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Abstract 
Background: Chronic obstructive pulmonary disease (COPD) seriously affect the quality 

of life (QoL) with poor physical, social and emotional function. So, the authors want to 

find effective nursing interventions to physical and mental health for patients with COPD. 

It is important for nurses to give effective interventions to every patient. Therefore, the 

authors would like to do this descriptive literature review from the nurse’s perspective to 

uncover any measures that can help the patients to alleviate suffering, improve QoL and 

promote the recovery of patients. 

Aim: To describe how the nurses can support patients with COPD and which intervention 

is effective for outcomes to improve QoL, and to review the samples used in the articles. 

Method: 31 Scientific articles with a quantitative design were searched in the databases 

Medline, Cinahl. Chosen articles were processed in order to determine whether they were 

relevant to the study purpose. In the end, 10 articles were used by the authors. 

Results: This review tried to sum up the findings about the nursing intervention of COPD 

during the past decade. This review identified 10 articles associated with COPD. Our 

findings revealed that education, exercise, follow-ups, making individual plans, 

monitoring, smoking cessation are significant interventions relating to the QoL of patients 

with COPD. And the outcomes identified if the intervention was effective for patients, 

there had outcomes were HRQoL, anxiety and depression level, hospital 

admission/readmission rate, exacerbation, self-care, activity level, functional capacity 

and the health belief & self- efficacy. 

Conclusions: There were a lot of interventions about education, and together with 

exercise in common. Smoking cessation was needed in all treatment or recovery 

procedure. Monitoring conscientiously and follow-ups responsibly contributed to realize 

the progress of COPD and degree of mitigation. Nursing interventions were indispensable 

in the procedure of treatment and recovery to COPD patients. 

Keywords: Chronic Obstructive Pulmonary Disease, nursing, quality of life  
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背景：COPD 导致患者社会和情感功能受损，严重影响了患者的生活质量。因此，

作者旨在寻求有效的护理措施帮助患者。作者从护士的角度来写这篇综述去描述

这些措施，来帮助患者缓解痛苦，提高生活质量，并促进康复。 

目的：阐述护士如何支持 COPD 患者，并且总结科学性论文里用到的样本。 

方法：运用 Medline, Cinahl 数据库搜索质性的科学性论文 31 篇，选择与此综述相

关的论文。最终 10 篇文章被采用。 

结果：本结述结结结近十年来 COPD 结理干结的结果结行结结。本结述确定了与

COPD相关的 10篇文章。我结的研究结果结示，教育、结结、随结、制定个人结划、

结结、戒烟是影响 COPD患者生活结量的重要干结措施。确定干结结患者是否有效

的结果有：健康相关的生活结量、焦结抑郁水平、入院/再入院率、病情结化、自我

结理、活结水平、功能能力、健康信念和自我效能感。 

结论：关于教育的护理措施有很多，一般与运动相结合；在治疗和康复过程中戒

烟是一直被贯彻落实的；认真监测和随访有利于了解 COPD 病情的进展和缓解程

度。对 COPD 患者来说，在治疗和康复过程中护理措施是不可或缺的。 

关键词：慢性阻塞性肺疾病，护理，生活质量 
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Introduction 

1.1 Definitions for COPD and QoL 

Chronic obstructive pulmonary disease (COPD) is a disease of chronic potentially fatal, 

slowly progressive, not fully reversible airflow obstruction, which although preventable, 

is not curable, is predominantly caused by smoking. (National Collaborating Centre for 

Chronic Conditions [NCCCC], 2004). This airflow restriction emphasized is persistent 

and gradual (Global Initiative for Chronic Obstructive Lung Disease 2016). Chronic 

bronchitis and pulmonary emphysema are subcategories of COPD. Chronic bronchitis is 

characterized by hypersecretion of mucus followed by a chronic (more than three months 

in two consecutive years) productive cough. Infection is a major pathogenic factor of 

chronic bronchitis. Pulmonary emphysema is characterized by enlargement of air spaces 

distal to the terminal bronchioles where gas-exchange normally takes place. This is 

usually caused by destruction of the alveolar wall. Pulmonary emphysema can be 

classified according to the location and distribution of the lesions. (Tabloski 2014)  

According to WHO, Quality of life (QoL) refers to individuals’ view in the context of 

culture and value systems, is relating to the personal position in life. Further, it is related 

to individual goals, standards, expectations,  and concerns. The concept of QoL is broad. 

It is influenced by physical health, personal psychological state, personal beliefs, the level 

of independence, social relations and their relationship to the characteristics of their 

environment.(WHO 1997) 

1.1.1 situation of COPD 

COPD is associated with progressive respiratory deterioration which is characterized by 

coughing and expectoration, worsening lung function, dyspnea (Brian et al. 2017). The 

acute exacerbations of COPD (AECOPD) become more frequent with the severity of 

COPD and smoking (Hurst et al. 2010). COPD is the third leading cause of death in 

America since 2008, and is the leading cause of chronic lower respiratory tract disease 

(Centers for Disease C, Prevention 2011). In recent years, COPD has become a serious 

public health problem, and it is expected to become the third leading cause of death in the 
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world by 2030 (Brian et al. 2017). Deterioration affects the morbidity, mortality and QoL 

of patients with COPD, and the frequency is relating to a rapid decline with pulmonary 

function (Wedzicha et al. 2013). The diagnosis of COPD requires spirometry. The 

standard diagnostic measure of the presence of airflow limitation is a ratio of 

postbronchodilator forced expiratory volume in 1 second (FEV1) to forced vital capacity 

(FVC) less than 0.7 (Global Initiative for Chronic Obstructive Lung Disease 2016). The 

6-minute walking distance (6MWD) is an useful approach in assessing the functional 

status of patients with COPD (Redelmeier et al. 1997; Singh et al. 2014). Early diagnosis 

and treatment can availably prevent the deterioration of pulmonary function and improve 

the prognosis of patients with COPD (Decramer et al. 2009). 

1.1.2 symptoms of COPD 

National Institute for Health and Clinical Excellence (NICE 2004) COPD guidelines 

suggested that medical professionals in primary care should investigate all smokers over 

the age of 35 years (where resources are available) who have any of the following 

symptoms: breathlessness on exertion, frequent winter bronchitis, chronic cough, chronic 

sputum production and wheeze. Different patients may present different kinds of 

symptoms, but generally the symptom of breathlessness is the most primary, it affects 

both physical and social activities (Barnett 2005). 

In order to exclude other diseases, like bronchiectasis or congestive cardiac failure, some 

investigations should be used, such as full blood count , a routine chest X-ray and 

electrocardiogram (Margaret 2008) . 

Some people may lack physical strength, like one woman said “I walked a few steps and 

then I had to stop and breathe and pant and I felt ready to cry because I just couldn’t 

handle it ”; and some may experience meaninglessness, said “I feel awful and at that point 

I just want to get away from everything, even commit suicide, I feel like there’s just no 

point” (Kristina Ek & Britt-Marie Ternested, 2008). 
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1.2 The nurse’s role 

It is important for medical professionals to understand what patients feel and what they 

are experiencing in this condition. Medical professionals can adopt appropriate 

approaches in proper conversation time and use the strategies, such as open questioning 

and active listening techniques. According to individual’s symptoms, it is indispensable 

for nurses to establish a individual nursing plan and discuss coping strategies to improve 

health condition and QoL.(Margaret 2008)  

Not only patients’ symptom, but also their psychological and social aspects should be 

included in individual nursing plan and treatment. It is important that multidisciplinary 

approaches are used in nursing and the advice and support of the kinds of members of the 

multidisciplinary team which including social services, district nurses, physiotherapists 

and occupational therapists are used in the community  (Barnett 2006). 

Because COPD is a chronic and progressive disease which can lead to disability in daily 

life, it impact patients’ lives in the condition when they have severe breathlessness, then 

causing a poor QoL and negative health status. Medical professionals have duty and 

responsibility to care and manage patients to improve their QoL, in order that they should 

acquire and make use of the relevant skills and knowledge.(Margaret 2008) 

The trajectory of COPD is uncertain, patients with COPD always need medical help. So, 

nurses play an important role to care them (Heidi et al. 2016). It is helpful for patients to 

increase their security and confidence and reduce unnecessary hospitalizations to improve 

their QoL (Astrid & Signe 2015). 

