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ABSTRACT

Background Chronic obstructive pulmonary disease
(COPD) is a common treatable disease often diagnosed

in patients with risk factors after a prolonged period with
suggestive symptoms. Our qualitative study aimed to
identify barriers to establishing diagnosis in the natural
history of this condition.

Methods An inductive thematic analysis was performed
on structured interviews with patients, general
practitioners (GPs) and pulmonologists in France.

Inclusion depended on criteria to generate two purposive
samples (patients and physicians). Recruitment occurred
online. Data collection proceeded until 15 patients and

15 physicians (eight pulmonologists, seven GPs) were
interviewed. Data saturation was checked and achieved.
The interviews were transcribed and coded in NVivo and
triangulated between two researchers. The article respects
the consolidated criteria for reporting qualitative research
guidelines.

Results Three phases in the patients’ clinical pathway to
diagnosis and 12 barriers were found: Phase 1 (symptoms
before consultation; n=4), lack of COPD knowledge,
symptom denial, fear of lung cancer, and delayed general
practice consultations; Phase 2 (primary care; n=3), letting
bronchitis become chronic, priority to diseases with similar
symptoms and/or more serious diseases, lack of COPD
screening devices, time and curative treatments; Phase 3
(specialised medicine; n=>5), treatment before diagnosis,
late referral to pulmonologists, difficulty in accessing
specialists and examination results, patient’s reluctance to
undergo further examinations, and need for additional tests
to confirm a diagnosis.

Conclusion People unaware of their COPD condition can
encounter up to 12 barriers, which may combine before
obtaining a formal diagnosis. Patients, GPs, pulmonologists
and the state health authorities share responsibility for
addressing these barriers and enhancing the care pathway.
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INTRODUCTION

Chronic  obstructive pulmonary disease
(COPD) is a heterogeneous lung condition
characterised by chronic respiratory symp-
toms and persistent airflow limitation." In
France, between 3 and 3.5million people
are affected by COPD, representing 7.5% of
the adult population over 45 years old, with
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KEY MESSAGES

WHAT IS ALREADY KNOWN ON THIS TOPIC

= COPD is a common treatable disease that is often di-
agnosed in patients after a long period of suggestive
symptoms and a long time between the first medical
visit and formal diagnosis.

WHAT THIS STUDY ADDS

= Our qualitative study identified 12 barriers to diag-
nosis, grouped into three periods: (1) before consul-
tations, (2) during general practice consultations and
(3) in specialised medicine.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE AND/OR POLICY

= This study raises awareness among patients, GPs,
pulmonologists and state health authorities of their
role in the slow progression of the patient’s diag-
nostic pathway, to encourage them to remove these
barriers.

an increasing number of hospitalisations.?
COPD underdiagnosis is common among
adults in many countries, including France.”
In the UK, in 2022, almost 25% of people
waited 5 years or more for a diagnosis, and
12.4% more than 10 years.” Several factors
may explain it. Respiratory symptoms may
be absent, underreported to primary care
professionals and/or poorly recognised as
suggestive of COPD by these professionals.
Differentiating COPD from other diseases
with similar symptoms such as asthma or heart
disease may be difficult.”® Finally, spirometry
is underused.” ' Delays in the diagnostic
pathway lead to suboptimal management of
COPD: a late implementation of appropriate
treatment and interventions, incorrect treat-
ments and poor identification of patients at
higher risk of exacerbations or COPD-related
hospitalisations.” ' All of them are detri-
mental to both patients and the healthcare
system.
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An essential step to improve COPD diagnosis, notably
in symptomatic or atrisk patients, is to explore and
manage its barriers (ie, any factor that delays, restrains or
obstructs access to COPD diagnosis). Nonetheless, most
studies in this area deal with specific COPD or cardio-
vascular cohorts.”” ¥ Therefore, asymptomatic patients
living with COPD are excluded from these analyses.
Besides, highlighting the obstacles to diagnosis, thanks
to a cross-view between patients and health providers
without a priori cannot be carried out by these studies.
Hence, qualitative studies are essential to understand the
barriers to COPD diagnosis.

