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Background: Chronic obstructive pulmonary disease (COPD) is a complex and heterogeneous condition that requires multidisci-
plinary management. In Belgium, the treatment of COPD is mainly managed by general practitioners (GPs). Several clinical practice 
guidelines (CPGs) recommend the use of non-pharmacological treatments, such as pulmonary rehabilitation, and interdisciplinary care 
for COPD patients. Although considerable research has been devoted to addressing the multitude of reasons for the lack of adherence 
to these aspects of the CPGs, less attention has been paid to understanding the perspectives and attitudes of GPs that lead to this 
suboptimal implementation.
Purpose: This study aimed to 1) explore Belgian GPs’ perceptions regarding COPD management in a primary care setting and 2) 
collect their views on the importance of pulmonary rehabilitation and interprofessional care in COPD management.
Methods: A descriptive study, conducted between August 2014 and May 2015, used interviews from a sample of 30 Flemish GPs. 
Data were analyzed following the principles of thematic analysis.
Results: COPD management was patient-centered, focusing on immediate symptom relief and reducing future risks through 
pharmacotherapy and proper patient education. Deviations from the CPGs were noted, with only a few GPs performing spirometry 
themselves. Conditions to prescribe respiratory physiotherapy were not well known. Some GPs remained unconvinced about the (cost- 
)effectiveness of respiratory physiotherapy despite the fast-expanding scientific evidence. Interprofessional care was limited to GP- 
respiratory physician (re)-referral and communication. GPs showed a reactive attitude towards interprofessional collaboration for non- 
pharmacological therapies, which is not in line with the proactive approach recommended in CPGs.
Conclusion: GPs managed COPD patients mainly by reducing symptoms with pharmacological therapy. Integrated care regarding 
non-pharmacological treatments was not well implemented due to the obstacles in interprofessional collaboration. Future care models 
incorporating personalized care planning could provide a solution to manage COPD’s complex healthcare demands.
Keywords: asthma/COPD management, family medicine, non-pharmacologic treatment, pulmonary rehabilitation, interdisciplinary 
care, thematic analysis

Introduction
Chronic obstructive pulmonary disease (COPD) is a highly prevalent chronic respiratory condition, defined by persistent 
airflow limitation. It constitutes a major public health problem and is currently the third leading cause of death 
worldwide.1 The most critical risk factor for COPD is tobacco smoking. Other risk factors include occupational 
exposures, chemical agents and fumes, and indoor and outdoor air pollutants. The patient’s genetic profile, asthma, 
malnutrition, aging, and low socioeconomic status also contribute to disease development.2 Clinical manifestations of 
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COPD include persistent and progressive dyspnea, cough with sputum production, fatigue, and recurrent lower respira-
tory tract infections.3 COPD is associated with a significant reduction in physical activity and psychological problems, all 
of which contribute to the patient’s disability and poor health-related quality of life (QoL).4 In addition, COPD patients 
frequently experience exacerbations due to pulmonary infections. These exacerbations contribute to the worsening of 
their symptoms, and further loss of function, and often require hospital treatment or, in more severe cases, admission to 
intensive care units. For all these reasons, COPD is among the leading causes of disability-adjusted life years (DALYs) 
worldwide, imposing a substantial economic burden on healthcare systems.5,6

In Belgium, the majority of COPD management is provided by general practitioners (GPs) who focus on reducing the 
impact of chronic respiratory patients, both in terms of clinical burden and healthcare utilization, even in the early stage 
of the disease.7,8 GPs play a central role in the coordination and continuity of care, particularly in such patient-centered 
models.9 Furthermore, managing COPD requires a personalized and patient-centered approach, addressing the physical, 
emotional, and social functioning of each patient and empowering them and their families to actively collaborate with an 
interdisciplinary healthcare team.10–12

Since the late 1990s, evidence-based clinical practice guidelines (CPGs) have been developed to improve the 
diagnosis, management, and prevention of COPD, providing a comprehensive review of the diagnostic process and 
severity classification to start an effective pharmacological and/or non-pharmacological treatment.13 Pharmacological 
therapy accounts for a substantial portion of the resources used in the long-term management of COPD patients, 
increasing with disease severity, especially during acute exacerbations. However, non-pharmacological treatments such 
as smoking cessation, pulmonary rehabilitation (PR), and vaccination have been increasingly recommended as essential 
elements of therapy to promote self-efficacy and relieve symptoms. Such options also improve QoL and are cost- 
effective.14