1.3 Hierarchy of needs theory 

Maslow (1954) proposed a classification of basic needs into five categories: physiological, 

safety and security, belongingness, esteem, and self-actualization. The lower needs were 

more powerful than the higher needs. The more these basic needs were satisfied, the 

individual have more chance to achieve higher needs. As for patients with COPD, they 

lost sturdy body, their pulmonary function is impaired and can’t breathe like normal 

people, they will be afraid and anxious when the lowest level of Hierarchy of needs 
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theory--physiology can ’ t be satisfied (Maslow 1954). And another example here, 

safety needs are personal security, financial security, health and well-being. Safety 

worrying is the major reason for mental disorders, such as anxiety, fear, depression. So, 

what we nurses do is trying our best to decrease patients’ negative emotions through 

psychological nursing.(Zheng et al. 2016) 

1.4 Problem statement   

COPD seriously affect the QoL with poor physical, social and emotional functioning 

(Weingaertner et al. 2014).  In recent years, COPD has become a serious public health 

problem, and it is expected to become the third leading cause of death in the world by 

2030 (Brian et al. 2017).  So, it is important for nurses to give  interventions to every 

patient. The authors want to describe nursing interventions to support patients with 

COPD.Therefore, the authors would like to do this descriptive literature review from the 

nurse’s perspective to uncover any measure that can help the patients to alleviate suffering, 

improve QoL and promote the recovery of patients. 

1.5 Aim and research questions 

The aim of the literature review was to describe nursing interventions and outcomes to 

support patients with COPD, and to review the samples used in the scientific articles,  

-    What nursing interventions can nurses use to support patients with COPD? 

- What is the information of the sample included in the studies ? 

 

Method 

2.1 Design 

The authors have conducted  a descriptive literature review (Polit & Beck 2012). 
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2.2 Search strategy 

Articles were searched in the databases of PubMed and Cinahl with certain limits 

(Humans, Full text, 10 years). The search terms included Pulmonary Disease, Chronic 

Obstructive, nursing, quality of life, and used different combinations with each other. 

When combining search terms, the Boolean term AND was used. Indexed search term 

was fetched from MeSH and Cinahl headings. 

The selection of eligible studies through a flowchart is shown in Fig. 1.  

Table 1. Results of preliminary database searches. 

Database + 

Date of 

search 

Limits Search terms Number 

of hits 

Potential articles 

(excluding 

doubles) 

Medline 

through 

PubMed 

2017-05-15 

University of 

Gävle, 

Humans, 

Full text, 10 

years 

"Pulmonary Disease, 

Chronic 

Obstructive"[Mesh] 

16591  

Medline 

through 

PubMed 

2017-05-15 

University of 

Gävle, 

Humans, 

Full text,   10 

years 

"Pulmonary Disease, 

Chronic 

Obstructive/nursing"[M

esh] 

184  

Medline 

through 

Pubmed 

2017-05-15 

University of 

Gävle, 

Humans,  

Full text,   10 

years 

"Pulmonary Disease, 

Chronic 

Obstructive/nursing"[M

esh] AND quality of life  

60 23 
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Figure 1.  Flowchart for the selection of eligible studies 

↓ 

 

 

 

 

 

Cinahl 

2017-05-15 

Humans,  

Linked full 

text,   10 years 

Pulmonary Disease, 

Chronic Obstructive 

(MeSH) 

2787  

Cinahl 

2017-05-15 

Humans,  

Linked full 

text,   10 years 

Pulmonary Disease, 

Chronic Obstructive 

(Mesh) AND Nursing 

(All Text) 

178  

Cinahl 

2017-05-15 

Humans,  

Linked full 

text,   10 years 

Pulmonary Disease, 

Chronic 

Obstructive/nursing 

(Mesh) AND Nursing 

(All Text) AND quality 

of life (MeSH) 

38 8 

    Total: 31 

Potentially relevant documents identified by 

literature search (n=31) 

Documents excluded after duplicates removed (n=1) 

Documents retrieved for detailed examination (n=30) 

Documents excluded did not meet the inclusion criteria (n=10) 
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2.3 Selection criteria 

Exclusion criteria which were articles that were only concerned with physicians’ 

diagnosis or treatment for COPD, describing the experience of patients with COPD, 

studying the symptoms or signs of COPD,  qualitative studies, or review studies. 

Inclusion criteria for articles that would be included in the degree project would be that 

they should be relevant for the aim of the review study (that is, nursing interventions 

which are effective for outcomes to improve QoL for patients with COPD), empirical 

scientific articles only using a quantitative approach,  the population including nurses and 

patients with COPD, articles must be written in English and published between 2007-05-

15 and 2017-05-15, and freely avaliable to the University of Gävle, 

2.4 Selection process and outcome of potential articles 

The titles and abstracts of the articles were firstly read in order to decide whether they 

might be useful to answer the literature review’s research questions, so the authors got 31 

articles, see Table 1. Then, the authors removed one duplication, Later, articles were read 

carefully in order to determine whether they meet the inclusion criteria of this literature 

review, the authors removed 10 articles. Last, when reading the full articles, 10 articles 

were found to be irrelevant to the present study’s aim, so the authors got 10 articles finally. 

The authors  carefully illustrated every step of the selection process, see Figure 1.  

Full-text articles assessed for eligibility (n=20) 

Total documents included in integrative review (n=10) 

When reading the full articles, 10 were found to be irrelevant to the 

present study’s aim (n=10) 
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2.5 Data analysis 

The articles used in the degree project was analysed with the help of one template, so 

called matrixe. According to Polit and Beck (2012), using a matrix is a good way to 

organize the information . The template was used to review the chosen 10 articles. The 

articles were read and carefully processed in order to identify the nursing interventions to 

support the patients with COPD and review the outcomes which were indicated in 10 

articles, and then be structured according to appropriate categories, such as self-care, 

education, follow-ups and so on, and then presented under the corresponding category. 

We extracted basic information from 10 articles, for example: country, design and 

approach of articles, age, sexual distinction, data collection method and data analysis 

method, then we put these information into appropriate categories of a table, see Table 2. 

2.6 Ethical considerations 

The articles searched objectively, authors did not change any ethical problems of 10 

articles included in this review. The results was presented according to its integrity 

without being changed due to the authors’ wishes. Thus, the risk of ethical dilemmas in 

our choice of studies is low, and no plagiarising of material has taken place. So, the degree 

project was away from cheating. The results and discussion of articles have been analysed 

and processed objectively by both authors. This is a working method recommended by 

Polit & Beck (2012). 

 

Results 

3.1 Study characteristics 

The characteristics of the included studies are described in Table2 and Table 3. The 

studies were based in 8 different countries, one article in China(Wang et al. 2013), one 

article in Korea(Song et al. 2012), one article in Spain(Abad-Corpa et al. 2007), three 

articles in Sweden(Zakrisson et al. 2011; Zakrisson et al. 2016;  Osterlund-Efraimsson et 

al. 2008), one article in UK(Sridhar et al. 2007), one article in Japan(Moriyama et al. 
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2013), one article in Norway(Titova et al. 2017) and one article in Turkey(Akinci & 

Olgun 2011). The studies ranged in sample size from 30 (Moriyama et al. 2013) to 171 

(Titova et al. 2017) participants and a total of 888 patients participated in the 10 studies.  

Participants were recruited on discharge from hospital following an exacerbation, or from 

a hospital, or from primary healthcare centres. Inclusion was based on a clinical diagnosis 

of COPD; intact cognitive capacity; ability to be communicated by telephone after 

discharge; capable of independent mobility; written consent for participation in the study; 

not participating in any other rehabilitation research or programmes. Some articles 

recruited patients with AECOPD (Sridhar et al. 2007; Wang et al. 2013), which are 

characterized by a worsening of the patient’s respiratory symptoms, dyspnea, cough 

and/or sputum, more than the usual day-to-day variations and requiring changes to their 

medication (Global Initiative for Chronic Obstructive Lung Disease, 2015). The 

minimum age for inclusion in studies varied from below 50 years to 63.7 years, the mean 

value was less variable (61-73.51 years). Sex distribution was variable across studies 

(35.25% to 90.62% males), see Table 2. 

