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A B S T R A C T

This is the protocol for a review and there is no abstract. The objectives are as follows:

To evaluate the efficacy of COPD-specific self management interventions that include an action plan for exacerbations of COPD

compared with usual care in terms of health-related quality of life, respiratory-related hospital admissions and other health outcomes.

B A C K G R O U N D

Description of the condition

Chronic obstructive pulmonary disease (COPD) is characterised

by respiratory symptoms that are caused predominantly by per-

sistent airflow limitation, which is usually progressive. It is associ-

ated with an enhanced chronic inflammatory response in the lung

to noxious particles or gases (Global 2014). Many patients with

COPD experience increasing functional impairment and progres-

sive loss of quality of life over many years (Carrasco 2006; Celli

2007; Heyworth 2009). Exacerbations of COPD (ECOPD), de-

fined as acute deteriorations in respiratory health, contribute to

functional impairment and risk of mortality in individual patients

(Celli 2007; Seemungal 1998). COPD leads to more than six mil-

lion deaths annually and will be the third leading cause of death

worldwide (Global 2014; Lozano 2012). This increased mortality

is driven mainly by the expanding global epidemic of smoking,

reduced mortality from other common causes of death (e.g. is-

chaemic heart disease, infectious disease) and increasing age of the

world population (Global 2014). Besides mortality, COPD is a

leading cause of morbidity. In 2010, COPD was the fifth largest

cause of years of life lived with disability (Vos 2012). Apart from
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personal distress, COPD confers a substantial and increasing eco-

nomic and social burden on society (Global 2014), with its exac-

erbations accounting for most of the direct costs (Toy 2010).

Description of the intervention

Self management interventions are defined as structured inter-

ventions for individuals aimed at improvement in self health be-

haviours and self management skills (Lorig 2003). Lorig et al (Lorig

2003) indicated that a self management programme should ide-

ally include training with feedback to improve the following pa-

tient skills: problem solving, decision making, resource utilisation,

formation of patient-provider partnerships, action planning and

self tailoring. Mastery, modelling, interpretation of symptoms and

social persuasion skills are believed to contribute to enhanced self

efficacy (Lorig 2003). Patients will progressively achieve greater

confidence in (self ) managing their health, and this will be a pow-

erful factor in inducing new and sustaining behaviours that pro-

vide perceived benefit (Bourbeau 2004; Lorig 2003).

Self management has been proposed as an essential part of dis-

ease management targeted towards helping patients develop skills

to manage a disease more effectively. This is especially important

in patients with chronic disease (e.g. COPD, for which the pa-

tient is responsible for day-to-day care over the duration of the

illness) (Lorig 2003). Self management interventions are associ-

ated with reduced duration of exacerbations and hospitalisations

and decreased healthcare costs, as well as improved health-related

quality of life (HRQoL), for patients with COPD (Effing 2009;

Rice 2010; Zwerink 2014). Self management training aims to help

patients acquire and improve through practice the skills they need

to carry out disease-specific medical regimens (Bourbeau 2009;

Effing 2012). It also guides changes in health behaviour and pro-

vides emotional support for optimal function of patients with

COPD and control of their disease (Bourbeau 2009; Effing 2012).

Self management training is considered an increasingly impor-

tant component of treatment and management of COPD. This

training should occur as an interactive and iterative process aimed

at sustained behavioural change and instillation of confidence to

recognise when an exacerbation is starting and to self manage

it effectively and safely (Bourbeau 2009). Self management will

not be successful without effective co-operation between patient

and healthcare provider (Bodenheimer 2002). Ongoing case man-

ager support is recognised as an additional component required to

achieve effective and safe self management (Effing 2012).

Debate on the definition and the most effective content of COPD

self management interventions is ongoing (Effing 2012). Recently,

an expert group worked on a definition of a COPD self manage-

ment intervention that is in line with the statements above. When

it is released, we will include the definition prepared by this expert

group.

