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ABSTRACT
Background: Currently, most primary healthcare providers manage chronic obstructive
pulmonary disease (COPD) through pharmacological treatments, often lacking assessment of the
patient’s social support. A lack of social support negatively impacts the quality of life (QOL) of
individuals with COPD resulting in increased morbidity, hospital readmissions and excessive
costs (Metting, van der Molen, & Kocks, 2016). A comprehensive approach extends beyond
pharmacological management to include ways that improve patients’ disease knowledge and
self-efficacy, resulting in better disease management and improved QOL.
Aim: The purpose of this quality improvement (QI) project is to increase healthcare providers’
understanding of the importance of adding a social support referral as part of a comprehensive
treatment for patients with COPD.
Methods: The QI project was conducted at Banner Desert Medical Center in Mesa, Arizona. The
targeted participants were registered nurses, case managers, social workers, and any other care
providers in telemetry units, where most COPD patients are treated. The project included a preand post-test survey questionnaire and a brief PowerPoint educational presentation. The
presentation showed the positive role of social support groups for COPD patients based on
multiple evidence-based studies and introduced several options of social support groups to the
participants.
Results: Total number of participants who completed the project were 42 (n=42), and included
registered nurses, one case manager, and one social worker. Most of the participants were not
aware of the existence of any social support group before the educational presentation. After the
presentation, the collected data demonstrated increased participants’ knowledge and attitudes
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about the social support groups and the participants’ willingness to utilize the social support
referral as part of a comprehensive education and treatment for COPD patients.
Conclusion: The referral of social support program is a cost-effective intervention. As shown in
several evidence-based studies, the benefits are endless when integrating the referral of a social
support group, such as the Better Breathers Club, into COPD patients’ education and discharge
planning, so that the patients themselves can connect, share their experiences, learn to better
cope with the disease, improve their knowledge and self-care and reduce their depression,
exacerbation, and hospital readmissions.
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INTRODUCTION
Background
Chronic Obstructive Pulmonary Disease (COPD) is a progressive, often debilitating
disease that typically affects individuals over the age of 40. COPD is the third leading cause of
death, after heart disease and cancer (Center for Disease Control and Prevention [CDC], 2017;
World Health Organization [WHO], 2017). COPD is also a major source of morbidity with
annual health costs surpassing $49.5 billion (U.S. Department of Health and Human Services,
2017). An estimated 30 million individuals in the U.S. are affected by COPD, and almost half
have symptoms without knowing it (CDC, 2017). The primary cause of COPD is smoking,
although exposure to secondhand smoke, harmful pollutants, or lung irritants (e.g., chemicals,
dust, & fumes) have been shown to produce chronic airway obstruction. In addition, individuals
with mutations in the gene encoding the Alpha-1 antitrypsin protein develop COPD (CDC,
2017). COPD symptoms include progressive breathlessness, frequent coughing, tightness in the
chest, and wheezing, especially with exertion and during exacerbations. In addition to the
physical limitations, COPD also affects social and psychological well-being, as studies show an
increase in social isolation and depression in this population (Russell et al., 2018; Chen, Fan,
Belza, Pike, & Nguyen, 2017; Hoth et al., 2015; Beattie, Battersby, & Pols, 2013; Cook et al.,
2012). Therefore, effective treatment of the person with COPD requires a careful and
comprehensive evaluation that includes the psychosocial aspects of the disease. Studies show
that a comprehensive approach to the management of COPD can alleviate symptoms, decrease
the rate and severity of exacerbations, and improve the quality of life of the COPD patient (CDC,
2017).