3.2 Interventions 

3.2.1 Education 

Nine of the ten articles involved  education as an intervention method (Wang et al. 2013; 

Song et al. 2012; Zakrisson et al. 2011; Zakrisson et al. 2016; Sridhar et al. 2007; 

Moriyama et al. 2013; Akinci & Olgun 2011; Osterlund-Efraimsson et al. 2008; Titova 

et al. 2017). The contents, duration, mode and frequency were all different. The contents 

of education varied, referred to disease knowledge, management of symptoms, exercise, 

medication, nutrition, maintaining daily activities, prevention of exacerbation, smoking 

cessation (Wang et al. 2013; Song et al. 2012; Zakrisson et al. 2011; Zakrisson et al. 2016; 

Sridhar et al. 2007; Moriyama et al. 2013; Akinci & Olgun 2011; Osterlund-Efraimsson 

et al. 2008), dealing with acute exacerbation (Osterlund-Efraimsson et al. 2008), anxiety 

and stress management (Zakrisson et al. 2011; Zakrisson et al. 2016), inhalation 

technique (Wang et al. 2013; Osterlund-Efraimsson et al. 2008), anatomy and physiology 

(Zakrisson et al. 2016; Akinci & Olgun 2011; Moriyama et al. 2013; Osterlund-
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Efraimsson et al. 2008), energy conservation (Zakrisson et al. 2016; Akinci & Olgun 

2011; Moriyama et al. 2013), breathing (Moriyama et al. 2013; Akinci & Olgun 2011; 

Osterlund-Efraimsson et al. 2008), relaxation techniques, airway clearance techniques 

(Akinci & Olgun 2011; Osterlund-Efraimsson et al. 2008), effective coughing, diet and 

infection control (Moriyama et al. 2013; Osterlund-Efraimsson et al. 2008). 

Moriyama et al.(2013) put some more contents in the education, like physical condition, 

sign, self-analysis of physical condition (understanding of laboratory data), oxygen 

therapy, strategies in daily living to prevent shortness of breath, remaking of daily 

schedule, learning countermeasures for emergencies & disasters (including panic control, 

timing of consultation with the physician), device and instrument, decision-making and 

problem-solving skills.  

They also had  education contents for  family: need for collaboration, countermeasures 

for emergencies and disaster, timing of consultation with the physician, support of 

effective coughing. ( Moriyama et al. 2013)  

In another study by Osterlund-Efraimsson et al.(2008), their education contents including 

the effects of COPD, measurement of respiratory function (spirometry), explanation of 

the outcome to the patient, measurement of oxygen saturation,  physical activity, psycho-

social counselling and support, individual treatment plan in collaboration with the patients. 

In the study by Titova et al. (2017), they repeated the core element of the educational 

program and reinforced the specific health behaviors and made necessary changes in the 

patients’ treatment program. 

The approach of how healthcare professionals deliver knowledge to patients is different. 

Face-to face way was mostly adopted (Song et al. 2012; Wang et al. 2013; Zakrisson et 

al. 2011; Sridhar et al. 2007; Moriyama et al. 2013; Osterlund-Efraimsson et al. 2008). 

Three articles adopted practicing exercise (Song et al. 2012; Zakrisson et al. 2011; Sridhar 

et al. 2007), such as participants performed a 10-minute-per-toleration walk on a course 

30-m corridor in the unit, they also learned 10 sets of upper and lower extremities 

stretching with pursed lip breathing (Song et al. 2012). Other articles adopted workbook, 

materials (Wang et al. 2013), daily journal (Moriyama et al. 2013), meetings (Zakrisson 
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et al. 2016), booklet (Akinci & Olgun 2011) and home visits (Akinci  & Olgun 2011; 

Osterlund-Efraimsson et al. 2008). 

For the duration of education, mostly one session lasts about 45 minutes to 3 hours (Song 

et al. 2012; Zakrisson et al. 2011;  Sridhar et al. 2007; Osterlund-Efraimsson et al. 2008). 

In one article, the duration of  nursing education is 20 to 30 minutes (Wang et al. 2013). 

The frequency of carrying out education maybe can influence patients’ patience and 

acceptance to knowledge, in two articles, patients were educated every week for six weeks 

(Zakrisson et al. 2011; Zakrisson et al. 2016); patients accepted education every 2 days 

after their disease conditions were stable and the day before discharge in the article by 

Wang et al.(2013); patients were educated in  the day of discharge in the article by Song 

et al. (2012); patients accepted education two attendances per week for 4 weeks (Sridhar 

et al. 2007); in article by Moriyama et al. (2013) patients were educated 2 times in the 

enrolled months; patients went to accept education in 2 times between the first and last 

visits (Osterlund-Efraimsson et al. 2008) and 2-3 times during the course of pulmonary 

rehabilitation (Akinci & Olgun 2011).  

3.2.2 Exercise 

Five articles referred to exercise (Moriyama et al. 2013, Zakrisson et al. 2016; Akinci & 

Olgun (2011); Zakrisson et al. 2011; Song et al. 2012). Zakrisson et al. (2016) reported 

that the lower-extremity (walking) and upper-extremity (arm exercises) with pursed lip 

breathing. The same type of exercise has been reported by Akinci & Olgun (2011) and 

Song et al.(2012). The effective coughing techniques is mentioned in the study by 

Moriyama et al.(2013) and Zakrisson et al.(2011). In addition, some of the following 

exercises are mentioned: breathing (Zakrisson et al. 2016; Akinci & Olgun 2011; 

Zakrisson et al. 2011; Song et al. 2012), aerobic fitness (Zakrisson et al. 2016; Akinci & 

Olgun 2011), muscle-strengthening and relaxation techniques (Zakrisson et al. 2016; 

Zakrisson et al. 2011). 

3.2.3 Follow-ups 

Five articles used follow-ups as an intervention (Titova et al. 2017; Zakrisson et al. 2016; 

Osterlund-Efraimsson et al. 2008; Abad-Corpa et al. 2012; Wang et al. 2013). The Titova 
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et al.’s article was after 6, 12 and 24 months. A specialist nurse jointed visits at the 

patients’ homes. The Zakrisson et al.’s study was one-year and a three year follow-up. 

Both had 1 year follow-up (Zakrisson et al. 2016; Titova et al. 2017). In Abad-Corpa et 

al.’s study, during the first 24 hours after discharge, the coordinating nurse (CN) 

contacted the primary care nurse responsible for follow-up to inform them about patients’ 

discharge and individual healthcare plan. The two nurses carried out the first home visit 

together. The CN was in contact with primary care nursing personnel to record any new 

needs, problems or events during that time.(Abad-Corpa et al. 2012) In Wang et al.’s 

study, after discharge, follow-up was conducted every two weeks via telephone during 

the first month, as well as home follow-ups at three and six months. During the period of 

follow-ups, a 20- to 30-minute individualized nursing intervention based on HBM was 

offered to the intervention group. Osterlund-Efraimsson et al. reported that two visits to 

the COPD clinic with a 3-5 months interval between the first and last visits, and the 

intervention group had extra visit, each visit lasted for about 1 hour and led by the same 

nurse. During the first and last visit, patients responded to the two questionnaires. 

 

3.2.4  making individual plan  

Three articles referred to make individual plan (Titova et al. 2017; Wang et al. 2013; 

Abad-Corpa et al. 2012). Titova et al.(2017) implemented an individualized self-care plan 

for the patients. Two articles gave patients a personal COPD action plan (Wang et al. 

2013; Abad-Corpa et al. 2012), which is a 20- to 30-minute individualized nursing 

intervention based on  HBM (Wang et al. 2013). 

3.2.5 monitoring 

Four articles referred to monitoring (Moriyama et al. 2013; Sridhar et al. 2007; Abad-

Corpa et al. 2012; Song et al. 2012). Three articles used phone to monitor patients 

(Moriyama et al. 2013; Sridhar et al. 2007; Abad-Corpa et al. 2012). However, two 

articles adopted home visit (Sridhar et al. 2007; Abad-Corpa et al. 2012). Monitoring was 

divided into self-monitoring and other monitoring. The study by Moriyama et al. (2013) 

mainly referred to self-monitoring, the participants needed to record data (such as pulse 
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rate, cigarette smoking) in the daily journal, the daily journal was received monthly by 

mail from the second month, and the patients monthly reported data by mail or telephone 

to nurses and physicians, patients also needed to set monthly goal (Moriyama et al. 2013). 