Although self management is largely a generic approach, action

plans are disease-specific and are considered an intrinsic part of

COPD self management interventions (Effing 2012; Zwerink

2014). Action planning is a frequently applied planning technique

adopted to change behaviour (Hagger 2014; Webb 2010). Appro-

priate use of written COPD action plans enables patients to recog-

nise symptom deterioration early in the course of onset (Walters

2010). Walters et al compared randomised controlled trials (RCTs)

of an individual action plan versus RCTs with minimal or no self

management education. This review showed that the use of action

plans was associated with increased initiation of treatment for acute

exacerbations (Walters 2010). However, no evidence suggests that

action plans reduced healthcare utilisation, and data on HRQoL

were limited (Walters 2010). When integrated into self manage-

ment programmes, this approach will lead to accelerated initiation

of appropriate treatment (Walters 2010) and therefore may re-

duce exacerbation duration, hospitalisations and healthcare costs

for COPD patients without severe comorbidities (Effing 2009;

Rice 2010). Appropriate actions can include contacting a health-

care provider for support or initiating self treatment (Wood-Baker

2006). Furthermore, written action plans can include instructions

regarding, for example, maintenance treatment.

Why it is important to do this review

An update of the Cochrane review regarding COPD self man-

agement was published in 2014 (Zwerink 2014). This update

strengthened the conclusions that self management is associated

with improved HRQoL, reduced respiratory-related and all-cause

hospitalisations and improved dyspnoea. Subgroup analyses indi-

cate that a standardised exercise component in self management

interventions did not change the effects of self management inter-

ventions on HRQoL and respiratory-related hospital admissions.

However, the review could not reveal the effective components

within self management interventions, not least because of hetero-

geneity among interventions, study populations, follow-up time

and outcome measures. Because of the very frequent use of action

plans for exacerbations in the included studies, sub-analyses on

the use of action plans could not be performed. The contribution

of action plans to self-management programmes remains therefore

unclear. In the current review, written action plans for ECOPD

must be included as part of the self management intervention.

This might reduce heterogeneity among interventions, as this re-

view will focus on self treatment interventions that include at least

a written action plan for ECOPD.

Since the latest update of the review regarding COPD self manage-

ment, several studies have been published and new opinions have

been raised regarding the limitations and contents of self man-

agement interventions with exacerbation action plans for patients

with COPD. So far, the evidence regarding COPD action plans

is somewhat contradictory. Use of action plans can lead to accel-

erated initiation of appropriate treatment, thereby reducing the

severity of the exacerbation. An RCT conducted by Trappenburg

et al showed that early initiation of the agreed upon action plan
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for patients with COPD decreased the impact of exacerbations

on health status and tended to accelerate recovery (Trappenburg

2011). However, action plans could also lead to incorrect or de-

layed treatment when co-morbidities are present. As a result of

significantly higher mortality rates in the intervention group, a

study evaluating the efficacy of a comprehensive care management

programme in reducing the risk for COPD hospitalisation with

COPD-specific action plans was prematurely terminated (Fan

2012). This study underlines the need for further investigations of

the effectiveness and safety of self management programmes that

include self management action plans for patients with COPD.

No definitive explanation for these study outcomes has emerged,

and they conflict with the positive study outcomes of another

highly comparable self management study from Rice et al (Rice

2010). The significantly higher mortality rates in the intervention

group reported by Fan et al (Fan 2012) might be explained in

part by the use of COPD-specific action plans for patients with

COPD and co-morbidities. Findings from a single-centre RCT

that included nurse support may provide further insights. In this

study, only 42% of the intervention group could be defined as

successful self managers and had significantly reduced risk of hos-

pital readmission (Bucknall 2012). This implies that a significant

minority of patients do derive benefit from an intervention with

self management components. A study from Bischoff et al showed

no long-term benefit in terms of quality of life or improved per-

ceived self efficacy when comprehensive self management or rou-

tine monitoring was compared with usual care (Bischoff 2012).

