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BACKGROUND: Individuals with COPD typically experience a gradual deterioration in health,
with exacerbations and increased health-care utilization in the years before death. As such, adequate planning of future care is necessary. The objective of this research was to identify gaps in
health-care professionals’ knowledge related to advance care planning (ACP) for patients with
COPD and to prioritize content of future educational interventions for health-care professionals
accordingly. METHODS: A modified e-Delphi technique with 2 rounds of rating was used. After a
literature review and expert consultation, a multidisciplinary panel developed 40 statements. Statements that did not achieve consensus in round 1 were re-presented in round 2, together with new
statements developed after participant feedback. Health-care professionals with expertise in caring
for people with COPD were asked to rate the importance of including each of the 40 topics in future
educational interventions related to ACP and COPD by using a 5-point Likert scale. Average scores
for each topic were calculated and expressed as percentages. Consensus on each topic was achieved
if it obtained a score of >80%. RESULTS: Thirty-eight health-care professionals were invited to
participate, of whom, 21 (55%) took part in both rounds. Consensus was achieved for 32 of
40 statements (80%) in round 1 and for 5 of 10 statements (50%) in round 2. All statements relating
to “COPD and palliative care” and “legislation for ACP” achieved consensus after one round.
CONCLUSIONS: This study uncovered specific topics that related to ACP and COPD that healthcare professionals believe should be included in future educational interventions. In particular,
there is a clear need for training that addresses the legal issues surrounding ACP, and information
on the best timing and content of ACP discussions with patients with COPD. Such training may
enable health-care professionals to incorporate ACP into routine COPD management and, ultimately, improve patient care. Key words: advance care planning; chronic obstructive pulmonary
disease; Delphi; educational needs assessment; training; education. [Respir Care 2020;65(3):347–354.
© 2020 Daedalus Enterprises]

Introduction
COPD is a progressive lung disease that involves airway and/or alveolar abnormalities, and leads to a gradual
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decline in lung function over time. Symptoms include
chronic cough, sputum production, wheezing, dyspnea, and
poor exercise tolerance.1 COPD is a leading cause of mortality worldwide, particularly among tobacco users and
those exposed to significant levels of biomass fuels.2 As
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COPD progresses, many patients have a period of significant debility, with more frequent exacerbations and hospitalizations, increased symptom burden, and worsening
quality of life.3 The natural history of COPD varies significantly among individuals, which makes it difficult to
accurately predict the prognosis and likely disease trajectory.4 For this reason, health-care professionals who work
with patients with COPD need to be familiar with, and
proactive about, health-care planning as the disease progresses.
Advance care planning (ACP) refers to the process of
discussing and reflecting with an individual patient about
his or her goals, values, and preferences for future treatment in the event of deterioration that results in a loss of
capacity to make and communicate decisions about his or
her care preferences at the end of life.5 Results of studies
show that ACP is associated with increased patient satisfaction with care and an increased probability that an individual will die in his or her preferred place.6-8 Due to the
unpredictable nature of COPD and the associated difficulties in accurately predicting patients’ disease trajectories,
ACP may be particularly relevant for this patient group.
There is evidence that the ACP needs of individuals with
COPD are largely unmet, however, and patients and caregivers frequently put off having ACP discussions until
such time that the patient deteriorates and treatment decisions are urgently required.4 To be most effective, ACP
needs to be incorporated into routine management, and all
health-care professionals involved in a patient’s care need
to have some level of familiarity with the ACP process.4
However, many health-care professionals find initiating
ACP discussions difficult and believe that they have
inadequate training in ACP and end-of-life discussions in
general.9
An advance care plan is a written record of the outcome
of an ACP discussion. Various types of ACP forms exist,
and they address issues such as treatment decisions, place
of care, finances, and after-death preferences. Examples
include Think Ahead, an initiative of the Irish Hospice
Foundation (https://hospicefoundation.ie/programs/publicawareness/think-ahead/). Accessed March 23, 2019); Five
Wishes, a program of aging with dignity (https://five
wishes.org/). Accessed March 23, 2019); and Respecting
Choices (https://respectingchoices.org).Accessed March 23,
2019). Although an advance care plan is a way to formalize an ACP conversation into a record that can be used to
inform decision making at end of life, it is not legally
binding. An advance care plan must be converted into an
advance directive or similar, depending on the legislation
of the governing state and/or country, for it to be legally
binding.10 For example, in Ireland, an advance care plan is
not legally binding unless it is in the form of an advance
health-care directive, also known as a living will.
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QUICK LOOK
Current knowledge
As COPD progresses, many patients experience more
frequent exacerbations and hospitalizations, increased
symptom burden, and worsening quality of life. Advance care planning (ACP) may increase patients’ levels of satisfaction with care, but the ACP needs of
individuals with COPD are largely unmet. All healthcare professionals involved in a patient’s care need to
have some level of familiarity with the ACP process;
however, many believe that they have inadequate training in ACP and end-of-life discussions in general.
What this paper contributes to our knowledge
Health-care professionals from a range of backgrounds
were largely in agreement about the topics that should
be included in future educational interventions on the
topic of ACP for individuals with COPD. In addition to
covering the legal issues that surround ACP, future educational interventions should provide health-care professionals with additional knowledge and strategies to
assist with identifying patients with COPD who are
suitable for palliative care and ACP discussions, as well
as appropriate timing and content of such conversations.

