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Abstract

Background: Pulmonary rehabilitation (PR) is second in importance to smoking cessation treatment in the management of chronic
obstructive pulmonary disease (COPD). Access to the service is limited and less than half of those referred complete the treatment. 

Aims: We assessed the obstacles to participation in PR among COPD patients in a community-based PR programme and associated
general practices. 

Methods: A qualitative interview study was conducted among COPD patients who completed the PR treatment, those who did not
complete or declined treatment, and patients never referred. Participants were invited by letter from their own general practitioners or
from the PR service. Views on exercise, disease education, social contact, group activity, accessibility, location, role of referrer, and support
for participation were assessed. Data were analysed using the framework approach.     

Results: Twenty-four patients (28%, 13 male, 12 not referred) were interviewed. The acceptability of PR was the major concern. Feasibility
of attending was an issue for some. Perceptions of PR and of exercise were highlighted. How a smoker might be seen, the suitability of
group activity, and the views of professionals were influential, as were positive and negative recommendations. The location of the centre
was important. Participants’ willingness or reluctance to take on something new was a central element of the decision. Many would
welcome the role of experienced patients in introducing the treatment.    

Conclusions: For patients who refused referral to PR, had not completed a course, or had yet to be referred, the way the service was
introduced was an important determinant of willingness to participate. 

© 2012 Primary Care Respiratory Society UK. All rights reserved.
L Moore et al. Prim Care Respir J 2012; 21(4): 419-424 
http://dx.doi.org/10.4104/pcrj.2012.00086

Keywords COPD, community, primary health care, pulmonary, qualitative, rehabilitation

* Corresponding author: Dr Patrick White, King’s College London, King’s Health Partners, Department of Primary Care and Public Health Sciences,
42 Weston Street, London SE1 3QD, UK. Tel: +44 207 848 8679  Fax: +44 207 848 6620  E-mail: patrick.white@kcl.ac.uk

419

Introduction 
Pulmonary rehabilitation (PR) should be the mainstay of treatment
after smoking cessation in all grades of symptomatic chronic
obstructive pulmonary disease (COPD).1-3 It relieves symptoms,
improves quality of life, and increases exercise capacity.2,4 It is more
effective in these domains over periods up to 6 months than long-
acting inhaled bronchodilators and combination inhaled long-acting
bronchodilators and corticosteroids, and a recent trial has shown a
substantial reduction in the risk of readmission in patients who
undertake PR immediately after admissions for COPD.5-8 Its

effectiveness is not preserved over time, however, and strategies for
maximising its sustainability are required.9,10 For most people with
COPD whose treatment is largely managed in primary care, access to
PR is likely to be controlled by the primary care team. Factors that
influence referral and uptake of PR for COPD patients are therefore
of considerable importance in that setting.     

Significant drop-out rates or non-completion have been
observed in 26 clinical trials of PR in which up to 75% of participants
were non-completers due to ineligibility or drop-out.11 Celli et al. in
the USA found that 53% either declined to take part or dropped
out.12 There is poor understanding of the barriers to and effective
facilitators of this treatment. Research among potential participants
who have refused referral suggests that exercise was not perceived
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as a worthwhile treatment or that difficulty getting to the
programme, the burden of COPD itself, and commitment to
other competing activities were factors in preventing
participation.13,14 Keating et al., in a recent systematic review,
found that obstacles to initial uptake were unevenly described
and included disruption to valued routine, uncertainty of the
referrer in its effectiveness, inconvenient timing, travel issues, and
low perceived benefit.15 Knowledge of the cause of drop-out was
also limited and included illness and co-morbidities, travel,
current smoking, lack of social support, COPD exacerbations, and
low perceived benefit.15 Severe disease was associated with drop-
out in the UK and the USA, and Garrod et al. in the UK found
that quadriceps weakness and depression were also predictors of
drop-out.16-18 Among patients who have not been referred, fear
of exercise and breathlessness in PR has been reported.19 If this
treatment is to be taken up by the majority of COPD patients, a
more precise understanding of the factors that promote and
prevent participation in PR is required. 

In this paper we report on the feasibility and acceptability of PR
in patients who completed the treatment, patients who did not
complete treatment, patients who were referred but did not take
part, and patients with COPD in primary care who were never
referred for treatment.  

