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Experience to address a growing, worldwide disease 
Worldwide, in 1990 COPD ranked as the sixth leading cause of death. By 2030, it is projected 
to be the fourth leading cause of death due to an increase in smoking rates and demographic 
changes. What makes this disease even more dangerous is that it is still rather unknown even 
in large parts of Europe in the sense that COPD often is mistaken for asthma, complicating the 
correct treatment.  

In 2009, the Health Consumer Powerhouse published “Svenskt KOL-index 2009” 
(www.healthpowerhouse.se/files/Rapport-KOL-index-090420.pdf ), which described how 
well the 21 Swedish counties could live up to reasonable care consumer expectations on state-
of-the-art COPD care.  The report showed there were significant differences between COPD 
care provided by different counties, providing advice for improvement. 

Now, in 2010, we move on with a broader scope: the Nordic COPD Index is an effort to 
analyse and compare how COPD is prevented, diagnosed and treated in the 20 healthcare 
regions of the four Nordic countries Denmark, Finland, Norway and Sweden, with the focus 
on COPD in primary care. COPD is a major, chronic disease affecting (among others) a very 
large share of people with a significant history of cigarette smoking. It is therefore essential 
that good COPD care is available where most easily accessed by patients. 

The purpose is to benchmark and compare COPD care and outcomes in Nordic 
counties/regions in order to detect strengths and weaknesses. For care consumers, the Index 
can become an aid for formulating reasonable demands and to make informed choices. For 
care providers, it offers a tool to help improve care delivery. For patient organizations and 
media, it serves a pragmatic yardstick for quality assessments. And to healthcare authorities 
and the medical profession, the Index provides inspiration and knowledge for the development 
of guidelines and for quality benchmarking.  

As COPD and smoking is clearly related, just one reflexion: Sweden has tobacco habits quite 
different from that of any other Nordic country. The smoking levels among Swedish males are 
the lowest in EU and modest also among women, which might explain the lowest fatalities in 
lung and other kinds of cancer as well as COPD and other kinds of respiratory diseases. This 
Index finds that Sweden has the best overall COPD performance. Here, there seems to be 
rather successful national conditions, together forming a model for good COPD prevention 
and care worth a glance from fellow Europeans! 

An independent fore-runner in healthcare research and consumer information, HCP builds on 
a clear separation between unconditional funding and Index work. The 2010 Nordic COPD 
Index has been supported by an unrestricted educational grant from AstraZeneca Nordic. 

Brussels, September 29, 2010 

Johan Hjertqvist, 
Founder and CEO 
Health Consumer Powerhouse 

http://www.healthpowerhouse.se/files/Rapport-KOL-index-090420.pdf�
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1.  Summary  
COPD (Chronic Obstructive Lung Disease) is a major cause of death in Europe: heart disease 
accounts for ~30 % of all deaths, all cancers account for ~20 %, and COPD alone accounts for 
4 – 8 % of all deaths1

For most major diseases, the diagnosis is reasonably binary. After establishing a diagnosis 
such as heart failure, cancer, malaria or arthritis the situation is fairly clear: the patient either 
has the condition, or he/she has not. 

, a number which contrary to most other major diseases is rising. 

Lower respiratory disease (“lung disease”) is affected by a different problem: the difficulty of 
establishing a diagnosis and distinguishing between conditions such as asthma, bronchitis or 
COPD, which can have similar symptoms but require significantly different treatment. This is 
illustrated by the largest epidemiological study ever done, the ISAAC study on asthma and 
allergies in children, which involved 1.1 million patients. In ISAAC, a main problem was to 
actually establish “Who in this cohort does actually have asthma?” 

The Nordic COPD Index 2010 is an effort to analyse and compare how COPD is prevented, 
diagnosed and treated in the 20 regions of the four Nordic countries Denmark, Finland, 
Norway and Sweden. The Index concentrates heavily on COPD in primary care. COPD is a 
major, chronic disease affecting (among others) a very large share of people with a significant 
history of cigarette smoking. It is therefore essential that good COPD care is available where 
most easily accessed by patients. 

The highest scores in the Nordic COPD Index was found for two Swedish healthcare regions, 
the South region (Counties Skåne, Blekinge, Kronoberg and south Halland) and West region 
(“county; in Sweden called Region Västra Götaland) and north Halland, sharing the top 
position with 792 points out of a maximum of 1000. As county Skåne topped the Swedish 
KOL Index 2009, this was hardly surprising, as it makes up 70% of the population of the 
South region. However, it deserves to be noted that the indicators of the Nordic COPD Index 
are not identical with those of the 2009 Swedish Index. This lends a somewhat increased 
credibility to the result. 

The best non-Swedish region is Finland South in 3rd place. 

Like in the Olympic Games, the national League Table is a strictly unofficial contest. 
However, the national average regional rank among the 20 regions came out as: 

Country Average regional rank, number 

1. Sweden   4.17 

2. Finland   7.25 

3. Denmark   13.80 

4. Norway   17.20 

 

                                                 
1 Detailed Mortality Database, WHO European Region, http://data.euro.who.int/dmdb/  

http://data.euro.who.int/dmdb/�
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1.1 Some observations 

1.1.1 Sweden and Finland 

These two countries have a common structure for primary care: there are rather few single-
doctor surgeries. The typical primary care unit is staffed by anywhere between 2 and 10 family 
medicine specialist physicians (4 – 5 probably being the most common size). In addition, the 
unit usually has a number of staff nurses (with the nursing speciality “district nurse”, meaning 
a generalist additional nursing speciality), physiotherapists, counsellors, specialist nurses such 
as diabetes or asthma/COPD nurse, midvives and sometimes more specialist functions. 

Affording to have nurses a paramedic support staff is naturally much more difficult in primary 
care systems typically consisting of single-doctor clinics. 

Sweden and Finland dominate the Index, not only for total scores, but for all the four sub-
disciplines except Accessibility (see Denmark below). 

The Finnish regions have a slight overall edge over Sweden on Structure quality (how well 
and uniformly organized is the primary care for catering to COPD patients) while Sweden has 
the edge on Process quality (which could be described as the adherence to a common, best-
practice based way of working). 

It is really not surprising that the two countries, where group practices is the norm, show this 
pattern. Like any professionals working in a larger team, the interaction between team 
members will tend to inspire common features in the way the work is done, which in medicine 
will promote uniform, best-practice based care. 

Also, in Sweden and Finland, more patient services are available in primary care than in 
Denmark or Norway, thus avoiding having the patient seek care in several insititutions (see 
below on Danish availability!). 

Perhaps the biggest difference in COPD care between Sweden and Finland is in the 
deployment of COPD medication, where Sweden along with Norway has the most intensive 
use (closest to guidelines?) and Finland has the most restrictive use of anticholinergic 
medication, measured as Defined Daily Doses2

Another area of difference is that Finland is reporting a very high number of hospital 
admissions for COPD patients. This could be linked to a historic past, when Finland had a 
high number of beds in clinics dealing with tuberculosis. Some of this tradition seems to have 
lingered on, both for hospital beds and the numbers of lung specialists. 

 per year per smoker in the respective regions. 
Measuring per smoker instead of per capita should give a better measure on the relation 
between need and use of medication, as (particularly long-term) smoking rate is a good proxy 
for COPD prevalence. 

1.1.2 Denmark and Norway 

Denmark, as usual3

                                                 
2 “DDD”; the standard way of measuring drug volumes. 

 wipes the floor with its Nordic neighbours for ready access to primary 
care. It has been observed in many studies that Danish patients do hold their primary care 
services in high esteem. It is lucky for patients in the other three countries that primary care 

3 Euro Health Consumer Indexes 2006 – 2009, www.healthpowerhouse.com  

http://www.healthpowerhouse.com/�
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has a high capability to diagnose and treat in the primary care centre, as booking several 
appointments in succession in Norway, Sweden and Finland would be a truly major 
undertaking, most likely stretching out over months of time. 

The HCP team were told that the situation for COPD patients has changed markedly in 
Denmark over the last 4 – 5 years. Prior to that, issues of smoking habits and possible COPD 
were affected by a certain stigma, and could even count as an intrusion on the personal 
integrity of the patient. Danish primary care doctors have started paying much more attention 
to the area in recent years, which is probably a good thing, as the Danish smoking prevalence 
is still, while not alarmingly high on a European scale, twice that of the Swedes, the least 
smoking nation in Europe. 

Unfortunately, Norway seems to share both the unfavourable waiting time situation with 
Sweden and Finland, and the primary care structure with Denmark, this being the short 
explanation for Norway’s low average ranking. Norway also shows a drug use picture entirely 
its own, with more “acute” than “long-acting” COPD medication used, something which in 
this Index is taken as an indication on less good control on patients’ conditions. 

One good thing about Norwegian COPD care seems to be the existence of lung clinics 
providing rehabilitation (another historic remnant from the days of TB?), an area where 
Norway seems to provide better than its neighbours. 

Again, as in the EHCI 2006 – 2009, we find that spending a lot of money on healthcare 
(Norway has the highest per capita spend in Europe), does not necessarily result in superior 
healthcare services. 

The overall results of the Nordic COPD Index are found in sections 3. and 3.1. 

Detailed results on the 25 indicators of the Index can be found in Section 5.8. 

 

 

2. Introduction and background 

2.1 What is COPD4

COPD stands for chronic obstructive pulmonary disease. 
This is a term used for a number of conditions; including 
chronic bronchitis and emphysema. 

? 

COPD leads to damaged airways in the lungs, causing 
them to become narrower and making it harder for air to 
get in and out of the lungs. The word 'chronic' means that 
the problem is long-term. 

Some definitions: 

                                                 
4 http://www.lunguk.org/you-and-your-lungs/conditions-and-diseases/copd.htm 

http://www.lunguk.org/you-and-your-lungs/conditions-and-diseases/copd.htm�


Health Consumer Powerhouse 
Nordic COPD Index 2010 report 

 

7 

 

• Chronic bronchitis: bronchitis means 'inflammation of the bronchi'. These are the 
tubes or airways which carry oxygen from the air through the lungs. This inflammation 
increases mucus production in the airways, producing phlegm which makes you 
cough. 

• Emphysema: this is where the alveoli (air sacs) in the lungs lose their elasticity. This 
reduces the support of the airways, causing them to narrow. It also means the lungs are 
not as good at getting oxygen into the body, so you may have to breathe harder. This 
can result in shortness of breath. 

