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A B S T R A C T

Objective: The aim of the study was to explore the structure, content in communication and self-

management education in patients’ first consultations at nurse-led chronic obstructive pulmonary

disease (COPD) clinics in primary healthcare.

Method: Thirty consultations performed by seven registered nurses were videotaped; structure and

content in the consultation was analyzed using Pendleton’s Consultation Map. Nurses’ self-management

education was assessed from the content of the conversation: whether important and relevant

information and self-management education was given, and how investigations were performed.

Results: Each consultation lasted for a mean time of 37.53 min. Communication about reasons for

consultations concerned mainly medical and physical problems and to a certain extent patients’

perceptions. Teaching about self-management and smoking cessation was of an informative nature. Two

consultations ended with shared understanding, and none of the patients received an individual

treatment-plan.

Conclusion: Nurses rarely planned the consultations on an individual basis and rarely used motivational

dialogue in self-management education and in smoking cessation.

Implications for practice: The findings could be used to help nurses to reflect on how to improve the

structure of the visit, self-management education, smoking cessation and patient communication.

� 2009 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

Self-management education is a crucial component in the care
of chronic disease and for patients’ ability to cope with illness [1].
Patients should be considered as active partners in their health
care, responsible for managing their own situations, to continue
living as emotionally satisfying lives as possible, in spite of ill
health [2,3]. Good communication including mutual understand-
ing and collaboration has been shown to be highly effective in
patient education and leads to a positive influence on emotional
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health, symptoms resolution, functional status and pain control
[4]. A Cochrane review established that information alone is not
enough to change behavior [5]. Patients have also confirmed that
participatory health care consultations were positive experiences
[6]. Shared education has a positive influence on the interaction
between nurse and patient, also encouraging patients to be active
partners in their care [7]. However, nurses have been shown to lack
the educational skills to meet patients’ needs and to support their
self-management [8].

Chronic obstructive pulmonary disease (COPD) is the fourth
most common cause of death worldwide. It is a chronic, disabling
and slowly progressing disease affecting the respiratory system
with symptoms such as coughing, phlegm and increasing dyspnea
[9]. COPD is a systemic disease and co-morbid conditions such as
heart failure, osteoporosis, muscle weakness, cognitive dysfunc-
elf-management education at nurse-led COPD clinics in primary
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Table 1
Characteristics of the nurses (n = 7).

Age

Median (range) 51 (45–58)

Gender

Female 6

Male 1

University education in COPD, ECTS points

0 1

7,5 1

15 4

22,5 1

Years worked as asthma/COPD nurse

Median (range) 8 (5–13)

Table 2
Characteristics of the patients (n = 30).

Frequency Female/male

Gender

Female/male 30 22/8

Age (years)

Median 58 54/65

Range 26–78 26–66/51–78

Marital status

Living together 21 15/6

Living alone 9 7/2

Occupation

Employed 15 12/3

Retired 15 10/5

Education

Compulsory school 8 6/2

Upper secondary school 19 15/4

University level 3 1/5

Smoking history

Smokers 22 18/4

Former smokers 8 4/4

Severity of COPD (GOLD criteria)

No COPD, former smoker 2 2/0

No COPD, smoker 7 6/1

Stage 1 12 9/3

Stage 2 5 3/2

Stage 3 2 1/1

Stage 4 2 1/1
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tion, intense fatigue, and severe depression are often present [10].
Quality of life is impaired and patients with respiratory failure
need continuous oxygen treatment [11].

According to clinical experience, care for patients with COPD is
facilitated by a structured education program, for example at
nurse-led asthma and COPD clinics in primary health care [9]. The
ambition is to individualize care and treatment for patients and to
assess the benefit of each approach at each stage of the illness [9].
However, studies of the educational role of nurses in COPD care, or
of the effects from these clinics, are scarce.

The Swedish National Board of Health and Welfare has
developed guidelines and compiled quality indicators for the care
of patients with asthma and COPD in primary health care [12].
Based on these quality indicators, criteria for approved nurse-led
COPD-clinics have been formulated, including structured investi-
gations with measurements according to medical guidelines,
patient education, smoking cessation and regular follow up visits.
The objectives are to achieve an early diagnosis and involve the
patient in care and treatment. Further, the purpose of patient
education is to support and strengthen the patients’ control of
living with a chronic disease [13].

