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Abstract
Objectives Breathlessness ‘crises’ in people with
chronic respiratory conditions are a common precipitant
for emergency department (ED) presentations, many
of which might be avoided through improved selfmanagement and support. This study sought insights
from people with experience of ED ‘near misses’ where
they considered going to the ED but successfully selfmanaged instead.
Design and methods A qualitative approach was used
with a phenomenological orientation. Participants were
eligible if they reported breathlessness on most days
from a diagnosed respiratory condition and experience
of ≥1 ED near miss. Recruitment was through respiratory
support groups and pulmonary rehabilitation clinics.
Semistructured interviews were conducted with each
participant via telephone or face-to-face. Questions
focused on ED-related decision-making, information
finding, breathlessness management and support. This
analysis used an integrative approach and independent
coding by two researchers. Lazarus and Cohen’s
Transactional Model of Stress and Coping informed
interpretive themes.
Results Interviews were conducted with 20 participants,
15 of whom had chronic obstructive pulmonary disease.
Nineteen interviews were conducted via telephone.
Analysis identified important factors in avoiding
ED presentation to include perceived control over
breathlessness, self-efficacy in coping with a crisis and
desire not to be hospitalised. Effective coping strategies
included: taking a project management approach that
involved goal setting, monitoring and risk management;
managing the affective dimension of breathlessness
separately from the sensory perceptual and building
three-way partnerships with primary care and respiratory
services.

Strengths and limitations of this study
►► The study took a novel, strengths-based approach

to understanding how people at risk of avoidable
emergency
department
presentations
for
breathlessness can sometimes successfully selfmanage a crisis at home.
►► Analysis was informed by a theoretical framework
ideally suited to distilling therapeutic targets for
promoting self-management and coping.
►► The sampling method means our results are
unlikely to be representative of the whole population
of people with chronic breathlessness due to
respiratory conditions.
Conclusions In addition to teaching non-pharmacological
and pharmacological management of breathlessness,
interventions should aim to develop patients’ generic selfmanagement skills. Interventions to improve self-efficacy
should ensure this is substantiated by transfer of skills and
support, including knowledge about when ED presentation
is necessary. Complementary initiatives are needed to
improve coordinated, person-centred care. Future research
should seek ways to break the cyclical relationship
between affective and sensory-perceptual dimensions of
breathlessness.

Background
Chronic breathlessness is a frequently
encountered, burdensome and distressing
symptom in people with advanced respiratory
illness, which is defined as ‘breathlessness
that persists despite optimal treatment of the
underlying pathophysiology and that results
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in disability’.1 The experience of chronic breathlessness
varies between individuals and includes at least three
dimensions: ‘sensory perceptual’ (severity and quality),
‘affective’ (unpleasantness and distress) and ‘impact’
(effects on everyday life).2 While chronic breathlessness
by definition cannot be resolved, it can be managed with
psychological, physical and pharmacological therapies
aimed at modulating the perception of breathlessness
and the person’s response.3 These therapies are ideally
delivered within a self-management framework in which
people learn skills to reduce the impact on functioning
and sustain emotional well-being.4 5 Two systematic
reviews have found that interventions aimed at improving
self-management in people with chronic obstructive
pulmonary disease (COPD) can reduce breathlessness
and hospitalisation.6 7 However, these reviews identified
substantial heterogeneity among results and recommended further work to identify the most efficacious
components.
Over and above breathlessness on a daily basis, people
with chronic breathlessness periodically experience an
acute worsening of symptoms that the American Thoracic
Society (ATS) has termed a ‘breathlessness crisis’.8
Breathlessness crises commonly result in emergency
department (ED) presentations, a substantial proportion
of which might be avoided through improved self-management and support.9–12 ED presentations and hospitalisations are associated with substantial personal and
societal burden, making their prevention a priority.13 But
preventing avoidable ED presentations for breathlessness requires an in-depth understanding of help-seeking
behaviours and the knowledge, beliefs and attitudes
that drive them. Several studies have explored the experience of chronic breathlessness and its self-management,14 15 but only a handful has examined experience
during a crisis,16–18 and none have focused on decisions
about whether or not to present to the ED. The proposed
study aimed to explore the ‘natural history’ of ED-related decision-making from the perspective of people
with experience of successfully self-managing through a
breathlessness crisis. A ‘strengths-based’ approach of this
kind that leverages patient assets is increasingly recommended when developing chronic disease self-management interventions.19

Methods
The study was conducted from October 2015 to April
2016. Ethics approval was provided by the Human
Research Ethics Committee at St Vincent’s Hospital,
Sydney, Australia.
The subjective, multidimensional nature of chronic
breathlessness and ED-related decision-making required
a qualitative approach to enquiry with a phenomenological orientation. Reporting of the study has been guided
by the Consolidated Criteria for Reporting Qualitative
Research (COREQ).20
2