2.1.1 What causes COPD? 

The most common cause of COPD is smoking. Once you give up smoking, you gradually 
reduce the chances of getting COPD - and you slow down its progress if you already have it. 

Occupational factors, such as coal dust, and some inherited problems can also cause COPD. 
Whether pollution is a factor is under investigation. 

2.1.2 How is COPD diagnosed? 

Cough, phlegm and shortness of breath can be symptoms of COPD. Some people may only 
notice their symptoms in winter, or they might put them down to bronchitis or ‘smoker’s 
cough’. This means that they might not seek help at an early stage of the disease. The sooner 
people seek treatment the better. 

The best way to confirm diagnosis is through spirometry. This is a simple breathing test which 
you can usually do at your GP’s surgery. The patient just has to blow into a machine. This will 
indicate whether the airways have narrowed. In some cases patients may need more detailed 
tests and a referral to hospital. 

2.1.3 How do people feel? 

The symptoms  of COPD vary depending on how bad it is, and how people have adapted to 
their problems. In mild cases, symptoms like a cough, phlegm and shortness of breath may 
only be present during the winter or after a cold. In more severe cases, you may be short of 
breath every day. With more severe COPD, because of breathlessness, normal activities can 
become more difficult. 

COPD can lead to feelings of anxiety because of breathlessness. People with COPD may 
reduce their activities to avoid becoming breathless. But by reducing activity levels you 
become less fit and therefore get breathless even sooner when you try to do any activity. 
People with COPD may adapt their lifestyles to reduce breathlessness - but keeping as fit as 
possible is important. 

Some hospitals run pulmonary rehabilitation courses. These programmes involve exercise and 
education. Pulmonary rehabilitation improves exercise performance, health and quality of life. 

Care and support from family and friends can do a lot to relieve anxiety and depression.  
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2.1.4 Can we prevent COPD? 

COPD cannot be cured once a person has it, but treatments may help. For most people, 
stopping smoking reduces the risk of developing COPD and also slows down its progression. 
However, some people develop COPD for other reasons which may be more difficult to 
prevent. 

2.1.5 Treatment 

There is no cure for COPD but a lot can be done to relieve its symptoms. 

Stopping smoking - stopping smoking will help improve coughing and phlegm. 

Diet - looking after weight, eating a balanced diet and trying to keep as mobile as possible. 

Bronchodilators - if your main symptom is breathlessness, the patient may benefit from a 
bronchodilator. A bronchodilator is an inhaler that delivers medicine to make airways wider. 
There are different types of bronchodilators which work in different ways and they can be of 
benefit if they are used together. 

Nebulisers - nebulisers can provide bigger doses of medicines but inhalers are just as 
effective. What the patient is given depends on how he/she responds to treatment. 

Steroids - if the patient becomes suddenly more short of breath and symptoms get worse, he 
may be experiencing what is known as an 'exacerbation'. The doctor may give a short course 
of steroids for a few days. Some people take a steroid inhaler regularly but the doctor will 
decide if this is necessary. 

Antibiotics - if phlegm changes colour, becomes stickier, or there is more of it, the doctor 
may give a course of antibiotics. 

Flu vaccination - a flu vaccination every autumn is also worthwhile, as flu can cause 
exacerbations. 

Exacerbations - also known as flare-ups - are common in COPD, but taking treatment 
regularly may help to reduce how often they happen. Treatment for any exacerbation should 
always be sought as soon as possible. 

 

2.2 Background 

2.3 Nordic COPD Index background 
In 2009, the Health Consumer Powerhouse (www.healthpowerhouse.com) did publish 
“Svenskt KOL-index 2009” (www.healthpowerhouse.se/files/Rapport-KOL-index-
090420.pdf ), which endeavoured to describe how well the 21 Swedish counties could live up 
to reasonable care consumer expectations on state-of-the-art COPD care. As can been seen 
from the report, there were significant differences between the CPOD care provided by 
different regions. In 2010, this will be expanded to Denmark, Finland and Norway in the form 
of a Nordic COPD Index, benchmarking COPD care in all four Nordic countries broken down 
to county/amt/fylke/region level. 

http://www.healthpowerhouse.com/�
http://www.healthpowerhouse.se/files/Rapport-KOL-index-090420.pdf�
http://www.healthpowerhouse.se/files/Rapport-KOL-index-090420.pdf�
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2.3.1 Aim 

The Nordic COPD Index 2010 aims to evaluate how well Nordic healthcare regions live up to 
reasonable care consumer expectations on state-of-the-art COPD care, using a methodology 
analogous to, but not absolutely identical with, the Swedish COPD Index 2009.  

2.3.2 Purpose 

The purpose is to benchmark and compare COPD care and outcomes in Nordic 
counties/regions in order to detect strengths and weaknesses.  

For care consumers, the Index can become an aid for formulating reasonable demands and to 
make informed choices. For care providers, the Index is a tool to help improve care delivery. 
For patient organizations and media, the index can be a pragmatic yardstick for quality 
assessments. For healthcare authorities and the medical profession, the Index can serve as 
inspiration and source of knowledge for the development of guidelines and for quality 
benchmarking.  

2.3.3 Target groups 

Primary target groups are healthcare decision makers, mass media, political opinion leaders, 
authorities and active individuals who want help to locate the best acute and preventive COPD 
care. 
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3. Results of the Nordic COPD Index 2010  

 
 

The size of the circle symbols indicates High, Medium and Low weight indicators.
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3.1 Results Summary 

 
The scoring has intentionally been done in such a way that the likelihood that two regions should end up 
sharing a position in the ranking is almost zero. It must therefore be noted that great efforts should not be 
spent on in-depth analysis of why one region is in 10th place, and another in 13th. Very subtle changes in 
single scores can modify the internal order of countries, particularly in the middle of the ranking list. 

This is nevertheless the first time in six years of Index production when an Index has two geographies 
sharing the victory: the South and West healthcare regions of Sweden. 

Sweden has a tobacco use quite different from that of any other country. In the rest of Europe and the 
OECD, tobacco use consists to ~98 % of cigarette smoking. Sweden is the only country having a form of 
tobacco use which is significant in comparison with cigarette smoking. It is beyond the scope of this report 
to try to prove any causality behind the good Swedish results on tobacco harm prevention. The Swedish 
habit of using SLT (smokeless tobacco, “snus”) is mainly exhibited by males, and the low smoking 
prevalence and low incidences of respiratory disease are also most evident for the Swedish male population. 
The snus habit has been growing among Norwegian males, particularly over the last 10 years, and is now 
approaching half the per capita use of Swedes. This also coincides with a decrease of cigarette smoking (in 
Finland and Norway roughly 50 % higher than in Sweden), but this seems to be too recent to have reflected 
in a dramatically improved situation for respiratory disease. 

Comments on some probable explanations for the outcome of the Nordic COPD Index 2010 are found in 
Sections 1.1 (general) and 5.8 (specific indicators). 
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3.1.1 Results in “Quadrathlon” 

The Nordic COPD Index 2010 is made up of four sub-disciplines. Most frequently in HCP Indexes, no geography excels across all aspects of 
measuring a healthcare system. It can therefore be of interest to study how the 20 regions rank in each of the four parts of the “quadrathlon”. The scores 
within each sub-discipline are summarized in the following table: 

 
The top regions show an unusually even performance, Swedish regions seizing the victory mainly through their good Process quality and Outcomes. As 
expected, Denmark dominates the Accessibility sub-discipline, with SW Stockholm scoring surprisingly well – it would seem that the free choice 
reforms in Stockholm have made a difference. As seen in previous indices, the Norwegian high spend on healthcare does not improve Accessibility. 

 
 Sub-discipline Top region(s) Score Maximum 

score 

1. Structure quality Finland South, North 269, 263 300 
2. Process quality Sweden SE, West, U-Ö 336, 325, 320 400 
3. Outcomes Sweden Stockholm, South, West 136 150 

4. Accessibility Denmark Copenhagen, Sweden South, 
Sweden Stockholm 125 150 
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4. How to interpret the Index results? 
The first and most important consideration on how to treat the results is: with caution! 

The Nordic COPD Index 2010 is an attempt at measuring and ranking the how well 
Nordic countries, broken down by region, tackle the vital issue of COPD prevention, 
diagnostics and treatment. The results definitely contain information quality problems. In 
all of Europe, there is a shortage of uniform set procedures for data gathering. This is 
particularly true as the Index concentrates on COPD in primary care, for which registries 
are scarce. (In Denmark, a registry for primary care is under establishment, but could in 
2010 not be used as a data source. The Swedish KOL registry is also in a phase of build-
up.) 

But again, the HCP finds it far better to present the results to the public, and to promote 
constructive discussion rather than staying with the only too common opinion that as long 
as healthcare information is not a hundred percent complete it should be kept in the 
closet. Again, it is important to stress that the Index displays consumer information, not 
clinical data. 

While by no means claiming that the Nordic COPD Index 2010 results are dissertation 
quality, the findings should not be dismissed as random findings. On the contrary, 
previous experience from the general Euro Health Consumer Indexes reflects that ranking 
by similar indicators is looked upon as an important tool to display public service quality. 
The HCP hopes that the Nordic COPD Index 2010 results can serve as inspiration for 
how and where Nordic COPD care can be improved.  

 

 

5. Evolvement of the Nordic COPD Index 

5.1 Indicators introduced for Nordic COPD Index 2010 
In the design and selection of indicators, the Nordic COPD Index has been working on 
the following three criteria: 

1. Relevance 
2. Scientific soundness 
3. Feasibility (i.e. can data be obtained) 

Those same three principles are also governing the new German quality indicators 
project, www.bqs-online.de. 

As every year the international expert panel has fed in a long list of new indicators to be 
included in the Nordic COPD Index (find more on expert panel composition), there was a 
true brainstorm of new bright ideas to be included in this Index. Unfortunately, the 
research team was unable to turn all of them into a green-yellow-red score in the matrix. 
For example, the indicator “Work absenteeism for COPD” had to be discarded due to the 
difficulties of finding reasonably symmetric data, and the fact that Work absenteeism in 

http://www.bqs-online.de/�
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different countries and regions are affected by levels of sickness benefits (countries) and 
levels of unemployment (regions). The “long list” of indicators worked on after the first 
expert panel meeting is shown below. 