Our project, known as Analysis of Barriers in COPD
Diagnosis, aimed at identifying the challenges and unmet
needs from the perspective of patients and clinicians,
which could be transformed into clear opportunities
to improve the management of COPD. To achieve this
objective, data from patients and physicians have been
collected through interviews or questionnaires and anal-
ysed using different qualitative and quantitative methods.
The present article reports exclusively the results of the
qualitative analysis of patients and physicians’ interviews.
It aims to retrospectively characterise the barriers to
COPD diagnosis in real life and to generate new shared
expertise on the patient’s care pathway by combining the
views of patients and physicians, that is, general practi-
tioners (GPs) or pulmonologists.

METHODS

Study design

This qualitative study was exploratory and comparative
between patients and physicians. The study was imple-
mented by a service provider (IPSOS, Paris) and super-
vised by a group of experts composed of two expert
patients and representatives for patients’ organisations,
one GP, seven pulmonologists, one physiotherapist,
one psychologist, one sociologist and one expert in
methodology. The service provider set up the study and
collected the data in compliance with the local legisla-
tion. The method and results are reported following the
consolidated criteria for reporting qualitative research
guidelines."* As participants’ contact details were not
requested, no feedback on the analysis could be sent to
the participants.

Population and settings

The study was carried out in France and included 15
patients with COPD and 15 physicians (GPs and pulmo-
nologists). A similar number of pulmonologists and GPs
were included to eventually identify differences in the
views of the two subsets of physicians. Patients’ inclusion
criteria were (1) to be diagnosed with COPD no more
than 2 years by a spirometry performed by a trained physi-
cian; (2) to be at least 40 years old; (3) to present persis-
tent cough, sputum retention or shortness of breath; and
(4) to report smoking exposure. Participating patients
were diversified according to gender, region (North,

South, East, West), area of residence (urban, periurban
or rural) and COPD stage (I mild, IT moderate, III severe,
IV very severe). Physicians’ inclusion criteria were (1) to
be a GP or pulmonologist; (2) to have at least 2 years
of professional experience; and (3) to see per month at
least 4 patients with COPD for GPs and 10 for pulmo-
nologists, for minimal experience to report. Participating
physicians were diversified according to region, area of
residence, professional seniority, diversity of COPD stages
of their patients and the use of respiratory rehabilitation
in their practice (yes/no). For feasibility reasons, any
individual who declared a low level of comfort with the
internet or an inability to use a computer was excluded
from the study. Sampling was purposive (ie, aimed at
including specific profiles).

The service provider and the expert group had set
a target of 15 patients and 15 physicians (seven GPs
and eight pulmonologists). Recruitment was carried
out online by a panellist. An incentive was offered to
participate. Participants signed a participation agree-
ment before answering a screening questionnaire and
being interviewed. Participants were informed that the
researchers were employees of IPSOS conducting a
study on the diagnosis of COPD. No relationship existed
between the participants and the interviewers before the
study began.

Data collection

Data were collected anonymously from patients and
physicians. The screening questionnaire was developed
by the service provider and discussed by the expert
committee until it reached a general agreement. The
screening questionnaire included items about the socio-
demographic profile of the patients or physicians, COPD
status (for patients), COPD-related professional practice
(for physicians) and internet and computer use. It was
posted online and delivered on social media. Respond-
ents completed the screening questionnaire directly.
A panellist with access to the results put participants
in touch with two trained interviewers (two females,
with MSc in business engineering, international health
policy, semiology and communication) from the service
provider.