Methods 
A cross-sectional qualitative interview survey was conducted in COPD
patients recruited in south-east London between January and April
2009. The aim was to assess the acceptability and feasibility of
community PR in patients in primary care. Feasibility was defined as
the ability or capacity of patients to attend PR. Acceptability was
defined as their willingness to attend. Ethical approval was obtained
from Guy’s Hospital Research Ethics Committee (ref no
08/H0804/164) and King’s College Hospital Research Ethics
Committee (ref no R&D: KCH823). Research governance approval
was obtained from the Research and Development Centre for Primary,
Community and Social Care at Southwark PCT (ref no DRLS 450).

The study was carried out and this paper was written with
reference to the COREQ criteria for reporting qualitative studies.20

The theory underlying this research was based on the framework
approach because it followed specific and limited questions
informed by previous research, and therefore adopted a more
deductive approach to the analysis.21,22

Eligible patients included those who had attended a course of
PR (completed or not completed), those who had been referred to
the service but had not attended, and COPD patients who had not
yet been referred. Random sampling was chosen as the method of
participant selection within each of these three groups because
evidence from earlier studies suggested that most of the variance in
uptake and completion of PR was not explained by demographic
characteristics such as age, gender, or socioeconomic deprivation.15-19

The role of disease severity remained an open question at the time
of the study, so the random sample was stratified by severity in PR-
naive patients and by experience of PR in those previously referred.
A random sample was obtained in each setting and patients were

recruited until at least 24 had been interviewed or data saturation
had been achieved. Data saturation was difficult to gauge because
there were three distinct groups of participants. If data from one of
these groups had turned out to be distinct and to raise themes not
encountered in the other groups, provision was made to enable
further recruitment in that group. Patients with a diagnosis of COPD
who were not previously referred to PR (described as ‘not referred’
in the results) were identified from the lists of four general practices.
Eligible patients who had not been referred previously to PR had to
have a confirmed diagnosis of moderate or severe COPD (forced
expiratory volume in the first second (FEV1) <70% predicted and
FEV1/forced vital capacity (FVC) <0.7). We aimed to recruit 12 COPD
patients who had not previously been referred to PR and 12 patients
who had been referred. Patients who had been referred previously
to PR in Lambeth or Southwark Primary Care Trusts (PCTs) between
January and December 2008 were identified from the treatment
register of the community PR service and invited for interview.
Patients who were illiterate, who were unable to read or write
English, those who had a mental illness such as dementia or a
terminal illness were excluded. 

Patients were invited to take part in the study by letter from their
GP or from the PR service. Those who expressed interest were
telephoned by one of the authors (LM) and invited to undertake an
interview in their homes or in their GP’s practice. Informed consent
was obtained. Patients were allowed to have a supporter at the
interview. No repeat interviews were carried out. LM had previously
received training in qualitative interviewing. 

Interviews were semi-structured and used a topic guide which
was developed by LM and PW based on previously published
research and after consultation with a PR specialist (LH). The
interview schedule was piloted by LM with two patients at a PR
treatment session. The topic guide included the following headings:
understanding of COPD; understanding of PR and views about
attendance before and after a detailed explanation; views about
exercise, disease education, social contact with fellow sufferers, and
participation in group activity; accessibility; location; role of the
referrer; and support for participation including attitudes to the role
of experienced patients (lay health workers).23 The interview
schedule is shown in Appendix 1 available online at
www.thepcrj.org.  No patient was known to LM prior to interview.
Participants completed the Chronic Respiratory Questionnaire self-
report version (CRQ-SR) to enable comparison with all patients who
attended the PR service.24 The interviews were all carried out by LM
and lasted on average 1 hour. They were audiorecorded and
transcribed verbatim. Data were entered into NVivo 8 (QSR
International (UK) Ltd, Southport, UK). Transcripts were not returned
to participants for comment.
Analysis of data         
A coding framework was derived initially from the topic guide and
amended in response to the interview data. The transcripts and data
extracts were read independently by LM and PW who conducted a
separate thematic analysis. Consensus was reached on the
definition and organisation of themes and the choice of data to be
reported in the paper. Themes were compared and contrasted using
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the framework approach.21 Data were processed in line with the key
themes using familiarisation, identifying a framework, indexing,
charting, and interpretation. We have limited the presentation of
themes to the major themes and have not included description of
diverse cases although evidence of some of these can be seen in the
data presented. The data are presented to illustrate the themes
identified and are annotated with the sex, age, category of
participant, and order in which the interview was conducted.   