Indicator “long list” considered for the Nordic COPD Index 2010 

Sub-discipline  Indicator  

Structure quality  

Access to asthma/COPD specialist nurse (hours per week per 1000 
listed patients)  
Access to a GP with special COPD interest  
Spirometer availability  
Pulse oxymetry availablity in PC  
Availability of guidelines at your fingertips  
Specific activities for patient instruction/training  
Reporting to COPD registry  
Access to rehabilitation  
Presence of staff with specific training in smoking cessation  
Acute exacerbation capacity in PC  

Process quality 
  

Spirometer deployment  
Spirometer calibration  
Measurement of FEV1 % predicted after brochodilatation  
Measurement of FEV1/FVC or VC after brochodilatation  
Are smokers 45+ routinely offered spirometry test?  
% of patients 65+ flu vaccinated at least yearly  
Anticholinergic medication use (DDD:s, standardized for smoking 
prevalence)  
BMI registered for COPD patients  
Chest X-ray when COPD diagnosis was established  
Registration/reporting of co-morbidity in COPD patients (CVD/HF, 
osteoporosis, bronchiectasis)  
Standardized physical functional evaluation?  
Structured evaluation of dysapnea  
Access to NIV for patients admitted  for COPD exacerbation 
% patients admitted  for COPD exacerbation treated by a specialist 
in respiratory medicine  
Diagnosis quality; ratio of COPD/asthma  
Share of COPD diagnoses verified by spirometry  

Outcomes 

Hospital admissions for COPD exacerbation (high = bad)  
Work absenteeism for COPD  
Lung disease death rate/10 000 smokers; women (all lung disease 
except pneumonia)  
Lung disease death rate /100 000 people; men (no correlation with 
smoking rate)  
Case fatality rate of COPD exacerbation  
COPD diagnoses per 1000 smokers (male/female)  
% of COPD patients (still) smoking  

Accessibility 
Wait time for non-acute primary care doctor appointment  
Wait time for lung specialist appointment  
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For description and more details on the indicators finally making it into the Index, see 
section “Content of indicators in the Nordic COPD Index 2010”. 

5.2  Indicator areas (sub-disciplines) 
As all European HCP Indices, the Nordic COPD Index 2010 is built up with indicators 
grouped in sub-disciplines. After having had to surrender to the “lack of statistics 
syndrome”, and after scrutiny by the expert panel, 25 indicators survived into the Nordic 
COPD Index 2010. 

The indicator areas for the Nordic COPD Index 2010 thus became: 

Sub-discipline Number of indicators 

1. Structure quality 7 

2. Process quality 12 

3. Outcomes 4 

4. Accessibility 2 

 

5.3 Scoring in the Nordic COPD Index 2010 
The performance of the respective national healthcare systems were graded on a three-
grade scale for each indicator, where the grades have the rather obvious meaning of Green 
= good (), Amber = so-so ( ) and Red = not-so-good ( ). A Green score earns 3 
points, an Amber score 2 points and a Red score (or a “not available”, n.a.) earns 1 point 
on Low weight indicators – see Section 5.4.1 on individual indicator weights. 

Since the EHCI 2006, the same methodology has been used: For each of the sub- 
disciplines, the country score was calculated as a percentage of the maximum possible 
(e.g. for Waiting times, the score for a state has been calculated as % of the maximum 3 x 
5 = 15).  

Thereafter, the sub-discipline scores were multiplied by the weight coefficients given in 
the following section and added up to make the final country score. These percentages 
were then multiplied by 100, and rounded to a three digit integer, so that an “All Green” 
score on the 25 indicators would yield 1000 points. 

5.4 Weight coefficients 
The possibility of introducing weight coefficients was discussed already for the EHCI 
2005, i.e. selecting certain indicator areas as being more important than others and 
multiplying their scores by numbers other than 1.  

In the Nordic COPD Index 2010, the scores for the four sub-disciplines were given the 
following weights, set in discussion between HCP Development Team and Expert 
Reference Panel: 
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Sub discipline Relative weight (“All Green” 
score contribution to total 
maximum score of 1000)  

Points for a Green score 
on a Low weight 
indicator*) in each sub-
discipline 

1. Structure quality 300 18.75 

2. Process quality 400 16.00 

3. Outcomes 150 13.63 

4. Accessibility 150 25.00 

Total sum of weights 1000   
*) A Medium weight Green score contributes twice these numbers, and a High weight Green three times 
these numbers; see section 5.4.1. 

Consequently, as the percentages of full scores were added and multiplied by (1000/Total 
sum of weights), the maximum theoretical score attainable for a region in the Index is 
1000, and the lowest possible score is 333. 

Normally in a HCP Index, Outcomes is the sub-discipline given the highest weight. For 
COPD, however, data diagnoses and causes of death are unusually “fuzzy”, among other 
things due to confusion between different respiratory disease diagnoses, and thus it could 
not be justified to give Outcomes its usual high weight. 

It should be noted that, as there are not many examples of regions which excel in one sub-
discipline but do very poorly in others, the final ranking of regions presented by the 
Nordic COPD Index 2010 is remarkably stable if the weight coefficients are varied within 
rather wide limits. 

5.4.1 Individual indicator weights 

In the Nordic COPD Index, a weighting novelty has been introduced in the form of 
different weights for individual indicators in three levels, Low, Medium or High. The 
relative weights of L/M/H have been set as 1/2/3, which simply means that a Green for a 
Low weight indicator gives 3 points, for a Medium weight Indicator 6 points and for a 
High weight indicator 9 points. For all indicators, an Amber score gives 2/3 of a Green 
score, and a Red gives 1/3. Low/Medium/High weights are indicated in the final score 
matrix by small, medium size and large circle symbols respectively. 

This means that for Structure quality, the score for a region has been calculated as percent 
of the maximum: 9 x (3 x individual weight for each indicator) = 48. 

Note that for Outcomes, having two indicators of equal weight means that it does not 
matter at all which individual weight these indicators are assigned – their importance for 
the Index total is only dependent on the sub-discipline weight. 



 

17 

Health Consumer Powerhouse 
Nordic COPD Index 2010 Report 

 

5.5 Indicator definitions and data sources for the Nordic COPD Index 2010 
 

 

On all indicators where the information source is the HCP Survey 2010, the values used are the arithmetic means of the response alternatives, i.e. if a region on one 
question gets 15 (“Yes, all” = 3), 10 (“~50 %” = 2) and 5 (“No” = 1), the mean would be (15*3+10*2+5*1)/30 = 2.33. The 2.33 is what appears in the bar graphs of 
the indicators (Section 5.8), and regions are then graded on their relative position. 

 

Sub- 
discipline Indicator Explanatory comment 

i 
Score 3 

l 
Score 2 

h 
Score 1 Main Information Sources 

1.  
Structure 

quality 

1.1 COPD specialist nurse 
Do the Primary Health care 
centers provide the service of an 
Asthma/COPD specialist nurse? 

>0,6 0,2-0,6 < 0,2 HCP Survey 2010 

1.2 Spirometer in clinic 
Is a spirometer available in the 
Primary Health care centers? 

>0,8 0,6-0,8 <0,6 HCP Survey 2010 

1.3 Standardized 
diagnosis procedure 

% patients diagnosed by using a 
standardized procedure 

>2  1,5-2 <1,5 HCP Survey 2010 

1.4 Pulse oxymeter 
availability 

Is a pulse oxymeter available in 
the Primary Health care centers? 

>0,8 0,6-0,8 <0,6 HCP Survey 2010 

1.5 Exacerbation capacity 
in primary care 

Can the Primary care centers 
perform treatment of acute 
exacerbation? 

>1,8 1,6-1,8 <1,6 HCP Survey 2010 

1.6 Spirometry offered to 
smokers 45+ 

Are smokers 45+ routinely 
offered spirometry test?  

>2  1,5-2 <1,5 HCP Survey 2010 

1.7 Lung specialists per 
region 

# of lung medicine specialists per 
100 000 smokers in region 

>15  10-15 <10 Socialstyrelsen, Legeforeningen i Norge, 
Finska Läkarföreningen,  
www.laeger.dk . 

http://www.laeger.dk/�
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2. Process 
quality 

2.1 Guidelines at 
fingertips 

Can doctors easily access the 
national guidelines for COPD 
care? 

>1,9 1,2-1,9 <1,2 HCP Survey 2010 

2.2 Spirometer calibration How often is the spirometer 
calibrated? 

>2 1,5-2 <1,5 HCP Survey 2010 

2.3 Number of 
spirometry/smokers 

Average # spirometries per 100 
000 smokers 

>2 1,5-2 <1,5 HCP Survey 2010 

2.4 % COPD diagnoses 
verified by spirometry 

% patients who have had the 
diagnosis verified by spirometry?   

>2,3 2-2,3 <2 HCP Survey 2010 

2.5 %  Rehabilitation  
% patients who have gone 
through a rehabilitation 
programme. 

>1,3 1,1-1,3 <1,1 HCP Survey 2010 

2.6 Osteoporosis test % 
% patients who have had bone 
density measurement. 

>1,4 1,1-1,4 <1,1 HCP Survey 2010 

2.7 Smoking cessation 
support 

Is there a presence of staff with 
specific training in smoking 
cessation assistance in the health 
care center? 

>2,5 1,5-2,5 <1,5 HCP Survey 2010 

2.8 Smoking habits in 
medical record 

Are the smoking habits routinly 
noted in medical record? 

>1,9 1,5-1,9 <1,5 HCP Survey 2010 

2.9 BMI % noted in 
medical record 

% patients who have their BMI 
noted in the medical record. 

>1,9 1,2-1,9 <1,2 HCP Survey 2010 

2.10 Drugs prescribed 
noted in medical record 

Are the prescribed drugs routinly 
noted in medical record? 

>1,95 1,75-1,95 <1,75 HCP Survey 2010 

2.11 Sales 
Anticholinergica DDD 

Sales Anticholinergica DDD per 
100 000 smokers (ATC codes 
R03BB and R03AK03-04). 

>20 19 – 12 
 

<12 Apotekens Service AB, SLD, 
www.reseptregistret.no ,  
www.medstat.dk .  

2.12 Long-acting/acute 
COPD medication 

Ratio of tiotropium over 
ipratropium (combination prep:s 
included). 