With an aging population and the signing into law of the
Assisted Decision Making (Capacity) Act 2015,11 there is
a growing recognition in Ireland that health-care professionals will need to be familiar with the legislation concerning ACP as well as its implications. At the time of this
writing, the aforementioned Act11 has yet to be fully enacted, and there is a lack of clarity around the meaning of
the term, “capacity.” In addition to concerns about capacity and the legal implications of ACP, other barriers to
initiating ACP discussions include a lack of time, a fear of
patient reaction, and unwillingness on the part of patients
or families to accept the diagnosis and/or prognosis.12 Of
particular relevance to patients with COPD is the difficulty
that health-care professionals face in identifying the right
time to initiate a conversation about ACP with a patient
and his or her family.13
To date, ACP research has focused primarily on other
groups, particularly patients with cancer,14,15 and there is a
paucity of research with regard to ACP for patients with
COPD. A lack of training for health-care professionals has
been identified as a barrier to implementing ACP into
routine management.16,17 To ensure that the topics of future educational interventions are relevant and meaningful
to the target audience, the objective of this study was to
identify gaps in health-care professionals’ knowledge re-
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lated to ACP for patients with COPD and to prioritize
content of future educational interventions for health-care
professionals accordingly.
Methods
Funding
This study was supported by a GlaxoSmithKline Independent Medical Education grant. GlaxoSmithKline had
no input in the design of the study, data collection, data
analysis or interpretation, or in the preparation, review, or
approval of this manuscript.
Study Design
This study was based on the Delphi process, which is a
method of achieving a consensus of opinion associated
with a specific topic through a series of structured questionnaires (known as rounds).18 The Delphi process generally includes the following stages: (1) recruit relevant
experts, (2) compile a questionnaire with a list of statements related to the topic that the experts are asked to rate
for agreement, (3) calculate the level of agreement with
each statement, and (4) give anonymous feedback to the
participants about how their responses compared with others’ responses and provide them with the opportunity to
revise their responses in light of this feedback.18 This process continues until consensus is reached.
The Delphi method uses many factors to assess the extent of agreement on a given topic or issue. These factors
include independence of decisions (through responses to
anonymous questionnaires), decentralization (the members
of the group operate autonomously but share decisions
through the facilitator), and aggregation (through the facilitator’s organization of the group and statistical summarization of results).18,19 Diversity of expertise is not a requirement of the Delphi method but diversity of panel
members does promote better decision making.20 For this
study, an e-Delphi method was selected in an effort to
capture a number of experts across a range of disciplines
in diverse geographic locations.
Preparation for the e-Delphi Process
For this study, a modified e-Delphi method with 2 rounds
of rating was used. First, to summarize the available literature on current practices about ACP for individuals
with COPD, a scoping review of the literature that reported on original research in the past 10 years was conducted by following the framework of Arksey and
O’Malley.21 The research team, including 4 experienced
health-care professionals from medical (n ⫽ 2) [TF, CS],
nursing (n ⫽ 1) [NC], and physiotherapy (n ⫽ 1) back-
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grounds, prepared 40 statements that aligned to 3 separate
subject areas related to ACP and COPD: (1) ACP discussions and documentation in COPD care, (2) COPD and
palliative care, and (3) legislation for ACP. These statements were informed by the clinical experience of the
research team and the findings of the scoping literature
review. Opinion was also sought from an international
expert on the topic.
An online questionnaire, by using the LimeSurvey
platform (LimeSurvey, Hamburg, Germany), was developed (https://www.limesurvey.org/). Accessed March 23,
2019). LimeSurvey is an interactive web application for
creating, managing, and monitoring online surveys. It is
secure, and survey data are stored within the host university’s information technology infrastructure, which ensures
that privacy of data is maintained. The questionnaire included demographic questions and 40 statements under
thematically aligned subject headings. The participants
were asked to rate the importance of each topic for inclusion in future educational interventions for health-care professionals with regard to ACP for patients with COPD.
This rating was based on a 5-point Likert scale (1 [very
limited importance], 2 [limited importance], 3 [important
but not critical], 4 [critical], and 5 [very critical]). An
average score for each statement was calculated and is
expressed as a percentage. For this study, consensus was
considered to have been reached when a statement achieved
a score of ⱖ80% (this was equivalent to an average score
of 4). There is no universally accepted threshold for defining consensus as part of the Delphi process. The level of
percentage agreement necessary to reach consensus for
this study was informed by the literature on consensus
criterion in Delphi studies,22 the previous experience of
the research team,23 and by Delphi studies in similar research areas.24,25 The option to provide free-text comments
was provided throughout the questionnaire to give the participants the opportunity to indicate areas not covered in
the statements provided or to elaborate on particular topic
areas.
Recruitment and Participation
Members of the research team each identified up to
10 health-care professionals from their respective fields to
participate in the e-Delphi process. The participants were
purposively selected based on their known expertise in the
area, and they needed to be experienced health-care professionals with medical, nursing, or allied health backgrounds.
The eligible participants (N ⫽ 37) were invited by using
e-mail and were provided with an information leaflet with
regard to participation before beginning the online survey.
Round 1 was open for 2 weeks, after which the responses were analyzed to determine if consensus had been
achieved. For the open-ended responses, the facilitator un-
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Table 1.