In recent years, empowerment has emerged as a central concept
related to patient-supportive care. Empowerment enables parti-
cipation, commitment and control to facilitate the patient’s
learning and reflection on attitudes, behaviors and measures
beneficial to health-promoting self-management [14,15]. Pedago-
gical models using empowerment for changing lifestyle are, for
example, Motivational Interviewing [16,17] and the Trans-
theoretical Model of Change [18]. These models employ a
specifically tailored five- and six-stage dialogue to encourage
patients to take an active role in their care [16].

To gain knowledge on how support can be adapted to COPD
patients’ specific needs, it is essential to study the structure,
content, styles of communication, and performance of self-
management education in consultations at COPD nurse-led
primary health care clinics. In the present study we have chosen
to analyze the patients’ first consultation, because of the
importance of the first meeting in establishing a trustful relation-
ship. The objective was to analyze the consultation, in terms of its
extent; the structure and communication throughout the visit,
reasons for the consultation, investigations, self-management
education, support for smoking cessation, and the conclusion of the
visit.

2. Methods

2.1. Design

The study was conducted as an explorative observational study
of patients’ consultations at nurse-led COPD clinics in primary
health care, based on videotaped consultations.

2.2. Sample and subjects

2.2.1. Nurses and primary health care clinics

Included in the study were seven COPD-nurses, working at
seven Primary Health Care Clinics (PHCC). The PHCCs were located
both in rural and urban areas in central and southern Sweden,
contributing between two and eight patient consultations each to
the sample. The inclusion criteria were (in compliance with the
national criteria for approved asthma and COPD clinics in Swedish
PHCC): specially trained nurses who spend more than 0.5 h/week/
1000 inhabitants caring for patients with asthma and COPD, a
physician responsible for the unit, 1-h pre-scheduled appoint-
ments, spirometry with reversibility, pulsoximetry, and structured
assessment with patient education [19]. The nurses were also
Please cite this article in press as: Eva ÖE, et al. Communication and s
health care. Patient Educ Couns (2009), doi:10.1016/j.pec.2009.03.0
required to have at least two years experience as a COPD-nurse.
Background characteristics for the nurses are displayed in Table 1.

2.2.2. Patients

Thirty patients’ first consultations were studied, consecutively
selected upon referral at the seven clinics. Patient characteristics are
displayed in Table 2. Patients were included with suspected, mild,
moderate, severe and very severe COPD according to the Global
Initiative for Chronic Obstructive Pulmonary Disease (GOLD)-
criteria [9]. Twenty-eight of the included patients had COPD and/
or were smokers and were scheduled for a follow-up visit.

2.3. Procedure

Twenty-two COPD-nurses and clinics were asked to participate
in the study and seven nurses consented. Reasons for not
participating were lack of time or a feeling of discomfort being
videotaped. The clinic was included when the COPD nurse had
given oral consent and the clinic manager had given written
consent. Prior to the first consultation the patients were informed
and asked to participate by the nurse. The researcher installed the
camera in the room, but was not present during the consultation
elf-management education at nurse-led COPD clinics in primary
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which was recorded in its entirety. A questionnaire on demo-
graphic background data was filled in by the patients at the clinic
just before the consultation (Table 2).

2.4. Ethical approval

The study was approved by the Research Ethics Committee at
Karolinska Institutet, Stockholm, Sweden 2005 (dnr 2005/1192-
31/4). All patients gave both oral and written consent. The
researchers have carefully examined the videotaped consultations
keeping all names and places confidential, to guarantee a report on
the findings without violating patient confidentiality [20,21].