Results
Twenty-four (28%) of 85 COPD participants were interviewed (14
male and 10 female, average age 68 years, range 47–84), all with
FEV1/FVC ratio <0.7 and percent predicted FEV1 <70%. Fourteen
lived in rented accommodation, nine were in owner-occupied
accommodation, and one declined to reveal housing circumstances.
Eleven participants lived alone. None were housebound. Eighteen
were white British, three were white Irish, two were black Caribbean,
and one was white and black Caribbean. Eighteen were retired, three
were unemployed, two were in employment, and one was on long-
term sick leave. Twelve were recruited from the community PR
treatment register of patients (2007–2008). Seven of these had
completed PR of whom three had initially declined the treatment,
four had not completed PR of whom one had initially declined, and
one had declined attending PR and never attended. Twelve COPD
participants not known to have been referred to PR were recruited at
four general practices. The mean scores in the CRQ-SR (range 0–7,
least disability=7) were: dyspnoea: 2.4 (range 1.6–3.8), emotion: 4.9
(range 2.7–6.9), fatigue: 4.0 (range 1.5–6.25), and mastery: 5.1
(range 2.75–7.0). These scores did not differ in severity from mean
scores in the service associated with this study. The decision whether
or not to undertake PR was complex for study participants. It has
been analysed in terms of feasibility (influenced mainly by co-
morbidities and carer responsibility), and in terms of acceptability. The
distribution of themes of obstacles to or concerns about participation
is shown in Table 1.  

Feasibility
The ability or capacity to attend PR was an issue for four participants
in this study. Two participants were unable to attend the PR
programme due to co-morbidities and two due to carer
responsibility (Box 1).

Acceptability 
The acceptability or willingness to attend PR was the main area of
analysis. All who had attended PR had a positive perception of its
suitability and would recommend it to others. In considering
obstacles to taking part, analysis generated the following themes:
expectations and preparatory information including the role of
experienced patients (lay health workers); difficulties with access
due to geographical boundaries or timing; difficulties in prioritising
the treatment; contrary beliefs about the role and safety of exercise;
fears about criticism, exposure and inadequacy.
Expectations and preparatory information
Participants reported differences between their expectations and the
reality of the experience when they started the treatment (Box 2).
The fact that PR sessions incorporated an educational component
was not often understood by those who had not attended PR. 

For some participants the referral to PR from the nurse or doctor
was sufficient. For others the experience of an exacerbation just
prior to the referral was a key element of finding PR acceptable.
Some participants were unwilling to attend PR because of the lack
of information about it. They would not attend unless the about the
information about the service was presented in a suitable way. 

Themes Obstacle or concern Number Completed Started, did Referred, Not
reporting (n=7) not complete declined referred
(n=24) (n=4) (n=1) (n=12)

Feasibility Co-morbidities 2 1
Carer responsibility 2 1

Acceptability Perception of PR for COPD 4 2 1 1

Perception of exercise for COPD 5 1 3 1

Presentation of information about PR 8 4 2 1 1

Unwillingness to prioritise PR 3 3

Stigma of smoking 1 1

Suitability of group activity 7 2 3 2

Views of professionals 4 2 2

Recommendations of acquaintances 5 1 3 2

Location of PR centre 10 3 4 1 2

Role of experienced fellow patient 8 4 3 2 1

Timing 7 1 1 2 2

Table 1. Obstacles to or concerns about participation in pulmonary rehabilitation (PR) and the frequency with which
they were reported

“... at our age you don’t know when you want to go to the loo. You
can’t be taken. You’ve got to wait and you’ve got to take your
time.” (Female, 84 years, non-referred, 4) 

“So I started going … the wife’s got Parkinson’s disease and she
couldn’t cope on her own … I couldn’t leave her so I stopped going
…” (Male, 72 years, non-completer - declined initially, 9)