> 2 2 - 1 < 1 Apotekens Service AB, SLD, 
www.reseptregistret.no ,  
www.medstat.dk .  

http://www.reseptregistret.no/�
http://www.medstat.dk/�
http://www.reseptregistret.no/�
http://www.medstat.dk/�
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3. Outcomes 

3.1 Hospital admissions 
for COPD 

Hospital admissions  in 
respiratory disease (J00-J99)-
(J10-J18) per 100 000  

<10/ 1000 
smokers 

 10-30 per 
1000 smokers 

>30 per 1000 
smokers 

www.statistikbanken.dk , Norsk Patientregister, 
HCP interviews with Finnish hospitals, 
Socialstyrelsens slutenvårdsregister 

3.2 Smoking prevalence 
% Daily smokers <20% 20-30% >30% Sundhedsstyrelsen, www.ssb.no ,  

Statistikcentralen, Folkhälsoinstitutet 

3.3 Respiratory disease 
female 

Death in respiratory disease (J00-
J99)- 
(J10-J18) per 100 000 female 

<30 per 100 
000 

30-50 per 100 
000 

>50 per 100 
000 

Dødsårsagsregisteret Sundhedsstyrelsen (DK), 
www.ssb.no , Statistikcentralen (FIN), 
Socialstyrelsens dödsorsaksregister (SWE) 

3.4 Respiratory disease 
male 

Death in respiratory disease (J00-
J99)- 
(J10-J18) per 100 000 male 

<40 per 100 
000 

40-60 per 100 
000 

>60 per 100 
000 

Dødsårsagsregisteret Sundhedsstyrelsen (DK), 
www.ssb.no, Statistikcentralen (FIN), 
Socialstyrelsens dödsorsaksregister (SWE) 

4. 
Accessibility 

4.1 Waiting time primary 
care 

Typical waiting time to get an 
non acute appointment with a 
doctor in primary care centers. 

>2 1,5-2 <1,5 
HCP Survey 2010 

4.2 Waiting time to 
specialist 

Typical waiting time to get an 
non acute appointment with a 
doctor specialized i respiratorial 
diseases. 

<4 weeks 4-8 weeks >8 weeks Ventetid til start helsehjelp, www.venteinfo.dk , 
www.vantetider.se, HCP telephone interviews 
with Finnish hospitals. 

 

http://www.statistikbanken.dk/�
http://www.ssb.no/�
http://www.ssb.no/�
http://www.venteinfo.dk/�
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5.6 Threshold value settings 
It has not been the ambition to establish a global, scientifically based principle for 
threshold values to score green, amber or red on the different indicators. Threshold levels 
have been set after studying the actual parameter value spreads, in order to avoid having 
indicators showing “all Green” or “totally Red”. 

Setting threshold values is typically done by studying a bar graph of regional data values 
on an indicator sorted in ascending order. The usually “S”-shaped curve yielded by that is 
studied for notches in the curve, which can distinguish clusters of regions, and such 
notches are often taken as starting values  for scores. A slight preference is also given to 
threshold values with even numbers.  

The performance of a region was graded on a three-grade scale for each indicator (see 
more information in Scoring section). 

For each of the four sub-disciplines, the regional score was calculated as a percentage of 
the maximum possible (e.g., for Structure quality, the score for a region has been 
calculated as percent of the maximum 48). 

Thereafter, the sub-discipline scores were multiplied by the weight coefficients given in 
section 7.4 above and added to make the total regional score. The scores thus obtained 
were multiplied by (1000/the sum of weights) and rounded to a three digit integer, giving 
a score system where a state with “all Green” would receive 1000 points (and “all Red” 
333 points). 

One (minor) reason for this somewhat complex scoring methodology has been driven by 
the “competition” element of the Index, reducing the likelihood of two or more regions 
ending up in a tied position. The Eurovision Song Contest, for example, changed the 
score in the same direction after four countries tied for first place in 1969. 

5.7 “CUTS” data sources 
Whenever possible, research on data for individual indicators has endeavoured to find a 
“CUTS” (Comprehensive Uniform Trustworthy Source). If data on the underlying 
parameter behind an indicator is available for all or most of the 20 regions from one 
single and reasonably reliable source, then there has been a definitive preference to base 
the scores on the CUTS. As CUTS would be considered national registries or databases  
and scientific papers using well-defined and established methodology. 

Apart from the sheer effectiveness of the approach, the basic reason for the concentration 
on CUTS, when available, is that data collection primarily based on information obtained 
from 20 local sources, even if those sources are official agencies, generally yields a high 
noise level. It is notoriously difficult to obtain precise answers from many sources even 
when these sources are all answering the same question. For example, in the Euro 
Consumer Diabetes Index 2008, it was difficult to find answers to indicators like “Do you 
have nurse practitioners in your country?” or “Is diabetes foot (podiatrist) a recognized 
sub-speciality in your country?”. The reason is very simple: the definition of what is a 
diabetes nurse or a diabetes podiatrist and the amount of education and training required 
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to qualify are different in every country. It has to be emphasized that also when a CUTS 
for an indicator has been identified, the data are still reviewed through cross-check 
procedures, as there have frequently been occasions where national sources or scientific 
papers have been able to supply more recent and/or higher precision data. 

5.7.1 The “Rolls-Royce gearbox” factor 

Another reason for preferably using CUTS whenever possible is the same reason why 
Rolls-Royce (in their pre-BMW days) did not build their own gearboxes. The reason was 
stated as “We simply cannot build a better gearbox than those we can get from outside 
suppliers, and therefore we do not make them ourselves”. For the small size organisation 
HCP, this same circumstance would be true for an indicator where a Eurobarometer 
question, the WHO HfA database, or another CUTS happens to cover an indicator. 

 

5.8 Content of indicators in the Nordic COPD Index 2010 
The research team of the Nordic COPD Index 2010 has been collecting data on 25 
performance indicators, structured in a framework of four sub-disciplines. Each of these 
sub-disciplines reflects a certain logical entity, e.g. Process Quality or Outcomes. 

The indicators come numbered in the report, to provide more reader friendliness and 
clarity. 

Where possible, CUTS - Comprehensive Uniform Trustworthy Sources - were used; see 
section “CUTS Data Sources” for more information on this approach, typical for HCP 
research work. These are quite few in the Nordic COPD Index, mainly because this Index 
is very primary care-centered; primary care rarely appears in quality registries or other 
similar databases (Denmark is in the process of creating a primary care registry, but for 
this project, there were no data available yet.) 

Out of the 25 indicators, 17 have their main data from the HCP survey to primary care. 
This is by far the highest proportion of captive data in any Index in HCP history. The 
indicators are described below, grouped in the four sub-disciplines. The individual 
indicator weights were set in discussion between HCP Development Team and Expert 
Reference Panel. 

5.8.1 Structure quality 

There are seven indicators in this sub-discipline: 

1.1 COPD specialist nurse (High weight indicator) 

Primarily from previous studies on COPD care in Sweden5

                                                 
5 SYMPATI, Johansson G et al, Läkarstämman 2007. 

, the presence of an asthma/COPD 
specialist nurse in primary care clinics is shown to have the potential of giving a reduction of 
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specialist care/inpatient cost 10 times higher than the cost of the specialist nurse. Also, 
Swedish patient organisations have forcefully expressed the view that this is the single most 
important feature of a good primary care clinic for patients with a chronic disease (after have 
received a correct diagnosis). 

The exact definition of “Specialist nurse” varies between countries. Thanks to the high share 
of telephone interviews in the HCP survey, the data is probably somewhat less sensitive to this 
variation than most other studies, as the question there has been clarified to include only 
“nurse with a formal post-qualification specialist nurse training and working for a significant 
part of her time with this patient group”. 

 
On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average response 
number”; in this case “100 % Yes” would be 1.0, and “100 % No” would be 0.0. 

These results do reflect the primary care structure of the four countries, with larger clinics in 
Finland – Sweden. The low number of specialist nurses in Norway is somewhat surprising, as 
Denmark probably has the smallest average clinic size. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 1. CUTS data. 

1.2 Spirometer available in clinic (High weight indicator) 
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On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % Yes” would be 1.0, and “100 % No” would be 0.0. 

Almost all primary care clinics have a spirometer; the deviations from this are slightly 
surprising for Finland (with its larger primary care units). The low number for the 
Copenhagen region in Denmark is probably due to the existence of specialist laboratories, 
where patients commonly are sent for spirometry. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 2. CUTS data. 

  
1.3 Standardized diagnostic procedure for functional status of COPD patients (Low weight 

indicator) 

 
On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average response 
number”; in this case “100 % >90%” would be 3.0, and “100 % < 50%” would be 0.0. 

The above results indicate that Norwegian primary care is (claim to be) working in the 
most structured way with COPD patients. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 11. CUTS data. 
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1.4 Pulse oxymeter available in clinic (High weight indicator) 

A pulse oxymeter is a very simple device for a quick and easy measurement of blood 
oxygenation. The device costs approximately € 50, and guidelines say that clinics should 
have one. 

What is reflected by the results graph below, is the fact that Danish doctors are 
particularly businesslike, and used to have specific remuneration for doing certain 
examinations and consultations. Also, that the larger clinics in Finland and Sweden do 
not think twice about the modest expense of getting a pulse oxymeter. The indicator 
unfortunately says nothing about how frequently the device is used for diagnosis. 

 
On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average response 
number”; in this case “100 % Yes” would be 1.0, and “100 % No” would be 0.0. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 6. CUTS data. 

1.4 Exacerbation capacity in primary care (Low weight indicator) 

Although it would seem credible that the larger primary care units in Sweden could have 
a better capacity to treat exacerbations without having to refer to specialist hospital care, 
it is feared that the responses to this question might mean different realities for different 
respondents, more so than for most questions. 

For that reason, even though it would obviously be desirable to have this capacity in 
primary care, both for cost reasons and as superior patient service, this indicator was 
assigned low weight. 
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On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % Yes” would be 2.0, and “100 % No” would be 1.0. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 9. CUTS data. 

1.6 Spirometry routinely offered to smokers +45 years of age (High weight 
indicator) 

Having been a smoker for a long time (> 15 – 20 years) is the condition showing the 
absolute most obvious correlation with risk of COPD. Having as a routine to offer the 
fairly quick and cheap spirometer test to long-time smokers (which, as most smokers start 
in their teens, would be most people who still smoke at 45) is therefore probably an 
effective preventive measure. 