Other ways of monitoring can be seen in following articles in the study by Moriyama et 

al.(2013), nurses evaluated patients’ data. In the study by Abad-Corpa et al.(2012), 

primary care nursing personnel also were used , they recorded any new needs, problems 

or events that arose during that time. The nurses measured kinds of tests, like Spirometry 

and oxygen saturation in Sridhar et al.(2007). The study of Song et al.(2012) only used 

phone calls to remind and advise patients to continue their exercise therapy and discussed 

and reinforced the self- management education which had been given. All studies 

specified the type of nurse delivering the intervention, and all nurses involved had training. 

These included: specialist respiratory nurses, the research respiratory nurses, nurses with 

master degree prepared, advanced nurse practitioners, coordinating nurses, primary care 

nurses and what were described as ‘nurses interventionists’. 

3.2.6 Smoking cessation 

In our review, eight articles were included (Moriyama et al. 2013; Osterlund-Efraimsson 

et al. 2008; Zakrisson et al. 2016; Akinci & Olgun 2011; Song et al. 2012; Wang et al. 

2013; Zakrisson  et al 2011; Sridhar et al. 2007). In addition, Zakrisson et al.(2011) 

reported 4 of 16 patients stopped smoking in the intervention group and 7 of 23 in the 

control group. And Osterlund-Efraimsson et al.(2012) reported that in the intervention 

group 6 of the 16 patients who were smokers had stopped smoking during the intervention 

phase. In the control group none of the 14 smokers stopped smoking. The difference 

between the groups was significant. 

 

 

3.3 Outcome synthesis 

The reviewed studies examined a total of 10 clinical outcomes using 40 different outcome 

measures. The same outcome was often measured with several different instruments (i.e. 
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functional capacity, six different measures) which making comparisons difficult and 

meta-analysis unfeasible. Outcomes for all studies are outlined in Table 4 using the 

categories suggested by Polit & Beck (2012).  

3.3.1 Health related quality of life (HRQoL) 

Eight of the ten articles reported on health-related QoL(Song et al. 2012; Akinci & Olgun 

2011; Osterlund-Efraimsson  et al. 2008; Moriyama et al. 2013; Titova et al. 2017; 

Zakrisson et al. 2016; Zakrisson et al. 2011; Sridhar et al. 2007). Mostly, six articles used 

the the St. George's respiratory questionnaire (SGRQ) to collect data, and two articles 

used The Clinical COPD Questionnaire (CCQ). 

The studies by Song et al.(2012) and Akinci & Olgun (2011) reported the quality-of-life 

score and its subscale scores in the intervention group were decreased significantly 

compared to control group. Osterlund-Efraimsson  et al. (2008) reported that the 

participants in the intervention group perceived a reduction in symptoms of cough, 

phlegm, dyspnea and wheezing, increased activities, and a decreased impact of COPD . 

The participants in the control group did not report any improvement or no change was 

observed. So QoL was improved in the intervention group, but no change in the control 

group. And the difference between the groups was significant and clinically  relevant. 

However, in other studies, there were no statistically significant differences in the change 

of the scores in both groups (Moriyama et al. 2013; Titova et al. 2017; Zakrisson et al. 

2016; Zakrisson et al. 2011). One article by Zakrisson et al.(2016) reported the CCQ 

scores improved both in the intervention group and the control group, and Titova et 

al.(2017) reported there were reduction of the SGRQ scores in both groups. The article 

by Sridhar et al.(2007) did not report the total scores or the differences between two 

groups, and only reported  significant worsening in the score about dyspnea in both groups. 

The mean mastery score improved in the intervention group but this change was not 

clinically significant. 

3.3.2 Anxiety and depression level 

One of the ten papers reported on anxiety and depression level (Titova et al. 2017). Titova 

et al.(2017) reported no significant differences between the integrated care group (ICG) 
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and the usual care group (UCG) in the mean Hospital Anxiety and Depression Scale 

(HADS-A or HADS-D) scores at baseline and during follow-up. However, there was a 

tendency to decrease in the mean HADS±A score in the ICG compared to the UCG after 

12 months of follow-up. The HADS-D scores kept stable in the ICG compared with an 

increasing trend in the UCG. There was significant difference in the mean change in 

scores during this period. The minimal important difference (MID) of the HADS ±A and 

HADS-D score compared with baseline was not achieved either in the ICG or the UCG.  

3.3.3 Hospital admission/readmission rate 

Three articles reported on admission/readmission (Wang et al. 2013; Sridhar et al. 2007; 

Abad-Corpa et al. 2012). Sridhar et al. (2007) reported there was no difference in the total 

number of hospital admissions or in the number of patients having an admission to 

hospital (Sridhar et al. 2007). The article by Wang et al.(2013) reported patients in the 

intervention group had significantly fewer frequencies of readmission to the hospital 

(Wang et al. 2013). And Abad-Corpa et al.(2012) reported in spite of the intervention 

group having more unresolved nursing diagnoses on discharge, there was a difference of 

4% in readmission in favour of this group, less mortality and less use of healthcare 

services after discharge, although the differences were not statistically significant. 

3.3.4 Exacerbation  

Four of ten articles reported on exacerbation (Moriyama et al. 2013; Zakrisson et al. 2016; 

Wang et al. 2013; Zakrisson et al. 2011). The article by Moriyama et al.(2013) used 

nurse-led self-care program to achieve the prevention of exacerbations, symptoms of 

common cold were observed in both groups with no significant differences in the rates of 

these symptoms between the groups, three patients in the intervention group received 

treatment for cold-like-symptoms but did not require hospitalization. However, five 

patients in the control group received treatment for cold-like-symptoms and two required 

hospitalization (Moriyama et al. 2013). Exacerbation frequency tended to decrease in the 

intervention group and increase in the control group (Zakrisson et al. 2016; Zakrisson et 

al. 2011), Zakrisson et al.(2016) found increasing again in both groups after three years, 

Zakrisson et al.(2011) found the mean difference in the change between the groups in 
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exacerbation frequency was statistically significant. The article by Wang et al.(2013) 

reported there were 28.57% patients with AECOPD in the intervention group and 78.27% 

patients with AECOPD in the control group with significant difference (p < 0.01). 

3.3.5 self-care 

Six articles reported on  self-care (Song et al. 2012; Abad-Corpa et al. 2012; Zakrisson 

et al. 2011; Osterlund-Efraimsson et al. 2012; Titova et al. 2017; Sridhar et al. 2007). 

Song et al.(2012) reported medication and exercise compliance were significantly higher 

in the intervention group, however, another article reported medication compliance was 

similar in both groups (Abad-Corpa et al. 2012). Zakrisson et al.(2011) showed more 

medicines were prescribed for COPD (i.e. not increase in dosage) during the 1-year study 

for 11% of patients in the intervention group and for 22% of patients in the control group. 

Patient Activation Measure (PAM) is a tool for measuring the level of patient engagement 

in their own healthcare and consists of 13 items assessing knowledge, skills and 

confidence in self-care. The article by Titova et al.(2017) reported that there were no 

significant differences between the IC and the UC group in the mean values of the PAM 

scores neither at baseline nor during follow-up. After 24 months of follow-up there was 

a tendency towards an increase in the scores in both groups, but the mean change in scores 

reached clinical significance only in the IC group. 

Self-care of exacerbations was significantly different and the intervention group were 

more likely to be treated with oral steroids alone or oral steroids and antibiotics, and the 

initiators of treatment for exacerbations were statistically more likely to be the patients 

themselves (Sridhar et al. 2007). 

Patients who with more knowledge of disease will have more capacity to self-care. Two 

articles both reported on the knowledge about the disease revealed significant differences 

between the groups. In the first article which was by Abad-Corpa et al., the number of 

patients in the intervention group with “substantial or extensive” knowledge about their 

disease was greater than in the control group. However, another article by Osterlund-

Efraimsson et al.(2012) reported an increase in knowledge about COPD in the 
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intervention group, no such increase was observed in the control group. At baseline, no 

difference between the groups, but there was a significant difference post intervention. 

