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Tailoring a plan for supported  
self-management to the patient
Supporting people with long-term conditions (LTCs) to take appropriate decisions  
is an integral component of care. Professor Pinnock explains how to complete and 
personalise action plans for individuals living with asthma or COPD.

Supported self-management
All people with long-term conditions (LTCs) are, de facto, 
taking day-to-day decisions about living with their condition. 
Supporting them to take appropriate decisions is an integral 
component of care, not an optional extra.1,2

Medical models of self-management typically focus on 
appropriate use of drug therapy, detection and management 
of attacks, avoidance of triggers, or prevention of complications, 
but definitions (see Box 1) highlight that self-management is 
the much broader concept of ‘living with’ a chronic condition.3 
Building on a meta-review of supported self-management in 
14 LTCs,4 the Practical Reviews in Self-Management Support 
(PRISMS) taxonomy provides a pick-list of support strategies 
that may be considered for individuals living with an LTC (see 
Box 2).5 The applicability of the different components of the 
taxonomy will vary according to the nature of the conditions. 
They also need to be tailored to clinical severity, demographic 
and cultural diversity and individual preference. 

In conditions where patients need to respond to deteriorating 
symptoms – such as asthma and chronic obstructive 
pulmonary disease (COPD) – advice on the medical tasks of 
recognising and responding appropriately to deterioration in 
control is crucial, but must be embedded in holistic support to 
help people live with their condition.

Asthma
There is overwhelming evidence that supported self-
management for people with asthma reduces acute attacks and 
use of healthcare resources, and improves asthma control and 
quality of life, both in the context of trials6 and implementation 
into routine care.7 Reflecting the variable nature of asthma, 
a core component is the provision of a personalised asthma 
action plan. The core content of all action plans is to describe 
maintenance treatment, and to advise patients on how to 
recognise deterioration of their asthma and the action they 
should take.8 However, details of the recommendations and how 
the information is presented must be tailored to the individual.

How to complete an asthma action plan
Optimal self-management includes an action plan, completed 
in the context of a discussion about management and self-
management, and with access to ongoing support from 
professionals.8 A template plan with colour-coded action 
points can be downloaded from the Asthma UK website 
(https://www.asthma.org.uk/advice/manage-your-asthma/

action-plan). This is reproduced, with permission, in Figure 1, 
with advice for completion as a footnote. 

Personalising an asthma action plan
Characteristics to consider when completing an asthma action 
plan include:

•  Age: Asthma UK has an action plan for children that provides 
emergency advice. It does not include information on 
increasing inhaled steroids or commencing a course of oral 
steroids, although these strategies are effective in children.

•  Literacy: the Asthma UK action plan may be complex, 
especially for those with poor literacy. A pictorial action plan, 
generated by stand-alone software, can be downloaded onto 
your practice computer. It is available from www.imperial.
ac.uk/people/m.partridge. The pictures have been developed 
to ensure they convey the right messages, and the plan may 
be printed with or without the text.9 

•  Cultural diversity: Asthma UK action plans are available 
in a range of languages – see www.asthma.org.uk/for-
professionals/professionals/non-english-action-plans. This is 
helpful, although there is evidence that self-management 
is less effective in ethnic minority groups even if materials 
are delivered in an appropriate language.10 Tailoring should 
include cultural adaption as well as translation.11

•  Seasonal symptoms: plans need to include advice on 
trigger avoidance, when to recommence seasonal preventer 
medication and the management of rhinitis (e.g. when to  
start nasal steroids).

•  Pregnancy: treatment strategies are unchanged in 
pregnancy,8 but prompt management of deterioration  
is particularly important as poor control and attacks are  
a risk to the baby.

•  Multimorbidity: overlap with COPD is common, and action 
plans may need to include management strategies for both 
conditions. For example, antibiotics are not generally helpful 
for acute asthma, but may be indicated for people with 
comorbid COPD and purulent sputum.

•  Severity: current guidelines advise that quadrupling inhaled 
corticosteroids (ICS) is an effective strategy for people 
maintained on low/moderate doses of ICS, but recommend 
that people on high-dose ICS should move straight to the oral 
steroid step.8 New evidence, however, suggests that a four-fold 
increase in ICS for one week avoids one in five steroids courses 
and is effective at all levels of maintenance treatment.12



Figure 1. Asthma UK Asthma Action Plan for adults
Reproduced with permission from Asthma UK

•  Green zone: asthma under control. Remind the patient 
that this means no symptoms, or occasional short-lived 
day-time symptoms. Peak flows should be above 80% of 
their personal best. The correct treatment in this zone is 
the lowest dose of preventer medication that keeps them 
free of symptoms.

