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Final report: SELF MANAGEMENT WORK GROUP, GGC Respiratory MCN 

Chair: Dr Christine Bucknall, Respiratory Consultant Physician, GRI & Stobhill 

Hospitals, Glasgow 

 

The group met and agreed members and terms of reference in Spring 2010, taking 

account of the topics identified by the MCN and adding asthma self management, 

since there were considered to be issues relating to uniformity of approach/available 

materials which were already being tackled by the respiratory nurse specialists 

locally. The group has met on 3 occasions and worked electronically on topics in 

between these meetings. The outcome of our work is summarised in the latest activity 

report, previously presented, from February 2011. Specifically the group has achieved 

the following: 

 

1. An agreed booklet on asthma self management for adults,  for use in primary 

care, hospital wards and A&E departments throughout the GGC area. This has 

been posted on the MCN website and is in the final stages of printing – details 

of how to access  paper materials will be posted on the website once these are 

finalised. 

 

2. A summary of the up to date evidence base for COPD self management, 

including the results of the Glasgow Supported Selfmanagment Trial 

(GSuST); appendix 1 

 

3. review of the current evidence on telehealth approaches to COPD 

management, which has concluded that there is no good evidence on which to 

change service provision at the current time, although the results of future 

studies will be of interest. 

 

4. Input into the Supported Self Care mapping exercise, which has been 

forwarded to the group undertaking this work. 

 



We were tasked with commenting on the COPD Self Management Tool for Scotland, 

but have been unable to do this as no information was available on this. 

 

The work programme having been completed, the group has not arranged further 

meetings. 

 

Christine E Bucknall 

Consultant Respiratory Physician, 

March 2011 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

Appendix 1 

GGCMCN SELF MANAGEMENT GROUP 

COPD self management statement 

 

Introduction 

The GGC Respiratory MCN set up a working group to review self management 

practices for patients with respiratory diseases in 2010. This group has undertaken a 

review of this topic for patients with asthma and COPD and the current statement 

relates to self management for COPD patients. 

 

Evidence Base 

Reviewing the results of GSuST – Glasgow Supported Self-management Trial – was 

an important aspect of the review made by the group, these results having been first 

presented at the Scottish thoracic Society in October 2010 (1) , with more recent 

additional analyses undertaken. Prior to this, the available evidence had begun to 

show benefit from interventions consisting of a combination of self management 

training for patients and case management (having a named contact with whom to 

discuss health problems and appropriate responses to varying symptoms). An 

important study in this regard was that of Bourbeau and colleagues which showed 

benefit at 12 months, which was sustained thereafter (2,3). The most recent Cochrane 

review (4) of the literature  undertaken in 2009 summarised their findings as follows:  

 

“The studies showed a significant reduction in the probability of at least one 

hospital admission among patients receiving self-management education 

compared to those receiving usual care (OR 0.64; 95% CI (0.47 to 0.89)). This 

translates into a one year NNT ranging from 10 (6 to 35) for patients with a 

51% risk of exacerbation, to an NNT of 24 (16 to 80) for patients with a 13% 

risk of exacerbation. On the disease specific SGRQ, differences reached 

statistical significance at the 5% level on the total score (WMD -2.58; 95% CI 

(-5.14 to -0.02)) and impact domain (WMD -2.83; 95% CI (-5.65 to -0.02)), 

but these difference did not reach the clinically relevant improvement of 4 



points. A small but significant reduction was detected in dyspnoea measured 

with the BORG-scale (WMD -0.53; 95% CI (-0.96 to -0.10)). No significant 

effects were found either in number of exacerbations, emergency department 

visits, lung function, exercise capacity, and days lost from work.  (and 

later)………….    It is likely that self-management education is associated 

with a reduction in hospital admissions with no indications for detrimental 

effects in other outcome parameters. This would in itself already be enough 

reason for recommending self-management education in COPD. However, 

because of heterogeneity in interventions, study populations, follow-up time, 

and outcome measures, data are still insufficient to formulate clear 

recommendations regarding the form and contents of self-management 

education programmes in COPD” 

 

A more recent Cochrane review (5) has evaluated studies assessing the impact of 

giving and action plan with only limited education and support to COPD patients; this 

showed  

 

“evidence that action plans with limited COPD education aid recognition of, 

and response to, an exacerbation with initiation of antibiotics and 

corticosteroids. Only one study measured patients' self health appropriate 

behaviour (decision making and taking action). There is no evidence of 

reduced healthcare resources utilisation or improved health-related quality of 

life. The practice of giving patients an action plan and limited self-

management education for the management of COPD exacerbations, without a 

multi-faceted self-management program or ongoing case management cannot 

be recommended as the standard of care in COPD.” 

 

The results of GSuST are therefore highly relevant as they show the impact of 

combined self management training and case management in the local population.  

 

Method: patients were recruited after a hospital admission with AECOPD.  All 

patients were treated with combination ICS/LABA and tiotropium and referred to 

pulmonary rehabilitation (PR) if this had not been undertaken within 2 years. 

Intervention group patients were trained to monitor symptoms using diary cards, to 



detect exacerbations and treat these promptly with oral prednisolone and/or 

antibiotics. The control group were advised to seek attention from their GP or out-of-

hours service promptly if symptoms deteriorated. The primary endpoint was COPD 

related readmission to hospital or death within 12 months, assessed by record linkage 

of Scottish Morbidity Records and analysed using Cox Proportional Hazards models. 