 
On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % ‘All at least yearly’” would be 3.0, and “100 % Never” would 
be 0.0. 
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What the result on this indicator show is probably several things: there has been a 
campaign in Denmark over recent years to put this high on the agenda of primary care 
doctors, and there seems to be a high awareness of this. 

The results probably also reflect very traditional attitudes in healthcare systems of the 
participating countries.  It is well known from previous HCP European Indexes6

This is why this indicator is put under Structure quality rather than process quality. 

 and 
many other studies that Danish patients show great satisfaction about the accessibility of 
their primary care. The rationing mentality of Swedish healthcare, with the lowest number 
of doctor appointments per person per year in Europe (2.9, out of which 1.6 are primary 
care appointments), essentially means that Swedish patients (over 12 months of age) not 
having an acute condition are not routinely offered much of anything, except possibly in 
the South Region of Sweden. This last observation is supported by the Swedish KOL 
Index 2009, where Skåne – the county making up the bulk of the region – ranked #1 (this 
indicator was not included in that Index). 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 9. CUTS data. 

1.7 The number of lung specialists per region (Medium weight indicator) 

The first indicator on specialist care. The number of specialists per capita varies 
significantly between regions of the same country, and also within regions – the presence 
of large (university) hospitals raises the number, and there are also historic “cultural” 
reasons behind the level of this number. 

 
The number of lung specialists is measured and scored on the number per 100 000 
smokers in each region, as this should be a better approximation of the need for lung 
specialists than a simple per capita calculation. This means that Denmark has a 

                                                 
6 www.healthpowerhouse.com , Euro Health Consumer Indexes 2005 – 2009. 

http://www.healthpowerhouse.com/�
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significantly higher number of specialists per capita than this graph would lead to believe 
(see Indicator 3.2). 

Sources of data: Socialstyrelsen (Swedish National Board of Health), Norwegian Medical 
Association, Finnish Medical Association, www.laeger.dk . Non-CUTS data. 

 

5.8.2 Process quality 

If sub-discipline #1 is measuring how COPD care is organised, this measures how it 
works, how guidelines are used and to what extent patients receive various forms of care, 
diagnostics and medication. 

 

2.1 COPD treatment guidelines readily available (Medium weight indicator) 

The actual survey question asked was: Can doctor(s) in the unit easily access the national 
guidelines for COPD care (paper copy, intranet, internet or other easily accessible ways)? 

 
On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % Yes” would be 2.0, and “100 % No, or don’t know” would be 
1.0. 

These results would indicate some sort of systematic difference, where adherence to 
guidelines is given more attention in the primary care systems having larger primary care 
centres act more on guidelines while the, usually smaller or single-doctor clinics, 
particularly in greater Oslo and around Trondheim, are more into “flying by the seat of 
your pants”. 

This could be explained, at least for Denmark, by the fact that Danish family doctors on 
average have much more of the long-standing true “family doctor relationship” with the 
patient, which not least the Swedish system has been largely failing to create over the last 
decades. “Flying by the seat of your pants” medicine is certainly more defendable if the 
doctors knows his patient, and the patient’s medical history, well. 

http://www.laeger.dk/�
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Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 9. CUTS data. 

2.2 Spirometer calibration (Low weight indicator) 

This indicator was regarded as very important in the Swedish KOL Index 2009. In the 2010 
Nordic survey, the question gave some very disparate results. 

 
On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % Every day/every time is used” would be 3.0, and “100 % Less 
frequently than weekly, or don’t know” would be 1.0. 

One explanation suggested by the Expert Panel was that there might be a technology 
difference between countries, where Swedish/Finnish clinics might have had spirometers for 
longer, with older technology, and Danish clinics/doctors, having raised the COPD 
awareness later, have more recent, electronic spirometers. The more recent devices are 
rumoured not to need calibration, and the responses from Denmark frequently included 
“Calibration is done once or twice a year by the service man from the instrument company”. 

It was therefore decided to keep the indicator, but to give it a lower weight.  

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 4. CUTS data. 

 2.3 # of spirometries per 100 000 smokers in region (High weight indicator) 

There certainly are sources of uncertainty in the data on this indicator, as it is based on the 
assumption that the survey covers roughly the same share of Finnish patients per region as it 
does for the other countries; it was not possible to get data on “What number of citizens are 
served by or patients listed with the clinic?” for Finland. 

Nevertheless, the responses seem to indicate very noticeable differences in the number of 
spirometries performed per 100 000 smokers in the regions (see graph below). 
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The results certainly convey the impression that spirometries are done more fervently in SE 
and North Sweden, and in Western and Southern Finland! 

 
Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 3, # of smokers from same sources as indicator 3.2. 

2.4 % of COPD diagnoses verified by spirometry (High weight indicator) 

The responses on this survey question should definitely serve as a reality check on 
indicator 2.3, and vice versa. In theory, this percentage should be close to 100 %, as 
spirometry is definitely the standard method to ascertain a COPD diagnosis. 

 
On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % More than 90 %” would be 3.0, and “100 % Less than 50 %, or 
don’t know” would be 1.0. 
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This graph seems to support the information that Danish doctors only over the last few 
years have increased the focus on watching for COPD in smokers, particularly so in North 
Jutland. This indicator is otherwise one of the few, where no clear national differences 
can be seen – there seems to be quite some room for local variation! 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 12. CUTS data. 

 

2.5 Rehabilitation (Low weight indicator) 

Although rehabilitation for COPD patients is certainly an important part of COPD care, 
there are evident definition problems about what is considered “Which share of patients 
with COPD have gone through a rehabilitation programme at your unit, or been referred 
to rehabilitation elsewhere?”, which was the survey question. 

 
On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % More than 90 %” would be 3.0, and “100 % Less than 50 %, or 
don’t know” would be 1.0. 

Unless the respondents are particularly modest, it would seem that Rehabilitation for 
COPD patients is certainly an area for improvement in all the Nordic countries. 
According to HCP’ team discussions with Norwegian clinicians, Norway seems to have a 
stronger tradition for referring patients to lung clinics, which might be what is showing up 
in this indicator, which was still given Low weight due to the definition problems. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 8. CUTS data. 

 

2.6 Osteoporosis test (High weight indicator) 

Osteoporosis is a common and serious complication of COPD, not least as COPD makes 
it difficult for patients to exercise, walk up stairs etc. 
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On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % ‘all or almost all” would be 3.0, and “100 % ‘none, or don’t 
know’” would be 1.0. 

On the open-ended question for this indicator, the responses were grouped into the 
following categories: 

“all or almost all” = 3 
“less than 50 % = 2 (there were no responses in the range 50 – 90 %) 
“none, or don’t know” = 1 

Routinely offering bone density measurement tests does not seem to have become 
common practice in Nordic primary care. The highest levels of attention to this was found 
in Norwegian and Finnish clinics. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 10b. CUTS data. 

 

2.7 Smoking cessation support (High weight indicator) 

As smoking prevention is by far the most important preventive measure against COPD, 
also to help patients who already have COPD to quit smoking, the survey question “Do 
you have staff with specific training in smoking cessation assistance in the unit?” was 
included. 
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On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % Yes” would be 3.0, and “100 % No, or don’t know” would be 
1.0. 

It would certainly seem that Sweden has the strongest culture and tradition in the field of 
smoking cessation assistance, which is corroborated by the low smoking prevalence. The 
relatively weak performance of the Stockholm region was observed also in the Swedish 
KOL Index 2009. The Danish claims that this area has been subject to increased focus in 
recent years are also supported. Norway seems not to have given the same attention to 
Smoking cessation support in primary care. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 14. CUTS data. 

 

2.8 Smoking habits noted in medical records (Low weight indicator) 

That the patient’s smoking habits should be noted in medical records is not totally self-
evident, as was shown by the results of this survey question. Naturally, this would be 
considered an important indicator for COPD care, but as the statistical significance of the 
deviations from “100 % Yes” is somewhat doubtful, it has been given Low weight. 
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On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % Yes” would be 2.0, and “100 % No, or don’t know” would be 
1.0. 

Again, this seems the most natural part of a doctor consultation in Sweden and also in 
mid/northern Norway, Eastern Finland and Greater Copenhagen. The lowest numbers are 
found for Western Finland and Greater Oslo; however, the differences are so small that 
no region was awarded a Red score, with Amber scores given to regions with a survey 
average response < 1.9. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 14. CUTS data. 

 

2.9 BMI noted in medical records (Medium weight indicator) 
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On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % > 90 %” would be 3.0, and “100 % don’t know” would be 0. 

On the open-ended question for this indicator, the responses were grouped into the 
following categories: 

> 90 % = 3 
> 50 % = 2 
< 50 % = 1 
“don’t know” = 0 

Noting BMI:s in patient records does not seem to have become self-evident routine in 
Nordic primary care. The highest levels of attention to this was found in around Oslo and 
Trondheim and in most of Denmark. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 10a. CUTS data. 

 

2.10 Medicine prescribed noted in medical records (Low weight indicator) 

This indicator was given the Low weight on the amateuristic assumption made by the 
HCP research team that “if anything at all is noted in medical records, it would be 
prescriptions”. The team was quite surprised when the Expert Panel suggested the 
indicator. It would seem that the childish belief of the HCP team was justified. 

All regions were given a Green except Finland West, which was scored Amber. 

 
On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the 
“average response number”; in this case “100 % Yes” would be 3.0, and “100 % No or ‘don’t 
know’” would be 0. 

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 16. CUTS data. 
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2.11 Deployment of anticholinergic medication (High weight indicator) 

This indicator measures the use of all anticholinergica, ATC code R03BB, measured as 
DDD:s sold per region divided by the number of smokers in the region, the last parameter 
used as a proxy of the need for COPD medication – there is no way to measure how much 
anticholinergica are administered to patients actually having a COPD diagnosis. 

 
The nominal anticholinergica use per capita for Denmark is obviously higher, as these 
sales numbers are divided by a higher number of smokers in the Danish population. 
Nevertheless, the Nordic countries are split in an unusual way on COPD medication; 
instead of the structurally similar pairs Denmark-Norway and Finland-Sweden, suddenly 
Norway and Sweden seem to have similar practices for anticholinergica deployment. 