However, participants in the self management group seemed more

capable of appropriately managing exacerbations than did those

in the usual care group (Bischoff 2012). For many COPD self

management interventions, action plans are the key component.

Nevertheless, these studies show contradictory results. Therefore,

in the current review, we will assess the effectiveness of COPD self

management interventions that include action plans for ECOPD

compared with usual care.

O B J E C T I V E S

To evaluate the efficacy of COPD-specific self management inter-

ventions that include an action plan for exacerbations of COPD

compared with usual care in terms of health-related quality of life,

respiratory-related hospital admissions and other health outcomes.

M E T H O D S

Criteria for considering studies for this review

Types of studies

We will include RCTs. We will include studies reported in full

text, those published as abstracts only and unpublished data.

Types of participants

We will include participants with a diagnosis of COPD according

to the GOLD (Global Initiative for Chronic Obstructive Lung

Disease) classification criteria (Global 2014); those with COPD

symptoms (i.e. coughing, sputum or dyspnoea); and participants

with a postbronchodilator forced expiratory volume in one sec-

ond (FEV1)-to-forced vital capacity (FVC) ratio < 0.70. We will

exclude patients with asthma as a primary diagnosis.

Types of interventions

We will include trials comparing COPD self management inter-

ventions that include a written action plan for ECOPD versus

usual care. In this review, an action plan refers to specific behaviour

to be initiated when respiratory symptoms deteriorate; it describes

when, where and how one should act. An action plan is an agreed

upon strategy by which patients will act appropriately when symp-

toms deteriorate, indicating the start of exacerbations of COPD

(e.g. by contacting a healthcare provider for support, by initiating

self treatment). It might also include maintenance treatment and

advice to avoid situations in which viral infection might be preva-

lent.

To be included in this review, the self management intervention

should include at least formal training on how and when to use an

action plan for ECOPD. This formal training programme should

be an iterative process between patient and healthcare provider(s)

in which feedback is given on the actions. Training should ideally

include techniques directed towards behavioural change. In ad-

dition, the intervention may include other components that are

directed towards behaviour change (e.g. smoking behaviour, exer-

cise or physical activity, diet, use of maintenance medication and

correct device use, coping with breathlessness). The intervention

content can be delivered to study participants verbally, in writing

(hardcopy or digital) or via audiovisual media.

Disease management programmes classified as pulmonary reha-

bilitation or exercise classes offered in a hospital, at a rehabilita-

tion centre or in a community-based setting will be excluded to

avoid as much as possible overlap with pulmonary rehabilitation.

Home-based (unsupervised) exercise programmes that include ac-

tion plans for treatment for exacerbations of COPD will be in-

cluded, as these studies will ask a more active role of patients and

are more clearly aimed at patient self management skills than are

supervised exercise programmes.

As the definition, content and focus of COPD self management

training in particular, and of COPD treatment in general, have

dramatically changed over the past 20 years, we will exclude studies

published before 1995 and will search for studies conducted from

1995 until the present date.
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Types of outcome measures

Primary outcomes

• Health-related quality of life (HRQoL).

• Respiratory-related hospital admissions.

Secondary outcomes

• Number of all-cause hospital admissions.

• Use of (other) healthcare facilities (e.g. number of

emergency department visits, number of all-cause and

respiratory-related hospital admission days in total and per

participant, general practitioner, number of nurse and specialist

visits).

• Rescue medication use.

• Health status.

• Number of COPD exacerbations.

• Mortality (survival).

• Self efficacy.

• Days lost from work.

Reporting in the trial of one or more of the outcomes listed is

not an inclusion criterion for the review. We will divide COPD

exacerbations into exacerbations based on COPD symptom scores

(e.g. symptom diary), based on courses of oral corticosteroids and

based on courses of antibiotics.