Round 1 questionnaire (3 subject
areas – 40 statements)

COPD

Participant Characteristics

Characteristic
Statements which
achieved consensus in
Round 1 (>80%
agreement)
32

Statements to be rerated
in Round 2
(<80% agreement)
8

Statements added
following participant
feedback from Round 1
2

Round 2 questionnaire
10

Statements which
achieved consensus in
Round 2 (>80%
agreement)
5

Statements which did
not achieve
consensus
5

Consensus achieved on 37 statements

Fig. 1. Flow chart, showing the number of statements and outcomes of each e-Delphi round of rating.

dertook thematic analysis of the participants’ comments
and compared them with existing statements. This step of
the process gave rise to new statements, which were presented to the research team, who supported or rejected
their inclusion in round 2 based on relevance and alignment to similar statements.
For round 2, the participants were re-presented with
the statements that did not achieve consensus in round
1, together with the new statements that were generated
from participants’ comments in round 1. When re-rating
statements in round 2, the participants were also provided with their original score for that statement in
round 1 as well as the average group score from all the
participants for that statement. Round 2 statements were
scored on the same 5-point Likert scale as in round 1.
Consensus for round 2 was also set at 80% participant
agreement. All statements that scored ⱖ 80% were included, whereas any statements that failed to achieve
this level of agreement were excluded. Round 2 was
also open for 2 weeks. The modified Delphi method
used in this study is outlined in Figure 1.