3.3.6 Activity level 

Three articles reported about activity level (Song et al. 2012; Wang et al. 2013; Moriyama 

et al. 2013). Song et al.(2012) reported no significant differences between the groups after 

the intervention in the exercise capacity. Wang et al.(2013) and Abad-Corpa et al.(2012) 

reported about Activities of daily life (ADL). ADL were significantly different between 

two groups (p < 0.01), meaning receiving the intervention after 6-month follow-up benefit 

more in ADL in the study by Wang et al.(2013). However, Abad-Corpa et al. reported 

ADL is no significant changes in total Nagasaki University Respiratory ADL 

Questionnaire (NRADL) score and the score for speed of movement over time or between 

the groups. There was no significant difference in oxygen flow rate between the groups; 

however, the score decreased (increased flow rate) in the intervention group and increased 

(decreased flow rate) in the control group. Severity of shortness of breath was 

significantly higher in the intervention group at baseline which improved after our 

intervention. On the other hand, no such changes were observed in the control group. 

Cumulative walking distance significantly increased in the intervention group. In contrast, 

no changes were observed in the control group. And Abad-Corpa et al.(2012) also 

reported on social activities. The frequency and range of social activities were 

significantly extended only in the intervention group. Despite the greater severity of 

shortness of breath at baseline compared with the control group.  

3.3.7 Functional capacity 

Four of the ten papers reported functional capacity (Wang et al. 2013; Zakrisson et al. 

2011; Akinci & Olgun 2011; Zakrisson et al. 2016). Akinci et al.(2011) reported that the 

forced expiratory volume in first second (FEV1% predicted value) was significantly 

improved in the rehabilitation patients; however, no significant difference in the control 

patient from the baseline. FEV1/FVC (Forced vital capacity) was increased in both 

groups but it was not statistically meaningful (Akinci & Olgun 2011). However, Wang et 

al. (2013) reported that the value of FEV 1 /FVC ratio and  the value of FVC  had 
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significant differences between two groups, showed that FVC in the intervention group 

increased more than that of the control group. 

Functional capacity was assessed in four articles (Wang et al. 2013; Zakrisson et al. 2011; 

Akinci  & Olgun 2011; Zakrisson et al. 2016). Akinci & Olgun (2011) reported on the 6-

minute walking distance (6MWD) values increased significantly in the rehabilitation 

group. But there was no significant difference observed in the control group compared 

with the baseline. However, 6MWD was significantly different between two groups (p < 

0.01), it means intervention group benefited more than control group in the study by 

Wang et al.(2013). 

The remaining two articles (Zakrisson et al. 2016; Zakrisson  et al. 2011) reported no 

significant differences between the groups at baseline. Zakrisson et al.(2011) reported no 

significant differences between the groups in 6MWT at the 1-year follow-up, however, 

the 6MWT improved significantly after 1 year in both groups. 

The study by Zakrisson et al.(2016) reported on the mean values of the 6MWT were very 

similar in the intervention and the control group after 1 year. However, the mean walking 

distance in the 6MWT somewhat greater compared to the controls after three years. The 

6MWT improved after one year for patients in general, but the improvement was not 

maintained, and after three years the distance tended to become shorter than at baseline. 

Compared with the controls, the intervention group were generally able to walk for a 

greater distance. There was no significant interaction between group and year, indicating 

that the change in walking distance over time was similar in the two groups. 

3.3.8 The heath belief ＆self-efficacy 

Only one article by Wang et al.(2013) reported that  the total score of the Health Belief 

Scale (HBS) and all the five subscales significantly increased after the intervention  than 

those in the control group, indicating that HBM-based nursing intervention could 

significantly increase patients’ belief towards the COPD management. And there were 

significant increases in patients’ mean scores of total the COPD Self-Efficacy 

Scale(CSES) and the subscales of the negative affect (p < 0.01) and behavioral risk factors 

than those in the control group.(Wang et al. 2013) 
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Discussion 

4.1 Main results 

This review tried best to sum up the findings about the nursing interventions of COPD 

during the past decade. This review identified 10 articles associated with COPD. Our 

findings revealed that education, exercise, follow-ups, making individual plans, 

monitoring, smoking cessation were significant interventions relating to the QoL of 

patients with COPD. And the outcomes to identify if the intervention is effective for 

patients, the outcomes were HRQoL, anxiety and depression level, hospital 

admission/readmission rate, exacerbation, self-care, activity level, functional capacity 

and the health belief & self- efficacy.  

4.2 Results discussion 

4.2.1 Education 

Eight of ten articles referred to education. Self-care is one important component in 

disease’s recovery (Cameron-Tucker et al. 2014), however, receiving professionals’ 

education is first step to improve patients’ capacity to self-care. The motivation of 

education is changing patients’ perception and attitude about COPD knowledge and then 

forming their belief to improve patients’ daily behavior. According to “Hierarchy of needs 

theory”, esteems need to be satisfied. (Maslow 1954). Nurses should educate patients how 

to improve capacity to self-care. Thus, patients can build a belief to improve daily 

behavior and meet esteems through self-care.  

However, in the study of Felicity et al.(2014),  the addition of education and the use of 

individual behaviour-specific action plans to a rehabilitation programme did not lead to 

any additional effects. In this study, 1645-minute educational sessions were used. Besides 

discussing wide various topics, individual behaviour-specific action plans were 

formulated and reviewed in each group session. It was a high possibility that this approach 

https://www-ncbi-nlm-nih-gov.webproxy.student.hig.se/pubmed/?term=Cameron-Tucker%20HL%5bAuthor%5d&cauthor=true&cauthor_uid=24876771
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has led to a wide variety of expectant lifestyle changes (e.g.increase activity levels, stop 

smoking, self-treatment of exacerbations). But this study had some limitations leading its 

outcome, such as the completion rate with only 60% of those randomized completing the 

intervention protocol and 26% of participants not attending any follow-up assessment, 

and the broad inclusion criteria considered all people with a diagnosis of COPD, however, 

with no restrictions for age, disease severity or smoking status, resulting in 75% of those 

referred to pulmonary rehabilitation with COPD being recruited. 

4.2.2 Exercise 

Because of the prevalence and severity of COPD, there has been an upsurge of pulmonary 

rehabilitation programs that combine exercise training and education. In our review, the 

pooled analysis of 4 studies suggested that exercise is effective to improve the QoL of 

patients with COPD. Education was accompanied by practicing exercise in three articles. 

(Song et al. 2012; Zakrisson et al. 2011; Sridhar et al. 2007). Exercise helped patients to 

attain greater tolerance and endurance for physical activity, while an educational program 

tried to increase the range of behaviors for coping with and controlling the illness (Perry 

1981). 

Spruit et al.(2013) concluded that exercise training was shown to be an effective treatment 

which is recommended for this patient group. The approaches of exercise mainly included 

effective coughing techniques, breathing, aerobic fitness, lower-extremity (walking), 

upper-extremity (arm exercises) with pursed lip breathing and all referred to home-

training, muscle-strengthening, relaxation techniques. The outcome of one article showed 

no statistical significance. One explanation is that nurses were not trained during the 

follow-up period, so that they can provide guidance for patients (Zakrisson et al. 2016). 

And Petronella et al.(2014) reported that exercise training as treatment was perceived as 

an “unknown territory” and adherence to exercise training is low, especially among 

patients with more severe airway obstruction. Based on Maslow's hierarchy of needs 

(Maslow 1954). Physiological needs (eg. breathing) and safety needs (eg. health 

protection, personal safety) can be achieved by encouraging patient to exercise effectively 

in order to recover health. At the same time, patients may meet the Love and belonging 
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needs (eg. Love, friendship) when they exercise accompanied with friends, relatives or 

health professionals. Meeting these needs is helpful for patients to improve the QoL. 