It is well known that COPD patients demonstrate reduced levels of spontaneous physical activity when compared to 
healthy individuals. This difference is even more striking in patients receiving long-term oxygen therapy or with 
advanced stages of the disease. These patients would greatly benefit from PR: a multidisciplinary program that includes 
supervised exercise training, education, and psychological support, recommended by international CPGs to reduce COPD 
patients’ disabilities and improve their QoL.15 Indeed, PR is the most effective therapeutic strategy for improving 
shortness of breath, health status, and exercise tolerance.3 In addition, airway clearance techniques are recommended in 
several CPGs as a non-pharmacological treatment option performed by respiratory physiotherapists for patients with 
evidence of excessive sputum production.14,16–18 Despite all of this, there is significant variability in GPs’ adherence to 
these CPGs and their implementation in real-life clinical practice.19,20

Although considerable research has been devoted to addressing the multitude of reasons for the lack of adherence to 
these CPGs, less attention has been paid to understanding the perspectives and attitudes of GPs that lead to this 
suboptimal implementation.21

Therefore, the main aim of this qualitative study was to gain more insight into the perspectives and attitudes of GPs 
on the management of COPD in a primary care setting. Secondly, we proposed to collect their views on the importance of 
PR and interprofessional care in COPD management.

Materials and Methods
Study Setting
This study was conducted in the region of Antwerp, Flanders, Belgium. Here, the majority of COPD patients are 
monitored in primary care units, managed by a GP. GPs work primarily as independent, self-employed healthcare 
professionals in independent medical practices. The Belgian healthcare system is financed by social health insurance 
where patients pay a basic fee to healthcare professionals, and most costs are reimbursed by state-funded health insurers. 
Primary medical care is mainly private and based on the principles of independent medical practice. Independent GPs, 
and other healthcare professionals, including physiotherapists, are remunerated on a fee-for-service basis, with patients 
having a free choice of doctor. Every patient has free access to a medical specialist and hospital care, even as their first 
point of contact. There is no strict referral system between GPs and other specialists.22
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Participant Recruitment
GPs were invited to participate in the study through the University of Antwerp network of GP practices, a symposium on 
multidisciplinary respiratory care, or the researchers’ local primary care networks. From this group of potential 
participants, a diverse purposeful sub-sample was selected: a mix of GPs based on gender, years of experience, and 
types of practice (solo, group, or multidisciplinary independent medical practice). Interested GPs were emailed the 
information leaflet explaining the reasons for the study and the potential uses of the results obtained from the study. All 
GPs provided written informed consent.

Study Design and Data Generation
A qualitative study with semi-structured interviews was conducted with the recruited GPs using a topic guide with 
prompts to answer the research questions (Supplementary Table 1). The topic guide consisted of seven major topics 
developed from the existing literature on COPD management.23–25 The interviews were carried out by two postgraduate 
medical students (L.T. and L.B.) and two undergraduate physiotherapy students (C.A. and B.B.) at the University of 
Antwerp, with close support and training from G.L. and P.V.R. Regular team meetings were held throughout the study to 
review transcripts and refine the interview technique. GPs were asked how they make a diagnosis and treat patients with 
COPD, including prescribed medication, vaccinations, patient education, smoking cessation, and the challenges they face 
in changing their patients’ health behavior to achieve treatment compliance. Specific questions about respiratory 
physiotherapy ranged from airway clearance techniques (ACT) to PR. In addition, GPs’ experiences with interprofes-
sional care were explored. Finally, participants were asked to provide their insights on how to improve COPD manage-
ment in the future. All interviews were digitally audio-recorded and transcribed verbatim. There was no repetition of 
interviews. Field notes taken after each interview were also used to record relevant contextual issues.

Data Analysis
All transcripts were analyzed using a thematic analysis approach.26 Firstly, each transcript was read to familiarize the 
research team with the data, and text sections were coded. In the initial stages of the analysis, a provisional coding 
framework was developed based on the issues addressed in the topic guide. Codes were then aggregated into major 
themes and subthemes using NVivo 10 (QSR international). Following regular discussions with the research team, the 
coding framework was continuously refined to include new themes and subthemes identified as the transcripts were 
reread to reflect the entire data set (see Supplementary Table 2 for the final coding framework). The consolidated criteria 
for reporting qualitative research (COREQ) were used to guide reporting (Supplementary Table 3).27

Ethics
The study was conducted in compliance with the approved protocol, the Declaration of Helsinki, and all applicable local 
regulatory requirements and was approved by the Ethics Committee of the Antwerp University Hospital with approval 
14/21/232. All participants provided written informed consent before data collection, including using their anonymized 
responses to present the research findings.