Sample
Eligible people were consenting adults (ie, ≥18 years)
who spoke sufficient English and reported: (1) breathlessness most days in the last month from a diagnosed respiratory condition; and (2) one or more occasions where
they considered going to the ED for breathlessness but
decided to self-manage instead. People who believed their
crisis was due to a cardiac event or an asthma attack were
excluded because of the need to seek emergency assistance in these scenarios for definitive medical attention.
Participants were approached through: (1) the Australian Lung Foundation website and national e-mail lists,
including support groups; and (2) oral invitations at
pulmonary rehabilitation group sessions. Interested
people were invited to contact the researchers, who then
screened them against eligibility criteria and undertook
an informed consent procedure culminating in written
consent.
Data collection
Cross-sectional,
semistructured
interviews
were
conducted face-to-face or by telephone with each participant according to preference and feasibility. Questions
were developed specifically for this study and explored
ED-related decision-making, breathlessness experience,
self-management and support (see box for topic guide).
Interviews were audiorecorded and transcribed for analysis. No field notes were made. Self-reported data were
collected on demographics, number of near misses and
presentations to the ED. Interviews were conducted by
a male researcher/senior lecturer with a speech therapy
background experienced in qualitative research (TL),
with contributions in around half of interviews by a female
Medical Science Honours student (MG), who had been
trained in qualitative research methods specifically for
this study. The interviewers had no previous or continuing
relationships with participants. It was explained to participants that the research was being conducted to inform
self-management interventions for other people with
chronic breathlessness.
Analysis
Analysis used an integrative method designed for
informing the development of health interventions.21 This
method uses both inductive and deductive approaches to
ensure themes both remain open to new insights from
participants and also build on previous research. To
minimise bias and enrich interpretation, initial analysis
of each interview was conducted independently by two
researchers (TL and PB or MG), who then met to agree
on descriptive themes. Emergent themes were tested for
authenticity in subsequent interviews. Established theoretical models of decision-making, self-management and
coping were reviewed to assist with interpretive analysis.
The Transactional Model of Stress and Coping developed
by Lazarus and Cohen22 was agreed to naturally accommodate emergent distinctions in the data (eg, between
the severity of breathlessness compared with the capacity
Luckett T, et al. BMJ Open 2017;7:e017536. doi:10.1136/bmjopen-2017-017536

BMJ Open: first published as 10.1136/bmjopen-2017-017536 on 6 December 2017. Downloaded from http://bmjopen.bmj.com/ on August 11, 2022 at Flinders University Library. Protected by
copyright.

Open Access

Box Guide for semistructured interviews with people
about their experiences of emergency department ‘near
misses’ for breathlessness
1. Please start by telling me, in your own words, about the time
you nearly went to emergency because of feeling breathless but
decided not to and, with the benefit of hindsight, are glad you
didn’t.
Prompts
–– What was it about your breathlessness that made you consider
going to emergency?
–– Who (if anyone) made you consider going to emergency?
–– What else (if anything) made you consider going to emergency?
–– What (if anything) do you think helped you avoid going to
emergency?
–– What (if any) information helped?
–– What (if any) training helped?
–– What (if any) support from a health professional helped?
Were you able to contact a known healthcare professional for
support? Were you advised there was no need to present by a
known healthcare professional?
–– What (if any) support from family or friends helped?
–– Did you manage (or receive support from others) to employ
strategies to calm your breathing and recover from the
distressing episode?
2. Have there been other time(s) where you did go to emergency for
breathlessness?
If ‘yes’
a. What (if anything) was different about these time(s) compared
with when you decided not to go and were glad you did
not?
b. Can you give me a sequence of symptoms or sensations you
feel that finally led you to go to the hospital?
c. In hindsight, were you glad you went to emergency? Why/why
not?
d. What (if anything) did you learn from these experiences (or
indeed going to emergency for any reason at all) about when to
go to emergency in the future?
5. Now can you tell me about any times where you decided not go to
emergency but wished you had or did go but thought you should
have gone earlier?
Prompts
–– As for question 2, with modification as necessary.
–– Are there any signs or other considerations that tell you that you
MUST go to hospital?
6. What (if any) self-management strategies do you use for
breathlessness more generally?
Prompts
–– Self-management strategies can include things like symptom
monitoring, action plans, breathing techniques, exercises
and cognitive-behavioural therapy. Do you use anything like
that?
–– How useful do you find these strategies?
–– What (if anything) could be done to make the strategies more
useful?
–– Where did you learn about the strategies you use (eg, pulmonary
rehabilitation, internet)?
–– What (if anything) have health professionals given you in the way
of training or resources for self-management of breathlessness?
–– What (if any) self-management strategies have you developed
yourself?
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to avoid the ED). The Model’s emphasis on self-efficacy
and feelings of control, as well as meaning-based coping
(eg, through positive reappraisal and spiritual beliefs),
was also amenable to a strengths-based perspective. In the
absence of objective data to evaluate coping processes,
assessment was based on self-report regarding emotional
well-being and activities of daily living. Data were
managed using NVivo V.11 software (QSR International,
2015). A summary of results (rather than individual transcripts) was e-mailed to participants with an invitation to
comment on their veracity.
Results
Interviews were conducted with 20 participants (19 by
telephone). Eighteen participants were recruited through
support groups, with the remaining two recruited through
pulmonary rehabilitation. A family member was present
at the interview in two cases. The sample included people
living in regional and metropolitan areas of New South
Wales, Queensland, Victoria, South Australia or Tasmania
(see table 1 for a summary of participant characteristics).
Interviews ranged in duration from 22 to 70 min. Some
participants had a history of near misses and presentations to ED over many years whereas, for others, these
had occurred only within the past year.
Participants demonstrated an impressive ability to
reflect on and interpret factors they considered pertinent to self-managing through a breathlessness crisis. A
summary of codes and their correspondence to elements
of the Transactional Model of Stress and Coping is
presented in figure 1.
Primary and secondary appraisals
Primary and secondary appraisals refer to an individual’s assessment of the significance of a stressor and their
capacity to cope with it, respectively.22 Primary appraisal
is a person’s immediate appraisal of a stressor in terms
of his/her susceptibility and the stressor’s severity and
cause. Secondary appraisal refers to a person’s perceptions regarding the adequacy of the resources at his/
her disposal to deal with the stressor.
Secondary appraisal played an essential role in determining whether or not a person attended the ED and
explained variability in primary appraisal thresholds.
Participants nearly always reported that the tipping point
for going to the ED was when coping efforts at their
disposal were ineffective; those who perceived greater
control tended to have a higher threshold for seeking
help from the ED.
Most of the things that we do seem to assist. It’s when
… all these things don’t work, the fallback position is
to call the ambulance. (P10, woman with restrictive
lung disease)
Primary appraisal of the sensory-perceptual dimension
of breathlessness was concerned with both quality and
severity, with both types of information helping people
3
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Table 1 Characteristics of 20 participants interviewed
about their experiences of emergency department
‘near misses’ where they considered presenting for
breathlessness but decided to self-manage instead
Characteristic
Female
Living alone
Aged 65+ years

n (%)
9 (45)
8 (40)
15 (75)

