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Abstract: Despite current guidelines and decades of evidence on the benefits of a self-
management approach, self-management of COPD remains relatively under-utilized in
clinical care compared with other chronic diseases. However, self-management interventions
can play a valuable role in supporting people with COPD to respond to changing symptoms,
and thereby make appropriate decisions regarding the management of their own chronic
condition. In this review, we discuss the history and evolution of the concept of self-
management, assess current multidisciplinary support programs and clinical interactions
designed to optimize self-management, and reflect on how effective these are in terms of
clinical and humanistic outcomes. We also evaluate the mechanisms for encouraging change
from protocol-based care towards a more personalized care approach, and discuss the role of
digital self-management interventions and the importance of addressing health inequalities in
COPD treatment, which have been accelerated by the COVID-19 pandemic. Reflecting on
the importance of self-management in the context of symptom monitoring and provision of
educational support, including information from patient organizations and charities, we
discuss the ideal components of a self-management plan for COPD and provide six key
recommendations for its implementation: 1) better education for healthcare professionals on
disease management and consultation skills; 2) new targets and priorities for patient-focused
outcomes; 3) skills gap audits to identify barriers to self-management; 4) best practice
sharing within primary care networks and ongoing professional development; 5) enhanced
initial consultations to establish optimal self-management from the outset; and 6) negotiation
and sharing of self-management plans at the point of diagnosis.
Keywords: chronic obstructive pulmonary disease, COPD, self-management, personalized
care

Introduction
Non-communicable diseases (NCDs) cause approximately 40 million deaths
each year, equivalent to around 70% of all deaths globally.1 Major contributors to
the prevalence of NCDs are an increasing life expectancy and various lifestyle
factors, such as tobacco use, physical inactivity, alcohol abuse and unhealthy diets.1

According to recent data released by the World Health Organization, longevity
increased globally by ≥6 years in 2019 compared with 2000 (average age: approxi-
mately 73 years vs 67 years, respectively).2 However, on average, only 5 of those
additional years were lived in good health, which has led to the conclusion that
people are living longer but with more disability.2 The increasing burden of NCDs
such as cardiovascular disease, cancer, chronic lung diseases, mental health pro-
blems and diabetes has made their prevention and management a global priority.1,3
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However, managing the needs of these long-term health
conditions adds a substantial load to an already over-
stretched healthcare service that is struggling to cope
with the demands of acute care, exacerbated by the
COVID-19 pandemic. This is made more complex by the
specialization of certain parts of healthcare when the
majority of people in older age have multimorbidity.4

Chronic obstructive pulmonary disease (COPD) is
a chronic respiratory condition characterized by

persistent respiratory symptoms and airflow limitation that
is due to airway and/or alveolar abnormalities usually
caused by significant exposure to noxious particles or
gases.5

It is currently the third-leading cause of death worldwide,
disproportionately affecting individuals living in low- and
middle-income countries, where over 80% of COPD-
related deaths occur.6 In particular, individuals with
lower socio-economic backgrounds are more likely to be
affected.7 A core feature of COPD is that symptoms may
change, often due to disease exacerbations and progres-
sion. Within this context, self-management is particularly
important as people with COPD experience greater dete-
rioration in their physical health and deal with more symp-
toms of depression compared with those with diabetes and
cardiovascular disease.8 A report from the King’s Fund
showed that those with long-term conditions such as
COPD are two to three times more likely than the general
population to have a mental health disorder, with an aver-
age prevalence of 30–46%.9 Comorbid COPD and mental
health conditions lead to higher rates of morbidity and
mortality, as well as higher utilization of healthcare
services.9,10 Thus, COPD self-management interventions
play a valuable role in supporting people to respond to
changing symptoms, and thereby make appropriate deci-
sions regarding the management of their own chronic
condition.11

Despite current guidelines and decades of evidence on
the benefits of a self-management approach, self-
management of COPD remains relatively under-utilized.12

In this review, we evaluate the history and evolution of self-
management, assess the current applicability and implemen-
tation of self-management multidisciplinary support pro-
grams, and reflect on how effective these are in terms of
clinical and humanistic outcomes. We assess the mechan-
isms for encouraging change from protocol-based care
towards a more personalized care approach, and discuss
the ideal components of a self-management plan for

COPD, providing key recommendations regarding its imple-
mentation (Table 1). We also consider the role of digital
interventions and health inequalities in COPD treatment,
accelerated by the COVID-19 global pandemic.