The interview was structured (ie, closed questions,
ordered and asked almost identically from one inter-
view to the next) and facilitated by a topic guide. Patient
single interviews focused on COPD current status (symp-
toms, hospitalisation for bronchitis, stage, treatment),
COPD risk factors and comorbidities, the impact of
COPD on daily life, information search, knowledge of
COPD, exposure to risk factors, COPD diagnosis and
COPD management. Physician interviews focused on
their profile; current place of COPD in their work; knowl-
edge of COPD; profiles of the patients (diagnosed and
followed-up); the patient pathway; the COPD diagnosis,
management and follow-up; and their opinion of the
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current COPD patients’ pathways. The guide was neither
pilot-tested nor modified during data collection.

Interviews were performed in French during video-
conference and audio-recorded, and verbatim were
transcribed by the service provider. On average, they
lasted 52min with patients (range: 15-68) and 47min
with physicians (range: 40-65). The transcriptions were
randomly checked by a third party (Abelia Science). The
original transcripts were translated into English. A bilin-
gual French-English researcher checked that the trans-
lation of the English verbatim was consistent with the
meaning of the French source texts.

Data analysis

Data were analysed by a sociologist (GR, male, PhDc) and
a psychologist (ES, female, PhD) for investigator trian-
gulation.” GR coded all interviews descriptively. This
coding method showed the structure of the corpus and
verified the process of data saturation. Data saturation
was observed using a saturation table at the 13th patient
and 13th physician (online supplemental table S1).10
GR then turned these codes into a pattern for inductive
thematic analysis (ie, themes were derived from the data
and not from the literature or guides). ES independently
coded ten randomly selected interviews (five patients’
and five physicians’ interviews). GR and ES codes were
compared in NVivo (version 14.23.2, QSR International),
and the coding results were discussed until an agreement
was reached.

Patient and public involvement

Two expert patients contributed to the study before the
writing of the protocol. They participated in discussions
with experts on unmet medical needs. They examined
both the interview guide and the analysis report to obtain
their perspectives and feedback to ensure that the find-
ings were presented in the most effective way beyond the
research community to general populations. They both
additionally serve as representatives for patients’ organ-
isations. Patients and their families will be intimately
involved in the dissemination of the results of the study.
They will use the information to communicate on the
need to diagnose early the disease and the barriers to
remove (social media). They were not involved in the
recruitment of the present study nor asked to assess the
burden of the intervention and time required to partici-
pate in the research.

RESULTS

Of 42 patients who completed the screening question-
naire, 28 were excluded due to a COPD diagnosis of >24
months. However, to meet the target of 15 patients, one
individual whose diagnosis was >24 months was ultimately
included. Among the 23 physicians who completed the
screening questionnaire, one GP opted out and one
pulmonologist lacked the necessary equipment for the

videoconference, and finally, eight pulmonologists and
seven GPs were included to meet the target quota. Inter-
views took place from November 2022 to February 2023.

Patients were predominantly women (12/15), from
urban areas (8/15) and currently working (8/15). Their
median age was 62 (range: 41-72). All were active or
former heavy smokers. Ten patients considered that their
COPD could have been diagnosed sooner, and eight
patients reported comorbidities (table 1).

Physicians were predominantly male (13/15), from
urban areas (13/15) and working in private practices
(11/15). Their median age was 49 (range: 33-61), and
their median professional seniority was 20 years (range:
5-31). The median number of patients with COPD per
month seen by physicians per month was 50 (range:
30-100), most often with a clinical severity of GOLD
stage I or II. Eleven physicians reported having patients
with an unknown COPD stage.

Three chronologically appearing themes of the
patient’s clinical pathway to COPD diagnosis, and 12
barriers, were found in the data analysis (figure 1).

Phase 1: Symptoms before consultation(s)

This preconsultation and symptomatic phase brought
together four barriers, including lack of COPD knowledge.
Some patients reported being unaware of COPD. At
symptom onset, patients tended to associate them with
another cause (eg, bronchitis, cardiac disease, allergy or
smoking). Physicians of all professions, ages and genders
confirmed that COPD was not well known by patients.
GPs and pulmonologists added that they frequently
encountered ‘limits’ in the ability of their patients to
understand COPD, particularly patients from poorer
backgrounds and/or due to the complexity of informa-
tion for that matter.