Search methods for identification of studies

Electronic searches

We will identify trials from the Cochrane Airways Group Spe-

cialised Register (CAGR), which is maintained by the Trials Search

Co-ordinator for the Group. This Register contains trial reports

identified through systematic searches of bibliographic databases

including the Cochrane Central Register of Controlled Trials

(CENTRAL), MEDLINE, EMBASE, the Cumulative Index to

Nursing and Allied Health Literature (CINAHL), the Allied and

Complementary Medicine Database (AMED) and PsycINFO,

and by handsearching of respiratory journals and meeting ab-

stracts (please see Appendix 1 for further details). We will search

all records in the CAGR using the search strategy provided in

Appendix 2. We will search from 1995 to the present.

We will also conduct a search of

ClinicalTrials.gov (www.ClinicalTrials.gov) and the World Health

Organization (WHO) trials portal (www.who.int/ictrp/en/). We

will search all databases from their inception to the present, and

we will impose no restriction on language of publication.

Searching other resources

We will check reference lists of all primary studies and review

articles for additional references. We will search for additional

trials using the ClinicalTrials.gov and WHO International Clinical

Trials (ICT) databases.

Data collection and analysis

Selection of studies

Two review authors (AL and TE) will independently assess titles

and abstracts of all references retrieved. Subsequently, two review

authors (AL and TE or MB) will independently review full-text

versions of potentially relevant reports, will assess these on eligi-

bility for inclusion and will resolve disagreements by discussion

with the third review author. If consensus is not reached, they will

consult a third review author. We will contact the authors of in-

cluded studies to ask for further information, if needed.

Data extraction and management

Two review authors (AL and TE or MB) will independently as-

sess trial quality and will extract the following data from included

studies: relevant outcome measures; sample size; demographics of

included participants; disease severity; setting, duration and con-

tents of the intervention and potential effect modifiers. We will

use normal data extraction forms and spreadsheets. We will com-

plete a data collection form for study characteristics and outcome

data that has been piloted on at least one study in the review.

We will note in the ’Characteristics of included studies’ table

whether outcome data were reported in a useable way. We will re-

solve disagreements by reaching consensus or by involving a third

person (JP or PV). One review author (AL) will transfer data into

the Review Manager (RevMan 2014) file. We will double-check

that data have been entered correctly by comparing data presented

in the systematic review versus data in the study reports. A second

review author (TE) will spot-check study characteristics against

the trial report for accuracy.

Assessment of risk of bias in included studies

We will assess risk of bias according to recommendations outlined

in the Cochrane Handbook for Systematic Reviews of Interventions

(Higgins 2011) for the following items.

• Random sequence generation.

• Allocation concealment.

• Blinding of participants and personnel.

• Blinding of outcome assessment.

• Incomplete outcome data.

• Selective outcome reporting.

• Other bias.
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For each included study, two review authors (AL and TE or MB)

will independently assess for all domains listed above whether high,

low or unclear risk of bias is present. Unclear risk indicates that

insufficient detail of what happened in the study is reported; that

what happened in the study was known but the risk of bias was

unknown; or that an entry was not relevant to the study at hand.

Each judgement of risk of bias will be supported by a short de-

scription of what was reported to have happened in the specific

study. The grade of each potential bias from the included study

together with a quote from the study report and justification for

our judgement will be reported in the ’Risk of bias’ table. In case

of a cluster-RCT, we will assess risk of recruitment bias, risk of

bias for baseline imbalance, risk of bias due to loss of clusters, risk

of bias due to incorrect analysis and publication bias. We will re-

solve disagreements by discussion or with involvement of another

review author (JP or PV).

Assesment of bias in conducting the systematic

review

We will conduct the review according to this published protocol

and will report deviations form it in the ’Differences between

protocol and review’ section of the systematic review.