History and Evolution of
Self-Management
The concept of self-management is not new and has been
around for many years. Back in 1957, Michael Balint,
a Hungarian psychoanalyst, developed many ideas and
concepts around the doctor–patient relationship, all of
which are still relevant to clinical practice today. His
theories depend heavily on three aspects of clinical prac-
tice: (1) the personal qualities of the clinician; (2) the
clinician’s skills; and (3) the wider socio-economic and
political context of clinical practice.13 Later, in 1979, Stott
and Davis recorded medical consultations highlighting the
importance of active listening as a new concept and
emphasized that the full potential in each consultation
depends on the clinician’s ability to communicate with

Table 1 Key Recommendations for Self-Management

Recommendation 1 Better education of HCPs delivering care to

people with COPD (both from a disease-
specific perspective and a consultation-skills

perspective) to deliver better shared care

management

Recommendation 2 A change in how healthcare is delivered to

encourage excellence by changing targets and
priorities to more patient-focused outcomes

Recommendation 3 Focus on healthcare resources—using
primary care networks to allow best practice

sharing and make professional training and

education accessible to HCPs, and to patients
and their carers

Recommendation 4 Development of skills gap audits to reflect
the barriers to providing better access to

patient-centered education and self-

management

Recommendation 5 An enhanced first consultation given by

appropriately qualified clinicians to provide
correct diagnosis and management, patient

education and engagement

Recommendation 6 Negotiation and sharing of self-management

plan at the point of diagnosis

Abbreviations: COPD, chronic obstructive pulmonary disease; HCP, healthcare
professional.
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his or her patients.14 A few years later, in 1988, Roger
Neighbor published The Inner Consultation, which
describes one of the most well-known consultation mod-
els, in which the importance of involving the patient in
their own care was heavily discussed and referred to as
shared management.15

Self-management programs, with the focus on the educa-
tional component, were defined in 2003 by Bourbeau et al as

any formalized patient education program aimed at teach-
ing skills needed to carry out medical regimens specific to
the disease, guide health behavior change and provide
emotional support for patients to control their disease
and live functional lives.16

Since then, definitions of self-management programs have
evolved. While important factors include a formalized edu-
cation program and shared decision-making activities
between healthcare professionals (HCPs) and the patient,
strategies for empowering patients to seek out their own
information are also key (Figure 1A). The approaches that
are currently considered as self-management interventions
are very heterogeneous. They range from simply providing
an information leaflet to more complex interventions that
include multiple components, such as advice on exercise
programs, cognitive behavioral elements such as cognitive
behavioral therapy (CBT), ongoing clinician and nurse sup-
port and a multidisciplinary pulmonary rehabilitation (PR)
program, as well as optimization of care plans (Figure 1B).11

Importantly, the effectiveness of a self-management interven-
tion results not just from the program itself but also from the
written action plans put in place to inform appropriate deci-
sions regarding the management of the patient’s condition.11

In a paper published by Effing et al in 2016, an inter-
national panel of COPD self-management experts reached
consensus on the conceptual definition of a COPD self-
management intervention as

structured but personalized and often multi-component,
with goals of motivating, engaging and supporting the
patients to positively adapt their health behavior(s) and
develop skills to better manage their disease.11

According to this definition, the key goals of the intervention
include: (a) optimizing and preserving physical health;
(b) reducing symptoms and functional impairments in daily
life and improving emotional well-being, social well-being
and quality of life; and (c) establishing effective alliances
with HCPs, family, friends and community.11 This was an
important step forward as it facilitated the identification of
a more narrowly defined, but possibly less heterogeneous,
evidence base. However, this definition does not fully incor-
porate patients’ ideas and concerns, their expectations of the
disease itself, the treatment and lifestyle options or their
preferred choices.17,18

In 2017, the Global Initiative for Chronic Obstructive
Lung Disease (GOLD) advocated that written self-
management action plans should become an integral part
of evidence-based management of COPD.19 Two years
later, GOLD reinforced that self-management education
and coaching by HCPs should be a major component of
the “Chronic care model” within the context of the health-
care system.20 National guidelines such as those of the
National Institute for Health and Care Excellence (NICE)
in the UK recommend that all patients with COPD should
receive an individualized comprehensive management

Figure 1 Self-management strategies. (A) Factors influencing effectiveness of self-management programs. (B) Components of educational programs.
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plan that includes educational material in order to improve
their knowledge of the condition and its management.21