[I didn’t know] what (were) the early symptoms
of COPD [...] I (thought), is this or isn’t this (the
consequences of lung cancer treatment)? [...] I
don’t know which file to put my breathlessness in
(Male [M], 72 years old (yo), stage IV).

They don’t know what itis (COPD). (GP, M, 55 yo)

The second barrier was symptom denial. Some patients
reported having avoided paying attention to the symp-
toms and their meaning. Physicians were more likely to
talk about denial related to the guilt of smoking. Some
patients mentioned having health fragilities, particularly
of a psychological nature. The prevalence of psychiatric
comorbidities was confirmed by one GP. Another GP and
two pulmonologists stressed that patients ‘find it difficult
to talk’.

If 'm honest with myself, I was already short of
breath before I had bronchitis. (Woman [W], 57 yo,
stage I1I)

They deny it a little [...] they know it’s due to
smoking. (GP, M, 55 yo)
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Table 1 Participants’ sociodemographic characteristics
Characteristics Total Patients Physicians General practitionniers Pulmonologists
n= 30 15 15 7 8
Gender
Men 16 S 13 6 7
Women 14 12 2 1
Age
30-39 years old 3 3 3
40-49 years old 7 2 5 2 3
50-59 years old 10 4 6 4 2
60-69 years old 7 6 1 1
70-79 years old S )
Region
Paris 8 5) 1 2
South-East 8 6 2 1 1
South-West 5) 2 3
West 2 2
North 2 2 2
North-East 1 1 1
North-West 4 2 2 1 1
Living environment
Urban 15 5) 10 2 8
Suburban 6 ) 3 3
Rural 9 7 2 2

Lung cancer fear was the barrier that dominated
all sub-themes, with 10/15 patients and 7/15 physi-
cians mentioning it. GPs, pulmonologists and patients
mentioned the fear of lung cancer in symptomatic

smokers.

There’s a kind of latent fear called lung cancer. (W,

41 yo, stage I)

Preconsultation and
symptomatic phase

—

Lack of COPD knowledge

Symptom denial

Fear of lung cancer

‘ Phase of consultation(s) ‘
in general medicine

It’s the risk of lung cancer that’s common knowledge.
(Pulmonologist, M, 35 yo)

Finally, the fourth barrier of this category was the delayed
general practice consultations. This barrier could be divided
into three categories. First, some patients preferred to
observe the symptoms evolve. They had in common to
be either in full-time employment or disabled, that is,

Phase of consultation(s)
in specialised medicine

—

COPD treatment
| initiation before formal
diagnosis

Bronchitis chronicisation

Priority to diseases with
similar symptoms and/or —
“more serious” diseases

Late referral to
pulmonologists

Delayed consultations in
general practice

Figure 1 Thematic diagram.

Lack of screening tools,
time and curative

Difficulty in accessing
specialists and

——|
treatments examination results
Patient’s reluctance to
—— undergo further
examination
Multiplication of

examinations to obtain a
COPD diagnosis
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prevented from finding the time or means to consult a
GP. The physicians corroborated this patient’s tendency
to observe the symptom (hoping that it would get weaker
on its own) until becoming acute. GPs interpreted this as
patients neglecting their health. Only one pulmonologist
perceived the influence of the contemporary pace of life
as an obstacle to medical consultations.

When it continued to suffocate me, I said to myself,
‘Maybe I should consult a physician!” [...] it took me
6 months. (W, 62 yo, stage II)

It can also be the patientwho letit drag before coming
to consult [...] they've generally been symptomatic
for 4 to 6 months. (Pulmonologist, M, 50 yo)

Then, consultation with a GP could have been delayed
by the desire of the patients to resolve the symptom,
particularly breathlessness, on one’s own, for example,
by quitting smoking. Three physicians confirmed the
tendency among smokers to consider that quitting
smoking would be enough to resolve their breathlessness
and recover.