Measures of treatment effect

We will analyse the results of studies using random-effects mod-

elling in Review Manager (RevMan) 5.3 (RevMan 2014). To com-

pare results across trials, we will use forest plots. We will express

the results of each RCT as odds ratios (ORs) with corresponding

95% confidence intervals (95% CIs) for dichotomous outcomes,

and as mean differences (MDs) or standardised mean differences

(SMDs) for continuous outcomes. For primary analyses, we will

use the calculator tool in RevMan along with information from

adjusted scores (analysis of co-variance (ANCOVA)), change from

baseline scores or final scores to create a single forest plot. We will

use the calculator tool with the generic inverse variance method

for dichotomous or continuous data to allow transformation from

data on effect sizes, confidence intervals and standard errors to data

required by RevMan to create forest plots with, for example, RRs

or mean differences. We will determine the clinical relevance of

treatment effects by using the minimal clinically important differ-

ence (MCID), when available. We will calculate numbers needed

to treat for an additional beneficial outcome (NNTB) for both

respiratory-related and all-cause hospital admissions using pooled

ORs and control group data from individual studies within the

meta-analysis to obtain study-specific NNTB, with Visual Rx 3

(Cates 2008).

Unit of analysis issues

The unit of analysis in the included RCTs will be the participant.

We will also include cluster-RCTs with the cluster as the unit of

analysis. For more recent studies, it is most likely that clusters have

been taken into account in the analyses. If not, we will adjust for

the clusters.

Dealing with missing data

In cases of missing or incomplete data, we will contact the study

authors. If they do not respond, we will make a second attempt

to request missing data. If study authors do not respond after a

second attempt, we will analyse only the available data and will

describe that data are missing. We will list under the heading

’Acknowledgements’ study authors who have contributed to this

version of the review.

Assessment of heterogeneity

We will explore variability among studies by performing visual

inspection and using the I2 statistic (Higgins 2011). If we iden-

tify substantial heterogeneity (I2 > 50%), we will discuss possible

explanations and will critically reconsider the appropriateness of a

meta-analysis. In the meta-analysis, we will use a random-effects

model (REM), rather than a fixed-effect model (FEM), to account

for heterogeneity.

Assessment of reporting biases

We will explore possible reporting bias by assessing asymmetry in

funnel plots to determine whether studies are selectively reported

as indicated in the paragraph, ’Assessment of risk of bias in in-

cluded studies’.

Data synthesis

When appropriate, we will perform a meta-analysis using RevMan.

We will consider a meta-analysis when at least three studies have

reported sufficient data for the outcome. Because of the nature of

the intervention, we expect to see clinical heterogeneity between

studies. If pooling is possible, we will perform meta-analyses using

REM rather than FEM.

Summary of findings table

Using the criteria outlined in the Cochrane Handbook for Systematic

Reviews of Interventions (Higgins 2011), we will create a ’Summary

of findings’ (SOF) table that includes key information concerning

the quality of evidence, the magnitude of effect of the self manage-

ment intervention and the sum of available data on the main out-

comes. We will assess potential effect modifiers on participant and

self management intervention levels and will structure the SOF

table according to these effect modifiers (e.g. exercise, education,

health literacy, training of case managers, motivation of the par-

ticipant, compliance, inclusion and exclusion criteria, individual
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participant data). In the Discussion section, we will assess the po-

tential (modifying) effect of delivery of the intervention. We will

use the five GRADE (Grades of Recommendation, Assessment,

Development and Evaluation) considerations (study limitations,

consistency of effect, imprecision, indirectness and publication

bias) to assess the quality of a body of evidence as it relates to stud-

ies that contribute data to the meta-analyses for prespecified out-

comes. We will use methods and recommendations described in

Section 8.5 and Chapter 12 of the Cochrane Handbook for System-

atic Reviews of Interventions (Higgins 2011) by using GRADEpro

(GRADEpro) software. We will justify all decisions to downgrade

or upgrade the quality of studies by using footnotes, and we will

provide comments to aid the reader’s understanding of the review

when necessary.