(Combination drugs, ipratropium + other compounds, “Combivent”, ATC codes 
R03AK03 and R03AK04, are included. Their sales are small – zero in Norway –  
compared with the R03BB drugs, except in Denmark, where they make up a significant 
proportion of COPD medication.)  

Sources of data: Apotekens Service AB, www.reseptregisteret.no , www.medstat.dk , 
Suomen LääkeData Oy (the Finnish data purchased for the project).  # of smokers from 
same sources as indicator 3.2. 

 

2.12 Deployment of long-acting vs. acute anticholinergica medication (Medium weight 
indicator) 

This indicator was included as a measure of good control of COPD treatment.  

Long-acting: Tiotropium bromide (Spiriva, ATC code R03BB04). 

“Acute”: Ipratropium bromide (Atrovent, Iprexa and generics, ATC code R03BB01, and 
combination preparations (Combivent and others, ATC codes R03AK03 and R03AK04) 

http://www.reseptregisteret.no/�
http://www.medstat.dk/�
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The indicator consists of the ratio between the deployment of Long-acting and acute 
drugs calculated as DDD:s: 

 
The graph above seems to indicate some national differences between the four Nordic 
countries. It may be assumed that local guidelines and pharmacy benefits (public subsidy) 
regulations are affecting this picture, particularly for Norway.  (The low Norwegian bars 
are due to low “long-acting” sales rather than high “acute” – if Norway has a long-acting 
combination preparation, which appears under another ATC code, this would explain the 
result.) The indicator has been scored Green for a ratio > 2, Amber for a ratio > 1 and Red 
for < 1. 

Sources of data: Apotekens Service AB, www.reseptregisteret.no , www.medstat.dk , 
Suomen LääkeData Oy (the Finnish data purchased for the project).   

 

5.8.3 Outcomes 

Normally in a HCP index, actual results is a highly weighted sub-discipline. However, for 
COPD, the mix-up of asthma, bronchitis and COPD diagnoses naturally heavily affect 
indicators such as “hospital admissions for COPD” or “deaths due to COPD”. For this 
reason, the Outcomes sub-discipline has been given a modest weight in the Nordic COPD 
Index. 

3.1 Hospital admissions for COPD (Medium weight indicator)  

Having to admit a COPD patient to hospital care should be regarded as somewhat of a 
failure, as a patient receiving good, state-of-the-art outpatient care should have a low rate 
of exacerbations, the condition that most frequently causes hospitalization of COPD 
patients. 

http://www.reseptregisteret.no/�
http://www.medstat.dk/�
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In the Nordic countries, there seem to be significant differences in care organization and 
culture. Particularly Finland seems to have a tradition, since the times of tuberculosis (?), 
to be richly endowed with hospital beds for lung medicine. 

The indicator (shown in the graph below) is probably affected by factors outside of 
COPD treatment, such as Sweden having had for 20 years a strive to reduce in-patient 
care in favour of advanced out-patient treatment forms in all disciplines of medicine. For 
these reasons, this indicator, which should normally definitely be High weight, has been 
given Medium weight only. Scores have been set with a high number of admissions 
giving a Red, i.e. all Finland with all Norway and Denmark receiving Amber. 

 
Sources of data: www.statistikbanken.dk , Norsk Patientregister, HCP research, 
Socialstyrelsens slutenvårdsregister. 

 

3.2 Smoking prevalence (High weight indicator) 

Without doubt, reducing cigarette smoking is the most efficacious of any preventive 
measure against COPD. The connection between long-term smoking and COPD is so 
tight (and COPD diagnostics so fuzzy) that in the Swedish COPD Index work, it was 
indeed suggested by Professor Claes-Göran Löfdahl, President of the Swedish Lung 
Medicine Association, that COPD diagnosis data even for Sweden (normally a country 
with good data accessibility) was so bad that “15+ years of cigarette smoking” would 
probably be a more accurate proxy for COPD prevalence than actually available COPD 
data7

Therefore, the regional smoking prevalence, measured as “% of daily smokers in 
population” is included as an Outcomes indicator. As can be seen from the graph below, 
there are very noticeable differences in smoking rates between the Nordic countries: 

. 

                                                 
7 Prof. Claes-Göran Löfdahl, Personal communication. 

http://www.statistikbanken.dk/�
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Sources of data: 
http://www.sst.dk/~/media/Sundhed%20og%20forebyggelse/Tobak/Tal%20og%20undersoegelser/Dansker
nes%20rygevaner/2009/Rygevaner_nov09.ashx, 

http://norgeshelsa.no/norgeshelsa/velocity?headers=AAR&context=http%3A%2F%2Fnorgeshelsa.no%3A8
0%2Fobj%2FfCatalog%2FCatalog1&measure=common&KJONNsubset=0&layers=ALDER&layers=KJO
NN&layers=virtual&layers=ROYKESTATUS&virtualslice=VERDI_value&study=http%3A%2F%2Fnorge
shelsa.no%3A80%2Fobj%2FfStudy%2Froyking-
geo&virtualsubset=VERDI_value&mode=cube&GEOGRAFIsubset=21%2C1+-
+10&ROYKESTATUSsubset=1+-
+2&cube=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCube%2Froyking-
geo_C1&measuretype=4&KJONNslice=0&ALDERslice=0&ALDERsubset=0&stubs=GEOGRAFI&AARs
ubset=2000+-+2008&submode=table , 

Health Behaviour and Health among the Finnish Adult Population, Spring 2007, KTL-
National Public Health Institute, Finland,  
http://app.fhi.se/pxweb/Dialog/varval.asp?ma=daglrokK&ti=Andel+som+r%F6ker+dagligen+uppdelat+p%
E5+efter+Region%2C+%C5r+och+K%F6n&path=../Database/kbf/malx11atobak/&lang=2 
 

The differences of smoking prevalences become even more dramatic if the numbers are 
gender separated; Swedish men are in a league of their own for having the lowest 
smoking prevalence in Europe (data in the graphs below expressed not as smoking 
prevalence but as “cigarettes per capita above 15 years of age per year”). As the graphs 
(below) show, the Danish smoking rate, albeit the highest in the Nordics, is not at all 
extreme in a European context, which gives an indication on the size of COPD as a 
chronic disease outside the Nordic countries. 

 

 

 

http://www.sst.dk/~/media/Sundhed%20og%20forebyggelse/Tobak/Tal%20og%20undersoegelser/Danskernes%20rygevaner/2009/Rygevaner_nov09.ashx�
http://www.sst.dk/~/media/Sundhed%20og%20forebyggelse/Tobak/Tal%20og%20undersoegelser/Danskernes%20rygevaner/2009/Rygevaner_nov09.ashx�
http://norgeshelsa.no/norgeshelsa/velocity?headers=AAR&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FCatalog1&measure=common&KJONNsubset=0&layers=ALDER&layers=KJONN&layers=virtual&layers=ROYKESTATUS&virtualslice=VERDI_value&study=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfStudy%2Froyking-geo&virtualsubset=VERDI_value&mode=cube&GEOGRAFIsubset=21%2C1+-+10&ROYKESTATUSsubset=1+-+2&cube=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCube%2Froyking-geo_C1&measuretype=4&KJONNslice=0&ALDERslice=0&ALDERsubset=0&stubs=GEOGRAFI&AARsubset=2000+-+2008&submode=table�
http://norgeshelsa.no/norgeshelsa/velocity?headers=AAR&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FCatalog1&measure=common&KJONNsubset=0&layers=ALDER&layers=KJONN&layers=virtual&layers=ROYKESTATUS&virtualslice=VERDI_value&study=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfStudy%2Froyking-geo&virtualsubset=VERDI_value&mode=cube&GEOGRAFIsubset=21%2C1+-+10&ROYKESTATUSsubset=1+-+2&cube=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCube%2Froyking-geo_C1&measuretype=4&KJONNslice=0&ALDERslice=0&ALDERsubset=0&stubs=GEOGRAFI&AARsubset=2000+-+2008&submode=table�
http://norgeshelsa.no/norgeshelsa/velocity?headers=AAR&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FCatalog1&measure=common&KJONNsubset=0&layers=ALDER&layers=KJONN&layers=virtual&layers=ROYKESTATUS&virtualslice=VERDI_value&study=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfStudy%2Froyking-geo&virtualsubset=VERDI_value&mode=cube&GEOGRAFIsubset=21%2C1+-+10&ROYKESTATUSsubset=1+-+2&cube=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCube%2Froyking-geo_C1&measuretype=4&KJONNslice=0&ALDERslice=0&ALDERsubset=0&stubs=GEOGRAFI&AARsubset=2000+-+2008&submode=table�
http://norgeshelsa.no/norgeshelsa/velocity?headers=AAR&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FCatalog1&measure=common&KJONNsubset=0&layers=ALDER&layers=KJONN&layers=virtual&layers=ROYKESTATUS&virtualslice=VERDI_value&study=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfStudy%2Froyking-geo&virtualsubset=VERDI_value&mode=cube&GEOGRAFIsubset=21%2C1+-+10&ROYKESTATUSsubset=1+-+2&cube=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCube%2Froyking-geo_C1&measuretype=4&KJONNslice=0&ALDERslice=0&ALDERsubset=0&stubs=GEOGRAFI&AARsubset=2000+-+2008&submode=table�
http://norgeshelsa.no/norgeshelsa/velocity?headers=AAR&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FCatalog1&measure=common&KJONNsubset=0&layers=ALDER&layers=KJONN&layers=virtual&layers=ROYKESTATUS&virtualslice=VERDI_value&study=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfStudy%2Froyking-geo&virtualsubset=VERDI_value&mode=cube&GEOGRAFIsubset=21%2C1+-+10&ROYKESTATUSsubset=1+-+2&cube=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCube%2Froyking-geo_C1&measuretype=4&KJONNslice=0&ALDERslice=0&ALDERsubset=0&stubs=GEOGRAFI&AARsubset=2000+-+2008&submode=table�
http://norgeshelsa.no/norgeshelsa/velocity?headers=AAR&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FCatalog1&measure=common&KJONNsubset=0&layers=ALDER&layers=KJONN&layers=virtual&layers=ROYKESTATUS&virtualslice=VERDI_value&study=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfStudy%2Froyking-geo&virtualsubset=VERDI_value&mode=cube&GEOGRAFIsubset=21%2C1+-+10&ROYKESTATUSsubset=1+-+2&cube=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCube%2Froyking-geo_C1&measuretype=4&KJONNslice=0&ALDERslice=0&ALDERsubset=0&stubs=GEOGRAFI&AARsubset=2000+-+2008&submode=table�
http://norgeshelsa.no/norgeshelsa/velocity?headers=AAR&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FCatalog1&measure=common&KJONNsubset=0&layers=ALDER&layers=KJONN&layers=virtual&layers=ROYKESTATUS&virtualslice=VERDI_value&study=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfStudy%2Froyking-geo&virtualsubset=VERDI_value&mode=cube&GEOGRAFIsubset=21%2C1+-+10&ROYKESTATUSsubset=1+-+2&cube=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCube%2Froyking-geo_C1&measuretype=4&KJONNslice=0&ALDERslice=0&ALDERsubset=0&stubs=GEOGRAFI&AARsubset=2000+-+2008&submode=table�
http://norgeshelsa.no/norgeshelsa/velocity?headers=AAR&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FCatalog1&measure=common&KJONNsubset=0&layers=ALDER&layers=KJONN&layers=virtual&layers=ROYKESTATUS&virtualslice=VERDI_value&study=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfStudy%2Froyking-geo&virtualsubset=VERDI_value&mode=cube&GEOGRAFIsubset=21%2C1+-+10&ROYKESTATUSsubset=1+-+2&cube=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCube%2Froyking-geo_C1&measuretype=4&KJONNslice=0&ALDERslice=0&ALDERsubset=0&stubs=GEOGRAFI&AARsubset=2000+-+2008&submode=table�
http://norgeshelsa.no/norgeshelsa/velocity?headers=AAR&context=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCatalog%2FCatalog1&measure=common&KJONNsubset=0&layers=ALDER&layers=KJONN&layers=virtual&layers=ROYKESTATUS&virtualslice=VERDI_value&study=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfStudy%2Froyking-geo&virtualsubset=VERDI_value&mode=cube&GEOGRAFIsubset=21%2C1+-+10&ROYKESTATUSsubset=1+-+2&cube=http%3A%2F%2Fnorgeshelsa.no%3A80%2Fobj%2FfCube%2Froyking-geo_C1&measuretype=4&KJONNslice=0&ALDERslice=0&ALDERsubset=0&stubs=GEOGRAFI&AARsubset=2000+-+2008&submode=table�
http://app.fhi.se/pxweb/Dialog/varval.asp?ma=daglrokK&ti=Andel+som+r%F6ker+dagligen+uppdelat+p%E5+efter+Region%2C+%C5r+och+K%F6n&path=../Database/kbf/malx11atobak/&lang=2�
http://app.fhi.se/pxweb/Dialog/varval.asp?ma=daglrokK&ti=Andel+som+r%F6ker+dagligen+uppdelat+p%E5+efter+Region%2C+%C5r+och+K%F6n&path=../Database/kbf/malx11atobak/&lang=2�
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Data from 2006. 