For me, the solution (to breathlessness) was to (stop)
smoking. (M, 70 yo, stage IV)

(the smoker) thinks he’ll get better by quitting
smoking. (GP, M, 55 yo)

Finally, patients, including two women who also
reported having had difficulties with their GP, were slow
to consult their GP unless pushed to do so. One of the
women indicated that she did not want to ‘go to the physi-
cian every month’. Physicians reported having noticed the
strong influence of relatives in triggering the patient’s
referral to the GP.

People around me used to say: ‘Go and see a
physician, it’s not normal (shortness of breath)’. (W,
53 yo, stage III)

It (coughing) bothers the people around them [...]
there’s always the spouse or a child or someone who
says: ‘you need treatment, I can hear you cough all
night long!” (GP, M, 60 yo).

Phase 2: Primary care

Three barriers were related to primary care, including
letting bronchitis reiterate or become chronic. Some patients
were surprised at how long it took their GP to diagnose
COPD. These patients reported a long-standing relation-
ship with their GP, potentially explaining their incompre-
hension at not getting an earlier diagnosis from them.
GPs and pulmonologists confirmed the idea that COPD
diagnosis was based on the observation of ‘frequent exacer-
bations’ and therefore required several follow-up consul-
tations.

After a year, a year and a half, she (GP) told me there
was something wrong (with repeated bronchitis).
(W, 62 yo, stage I)

But when I see a patient come back three or four
times for bronchitis in 6 months, it’s a warning signal
[...] If the bronchitis is unique and he has no others
(not COPD). (GP, M, 60 yo)

The second barrier was the priority given to diseases
with similar symptoms and/or ‘more serious’ diseases. Some
patients reported that their GP had been more concerned
about other clinical criteria they had such as asthma,
COVID-19, stress or overweight (before searching for
COPD). Two mentioned a ‘misdiagnosis’. The partici-
pating GPs stressed the need to rule out other pathol-
ogies that they considered more serious and that could
be the cause of reported symptoms before diagnosing
COPD. Participating pulmonologists indicated that GPs
might not immediately think of COPD. The GPs claimed
that their priority was to treat the patient’s complaints,
which were not always related to COPD.

As it (shortness of breath and cough) lasted, we
thought of a long Covid [...] she (GP) didn’t go any
further than bronchitis or Covid [...] she could have
dug further [...] She (GP) knew I smoked. (W, 64 yo,
stage II)

There are things to eliminate first, basically our
thinking process goes from the most serious thing to
the least (Pulmonologist, M, 45 yo)

The third barrier was the lack of COPD screening devices,
time and curative treatments. Patients were prescribed tests
to diagnose COPD in the absence of screening tools in
general practice. Only one patient had consulted a GP
who had specialised in respiratory diseases and who had
‘the equipment [...] where you blow’. The participating GPs
stated that they did not perform spirometry. Most did not
own any device. One considered that his ‘equipment [...]
(was) not powerful enough’. Pulmonologists confirmed the
absence of spirometry among GPs. GPs and pulmonolo-
gists justified this by the high cost and the skills that the
equipment requires (which were not always acquired by
GPs according to pulmonologists). GPs also mentioned
the lack of time and heavy workloads as obstacles to
COPD diagnosis. A few spoke about the relentless decline,
calling into question the relevance of the diagnosis as
they thought that there were no curative treatments.

(The GP sent me) to hospital for the X-ray [...] he
(the GP) had said that as he wasn’t sure it was possible
it was COPD. (W, 57 yo, stage III)

They (GP) don’t have the equipment for the vast
majority [...] they’re not necessarily comfortable
with interpreting curves, etc. (Pulmonologist, W, 50

yo)

Phase 3: Specialised medicine

Five barriers were related to specialised medicine,
including treatment initiation before diagnosis. GPs and
pulmonologists disagreed on the priority to be given to
the treatment and diagnosis of COPD. GPs argued for the
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need to resolve the situation as quickly as possible while
reducing the risk of complications or at least ‘doing some-
thing’ for the patient. Pulmonologists argued that treat-
ment could ‘interfere with the diagnosis, by impacting the
results of clinical examinations.