2.5. Data analysis

2.5.1. Consultation Map

The Consultation Map (CM) is a method for analyzing videotaped
consultations, designed to map structure, content and styles in
communication, introduced by Pendleton et al. [22]. CM has been
used to describe communication of general practitioners (GPs)
[23,24] orthopedics [25] and district-nurses [26] and CM empha-
sizes the importance of involving the patient in symptom manage-
ment. A number of items are used with the aim of exploring whether
the consultation is patient-oriented [22]. These items were
supplemented with: an investigational phase (one item), an
educational phase (three items about education and two items
about smoking cessation), and also one miscellaneous item. The
supplementary items were developed by the research group based
on expertise knowledge complying with the national Swedish
requirements for COPD-nurse consultations in PHCC [12,13,19]. The
Table 3a
Description of the concepts in the Consultation Map.

Phase 1 (includes the reason for the patient’s consultation)

A. History The patient reports on a normal d

breathlessness, cough, phlegm, m

reduction in weight, physical acti

B. Aetiology Smoking history (how much, how

influence (asbestos, dust, air pollu

C. Patient ideas What the patient believes about,

causal relationship, significant an

D. Patient fears Anxiety, concern

E. Continuing problems The influence of the disease on w

sick list, social isolation

F. Other problems Problems lacking relevance for th

G. Risk factors Health problems, for instance brit

Phase 2 (covers investigations)

H. Investigations Investigation and accompanying i

before/after broncho-dilating med

Phase 3 (includes education and smoking cessation in different ways)

I. Education level 1 The patient is passive while the n

J. Education level 2 The patient is active and asks que

understood the education by aski

K. Education level 3 As level 2 but with even more co

what knowledge is needed and th

education and counseling to take

L. Support patient for smoking cessation level 1 The nurse informs about the detr

by the nurse

M. Support patient for smoking cessation level 2 The nurse uses motivational dialo

their own attitudes and decisions

Phase 4 (the conclusion of the consultation)

N. Shared understanding Choosing appropriate action for e

of the problems

O. Action taken Suggestions, recommendations—f

dietician, occupational therapist,

PEF-curve, using a prescribed PEF

nothing at all

P. Shared responsibility Encouraging the patient to accept

Miscellaneous Disturbances such as a knock on th

nurse leaving the room

Please cite this article in press as: Eva ÖE, et al. Communication and s
health care. Patient Educ Couns (2009), doi:10.1016/j.pec.2009.03.0
adapted CM included 17 items divided into four phases: (1) reason
for the consultation; (2) investigations; (3) education and smoking
cessation; and (4) conclusion, including choosing appropriate
actions together with the patient. During the analysis, the tape
was stopped every 15 s and the content was analyzed according to
the CM. The phases and items of CM are displayed in Table 3a.

Each videotaped consultation was assessed and rated by one of
the authors (EÖE). The supplemented CM was validated for eight
videotaped consultations by the research group. To safeguard
credibility, four recordings were examined independently by the
researchers, three nurses and one physician, who arrived at
identical analyses for the second, third, and fourth phases and
similar or related analyses of the first phase.

2.5.1.1. Duration of each item in the CM and consultation

patterns. The proportion of time spent for each of the 17 items
in the CM was documented by counting periods of 15 s for each
item during the consultation. To identify patterns in the
consultation, marked points were grouped in each analyzed
map and the maps grouped to illustrate different structures in
the consultations [22]. Two examples are shown in Fig. 2.

2.5.2. The content of self-management education

The content of the nurses’ self-management education was
judged on the provision of important and relevant information and
self-management education based on the severity of the COPD-
diagnosis, the patient’s smoking habits and the performance and
interpretation of investigations according to current accepted
standards [9,19]. Important concepts for COPD self-management
education are spirometry, pulsoximetry, patophysiology, pharma-
ay and about how life is affected by respiratory symptoms such as

edication for COPD, change for the worse, fatigue, concentration-difficulties,

vity/exercise

long), heredity (for instance, lack of alfa 1 antitrypsin), environmental

tion), other allergies, overweight

e.g. the disease and symptoms. What is the nature of the problem,

d possible results in disagreement to medical knowledge?