Results, n (%)

Sex
Male
Female
Other/unknown
Age
21–30 y
31–40 y
41–50 y
51–60 y
⬎60 y
Years of experience
0–10 y
11–20 y
21–30 y
⬎30 y
Current workplace
Hospital
Hospice
General practice
Other community setting

6 (28.6)
14 (66.7)
1 (4.7)
3 (14.3)
5 (23.8)
5 (23.8)
5 (23.8)
3 (14.3)
4 (19.0)
5 (23.8)
6 (28.6)
6 (28.6)
12 (57.1)
4 (19.0)
4 (19.0)
1 (4.9)

N ⫽ 21.

versity College Cork, College Road, Cork, Ireland. Ethics
approval for this study was granted by University College
Cork’s social research ethics committee.
Results
Overview of the Participants
Thirty-eight health-care professionals were invited to
participate in this study, of whom, 21 (55%) participated
in round 1 and round 2. Of the 21 participants, 14 (67%)
were female. Twelve participants (57%) had ⬎ 20 years of
clinical experience. Most of the participants worked in a
hospital setting (n ⫽ 12), with the remainder distributed
across general practice (n ⫽ 4), hospice (n ⫽ 4), and the
community (n ⫽ 1) (Table 1).

Data Analysis

Summary of the Rating Process

The participants’ demographic data were summarized
by using descriptive statistics. After each round of the
Delphi process, descriptive statistics were generated to
include mean scores and percentage consensus rates for
each statement. Qualitative data in the form of participants’ comments from round 1 were analyzed thematically
and compared with existing statements. New statements
were written based on these comments. The study was
conducted at Brookfield Health Sciences Complex, Uni-

The number of statements in each round of the process,
including a breakdown of how many statements were accepted, excluded, and re-rated, are outlined in Table 2.
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Round 1
Forty statements were included for rating in round 1,
from which 32 (80%) achieved consensus (Table 2). This
included all 12 statements that were related to “COPD and
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Table 2.

Round

Number of Statements Accepted, Rejected, and Re-Rated
at Each Stage
Total
Statements Statements
Statements Accepted
Excluded

1
2

40
10

32
5

0
5

Statements
New
to Be
Statements
Re-Rated
Added
8
0

2
N/A

N/A ⫽ not applicable

palliative care” and all 8 statements that were related to
“legislation for ACP.” With regard to the statements related to “ACP discussions and documentation in COPD
care,” consensus was achieved for 12 of 20 statements
(60%) in round 1 (see the supplementary materials at http://
www.rcjournal.com for detailed participant responses to
the statements included in round 1).
Round 2
The 8 statements that did not achieve consensus in round 1
were included in round 2. In addition, the initial expert
panel agreed on the inclusion of 2 new statements that
were formulated based on the participants’ comments in
round 1. The first of these related to comorbidities likely
to be experienced by patients with COPD, and the second
was based on the need for a person-centered approach to
care. Of the 10 statements included in round 2, consensus
was achieved for 5 (50%). This included the 2 statements
that were formulated from the feedback obtained in round
1. The participants’ scores for 3 of the statements that did
not achieve consensus in round 1 changed sufficiently,
such that these statements achieved consensus in round 2.
(Table 3.)
Priority Topics
Among the topics identified as priorities by the participants were identifying patients with COPD who could
benefit from palliative care interventions, recognizing the
appropriate time to begin palliative care, identification of
changes in care needs for patients with COPD, addressing
mismatched patient or family expectations, strategies for
conversations with patients with poor prognosis, and strategies for communicating outcomes of ACP discussions to
the wider health-care team, all of which reached 85% agreement in round 1. In addition, the statements, “professional
responsibilities arising from the Assisted Decision-Making (Capacity) Act 2015” and “Code of Practice for
ACP” both reached 90% agreement in round 1.
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Discussion