Furthermore, those at risk of exacerbations should be
offered advice about how to recognize and respond
promptly to the symptoms of an exacerbation.21 It is
recommended that self-management plans include cogni-
tive behavioral components as there is some evidence that
these reduce distress.21 For COPD, self-management beha-
viors primarily involve early self-recognition and self-
initiation of treatment for exacerbation, compliance with
medication and vaccination, quitting smoking, eating
a healthy diet and taking regular physical exercise.22

Lung Foundation Australia also advocates the use of writ-
ten action plans for COPD and provides a template to be
completed by the clinician and patient together to guide
the patient in recognizing when their symptoms change
and what action they should take.23

The potential benefits of self-management in COPD
have been reinforced by a Cochrane Review, which
demonstrated positive outcomes in terms of respiratory-
related hospital admissions and health-related quality of
life (HRQoL), although there was “a small, but signifi-
cantly higher respiratory-related mortality rate for self-
management compared to usual care.”24 Previous studies
reported compliance rates of approximately 40% with self-
management advice among patients with COPD, particu-
larly younger patients who were not living alone.25

However, the heterogeneous nature of self-management
interventions complicates the development of a robust eva-
luation process that can assess the effectiveness of such
interventions in the real world, and therefore it can be
challenging to identify the optimal combination of compo-
nents. Randomized clinical trials typically have small sam-
ple sizes, careful selection of patients (to minimize
confounding) and a short-term follow-up, limiting the
applicability and validity of findings, particularly from
a long-term perspective. It is therefore important that the
implementation and delivery of the interventions are sub-
ject to routine evaluation, as this would help ensure that
they are delivering benefits to patients and allow the inter-
vention content and format to be refined.

Applicability and Implementation of
Self-Management Programs
Many people with COPD have high rates of emergency
department visits and hospital admissions, often related to
acute exacerbations, and these are costly to health

services.26–28 Alongside the direct costs, there are other
substantial indirect costs associated with the progression
of the disease, which are much harder to quantify and
relate to impact on family, lost days from work and social
costs.29 As such, improving HRQoL and reducing hospital
admissions represent important components of COPD
management, both to healthcare systems and people with
COPD.30

Given the strong interest from health system adminis-
trators—including commissioners and developers—in stra-
tegies that rationalize costs, there is a strong need in both
research and clinical settings to operationalize the concep-
tual definitions of COPD self-management interventions.
Supporting patients to manage their own health may lead
to improvements in clinical outcomes, which in turn
reduce healthcare costs.31 Recent systematic reviews sug-
gest that COPD self-management interventions may also
improve HRQoL and reduce emergency department
visits.30,32

In 2003, Bourbeau demonstrated a 40% reduction in
hospitalizations for exacerbations of COPD in
a multicenter, randomized controlled trial of self-
management with comprehensive patient education com-
pared with usual care.16 In this study, patients were
encouraged to follow an exercise program, involving
stretching exercises, muscle exercises, and cardiovascular
exercises (stationary bicycle, walking, or climbing stairs),
at least three times per week for 30–45 minutes each
time.16 Two years later, a Cochrane Review provided
evidence that action plans help people with COPD to
recognize severe exacerbations and react appropriately to
them by self-initiating antibiotics and/or orally adminis-
tered steroids.33 In 2009, Effing et al investigated the
effectiveness of self-management in reducing the severity
of exacerbations and found that self-treatment of exacer-
bations led to fewer exacerbation days and lower costs.34

More recently, a study conducted by Jolly et al sug-
gested that exercise is an important component of self-
management.35 They concluded that improvements in
HRQoL associated with self-management support are
likely to be due to a reduction in dyspnea and related
distress as a consequence of exercise and breathing
techniques.35 However, while many self-management
interventions increased HRQoL, little effect was seen on
hospital admissions,35 which is important from
a commissioning of service stance. The authors also note
that their findings may not be generalizable due to an
emphasis on patients with moderate-to-severe COPD.
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Improved mental health from increased physical activ-
ity, reduced fatigue, an altered perception about limita-
tions in daily activities and an increased confidence in
managing the condition were also important factors.35

A systematic review conducted across studies published
between January 2013 and 1 April 2015 suggested that
self-management, through education or potentially as
a component of PR, confers significant health gains in
people with COPD in terms of HRQoL.36 In another
systematic review on self-management interventions for
patients with COPD, multicomponent interventions invol-
ving structured exercise or enhanced professional care
(such as proactive telephone calls from a respiratory
HCP) were associated with better outcomes, including
improvement in HRQoL and reduction in hospital admis-
sions, compared with usual care.37 In a meta-analysis, the
duration of the self-management intervention was found to
be important, ie the longer the intervention (range: 1 day
to 24 months), the greater the reduction in admissions.38