ork, leisure time and relations to other people, for instance being on the

e COPD disease, for instance discussion about other diseases, other medication

tle-bone disease, heart failure, lung cancer

nformation on; height, weight, spirometry and peak exploratory flow (PEF)

ication, pulsoximetry before/after exertion

urse informs and counsels without any particular agreement with the patient

stions. The nurse asks open-ended questions and checks that the patient has

ng reciprocal questions, thus involving the patient in the self-managed education

nsideration for the patient’s needs and wishes. The nurse checks with the patient

ereafter makes suggestions. The patient can then choose what areas of

into consideration

imental effects of smoking and the patient answered closed questions asked

gue, with open-ended questions that make the patients think actively about

ach problem together with the patient and achieving a shared understanding

or instance changes in medication, more exercise, referral for instance to

physiotherapist, lung specialist. The patient is requested to provide a

meter. Alternatively, the decision to do

appropriate responsibility. Summing up problems, actions and responsibility

e door, other health care professionals asking questions, cell phone ringing, the

elf-management education at nurse-led COPD clinics in primary
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cological treatment, inhalation, coughing and breathing technique,
acute exacerbations, smoking cessation, infection prevention,
physical activity, psychosocial counseling, dietary counseling
and finally conclusions in a written individual treatment-plan
[9,19,27]. Validity and inter-observer reliability were established
for 15 videotaped consultations, and were each assessed twice at
two months interval by one of the authors (EÖE) (Table 4a).

2.5.3. Statistics

Data are presented as frequencies and continuous variables
with abnormal distribution such as median and range and 25th,
50th (median), 75th percentiles and range.

3. Results

3.1. The structure of the consultations

The patients’ consultations at the COPD-clinic lasted for 37:45
(21:00–57:00) min. In all 30 consultations, the nurses performed
spirometry before and after administrating bronchodilatory
medication. The second phase investigation also included peak
exploratory flow (PEF), height, weight and pulsoximetry.

The consultations were carried out in three parts. The initial part:
in 29 of 30 consultations, investigations of height, weight and
spirometry were initiated within the first 5 min. The middle
(educational) part: the interval between pre- and post-bronchodi-
lator spirometry was utilized in 26 consultations for communication
about symptoms and counseling about COPD and self-management.
In two consultations, the patients were referred to the waiting room
between pre- and post-bronchodilator spirometry. The concluding
part: the majority of the consultations (24/30) ended with planning
for interventions. Four consultations ended with dietary and
physical counseling, and control of inhalation techniques; two
consultations ended with a shared understanding of self-manage-
ment and smoking cessation between patient and nurse.

3.2. The content in the communication

3.2.1. Time utilized for the different phases

The first phase, the reason for consultation, lasted for 5:30
(1:30–30:15) min (Table 3b). The interview and discussion mainly
Table 3b
Time in minutes used for each issue in the CM during COPD-consultations (n = 30).

Duration of time Percentiles 25

Total time for each consultation 29:41

Miscellaneous 0

Phase 1 (total) 3:23

A. History 2:08

B. Aetiology 1:15

C. Patient’s Ideas 0:00

D. Patient’s Fears 0:00

E. Continuing problems 0:00

F. Other problems 0:00

G. Risk factors 0:00

Phase 2 (total) H. Investigations 9:00

Phase 3 (total) 3:45

I. Education level 1 2:30

J. Education level 2 0:00

K. Education level 3 0:00

L. Support patient for smoking cessation level 1 (n = 22) 0:30

M. Support patient for smoking cessation level 2 (n = 22) 0:45

Phase 4 (total) 2:00

N. Shared understanding 0:00

O. Action taken 2:00

P. Shared responsibility 0:00

Please cite this article in press as: Eva ÖE, et al. Communication and s
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concerned the history of problems (3:15 (1:00–9:00) min). The
time spent for the second phase (investigation) was 13:15 (5:15–
20:45) min. The third phase (education and smoking cessation)
lasted for 10:01 (2:30–36:30) min, comprising educational level 1
(4:23 (1:00–6:00) min), level 2 (0:53 (range 0:00–8:30) min),
support for smoking cessation level 1 (2:45 (range 0:30–
11:15) min) and level 2 (2:00 (1:00–10:45) min). No consultation
included education at level 3. The fourth phase was to choose
appropriate action with the patient. This section lasted for 3:08
(0:15–12:00) min, divided between shared understanding (0:15
(0:00–1:30) min), shared responsibility (0:00 (range 0:00–
0.45) min) and action taken (2:53 (0:15–9:45) min) (Fig. 1).