Subgroup analysis and investigation of heterogeneity

We will consider subgroup analyses as possible when at least three

studies can be included in each subgroup. We intend to perform

the following subgroup analyses to explain possible heterogeneity

between the results of included studies (if data are available) to

determine whether outcomes differ in terms of the following.

• Duration of follow-up: fewer than 12 months of follow-up

after the start of the study versus 12 or more months of follow-

up after the start of the study. Shorter-term and longer-term

effects of self management interventions including action plans

might be different. After follow-up of 12 to 18 months, the

effects might be diluted. In addition, we will perform explorative

analyses by using different cutoff points for follow-up times (e.g.

six months, 18 months).

• Inclusion of participants in the acute phase: inclusion of

participants with COPD in the acute unstable phase (with an

acute exacerbation of COPD) versus inclusion of participants in

the non-acute stable phase (at least four weeks post exacerbation

and six weeks post hospitalisation). Acute exacerbations may

threaten self management improvements. Awareness of the

clinical sequelae of acute exacerbations of COPD enables

approaches such as early postexacerbation rehabilitation to

mitigate its negative effects (Goldstein 2014).

• Use of a standardised exercise programme as part of the

intervention: use of an exercise component in self management

versus no exercise component. Increased exercise capacity may

result in better HRQoL and potentially fewer hospital

admissions.

• Use of a smoking cessation programme in the intervention:

smoking cessation component in self management versus no

smoking cessation component. Smoking cessation may result in

improved HRQoL.

• Self management as part of usual care: low-level usual care

versus high-level usual care. Usual care differs significantly

between countries and healthcare systems, and sometimes self

management will already be included as part of usual care.

Therefore, we will classify according to whether self management

was likely to be part of usual care.

We will use the formal test for subgroup interactions in Review

Manager (RevMan 2014).

In addition, we will assess the integration of no more than 16 clus-

ters of behavioural change techniques (BCTs) in an explorative

subgroup analysis to promote uptake and optimal use of COPD-

specific self management behaviour patterns in the intervention.

The BCT taxonomy is a methodological tool for specifying in-

tervention content (Michie 2013). The BCT taxonomy (version

1) published by Michie et al (Michie 2013) describes 93 hierar-

chically clustered techniques in 16 clusters. The BCT must be

an observable, replicable and irreducible component of an inter-

vention designed to alter or redirect causal processes that regulate

behaviour; that is, a technique that is proposed to be an “active

ingredient” (Michie 2011). In this subanalysis, we will classify in-

terventions by their number of BCT taxonomy clusters (’lower or

equal’ vs ’higher’ than the median of BCT clusters found in all

included interventions) (Michie 2013). The following 16 BCT

clusters included as part of the behavioural change component

indicate that the study made an attempt to integrate behavioural

change.

• Goals and planning.

• Feedback and monitoring.

• Social support.

• Shaping of knowledge.

• Natural consequences.

• Comparison of behaviours.

• Associations.

• Repetition and substitution.

• Comparison of outcomes.

• Reward and threat.

• Regulation.

• Antecedents.

• Identity.

• Scheduled consequences.

• Self belief.

• Covert learning.

In exploratory analyses, we will assess potential effect modifiers

by participant and self management intervention levels (e.g. dis-

ease severity, inclusion of participants with co-morbidities, train-

ing of case managers, inclusion of an exercise component, be-

havioural change techniques). This assessment will yield predic-

tors for (more) effective self management programmes. Finally we

will try to collect information about the intention of the self man-

agement intervention and how it was delivered to participants.

Sensitivity analysis

We plan to carry out sensitivity analyses under different assump-

tions to investigate the robustness of effect sizes found in this re-

view. We will undertake sensitivity analyses to identify whether
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review findings are dependent on decisions made during the re-

view process. During the course of the review, we may identify

study characteristics for inclusion in the sensitivity analysis. As a

risk difference will lead to wide variance in baseline risks, we will

use ORs and MDs for the sensitivity analyses. We will also use

FEM for the sensitivity analysis.