11

Like other chronic diseases, self-management has proven to improve quality of life in
COPD patients, and it has been adopted in the chronic care management. Effective selfmanagement includes the social support aspect that is currently lacking in COPD treatment
approaches. Studies show that addressing crucial psychosocial needs, such as social support can
enhance self-management of the disease (Russell et al., 2018). Unfortunately, the majority of
healthcare providers often lack awareness of the existence and availability of COPD social
support services to refer the COPD patients to such services. Community-based social support
group services can be a supplemental component in promoting effectiveness of self-management
in patients with chronic illnesses, especially after hospital discharge. Currently, when
discharging patients with chronic illnesses, there is a gap of coordination between hospitals and
community health services due to many reasons that need to be recognized, because this gap
negatively impacts the chronic disease management of COPD patients. This gap is the lack of
referral and coordination between hospitals and community health services, which can be
ameliorated through utilization of referrals by the healthcare providers.
Local Problem
Social support may not be viewed to be as crucial as pharmacological management,
especially in a hospital setting. Currently, most primary healthcare providers manage COPD
through pharmacological treatments and coordination of care with specialists such as
pulmonologists, cardiologists, and psychiatrists. However, their treatment approaches often lack
assessment of the patient’s social support or social network. A lack of social support negatively
impacts the quality of life of individuals with COPD; the effect of a lack of social support results
in disease progression and reduced quality of life, which directly impacts morbidity and
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mortality (Metting et al., 2016). For that reason, social support is an essential aspect in the longterm management of COPD. Social support networks are where the COPD patients can share
their experiences, learn new ideas, and motivate and encourage each other. Therefore, as part of
the treatment plan, it is necessary to refer COPD patients to a social network where they can feel
a sense of belonging, share their experiences freely and develop coping mechanisms and
knowledge without feeling stigmatized (Halding, Wahl, & Heggdal, 2010). The impact of
enhanced social support on the individual with COPD would be to effectively participate in selfcare and cope with the disease, to have a reduction in symptom burden and an improvement in
quality of life.
Purpose
Therefore, the purpose of this quality improvement (QI) project was to assess healthcare
provider’s knowledge and utilization of a social support referral program for COPD patients and
to identify barriers of referring patients with COPD to a social support group. Once the barriers
were identified, sessions were conducted, and materials were provided to the stakeholders,
including the medical staff and administrative authorities, to gain buy-in to translate available
evidence into practice. The primary aim was to improve healthcare providers’ evidence-based
practice recommendations by including referral of a social support program as part of a
comprehensive COPD management. A comprehensive approach extends beyond
pharmacological management to include measures that improve patients’ disease knowledge and
self-efficacy, resulting in better disease management, reduced symptom burden, and improved
quality of life.
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Project Question
Among COPD patient care providers (P), does increasing providers’ understanding of the
importance of social support and social support network to COPD patients (I), compared to
current providers’ lack of social support referral utilization (C), encourage providers to utilize a
referral to a social support network as part of COPD patient care management (O)?
FRAMEWORK, CONCEPTS AND SYNTHESIS OF EVIDENCE
Theoretical Framework
This quality improvement project sought to evaluate healthcare provider’s knowledge and
utilization of a social support referral for COPD patients and improve evidence-based practice
recommendations by including a referral to a social support program as part of a comprehensive
approach through continuity of care following discharge, rather than sole management of the
disease (i.e., with medications). The Promoting Action on Research Implementation in Health
Services (PARIHS), a knowledge-translation theory, was used to undergird this DNP project.
This structural framework helps to optimize the healthcare providers’ intervention by identifying
the elements that interact during the implementation of the evidence-based practice, including
the barriers and facilitators (Rycroft-Malone, 2010); this leads to improving patients’ disease
knowledge and self-efficacy post-discharge, resulting in more efficient disease management and
better quality of life. Taking this broader, patient-centered view presents significant challenges in
a healthcare system, including COPD intervention, requiring a multifaceted approach that
incorporates pharmacological and psychosocial aspects in the continuity of care post discharge
(Russell et al., 2018; Zaccagnini & White, 2017). This framework was used to guide this project
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and ultimately the successful implementation of evidence-based practice of social support
referral as a comprehensive patient-centered care for COPD patients.
The PARIHS framework has been used successfully in many settings (Ullrich, Sahay, &