These findings concur with the observation from Pinnock
et al that self-management is not a single event and con-
tinued HCP support is crucial to sustaining behavior
change.39

Self-management is currently supported within PR pro-
grams, though access and uptake are still far from ideal.40

Despite its widely and well-established profile in reducing
breathlessness and healthcare utilization (particularly bed-
days),41 the 2019 National Asthma and Chronic
Obstructive Pulmonary Disease Audit Programme
reported that PR is not offered to 13% of eligible patients
with COPD in the UK, with a focus on those with more
severe COPD.42 This is despite NICE recommending that
all people with COPD with a recent hospitalization for an
acute exacerbation should be referred for PR.21 In Canada,
the situation is even worse, with less than 0.5% of those
living with COPD and less than 1% of those living with
moderate-to-severe COPD having access to evidence-
based PR programs.43 Annual reviews in primary care,
which are attended by the vast majority of patients with
COPD and already cover smoking cessation, inhaler tech-
nique and referral to further services such as PR, should
provide a good opportunity to discuss self-management.12

Undoubtedly, further research is needed regarding referral
pathways for primary care, the availability of resources to
support training and PR programs, and a better under-
standing of the reasons for poor engagement with existing
services.12 One way to potentially improve engagement in
PR is co-designing the program with patients in the local

area, so that it is more fit for purpose and sensitive to the
patients’ circumstances, culture and needs. This is particu-
larly important as COPD is more prevalent in people with
more complex psychosocial needs,7 which may make
engagement with traditional services more difficult.

Barriers to Efficient
Self-Management Care in COPD
In contrast to the evolution of evidence in COPD, the
roadmap of supported self-management in asthma44 has
been much smoother and more straightforward. Enabling
patients to recognize that their condition is deteriorating
and take timely, appropriate action to prevent an exacer-
bation and possibly hospital admission is one of the key
goals of self-management. However, qualitative studies in
people with COPD highlight the difficulty patients have in
recognizing the onset of an exacerbation, which delays the
decision on whether to seek professional advice.45

Bucknell et al observed in their trial of self-management
that only 42% of participants were “successful self-
managers”; the difficulty in distinguishing the onset of an
exacerbation may be one reason for the less optimistic
findings in some patients.25 Notably, patients often
describe the symptoms that indicate an exacerbation in
a relatively vague way; thus, effective self-management
in COPD must go beyond symptom recognition and treat-
ment response to incorporate other components such as
healthy lifestyle (diet and activity) and use of appropriate
medications.39

According to Pinnock, self-management education
should not be an optional extra and HCPs need to ensure
that all patients have personalized advice to enable them to
improve and optimize their treatment, which is aligned to
value-based healthcare—an approach centered around
maximizing outcomes that matter to patients and carers
relative to the costs and resources required to produce
these outcomes throughout the whole pathway of care.46

Education needs to go beyond providing information in
a leaflet or teaching module and to work with the person to
make it truly personalized. In order to do this, it is vital
that HCPs are not only knowledgeable about COPD but
also skilled in patient-centered consulting and spend time
to understand and place in context patients’ ideas, con-
cerns and expectations, as well as their triaxial situation
(physical/social/psychological). Better education of HCPs
in how to deliver care to people with COPD—both from
a disease-specific perspective and a consultation-skills
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perspective—will help to deliver better shared care man-
agement (Table 1, Recommendation 1). Fundamentally,
self-management demands that the healthcare system is
shaped in a way to ensure continuity of care, address the
multimorbidities with which the patient is living and pro-
vide flexible access to professional advice.47 However,
despite certain exceptions,4 there is a notable gap in the
self-management literature regarding multimorbidity.

This poses challenges for self-management—especially
in the context of COPD, as many individuals have more
than one health condition—and emphasizes more than
ever the importance of personalization rather than generic
information suitable for a wider population. Comorbid
conditions, such as coronary heart disease, pain, depres-
sion and anxiety, are commonly associated with COPD
and have also been associated with higher levels of poly-
pharmacy, higher mortality and an increase in the risk of
hospitalization.48 This presents a challenge for COPD
patients as, for some, the management of their comorbid-
ities may be a higher priority than their COPD.
Importantly, there is no clear guidance on appropriate self-
management advice for patients with multimorbidity; how-
ever, primary care literature has advised on this since the
1980s.49 Demands from the different conditions may mask
the symptoms of deterioration, and individualized and
tailored professional advice may prove useful to help
these patients to manage their condition appropriately,
encouraging them to interpret and respond to deteriorating
status promptly and effectively.39 Since generalists have
oversight of the patients’ entire medical and social history,
the engagement of primary care HCPs is critical to
increasing the uptake of enhanced self-management.

