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Chronic conditions demand “chronic” interventions intended for their holistic and thorough management,
which is definitely embraced in the so-called chronic care model (CCM) [1]. In chronic obstructive
pulmonary disease (COPD), an increasing body of evidence stresses the need for this patient-focused
approach to care [2]. Since its first application, the chronic care method has needed to identify the ideal
subset of patients that would largely benefit from its practice in real life and the most impactful areas of
intervention. Recovery from hospitalisation following admission due to acute exacerbations is often
recognised as the ideal time during which to educate the patient on how to react to health deterioration.
Indeed, the transition from hospital back to the community represents a critical process, failure of which is
associated with higher rates of rehospitalisation [3].
Although this is undoubtedly true, choosing a specific subset of COPD patients might act as a selection
bias limiting the potential benefits to a specific phase along the course of the disease. FROMER [4] thus
suggested a proactive strategy to reduce the burden of COPD in the early stages, requiring a collaborative
strategy in the primary care setting. COPD self-management programmes have thus far been demonstrated
to improve patients’ quality of life and healthcare use in secondary care settings [5], which do not preclude
its applicability even to general practice. Self-management programmes must be focused on the needs of
each particular patient and ought to be tailored to a comprehensive dimension that only the primary care
setting can actually manage. Moreover, routine monitoring of clinical outcomes and health status should
become a shared responsibility between healthcare professionals and well trained patients [6].
In terms of methodology, recent evidence shows how self-management education should not be limited to
simple informative activities and should be structured as a coaching approach aimed at empowering
patients to modify their behaviours [7].
The CCM is based on the assumption that effective behavioural changes can only be achieved through the
empowerment of patients’ self-efficacy. Patients who develop enough confidence in their capacity to
positively react to specific events are more prone to change and to maintain this attitude. Adequate
self-management of health outcomes is defined as increased self-efficacy, individual mastery and effective
integration of self-management skills on a day-to-day basis [2]. These changes in resilience should
ultimately result in improved clinical outcomes and reduced healthcare costs [5].
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The study by STEURER-STEY et al. [8] expanded the knowledge from other published experiences of
strategies to improve self-management interventions and change behaviours in a primary care setting [4,
7]. In particular, by comparing two different cohorts of COPD, a Swiss one to which the Living Well with
COPD programme [9] was applied, with the International Collaborative Effort on Chronic Obstructive
Lung Disease Exacerbation Risk Index Cohorts study [10] population as the control, the authors draw the
conclusion that a coaching intervention based on self-management leading to empowerment and
self-efficacy is feasible among COPD patients in a general practice setting, and provides a 64% rate
reduction of acute exacerbation risk over time. In addition, health-related quality of life improved by a
⩾0.54-point reduction (on a seven-point scale) in each Chronic Respiratory Questionnaire domain score.
Therefore, it seems that the general practice in primary care settings represents a critical field of
application for the CCM in order to reduce the impact on chronic respiratory patients in terms of both
clinical burden and healthcare utilisation [11], even in the early phase of the disease. A major issue in this
setting is thus represented by undiagnosed COPD patients, who would not benefit from the opportunity
given by a CCM. Consequently, targeted case finding seems an essential step before strategies like health
coaching and self-management support can be provided [12].
From the methodological point of view, a strength of the present study [8] is the comprehensive approach
used, including information given to patients about the disease, coping skills and abilities, and
self-confidence and proactive motivation for self-achievements. Indeed, each patient received group and
individual one-on-one coaching sessions to assess and discuss all the physical and psychological aspects
that might impact their resilience to the disease. All the interventions described and detailed in the study
share a practical approach, and are focused on generating a tangible change in the patient’s behavioural
attitude to the disease. Moreover, the same authors provided a coherent cost–utility effect by following the
effect of exacerbation rate over 2 years.
Despite the encouraging results, the lack of a randomised design with a control group within the same
cohort still makes any generalisability unlikely. To attenuate the influence of this methodological limit on
the entire analysis, the authors used a logistic regression model, namely the propensity score, to calculate
the probability of each individual being in the treatment group. They completed the statistical correction
by running a sensitivity analysis with controls restricted to those who may be offered a self-management
intervention. Nevertheless, the use of the propensity scores and the sensitivity analysis cannot fully balance
for the missing randomisation because of unpredictable confounding variables.
Notwithstanding, the findings of STEURER-STEY et al. [8], and the cost-saving impact in particular, warrant
future studies to confirm. In the COPD population at large, the prevention of healthcare utilisation
through a self-management approach to symptoms and care would heavily impact on the global disease
burden.
With reference to this, the CCM needs to empower different aspects in order to gain effectiveness: 1)
primary care-based constant follow-up of patients’ improvement in self-efficacy; 2) tailored care processes
on a per-patient basis; 3) achievement of integrated self-management abilities; 4) shared intervention by a
multidisciplinary team of professionals; 5) adequate integration between the development of
patient-oriented devices and any technical infrastructure; and 6) implementation of new technology in the
self-management and self-efficacy process. With specific reference to the last two points, DE TOLEDO et al.
[13] have reported that a telehealth care model, applied to 157 COPD patients, resulted in a reduction rate
of re-admission as compared with controls (51% and 33%, respectively), with high acceptance amongst
professionals, and low installation and exploitation costs. In a very recent report [14], detailed insights into
the features of a patient-support mobile app integrated into a CCM delivered to COPD patients were
presented. These include specific programmes for breathing techniques, stress and dyspnoea management,
diet and nutrition and tools for personalised feedback, reminders, and social networking activities [15]. It
could be argued that the integration of new technologies would represent the smarter and potentially
greater improvement for the chronic care method, shifting the traditional approach towards a digital
health for the CCM purposes.
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