3.2.2. Number of consultations comprising the educational items

- Educational conversation: the teaching process continued
throughout the entire consultation, even if most of the teaching
took place between the pre- and post-bronchodilator spirometry.
Ten consultations contained teaching corresponding to educa-
tion level 1, while twenty consultations included both education
levels 1 and 2.

- Smoking cessation conversation: out of the 22 consultations with
patients who were active smokers, there were four consulta-
tions without any support for smoking cessation, and one with
support for managing smoking cessation at level 1. There
were 17 consultations about smoking cessation both at levels 1
and 2. In four of these the majority of time was spent on
level 2.

3.2.3. Examples of two consultations

The two cases presented in Fig. 2 exemplify how two patients
with very severe COPD were handled.

- The first example, a consultation with a former smoker was
characterized by most of the items in the CM being covered. The
self-management education was adapted to the patient’s
symptoms and included more open questions to promote the
patient to think actively about attitudes and decisions.

- The second example, a consultation with a smoker, was
characterized by fewer items being discussed, and a longer
time spent on the first phase before the spirometry. Less time
Percentiles 50 Percentiles 75 Range

37:45 42:11 21:00–57:00

0:15 0:45 0:00–5:00

5:30 9:57 1:30–30:15

3:15 5:04 1:00–9:00

1:45 2:19 0:00–4:45

0:00 0:15 0:00–1:00

0:00 0:00 0:00–1:15

0:00 0:00 0:00–1:30

0:30 2:00 0:00–7:15

0:00 0:19 0:00–5:30

13:15 16:04 5:15–20:45

10:01 14:45 2:30–36:30

4:23 7:00 1:00–6:00

0:53 1:30 0:00–8:30

0:00 0:00 0:00–0:00

2:45 6:15 0:30–11:15

2:00 4:15 1:00–10:45

3:08 5:04 0:15–12:00

0:15 0:30 0:00–1:30

2:53 4:34 0:15–9:45

0:00 0:00 0:00–0:45

elf-management education at nurse-led COPD clinics in primary
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Table 4a
Description of the concepts in self-management education and their division into categories.

Content in self-management

education in consultations

Carried out after the nurses judgment of relevance Carried out to some extent Not carried out even if it was

relevant

Spirometry The spirometry investigation is correctly

performed with usable results and the outcome

explained to the patient

The spirometry and/or the teaching is partly

incorrect or some element is not involved

The spirometry is not carried

out

Pulsoximetry Investigation of oxygen saturation, pulsoximetry,

before and after exertion

Investigation only while the patient is at rest No investigation at all even if it