The 37 statements that achieved consensus provided an
overview of the core areas of content related to ACP that
need to be included in future training initiatives for healthcare professionals who care for people with COPD. The
high rate of acceptance of most of the statements included
in this e-Delphi study highlighted the range of areas in
which there is a perceived need for further education.
All 12 statements related to COPD and palliative care
achieved consensus after one round of rating, which highlights the widespread support for specific emphasis to be
placed on COPD in future ACP research. The statement
with the highest level of agreement (91%) called for emphasis to be placed on identifying patients with COPD
who could benefit from palliative care interventions. This
was followed closely by recognizing the appropriate time
to begin palliative care and identification of changes in
care needs for patients with COPD, each with 90% agreement. This feedback echoes the findings of Spence et al,26
which noted that health-care professionals are often unsure
of the best time to introduce palliative care into the care
pathway for patients with COPD.
In addition, guidance about who is responsible for initiating ACP is often lacking, and a lack of established
protocols for who is responsible for initiating ACP has
been identified as another barrier to implementing COPD
into routine COPD management.16,17,26 For patients, the
key is having a well-informed health-care professional who
is familiar with them and their history to carry out ACP
discussions at an appropriate time.3,27 For some, this may
be a general practitioner, but, for others, it may be a hospital-based treating clinician. This highlights the fact that
all health-care professionals involved in the care of patients
with COPD need to have some level of familiarity with the
process of ACP, and the resounding agreement with statements in this section confirmed the need for guidance on
both the initiation and continuation of ACP throughout the
COPD journey.
All statements related to legislation for ACP were accepted after one round, which highlighted another priority
area for those working in this field. The focus on legislation for ACP likely reflects a growing awareness of the
forthcoming enactment of legislation on the topic in Ireland in the form of the Assisted Decision-Making (Capacity) Act 2015.11 This may not be a priority education need
in other countries where legislation is clearer and well
established.
It is also important to consider the statements that did
not achieve consensus. These statements focused primarily
on the theory of ACP, the difference between advance care
plans and advance health-care directives, types of ACP,
and current ACP research in COPD. One possible explanation for this is that these topics are not as relevant to the
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Rounds 1 and 2, Percentage Agreement to Statements, Presented According to Subject Area
Agreement, %
Statement

ACP discussions and documentation in COPD care
Discussing ACP with family members of patients with COPD
Family and caregivers needs
Addressing mismatched patient or family expectations
Incorporating ACP into routine management of COPD
Do-not-resuscitate orders as part of ACP in patients with COPD
Clarifying goals of treatment, eg, palliative vs curative
Strategies for conversations with patients with poor prognosis
Timing and frequency of ACP discussions
General principles of palliative care
Palliative care competencies (profession specific)
Strategies for communicating outcomes of ACP discussions to the wider health-care team
The benefits of ACP in COPD care
The key difference between ACP and advance directives
Discussing life expectancy
General principles regarding discussions about prognosis
Revision of ACP decisions and documentation
Physician-patient scenario and role play simulations about ACP discussions and communication
techniques for initiating conversations around ACPs
Theoretical perspectives on ACP
Types of advance care directives
Current research on ACP in COPD
COPD and palliative care
Identifying patients with COPD who could benefit from palliative care interventions
Recognizing the appropriate time to begin palliative care
Identification of changes in care needs for patients with COPD
Advantages of ACP for patients with COPD
Patients with COPD preference of ACP discussions
Barriers to initiation of ACP for patients with COPD
Identification of COPD transition points for ACP discussions
Typical disease trajectories for people with COPD
Factors assisting prognostication in the patient with COPD
Predictors of mortality during and after exacerbations of COPD
Learning opportunities for a team from the death of a patient with COPD
Self-care strategies for HCPs engaged in ACP with patients and families
Legislation for ACP
Professional responsibilities arising from the Assisted Decision-Making (Capacity) Act 2015
Code of Practice for HCPs for ACP
Guiding principles of the Assisted Decision-Making (Capacity) Act 2015
Exploration of the key themes in the Assisted Decision-Making (Capacity) Act, 2015
Review of Ireland’s Health Service Executive recommendations in relation to the interpretation and
operation of the advance health-care directives provisions contained in the Act
Understanding what makes ACP a legal document
Do-not-resuscitate orders as part of ACP in patients with COPD
Ethics issues involved in ACP
Statements formulated after round 1 feedback
Exploration of comorbidities (eg, ischemic heart disease and osteoporosis), which may impact on
the patient with advanced COPD
A person-centered approach to advance care planning for persons with COPD (eg, values
discussion, person-focused outcomes)