Primary diagnosis
 Chronic obstructive pulmonary disease

15 (75)

 Restrictive lung disease

3 (15)

 Bronchiectasis

1 (5)

 Chronic thromboembolic pulmonary
hypertension

1 (5)

Experience of breathlessness
 Lifelong

3 (15)

 11–15 years

1 (5)

 6–10 years

7 (35)

 1–5 years

7 (35)

 <1 year

1 (5)

 Missing data

1 (5)

Frequency of emergency department near misses for
breathlessness
 Weekly or more often

4 (20)

 Monthly

1 (5)

 11–15 times

3 (15)

 5–10 times

2 (10)

 <5 times

8 (40)

 Missing data

2 (10)

Frequency of emergency department visits for
breathlessness
 5 times or more
 <5 times
 Never

4 (20)
14 (70)
2 (10)

to decide whether ED presentations were warranted. Ten
participants commented on how long the equivocal about
whether or not to present typically lasted. Reports varied
from 5 to 20 min, with most identifying 15–20 min.
Appraisal of breathlessness and anxiety
Changes in breathlessness were more likely to prompt an
ED presentation if they occurred rapidly and unexpectedly in the absence of a known trigger. Changes in the
quality of breathlessness especially likely to prompt helpseeking were described as feelings of chest tightening and
other sensations associated with a chest infection (eg,
‘bubbling’).
When you get an infection of the lungs, your whole
breathlessness just drops a whole massive level … It’s
completely different. (P04, man with COPD)
Oximetry was the most commonly used method for
measuring severity both in a crisis situation and for daily
monitoring, whereas capacity to engage in daily activities
(a measure of both severity and impact) was used on a
daily basis but ceased to be informative for monitoring
during a crisis. Oximetry-measured oxygen saturation
levels were used by some participants to guide whether
they should use home oxygen and/or visit the ED, with
individual thresholds varying from 80% to 90%. Participants appeared to have taught themselves oximetry and
chosen thresholds on the basis of individual experience
rather than professional advice. Some participants noted
divergence between oximetry readings and their subjective experience.
And then with the oxygen, occasionally, my oximeter
is showing me that my figures are 94, 95. I can still
hardly breathe. So, I don’t know, I’m no expert, but
to me it indicates that there’s something more than
just your lungs. That there could be a blockage there
stopping you to get your air… [even though] the
oxygen in your blood could be okay. (P05, man with
COPD)

Figure 1 Participants’ descriptions of coping with a breathlessness crisis as they correspond to each element of the
Transactional Model of Stress and Coping (adapted from Glanz and Schwartz, p216).48
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Where oximetry conflicted with an experience of
increasing breathlessness, participants tended to suspect
their experience was related to ‘anxiety’ and did not
warrant ED presentation.
In relation to why I don’t present to hospital, it’s
simply me managing that myself, looking at what my
saturation levels are at that time and understanding
that it’s probably more anxiety than actual loss
of breath, loss of oxygen. And if I determine that
it’s more anxiety as opposed to lack of oxygen,
well obviously, I just work my way through that via
breathing techniques that they taught during the
pulmonary rehab program, and just try and bring
yourself down to a comfortable level. (P07, man with
COPD)
At the same time, evidence of satisfactory saturation
levels helped to reduce anxiety by countering the fear
that the participant might die from suffocation.
You feel the panic, and I guess it’s just that fear of not
getting the breath and then death… it’s just an awful
feeling. (P03, woman with bronchiectasis)
Some participants tried to separately appraise anxiety
by using different monitoring and/or management strategies. Participants used heart rate monitors to measure
anxiety and techniques such as mindfulness to ‘rule it
out’.
Your breathlessness doesn’t come right out as to how
bad it is until your anxiety levels have gone down.
Because while your anxiety levels are really high,
you’re going to think the worst. (P09, woman with
COPD)
When asked whether breathlessness or anxiety took the
leading role, people typically referred to a cyclical relationship which needed to be broken to prevent mutual
exacerbation.
I can get anxious, which causes me to become
breathless … which then feeds back and makes it
[anxiety] worse … If I don't distract myself, and I
think about my breathing, then the whole spiral just
goes. (P03, man with COPD)
The anxiety kicks in and then it becomes a vicious
circle. But what I do, is I refer then back to a statistic,
which is my, ‘how much oxygen am I producing?’
And if I see that is around about the 95, well then
I start to calm down and consciously try and relax,
(P07, man with COPD)
Primary and secondary appraisal were, therefore,
undertaken iteratively and in quick succession, with
participants reappraising each dimension together with
associated control and resources.
Appraisal of control
For around half of the participants, daily appraisal involved
careful monitoring of breathlessness triggers, which
Luckett T, et al. BMJ Open 2017;7:e017536. doi:10.1136/bmjopen-2017-017536