Secondary outcomes included the change from baseline at 12 months in St George‟s 

Respiratory Questionnaire (SGRQ) and Hospital Anxiety & Depression Score 

(HADS); treatment differences were assessed using analysis of covariance 

(ANCOVA) models. .  

 

Results: Between 2007 and 2009, 464 patients were randomised, stratified by % 

predicted FEV1, PR status, age, sex, deprivation, smoking status and previous COPD 

admissions. The groups were well matched for demographic and clinical variables. 71 

patients withdrew from the study.  There was no difference in the proportion of cases 

having at least one COPD admission or death  (47.8% vs 46.6%, hazard ratio 1.05, 

95% CI [0.80, 1.38], figure). For Total SGRQ score there was a borderline significant 

treatment effect at 12 months (change from baseline -2.99 vs 1.38, treatment effect -

4.52 (-9.07, 0.04), p=0.052, n=122) due to improved SGRQ “Impacts” subscore in the 

Intervention group (-3.16 vs 4.23, -6.89 (-12.40, -1.39), p=0.015, n=141)). HAD 

anxiety score was significantly improved at 12 months (-0.37 vs 0.93, -1.06 (-2.08, -

0.03), p=0.044, n= 186), with no difference in depression scores.  

 

75/180 (41.6%) intervention group patients who completed 12 months follow up were 

judged to have become successful self managers. This group of patients was well 

matched with those who did not become effective self managers for disease and 

demographic variables. There was a significant reduction in readmissions in the group 

of patients who became successful self-managers, compared with the 105 in the 

intervention group who did not master the technique – 26.7% vs 48.6%, hazard ratio 

0.44 (0.25, 0.76), p=0.0034. This was associated with a difference in the time to first 

exacerbation in favour of the successful group, but no difference in all cause hospital 

admissions. The predictors of successful self management, by stepwise selection of 

significant variables on univariate analysis were younger age (p=0.0121) and living 

with a spouse or other carer (p=0.0239). 

 



These results therefore accord with the Cochrane results described above, in that 

health benefits were seen in terms of improved SGRQ Impact scores and HAD 

anxiety scores, although there was no evidence of a reduction in COPD 

hospitalisations for the whole group. This result does not suggest that setting up a 

dedicated service to implement this intervention would be cost effective. However the 

subgroup analysis of successful self managers showed benefit in the 41% of cases 

who learnt to self manage, suggesting that the promotion of  combined case- and self- 

management within existing services is likely to be worthwhile. In keeping with this 

subgroup analysis showing the benefit of successful self management, there is a 

recent paper from Bischoff et all showing that 40% of COPD exacerbations were 

associated with adherence to the previously given self management plan, with 

adherence associated with improved recovery time (by approximately 5 days, 

p=0001), and no difference in unscheduled health care usage (6).  

 

Other relevant findings from this study were: 

 That only 25% of enrolled patients had attended pulmonary rehabilitation 

within 2 years, despite 59% having been hospitalised previously, within the 

past 12 months (not counting the hospitalisation which allowed them to be 

recruited to the study) and patients reporting an average 4.3 courses of 

prednisolone within the previous 12 months – ample evidence of medical 

contact. 

 39% of patients were current smokers at the time of recruitment. 

 

Based on the above results, the group makes the following recommendations: 

 

1. That combined self and case management be offered to all patients having a 

hospital admission with COPD within existing resources, since 41% are likely 

to benefit and at present it is impossible to promulgate hard and fast rules for 

identifying those likely to benefit, although there is a growing body of 

evidence suggesting that younger patients, those living with others and having 

previous evidence of health seeking behaviour, such as obtaining vaccinations 

are more likely to benefit. 

 



2. That the essential components of a self management package include 

 

a. Developing patients‟ understanding of the disease and treatment, in a 

similar manner to existing pulmonary rehabilitation programmes. 

b. Teaching patients to recognise the early signs of exacerbation so that 

they can take appropriate action at the time – either by contacting a 

case manager (perhaps a practice nurse) to talk over the need for 

therapy of by using supplies of prednisolone and /or antibiotics which 

they have available to them at home. This is likely to involve the use of 

diary cards to record daily symptoms, so that changes in these can be 

recognised early in the time course of an exacerbation. 

c. Providing ongoing case management support for review of patients‟ 

response to increasing symptoms and appropriateness of use of 

therapy. 

 

This recommendation, if agreed by the MCN will require to be operationalised, by 

discussion with ESD nurse specialists, community based nurses and GPs, with the 

provision of suitable materials and training programmes so that participating staff 

are fully informed of the rationale and methods for promoting self management 

behaviour, as well as the need for ongoing support. This is likely to include the 

use of existing COPD information booklets and symptom diary cards. 

 

3. That smoking cessation encouragement and advice be targeted more 

effectively than currently at patients who are hospitalised with COPD who 

continue to smoke 

 

4. That patients with hospitalisations due to COPD be targeted for attendance at 

pulmonary rehabilitation programmes. Possible techniques to maximise uptake 

include referring patients „to a specialist physiotherapist‟ for review with the 

possibility of rehab rather than specifically for rehab. This might increase 

uptake of the initial visit with the opportunity for assessment and advice given 

then, including consideration of home rehabilitation where appropriate. 

 



5. That possible adjustments to the pulmonary rehabilitation programme to 

incorporate self management training be piloted, in collaboration with primary 

care, so that the case management element of the intervention is appropriately 

emphasised.  
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