Stetler, 2014). In a study by Ward, Baloh, Zhu, and Stewart (2017), PARIHS was successfully
used to examine the implementation of a quality improvement intervention, Team Strategies and
Tools to Enhance Performance and Patient Safety (TeamSTEPPS), in a rural hospital. The
conceptual framework of PARIHS was also used to better understand knowledge-to-action
processes at The Seniors Health Research Transfer Network; the PARIHS framework enhanced
the health care of Ontario seniors using experience-based knowledge of social contexts for
innovation, translation of the evidence, and implementation of the change (Conklin et al., 2011).
Additionally, the PARIHS framework was used to implement evidence-based practice guidelines
of cancer-related fatigue management in the oncology and radiotherapy wards of a hospital, after
which nursing care compliance increased significantly (Tian et al., 2017). In a relevant study
conducted by Lundell et al. (2017), the PARIHS framework inspired the development of
interview questions used to obtain the healthcare professionals’ understanding of what influences
the health services they utilize with COPD patients. Consequently, the PARIHS inspired,
integrated-PARIHS (or i-PARIHS), was successfully used to identify the important concepts,
including the facilitators, that interact in the process of implementing the patient-tailored
therapies of pulmonary rehabilitation into practice, as a cost-effective and evidence-based
intervention for individuals with COPD (Lundell et al. , 2017).
PARIHS was originally published in 1998 with three main concepts, evidence, context,
and facilitation (Rycroft-Malone, 2010). The types of evidence include scientific research
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evidence, clinical experience, care providers’ and patients’ experience that help in decision
making (Rycroft-Malone, 2010). The context refers to the setting or environment where the
proposed change would be implemented; it includes sub-elements such as organizational culture,
leadership, and feedback evaluation mechanisms (Rycroft-Malone, 2010). Finally, facilitation is
the role played by the facilitator to enable the operationalization and application of evidence
research in practice (Rycroft-Malone, 2010). The evidence-based researches introduced in the
educational presentation of this project showing the positive outcomes of utilizing social support
represent the first concept of PARIHS (evidence). The context (second concept) in this QI
project is the cultural environment of the facility where the project was conducted that showed
acceptance of the project as reflected in the support and approval by the facility’s leadership and
frontline providers. The facilitation (third concept) is shown in the willingness of the frontline
providers and the consideration of the facility’s leadership to implement the evidence-based
study of the social support referral for COPD patients.
Concepts
A chronic illness, like COPD, distresses patients physically, socially and emotionally.
COPD is a multifaceted disease that requires holistic approach including psychosocial and social
needs. A lack of social support can be a significant stressor for some patients, especially if they
depend on social interactions to withstand their mood and morale as they endure their disease
suffering; nevertheless, family members or spouses can also experience higher levels of stress
depending on the severity of illness.
Social support group services, such as the services provided by the Better Breathers Club
(BBC), are freely available and often under-utilized mainly due to lack of interprofessional
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collaboration (Lundell et al., 2017; Wagner & Thomas-Hemak, 2013). This under-utilization
suggests that many providers are not aware of the importance of social support in chronic lung
disease or even the existence of social support groups to be willing to refer COPD patients to
such groups.
This QI identifies gaps in care quality of COPD patients and suggests improving such
care by engaging providers who deliver health interventions to COPD patients and enhancing
their care by promoting social support group referrals for the COPD patients.
The BBC can be a beneficial support group that could facilitate these positive outcomes
(American Lung Association [ALA], n.d.). Therefore, healthcare providers should integrate
social support referral into patients’ discharge planning because social support may facilitate
better assistance to COPD patients with their chronic care management. COPD care management
consists of patient-tailored treatments, such as patient education, exercise training, motivation
and health behavior change that help lessen the symptoms and sequelae of the disease.
The BBC is a free peer-support program offered through local chapters of the American
Lung Association that aims to provide education and social support to individuals with chronic
lung disease. The BBC is an adult support group and community-based education, led by trained
professionals, that gives the COPD patients and their families the tools they need to live the best
quality of life they can (ALA, n.d.).
Synthesis of Evidence
Prior research suggests that individuals with COPD are at increased risk for depression
and anxiety, experience reduced physical stamina, reduced participation in social and family
activities that culminate in a reduced quality of life (i.e., unable to work, unable to attend family
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gatherings) (ALA, n.d.). The American Lung Association implemented the BBC in the 1980s to