Box 1. Co-morbidities and carer responsibility
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There were both positive and negative responses to the
suggestion that referral to PR might be accompanied by the
attendance at the sessions of an experienced patient who had
previously completed a course in PR (lay health worker). Nearly half
the participants were of the opinion that it would be useful if a
patient who had previously completed a course in PR had contacted
them when the referral offer was made (Box 2).
Difficulties with access due to geography or timing
Location was cited by several participants as the reason for refusal
to attend PR (Box 3). Some did not know the area in which the
services were provided, some thought the distance was too far,
and some mistakenly thought that the services were only provided
at the hospital. Timing was important for some who were worried
that they may not cope with an early start. The length, complexity,
and familiarity of the journey to PR were also a concern. The time
of year in which a session might be held was not a concern as long
as the particular day was not too hot or too cold. Although a few
of the participants could not attend during working hours, the
most common preference with respect to timing was that the PR

sessions should not start before 9.30 and preferably not before
10.00. A number of participants preferred not to attend at the
weekend.
Difficulties in prioritising the treatment
Some refused to attend because they did not consider PR a priority
in their lives or because they did not feel their condition was at a
level that needed PR (Box 4).  

Contrary beliefs about the role and safety of exercise
Several subjects were able but reluctant to attend PR due to
negative perceptions of the role of exercise, either because it would
not be useful or it might be harmful (Box 5). Participants who were
willing to or had attended PR recognised the need for more exercise,
the usefulness of routine attendance, and the support of
professionals with the exercises.
Fears about criticism exposure and inadequacy
Fears were expressed about being unable to cope with exercise or
being too disabled to take part (Box 5). One participant did not like
the prospect of undertaking the treatment in a group. A smoker
expected criticism of her smoking at PR and thought that if she gave
up smoking anyway the need to attend would be eliminated. These
fears were countered by the experience of those who had
undertaken PR which was that the treatment was highly supportive
(Box 5).

Themes presented here were reported by at least one participant
from each of the four categories of participants. We were not able
to detect a difference between categories of participants in the
dominance of particular themes, with the exception of perceptions
of the acceptability and effectiveness of PR in participants who had
undergone the treatment. 

Discussion
Main findings 
The acceptability of PR was the major concern of participants in this
study. Feasibility of attending PR was not an obstacle for most
participants. Views of the acceptability of PR in terms of reasons for
taking part or not, being concerned about participating, and
deciding whether or not to participate were expressed in themes
shared by participants who had never been referred for PR, those

“Nervous, very nervous, very frightened. I think that’s what puts a

lot of people off it because they … even though they’re told what

to expect, they don’t know what to expect and if they have trouble

like – um walk up stairs – Oh God, I can’t do this, I can’t do that here

so what am I going to be doing there?” (Male, 61 years, non-

completer, 17)

“…. To me, I think how I look at it, we’re all going there to talk

about yourself, how ill you are, and you don’t want to be that ill, if

you know what I mean, and I think no, I don’t …” (Female, 65 years,

not referred, 21)

“I thought it was about exercise actually ... but then afterwards, like

everybody would sit down and talk like … everybody was

communicating with everybody.” (Female, 45 years, non-completer, 15)

“Rehab’ sounds like when I was on the ambulances, we used to take

people to rehab’ centres sort of thing, old people, something like

that, which would turn me off actually …” (Male, 72 years, non-

completer - initially declined, 9)

Box 2. Expectations and preparatory information

“I’ve had loads of hospital appointments, and I just felt it was

overtaking my life and I don’t really want to keep being in hospitals,

you know.” (Female, 65 years, not referred, 21)

“It’s like our estate hall … it all goes on in there.” (Female, 66 years,

completer - initial decliner, 8) 

“If it had been awkward to get to because I don’t drive, the wife

doesn’t drive so only got public transport, so that was my first thing,

where to go?” (Male, 71 years, completer, 11)

“You see, the buses are awkward really, they only come, they don’t

go up to the College and I’d have to cross over the road again and

get another bus.” (Male, 68 yrs, declined, 12)

Box 3. Difficulties with access due to geography 

“It’s a case of time … you wanna try and sit down for 5 minutes”

(Male, 59 years, declined, 16) 