contributed to feelings of control over their capacity to
avoid future crises and emotional reassurance. Common
triggers were reported to include physical activity, high or
low temperature, high or low humidity, air born pollutants, medications and pollen. Participants distinguished
between settings in which they felt safe and those in which
they felt unsafe, with the former being absent from triggers and/or offering a high level of control by means of
substantial management resources and support. Participants spoke of the risk that avoiding unsafe environments
might restrict their lives and that conscious effort was
needed to prevent this from happening.
I have become anti-social … I like going out of the
house, and I must go out of the house. I push myself
to go out of the house. (P08, woman with restrictive
lung disease)
Participants reported breathlessness crises to occur at
various locations, including at home, at work and while
engaged in recreational activities. However, some people
identified night time as a period when breathlessness
was most likely to feel out of control due to feelings
that support and ability to control emotions were more
limited. Participants acknowledged that their subjective
appraisal of resources was a key factor in determining
whether they sought help from the ED.
In the middle of the night, everything is deadly quiet,
and you’re thinking, ‘Is there anyone out there that
can help me?’ So that’s where the panic sets in. (P09,
woman with COPD)
Appraisal of support from health professionals
Appraisal of support from health professionals was
concerned with accessibility, expertise and person-centredness. Several participants described themselves as
working in partnership with health professionals and
expected acknowledgement of their expertise as well as
medical advice and support.
I think he (general practitioner) regards me as a
person of average intelligence and he knows that I’m
managing it with him, and he values what I tell him…
I think, critically, if you can get that relationship with
your GP, that's important. (P07, man with COPD)
Participants who actively engaged with health professionals were aware of the different roles played by
specialist and primary healthcare providers, and attributed importance to coordination and communication,
in one case suggesting this was better in a regional than
metropolitan setting. Participants tended to view their
respiratory specialist as being responsible for treatment
of the underlying disease and general practitioners (GPs)
as offering support and monitoring for the impacts of
breathlessness. While GPs were often perceived to be
more person centred than respiratory specialists, they
were also perceived to have less specific expertise.
5
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Because your GP just doesn’t have that knowledge,
and they don’t have the expertise. And they
[respiratory specialists] are across new developments
and treatment. (P07, man with COPD)
Participants rarely reported learning non-pharmacological management from a respiratory specialist, with
most people citing a physiotherapist or nurse, sometimes
during a pulmonary rehabilitation programme. Many
participants reported negative encounters where they
perceived that respiratory specialists or GPs had lacked
person-centredness or expertise. People responded by
seeking alternative health professionals or by disengaging
from healthcare altogether.
So then I changed to him (GP) … As far as I’m
concerned, he [new GP] is a very good GP. He
managed to monitor my health and also see what was
wrong with me straight away. (P016, man with COPD)
Overall self-efficacy in breathlessness management
varied between participants, with some participants
reporting a high degree of confidence and others uncertainty about whether their management approach and
decision-making were optimal. In most cases, self-efficacy
seemed dependent on participants’ appraisal of their
own skills, rather than support from health professionals.
I’ve pretty much got it nailed for me. (P02, woman
with COPD)
It’s very difficult because, with breathlessness, everything is ‘work to your limits, work to your limits’, but
where is that limit? (P08, woman with restrictive lung
disease)
Reluctance to be hospitalised
Secondary appraisal also often referenced perceptions
on the advantages and disadvantages of attending the
ED and the hospital admission that might follow. Hospital-related attitudes that made it less likely that people
would present to ED included: previous experiences
of poor care; concerns of making breathlessness worse
through exposure to communicable diseases or triggers
(eg, air-conditioning) or deconditioning due to inactivity;
perceptions that repeated admissions might be interpreted by medical teams as a sign of declining health or
make them take the problem less seriously; a worry that
hospitalisation might negatively affect health insurance;
not wanting to waste health professional time and healthcare resources and inconvenience or interference with
other commitments. Participants sometimes reported a
belief that hospitals had little to offer beyond the therapies they could administer themselves, especially where
they had access to home oxygen, corticosteroids and antibiotics. For some participants, more than one of these
beliefs were combined.
I believe that they count how many times you go in
and that gives an indication of how they treat me, and
6

I don’t think they could do anything for me because I
can’t do it for myself. (P15, woman with COPD)
Many patients cited experiences where ED staff
lacked expertise in managing their breathlessness
crises as well as showed a lack of person-centredness
and disrespect for the patient’s knowledge and skills
in self-management.
I’m getting to the point now where I don’t even want
to go to X Hospital emergency department … you
go in there and the doctors just—they don’t have the
latest data, they go in on old stuff. Like last time I
went in there – last time I left there, the doctors leave
me to look after my fluid, this and that and everything
else, and like, you say, ‘I’m the expert, I’m living this’,
but they won't listen. And, ‘oh no, we need to drain
you’. They ignored everything that I said. I had a
pulmonary embolism (PE. They ignored everything
I said, and, ‘oh, we’ve got to drain you’. So they gave
me liquid Frusemide or whatever, pumped me full of
that and it did nothing, which was just an absolutely
joke and waste of time. But this is the thing—I’ve got
to get past those to the doctors and behind they’d
actually know all about me, if you know what I mean?.
(P12, man with COPD)
Coping efforts
Participants reported using a range of non-pharmacological and pharmacological strategies to manage
breathlessness both in a crisis and on a daily basis.
Certain strategies were differentially directed towards
either the sensory perceptual (eg, reducing movement) or affective (eg, self-reassurance) dimensions
of breathlessness. However, breathing techniques
were perceived by different people to target either
or both dimensions, with one person reporting being
instructed in their use by a psychiatrist. Breathing
techniques were perceived by many to include a mindfulness or relaxation component as well as a feeling
of control over levels of oxygen and carbon dioxide.
The anxiety is increased by the breathlessness and
the breathlessness increases anxiety… I purse my lips
as if I’m blowing out candles. And I find that it does
two things: it increases my O2 saturation, and it also
decreases my heart rate. (P16, man with COPD)
Nine participants reported using home oxygen, ranging
from ‘24/7’ to ‘about an hour’ daily. Several people relied
on oxygen more than any other management strategy and
regarded its failure to alleviate breathlessness as a decisive tipping point towards the ED. These included people
who used oxygen only intermittently but still regarded it
as their primary safety net to be kept close at hand.
If you’re on oxygen and you wake up not being able
to breathe, I’d probably say you need to come to
hospital 'cause you’re doing everything else that you
should be doing. (P09, woman with COPD)
Luckett T, et al. BMJ Open 2017;7:e017536. doi:10.1136/bmjopen-2017-017536
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Pharmacological strategies for managing breathlessness
most commonly included bronchodilators and corticosteroids. People who used opioids tended to perceive that
these had been prescribed more for pain and/or anxiety
than for breathlessness, though they acknowledged benefits to all these symptoms. Four people also used psychotropic medications; benzodiazepines during a crisis or
antidepressants as a preventative. These included one
person who reported self-medicating with lorazepam for
breathlessness, which she believed was initially prescribed
for postsurgical pain. Other medications that participants
reported using against medical advice included daily
administration of antibiotics to prevent chest infections.
Having these medications at their disposal appeared to
give participants a sense of control and preparedness for
managing breathlessness crises.
You can’t always get to your GP and sometimes you’re
too sick to go out anyway, so it’s just as well to have
it [supply of antibiotics] in your box and use them
when you need to. (P18, woman with COPD)
People reported using non-pharmacological and pharmacological strategies in various combinations, with
some using pharmacological strategies as the mainstay
supplemented by non-pharmacological and some vice
versa. Sometimes the choice was guided by breathlessness severity, with more severe breathlessness tending to
prompt pharmacological strategies first and less severe,
non-pharmacological.
If I feel like five or ten minutes after I’ve done that
pursed lipped breathing and I’m not doing anything
active and … it [breathlessness] is still there then I go
to the Ventolin … it’s not very scientific I know, but
it’s – my head tells me which way to go. (P22, man
with COPD)
Meaning-based coping
Meaning-based coping refers to a person’s capacity to
derive positive meaning from his or her experience of
a stressor, even while accepting its negative impacts.22
People who showed the most positive signs of adaptation tended to derive meaning from their breathlessness
experience by focusing on their achievements and their
learning journey over many years. While these people
acknowledged the substantial impact that breathlessness
had on their lives, they viewed this as a challenge they
could rise to and overcome.

