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Education in COPD self-management: only part of the game
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Self-management programmes can be defined as pro-
grammes to help patients acquire and practice the
skills they need to carry out disease-specific medical
regimens, to guide change in health behaviour, and to
provide emotional support in order to enable patients
to adjust their roles for optimal function and control
of their disease.1,2 The term ‘self-management educa-
tion’ suggests a limitation to transferring knowledge
only, which will most of the times not lead to behav-
ioural change. When talking about interventions to
improve patients’ capacity to self-manage, education
about self-management is only part of the game.1

Self-management is an aspect of the continuum of
disease management in which disease management
by the patient is always accompanied by disease
management by health-care providers.1 In self-
management, goal setting is important, as are
problem solving, decision-making and taking action.3

To fulfil set goals, a knowledge component is required,
and this will usually require an education component.
In addition, of utmost importance are providing
appropriate tools, training the necessary skills and the
possibility to incorporate the approach in existing
health-care support systems.1 If, for example the inter-
vention is directed towards the use of action plans for
chronic obstructive pulmonary disease exacerbations,
symptom-monitoring aids and action plans (tools)
need to be provided. Subsequently, patients need to be
trained in using these tools, and this will require at
least an iterative process of interaction between
patient and health-care provider and ideally also
includes formulation of (sub)goals and providing
feedback (developing skills). Finally, the approach
needs to be incorporable into the existing health-care
structure, for example the involvement of a physician
and a case-manager. If the tools, skills and health-care
structure are accounted for, patients still need to apply
the trained skills and use the tools on a regular basis.
To facilitate the latter, various behavioural change
techniques can be included in interventions (e.g.
motivational interviewing and the use of cognitive
behavioural therapy techniques4,5). If appropriate
tools, skills, health-care structures or behavioural
change are lacking, effects of self-management inter-
ventions can expected to be suboptimal or absent.

In the study of Blackstock et al.,6 the addition of
education and the use of individual behavioural-
specific action plans to a rehabilitation programme
did not lead to any additional effects. In this study, 16
45-minute educational sessions were delivered.
Besides discussing a wide variety of topics, individual

behaviour-specific action plans were formulated and
reviewed in each group session. These action plans
involved participants making a short-term plan to
change specific aspects of their lifestyle over a 1–2-
week period. It is highly likely that this approach has
led to a wide variety of intended lifestyle changes (e.g.
increase activity levels, stop smoking, self-treatment
of exacerbations). In aiming for different lifestyle
changes, multiple sets of different tools, skills and
health-care structures should have been in place. A
lack of detailed intervention description makes it
hard to determine whether all intervention require-
ments were in place and what outcomes, as a result,
could be expected. It should be acknowledged that a
possible barrier for including this detailed informa-
tion in the body of the manuscript is the limit on word
count required by journals. However, the use of online
repositories, as is offered by Respirology, removes this
barrier.

Patient-tailored programmes might be preferable
to pre-defined rigid programmes because an a priori
defined set of goals is often not personally attractive
for patients and this might contribute to non-
adherence.4 However, evaluation of patient-tailored
programmes can be problematic in a randomized
controlled trial design. Patient-tailored programmes
will lead to different treatment goals, different inter-
ventions and thus different targeted outcomes
between patients. Large patient populations will be
necessary to have sufficient numbers for each tar-
geted outcome. Whereas Blackstock et al.6 included a
relatively large group of patients, individualising the
intervention might have reduced the power of their
study. However, the lack of any difference between
groups indicates that the use of this education com-
ponent and these action plans have not led to any
additional effects compared to pulmonary rehabilita-
tion alone.

An intervention that includes all of the necessary
elements can still be ineffective if not delivered in the
pre-defined way.7 Training of the health-care provid-
ers who deliver the intervention is therefore essential,
and an evaluation of the way the intervention is actu-
ally delivered is highly desirable. In the Blackstock
study,6 the health-care providers had experience in
conducting pulmonary rehabilitation and were likely
encouraging ongoing exercise maintenance, but
nothing was stated regarding specific training of
health-care providers in self-management in general
and behavioural change techniques in particular.
Also, no process evaluation was performed. This
implies that when all necessary elements were
included in the intervention, the delivery of the inter-
vention could still have been suboptimal.

bs_bs_banner

© 2013 The Authors
Respirology © 2013 Asian Pacific Society of Respirology

Respirology (2014) 19, 151–152
doi: 10.1111/resp.12231



Apart from the discussion of whether or not the
intervention was designed to target changes in quality
of life and delivered according to protocol, we need to
question what could realistically be expected from
adding a proven effective self-management interven-
tion to an intense exercise programme. Evidence
shows that pulmonary exercise programmes lead to
significant and clinically relevant changes in quality
of life.8,9 Self-management interventions have also
proven to result in quality-of-life changes, but these
changes are smaller and do not always reach clinical
relevance.10 It is therefore questionable whether we
could, on an a priori basis, have expected any addi-
tional improvement in quality of life. If we were inter-
ested in maintenance of benefit, this would only be
expected if techniques that target sustained behav-
ioural change are included in the intervention.8

Additional benefits of self-management to those of
pulmonary rehabilitation can realistically only be
expected if interventions are specifically designed to
target the outcomes of interest and the intervention is
delivered according to protocol. The results of the
Blackstock study6 indicate that adding education
aimed at encouraging self-management to a well-
conducted pulmonary exercise program is insuffi-
cient to further affect quality of life, exercise capacity
and health-care in the short and long term. Hence,
whether the addition of a proper patient-tailored self-
management intervention to pulmonary exercise will
lead to additional benefits in the short and especially
the long term remains unknown.
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