“No, I mean I come home from work and I start cooking, I’ve got an

elderly mother, … she’s calling for her dinner … then I’ve got other

kids like … I haven’t got enough time to sort of like I’m gonna take

a little bit of time out.” (Male, 49 years, not referred, 16)

“…  I don’t want to go … It’s bad enough when we’ve got to go the

doctors and I am going to the hospital now.” (Female, 84 years, not

referred, 4)

“I had family problems and whatever, and I said ‘Oh well, I’ll try

again later’.” (Female, 65 years, completer - declined initially, 14)

Box 4. Difficulties in prioritising pulmonary
rehabilitation as a treatment
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who had been referred and chose not to take part, and those who
did undergo PR. For some participants the very reasons for joining PR
were the same reasons others gave for not wanting to take part. Our
findings highlight the importance of understanding the
preconceptions and expectations of patients who would be suitable
for referral, and the potential for overcoming the barriers that
currently lead to the unacceptably low uptake and completion of PR
by patients with COPD. 

The general perception of PR and the role of exercise in the
treatment of COPD were significant issues. More specific perceptions
of the priority of rehabilitation and exercise, the way a smoker might
be seen in the setting of PR, the suitability of group activity, and the
views of professionals with whom participants had contact were
influential in determining or reflecting positive and negative
perceptions of PR. Positive and negative recommendations by
neighbours, family and friends were reported to be persuasive. The
decision to refer and the referral process, together with the
information provided about the service at the time of referral, were
reported as significant. The location of the PR centre – for example,
in hospital or in the community – was a factor that supported and
impeded participation. Finally, participants’ willingness or reluctance

to take on something new appeared to be an important element in
the decision to take part.  
Strengths and limitations of the study    
One of the strengths of this study is the inclusion of the views of
patients not yet referred who are among the patients for whom PR
will be the definitive treatment in the future should they be referred
and take up the offer. Understanding the range of their perceptions
and expectations will make a significant contribution to the
development of an intervention to improve uptake. 
Interpretation of findings in relation to previously
published work   
Published evidence up to this point has either used routinely collected
data or has analysed data as part of the analysis of outcome of a
service.15,16,18,25 Views of participants who had not been groomed by
prior information about PR are important contributors to the range of
views about the feasibility and acceptability of PR to COPD patients.
Themes identified in this research as obstacles to participation in PR
not previously identified in the systematic review of Keating et al.
include the role of experienced patients (lay health workers),
difficulties in prioritising the treatment, contrary beliefs about the role
and safety of exercise, and fears about criticism, exposure and
inadequacy.15,23 One of the underlying themes behind fears of
criticism and a feeling of unworthiness may lie in the sense of
stigmatisation of COPD sufferers and the feelings of self-blame and
disgrace described by Halding et al.26 Such stigmatisation becomes
more powerfully experienced in interactions with strangers and may
augment resistance to participation in PR.27 Other patients with COPD
are likely to have such an acceptance of their disease and the slowly
changing state of their health that they may not expect therapeutic
interventions such as PR to offer hope of symptom improvement.28

Implications for future research, policy and practice   
The uncovering of new understanding on the acceptability of PR may
only have been possible with a qualitative study. It is therefore a crucial
stage in the strategy to understand and transform low participation in
what is the most effective treatment in improving the quality of life of
these patients.2 The responses described here will inform the
development of experimental interventions towards a formal trial to
improve dissemination of PR to the majority of patients with COPD
who are currently not receiving the treatment. One potential
intervention well received by participants here was the proposed use
of experienced patients, sometimes called lay health workers.23 

Of the themes identified, ‘feasibility’ was the least amenable to
intervention. Knowing the proportion of COPD patients for whom
PR is not feasible will aid the development of home-based services
for this group (including home-based DVD and home-based exercise
programmes).29,30 The ‘acceptability’ of PR to patients is the area in
which further exploration and experimentation is required. This
should include the definition of the proportion of patients who are
referred but choose not to attend and the reason for the non-
attendance; more detailed analysis of the referral itself; the role of
information provision; and how expert patients might be used. 
Conclusions   
It is clear from this research that, for patients who have refused
referral to PR or have not completed a course and for some of those

“I know it’s all exercises but I just couldn’t get me head round it how

it was going to make me feel better ...” (Male, 72 years, non-

completer – declined initially, 9)