These participants tended to take a project management approach that involved setting goals, analysing
barriers (either breathlessness itself or gaps in resources
and supports), finding appropriate solutions and iterative
review and reflection. Even when breathlessness deteriorated over time, some people reported that they were
able to revise their goals and restart the process after only
a temporary emotional set back.
I don’t want to sit back and let my body dominate
me… I need to be control of my life. (P16, man with
COPD)
As well as setting themselves breathlessness-related
goals (eg, climbing stairs), these people also sought
new meaning through sedentary activities that were less
impeded by their breathlessness. These people considered their engagement with the process itself to be the
major achievement rather than attainment of the goals.
You may see your path towards that goal but it doesn’t
always work that way, so sometimes you’ve got to go to
plan B, plan C, or plan D, but as long as you keep the
goal in mind you’ll find a way around it. (P22, man
with COPD)
By contrast, some others showed little reflection and
commensurately less insight into gaps in their management skills or support. One person especially appeared to
avoid thinking about her illness as a coping strategy.
I don’t like to know too much … it might make me
think that I could get worse or something. I don’t
wanna know. (P20, woman with COPD)
Finally, several participants made reference to fatalistic
beliefs as helping them to cope with the threat of breathlessness crises and a perceived possibility that they might
die at any time.
I guess the truth is you can die from a [breathlessness]
attack, but I’ve lived with that for long enough
to know that that’s where I’m gonna end up, and
I’m not saying that I might get hit by a bus in the
meantime—I don’t know. Nobody’s in charge of their
destiny. (P09, woman with COPD)

To learn from there to what I do now has been a
phenomenal learning curve, and an effort to improve
my quality of life, change my ways of thinking … I
look for every achievement I can find ‘cause life is
tough enough without finding something good in
every day … what’s my role in my recovery? How am
I going to help myself?’ (P08, woman with restrictive
lung disease)

Discussion
This study is unique in taking a strengths-based approach
to understanding ED-related decision-making and
self-management in relation to breathlessness crises. Findings suggest that the most influential factors determining
decisions to self-manage rather than present to the ED
may be a perception of control over breathlessness and
self-efficacy in coping, as well as a disinclination to be
hospitalised. Coping strategies that participants reported
to be effective included: taking a project management
approach that involved goal setting, monitoring and
risk management; managing the affective dimension of
breathlessness separately from the sensory perceptual
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and building partnerships with health professionals who
were perceived to respect the breathless person’s expertise and provide coordinated care across community and
hospital settings. Participants also provided insights into
when they considered help-seeking for breathlessness to
be necessary, especially changes in breathlessness quality
perceived to be indicative of a chest infection.
Our study adds to previous research on the relationship between sensory perceptual and affective breathlessness experience, confirming that people not only
readily distinguish these components23 but also actively
seek to do so to gauge the severity of threat. Our results
are consistent with others in suggesting a reciprocal relationship between sensory perceptual and affective experiences18 and finding symptom-related distress to be an
important precipitant of ED presentation.24 Our data also
underscore the clinical importance of unpredictable (ie,
non-triggered) breathlessness as a subcategory that may
be most likely to cause alarm and prompt help-seeking.16
A better understanding of the ‘vicious circle’ between
affective and sensory perceptual dimensions of breathlessness might make an especially important contribution
to reducing avoidable ED presentations. Real-time data
on the temporal relationships between these dimensions,
including physiological parameters, would be especially
helpful for understanding typical patterns or differentiating subgroups for whom the dimensions are related in
different ways.
Our results also further develop understanding of how
perceived lack of support from health services can lead
to avoidable ED presentations. Our findings support
those of a previous qualitative study in suggesting that
established partnerships with a GP who offers continuing,
person-centred care may protect against avoidable ED
presentations.25 Participants in this study required not
only medical expertise and a caring attitude but also
respect for their status as expert patients developed over
years of lived experience. Conversely, a perceived lack of
person-centredness and disrespect for patient expertise in
acute care served as a disincentive to attend the ED, even
when participants thought that medical help was needed.
As found in previous research, people with chronic
breathlessness weighed up the benefits and burdens associated with healthcare interventions.26 These findings
confirm that a three-way partnership between the person
with chronic breathlessness, GP and respiratory services
may deliver optimal shared decision-making and management and highlights the need to support action planning
and coordination around each person’s needs.27
Self-efficacy has long been identified as important in
self-management.28 Our findings suggest that self-efficacy
in coping with a crisis may be just as critical as breathlessness severity in determining whether people decide
to attend the ED. This finding is encouraging given that
self-efficacy may be more amenable to improvement
than breathlessness itself. Previous interventions have
improved self-efficacy by means of training people in a
range of non-pharmacological management strategies, as
8