Results
A total of 30 GPs participated in face-to-face interviews between August 2014 and May 2015, of whom 16 (53.0%) were 
female. The participants had a median working experience of 15.5 years, ranging from 2 to 39 years. All interviews 
lasted about 30 minutes and took place at the GPs workplace: 5 (16.7%) in a solo practice, 15 (50.0%) in a group 
practice, and 10 (33.3%) in a multidisciplinary medical center. As for the size of the GPs practice list (total number of 
registered patients), they were distributed as follows: 14 (46.7%) with <5000 patients, 6 (20%) with 5000–10,000 
patients, and 3 (10%) with >10,000 patients (Table 1).

Three major themes were developed during the thematic analysis (Figure 1) to fulfill the main goal of the study: 1) 
COPD management and challenges in primary care, 2) GPs’ experience and perspectives on respiratory physiotherapy 
and PR, and 3) GP’s view on interprofessional care.
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COPD Management and Challenges in Primary Care
The participants guided their diagnostic approach based on the likelihood of the patient developing COPD, considering 
their clinical history. Patients with a high probability of COPD had a history of smoking, chronic cough, progressive 

Table 1 Participants’ Characteristics

Characteristics Participants (N=30)

Gender

Female 16

Male 14

Years’ experience as GP, median (range) 15.5 (2–39)†

Type of practice

Solo 5

Group 15

Multidisciplinary 10

Practice list size††

< 5000 14

5000–10,000 6

> 10,000 3

Notes: †N=28, missing data; ††N=23, missing data.

Figure 1 Main themes and subthemes. 
Abbreviation: GPs, general practitioners.
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dyspnea, and recurrent bronchitis. Although the guidelines prescribe spirometry as a first step to diagnose and classify the 
severity of COPD, disease management by GPs was initially driven by patients’ symptoms and clinical characteristics. 
Also, while performing spirometry is encouraged by Belgian health authorities with postgraduate training, most GPs did 
not regularly perform these technical examinations due to organizational problems.

All GPs stated that their COPD management strategy consists of improving quality of life and functional status by 
reducing immediate symptoms, to improve long-term outcomes and reduce further risks.

The main goal is that the disease doesn’t get any worse and that the patient can go through life comfortably [GP 26] 

The aim of improving long-term outcomes was achieved through various treatment modalities, whether in combination or 
not. Many GPs started their initial pharmaceutical treatment in accordance with the existing CPGs, starting with short-acting 
bronchodilators and adding long-acting muscarinic (LAMA), long-acting β2-agonist (LABA), or combination inhalers, 
according to the patient’s needs. Corticosteroids were prescribed during exacerbations, with or without the use of antibiotics.

The participants believed that therapy compliance was related to the severity of COPD and the experienced 
symptoms. Several GPs declared that treatment compliance would temporarily increase during exacerbations, but 
subsequently decline during recovery. On the contrary, some GPs found greater compliance in less severe COPD 
patients, as this subpopulation experienced an enhanced positive effect of their inhaled medications due to a larger 
preserved bronchodilator reversibility.

In addition to pharmacological therapy, multiple GPs believed that proper patient education is the driving force for behavioral 
change, a crucial factor in COPD management. However, despite all efforts, GPs found it difficult to motivate patients.

The better informed you are as a patient, the more you understand the problem and the more you can act on it. [GP 30] 

Educational topics included smoking as a causative factor for developing COPD, and the pathophysiology of COPD and 
its related symptoms. Another important educational topic was related to the correct use of inhalation devices.

Regarding future risk reduction, participants focused on smoking cessation, vaccination, and general health promo-
tion, such as encouraging daily physical activity.

All GPs believed smoking cessation is a vital disease modifier for slowing the progression of the disease and 
improving its prognosis.

That is the only thing that can stop the progress of the disease! [GP 23] 

The cheapest medicine is to quit smoking. [GP 20] 

Smoking cessation counseling provided by GPs was accomplished through a combination of cognitive behavioral 
therapies and pharmacological support.

Other challenges perceived by GPs that influenced disease management were patients’ financial status, social 
background, health literacy, and reimbursement strategies for prescribed therapies. Some participants expressed concern 
that patients’ financial ability influenced compliance, such as the cost of the inhaled medications, while others disagreed 
since many medicines were reimbursed. Some participants felt that the current reimbursement strategies were too focused 
on spirometry alone and, therefore, not aligned with the complex clinical presentation of patients.