(To treat right away) even if it means going for the
spirometry afterwards [...] the diagnosis we’ll see
later. (GP, M, 55 yo)

It would be more rigorous to refer them (patients)
to us without initiating treatment [...] it can distort
our spirometry if the patient is already on treatment.
(Pulmonologist, W, 50 yo)

The second barrier was the late referral to pulmonolo-
gists. Pulmonologists mentioned it by indicating that GPs
wanted to ‘solve everything’ themselves. GPs confirmed
this, saying lung specialists were increasingly rare, and
patients did not necessarily wish to meet them. One
patient said that she would not approach a pulmonolo-
gist until she was told to do so.

GPs who hold back [...] are patients who are
not necessarily going to be referred to us [...]
12 to 15 year-holdbacks [...] with old-school GP.
(Pulmonologist, M, 45 yo)

If I'm not told to go and see a pulmonologist, I don’t
go. (W, 61 yo, stage I)

The third barrier was the difficulty in accessing special-
ists and examination results. Patients reported several diffi-
culties in their pathway: need for examinations to see
a specialist, strikes distance from health services, and
interpretation of examination results. All contributed
to increased time to COPD diagnosis. These patients
showed signs of isolation (rurality, singlehood, disability,
retirement and feelings of loneliness) and the need for
help or a ‘breather’ from the pathway. Participating GPs
and pulmonologists agreed on the difficulties in accessing
pulmonologists (in particular, due to their scarcity) and
examinations, except X-rays.

The problem in rural areas like mine is that it’s
complicated to get specialists quickly [...] there was
a lyear wait (to consult a pulmonologist). (W, 59 yo,
stage II)

Patients can’t  get
(Pulmonologist, M, 35 yo)

appointments easily.

The fourth barrier was the patient’s reluctance to undergo
Jfurther examinations including spirometry and scanners.
Some patients reported not having had the necessary
tests carried out or not having been able to do them
properly. These patients also spoke of their relational
difficulties with physicians in general. They criticised
their lack of empathy and solution. They also wanted to
be in control of their treatment, not ‘guinea pigs’. Partic-
ipating GPs mentioned patient’s reluctance to undergo
examinations, justifying the lack of referrals to specialists.

I don’t know if I'll do it, it depends on my mood. (W,
64 yo, stage III)

Going for respiratory explorations can be a
hindrance. [...] because they don’t want to go any
further [...] (they) refuse any exploration. (GP, M,
55 yo)

The last barrier was the need for more tests to confirm a
COPD diagnosis. Patients described the list of tests they
had to undergo. Pulmonologists confirmed the need for
several examinations, which contributed to increased
time to diagnosis when not performed in one unique
consultation.

I did both [CT scan, MRI for COPD] [...] I did lots
of them (examinations)! Everyone wanted them! (M,
66 yo, stage II)

I do spirometry. And for some I'll ask for a CT scan
too, possibly blood gas. I'll do a plethysmography. I
want to confirm the diagnosis. I do all the tests at the
time of consultation. (Pulmonologist, F, 50 yo)

DISCUSSION

The study highlighted that up to 12 barriers could be
encountered before obtaining a formal diagnosis in
patients with suggestive symptoms of COPD. To the best
of our knowledge, this was the first qualitative study
focusing on COPD diagnosis in France, and its results
should be seen as an opportunity to improve patients’
pathways.

