
cell surface activation similar to other agents. Comparing chal-
lenges in chronic cough patients shows that whilst inter-patient
variability is low, intra-patient variability is high. Therefore, in
contrast to healthy subjects, cough challenges are unlikely to be a
useful measure of determining individual improvement in chronic
cough patients.

Beyond FEV1 in COPD
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Background We performed an analysis of UK respiratory disease
epidemiology covering 2004–2012. Findings pertaining to COPD
are presented here.
Methods Prevalence and incidence rates were estimated from
The Health Intelligence Network database representing ~5 per
cent of the population. Mortality figures came from official gov-
ernment statistics. WHO data were used for international mortal-
ity comparisons and numbers of hospital admissions/inpatient
bed-days.
Results An estimated 1.2 million people (2% of the population)
have diagnosed COPD – considerably more than the 835,000
estimated by the Department of Health in 2011 – making COPD
the second most common lung disease in the UK, after asthma.
Prevalence has increased by 27% in the last decade. Incidence fell
2004–2008 but has been stable since with just under 115,000
new diagnoses in 2012. Men are more likely to be diagnosed
with COPD and to die from it than women. COPD is rare under
40 and becomes commoner with age, affecting 9% of those
aged >70. COPD prevalence, incidence and mortality rates are
highest in Scotland and the north of England. Prevalence and
incidence are over twice as great in the most deprived population
quintile than in the least. Nearly 30,000 people die from COPD
each year, making it the second greatest cause of death from lung
disease and the UK’s fifth biggest killer. Mortality increased from
2004–2012. The UK COPD mortality rate ranks third in Europe.
COPD accounts for over 140,000 hospital admissions and over a
million bed days each year across the UK (1.7% of all hospital
admissions and bed days). 97% of these admissions are for emer-
gency care. London has notably more hospital admissions for
COPD than other regions with similar prevalence.
Conclusions Gender, location, and deprivation differences in
COPD epidemiology probably largely reflect differences in smok-
ing behaviour. COPD continues to represent an enormous burden
on UK health services.
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Introduction and objectives The format of pulmonary rehabilita-
tion (PR) may not meet the needs of all patients with COPD or
lead to improved physical activity (PA) levels. Drop outs from PR
can be high. A pedometer driven physical activity intervention
(PAI) may offer patients an alternative method for increasing
their PA. The aim of this study was to assess the feasibility of a
12 week clinician facilitated PAI versus PR in people with COPD.
Methods The design was a multicenter-randomised, parallel-
group, feasibility study. Patients with COPD referred for PR were
included. Spirometry and demographics were recorded. The fol-
lowing were assessed at baseline, post-intervention and follow up
(12 weeks): PA using an ActiGraph GT3X+ accelerometer, sealed
Yamax Digiwalker pedometer and the International Physical
Activity Questionnaire (IPAQ) (long form); exercise capacity
(Incremental Shuttle Walk Test (ISWT)); COPD Assessment Test
(CAT). Recruitment, retention and completion/rates were
recorded. Descriptive statistics and mean differences were used to
analyse the data.
Results 50 patients (mean (SD) age 64 (8) years, 24M, FEV1
1.44 (0.63)) were recruited and randomised: PR n = 26, PAI
n = 24. Of those screened 50/651, 13% were recruited. One par-
ticipant randomised to the PAI started PR, a per protocol analysis
was conducted; PR n = 27 and PAI n = 23. Completion of the
PAI was 74% (17/23) and PR was 48% (13/27). Retention overall
was 74% post-intervention (n = 18 PAI; n = 19 PR), and 66% at
follow up (n = 15 PAI; n = 18 PR). There was a mean (95%
confidence interval (CI)) change of 972 (�1080 to 3024) steps/
day and 4 (�441 to 449) in the PAI and PR group respectively;
results are found in Table 1. There were 4 minor adverse events
(PAI n = 3 PR n = 1).
Conclusions This study will inform a future large scale rando-
mised control trial (RCT). The LIVELY PAI intervention appears
to be feasible and safe within this preliminary study, and
enhanced physical activity in people with COPD. While the
results require confirmation in a fully powered RCT, the mean
increase in step count is in line with a recently published mini-
mally clinically important difference.1
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