well as by support from multidisciplinary health professionals.29 30 These interventions go beyond knowledge
transfer, which alone is insufficient to reduce ED presentations.31 Consistent with self-efficacy’s original conceptualisation,32 participants in our study derived motivation
and resilience from viewing breathlessness as a challenge
to be mastered. People with breathlessness who lack this
perspective may benefit from coaching in goal setting,
decision-making and problem solving to help them
reframe.4
Participants in this study reported activities in each
of the categories of daily self-management reported in
previous qualitative research, namely those aimed at
symptom management, pacing, environmental control,
emotional adoption and maintaining a healthy lifestyle.33
Management strategies reported by participants in our
sample were generally similar to those recommended by
the ATS Palliative Management of Dyspnea Crisis Project8
and identified by previous research.14 17 Oxygen therapy
is recommended by the ATS as a strategy for managing
breathlessness crises by people who are hypoxaemic.
However, there is evidence that this is ineffective and
burdensome for patients who do not meet this criterion.34
In the absence of data on participants’ oxygen saturation
or home oxygen prescription, we are unable to comment
further on whether oxygen was likely to give more benefit
than airflow alone.
A surprising proportion of participants were also
using oximetry to monitor their breathlessness and
inform decisions about when to present to ED. Our findings results agree with those of a previous study, which
found that people with COPD who were given oximeters to monitor their breathlessness found this to confer
confidence in making self-management decisions.35
However, the dependence on oxygen saturation levels
some participants in our study displayed when making
ED-related decisions may be a cause for concern given
limited evidence for its sensitivity and specificity in distinguishing exacerbations from daily variability, especially in
the absence of expert support or integration with other
parameters such as heart and respiratory rates.36–44 It
is noteworthy that almost all participants in this study
who used oxygen saturation levels as a guide for when
to seek help set a threshold below the 88% lower end
of levels recommended for people with COPD and
other respiratory disorders.45 There is evidence from a
pilot randomised controlled trial that telemonitoring of
oxygen saturation levels along with other measures can
reduce COPD-related ED presentations.46 However, there
are also concerns that the high level of health professional support required to interpret telemonitoring data
may increase patient dependency and undermine self-efficacy.47 Taking all these considerations into account, it
is difficult to provide evidence-based recommendations
for the use of oximetry in monitoring and ED-related
decision-making.
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Limitations
The main limitation of this study is that our sample was not
intended to be representative of people at risk for avoidable ED presentations for breathlessness. The predominance of COPD in our sample also limited inference
about how perspectives might differ between people with
different diagnoses and comorbidities. While the self-reported and retrospective nature of data enabled reflection and interpretation, recall bias means that participant
accounts were unlikely to fully and accurately represent
events. Interviewing by telephone also limited potential for non-verbal communication and re-enactment of
breathlessness crises that would have been available if
participants had been interviewed at home. Neither of
the researchers involved in interviewing or initial coding
had clinical experience in working with this patient
population, which may have led to them to miss patterns
familiar to experienced clinicians. Medical and nursing
personnel with substantial experience of managing
breathlessness were involved in the later stages of analysis
to ensure clinical experience contributed to interpretation without biasing the inductive phase. In transitioning
from descriptive to interpretative phases of analysis, we
used an established model that has been widely validated in a range of healthcare contexts.48 However, the
general applicability of the Transactional Model of Stress
and Coping meant that some processes (eg, motivational
relevance versus severity) were not as well delineated in
this application as for less urgent health-related stressors.
Also, the analysis reported here did not consider the role
of moderators such as social support and dispositional
coping style included in the model. Finally, while data
were available with relevance to all components of the
Model, we did not test saturation by iterative sampling or
other methods.
Conclusions
The perspectives of people with chronic breathlessness and respiratory disease gained through this study
are instructive for developing interventions aimed at
improving self-management skills and coping in people
at risk of avoidable ED presentations for breathlessness.
Future research is needed to better understand the
relationships between affective and sensory-perceptual
dimensions of breathlessness and the potential pulse
oximetry may have for informing individualised decisions
about when to present to ED. Interventions should aim to
develop people’s skills in goal setting, decision-making,
problem solving and building partnerships with health
professionals to increase their sense of control and self-efficacy. Complementary initiatives are needed to improve
coordinated, person-centred care.
Author affiliations
1
Faculty of Health, Improving Palliative, Aged and Chronic Care through Clinical
Research and Translation (IMPACCT), University of Technology Sydney, Sydney,
Australia
2
Centre for Health and Population Sciences, Hull York Medical School, The University
of Hull, Hull, UK
Luckett T, et al. BMJ Open 2017;7:e017536. doi:10.1136/bmjopen-2017-017536