…and that is one of the big problems, no two COPD patients are the same, of course. If a patient says: ‘I have an exacerbation 
three times a week’, even though he has a wonderful spirometry report, you have to act accordingly. [GP 8] 

GP’s Experiences and Perspectives on Respiratory Physiotherapy and Pulmonary 
Rehabilitation
First, it is important to mention that only a minority of the participants were aware of the benefits of respiratory 
physiotherapy in COPD, having previously prescribed it based on the patient’s symptoms or disease severity. Moreover, 
several GPs believed that there is a lack of scientific evidence to support its use and thus did not prescribe it.

International Journal of Chronic Obstructive Pulmonary Disease 2023:18                                                https://doi.org/10.2147/COPD.S423279                                                                                                                                                                                                                       

DovePress                                                                                                                       
2109

Dovepress                                                                                                                                                        Leemans et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


I have the impression that the scientific evidence is not very strong for physical therapy for exercises, breathing exercises, 
asthma exercises. [GP 8] 

Other barriers to why most interviewees rarely prescribed respiratory physiotherapy were related to patient motivation, 
organizational aspects such as transportation to the private practice or hospital, often linked to patients’ financial status, 
and reimbursement policies. One aspect mentioned by several GPs is that the relationship between physiotherapy and the 
expected benefits was difficult for patients to understand, as respiratory physiotherapy does not provide immediate 
symptom relief like pharmacological treatments.

…and there is often no direct link. If they take a puff, yes. But after the physiotherapy treatment, they often say: I do not feel 
better, I do not feel worse, but I do feel worse because I had to take a taxi and I lost a lot of money. [GP 8] 

Nevertheless, various GPs believe that their patients have improved with physiotherapy in the long-term, clearly 
objectified by improving their exercise tolerance. Therefore, multiple GPs stated that they prescribe physiotherapy in 
the context of COPD treatment, now more than before.

As for the benefits of PR, opinions were divided. While some recognize the value of PR, for other GPs, this treatment 
modality does not offer more benefits than unsupervised training.

I think that PR has no more effect than saying, for example, go outside for some cycling. [GP 4] 

Some GPs also believe that prescribing non-pharmacological treatment options like PR is the responsibility of the 
respiratory physician.

I only start respiratory physiotherapy during an exacerbation, like chest percussion, to improve the comfort of the patient. But 
I do not think I have ever really started rehabilitation myself. The respiratory physician always starts that. [GP 18] 

GP’s Views on Interprofessional Care and Future Perspectives on COPD Management
In general, all participating GPs believed that in an interdisciplinary setting, they play a central role in the coordination 
and continuity of care for COPD patients. Hence, GPs perceived themselves as the leading primary care providers with 
a distinct view of a patient’s health care. However, they did not want to be responsible for implementing all 
interprofessional decisions and related actions.

I think the GP should be aware of everything and be able to follow everything, but that doesn’t mean he should do everything. 
[GP 1] 

Several GPs indicated that they would only refer to other healthcare professionals when their current management 
strategies cannot improve patients’ symptoms or prevent further disease progression. Despite being satisfied with the 
current interprofessional care, mainly focused on re-referral between the GP and respiratory physician, some participants 
admitted that communication and cooperation with other healthcare professionals were not frequent and should be 
optimized.

I do think that more could be achieved through good cooperation between the pneumologist, the general practitioner and the 
physiotherapist. [GP 30] 

Concerning referral to a physiotherapist, only a minority of the GPs knew to whom they must refer. Others believed that 
every physiotherapist could provide respiratory physiotherapy, so it did not matter to whom they referred.

But I think most physiotherapists know the basics of that, right? I hope! [GP 19] 

Concerning interprofessional care for non-pharmacological treatments, some GPs believed that this is only needed when 
problems arise in the current management of COPD patients. However, they also stated that this belief is a possible 
reason why interprofessional care often starts too late.

https://doi.org/10.2147/COPD.S423279                                                                                                                                                                                                                               

DovePress                                                                                              

International Journal of Chronic Obstructive Pulmonary Disease 2023:18 2110

Leemans et al                                                                                                                                                        Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Several topics were discussed regarding the participants’ opinions on how to improve COPD chronic management in 
the future. Firstly, most GPs believed that the Belgian government should be more focused on preventing smoking- 
related diseases like COPD. Secondly, GPs would like to improve their practice management, including having dedicated 
healthcare professionals perform technical assessments such as spirometry. Thirdly, participants would like to gain more 
scientific evidence within CPGs concerning respiratory physiotherapy and have more information on the non- 
pharmacological therapy’s indications and reimbursement modalities.