4.2.3 Follow-ups 

The pooled analysis of 5 studies suggested that follow up was beneficial to improve the 

QoL of patients with COPD. The duration of follow-up was shortest to one month, and 

the longest was three years. Josefin et al. (2013) reported that an extra scheduled visit to 

a nurse after an exacerbation might be associated with a reduced risk of a subsequent 

exacerbation. The nurse may had more time to develop a comprehensive view of the 

patients and help to implement strategies to reduce exacerbation risk. Based on Maslow's 

hierarchy of needs (Maslow 1954), when patients follow up procedure of disease to 

hospital accompanied with family, the patients can feel health professionals’ care and 

attention for meeting Love and belonging needs. If the index of measurement is normal, 

patients can feel safety  and meet safety needs as well .  

4.2.4 Making individual plan 

Making individual plan is conducive to improve QoL of patients with COPD. Personal 

plans helped patients to manage disease (Sridhar et al. 2007). Discharge planning using 

fully individualized evaluation can improve some healthcare results with COPD (Abad-

Corpa et al. 2012). Beaumont et al. (2015) reported that within a therapeutic educational 

program, performing written action plans had been shown to impact the management and 

the consequences of acute exacerbations. Based on Maslow's hierarchy of needs (Maslow 

1954), when the personal plan was implemented, patients can realize the plan is effective 

for their disease to meet their physiological needs, let them feel they will have a health 

body to meet safety needs, when they accept intervention accompanied family or nurses, 

the  Love and belonging needs can be meet, with the health body’s coming, their Esteem 

needs can be meet. 

4.2.5 Monitoring 

The articles included in our article mostly used social tools to give professionals patients’ 

data via self-monitoring, such as telephone and mail (Moriyama et al. 2013; Akinci & 

Olgun 2011), in addition, nursing personnel reminded and advised patients about exercise 
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therapy and self-care education via telephone (Song et al. 2012). Certainly, some studies’ 

measure is home visits, like assigning nurses to evaluate patients’ data (Moriyama et al. 

2013), check patients’ exercises condition (Akinci  & Olgun 2011), record any new needs, 

problems or events (Abad-Corpa et al. 2012), measured kinds of tests, like Spirometry 

and oxygen saturation (Sridhar et al. 2007). The review reported by Claudio & Diana 

(2015), showed 12 randomized controlled trials included in their article, but only 3 articles 

reached statistical significance because most of them had a small sample size and with a 

wide heterogeneity in the parameters, in other words, their study confirmed that the 

available evidence on the effectiveness of telemedicine in COPD does not allow to come 

to definite conclusions; most evidence suggested a positive effect of telemonitoring on 

hospital admissions and ER visits.   

Monitoring tools is worth created and developed. One trial developed and tested an 

intervention to support patients with COPD in monitoring their health and to provide 

information and education about their condition when using an Internet-linked tablet 

computer (the EDGE platform) to improve their QoL. This trial is powered to show a 

clinically important function and provide data from which to design further trials to 

explore cost-effectiveness and potential reduction in hospital admissions (Andrew et al. 

2014). 

4.2.6 Smoking cessation  

Smoking cessation as one important part of the interventions throughout the whole 

programme of the studies (Moriyama et al. 2013; Osterlund-Efraimsson et al. 2008; 

Zakrisson et al. 2016; Akinci & Olgun 2011; Song et al. 2012; Wang et al. 2013; 

Zakrisson  et al 2011; Sridhar et al. 2007). It is one of the self-monitoring contents and 

education contents (Moriyama  et al. 2013). In one report (Osterlund-Efraimsson et al. 

2008), in the intervention group (n = 26) 6 of the 16 (or 37.5%) patients who were smokers 

had stopped smoking during the intervention phase; in the control group (n = 26) none of 

the 14 smokers stopped smoking. The difference between the groups was significant (p = 

0.0185). However, in another report (Moriyama et al. 2013), the rate of quitting smoking 

was similar, it would appear that some patients in the control group made extraordinary 

effort to stop smoking even when they had no intervention. Ghanem et al. (2010) reported 
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that the value of FEV 1 always reduced 25–30 ml in normal middle-aged nonsmokers 

each year; the values of FEV 1 could reduce up to 60 ml or even more than 100 ml in 

smoking COPD patients (Anto et al. 2001). 

Smoking cessation is the most effective intervention in stopping the progression of COPD, 

as well as reducing morbidity and increasing survival. Early smoking cessation improved 

the prognosis and led to less severe symptoms (Pauwels et al. 2004). A longer duration 

of quitting smoking will increase the advantages to COPD patients, even if they 

experience increased episodic respiratory symptoms in the early period of the cessation. 

Also, smoking cessation as a preventive health behaviour, was closely related to health 

belief, patients with COPD will get better QoL with health belief (Wang et al. 2013). 

Professional counselling has proven to have a positive effect on smoking habits, as well 

as counselling with repeated visits (Lancaster &Stead 2005). Telephone counselling was 

also effective, it could be used as a supplement to face-to-face interventions, or to 

substitute face-to-face contact as an assistant to self-help interventions. Brief advice (＜

3 min) given by the general practitioner or nurses has shown a small but significant 

increase in quit rates (approximately 2.5%) (Stead et al. 2003). Such psycho-social 

interventions for smoking cessation have shown significantly better outcomes when 

combined with pharmacological treatment when compared with only psycho-social 

interventions or no intervention (Meer et al. 2003). 

One study (Osterlund-Efraimsson et al. 2008) indicated that using spirometry was an 

effective educational device for smoking cessation. About one-third of the smoking 

patients in the intervention group were able to quit smoking through motivational 

dialogue and information on the impact of smoking on pulmonary tissue. This conclusion 

was confirmed by DeJong & Veltman (2004), who showed that nurse-led screening with 

spirometry and patient education helped patients to stop smoking or seriously considering 

stopping. Patient information has previously shown positive effect on smoking cessation 

(Pauwels et al.  2004). 
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4.3 Methods discussion  

According to Polit & Beck (2012), a descriptive literature review was a good way to 

critically scrutinize and summarize previous research, According to Polit & Beck (2012), 

the authors used clear and specific inclusion and exclusion criteria. One of the authors’ 

selected inclusion criteria was that the articles must be written in English, which might 

be seen both as a strength and a limitation. The limitation is that English is not the authors’ 

first language so that maybe have misinterpretations, but using dictionaries whenever 

necessary maybe seen as a strength. The strength is that although published language is 

English, the places of research was multifarious, like Norway, China, Turkey and so on. 

However, the authors may have missed relevant research written in other languages, 

which may be seen as a limitation. The second inclusion is the articles should have been 

published between 2007-05-15 and 2017-05-15 in order to limit the outcome of the search, 

which can be seen a limitation causing the authors missing research conducted at an 

earlier date, but also can be seen a strength that the studies was up-to-date. There have 

another limitation is because the articles must be freely available to the University of 

Gävle, maybe some relevant articles have been missed by the authors due to lack of 

resources. 

The aim of the study was to describe how the nurses can support patients with COPD and 

which intervention is effective for outcomes to improve QoL, and to review the samples 

used in the articles. The results were based on quantitative articles that correspond with 

the present study’s aim was a good choice. 

The authors conducted searches in two different databases: Cinahl and Medline, which 

may contribute to strengthen the results of the present review, and increase the credibility 

of the results. The authors have used MeSH terms and combined the search terms using 

the Boolean search operator AND, as well as used free text searches in order to obtain a 

more relevant outcome of articles.  

According to Polit & Beck (2012), the first step was that the selected articles were read 

separately by both authors, because it ensures that the authors didn’t influence  

interpretation of the text and thus risk losing important information. The second step was 

the authors have reached the results through discussing. During the literature searches, a 



 

 

 

25 

 

great deal of articles were scrutinized and processed by reading title and abstract and by 

applying the chosen limits.  

All the selected articles in this review have been reviewed. However, the authors didn’t 

know different ethical committes required what demands in order to give ethical 

permission for a study in the different countries. 

The studies which the authors selected were conducted in 8 different countries: China, 

Korea, Spain, Sweden, UK, Japan, Norway and Turkey. This strengthens the global 

transferability of the study. The literature review shows different nursing interventions 

for COPD patients. 

 

4.4 Clinical implications 

The result of the present study provides many effective nursing measures in order that 

nurses can better meet the needs of patients with COPD. From the studies some 

suggestions can be implemented in clinic, like patients with COPD need to adhere to and 

get guidance during exercise, follow-up be implemented as a post discharge intervention, 

and making personal plans to improve the quality of life. 