help individuals with COPD and their families by offering them an educational and social
program to provide knowledge about their disease and its management with the ultimate goal of
improving self-care and quality of life. Peer social support groups, such as the BBC, provide
linkage to care education and post-discharge resources for the COPD patients to receive ongoing
social and emotional support, and a means to share their experiences that help with their daily
self-management and coping with the disease (ALA, n.d.). In a study by Barrecheguren and
Bourbeau (2018), findings concluded that in the continuum of care of COPD patients, the
inclusion of self-management interventions, embracing elements such as family and social
support, provides patient motivation and self-efficacy and results in favorable outcomes,
including improved health-related quality of life and reduced hospital admissions.
Multiple searches were conducted through several databases to gain a better overall
understanding of how peer social support groups, such as the BBC, influence COPD patients’
behaviors to better manage the disease and improve their quality of life. The searches included
databases of PubMed, Medline, CINAHL, and PsychINFO, using keywords and MeSH heading
that included social and peer support and COPD. Initially, the searches yielded a limited number
of results about peer support for COPD patients. Consequently, the search key terms were
expanded to include articles within the past ten years and encompass the effect of such
intervention on any chronic disease or illness, not just COPD. As a result, additional articles
were evaluated and selected for this project, including randomized control trials, one literature
specifically about Better Breathers Support Group and several about peer support in general
(Appendix A).
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Despite the relatively sparse literature, all of the studies reported a positive effect of peer
social support on a variety of outcomes and across multiple diseases. For example, as evidenced
in the study by Skibekk, Korsvold, and Finset (2017), peer support groups with trained
facilitators helped cancer patients and their family members to cope with the disease and reduce
their stress. The peer support group offered the cancer patients and their families an environment
where the members share similar experiences of disease and treatment, discuss sensitive issues
and convey hope (Skibekk, Korsvold, & Finset, 2017). This environment is similar to that of the
BBC for COPD patients, as shown in the quantitative descriptive study by Alberto and Joyner
(2008). This study was directly related to Better Breathers Support Group (BBSG) for COPD
patients, where it showed the statistically significant level of positive reactions among selfesteem, anxiety, self-care, and hope, similar to the environment of the BBC. The BBSG meetings
served well for the many participants with chronic lung disease and who needed continuous
follow-up attention; they provided its participants with the hope and optimism they needed and a
potential support system to cope with their disease, which resulted in improved health behaviors
and better quality of life (Alberto & Joyner, 2008). As in several other studies, the study’s
limitations included lack of diversity among the participants and low response rate preventing
generalization of the findings to a larger population (Alberto & Joyner, 2008). Another study
showed that a peer support group helps improve healthy behaviors in individuals with
cardiovascular risk factors, and this approach has demonstrated efficacy in many other chronic
illnesses (Gomez-Pardo et al., 2016). In a randomized controlled study by Beattie, Battersby, and
Pols (2013), the outcomes of a peer and professionally-led support program showed an
improvement in self-management confidence and lifestyles.
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A common limitation across the studies included an inability to generalize findings due to
lack of diversity among the patient participants in the characteristics of age and gender,
depending on the chronic disease covered in the study, and low response rate. Nonetheless, the
results consistently demonstrated the importance of peer social support in reducing anxiety,
improving coping, self-management, and quality of life across multiple chronic diseases. When
viewed as a whole, the studies may be more generalizable than when considering them
independently.
To optimize the intervention, these studies have shown it is vital for the healthcare
providers to encompass COPD patients’ psychosocial needs alongside medication to improve
patients’ positive adaptation to the disease and self-efficacy, and thus enhance their quality of
life (Russell et al., 2018). Although as a barrier, practitioners may not have enough time or
resources to provide such social support themselves, they can however refer the COPD patients
to social support programs, such as the BBC, to achieve a continuity of care by empowering the
patient’s ability to self-manage the disease and maintain motivation (Lundell et al., 2017).
Despite the stated benefits of a peer social support program, the number of persons with COPD
referred to the BBC was limited and presented an opportunity to improve practice. Therefore, the
purpose of this QI project was to increase providers’ understanding of the importance of adding
social support referral as part of comprehensive treatment program for patients with COPD.
METHODS
Project Design
This was a QI project design with a focus on improving healthcare practice
recommendations by including a referral program to a social support group, such as the BBC, as