The barriers appeared chronologically in three phases.
During the preconsultation and symptomatic phase,
barriers were lack of COPD knowledge, symptom denial,
fear of lung cancer and delayed general practice consul-
tations. Then, during the primary care phase, they were
letting bronchitis become chronic, giving priority to
diseases with similar symptoms and/or ‘more serious’
diseases, and lacking COPD screening devices, time and
curative treatments. Then, the initiation of treatments
before diagnosis, late referral to pulmonologists, difficulty
in accessing specialists and examination results, patient’s
reluctance to undergo further examinations and the
need for more tests to confirm a COPD diagnosis. These
barriers showed shared responsibilities between patients,
GPs, pulmonologists and the state health authorities.

It should be noted that COPD remains unknown to
the general public almost 15 years after the end of the
COPD 2005-2010 plan in France as in other countries.'”
There has never been a massive information campaign
in France. This lack of awareness probably contributes to
the inability to recognise the symptoms and early signs of
the disease, as noted elsewhere." Despite recommenda-
tions on when to suspect and how to diagnose COPD,"
a substantial proportion of individuals with respiratory
symptoms have undiagnosed COPD.* In its 2016 and
2022 updated recommendations, the US Preventive
Services Task Force encourages the pursuit of active case
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finding in symptomatic patients with relevant risk factors
such as smoking.”' **

In contrast to COPD, cancer is omnipresent in public
consciousness. Lung cancer is the leading cause of
death by cancer among men (www.e-cancer.fr/). As we
have shown, the fear of cancer constituted a barrier to
the diagnosis of COPD (and potentially other respira-
tory diseases). The fear of cancer in smokers (without a
cancer diagnosis) and its psychosocial consequences are
surprisingly understudied. The priority given to cancer in
public health seems to affect the primary care diagnostic
process. GPs tended to consider other conditions more
severe than COPD. Unfortunately, prioritising symp-
toms with over risk factors allows bronchitis to become
chronic. Compared with patients with diagnosed COPD,
patients with undiagnosed COPD have more debilitating
respiratory symptoms: their health status and quality of
life are poorer, their productivity at work is lower and
their consumption of healthcare is higher; all of these
effects exceed the minimal clinically important differ-
ence.”?* Other studies indicate a lack of training for GPs
regarding COPD,%_27 highlighting the need to help them
recognise risk factors: smoking, ageing, air pollution and
smoking (indoors and outdoors), abnormal lung devel-
opment and genetic aetiologies.1

Furthermore, diagnosis of mild diseases will likely
create a greater potential for the treatment and lead to
a lower disease burden by improving long-term prog-
nosis. Primary healthcare professionals play a key role
in the diagnosis of COPD. % Spirometry remains the
gold standard for screening but remains underused,30
for various reasons,10 31-83 despite small improvements.34
Other more accessible and cost-effective tools should
be offered, such as validated questionnaires.'’ Interest-
ingly, the CAPTURE (COPD Assessment in Primary Care
to Identify Undiagnosed Respiratory Disease and Exac-
erbation Risk) tool was validated to screen and stratify
patients in primary care: physicians can use the results
of five questions and the peak expiratory flow to differ-
entiate patients who require treatment from those who
can ‘denied treatment’.”” In France, the questionnaire
promoted by the Haute Autorité de Santé, improved by
Lorenzo et al, could be made available in pulmonologists’
or GPs’ waiting rooms, with an educational leaflet.*

The GPs’ inclination to treat their undiagnosed patients
is not unique to France.”’ However, treating undiag-
nosed individuals complicates the diagnosis and may
lead to potential COPD overdiagnosis. It also echoes the
shortage of pulmonologists and patients’ reluctance to
consult for diagnosis confirmation.” Our results showed
that collaborative efforts between GPs and pulmonol-
ogists are needed on the optimal pathway to diagnosis,
considering the challenges faced by both professions. It
is difficult to envision solutions to renew pulmonology in
France. Therefore, other faster diagnostic avenues should
be promoted. The involvement of other healthcare
professionals (eg, self-employed nurses and pharmacists)
seems feasible,39 as already demanded.* Indeed, health

authorities recently authorised a pilot study in the north
of France that leads GPs to invite high-risk patients to
undergo confirmatory spirometry performed by trained
nurses in a pulmonary function laboratory. Developing
screening opportunities (eg, at work, at French Health
Prevention Centres or through health insurance) is also
recommended.*