One of the key barriers to effective self-management is
poor mental health, which includes emotional barriers to
adjusting to living with a long-term condition like COPD.
Patients may experience low mood when they see themselves
as being “defeated” by COPD or experience anxiety when
they perceive the condition to be unpredictable and uncontrol-
lable, lacking the confidence to cope with it. This low mood
and anxiety can in turn negatively affect self-management,
such as a patient’s ability to exercise effectively due to fear of
breathlessness, to engage in pulmonary rehabilitation, or to
reach out for social support. However, when patients with
COPD and mental health needs that affect self-management
are seen in an integrated service—one consisting of doctors,
nurses and physiotherapists, as well as psychologists and
psychiatrists, all collaborating to encourage self-
management—patients may experience significantly better

physical functioning, mental health and quality of life, and
spend less time in hospital.50,51

Transitioning from Protocol-Based
Care to Personalized Care in COPD
There are two important components to self-management
support: (1) a portfolio of techniques and tools that help
patients choose healthy behaviors; and (2) a central trans-
formation of the patient–HCP relationship into
a collaborative partnership52 (Figure 1). Qualitative work
has highlighted how people with severe COPD struggle
with the fear of dependency on others. They often fear
being seen as socially, physically and mentally vulnerable,
and will often avoid HCP advice, seeking the help of
family/friends instead to enable them to continue living
independently.53 In this context, self-care is a key motiva-
tor for many people with long-term conditions and may
encourage engagement in the clinical model of self-
management.39 Besides self-care, COPD disease aware-
ness seems to be equally important in the sense that it
allows patients to be proactive in their disease’s manage-
ment. A post hoc analysis by Baiardini et al suggested that
COPD awareness among patients is related to better clin-
ical outcomes and management of their condition.54

Education programs that raise the level of knowledge of
patients and their carers are key players in the effective
treatment and prevention of COPD.54 However, in
a changing world of information and, indeed, educational
interventions, our current evidence base may already be
outdated for the new technology that the majority of our
population use (and a minority may be even more disad-
vantaged without).

In order to support behavior change with the view of
producing a sustainable effect, it is fundamental to
increase patients’ skills and confidence in managing their
disease state. In addition, patients and HCPs must work
together to develop tangible and realistic healthcare goals.
Lorig and Holman identified a generic set of skills proven
successful in increasing self-efficacy, and thus effective in
self-management, including (a) problem-solving; (b) deci-
sion-making; (c) resource utilization; (d) forming
a patient–healthcare provider partnership; and (e) taking
action.55 A change in how healthcare is delivered is
needed to encourage excellence by changing targets and
priorities to more patient-focused outcomes (Table 1,
Recommendation 2).
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People living with COPD can encounter various HCPs
from different disciplines across both primary and second-
ary care. Thus, the complex and diverse needs of patients
with COPD and their social networks present a particular
challenge for HCPs as people can find it frustrating to have
to go through their story so many times. Self-management
support programs should extend beyond symptom moni-
toring and encompass other multidisciplinary interventions
such as PR,56 smoking cessation57 and health/psychosocial
support.58 People with COPD may need help to continue
to live independently as their disease progresses, including
support from occupational therapists, physiotherapists and
social care services.59 In addition to this, training on
inhaler technique and medicines management, managing
breathlessness, and promotion of an active and healthy
lifestyle are also important factors in these programs.
This needs to be constructed on an understanding of the
preferences and needs of the patient’s own lifestyle, values
and beliefs. As discussed already, despite being embedded
within the clinical guidelines for COPD, there are no
explicit self-management delivery strategies specified for
the different professional roles taking part in the multi-
disciplinary team (MDT). Implementation studies that
have explored a whole-systems approach in COPD are
sparse,60 but evidence from other chronic conditions such
as asthma and diabetes has shown significant improve-
ments in clinical and health outcomes.60,61 From the few
qualitative studies in COPD available, one study that
explored the views of HCPs integrated into an MDT
model found that the HCP’s main specialty, experience
and interest in COPD/respiratory medicine was the domi-
nant factor that influenced how COPD self-management
was implemented in practice. The more specialist HCPs
appeared to have a better, all-embracing understanding of
self-management of their specialist condition, whereas the
generalist HCPs from a primary care setting engaged dif-
ferently in COPD self-management and were more
focused on exacerbation management.62