•  Amber zone 1: asthma uncontrolled. Any night-time 
symptoms or day-time symptoms that interfere with 
activities indicates deteriorating control. Peak flows may 
dip to between 60% and 80% of their best peak flow. 
The correct treatment is a four-fold increase in preventer 
medication for a week. Remind the patient to move to 
the next step and seek clinical advice if their asthma 
deteriorates or they do not improve over the next few days.

•  Amber zone 2: asthma attack. Worsening symptoms that 
are not responding to an increase in preventer medication, 
or are not relieved by a short-acting beta-agonist (SABA) 
indicate the onset of an attack. Peak flows may fall to 
below 60% of best. The correct treatment is a course of oral 
steroids. Remind the patient to contact their GP to let them 
know they have commenced emergency treatment.

•  Red zone: emergency! Symptoms that are interfering with 
talking, not responding to treatment, requiring frequent 
reliever medication need urgent medical attention. Peak 
flow may fall to less than 40% of best peak flow. Ensure 
the patient knows how to get emergency care, and the 
emergency treatment they can use while they wait for 
assistance. 

•  Combination inhalers: combining ICS and long-acting beta2 
agonists (LABA) in one inhaler is recommended to prevent 
monotherapy with LABA, though it makes increasing the 
ICS component more complex. Strategies include providing 
a separate high-dose ICS inhaler to add to the regime for a 
week, or a high-dose combination for use with an action plan.

•  Maintenance and reliever treatment (MART): people using 
a MART regime respond to increasing symptoms by increasing 
their combination inhaler, which ensures that increased use of 
a reliever (formoterol: a rapid-onset LABA) by default increases 
the dose of ICS, facilitating the actions of the ‘amber zone’.

•  Difficult-to-manage asthma: a few people with severe 
or difficult-to-manage asthma will be under the care of a 
specialist clinic. They will need an action plan designed for 
them, which should be provided by the severe asthma clinic.



Figure 2. COPD action plan
Reproduced with permission from the British Lung Foundation

•  Defining COPD symptoms that are ‘normal for me’. This 
may need discussion as people with COPD have ongoing 
symptoms, and it can be difficult for them to determine 
what is ‘normal’ or ‘usual’ for them. ‘Bad days’ can be 
difficult to distinguish from the first day of an exacerbation.

•  Developing symptoms. The classic symptoms of an 
exacerbation are increase in breathlessness, sputum 
volume and purulence, but patients also describe non-
specific symptoms of fatigue and muscle weakness.

•  Action depends on symptoms. Antibiotics are indicated if 
the sputum is purulent, increased breathlessness is better 
treated with increased doses of bronchodilators and if not 
relieved a course of oral steroids. 

•  Ensure the patient knows when and how to get 
emergency care, and the emergency treatment they  
can use while they wait for assistance. 

Chronic obstructive pulmonary disease
Recent systematic reviews have confirmed that supported 
self-management for COPD reduces hospitalisations and 
improves quality of life.13,14 The evidence in COPD is less 
clear than in asthma, with one study raising concerns about 
harm if patients are not properly trained or are inadequately 
supported.15 In addition, people with COPD live with 
progressively disabling symptoms (especially breathlessness), 
and the ongoing social, psychological and physical 
components of self-management support are as important 
as recognising and treating exacerbations. Encouraging 
and supporting smoking cessation and activity levels are 
fundamental to COPD self-management.16

How to complete a COPD action plan
Reflecting the complexity of living with COPD, and the need 
to provide clear training and holistic support, the British 
Lung Foundation (BLF) Action Plan is embedded in a booklet 
with information about coping with breathlessness, keeping 
active, coping with depression and quitting smoking – see 
shop.blf.org.uk/products/copd-self-management-plan-hcp. 
The BLF action plan is reproduced in Figure 2, with notes on 
completion.

Personalising a COPD action plan
Factors to consider when completing a COPD action plan 
include:

•  Detecting exacerbations: the classic symptoms of an 
exacerbation are an increase in breathlessness, sputum volume 
and purulence,16 but patients also describe non-specific 
symptoms of fatigue and muscle weakness,17 which may 
need to be reflected in a personalised action plan. Another 
challenge that will need to be discussed is how to distinguish 
the onset of a COPD exacerbation from a ‘bad day’.18

•  Effective (or ineffective) ‘self-managers’:19 ongoing 
disabling symptoms and day-to-day variation in the impact 
of symptoms, compounded by anxiety, make it difficult for 
some people to recognise the onset of an attack. This can 
result in some people taking too many or too few courses of 
antibiotics and steroids.20 Helping people to establish their 
‘normal’ and recognise exacerbations is an important first 
step to self-management.