had been relevant

Patophysiology Description of the anatomy and physiology of the

breathing passages, and the effects of COPD

The teaching is partly incorrect or some element

is not involved

Relevant information is not

mentioned at all

Pharmacological treatment

and inhalation technique

Optimization of pharmacological treatment and

control of inhalation technique. Explanation to

patients of when, how, and why they should take

their medications

The teaching is partly incorrect or some element

is not involved

Relevant information is not

mentioned at all

Acute exacerbations Instructions on how patients should manage on

acute exacerbations

Mentioned but not explained to the patient how

to react and handled

Relevant information is not

mentioned at all

Coughing technique Instructions on coughing technique to prevent

infection and exacerbation

The teaching is partly incorrect or some element

is not involved

Relevant information is not

mentioned at all

Breathing technique Assessment and instruction of breathing

technique. Patients were instructed how to cope

with respiratory problems, especially in exertion

Mentioned but without instruction or checks Relevant information is not

mentioned at all

Motivational dialogue about

smoking cessation

Motivational dialogue based on open questions to

help patients reflect on their smoking habits and

empower patients to quit smoking

The dialogue is not motivational and no (or only a

few) open-ended questions are asked, the nurse

not following up the questions. The nurse informs

about the detrimental effects of smoking

Smoking cessation is not

mentioned to smokers

Infection prevention Counseling for influenza vaccination and or

pneumo-vaccination

Relevant information is not mentioned at all Relevant information is not

mentioned at all

Physical activity Dialogue on physical activity and exercise with

suitable suggestion from the patients or/and from

the nurse

Asked the patient but not followed up the answer,

if the patient did exercise or not

Relevant information is not

mentioned at all

Psycho-social counseling Psycho-social counseling and support to some

extent

Relevant dialogue is not mentioned at all Relevant dialogue is not

mentioned at all

Dietary counseling Dietary counseling; intensified to patients with

severe COPD with recipe on nutritional

supplements and referral to dietician

The teaching is partly incorrect or used only to

some small extend

Relevant information is not

mentioned at all

Individual treatment-plan

in writing

Individual written treatment-plan in

collaboration with the patient, e.g. including how

patients should adjust medication on

exacerbation and when to consult the physician

Orally agreed treatment-plan No treatment-plan at all even if

it was relevant
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was spent on the educational phase (including smoking
cessation) and less education was adapted to the patient’s
symptoms.

3.3. Content and performance of self-management education

The nurses’ investigations and self-management education in
the consultations (n = 30) are displayed in Table 4b. Spirometry
was correctly performed with usable results in all consultations
Fig. 1. Boxplot for each issue in the CM

Please cite this article in press as: Eva ÖE, et al. Communication and s
health care. Patient Educ Couns (2009), doi:10.1016/j.pec.2009.03.0
except one. Pulsoximetry was performed in four consultations
both at rest and during exercise. Education on patophysiology and
physical activity was provided in 16 consultations. Teaching about
pharmacological treatment and controls about inhalation techni-
que were performed in nine consultations, in six consultations
these were deemed irrelevant, while in 13 cases, they were not
performed, even though relevant. None of the 28 consultations
where a booked follow up visit to the COPD-nurse was scheduled
ended with a summary of the agreement with the patient, choosing
during COPD-consultations (n = 30).

elf-management education at nurse-led COPD clinics in primary
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Fig. 2. The occurrence of items in the two cases exemplifies how two patients with very severe COPD were handled.
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appropriate action or shared understanding, in a written treat-
ment-plan.

4. Discussion and conclusion

4.1. Discussion

4.1.1. Main findings

The nurses structured the consultation-time (median of
37.45 min) adequately and performed the physical investigation
mostly according to current recommended standards. The commu-
nication about the reasons for patients’ visits focused mainly on
Table 4b
Content in self-management education in COPD-consultations (n = 30).

Content in self-management education in consultations Carried out after

the nurses judgmen

of relevancea

Spirometry 29

Pulsoximetry 4

Patophysiology 16

Pharmacological treatment and inhalation technique 9

Acute exacerbations 0

Coughing technique 1

Breathing technique 1

Motivational dialogue about smoking cessation 4

Infection prevention 5

Physical activity 16

Psycho-social counseling 0

Dietary counseling 4

Individual written treatment-plan 0

a Discussion of a relevant subject (or no discussion because the subject was irrelevant,

such). The judgments of relevant or irrelevant subject are described in Table 4a.

Please cite this article in press as: Eva ÖE, et al. Communication and s
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medical and physical problems, with limited time devoted to
psychosocial aspects. Most nurses informed patients about self-
management and smoking cessation, but motivational dialogue with
open-ended questions was not frequently used. All patients under-
went spirometry and about half received education in patophysiol-
ogy, pharmacological treatment, and inhalation-technique. Two
thirds of the patients received education about physical activity and
one patient received education on coughing and breathing techni-
ques. No patient was taught about acute exacerbations or got
psychosocial counseling. In the concluding phase of the consultation,
the patientswere rarely involvedas active partnersand consultations
were not summarized in a written individual treatment-plan.
t

Not carried out

because it was

irrelevanta

Carried out to

some extent

Not carried out

even if it was

relevant

0 1 0

7 10 9

1 1 12

6 2 13

8 4 18

6 1 22

7 1 21

8 14 4

9 0 16

2 2 10

17 0 13

19 3 4

2 0 28

e.g. if the patient does not have inhalation medicine and is not going to be prescribed

elf-management education at nurse-led COPD clinics in primary
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4.1.2. Structure