Primary care has long been identified as a key provider
of self-management education and support because of its
reach and central role in chronic disease management.63

HCPs from the primary care setting are typically an indi-
vidual’s first point of contact with the health system and
very often continue to be the contact for people with
chronic diseases such as COPD for many years. Despite
this, the education given to HCPs does not always include
evidence-based guidance to support self-management in
COPD or encourage behavior change in patients.31 In

addition, although awareness of the importance of self-
management is increasing within the primary care com-
munity, time pressures and resource constraints within the
current operating environment are potential barriers to the
inclusion of thorough self-management support.12 To help
address this, primary care networks should allow best
practice sharing and make professional training and edu-
cation accessible to HCPs, patients and their carers
(Table 1, Recommendation 3). As well as lack of time,
a study involving interviews with nurses and allied HCPs
across healthcare boundaries have identified other chal-
lenges to self-management, including lack of insight
regarding training needs and assumptions regarding
patients’ perceived self-management abilities.64 While
the role of HCPs in delivering self-management support
is well documented in the literature, there remains a gap in
research regarding the specific training needs, how specific
strategies might best be resourced and delivered, and what
outcomes can be achieved. In order to facilitate collabora-
tion between HCPs and patients, there should be increased
emphasis on educating clinicians to deliver effective self-
management support programs and interventions.31 This
can be optimized by developing skills gap audits to reflect
the barriers to providing better access to patient-centered
education and self-management (Table 1,
Recommendation 4). Incentive schemes within primary
care to allow for better education of HCPs and greater
time allocation for the reviews and ongoing management
of patients with COPD and other long-term care conditions
would also help to address this. Furthermore, current
incentive schemes within primary care networks need to
be carefully implemented to ensure that device switching,
eg for environmental reasons, is part of a fuller decision-
making process in partnership with the patient – one that
takes into account patient and healthcare resource require-
ments and resulting health impacts, as well as environ-
mental impact.65

Pharmacists with suitable training can also play an
important role in patient self-care by promoting better
health, prevention and early detection of disease, mana-
ging patients with long-term conditions and taking greater
clinical responsibility for patients.66 The introduction of
a healthy living pharmacy framework can make a positive
impact on community pharmacy services, enabling them to
provide more services according to local need.66 Other
services with significant pharmacy involvement that aim
to improve the quality of patient care include the discharge
medicines service, new medicines service and structured

International Journal of Chronic Obstructive Pulmonary Disease 2022:17 https://doi.org/10.2147/COPD.S343108

DovePress
237

Dovepress Cravo et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

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


medication reviews.67,68 Pharmacists usually based in gen-
eral practitioner (GP) practices can offer holistic structured
medication reviews; however, consistent with the pres-
sures facing GPs, time and resource constraints in the
current operating environment may limit the extent of the
support that pharmacists are able to provide.

Supported self-management is not a time-limited or sin-
gle intervention delivered as a “one-size-fits-all” package; it
should be an ongoing process relying on joint understanding,
reviewing and shared decision-making, with the ultimate
goal of empowering the person to make the right choices
for them and live a better life with their condition. Tailoring
and personalizing such programs to address each individual’s
needs is of paramount importance, particularly in terms of
individual clinical, demographic and psychosocial
characteristics.39 Importantly, no single intervention solution
is suitable for all people, and combinations of strategies
should be considered to support patients in the best possible
way. At the outset of a patient’s self-management journey, an
enhanced first consultation given by appropriately qualified
clinicians is crucial to provide correct diagnosis and manage-
ment, and to maximize patient education and engagement
(Table 1, Recommendation 5). Dineen-Griffin and co-
authors reported that, after knowledge acquisition, enhancing
a patient’s decision-making skills or ability to problem-solve
was most commonly associated with positive results.31

Actively encouraging symptom monitoring and having spe-
cific, clear healthcare goals were also identified as important
factors. Likewise, strategies to improve patient responsibility
regarding medication adherence and lifestyle choices were
also associated with effective interventions. Negotiation and
sharing of a self-management plan at the point of diagnosis is
therefore a critical component to ensure that these objectives
are met (Table 1, Recommendation 6). Strategies for stress
management or psychological coping with a patient’s condi-
tion are also commonly identified as effective, particularly
those that integrated CBT.31 Activities encompassed by the
CBT program include identifying and challenging unhelpful
thoughts, relaxation training for anger management, cogni-
tive restructuring and assertiveness, and social skills
training.69