“… and when I got the letter and it said bring trainers and loose

clothing I thought oh it must be exercise so that’s really what made

me not go.” (Female, 66 years, completer – declined initially, 8)

“… because at the end of the day, the physio, I don’t see what he’s

gonna sort of like tell me that I don’t already know.” (Male, 49 years,

not referred, 16)

Interviewer: “Did you think that you’d be criticised at all for

smoking?” “Yeah, I did, I really did.” (Female, 64 years, completer -

declined initially, 14)

“Then I was in this group of rather elderly and decrepit people, and

I include myself in that, and so we were all at the front doing our bits

and pieces and they were running around. I got used to it …” (Male,

74 years, non-completer, 23)

“It’s like a family because you’re all suffering with the same and then

when one person is insecure about it the others are there to reassure

them.” (Male, 61 years, non-completer, 17)

“Yes, I’m not one to sort of speak up unless I’ve got something really

to say, you know. To me, I think how I look at it, we’re all going there

to talk about yourself, how ill you are, and you don’t want to be that

ill, if you know what I mean, and I think no, I don’t …” (Female, 65

years, not referred, 21)

“ … but if you’re in a group you know you’ve got to go because

your group’s there, you know they’re waiting for you.” (Male, 72

years, non-completer – initially declined, 9)

Box 5. Contrary beliefs about exercise and fear of
criticism and exposure
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yet to be referred, the way the service is introduced and explained
and the capacity of the service to fit their lifestyle requirements are
likely to be important determinants of their willingness to undertake
the treatment. The extent to which these observations are reflected
in the population of COPD patients as a whole needs to be
investigated. Service commissioners should highlight the need for
further research to clarify improved methods of introduction and
referral to PR and the possible use of lay health workers in supporting
newly referred patients. Interventions to improve the uptake of PR by
those who are currently negatively disposed are urgently required if
PR is to achieve the improvements in the outcome of COPD
treatment which have been demonstrated in clinical trials.  

Handling editor Maureen George
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The acceptability and feasibility of community-based pulmonary rehabilitation for COPD patients 
managed in a primary care setting

Outline Interview Topic Guide – patients who have attended PR

Introduction 
Interviewer:
1. Introduces herself 2. Checks pt’s name 3. Checks pt understands reason broadly for visit – looking at support
sessions for pts with breathing difficulties
4. Agreement from pt - well enough for visit today
5. Check’s patient’s Name..............  Date of birth……………..

6. More detailed introduction of study – Researcher working through the pulmonary rehab team and King’s
College London Uni meeting pts.  Try & get a better understanding of why pts with breathing difficulties when
invited to come to some sessions that would help them don’t come – able/willing.  I am referring to the pulmonary
rehab or PR sessions that I understand you have attended.
6.1 Is that correct that you have attended some of these sessions in the past?
So PR is a number of sessions (usually around 8 to 10) of exercise treatment, talks by health professionals and 
an opportunity to meet others with a similar condition. This research study aims to establish the obstacles that
prevent patients from taking part in these sessions or make them difficult to attend.  I will be asking you your
opinions on what these obstacles might be. There aren’t any right or wrong answers. I am trying to gather 
opinions & experiences. I am asking a number of patients similar questions. This is the first part of the study.
Your answers will help us decide what questions to ask in the second part of the study. The second part of the 
study is the completion of a questionnaire to over 600 hundred patients in the area with COPD as to what the
obstacles are. There will be opportunity for you to pick up on anything at the end of the interview. I can’t give
you any clinical advice. I don’t have a direct link with your clinical care.

7. Explains stages of the interview
You will have received a leaflet explaining the study.  I have a copy here which you are welcome to have another 
look at. I’ll make some notes & the interview will be recorded so that I don’t forget things. I’ll be using this guide 
to ensure we have gone through the main points. Before I leave I’ll take you through a short questionnaire that
will ask a bit more in detail how you are affected by your chest condition. Thank-you for agreeing to take part. It
is much appreciated.  Before I turn on the recorder I need you to sign this consent form which will give permission 
for me to ask you some questions.
(Informed consent and turn on the recorder) 

8. Establish the patients basic knowledge of their condition
8.1 I understand that you suffer from a condition called COPD (chronic obstructive pulmonary disease). Is that a 
name that means anything to you?
8.2 What is the name you use for your chest trouble? Use the patients term

 COPD is a name that covers the two conditions chronic bronchitis and emphysema. Is that correct that you have
COPD? 
8.3 What does COPD (or whatever they think it is) mean to you? 
8.4 What impact does it have on you (nature of disease)?  
8.5 How long would you say that you have had COPD (or the condition they describe)?