I have no idea how many physiotherapy sessions for COPD are allowed, what is reimbursed and the frequency of therapy. For 
example: does it have to be every day, does it have to be once a week? I have no idea! [GP 10] 

Some even believed that more positive experiences with physiotherapy would lead to more referrals in the future.

[…] because if our experience shows that it actually does help, then I think that is the best incentive. [GP 7] 

Lastly, all GPs believed that the existing healthcare system should change to improve interprofessional care. One 
recommendation was to develop a chronic care plan for COPD due to the complex nature of the disease. Another 
recommendation was to establish agreements with other healthcare providers to achieve interprofessional collaboration 
and improve communication between different healthcare professionals.

Discussion
The main goal of this qualitative study was to explore the perceptions and attitudes of Belgian GPs regarding COPD 
management in a primary care setting. Other underlying objectives included the collection of GPs’ views on the 
importance of PR and interprofessional care, to identify shortfalls in current primary care practice and find opportunities 
for more targeted interventions. Our main findings were that GPs report their COPD management as patient-centered, 
focusing on immediate symptom relief to improve patients’ QoL. Although well-educated in spirometry, GPs did not 
manage to perform these tests due to organizational challenges. The participating GPs most often choose 
a pharmacological approach for COPD management. Non-pharmacological treatments, such as respiratory physiotherapy 
or PR, were hardly known by GPs. Although physiotherapy is only reimbursed in Belgium when prescribed by a GP or 
a specialist clinician, there seem to be several reasons why GPs did not include respiratory physiotherapy in their chronic 
care management. Interprofessional care was limited to (re)-referral and communication between GPs and respiratory 
physicians. GPs generally showed a reactive approach to PR, respiratory physiotherapy and interprofessional collabora-
tion. This attitude is not in line with the proactive approach recommended in CPGs, which aims not only to determine the 
level of airflow limitation and its impact on the patient’s health status, but also to reduce extrapulmonary symptoms and, 
just as importantly, to reduce the risk of future events (such as exacerbations, hospital admissions or death). For this, it 
should be actively sought to appropriately treat concomitant comorbidities, including cardiovascular diseases, skeletal 
muscle dysfunctions and/or depression/anxiety, among others, as they can influence mortality and the risk for hospita-
lization independently.16,28,29

Among the main barriers to the implementation of PR in COPD management is the lack of awareness and familiarity 
with international CPGs. In line with our data, a Swedish study from 2020 highlighted that there is still a considerable 
gap between treatment guidelines and the actual management of COPD in municipal healthcare,30 confirming the validity 
of our findings today.

A main recurrent issue in primary care is the lack of spirometry performed by GPs to detect and diagnose COPD,31 

contributing to it remaining largely undiagnosed or being diagnosed late in the course of the disease.32 A telephone 
survey conducted on 197 Flemish GPs in 2006 showed an undoubted interest among GPs in office spirometry; however, 
they needed educational and financial support to overcome the prevailing barriers in establishing office spirometry on 
a routine basis.33 Despite national initiatives in Belgium, such as postgraduate spirometry courses and reimbursement of 
GPs spirometry assessments, our participants still experienced time constraints in performing office spirometry. As 
indicated by the participants, further financial incentives to have trained staff to assist in practice management would help 
continue the implementation of office spirometry.
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In recent years, the diagnostic focus has been revised to account for COPD’s heterogeneous and complex nature, 
enabling a more personalized treatment.8,28,34 The results of our study confirm that all interviewed GPs strove to achieve 
this goal in primary care. Although their focus was primarily on symptom reduction through pharmacological treatments 
to improve patient’s QoL, they also combined this with general health promotion, education for smoking cessation, and 
vaccinations as long-term strategies to prevent disease progression. When their current individualized management 
strategies cannot improve their patients’ symptoms or prevent further disease progression, some GPs have started to 
provide interprofessional care mainly focused on re-referral between GP and respiratory physician, with satisfying results 
in the interviewees’ opinions. Nevertheless, current strategies neglect the potential of other personalized measures, such 
as physical therapy or PR, to prevent and/or treat the disease progression, reducing symptoms, and future risks.