Reducing Health Inequality in the
Treatment of COPD and the
Increased Role of Digital Health
Health inequalities, which are more evident in COPD than
in many other major NCDs,70 can be defined as

“significant differences in respiratory health that are clo-
sely linked to racial ancestry, social, economic and/or
environmental differences”.71 The association of COPD
hospital admission rates with social deprivation, particu-
larly in cases of undiagnosed COPD, highlights the need
for improved services in deprived areas.72 Vulnerable
populations from deprived areas experience instability in
terms of the burden of disease, provision of/access to
healthcare services, quality of care and health outcomes.
Many disadvantaged groups face further barriers to health-
care, affecting access to prevention services, earlier detec-
tion and disease clinical management. Furthermore, other
determinants such as differences in patterns of seeking
care, health literacy, language and education also contri-
bute to healthcare access.73 The COVID-19 pandemic has
also deepened the already existing health inequalities in
COPD care, which have been accentuated through requests
to shield. Concerns about catching infection, low mood,
anxiety through social isolation and increased decondition-
ing have caused predictable adverse health outcomes.74

Despite this, the COVID-19 pandemic has also had
a positive impact, accelerating the uptake of innovation,
especially in terms of digital and remote working. It is
important that these solutions are maintained and devel-
oped further to improve primary healthcare services as we
recover from the pandemic.75 With routine check-ups dis-
rupted, primary care providers had to adapt quickly to
maintain an adequate standard of care for chronically ill
patients alongside providing acute care and dealing with
potential COVID-19 cases.75 There have been opportu-
nities to embrace digital innovation, prompting a shift
towards increased self-management, including online sup-
port groups and digital self-management tools to reduce
feelings of isolation and to improve knowledge about the
disease. However, concerns have been expressed around
the inequality of access to technology.76

Notably, a recent study conducted throughout the pan-
demic reported improved adherence to daily controller
medications for those with asthma and COPD.77 The
impact on adherence is encouraging and hopefully will
have a positive effect in improving control of COPD and
minimizing the need for acute care. This shift in patient
behavior provides an opportunity for a new post-pandemic
era of healthcare services, where providers will be tasked
with actively promoting self-management and online sup-
port. This ambition also aligns well with the goals outlined
in the UK National Health Service long-term plan, includ-
ing the creation of fully integrated, community-based

https://doi.org/10.2147/COPD.S343108

DovePress

International Journal of Chronic Obstructive Pulmonary Disease 2022:17238

Cravo et al Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

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


healthcare, with support for urgent care at its core, as well
as promoting patient self-care and self-management.78

Given the nature of the disease, implementation of a self-
management trial program in patients with COPD will
require an evidence-based approach that acknowledges
multimorbidity and considers how the different diseases
interact.36

In essence, COPD treatment needs to cross boundaries
from inpatient care for acute events to outpatient and
community-based care for long-term, ongoing self-
management of COPD. Thus, there has never been such
a pressing need to challenge the current care models and
move towards strategies that improve the efficiency and
effectiveness of COPD care.

In this context, the use of technology to deliver med-
ical/clinical interventions remotely is one of the promising
care solutions. Remote consultations, using real-time video
conferencing or telephone calls, email and smartphone
messages, and remote monitoring are examples of technol-
ogies being used in an effort to bridge geographical
barriers.79 Telephone consultations are not new and have
been used widely in primary care in the UK, for example,
since before 1990 to manage out-of-hours problems and
in-hours issues for many patients, though there has been
less use of video conferencing and email/smartphone solu-
tions. Initial studies incorporating technology into self-
management interventions for patients with COPD have
indicated that this strategy could result in fewer exacerba-
tion-related hospital attendances;80 however, the authors in
this paper conclude that evidence for effectiveness was
inconsistent between studies, and the pooled effect size
for physical function and quality of life was not
significant.