 

3.3 Respiratory disease death rates, male (High weight indicator) 

Death rates from COPD would be the ultimate Outcomes indicator. However, the 
precision deficiencies of diagnostics make those statistics very imprecise, as different 
geographies have a varying degree of exactness in separating lower respiratory diseases as 
causes of death. 

Therefore, the death rate indicators 3.3 and 3.4 have been measured by the proxy 
“prevalence/mortality of all respiratory diseases (code J00 – J99) minus pneumonia and 
influenza (J10 – J18)”, which appears to be a better measure on COPD than COPD data 
itself. This was the case already in the Swedish KOL Index 2009, and a look at Europe 
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gives an even grimmer picture; some heavily smoking nations, such as Bulgarians, report 
virtually no COPD at all! 

The mortality for Nordic males is shown in the graph: 

 
Sources of data: Dødsårsagsregisteret Sundhedsstyrelsen (DK), www.ssb.no , 
Statistikcentralen (FIN), Socialstyrelsens dödsorsaksregister (SWE) 

The Swedish, Norwegian and Danish figures do show the expected correlation with 
smoking prevalence. The Finnish numbers, however, seem unexpectedly low. There is an 
interesting phenomenon all along the Eastern Baltic coast (see graph below): all the 
countries Finland, Estonia, Latvia, Lithuania and Poland report low female death rates for 
lower respiratory diseases. 

 
 

3.4 Respiratory disease death rates, male (High weight indicator) 

http://www.ssb.no/�
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This indicator is built on the same principles and with data from the same data sources as 
indicator 3.3. 

 

Apart from the slightly higher death rates in Denmark, which should be expected, these 
death rates do not appear to have any correlation with known risk factors. This further 
explains why Outcomes have been given a low weight in the Nordic COPD Index 2009. 

5.8.4 Accessibility 

4.1 Waiting times for a non-acute appointment with a primary care doctor for a COPD 
patient (High weight indicator, which is irrelevant as both indicators 4.1 and 4.2 have the 
same weight; their contribution to the Index score is determined only by the sub-
discipline weight). The graph below shows the waiting times in the Nordic regions: 

 
On all graphs showing survey results, the Y-axis scale is strictly relative, showing only the “average 
response number”; in this case “100 % ≥ 7 days” would be 3.0, and “100 % seen same day” would be 
1.0. 
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This graph illustrates the well-known fact8

Sources of data: The Survey to primary care units in the 4 Nordic countries, HCP 2010, 
Question 13. CUTS data. 

 that Finland, Norway and Sweden all are 
“waiting list territory”, and also one reason why Danish primary care enjoys a very high 
esteem among its customers. 

 

4.2 Waiting times for a non-acute appointment with a lung medicine specialist for a 
COPD patient (High weight indicator, which is irrelevant as both indicators 4.1 and 4.2 
have the same weight; their contribution to the Index score is determined only by the sub-
discipline weight). 

The graph below shows the waiting times in the Nordic regions: 

 
Finland and greater Copenhagen do have a high density of lung specialists, which might 
be the simple main explanation for their relatively short waiting times. On the other hand, 
Norway also has a much higher number of lung specialists per capita than Sweden. 

What this indicator confirms, is that waiting times for specialist care are mainly due to 
more or less ancient organisational cultures, or otherwise expressed: “Waiting times are a 
mental condition affecting healthcare professionals and administrators”. 

 

                                                 
8 Euro Health Consumer Indexes 2006 – 2009, www.healthpowerhouse.com  

http://www.healthpowerhouse.com/�
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6.  How the Nordic COPD Index 2010 was built  

6.1 HCP Background 
In Sweden in 2004, Health Consumer Powerhouse introduced an index comparing county 
council responses to the care consumer (Vårdkonsumentindex - VKI, 
www.vardkonsumentindex.se, also in English). The VKI has opened the door for 
performance-related comparisons of healthcare not only in Sweden but in a large number 
of countries. It has inspired – or even provoked – public Swedish authorities to develop 
their own set of indicators for comparison, significantly improving transparency among 
the healthcare systems.  

The HCP took the concept to the pan-European level in 2005 with the Euro Health 
Consumer Index (EHCI) and with the Act Now campaign linked to the EHCI 2006 we 
started our work on offering countries recommendations for improvement and consumers 
a tool for empowerment. The 5th annual edition of the EHCI was published September 28, 
2009. Indexes of performance in meeting specific care needs (diagnoses, illness groups, 
care needs) represent a further step strengthening the care consumer’s position. The HCP 
has been moving ahead with a series of European therapy area focused indexes, such as 
the Euro Consumer Heart Index 2008, the Euro Diabetes Index, presented in Brussels 
September 30, 2008 and the Euro HIV Index, October 13, 2009.  

The geographical scope has also expanded with HCP monitoring Canada (the inaugural 
province-to-province Index launched in Ottawa September 16, 2008). The insertion of 
Canada into the well-established Euro Health Consumer index took place in January 
2008, and was repeated in May 2009. 

Equipped with policy improvement recommendations tailored per measured unit the HCP 
indexes highlight hands-on reform and so do the other policy recommendations HCP 
produces. In all the work the focus is on patient empowerment and efforts to raise the 
outcomes of care. 

All HCP Index reports, press material etc are freely available on 
www.healthpowerhouse.com. 

 

6.2 About the authors 
Project Management for the Nordic COPD Index 2010 has been executed by Sonja 
Lindblad. B.A. 

Ms Lindblad has a background as Human Resources Manager and Information Officer in 
the IT sector, Telia-Sonera AB, Capio S:t Göran Hospital (Stockholm) and Burson-
Marsteller. She currently studying for a Master’s degree at Stockholm University. Ms 
Lindblad was also the Project Manager for the Swedish KOL Index 2009. 

 

 

http://www.vardkonsumentindex.se/�
http://www.healthpowerhouse.com/�
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Arne Björnberg, Ph.D. 

Dr. Björnberg has previous experience from Research Director positions in Swedish 
industry. His experience includes having served as CEO of the Swedish National 
Pharmacy Corporation (”Apoteket AB”), Director of Healthcare & Network Solutions for 
IBM Europe Middle East & Africa, and CEO of the University Hospital of Northern 
Sweden (“Norrlands Universitetssjukhus”, Umeå).  

Dr. Björnberg was also the project manager for the EHCI 2005 – 2009 projects, the Euro 
Consumer Heart Index 2008 and numerous other Index projects. 

6.3 Production phases 
The Nordic COPD Index 2010 was constructed under the following project plan. 

6.3.1 Phase 1 

Start-up meeting with the Expert Reference Panel - Mapping of existing data  
The composition of the Expert panel can be found in the section 8.4. The major area of activity 
was to evaluate to what extent relevant information is available and accessible for the selected 
countries. The basic methods were: 

• Web search, journal search 

• Telephone and e-mail interviews with key individuals, and 

• Personal visits when required. 

 

Web search: 
a) Relevant byelaws and policy documents  
b) Actual outcome data in relation to policies 

Information providers: 

a) National and regional Health Authorities 

b) Institutions 

(c) Private enterprise (IMS Health, pharmaceutical industry, others) 

 

Interviews (to evaluate findings from earlier sources, particularly to verify the real outcomes of 
policy decisions): 
a) Phone and e-mail 
b) Personal visits to key information providers 

6.3.2 Phase 2 

• Data collection to assemble presently available information to be included in the 
Nordic COPD Index 2010.  
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• Identification of vital areas where additional information needed to be assembled 
was performed. 