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part of a comprehensive COPD management. The quality improvement design was appropriately
selected to be congruent with the purpose of this DNP project (Rouen, 2017). In this method, a
two-part survey questionnaire was used for data collection from a group of healthcare providers
to evaluate, quantify and measure their understanding of the importance and utilization of the
social support groups (Appendix B). The first part of the survey was taken before, and the second
part was after, an educational seminar about the benefits of social support group referral as a
patient-centered intervention. In guiding this evidence-based implementation project, the
PARIHS framework was used to help identify the facilitators that would contribute to
implementing the social support referral program for COPD patients (Rycroft-Malone, 2010).
The pre- and post-test survey questionnaire was conducted during a face-to-face meeting with
each participant to ensure timely and better response rate and data collection. Additionally, a
$10.00 thank-you gift card was given to each participant to appreciate their time and
participation.
The cost of conducting this project, as well as the referral program cost for the healthcare
providers, was minimal. Approval for the project was obtained from the facility's EvidenceBased Practice/Nursing Research Committee and Division of Professional Practice. With this
approval, the project proposal application was submitted to the Institute Review Board (IRB).
The IRB approved the project by stating “Human Subjects Review not Required” (Appendix F).
The participation in this QI project was done on a voluntary and informed basis; therefore, there
was “no risk for human subjects” (Burson & Moran, 2017, pp. 210); an informed consent was
presented to each participant at the beginning of the meeting to provide a clear understanding of
the facts, reasoning, and implications of the questionnaire.
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Setting
The project was conducted at the participants’ workplace in Banner Desert Medical
Center (BDMC), in Mesa, Arizona. To help maximize participation and facilitate meeting with
the providers in person, the project location was chosen to conveniently access the participants
working in two Telemetry units during their break times and minimize interruption of their work
and lunchtime. Several schedules covering different shifts were coordinated with the hospital
administration and unit director for the face-to-face meetings to include as many participants as
possible. Each in-person meeting lasted approximately 15 minutes.
Participants
The participants were recruited from BDMC. The targeted number of participants for this
project was set at 30 healthcare providers. The invitations were open to care providers from
different specialties, including registered nurses (RN) from two Telemetry units, whether
permanent staff, traveler nurses, nurse supervisors or lead nurses. The invitations were also open
to case managers (CM), social workers (SW), respiratory therapists (RT), hospital administrators
and any available care providers that deliver health interventions to patients with COPD to help
facilitate the implementation of the referral program.
Tools and Data Collection
The project was started after obtaining human subjects approval for non-human research.
As a first step, an informed consent was presented at the beginning of each in-person meeting. It
was followed by taking the pre-test survey, or part one of the questionnaire, which took about
two minutes to complete, then approximately 10-15 minutes for an educational PowerPoint
presentation and discussion about the BBC and other alternative social support groups available
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at no cost. The next step was taking the post-test survey, or part two of the questionnaire, which
took another two minutes to complete. Additionally, an informational flyer about the BBC and
alternative online social support groups were provided to the participants at the end of the
meeting to provide copies to the COPD patients. The two-part questionnaire was used to collect
data from the participants about their knowledge, understanding the importance of, and attitudes
towards referring COPD patients to free, professionally-led and community-based social support
groups, such as the BBC (Appendix B). Closed questions with predetermined answers, such as
‘yes’ or ‘no,’ and Likert method attitude scale (‘strongly important,’ ‘somewhat important,’
‘neutral,’ ‘less important,’ and ‘not important at all’) were used in the questionnaire to be less
time-consuming and obtain measurable quantitative data, focusing on numbers and frequencies
for easy analysis (Finkelman, 2018). All three functions, the pre-test, educational PowerPoint
presentation, and post-test were completed by the participants individually or in small groups
during the in-person meeting.
Intervention
The educational Microsoft PowerPoint presentation that was used during the meeting
with the healthcare providers showed the significant role of the BBC and other social support
groups in reducing COPD patients’ readmissions and improving their quality of life (Appendix
C). The informational flyer provided to the participants included a brief introduction about the
BBC, their nearby locations and phone numbers, and alternative online social support groups
(Appendix D). In addition to the informational flyer that contained specific information about the
BBC and online social support groups, the educational PowerPoint presentation included crucial
bullet points with citations from evidence-based research studies highlighting the benefits of peer