3

School of Nursing, University of California San Francisco, San Francisco, California,
USA
4
Melbourne School of Health Sciences, University of Melbourne, Melbourne,
Australia
5
Ingham Institute of Applied Medical Research, Sydney, Australia
6
Sacred Heart Health Service, St Vincent's Hospital, Sydney, New South Wales,
Australia
7
Nursing Research Centre, Blacktown Clinical and Research School, Western
Sydney University, Sydney, New South Wales, Australia
8
School of Nursing, Johns Hopkins University, Baltimore, Maryland, USA
Acknowledgements The authors would like to acknowledge the contributions of
participants to this study, as well as the Lung Foundation of Australia and clinical
staff who facilitated recruitment.
Contributors TL, JP, MJ, VC-K, AH, RTD, DC, SI, MA, RC, PJN and PMD contributed
to the concept and design of the research. TL and MG collected data. TL, MG and
PB contributed to analysis. All authors contributed to interpretation of the results
and writing of the manuscript.
Funding This study was funded by a competitive research grant from the
University of Technology Sydney Faculty of Health.
Competing interests None declared.
Ethics approval Human Research Ethics Committee at St Vincent’s Hospital,
Sydney, Australia.
Provenance and peer review Not commissioned; externally peer reviewed.
Data sharing statement This is a qualitative research study and making full
transcripts available risks reidentification of individual participants. We have
included illustrative data that do not identify participants in the Results section of
our manuscript.
Open Access This is an Open Access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited and the use is non-commercial. See: http://creativecommons.org/
licenses/by-nc/4.0/
© Article author(s) (or their employer(s) unless otherwise stated in the text of the
article) 2017. All rights reserved. No commercial use is permitted unless otherwise
expressly granted.

References

1. Johnson MJ, Yorke J, Hansen-Flaschen J, et al. Towards an
expert consensus to delineate a clinical syndrome of chronic
breathlessness. Eur Respir J 2017;49:1602277.
2. Parshall MB, Schwartzstein RM, Adams L, et al. An official
American Thoracic Society statement: update on the mechanisms,
assessment, and management of dyspnea. Am J Respir Crit Care
Med 2012;185:435–52.
3. Johnson MJ, Currow DC. Chronic refractory breathlessness
is a distinct clinical syndrome. Curr Opin Support Palliat Care
2015;9:203–5.
4. Lorig KR, Holman H. Self-management education: history, definition,
outcomes, and mechanisms. Ann Behav Med 2003;26:1–7.
5. Spathis A, Booth S, Moffat C, et al. The breathing, thinking,
functioning clinical model: a proposal to facilitate evidence-based
breathlessness management in chronic respiratory disease. NPJ
Prim Care Respir Med 2017;27:27.
6. Norweg A, Collins EG. Evidence for cognitive-behavioral strategies
improving dyspnea and related distress in COPD. Int J Chron
Obstruct Pulmon Dis 2013;8:439–51.
7. Zwerink M, Brusse-Keizer M, van der Valk PD, et al. Self
management for patients with chronic obstructive pulmonary
disease. Cochrane Database of Systematic Reviews
2014;3:CD002990.
8. Mularski RA, Reinke LF, Carrieri-Kohlman V, et al. An official
American Thoracic Society workshop report: assessment and
palliative management of dyspnea crisis. Ann Am Thorac Soc
2013;10:S98–S106.
9. Wallace EM, Cooney MC, Walsh J, et al. Why do palliative care
patients present to the emergency department? Avoidable or
unavoidable? Am J Hosp Palliat Care 2013;30:253–6.

9

BMJ Open: first published as 10.1136/bmjopen-2017-017536 on 6 December 2017. Downloaded from http://bmjopen.bmj.com/ on August 11, 2022 at Flinders University Library. Protected by
copyright.

Open Access

10. Hjermstad MJ, Kolflaath J, Løkken AO, et al. Are emergency
admissions in palliative cancer care always necessary? Results from
a descriptive study. BMJ Open 2013;3:e002515.
11. Davidson PM, Currow DC. Management of refractory dyspnoea
evidence-based interventions. Cancer Forum 2010;34:86–90.
12. Hutchinson A, Pickering A, Williams P, et al. Breathlessness and
presentation to the emergency department: a survey and clinical
record review. BMC Pulm Med 2017;17:53.
13. Guarascio AJ, Ray SM, Finch CK, et al. The clinical and economic
burden of chronic obstructive pulmonary disease in the USA.
Clinicoecon Outcomes Res 2013;5:235–45.
14. Disler RT, Gallagher RD, Davidson PM. Factors influencing selfmanagement in chronic obstructive pulmonary disease: an
integrative review. Int J Nurs Stud 2012;49:230–42.
15. Disler RT, Green A, Luckett T, et al. Experience of advanced chronic
obstructive pulmonary disease: metasynthesis of qualitative
research. J Pain Symptom Manage 2014;48:1182–99.
16. Simon ST, Higginson IJ, Benalia H, et al. Episodes of breathlessness:
types and patterns—a qualitative study exploring experiences of
patients with advanced diseases. Palliat Med 2013;27:524–32.
17. Simon ST, Weingärtner V, Higginson IJ, et al. "I can breathe again!"
patients' self-management strategies for episodic breathlessness
in advanced disease, derived from qualitative interviews. J Pain
Symptom Manage 2016;52:228–34.
18. Bailey PH. The dyspnea–anxiety–dyspnea cycle—COPD patients'
stories of breathlessness: "It's scary /when you can't breathe". Qual
Health Res 2004;14:760–78.
19. Mirkovic J, Kristjansdottir OB, Stenberg U, et al. Patient insights Into
the design of technology to support a strengths-based approach to
health care. JMIR Res Protoc 2016;5:e175.
20. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting
qualitative research (COREQ): a 32-item checklist for interviews and
focus groups. Int J Qual Health Care 2007;19:349–57.
21. Bradley EH, Curry LA, Devers KJ. Qualitative data analysis for health
services research: developing taxonomy, themes, and theory. Health
Serv Res 2007;42:1758–72.
22. Lazarus RS, Cohen JB, stress E. In: Altman I, Wohlwill JF, eds.
Human behavior and environment. New York: Plenum, 1977.
23. Scano G, Gigliotti F, Stendardi L, et al. Dyspnea and emotional states
in health and disease. Respir Med 2013;107:649–55.
24. Agarwal S, Banerjee J, Baker R, et al. Potentially avoidable
emergency department attendance: interview study of patients'
reasons for attendance. Emerg Med J 2012;29:e3.
25. Lega F, Mengoni A. Why non-urgent patients choose emergency
over primary care services? Empirical evidence and managerial
implications. Health Policy 2008;88:326–38.
26. Smith TA, Agar M, Jenkins CR, et al. Experience of acute noninvasive
ventilation-insights from 'Behind the Mask': a qualitative study. BMJ
Support Palliat Care 2016.
27. World Health Organization (WHO). Innovative care for chronic
conditions: building blocks for action. Geneva: WHO, 2002.
28. Bodenheimer T, Lorig K, Holman H, et al. Patient self-management of
chronic disease in primary care. JAMA 2002;288:2469–75.
29. Zimmerman BW, Brown ST, Bowman JM. A self-management
program for chronic obstructive pulmonary disease: relationship to
dyspnea and self-efficacy. Rehabil Nurs 1996;21:253–7.
30. Higginson IJ, Bausewein C, Reilly CC, et al. An integrated palliative
and respiratory care service for patients with advanced disease
and refractory breathlessness: a randomised controlled trial. Lancet
Respir Med 2014;2:979–87.