As other studies show, patients in our study tended
to deny, misinterpret or self-manage their symptoms.
They delay the first consultation.'’ *® In addition to the
fear of lung cancer that could explain these attitudes, low
health literacy is probably associated with the low level of
education observed in different countries.** ** Our study
also suggested exploring the detrimental influence on
the diagnostic search for prevalent psychiatric comor-
bidities in this population.45 16 Finally, patients’ delay in
consulting raises questions about their compliance with
medical authorities (ie, physicians and the Ministry of
Health) and the patient-physician relationship, as the
COVID-19 crisis ends after reviving tensions between
citizens and these authorities. Some people increasingly
want to be autonomous or even independent in their
healthcare decisions, challenging the physician’s advice
at the risk of compromising their health. This requires
additional efforts to reassure the atrisk population,
especially as this compliance issue reappears with COPD
treatment.

Our study has limitations. Its objective did not consider
a specific definition of COPD diagnosis.47 The resources
used by participants to accelerate their pathway pace and
the levers used to overcome the barriers encountered
up to formal diagnosis were not considered in the anal-
ysis. The diversification of the sample did not take into
account the patients’ country of birth nor their socio-
economic background and situation, which could have
constituted factors of cultural differentiation and deep-
ened the analysis. The sampling strategy did not consider
deviant cases, such as non-smokers or those under 40,
and was limited to 15 participants per sample. The diver-
sity of the samples was quite good, despite the absence
of a mix of physicians concerning respiratory rehabilita-
tion practice, a few male patients and female physicians.
Gender might be another barrier to COPD diagnosis that
we did not explore. Often, women tend to manage their
household healthcare needs before their own." Patients
without a computer or with limited internet access were
excluded, which may have impacted the sample in terms
of socioeconomic factors or capability. The interview
followed a guide set before data collection, was limited to
lhour and was structured a priori, preventing the explo-
ration of emerging themes. However, as the development
of the questionnaire and interview guide benefited from
the presence of patients, pulmonologists and a GP in
the expert committee, this limitation of a non-iterative
approach was reduced, especially as the achieved data
saturation was verified a posteriori.

This study highlights the need for a large-scale COPD
campaign and alternative ways to screen people at risk,
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www.e-cancer.fr/

educate the general population to recognise risk factors
and symptoms and deconstruct the public perception of
cancer as the only smoking-related lung risk. Rapid diag-
nostic devices for use in general practice, curative treat-
ments and an increased number of pulmonologists seem
necessary in France. Finally, healthcare professionals’
training to develop a ‘reflex-like’ COPD diagnosis when
facing patients with compatible symptoms merits further
investigation, particularly with GPs.

Our study continues with a self-administered question-
naire for patients, GPs and pulmonologists aiming to
assess the frequency of these barriers and the suggested
solutions to avoid exhaustion and dispersion.

Conclusion

Our study showed that before being aware of their
COPD condition, patients were likely to lack COPD
knowledge, deny symptoms, fear lung cancer and delay
general practice consultations. GPs could let bron-
chitis become chronic, prioritise diseases with similar
symptoms and/or ‘more serious’ diseases, lack COPD
screening devices and time and regret missing curative
treatments. Concerning specialised medicine, pulmonol-
ogists considered that patients were treated before being
diagnosed, were referred late to pulmonologists, faced
difficulty in accessing specialists and examination results
and were reluctant to undergo further examinations, and
that their physicians needed more tests to confirm COPD
diagnosis. All barriers could combine before obtaining
a diagnosis. Patients, GPs, pulmonologists and the state
health authorities share responsibility for addressing
these barriers and enhancing the care pathway. All
stakeholders should be aware of them and contribute to
improving COPD diagnosis and management in France.
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