23

social support for patients with chronic disease, and specifically the BBC as a free, communitybased, professionally-led educational social support group (ALA, n.d.). The presentation
displayed the strong evidence that suggests professionally-led peer social support groups provide
a sense of belonging, open dialog and shared experiences that make coping with the chronic
disease achievable (Halding, Wahl, & Heggdal, 2010). Additional benefits provided by such
social support groups and shown in the presentation include a significant reduction of depression
and anxiety, improved adaptation to the disease, increased self-confidence and self-care, and
eventually enhanced quality of life for COPD patients (Cook et al., 2012; Alberto & Joyner,
2008). The evidence-based research outcomes and the highlighted benefits helped increase buyins and facilitators for the referral program, as an important intervention of a comprehensive
COPD management.
Data Analysis
The data collected from the pre- and post-test survey questionnaire was statistically
analyzed using descriptive statistics by the author to identify gaps and measure outcomes of the
intervention meetings. The answers to the second part of the two-part questionnaire were used to
show the effect of the educational presentation on the participants, and to obtain data on their
new understanding of the importance of the social support referral program utilization to help
translate this evidence-based research into practice. Based on the answers to both parts of the
questionnaire, the results were analyzed using a simple frequency table that was developed to
show the change of the participants’ new understanding of the importance and utilization of a
social support referral. The frequency table for data collection is shown in Appendix E.
Descriptive statistics of scores distribution was calculated based on the sample of participants’
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specific professions (e.g., RN, CM, & SW). The analysis and results, when shared, will help the
hospital management to adopt and implement a social support group referral program as the
evidence-based practice protocol for patients with COPD.
Ethical Considerations
Although there are no potential risks to participants, the author followed the three key
ethical principles based on the Belmont Report that was published in 1976 to guide “biomedical
and behavioral research involving human subjects,” respect, beneficence, and justice (U.S.
Department of Health and Human Services, Office for Human Research Protections
[USDHHSOHRP], 1979).
Respect for Persons
For the principle of respect for persons, informed consent was offered to each participant
in writing prior to their participation. The integrity of informed consent was maintained by
providing every participant a full disclosure of the nature and purpose of the research to ensure
high ethical standard and protection of autonomy (USDHHSOHRP, 1979). Each participant was
provided the opportunity in advance to consider what they were being asked to do, and they were
able to recognize the effect of their participation. The participants were informed they would
remain anonymous and the data would be reported collectively, as opposed to individually, to
encourage participation. The participants were also informed of their right to terminate their
participation at any time of the study without coercion.
Beneficence
The beneficence principle includes the general rules of not to harm and to maximize
possible benefits while minimizing possible harms. In following these rules, while the safety,
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privacy, and confidentiality concerns were addressed with the participants, the benefits were
maximized by explaining to the participants the benefits of the social support referral program to
patients with COPD.
According to provision 8 of the Code of Ethics of the American Nurses Association
(ANA) (2015), nurses should work together to reduce health disparities; hence, this project
promoted the frontline healthcare providers’ awareness of the community-based social support
services and their benefits to patients with COPD through evidence-based education. Hopefully,
this will increase the referral of social support utilization in order to reduce health disparities in
patients with chronic illnesses.
Justice
Lastly, in applying the justice principle, in the aspect of “fairness in distribution” or
“what is deserved” (USDHHSOHRP, 1979), recruitment of participants was unbiassed, and their
participation was voluntary. The same survey, education, and value of the thank-you gift card for
their participation were provided equally to the participants regardless of their completion of the
two-part survey questionnaire. In promoting a holistic care in chronic illness management, the
frontline healthcare providers and patients deserve to know about the social support services in
their community.
RESULTS
Forty-two (n=42) healthcare providers fully participated in the program. An additional
one RN attended the PowerPoint presentation and completed only the post-test survey; this
survey was excluded from the result analysis. However, total number of participants exceeded
the targeted goal. Regarding gender (first part of question 1), the participants were mostly female
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(n=36; 86%); regarding their age range (second part of question 1), they were was mostly 20-40
years (n=27; 64%); regarding participants’ titles (question 2), they were mostly registered nurses
(RN) (n=40; 95%); regarding the length of experience in their current practice (question 3), they
were mostly between one and five years (n=27; 64%); regarding the number of COPD patients
they cared for in the last six months (question 4), they were mostly in two blocks, “11 to 20”
(n=14; 33%) and “over 30” (n=15; 36%); regarding the question of whether they had the
opportunity to discuss with any COPD patient about social support groups (question 5), the
majority (n=39; 93%) said “No”; regarding the question about their familiarity with any COPD
social support group (question 6), also the majority said “No” (Figure 1, Figure 2, Figure 3,
Figure 4, Figure 5, Figure 6, & Figure 7).

