly, not many studies have reported 
the rate of proper documentation of COPD 
assessment in their populations, possibly be-
cause patients with insuffi cient data to be 
classifi ed into appropriate GOLD assessment 
groups have been excluded from the studies. 
This can also explain the gap in the evidence 
regarding this phenomenon. These fi ndings 
are very similar to a study of missed docu-
mentation of chronic kidney disease in which 
clinicians frequently documented the disease 
as a general term in medical records without 
consistently including additional specifi cation 
on the stage.12 

 ■ POOR DOCUMENTATION HINDERS 
QUALITY-IMPROVEMENT PROJECTS

Many quality-improvement projects are 
geared toward implementing evidence-based 
interventions in clinical settings to improve 
clinicians’ adherence to the published guide-
lines and the subsequent care for COPD 
patients. Insuffi cient and nonstandardized 
documentation of a comprehensive COPD 
assessment makes the evaluation of quality of 
care challenging.
 Reasons behind missed documentation of 
a comprehensive COPD assessment may be 
the pace of the ambulatory clinics, electron-
ic medical record fatigue, lack of training on 
how to obtain a disease-specifi c COPD his-
tory, and the lack of appropriate documenta-
tion or knowledge regarding guideline recom-
mendations. At times, dual management of 
COPD care by a primary care physician and a 
pulmonologist may contribute to incomplete 
or inaccurate documentation of the COPD as-
sessment, as each clinician may defer the task 
of accurate documentation to the other. 

Overdiagnosis and underdiagnosis of COPD
It is worth mentioning that both overdiagno-
sis and underdiagnosis of COPD are major ob-

stacles to improving management of COPD. 
Underutilization of spirometry is the main 
reason, but patient-related factors such as ex-
posure to airborne pollutants, patient age and 
educational level, and language barriers have 
been identifi ed as potential contributors, and 
these in turn can affect the comprehensive 
initial assessment and subsequent documenta-
tion of the fi ndings.13–15 

 ■ GOALS FOR IMPROVING COPD
DOCUMENTATION

Disseminating the results of the quality-im-
provement efforts among healthcare institu-
tions is an essential step toward improving the 
care throughout the healthcare systems.16,17 

If the state of nonstandardized assessment of 
COPD disease-burden documentation does 
not improve, assessment of current status and 
data-sharing between clinicians or institutions 
will be inaccurate. This will have a negative 
impact on the quality of provided care and 
will reduce the pace of quality-improvement 
efforts in COPD care.
 We urge clinicians providing care to pa-
tients with COPD to accurately assess the 
patient’s exacerbation risk and COPD disease 
burden using the refi ned GOLD “ABCD” as-
sessment tool,18 which is a well-recognized, 
accepted, easy-to-use tool, and also to docu-
ment the assessment in the patient record to 
allow better uptake of guideline-based care. 
For patients who receive dual care from a pri-
mary care physician and a pulmonologist, this 
can be done as a collaborative effort. We also 
propose that future studies on the uptake of 
COPD guidelines consider the importance of 
documenting the COPD disease-burden assess-
ment. ■
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