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The individual with chronic obstructive pul-
monary disease (COPD) requires long-term,
multidisciplinary care because of the physio-
logic and psychologic problems associated
with this disease. The goals of this care are
to diagnose the specific problem(s) that the
individual is experiencing, design an optimal
management regimen, and assist both the in-
dividual and family/caretaker in learning self-
care skills required to implement this regimen
at home. Because of the chronic, progressive
nature of COPD, provision of care must be
comprehensive and continuous, with partic-
ular attention given to outpatient and home
care services.

This Position Paper identifies the skills or
competencies required of health team mem-
bers who provide outpatient and home care
services to individuals with COPD. Success-
ful management of each individual’s care re-
quires patient and family/caretaker education
as well as the cooperation of all involved dis-
ciplines, services, and support systems. Health
team efforts must be concerned with total
physical, mental, and social functioning of
the individual and family/caretaker as well
as with the medical diagnosis.

The services required by COPD patients
are many and varied. Essential services have
been delineated by the ALA Report on Com-
prehensive Care for Patients with Chronic
Lung Disease (1). When providing these ser-
vices, there is often no clear boundary between
disciplines. The roles of health team mem-
bers are not mutually exclusive, but coopera-
tive, depending on each team member’s skills
and patient need. For this reason, this paper
does not concern itself with the specific role
of each professional group, nor with the struc-
ture within which services are given to indi-
viduals with COPD.

Establishment of the diagnosis and the
medical regimen is the responsibility of the
physician. Provision for the services neces-
sary to carry out the health care regimen is
the responsibility of the health care team. This
team may be multidisciplinary and include
a physician, pulmonary nurse specialist, re-
spiratory therapist, physical therapist, occupa-
tional therapist, dietitian,  social worker, voca-
tional counselor, psychiatrist or psychologist,
the individual with COPD, and his or her fam-
ily or caretaker. Such multidisciplinary teams
are most appropriate in settings in which large

numbers of patients are seen. Care may also
be provided by a health care team that con-
sists of a physician and one additional health
team member, such as a pulmonary clinical
nurse specialist or a respiratory therapist.
Thus, the specific responsibilities of each team
member may vary, depending on the needs
of the individual, the availability of members
of each discipline, and the organization of
resources in the community. The effectiveness
of team function depends on clearly defined
goals, communication between health team
members, articulation of available services
and facilities, and ongoing evaluation and
follow-up.

The skills identified in this paper are those
that assist the individual to Q control or al-
leviate symptoms of respiratory dysfunction,
(2) maintain or improve ability to function
as independently as possible, (3) cope with
progressive impairment, and (4) minimize or
prevent development of complications. To
facilitate movement toward these goals, the
health care team providing services should in-
clude practitioners who possess the follow-
ing competencies:

1. Ability to examine the patient for the
diagnosis and treatment of not only COPD
but all other important associated health
problems, using history, physical examination,
and laboratory studies such as chest roent-
genogram, electrocardiogram, and blood
chemistries.

2. Ability to perform and interpret spirom-
etry and selected additional pulmonary func-
tion tests; to perform and interpret arterial
blood gas studies.

3. Ability to provide continuous medical
follow-up, observation, and evaluation of in-
dividuals with COPD and referral for con-
sultation, when necessary, to specialists.

4. Ability to teach patients and families or
caretakers concepts concerning the illness and
treatment, including assessing their readiness
to learn, determining the appropriateness of
material to be taught, and evaluating their
response to teaching.

5. Ability to evaluate psychosocial response
to illness, to interview individuals and their
families or caretakers, and to intervene and
counsel individuals and their families or
caretakers in those aspects of care that will
assist them to cope with problems of daily
living.
6. Ability to recognize need for and to teach
the specific techniques, such as bronchial hy-
giene, breathing retraining, relaxation exer-
cises, exercise conditioning including muscle

strength/endurance programs, and energy
conservation in activities of daily living.
7. Ability to recognize the need for and to
teach the skills required for use and main-
tenance of respiratory equipment for the sup-
port of oxygenation and ventilation and for
the therapeutic administration of gases, mkts,
and aerosols.
8. Ability to assess nutritional status and to
provide counseling regarding methods of
maintaining appropriate nutritional intake.
9. Ability to assist patients to identify and
use appropriate community resources, includ-
ing vocational rehabilitation.
10. Ability to plan, coordinate, and evaluate
care.
11. Ability to effect safe transfer for an
acutely ill patient to a general hospital and
to provide for immediate admission to a unit
competent to care for his or her needs.

It is important that the skills and competen-
ties included here be available to each in-
dividual and family or caretaker, and that the
care provided be coordinated by one profes-
sional health practitioner. The decision as to
which health professional will provide and
coordinate the services should be made on
the basis of who on the health team possesses
the greatest number of the skills required to
provide the care.

It is recognized that a comprehensive re-
spiratory care program can result in definite
benefits to the individual with COPD (2, 3).
Benefits include improved quality of life, im-
proved ability to carry out activities of daily
living, and reduction in anxiety, depression,
and somatic concern (2-6). Home oxygen
therapy has been shown to decrease mortal-
ity of patients with hypoxemic COPD (7,8).
Cessation of smoking can result in improved
pulmonary function and decreased symp-
tomatology (3). If airway abnormalities are
detected early, it may be possible to alter the
course of COPD (9). There are also limita-
tions to the benefits achieved. Most studies
have not documented increased survival or
improvement in pulmonary function and
there are limitations to the benefits COPD
patients can achieve through exercise recon-
ditioning (2, 10). Problems include failure of
individuals to stop smoking permanently, the
tendency to seek care late in the disease, and
unevenness in our capacity to deliver quality
outpatient and home care services. Future ef-
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forts need to be directed toward identifying
behavioral strategies that motivate individu-
als to seek earlier treatment and to follow
preventive advice, and toward improving the
distribution and delivery of quality outpatient
and home care.
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