FIGURE 1. Gender of participants.
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FIGURE 2. Age range of participants.

FIGURE 3. Title of participants.
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FIGURE 4. Length of experience in current practice.

FIGURE 5. Number of COPD patients cared for in last six months.
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FIGURE 6. Have you discussed with any COPD patient about social support groups?

FIGURE 7. Are you familiar with any COPD social support group?
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In the comparison questions of the survey questionnaire, which included questions 7 and
8 (before-presentation), and questions 9 and 10 (after-presentation), the results of the responses
showed significant improvements in the participants’ knowledge of the importance of social
support referral and utilization of this referral in treating COPD patients.
Regarding questions 7 and 9, the improvement in knowledge of the importance of the
social support referral as part of a comprehensive treatment plan for COPD patients was reflected
in the participants’ responses to questions 7 (before-presentation) and 9 (after-presentation) of
“How important do you consider social support group as part of a comprehensive treatment plan
for COPD patients?” (Figure 8).

FIGURE 8. Importance of social support group comparison.
As shown in Figure 8, between the two questions related to the participants’ perspectives
of the importance of social support groups as part of a comprehensive treatment plan for COPD
patients, based on the responses to pre-test question 7, compared to the post-test question 9, the
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percentage of participants who consider the social support group as “Strongly Important” for
treating COPD patients increased significantly from 52% (n=22) to 95% (n=40) of total
participants.
Regarding questions 8 and 10, the improvement in the utilization of the social support
referral in treating COPD patients was reflected in the participants’ responses to questions 8
(before-presentation) of “How often do you refer COPD patients to a social support group?” and
question 10 (after-presentation) of “Going forward, how often do you plan on referring COPD
patients to a social support group?” (Figure 9).

Frequency of Referring COPD Patients to a Social Support Group
(%)
100%
86%

90%
80%

71%

70%
60%
50%
40%
30%
17%

20%
10%

14%

10%
2%

0%

0%

0%
Before Presentation

Regularly (81%-100%)

Sometimes (31%-80%)

After Presentation

Rarely (1%-30%)

Never (0%)