Some similarities in the consultations were visible in the
comparison of sessions at the included PHCCs. For example,
spirometry was consistently performed within the first 5 min. It is
important that the opening dialogue is short, not only to have
enough time to perform the spirometry, but also to assess the
severity of the disease for further planning of the consultation. On
the other hand, a caring approach puts the patients at ease,
describing how the visit will be carried out and asking about well-
being, allowing time to answer without interruption. In general,
this takes a few minutes [28]. As shown in Fig. 2 (broken line) the
consultation time was not always optimally utilized. The figure
demonstrates that considerable time was spent on the first phase
before performing the spirometry. Also, the nurse guided the
patient to the waiting room between pre- and post-bronchodilator
spirometry, instead of using the time for self-management
education or smoking cessation support.

4.1.3. The content of the communication

It is assumed that self-management education should be based
on patients’ problems, characterized by a holistic approach in order
to achieve a deeper understanding of the patient’s problems
[4,33,29]. The nurse is expected to focus on patients’ symptoms
and the cause of the illness, as is demonstrated in our findings
during the first phase of the consultations. Dyspnea is often the
symptom that affects daily life mostly as the major determinant of
health status [30], also an underlying feeling of shame [31].
However, the impact on health also depends on the baseline state
of the patient [32]. Therefore, it is important to identify the
patients’ cognitive and emotional status, requiring a dialogue
about the patients’ ideas, fears and anticipated continuing
problems. Thus, it is surprising that the patients’ cognitive and
emotional status were the aspects least focused on during
consultations, and that the patients were not involved in shared
understanding and responsibility for self-care.

Most medical consultations follow the same structure irre-
spective of profession or whether the consultation is planned or
acute; they begin with the reason for the patient’s visit, followed by
investigations, information and counseling about the patient’s
problem and ended with a conclusion. The CM covered these
phases and our findings from the CM cohere with findings from
other studies on health care communication using CM [23,25,26].
Similarities were found in the large amount of time used for
interviewing patients about history, the limited time spent on
patients’ ideas, fears and continuing problems, and the focus at the
conclusion mostly being on action taken and less on shared
understanding and patient responsibility.

4.1.4. Self-management education and smoking cessation

The analysis of the content of self-management education
shows that some issues were not communicated with the patients,
even though assumed to be relevant for their specific needs. The
lack of educational interventions may indicate that decisions about
what to teach were inadequately directed by clear goals or tailored
programs. Focusing on self-management programs is crucial [34].
It has been demonstrated that COPD educational programs
minimizes the frequency of exacerbations, hospitalizations, need
for health care resources; improves health status [35], patients’
self-management capability [36], and reduces health care costs
[37,38]. Self-management education should be a planned activity,
tailored for each patient and involving them as active partners
[9,27]. However, if nurses follow a program without adapting it to
each patient, this may lead to a stereotype consultation, not
focused on individual needs of the patients. It can also be
questioned whether nurses in the consultation situation about
self-management education focused on their own areas of
Please cite this article in press as: Eva ÖE, et al. Communication and s
health care. Patient Educ Couns (2009), doi:10.1016/j.pec.2009.03.0
competence, acting more hesitantly in unfamiliar areas. However,
the evaluated self-management issues are included in the Swedish
national guidelines for COPD in PHCC [19] and are expected to be a
part of the nurses’ curriculum. Self-management education cannot
be excluded and even though nurses presumably intended to
approach these educational interventions in future consultations,
there were no goals formulated for this together with the patients.
Nevertheless, some of these issues would have been important to
focus on already during the first visit, e.g. education about
pharmacological treatment connected to inhalation technique and
about how to handle acute exacerbations.

Most of the self-management education and support for
smoking cessation was performed through information, generally
without using motivational dialogue and open-ended questions.
The dialogue was more patient-focused regarding smoking
cessation items than educational items. It seems that the COPD-
nurses are more aware and better prepared for using pedagogical
models such as Trans-theoretical Model of Change [18] or
Motivational Interviewing [16,17] when supporting patients in
smoking cessation. They are less likely to use open-ended
questions focusing on patients own abilities to handle their life
situation through self-management education. On the other hand
we observed that four smokers were not given any smoking
cessation support. One possible explanation could be that the
nurses were hesitant to focus on smoking cessation because of the
patients’ vulnerability, such as family problems, depression, or
other severe diseases [39]. Likewise, in the smoking cessation
process, as well as in other educational issues, it is important that
patients formulate their own goals [39,40] and education for
health care professionals is needed in order to develop their
professional communication skills [41].