The authors stand in a nurse's perspective to support patients with COPD and improve 

the QoL of them through a variety of nursing interventions. In general, this review can let 

patients of COPD have a better understanding of what measures are beneficial to improve 

their quality of life. Nurses can also more clearly choose and take the effective measures 

for improve  quality of life of patients with COPD through this review. 

 

4.5 Suggestions for future research  

After working through the material for the present literature review, it was established 

that few published research that nursing interventions about psychological problems of 

patients with COPD. Person's psychology has an impact on the quality of his life. COPD 

patients are generally anxious and depressed. This will make them lose enthusiasm for 

life and decrease their quality of life. Effective measures for psychological problems of 
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patients with COPD, future authors need to continue explore it.In view of the lack of 

COPD knowledge in patients, it is necessary to conduct comprehensive education and 

training for COPD patients. Therefore, it is suggested that the theme of helping COPD 

patients achieve self-care support should be studied through nurse education activities. It 

was found that the research about sleep quality or acute exacerbation are very limited , 

the theme about Tai Chi Qigong and harmonica are also few, it is suggested that future 

researches can concentrate on them. 

 

Conclusions 

COPD as a disease of respiratory system that having pathological changes in organ and 

respiratory function, almost all nursing interventions are synthetic and multi-disciplinary, 

every index is comprehensive result. There are a lot of interventions nurses can implement 

and use to improve the quality of life among patients with COPD, including: education, 

and exercise, smoking cessation, monitoring conscientiously and follow-up responsibly. 

All of the interventions contributes to realize the progress of COPD and degree of 

mitigation. Nursing interventions are indispensable in the procedure of treatment and 

recovery to COPD patients. 
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approach 
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controlled trial 
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approach 
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authors + year/country of 

publication 

Title Aim Result 

Ann-Britt Zakrisson, Ayako 

Hiyoshi and Kersti Theander 

 

Year: 2016   

 

Country: Sweden 

A three-year follow-up of a nurse-

led multidisciplinary pulmonary 

rehabilitation programme in 

primary health care: a quasi-

experim 

ental study 

To investigate the effects of a 

nurse-led multidisciplinary 

pulmonary rehabilitation 

programme conducted in primary 

health care on functional capacity, 

quality of life and exacerbation 

frequency over three years among 

No significant differences between the groups were observed 

in the sixminute walking-test or the Clinical COPD 

Questionnaire after one year and three years. On average, 

there were significant improvements in the six-minute 

walking-test and the Clinical COPD Questionnaire from 

baseline to the one-year follow-up. Exacerbation frequency 

tended to decrease in the intervention group and increase in 
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patients with Chronic Obstructive 

Pulmonary Disease. 

the control group (interaction test was p = 0091) but 

increased again in both groups after three years 

Ann-Britt Zakrisson  , 

Peter Engfeldt , Doris 

Hägglund  , Sigrid 

Odencrants , 

Mikael Hasselgren , Mats 

Arne , 

Kersti Theander  

 

Year: 2011 

Country: Sweden 

 

Nurse-led multidisciplinary 

programme for patients with 

COPD in primary health care: a 

controlled trial 

To investigate the effects of a 

nurse-led multidisciplinary 

programme (NMP) of pulmonary 

rehabilitation in primary health 

care with regard to functional 

capacity, quality of life (QoL), and 

exacerbations among patients with 

chronic obstructive pulmonary 

disease (COPD). 

No significant differences were found between the groups in 

functional capacity and QoL after 1 year.  

The exacerbations decreased in the intervention group (n = –

0.2) and increased in the control group (n = 0.3) during the 

year after NMP.  

The mean difference of change in exacerbation frequency 

between the groups was statistically significant after one year 

(p=0.009). 

 Ayse Cil Akinci &Nermin 

Olgun 

Year: 2011 

The Effectiveness of Nurse-Led, 

Home-Based Pulmonary 

Rehabilitation in Patients with 

Determine the effectiveness of 

nurse-led, home-based pulmonary 

Pulmonary Function Tests: FEV1% predicted value was 

significantly improved  in the rehabilitation patients; no 

significant difference from the baseline in the control was 
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Country: Turkey COPD in Turkey rehabilitation on pulmonary 

function tests, artery blood gases, 

quality of life, dyspnea, and 

functional capacity in patients with 

stage 3 or 4 COPD.(according to 

GOLD staging system). 

observed. FEV1/FVC was increased in both groups but it 

was not statistically meaningful.  

Artery Blood Gases:The amount of SaO2 and PaO2 did not 

change at a statistically significant level in either of the 

groups. Although the PaCO2 values dropped in both groups, 

it was statistically significant in the rehabilitation group . 

Quality of Life:The quality-of-life score and its subscale 

scores were decreased significantly in the rehabilitation 

group. The symptoms score was decreased; impacts score 

was decreased; the activity score was decreased; and the total 

quality-of-life score was decreased.No significant difference 

was observed in the control group when compared with the 

baseline. 

Dyspnea Level:The dyspnea score of the rehabilitation group 

was 

higher after 3 months compared with the baseline score;No 

significant difference in the dyspnea score in the control 

group 
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compared with the baseline score. 

Functional Capacity:The 6MWD values increased 

significantly in the rehabilitation group from 157 meters to 

190 meters; No significant difference observed in the control 

group compared with the baseline. 

Elena Titova1, Øyvind 

Salvesen, Signe Berit Bentsen, 

 Synnøve Sunde, 

Sigurd Steinshamn, Anne 

Hildur Henriksen 

 

Year: 2017 

Country: Norway 

Does an Integrated Care 

Intervention for 

COPD Patients Have Long-Term 

Effects on 

Quality of Life and Patient 

Activation? A 

Prospective, Open, Controlled 

Single-Center 

Intervention Study 

Examine the impact of the COPD-

Home IDM intervention 

on health related QOL, symptoms 

of anxiety and depression and the 

degree of patient activation during 

24 months of follow-up and to 

assess the degree of association 

between these outcomes. 

 

The questionnaire response rate was 80±96%. No significant 

differences in the baseline characteristics between the two 

groups.There were no statistically significant differences in 

the change of the SGRQ scores between the groups during 

follow up. After 12 months of follow-up there was a trend 

towards a reduction in the mean HADS±A score in the ICG 

compared to the UCG. The HADS-D scores remained stable 

in the ICG compared with an increasing trend in the UCG. 

Clinically significant difference in the PAM score was 

achieved only in the ICG, 6.7 (CI95% 0.7 to 7.5) compared 

to 3.6 (CI95% -1.4 to 8.6) in the UCG. In a logistic regression 

model a higher HADS-D score and current smoking 

significantly increased the odds for a low PAM score. 
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Eva Abad-Corpa, Tania 

Royo-Morales, 

Javier Iniesta-Sa´nchez,  

Andre´s Carrillo-Alcaraz, 

Juan Jose´ 

Rodrı ´guez-Mondejar, 

 A´ ngeles Rosario Saez-Soto 

and Mª Carmen Vivo-Molina 

 

Year: 2012 

Country:Spain  

Evaluation of the effectiveness of 

hospital discharge planning and 

follow-up in the primary care of 

patients with chronic obstructive 

pulmonary disease 

To evaluate the effectiveness of 

protocolised intervention for 

hospital discharge and follow-up 

in the primary care of patients with 

chronic obstructive pulmonary 

disease (COPD). 

The results showed a significant improvement in the 

evolution of quality of life, at 12 and 24 weeks after 

discharge; the intervention group with “substantial or 

extensive” knowledge about their disease was greater than in 

the control group. There were no differences according to 

satisfaction or readmission rate. Multivariate analysis (non-

conditional logistic regression) showed the intervention to be 

ineffective in reducing the readmission rate. 