A C K N O W L E D G E M E N T S

The Background and Methods sections of this protocol are based
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Yang served as the Editor for this review and commented critically

on the review.
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A P P E N D I C E S

Appendix 1. Sources and search methods for the Cochrane Airways Group Specialised Register
(CAGR)

Electronic searches: core databases

Database Frequency of search

MEDLINE (Ovid) Weekly

EMBASE (Ovid) Weekly

CENTRAL Monthly

PsycINFO (Ovid) Monthly

CINAHL (EBSCO) Monthly

AMED (EBSCO) Monthly

Handsearches: core respiratory conference abstracts

Conference Years searched

American Academy of Allergy, Asthma and Immunology (AAAAI) 2001 onwards

American Thoracic Society (ATS) 2001 onwards

Asia Pacific Society of Respirology (APSR) 2004 onwards

British Thoracic Society Winter Meeting (BTS) 2000 onwards

Chest Meeting 2003 onwards

European Respiratory Society (ERS) 1992, 1994, 2000 onwards

International Primary Care Respiratory Group Congress (IPCRG) 2002 onwards

Thoracic Society of Australia and New Zealand (TSANZ) 1999 onwards
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MEDLINE search strategy used to identify trials for the CAGR

COPD search

1. Lung Diseases, Obstructive/

2. exp Pulmonary Disease, Chronic Obstructive/

3. emphysema$.mp.

4. (chronic$ adj3 bronchiti$).mp.

5. (obstruct$ adj3 (pulmonary or lung$ or airway$ or air ow$ or bronch$ or respirat$)).mp.

6. COPD.mp.

7. COAD.mp.

8. COBD.mp.

9. AECB.mp.

10. or/1-9

Filter to identify RCTs

1. exp “clinical trial [publication type]”/

2. (randomised or randomised).ab,ti.

3. placebo.ab,ti.

4. dt.fs.

5. randomly.ab,ti.

6. trial.ab,ti.

7. groups.ab,ti.

8. or/1-7

9. Animals/

10. Humans/

11. 9 not (9 and 10)

12. 8 not 11

The MEDLINE strategy and RCT lter are adapted to identify trials in other electronic databases.

Appendix 2. Search strategy to identify relevant trials from the CAGR

Proposed search strategy for Airways Register

#1 MeSH DESCRIPTOR Pulmonary Disease, Chronic Obstructive Explode All

#2 MeSH DESCRIPTOR Bronchitis, Chronic

#3 (obstruct*) near3 (pulmonary or lung* or airway* or airflow* or bronch* or respirat*)

#4 COPD:MISC1

#5 (COPD OR COAD OR COBD):TI,AB,KW

#6 #1 OR #2 OR #3 OR #4 OR #5

#7 MeSH DESCRIPTOR Self Care Explode All

#8 MeSH DESCRIPTOR Education

#9 MeSH DESCRIPTOR Patient Education as Topic

#10 educat*

#11 self-manag*

#12 “self manag*”

#13 self-car* or “self car*”

#14 train* or instruct*

#15 “patient cent*” or patient-cent*

#16 patient-focus* or “patient focus*”

#17 patient-education or “patient education”

#18 “management plan” or management-plan

#19 management* NEAR1 program*

#20 behavior* or behaviour*
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#21 disease* NEAR2 management*

#22 self-efficac*

#23 empower*

#24 action-plan*

#25 action NEXT plan*

#26 #7 or #8 or #9 or #10 or #11 or #12 or #13 or #14 or #15 or #16 or #17 or #18 or #19 or #20 or #21 or #22 or #23 or #24 or #25

#27 #6 AND #26

#28 (#27) AND (INREGISTER)

[Note: in search line #4, MISC2 denotes the field in which the reference has been coded for condition, in this case, COPD]
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