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In this issue of the PCRJ are reports of two qualitative studies from
the UK investigating aspects of organisation of care for COPD.
Cleland et al.1 in Aberdeen, Scotland investigated stakeholder
views of a community-based anticipatory care service (CBACS) for
COPD, and Seamark et al.2 in East Devon investigated the
opportunity for advance care planning (ACP) in COPD. While ACP
for people with advanced COPD is widely understood both in the
UK3 and in other developed countries as addressing patients’
holistic needs including psychological, social and financial needs,
an anticipatory care service in COPD is less well defined. Cleland
et al. describe the role of a CBACS1 as not only responding to
symptoms but also addressing health promotion to prevent
exacerbations. The aim of such a service is therefore to deliver
better outcomes for people living with COPD and to reduce
hospital admissions, emergency department attendance, and
urgent general practitioner (GP) visits. Seamark et al.2 address the
narrower (often neglected) aspect of ACP, which requires patient
understanding about prognosis and options for end-of-life care.   

Qualitative research methods are ideally suited for exploring
people’s perceptions and attitudes using strategies such as focus
groups and/or in-depth interviews4 – as was the case in these two
studies. In the Seamark study, the qualitative approach is used to
understand patient views about when and who should introduce the
topic of advance care planning,2 and in the Cleland study it is used to
examine the attitudes of a range of stakeholders – patients, carers and
healthcare providers currently delivering COPD care – to a potential
new service.1 The results of qualitative research, although limited in
generalisability, can be a powerful tool for sensitising policymakers

and practitioners to the perceptions of health service users and
healthcare professionals. In turn, this disclosure can be the impetus for
changes in healthcare delivery and health professional education
which are needed to provide more cost effective care for chronic
diseases such as COPD.5

Although a CBACS for COPD with the potential to reduce
hospitalisation was broadly acceptable to stakeholders, key benefits
identified were patient education, patient-centred care and  patient
empowerment.1 This fits with a shift in focus by policy makers in the
community healthcare sector to implement models of care that are
‘person-centred’, ‘goal-oriented’ and enabling.6 A ‘person-centred’
approach to care encourages working with clients and/or their carers
to achieve greater independence and wellbeing and the maintenance
of independence for as long as possible, provided management can
be done in a safe and effective way.7

Cleland et al.1 did not directly address the fact that these
objectives are also those of existing health care providers who care for
COPD patients in general practice8 and in outreach services for COPD
such as assisted-discharge service and hospital in the home.3 The
findings did suggest that a CBACS could engage directly with existing
services, but necessary linkages were not clearly defined. There was no
consensus on the professional groups that would contribute to any
new service, and resources for such a new service were recognised as
limited. Stakeholders working in primary care and community nursing
made it clear that they had no capacity to assume additional clinical,
managerial or organisational responsibilities, although there were
concerns for GPs if other healthcare professionals assumed leadership
in a CBACS. Increasingly it is recognised that improved competencies
for inter-professional collaboration can increase the consistency,
continuity, and cost effectiveness of care. In Canada, the UK, New
Zealand and the USA, policy makers are calling for changes in health
professional education to improve collaborative practice.9

Findings from the study by Seamark et al.2 confirm both the need
for, and the well-documented difficulty implementing, ACP for
patients with COPD. No patients could recall discussion in hospital
about issues of resuscitation, the possibility of being ventilated, or
planning for future exacerbations. The lack of follow-up instructions
at the point of hospital discharge is a critical gap in transition of care
recently reported in an 11-country survey.5 The logistic barriers to ACP
inherent in the chaotic nature of hospital admission are
understandable and probably not amenable to change. Patients’
preference for their GP as someone they knew and with whom they
could engage in ACP discussions in a non-hospital setting is supported
by other studies.10 However, this may be problematic, since GPs are
already seen as being poorly placed with respect to both time and
resources in order to deliver asthma or COPD education.11
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Editorials

These two qualitative papers contribute to the development of
new and innovative models of providing aspects of COPD care and
shared decision-making. Their findings suggest that there is a need for
ongoing debate regarding workforce issues and the development of
appropriate competencies even in the highly centralised UK National
Health Service. However, there are also other models – for example,
the use of a hospital-based dedicated healthcare professional to
promote discussion of ACP with patients directly (‘Respecting Patient
Choices’12) currently in use in Australia and the USA. The role of other
models should also be investigated. 

Nevertheless, given the growing burden of disease from COPD
resulting from changing demographics,13 it is clear from both papers1,2

that patient choices will be necessary, and that changes to traditional
health service delivery (including the roles of health service providers)
will be required, in order to accommodate the projected increase in
demand.   
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‘KISS’ – ‘Keep It Simple, Stupid’ – is sound advice in virtually
every clinical situation. In medical school, we focus on getting the
basics right and doing the simple things well before rushing
headlong into the expensive and elaborate. Asthma in children is
common, is the subject of evidence-based guidelines,1 and in
most cases just requires the KISS approach: get the diagnosis
right; give an appropriate level of treatment; make sure the child

and family know what it is all about, especially how to use the
medication delivery device; and as far as possible eliminate trigger
factors from the environment.          

And yet, in this issue of the PCRJ, Jonsson et al. demonstrate not
merely that the easy is not being done, but indeed, given the
opportunity to seize the wrong end of the stick, primary care is doing
this with assiduous attention!2 So not merely do they report a litany of
sins of omission, but all practices had a nebuliser to treat asthma
attacks – even though all the evidence is that metered-dose inhalers
used with a spacer are at least as safe and effective as the nebulised
route in all but the most severe attacks3 – and then only if the practice
had oxygen available… However, two things must be stated
immediately. Firstly, the authors are to be congratulated on
performing this study and having the chutzpah to publish the results.
Secondly, how many asthma clinics (primary, secondary or even
tertiary) inside or outside Sweden would be confident in their
performance if submitted to the same scrutiny? Certainly, our
experience with really severe asthma is that in at least half of cases
there is a need to get the basics right rather than infusing the latest
toxic biological.4,5

This having been said, the results are depressing. The authors
studied a large number of children and showed that only a minority
had received competent care.2 Most would acknowledge that

2012 and never been KISSed: we need to improve the care of
children with asthma 
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