Eva O ¨  sterlund Efraimsson, 

Hillervik, Anna Ehrenberg 

Year: 2008 

Effects of COPD self-care 

management education at a nurse-

led 

examine the effects of a structured 

educational intervention at a nurse-

led primary health care clinic 

(PHCC) on quality of life (QoL), 

Quality of life: 

In the intervention group perceived a reduction in symptoms 

of cough, phlegm, dyspnoea and wheezing,increased 
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Country: Sweden 

  

primary health care clinic knowledge about COPD and 

smoking cessation in patients with 

COPD. 

activities that reduced their dyspnoea, a decreased impact of 

COPD on psycho-social health in the intervention group. In 

the control group did not report any improvement or no 

change was observed. The difference between the groups 

was clinically relevant  and statistically significant. QoL was 

improved in the intervention group, no change in the control 

group. The difference between the groups was significant 

and clinically relevant  

Smoking: 

In the intervention group 6 of the 16 patients who were 

smokers had stopped smoking during 

the intervention phase. In the control group none of the 14 

smokers stopped smoking. The difference between the 

groups was significant. 

Knowledge about COPD: 

Patients in the intervention group reported an increase in 

knowledge about COPD, no such increase was observed in 
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the control group. At baseline, no difference between the 

groups , but there was a significant difference post 

intervention. 

Hee-Young Song , Suk Joong 

Yong ,  Hea Kung Hur     

 

Year: 2012 

Country:Korea 

Effectiveness of a Brief Self-Care 

Support Intervention for 

Pulmonary Rehabilitation Among 

the Elderly Patients with 

Chronic Obstructive Pulmonary 

Disease in Korea 

This study assessed effects of a 

brief self-care support intervention 

(SCSI) to promote health-related 

quality of life (HRQoL) and self-

care adherence among elderly 

patients with COPD in Korea. 

The Saint George’s Respiratory Questionnaire (SGRQ) 

scores of subscale for symptom (t = 3.106, p = .003), activity 

(t = 2.544, p = .024), impact (t = 2.798, p = .034), and total 

score (t = 3.102, p = .033) of SGRQ were significantly lower 

in the experimental group 2 months after the intervention, 

which means higher HRQoL. Also, self-care adherence 

scores of medication (t = -2.946, p = .047) and exercise (t = 

-9.000, p = .003) in the experimental group were 

significantly higher 2 months after the intervention. 
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Michiko Moriyama, 

Yae Takeshita, Yoshinori 

Haruta,  

Noboru Hattori,  Chidum E. 

Ezenwaka 

Year: 2013 

Country:Japan 

Effects of a 6-Month Nurse-Led 

self-care Program 

on Comprehensive Pulmonary 

Rehabilitation for Patients 

with COPD Receiving Home 

Oxygen Therapy 

improve overall QOL of the 

patients by reducing exacerbations 

and hospitalization and improve 

pulmonary function and dyspnea 

using a carefully designed nurse-

led educational programdeveloped 

and implemented for stage IV 

severe COPD patients on home 

oxygen therapy (HOT). 

There were no improvements in physiological outcomes; 

however, the severity of dyspnea, social activity, and 

walking distance significantly improved in the intervention 

group, and consequently quality of life was improved. Three 

patients in the intervention group received treatment for 

cold-like-symptoms but did not require hospitalization. 

However, five patients in the control group received 

treatment for cold-like-symptoms and two required 

hospitalization. 

M Sridhar, 

R Taylor,  

A nurse led intermediate care 

package in patients 

who have been hospitalised with 

 To determine the effects of a nurse 

led intermediate care programme 

in patients who have been 

There were no differences in hospital admission rates or in 

exacerbation rates between the two groups. self-care of 

exacerbations was significantly different and the intervention 



 

 

 

21 

 

S Dawson,  

N J Roberts, 

M R Partridge 

 

Year: 2007 

Country:west London 

an acute 

exacerbation of chronic 

obstructive pulmonary 

disease 

hospitalised with an acute 

exacerbation of chronic 

obstructive pulmonary disease 

(AECOPD). 

 

 

 

 

 

 

 

group were more likely to be treated with oral steroids alone 

or oral steroids and antibiotics, and the initiators of treatment 

for exacerbations were statistically more likely to be the 

patients themselves. 12 patients in the control group died 

during the 2 year period, eight as a result of COPD, compared 

with six patients in the intervention group, of whom one died 

from COPD. This is a significant difference. When the 

numbers were adjusted to reflect the numbers still alive at 2 

years, in the intervention group patients reported a total of 

171 unscheduled contacts with their general practitioner 

(GP) and in the control group, 280 contacts. The number 

needed to treat was 0.558—ie, for every one COPD patient 

receiving the intervention and self- management advice, 

there were 1.79 fewer unscheduled contacts with the GP. 

Ying Wang, Xiao-Ying Zang, 

Jinbing Bai, Su-Yan Liu, Yue 

Zhao and Qing Zhang 

  

Effect of a Health Belief Model-

based nursing intervention on 

Chinese patients with moderate to 

severe chronic obstructive 

To test the effect of a Health Belief 

Model-based nursing intervention 

on healthcare outcomes in Chinese 

patients with moderate to severe 

COPD. 

Patients had significantly increased scores of health belief 

and self-efficacy after receiving the HBM-based nursing 

intervention. After receiving the 3-month follow-up, patients 

in the intervention group had significantly higher mean total 

scores in the Health Belief Scale and the COPD Self-Efficacy 



 

 

 

22 

 

 

 

Year: 2013 

Country:China 

 

pulmonary disease: a randomised 

controlled trial 

Scale, as well as in all the subscales, than those in the control 

group except the perceived disease seriousness. Results 

showed that the value of FEV 1 /FVC ratio had a significant 

difference between study groups before and after the 

intervention. Results also indicated that mean scores of the 

Dyspnea Scale, 6-minute walking distance and ADL were 

significantly different between the groups and between the 

study time-points. 
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Table 4. Overview of selected articles’ outcomes & measurements 

 

Category of Outcome sub-category of outcome Measurements 

Cost  costs of the intervention  

Health related quality of life(QoL)  Saint George’s Respiratory Questionnaire 

(SGRQ) 

Clinical COPD Questionnaire (CCQ) 

Chronic Respiratory Questionnaire 

Knowledge level of knowledge about COPD ‘Knowledge: therapeutic regime 

(1813)’(Moorhead et al. 2009) 

A questionnaire 

specifically developed for the study( Eva 

O¨ sterlund Efraimsson et al. 2008) 
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Mortality deaths due to COPD A copy of the death certificate 

Patient satisfaction   Monica-Oberst Patient Satisfaction test 

(LOPSS12), 

Physical health status Exercise Capacity  

exacerbation frequency 

Self-Efficacy 

the severity of shortness of breath 

Dyspnea level 

social activity  

Activities of daily life(ADL) 

patient activation  

pulmonary function tests   

artery blood gases   

Physiological data 

PEFR  

6-minute walking distance (6MWD) test 

COPD Self-Efficacy Scale(CSE) 

Modified Medical Research Council 

Dyspnea Scale(MMRS) 

SaO 2  

PaCO2 

medical records 

Lung function data 

Forced expiratory volume in one second 

(FEV 1 ) 

FEV1 percent (FEV1%) 
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 peak expiratory flow (PEF) 

Spirometry 

pulse oximetry 

Body weight 

Systolic blood pressure 

Diastolic blood pressure 

Pulse rate 

Oxygen saturation Level (SpO2) 

24-h mean SpO2 (under oxygen therapy) 

Planned extra follow-up at exacerbation 

visits 

medicines prescribed for COPD 

patient records. 

British Medical Research Council(MRC) 
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Frequency Range 

Nagasaki University Respiratory ADL 

Questionnaire(NRADL) 

the Baseline Dyspnea Index (BDI) 

patient activation measure (PAM) 

Psychological health status Anxiety and depression 

Health Belief 

the Hospital anxiety and depression 

(HADS-A; HADS-D) 

Health Belief Scale(HBS) 

self-care   self-care of exacerbations  

Hospital readmission rate 

smoking status 

exercise compliance 

Consultation and prevention of 

exacerbations 

The initiator of treatment for 

exacerbations  

medicines prescribed 

A questionnaire 

specifically developed for the study ( Eva 

O¨ sterlund Efraimsson et al. 2008) 

self-reported 



 

 

 

5 

 

hospital records 

a personal log 

Use of health care resources Unscheduled primary care 

consultations 

self-reported 

General Practitioners’ records 

Use of medication  Medication compliance 

medicines prescribed for COPD 

Morinsky-Green test 

patient records. 
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