4.1.5. Written treatment-plan

In the essential concluding phase of consultation, it is
regrettable that almost all those in our study were finalized with
neither an oral nor a written treatment-plan summing up
problems, actions and responsibilities. This is especially surprising
as most of the patients were smokers with COPD, and should,
therefore, have regular appointments with the COPD-nurse.
Summing up the consultation in a written treatment-plan together
with the patient may be a means of clarifying shared under-
standing of responsibilities and different treatment [4,33,36]. Even
a very basic treatment-plan may be sufficient. Such a plan will
make the nurse and the patient aware of what has been stated and
more inclined to formulate individual goals of care and treatment
[42]. This is an important base for the quality of the concluding
phase and for effective follow-up visits.

4.1.6. Methodological considerations

The participating nurses were specialized and experienced in
COPD care and were positive to being videotaped. Their willingness
to participate and knowledge of the purpose of the study may
imply interest in doing a good job, constituting an unavoidable
selection bias. The patients included in the study were mostly
women, which reflects the current gender distribution [43] and the
variation of severity of COPD represents the common pattern of the
disease in primary health care [9]. This is coherent with a study of
nurse-led clinics for respiratory diagnoses, in which it was shown
that the largest group of patients was those with suspected COPD
[44].

Videotaping as a research method has the advantage of precise
documentation of the complex interaction and behavior in
consultations, highlighting efficient and inefficient methods [45]
and supporting improvement of consultation quality [46]. How-
ever, it has to be considered that the presence of a video camera
may lead to difference between recorded and ‘‘real’’ consultations.
elf-management education at nurse-led COPD clinics in primary
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It has been shown that videotaping can be used unobtrusively,
causing limited disturbance to the consultation process [7,25], and
is a valid and a reliable method [25]. In this study none of the
patients objected to being videotaped. In line with experience from
other studies, only one out of ten refused to take part in
videotaping studies [22].

The CM has been criticized for the difficulties in analyzing
human interaction with such a ‘‘checklist’’ and the loss of nuances
[24]. Loss of nuances can also be criticised according to the
evaluation of the self-management issues. The analyzed commu-
nication according to the content in the CM did not exclude any
data. This indicates that the supplemented CM covered the actual
content of the consultations and is valid for analyzing the
communication at COPD-nurse clinics. This is further supported
by the time identified as ‘‘miscellaneous’’ being limited. The
evaluation of the content of the self-management education was
particularly important because comprehensive educational con-
tent of the visits. During the analysis however, the relevance of
information in the judgment of self-management education must
be considered in the light of the fact that some of the included
patients did neither have COPD, nor were smokers. Results both
from CM and from the survey of the content in self-management
education give an important picture of communication and
education during these 1-h scheduled visits.

4.2. Conclusion

The conclusion of the present study is that the nurses structured
the consultation time in a generally adequate way. The commu-
nication between nurse and patient focused on patients’ history
and did, though only to a small degree, involve patients’ fears, ideas
and continuing problems. Self-management education and smok-
ing cessation were mostly focused on information, and motiva-
tional dialogue with open-ended questions was used to a limited
extent. Mutual understanding and responsibility were rarely
observed and the consultations were not summarized in a written
treatment-plan.

4.3. Practice implications

The findings on the content of the consultations and the
distribution of time between different issues could help nurses to
reflect on shortcomings in consultations and improve their
patient-communication skills. It is evident that COPD-nurses need
to plan and structure self-management, develop their teaching and
interviewing skills and improve co-operative patient treatment-
planning. A written treatment-plan should be mandatory as a first
step towards increased collaboration, shared understanding and
responsibility, engagement and control of the patients, facilitating
health-promoting self-care. Parallels can be drawn to other nurse-
led clinics such as diabetes, heart failure and to consultations
performed by other professionals.
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