•  Multimorbidity is the norm:21 people with COPD are 
frequently managing several additional LTCs, and it is 
important to ensure that (self) management plans integrate 
(as opposed to compete) with all significant conditions. 



•  Two specific challenges: comorbid anxiety and depression 
are common and may affect people’s perception of (and 
ability to react to) their COPD symptoms, as well as their 
motivation and confidence in being able to manage lifestyle 
change. Cognitive impairment will make it difficult to learn 
strategies for managing their condition. Involving carers in 
discussions may be helpful. 

•  Poor literacy is a particular problem in COPD because of the 
association with deprivation. Written information needs to be 
simple, illustrated carefully and explained verbally.

•  Living with COPD: COPD self-management needs to consider 
social aspects of living with chronic disabling lung disease. 
One particular query is about fitness to fly; the European Lung 
Foundation has information about air travel with chronic lung 
disease – see www.europeanlung.org/en/lung-disease-and-
information/air-travel/. 

Box 3. Frequently asked questions about supported self-
management 

Should people with asthma monitor symptoms  
or peak flows?
Whichever they prefer. Both are equally effective 
strategies.23 Unsurprisingly, in practice very few people 
will want to log their peak flows every day, but some find 
having a peak flow meter at home is useful as a check to 
confirm whether or not they should start oral steroids. 

I thought doubling ICS didn’t work in asthma?
The evidence is that a fourfold increase in ICS for one 
week is effective at preventing one in five attacks 
requiring oral steroids.12 The pharma trials, which showed 
that increasing ICS is less effective than adding a LABA, 
recruited patients who were compliant with their 
maintenance treatment – unlike most patients in real 
life who reduce or stop their preventer medication. One 
of the reasons that increasing ICS works in action plans 
is probably because it reminds people to recommence 
their ICS.

What if the patient has stopped their inhaled steroids?
Start them immediately – at a dose four times their usual 
maintenance dose – for one week before reverting to 
their usual dose. The Asthma UK action plan specifically 
includes the advice to recommence preventers.

Do people with asthma or COPD need to have an 
emergency course of treatment?
Not if they don’t feel confident to use it. Some people will 
want to commence their own treatment, while others will 
prefer to contact their GP practice first. Once people have 
been supported through one or two attacks, they may 
well feel more confident to have emergency supplies to 
start themselves. 

Is it safe to encourage people to self-manage their  
acute asthma or COPD?
Yes, all self-management studies have used this 
strategy. At a practical level there are two caveats. Self-
management includes knowing when to call for help 
and that must be clear in the action plan. Secondly, 
emergency supplies of steroids (or antibiotics for COPD) 
should not be on repeat prescription – that way their use 
can be monitored and overuse detected and addressed. 

Box 1. Definitions 

The US Institute of Medicine defines self-management 
as: “… the tasks that individuals must undertake to live 
well with one or more chronic conditions. These tasks 
include having the confidence to deal with medical 
management, role management and emotional 
management of their conditions.”3 

The Health Foundation defines self-management 
support as: “The assistance that professional and informal 
caregivers give patients with chronic disease in order to 
enable them to take decisions about their condition and 
to manage disease and health-related tasks.”22

Box 2. A taxonomy of strategies to support  
self-management 

•  Information about condition and/or its management
•  Information about available resources
•  Provision of specific clinical action plans and/or rescue 

medication
•  Regular clinical review
•  Monitoring of condition with feedback
•  Practical support with adherence
•  Provision of equipment
•  Provision of easy access to advice or support when needed
•  Training/rehearsal to communicate with healthcare 

professionals
•  Training/rehearsal for everyday activities
•  Training/rehearsal for practical self-management 

activities
•  Training/rehearsal for psychological strategies
• Social support
• Lifestyle advice and support

These are listed from the PRISMS taxonomy5, which 
reviewed the self-management support used in 
interventions for 14 long-term conditions (including asthma 
and COPD). It is a ‘pick list’ not a ‘checklist’. Some strategies 
will be important for all people with LTCs (e.g. information, 
regular reviews and support with adherence). Some 
strategies will be appropriate for people with disabling 
symptoms of severe COPD (e.g. social support, provision of 
equipment and training to cope with everyday activities), or 
those with specific problems (e.g. psychological support for 
anxiety/depression and cessation support for smokers). 

Provision of specific clinical action plans and/or rescue 
medication, and access to advice when needed are 
important for people with asthma and COPD because  
of the risk of attacks.
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