10

31. Emtner M, Hedin A, Andersson M, et al. Impact of patient
characteristics, education and knowledge on emergency room visits
in patients with asthma and COPD: a descriptive and correlative
study. BMC Pulm Med 2009;9:43.
32. Bandura A. Self-efficacy: toward a unifying theory of behavioral
change. Psychol Rev 1977;84:191–215.
33. Chen KH, Chen ML, Lee S, et al. Self-management behaviours for
patients with chronic obstructive pulmonary disease: a qualitative
study. J Adv Nurs 2008;64:595–604.
34. Johnson MJ, Abernethy AP, Currow DC. The evidence base for
oxygen for chronic refractory breathlessness: issues, gaps, and a
future work plan. J Pain Symptom Manage 2013;45:763–75.
35. MacNab M, Lee SH, McCloughan L, et al. Oximetry-supported
self-management for chronic obstructive pulmonary disease:
mixed method feasibility pilot project. BMC Health Serv Res
2015;15:485.
36. Hurst JR, Donaldson GC, Quint JK, et al. Domiciliary pulseoximetry at exacerbation of chronic obstructive pulmonary disease:
prospective pilot study. BMC Pulm Med 2010;10:52.
37. Ure J, Pinnock H, Hanley J, et al. Piloting tele-monitoring in COPD: a
mixed methods exploration of issues in design and implementation.
Prim Care Respir J 2012;21:57–64.
38. Ardestani ME, Abbaszadeh M. The association between forced
expiratory volume in one second (FEV1) and pulse oximetric
measurements of arterial oxygen saturation (SpO2) in the patients
with COPD: a preliminary study. J Res Med Sci 2014;19:257–61.
39. Minami S, Yamamoto S, Ogata Y, et al. Ambulatory pulse oximetry
monitoring in Japanese COPD outpatients not receiving oxygen
therapy. Multidiscip Respir Med 2014;9:24.
40. Dalbak LG, Straand J, Melbye H. Should pulse oximetry be included
in GPs' assessment of patients with obstructive lung disease? Scand
J Prim Health Care 2015;33:305–10.
41. Melbye H, Al-Ani S, Spigt M. Drop in lung function during asthma
and COPD exacerbations—can it be assessed without spirometry?
Int J Chron Obstruct Pulmon Dis 2016;11:3145–52.
42. Riis HC, Jensen MH, Cichosz SL, et al. Prediction of exacerbation
onset in chronic obstructive pulmonary disease patients. J Med Eng
Technol 2016;40:1–7.
43. Shah SA, Velardo C, Farmer A, et al. Exacerbations in chronic
obstructive pulmonary disease: identification and prediction using a
digital health system. J Med Internet Res 2017;19:e69.
44. Rubio N, Parker RA, Drost EM, et al. Home monitoring of breathing
rate in people with chronic obstructive pulmonary disease:
observational study of feasibility, acceptability, and change after
exacerbation. Int J Chron Obstruct Pulmon Dis 2017;12:1221–31.
45. Beasley R, Chien J, Douglas J, et al. Thoracic Society of Australia
and New Zealand oxygen guidelines for acute oxygen use in adults:
'swimming between the flags'. Respirology 2015;20:1182–91.
46. Shany T, Hession M, Pryce D, et al. A small-scale randomised
controlled trial of home telemonitoring in patients with severe chronic
obstructive pulmonary disease. J Telemed Telecare 2017;23:650–6.
47. Fairbrother P, Pinnock H, Hanley J, et al. Exploring telemonitoring
and self-management by patients with chronic obstructive pulmonary
disease: a qualitative study embedded in a randomized controlled
trial. Patient Educ Couns 2013;93:403–10.
48. Glanz K, Schwartz MD. Stress, coping, and health behavior. In:
Glanz K, Rimer BK, Viswanath K, eds. Health behavior and health
education: Theory, research, and practice. 4th edn. San Francisco,
CA: Jossey-Bass, 2008:211–36.

Luckett T, et al. BMJ Open 2017;7:e017536. doi:10.1136/bmjopen-2017-017536

BMJ Open: first published as 10.1136/bmjopen-2017-017536 on 6 December 2017. Downloaded from http://bmjopen.bmj.com/ on August 11, 2022 at Flinders University Library. Protected by
copyright.

Open Access