9. General - PR
9.1Do you recall who was the first person to mention PR to you? 
9.2What did you think before you came along to the sessions that (pulmonary rehab) (rehabilitation) PR was?
9.3 When you first heard about PR was it called PR or pulmonary rehab or pulmonary rehabilitation? How did you 
feel about those terms? (understandable, scary) What do you think about the term “Better breathing for life”? 
9.4 What sounded good about PR? 
9.5 What sounded not so good about PR? 
9.6 What made you willing (accept) going to PR session?
9.7 Did you have any doubts? If so what were the doubts?
9.8 Having gone through the PR programme would you be happy to do it again if the opportunity arose? 
9.9 Did you have to make any special plans to be able to go to the PR sessions? 
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10. Information and knowledge of PR
10.1 Who first described PR to you? 
10.2  How was it described to you? 
10.3 Would the explanation of PR as a number of sessions (usually around 8 to 10) of exercise treatment and
talks by health professionals which also provides an opportunity to meet others with a similar condition have been 
enough of a description of the sessions for you to decide whether you want to go to them or not?
10.4 We know from research that PR helps most people with your condition by improving their ability to take
exercise, improving the quality of their lives, and improving their sense of control over the condition. Did you know 
this before you went to PR? 
10.5 Would knowledge of what PR can do have made a difference to your decision to go along to PR? 

11. Attitude to PR
Exercise, Talks, Socialising with others
I’ve mentioned the different elements of PR in terms of exercise treatment, talks by health professionals and an
opportunity to meet others with a similar condition – so looking at them in a bit more detail.
Let’s start with exercise.  
11.1 How did you feel before you went to PR about exercising at a PR session? (Prompt – worries) 
11.5 How did you feel before you went to PR session about being given talks?
11.9 What had been your experience of meeting others who have similar health condition before PR? 

12. Activities in groups
12.1 How did you feel about being part of a group of people? 

13. Accessibility and location -
13.1 Was the location acceptable to you? 
13.5 Did it matter to you what time of year the sessions were held in i.e. winter/spring/summer/autumn?
13.6 Did it matter to you what time of the day the sessions were held?
13.7 Would it matter to you if the sessions were once a week over a longer time period or more frequently over a 
short time period?

14. Who refers 
14.1 Would it matter to you which professional e.g. doctor/nurse recommended you to go to PR? Why do you
think that is?
14.2 Would you have known about PR without a doctor or nurse mentioning it?

15. Support 
15.1 Do you think if you had the opportunity to have someone with COPD with experience of the sessions contact
you when you were invited for PR that would be useful in making a deicion whether to attend or not? 

15.2 Would it be helpful to have someone with COPD who has been to PR sessions themselves at a session with
you?  

16. Other obstacles

16.1 Are there any other things that would stop you going to PR?( Prompt – lack of time, competing activities,
responsibilities, other medical conditions that limit ability to take part)
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16.2 Smoking.  It’s accepted that COPD is a condition that affects people that have smoked and we all know how 
difficult it is to give up something we enjoy doing. Some work has been done that shows smokers are less likely
to attend PR than non-smokers so we really to need understand this point. So do you smoke? 
If Yes, did that make you think twice about going to PR? 

Why was this? 

17. Other comments – 
17. 1 Are there any other points or comments relating to PR that you wish to mention? 

Check patients demographic details from sheet – marital status; living with anybody

18.  Many questions
18.1 We have covered a lot of things today, thank-you. Your answers are valuable to me as they will enable me
to set the important questions in the survey that I will be sending on a form to a large amount of patients.  Have
there been any questions that I have asked today that would have stopped you completing a form?

MRC dyspnoea scale??

QOL questionnaire

Demographic form

Thank-you to the participant & offer to present a summary of the research
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