Considering the participants that were familiar with the strong evidence on the advantages of PR in COPD manage-
ment, some of them believed that this type of treatment does not offer more benefits than unsupervised patient training. 
Another barrier to prescribing non-pharmacological treatments as part of interprofessional care is the participants’ 
perception that these therapies are only needed when problems arise in the current management of COPD patients. If 
the benefit of non-pharmacological treatment, for example respiratory physiotherapy, was not leading to an immediate 
reduction in symptoms, GPs trusted that COPD patients would often not be motivated to pursue this therapy. In 
a qualitative study by Molin et al in Denmark, GPs reported similar beliefs about unmotivated patients for non- 
pharmacological treatments, specifically PR. Molin et al concluded that this perception led to a more reactive approach 
by the GPs rather than a proactive management to avoid systemic consequences of the disease.35 Finally, the GPs in our 
study did not know to whom they should refer patients for respiratory physiotherapy, nor what reimbursement modalities 
were possible in this socio-economic deprived population. These observations are in line with previous reports. 
A qualitative study conducted in Australia found that 83% of the interviewed GPs had not directly referred COPD 
patients to PR,36 and the participants identified as the main barriers to referral their low knowledge of PR in the 
management of COPD, lack of perceived benefit, low comprehension of the referral process, difficulties with access to 
PR by their patients and questions about the need to educate patients to further promote exercise behavior change. 
Altogether, these obstacles in the referral process need to be tackled to properly implement respiratory physiotherapy and 
PR as part of the ideal integrated care described in the CPGs for COPD.

Regarding recommendations to improve the chronic management of COPD, the participating GPs described the need 
for a chronic care plan that captures the complexity of COPD with its multi-comorbidities. Interprofessional collabora-
tion and the use of shared care plans between all team members and the patient, support the effective management of 
patients with complex chronic conditions with high demands for care.37 This shared care also provides a possible solution 
to our participants’ reported frustration with the low compliance of their COPD patients to certain therapies. A systematic 
review found that personalized care planning improves certain indicators of the patients’ physical and psychological 
health status and people’s ability to self-manage their condition compared to usual care. While the effects were not 
significant, they appear to be greater when the intervention is more comprehensive, more intensive, and better integrated 
into routine care.38 Therefore, it is essential that healthcare systems invest in solutions for chronic disease management in 
primary care, such as facilitating the provision of adequate interdisciplinary guidelines, education, and resources.21

Strengths and Limitations
Qualitative research enables the exploration of the GPs’ perspectives related to the challenges they experience.39 By 
using a qualitative approach, this study has provided insights into GPs’ perspectives, attitudes, challenges, and ideas for 
improvement in the management of COPD. To the extent of our knowledge, this is the first qualitative study on COPD 
management through the eyes of GPs, including respiratory physiotherapy and interprofessional care, in Belgium. Our 
study gathered the views of 30 primary care practitioners. This was sufficient to reach data saturation concerning the 
current management of COPD. Our participants represented a range of experience and practice demography, but all 
worked in Antwerp, Belgium. The transferability of our findings in the present study is challenged by the context of the 
study, which may affect its applicability to other healthcare systems. However, the credibility of this study was supported 
by the high consistency in some of the findings across this wide variety of GPs. Furthermore, the influence of all 
interviewers in this qualitative study must be considered. Concerning consistency, all interviews were conducted 
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similarly through training in interviewing techniques by the researchers. There was a risk of informant bias, as 
recruitment was performed through the Antwerp University network of GP practices and at a symposium about 
multidisciplinary respiratory care. For future research, the experience of GPs with the promising role of technology in 
chronic disease care should be investigated.40 Remote respiratory assessments in people with COPD are feasible and can 
improve health-related outcomes when well-integrated with existing healthcare services.41 eHealth technology could also 
help support self-management by engaging patients in their health and changing health behaviors.42 Koff et al demon-
strated that a healthcare delivery model, coupling integrated care with remote monitoring, improved quality of life, 
exercise capacity, identification of unreported exacerbations, and reduced urgent office visits for people with advanced 
COPD.43

Conclusion
As described by GPs in this qualitative study, COPD management was mainly focused on improving the functional status 
of COPD patients through short-term symptomatic relief and reducing the patients’ risk status through pharmacological 
treatments. Interprofessional care was limited to GP-respiratory physician (re)-referral and communication. Conditions to 
prescribe respiratory physiotherapy were not well-known by GPs. Furthermore, some GPs remained unconvinced about 
respiratory physiotherapy’s (cost-)effectiveness, despite the fast-expanding scientific evidence and the recommendations 
in CPGs. Future research should focus on chronic models of care incorporating personal care planning and new 
technologies to address COPD’s complex healthcare demands.
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