Round 1

Round 2

82
82
90
81
82
80
89
81
86
85
89
82
74
79
78
79
68

NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
78*
80
86
81
69*

69
79
77

61*
74*
74*

91
90
90
88
83
83
84
82
81
81
83
82

NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA

90
90
87
87
85
84
89
92

NA
NA

NA

84

NA

86

N ⫽ 21.
* Did not achieve consensus after 2 rounds.
ACP ⫽ advance care planning
NA ⫽ not applicable
HCP ⫽ health-care professional
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everyday practices of health-care professionals. There may
also be a perception that they increase the complexity in an
area that is already perceived to be complex. Of note, most
participants in this e-Delphi study (65%) had ⬎ 20 years
of experience in their field, so it is possible that these
topics are no longer a top priority for these experienced
individuals but may be of interest to less-experienced
health-care professionals working in this area.
One of the main reasons for using the Delphi method in
this study was to provide the participants with the opportunity to provide feedback. The research team believed
that there might be other topics that health-care professionals would deem important to be included in future
educational interventions but which were not readily identifiable from the available literature. Two new statements
were developed as part of the process. The first area identified by the participants was the impact that COPD comorbidities may have on future care. It is accepted that
comorbidities contribute to the severity of COPD and need
to be taken into account when planning a patient’s management approach.2
The most common COPD comorbidities include other
respiratory conditions (eg, asthma, lung cancer), cardiovascular conditions (eg, hypertension, coronary heart disease), metabolic comorbidities (eg, osteoporosis), and mental comorbidities (eg, anxiety, depression). 28 When
comorbidities are present, a holistic approach to care is
required, with health-care professionals involved in COPD
management working together with professionals specialized in the management of other diseases to provide multidisciplinary care for patients.28 The participants also identified the importance of keeping the patient at the center of
the ACP approach. This, along with the strong support for
a focus on ethics issues, reflects an interest in identifying
and supporting the needs and wants of the patient.
The use of the modified e-Delphi method is one of the
main strengths of this study because it is particularly appropriate when developing consensus when existing evidence is insufficient. The e-Delphi method provides the
participants with anonymity and avoids issues of group
conformity, influences of dominant personalities, prestige,
and politics.29 Diversity needs to be taken into consideration when carrying out a Delphi process,18,19 and this
study was strengthened by including participants from a
range of professional backgrounds and who work across
various settings. There has been some debate with regard
to the validity of the Delphi method.30 However, these
critiques are mainly focused on poor quality studies rather
than the Delphi method itself. It has been recommended
that results be matched to observable events, but there is
minimal literature with which to compare the results of
this study. Researcher influence when deciding on the initial statements to include is a potential limitation to the
Delphi method. Using the findings of a review of the
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literature as well as an expert panel to decide on statements to include helped to minimize these risks.
Internet-based research methods, for example, the
e-Delphi method, are increasing in popularity and help to
reach participants from diverse locations. They are associated with convenience for participants, time and cost
savings, and multiple data management options. They have
a number of limitations, however, including internet accessibility challenges and technological difficulties.31 We
did not experience these challenges in the current study. A
limitation of this study was the small number of participants. However, as few as 10 members have been reported
to yield strong evidence in previous Delphi studies.32
This study was carried out over the academic summer
break, which may have affected response rates. Each round
was kept open for 2 weeks. Given the time of year, it may
have been beneficial to leave each round open for longer.
This was not feasible due to time constraints. The choice
of methodology prevented an in-depth discussion among
the expert participants; however, the ability to provide
responses to the open-ended questions allowed the participants to share their ideas and knowledge with the research
team. In addition, regular meetings of the research team
facilitated in-depth discussion on selected topics as required.
Conclusions
This study included participants from a range of healthcare disciplines, but consensus was achieved for most statements after one round of rating, which demonstrated widespread agreement on the topics that should be included in
future educational interventions on the topic of ACP for
individuals with COPD. In addition to covering the legal
issues surrounding ACP, future educational interventions
should provide health-care professionals with additional
knowledge and strategies to assist with identifying patients
with COPD who are suitable for palliative care as well as
the most appropriate timing and content of such discussions. Information from this study should be used to inform the content of future education and training initiatives, and, in time, this content should be evaluated to
ensure that it remains relevant going forward. Another
important step is to consider input from people living with
COPD and their carers before the rollout of any educational interventions.
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