• Collection of raw data for these areas 

• A round of personal visits by the researchers to Health Ministries and/or State 
Agencies for supervision and/or Quality Assurance of Healthcare Services. 

• Regular contact with the Expert Reference Panel mainly to discuss the indicators, 
the criteria to define them, and the data acquisition problems. Finally, the second 
panel meeting was held on September 2nd, 2010, (in Gardermoen Airport to 
maximise the chances for Norwegian participation) at which was discussed in 
detail each of the indicators, including those that could not be included in the 
Index due to lack of data. Also, the discrepancies between data from different 
sources were analyzed. Indicator and sub-discipline relative weights were 
discussed and set. 

6.3.3 Phase 3 

Project presentation and reports 

• A report describing the principles of how the Nordic COPD Index 2010 was 
constructed. 

• Presentation of Nordic COPD Index 2010 at a press conference and seminar in 
Stockholm, Copenhagen, Oslo, and Helsinki. The Stockholm presentation was 
also broadcast live on the Internet. 

• On-line launch on www.healthpowerhouse.com . 

 

6.4 Survey to primary care units in the 4 Nordic countries 
As a chronic disease with a prevalence as high as that of COPD should have treatment 
available close to the patient, it was deemed most important to assess the situation for 
COPD patients in primary care in the four countries. 

Most of all reporting and statistics on COPD in all countries is from specialist/hospital 
care, which left the project with no option but to conduct a survey to primary care clinics 
in the four countries. The survey sent out is found in Appendix 1 of this report. 

There are significant structure differences in primary care between on the one hand 
Denmark and Norway, and on the other hand Finland and Sweden. Mainly in DK, but 
also in NO, primary care has a large share of single-doctor clinics. In FI and SW, the 
norm is to work out of primary care centres with 2 – 8 physicians in each centre, which 
can naturally also afford more nurses and paramedical staff than single-doctor clinics. 

The survey was first sent out as ordinary mail, with the survey form translated into the 
local languages, in mid-April of 2010. Clinics also received two mail reminders in May 
and early June, and could request the survey form electronically. 

http://www.healthpowerhouse.com/�


 

46 

Health Consumer Powerhouse 
Nordic COPD Index 2010 Report 

 

Particularly for Denmark, with its high share of single-doctor clinics, and with doctors 
working in the most business-like system, with specific remuneration to doctors for a 
number of listed procedures, it became evident that a mail survey would not give a decent 
response rate. This was also confirmed in discussions in Denmark9

For this reason, the mail survey was complemented by telephone interviews, which were 
conducted by Norwegian and Finnish speakers for these two countries. For Denmark, the 
intense telephoning did lead to a dramatically improved understanding of Danish for the 
Project Manager, why these interviews were conducted in “Scandinavian” from 
Stockholm. 

. 

The numbers of recipients and respondents in respective countries are found in the table 
below. 

 # Recipients # Responses Response rate % 
Norway    
Phone interviews 1 127 113 89.0% 
Mail responses 14   
# recipients 127   
Declined 14   
    
Finland    
Phone interviews 1 72 116 100.0% 
Mail responses 44   
# recipients 116   
Declined 0   
    
Denmark    
Phone interviews 202 160 76.9% 
Mail responses  6   
# recipients 208   
Declined 48   
    
Sweden    
Phone interviews 64 82 78.1% 
Mail responses 41   
# recipients 105   
Declined 23   

 

One reason for the concentrated effort on Denmark, apart from the greater variability in 
responses from single-doctor clinics, was that it was early recognized that the responses 
in this survey gave a significantly less positive picture of COPD care in Danish primary 
care than the quite recent KVASIMODO study10

                                                 
9 Professor Jacob Kragstrup, Forskningsenheden for Almen Praksis, Syddansk Universitet, Odense, and Torsten 

Sørensen, Director of Dansk Selskab for Almen Medicin;  Personal communication 

. After obtaining 200 responses, HCP 
feels that the first assumption to explain this difference was correct: KVASIMODO 
contained volunteering clinics, while the Nordic COPD Index cohort is a random 

10 Ulrik, C.S. et al., Management of COPD in general practice in Denmark – participating in an educational program 
substantially improves adherence to guidelines, Intl. Journal of COPD, Dove Press, March 2010. 
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selection. It is known from previous studies on COPD care, such as the Swedish 
SYMPATI and Swedish KOL Index 2009, that there is sometimes a strong correlation 
between performance and “response readiness”; in fact it was seriously suggested in the 
Expert Panel for the Swedish KOL Index to use the response rate as a quality indicator, 
as the correlation between that and high scores in the responses was uncomfortably close 
to 100%. 

It is likely that the fairly low response rate from normally (relatively) obedient Swedish 
primary care units can partially be due to the “Oh-oh, here we go again” syndrome, as the 
Swedish KOL Index was the subject of a survey as late as in 2009 (albeit not with the 
same participants). For this reason, the research teram’s degree of pre-understanding of 
Swedish COPD care was also greater than for the other countries, which is why Sweden 
was left with a low number of respondents for its size. 

The results from the survey are found under Section 5.8 “Contents of Indicators in the 
Nordic COPD Index”. 

 

6.5 External expert reference panel 
As is the standard working mode for all HCP Indexes, the work on the Nordic COPD 
Index was reviewed by an Expert Reference Panel with members representing the 
medical profession from all 4 participating countries (se caveat below). The panel is 
expected to meet for (at least) two six-hour sessions, with two main objectives: 

1. To assist in the design and selection of indicators, which in combination give a 
good description of COPD care in different regions of the four countries. Meeting 
as soon as possible, hopefully end of February 2010. 

2. When the HCP research team is nearing completion of the work: to review the 
results and contribute with a credibility check on the outcome, and also advise on 
the relative weighting of the sub-disciplines of the Index. (late August or first 
week of September, 2010) 

The following persons have taken part in the Expert Reference Panel work for the Nordic 
COPD Index 2010: 

Name 
 

Affiliation 

Professor Ronald Dahl University of Århus 
Professor Vuokko Kinnula Pulmonary Medicine, University of Helsinki 
Professor Kjell Larsson Karolinska Institute, Stockholm 
Professor Claes-Göran Löfdahl University of Lund and President, Swedish Lung 

Medicine Association 
 

In addition to the above, the HCP project team travelled to visit and have discussions with 
Professor Amund Gulsvik and Dr. Sverre Lehmann at Haukelandsykehuset in Bergen, 
who were invited to the panel but could not attend. 
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The team also visited, among others, Dr. Olav Kåre Refvem, Director of Glittreklinikken 
and Chariman of the Norwegian National COPD Committee, Professor Jacob Kragstrup, 
Forskningsenheden for Almen Praksis, Syddansk Universitet, Odense, and Torsten 
Sørensen, Director of Dansk Selskab for Almen Medicin for discussions. 

The HCP wishes to extend its sincere thanks to the members of the panel and our other 
discussion partners for their fundamentally important contribution to the Index work, and 
for very valuable discussions. 

 

 

7. References 

7.1  Main sources 
The main sources of input for the various indicators are given in Table 5.5 above. For all 
indicators, this information has been supplemented by interviews and discussions with 
healthcare officials in both the public and private sectors. 
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Appendix 1: Nordic COPD Index 2010, survey to primary care 
units 

 

Name of unit________________________________Region_________________________ 

Number of listed patients: _____ 

 
1. Does the unit provide the services of an asthma/COPD specialist nurse?   

 Yes, hours per week:_________________ 
 No 

2. Is a spirometer available in the unit? 
 Yes 
 No 

3.  How often is the spirometer used per week? 
 Less than 3 times per week 
 3-5 times per week 
 More than 5 times per week 
 Do not know 
 No spirometer access  

 4. How often do you usually calibrate your spirometer? 
 Every day/every time it is used 
 Every week 
 We do calibrate but less frequently than every week 
 Do not know 
 5 a)  

5  Are smokers 45+ routinely offered spirometry test?  
 Yes, all at least yearly 
 Yes, frequently 
 Rarely 
 Never  

6. Is there a pulseoxymeter available in the unit?  
 Yes 
 No 

7. Can doctor(s) in the unit easily access the national guidelines for COPD care (paper copy, 
intranet, internet or other easily accessible ways)? 

 Yes 
 No 
 Do not know 

8. Which share of patients with COPD have gone through a rehabilitation programme at your 
unit, or been referred to rehabilitation elsewhere? 

 More than 90 % 
 More than 50 % 
 Less than 50 % 
 Do not know 

9. Can you perform treatment of acute exacerbation in your primary care unit? 
 Yes 
 No 
 Do not know 
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10 a) Approximate share of your COPD patients who have had their BMI registered in patient 
record:____% 

 

10 b) Share of your patients who have had bone density measurement:___________% 

 

11. Do you evaluate physical activity and functional status in a COPD patient in a standardised 
way? 

 Yes in more than 90% of the cases 
 Yes in more than 50% of the cases 
 Less than 50% of the cases 

 12. Which share of your COPD patients have had the diagnosis verified by spirometry? 
 More than 90 % 
 More than 50 %, but less than 90 % 
 Less than 50 % 
 Do not know 

13. What is the typical waiting time for a patient to get a non-acute doctor appointment in your 
unit? 

 7 days or more 
 3 - 7 days 
 1 – 2 days 
 The same day 
 Do not know 

14. Presence of staff with specific training in smoking cessation assistance in the unit 
 Yes 
 Yes, at times 
 No 
 Do not know 

15 Are patients routinely asked about smoking habits (noted in medical records) 
 Yes 
 No 
 Do not know 

16 Do you keep an updated record of all medications actually prescribed per patient?  
 Yes 
 Yes, at times 
 No 

 
Thank you for taking time for this survey! 
Please send your filled in form to: 
Health Consumer Powerhouse 
Vendevägen 90 
SE-182 32 Danderyd, Sweden 
 
You could also send it to our fax: +46 8 642 71 40   
 
 
If you prefer answering by e-mail, please mail: 
info@healthpowerhouse.com  and we will mail the 
form back to you 
Any questions are answered by: 
Sonja Lindblad, 
sonja.lindblad@healthpowerhouse.com  
 

mailto:info@healthpowerhouse.com�
mailto:sonja.lindblad@healthpowerhouse.com�
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