Mobile device technology has substantially improved
over the past decade and could play a role in facilitating
awareness of and access to self-management strategies for
patients living with long-term conditions.80 Research has
been timely as the use of technology rapidly changes and
the availability of video consultation has, for example,
become much more accessible only in the last 36 months.
Williams et al explored patient experience and acceptabil-
ity of apps and suggested that such technology may be
able to complement current clinical care.81 However,
despite a significant number of studies in this field, meta-
analyses investigating hospital admissions, physical activ-
ity, physical function, dyspnea and exacerbations have
failed to demonstrate the effectiveness of these interven-
tions for clinical outcomes when compared to usual care.80

This is a direct result of the heterogeneity of pooled data,
including variations in study design, interventions, target
populations, outcomes and small sample sizes.82,83 Future
studies should aim to standardize the study methodology
and outcomes used in this area of research in order to
increase the comparability of future trials. In hospital
care, digital technologies and computerized decision sup-
port systems have been implemented already, but practical
use of the technologies for COPD remains limited.
Nevertheless, digital health transformation has been recog-
nized as a promising driving force to empower individual
patients, reduce health inequalities and deliver innovative,
high-quality healthcare.

Conclusions
As chronic respiratory diseases predictably become
increasingly common, demand for programs that will
enable and empower patients to assume more responsibil-
ity for their care management will only rise. Undesirable
physical and emotional symptoms and impaired physical
functioning can directly prevent patients from carrying out
normal daily activities, including the ability to successfully
self-manage. As a result, self-management of chronic con-
ditions like COPD should be applied not only from the
clinical perspective, but also the patient perspective, with
a focus on humanistic outcomes that matter to the patient
on an individual basis. Of note, the International
Consortium for Health Outcomes Measurement has stan-
dard sets for many long-term conditions, aiming to give
a comprehensive view of what matters most to patients.84

However, since COPD has not been included in these
standard sets, designing a self-management program and
support has been more challenging.

Despite NICE recommendations that all patients with
COPD should receive an individualized self-management
plan, implementation in practice is poor.12 A clear and
robust root cause analysis is needed to understand this
mismatch, and to work out feasible resourced solutions.
In practical terms, self-management and shared decision-
making need to be integrated within the routine of health-
care services. Robust healthcare systems have the potential
to facilitate ongoing support; patient organizations and
charities could contribute to the broader aspects of living
with COPD and, in the future, technologic approaches to
care delivery may improve efficiency.39 When considering
the sustainability of self-management interventions within
primary care, the total duration of the intervention, and the
correlation of intervention duration with the number of
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strategies delivered, are important aspects. Alongside this,
policy and funding alignment will also be a major deter-
minant. As such, we must understand where the best
compromise in these interventions lies for cost-effective
and resource-limited approaches. Innovations with good
potential to transcend the quality–cost trade-off such as co-
production, prevention and use of digital strategies should
be considered. This is an important area for future research
in order to understand and identify high-value interven-
tions, potential barriers and enablers involved so that
practitioners, policymakers and researchers get a robust
evidence base of primary care providers’ impact in the
area.

Effing’s proposed conceptual description of COPD
self-management interventions was a significant step for-
ward in this field.11 However, it did not have significant
representation from primary care clinicians, who provide
the majority of care in this group, nor their perspectives at
a wider holistic level. It mostly considers factors operating
at the patient and HCP level rather than the organizational
level. Added to this, there is currently limited evidence of
how organizational/system-level factors affect self-
management of COPD, in particular the perspectives
from key stakeholders such as commissioners and policy-
makers. Despite these challenges, this remains a vital area
of practice in order to enable patient empowerment and
self-management so that our patients obtain the best out-
comes possible.

Finally, while the self-management approach has been
explored fairly extensively from the patient perspective,
research is still scarce regarding HCP perspectives. The
few existing studies in the field have either explored spe-
cific areas of self-management such as PR, COPD guide-
lines and care recommendations, or have focused on
particular HCPs, rather than considering the wider MDT,
the multimorbidity agenda and the need to provide support
on the physical conditions as well as psychological and
social help. Whilst the healthcare system is divided into
specialist/generalist practice, there is a pressing need to
provide a more consistent and joined-up self-management
strategy that is implementable across boundaries and
strengthens the system primarily to benefit the patient.

In summary, this review reflects on the importance of
self-management support for patients with COPD within
the context of symptom monitoring and provision of edu-
cational support, including information from patient orga-
nizations and charities. We have provided
recommendations to improve shared-care management of

COPD by means of better education of HCPs, identifica-
tion of skills gaps and sharing of healthcare resources to
improve access to patient-centered self-management
(Table 1). Self-management programs should have
a greater focus on patient outcomes and incorporate an
enhanced first consultation, involving negotiation and
sharing of each patient’s individual self-management plan
from the time of diagnosis (Table 1). Overall, treatment of
COPD should follow an approach that weighs benefit
versus risk at the individual patient level. Identifying and
using the right treatment, for the right patient, at the right
time, should always underpin the treatment and manage-
ment of patients living with COPD.
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