FIGURE 9. Frequency of referring COPD patients to a social support group.
As shown in Figure 9, between the two questions related to the participants’ frequency of
utilizing the referral before the presentation (question 8), and their willingness to utilize the
referral going forward after the presentation (question 10), based on the participants’ responses
to these questions, the results were reversed from the 17% (n=7) of rarely referred and 71%
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(n=30) never referred, to 86% (n=36) of participants who will regularly refer the COPD patients
and 14% (n=6) who will refer them sometimes. In other words, the percentage went from a total
of 88% of the participants who rarely or never referred COPD patients to a social support group,
to a total of 100% (n=42) of participants who will refer their COPD patients to a social support
group going forward. The percentage jumped significantly from 2% (n=1) to 86% (n=36) of total
participants who will regularly refer COPD patients to a social support group.
DISCUSSION
The primary purpose of this project is to evaluate healthcare providers’ knowledge and
utilization of social support referrals for COPD patients and to identify barriers to such
utilization with the aim to improve healthcare providers’ evidence-based practice
recommendations by including referral of a social support group as part of a comprehensive
COPD management.
Based on the responses to the pre-test questions regarding whether the participant had the
opportunity to discuss with any COPD patient about social support groups (question 5) and their
familiarity with such support groups (question 6), the data showed that most of the participants
did not know of the existence of any social support group prior to the presentation. Moreover,
based on the responses to the pre-test question related to the importance of social support group
as part of a comprehensive treatment plan for COPD patients (question 7), the participants were
not aware of the importance of social support in chronic lung disease. As a result of the
participants’ not knowing of the existence of any social support groups or not being aware of
their importance to COPD patients, and as reflected in the participants’ responses to pre-test
question 8, most of them did not refer COPD patients to a social support group prior to this
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presentation. These results were also emphasized through the expressed comments from the
participants during the meetings. However, the responses were reversed after the educational
PowerPoint presentation. After attending the presentation, the data of post-test survey for
question 9 (Importance of social support groups) and question 10 (Frequency of referrals going
forward) showed improved knowledge and perspectives about the positive role of social support
groups on COPD patients’ treatment and a great increase in the willingness of the participants to
refer COPD patients to social support groups. At the end of the meetings, the participants
acknowledged the positive effects of the social support referral program on COPD patients, that
is a cost-effective intervention with endless benefits for COPD patients, and they also expressed
their willingness to integrate the referral into the COPD’s patient’s discharge planning.
Theoretical Framework Application
Using PARIHS framework in applying its three main concepts, evidence, context, and
facilitation, the introduction of research evidence (first concept) through the PowerPoint
presentation provided the participants insights into the importance of utilization of social support
referral for COPD patients. Moreover, the evidence in the presentation that showed the
significant positive outcomes of peer social support for COPD patients helped to add “buy-in”
that would adopt the recommended change. The Evidence-Based Practice/Nursing Research
(EBP/NR) Committee of the facility where the project was conducted, reviewed and assessed the
project proposal and approved it. The EBP/NR Committee determined that “the project was
feasible and congruent with Banner Health initiatives,” and a match with the facility’s cultural
environment (context, or the second concept). Integrating the evidence into practice requires a
receptive culture and transformational leadership in order to provide comprehensive patient care
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and promote better patient outcomes (Rycroft-Malone, 2010). Consequently, the EBP/NR
Committee’s support and approval enabled the administrative staff to facilitate the application of
evidence research into practice and would lead to the successful implementation of the project by
cascading the support down to the frontline healthcare providers (facilitation, or the third
concept). Additionally, as shown in the results analysis, after attending the PowerPoint
presentation, the participating providers also became the facilitators that would contribute to
implementing the social support referral program for COPD patients.
Limitations
There are limitations in obtaining verifiable tracking results for this project from two
levels, the provider and the social support group or the patient levels. Although this QI project
successfully reached its goal by demonstrating an increase in providers’ knowledge and attitudes
about the social support groups and the providers’ willingness to utilize the referral in the future,
the project lacked follow-ups with the providers to verify the utilization of such referrals and
with the BBC to evaluate any change in patient participation in these groups. Nevertheless, the
result analysis of this QI project helps to implement the evidence-based practice in the future by
suggesting the integration of social support group referral as part of a discharge planning or
discharge education for patients with COPD.
Regarding the provider level, currently, Banner system does not have a tracking feature
to retrieve verifiable changes in nurses’ referrals of COPD patients to social support groups. At
the social support group level, it would be even more difficult to track patient’s participation in
the BBC, which has several locations, or the online social support groups. Hence, the current
available option in this project is counting on the providers’ self-reporting in their survey
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questionnaire, as an honor system. Most, if not all, of the participants appeared sincere in
expressing their will to refer the patient or integrate the social support into their discharge
planning.
Project Strengths
This quality improvement project was conducted at the participants’ workplace, which is
a large medical center with over 600 beds, and resulted in a high volume of participants and
response rate that exceeded expectations. The project introduced and demonstrated to the
frontline providers the feasibility and benefits of the social support group, such as the BBC, and
the project results were compelling for the facility leadership to consider implementing a social
support referral program for COPD patients. The responses to post-presentation questions
showed that the purpose and aim of the project were successfully achieved. The barriers were
identified, and after presenting convincing evidence-based studies, there was a statistically
significant increase in the providers’ knowledge and improved perceptions that resulted in a
great increase in the willingness of the participants to refer COPD patients to social support
groups. Moreover, positive attitudes were demonstrated by the participants, and many of the
participants expressed their desire and hope to have the BBC establish a location in their facility
to accommodate the high volume of COPD patients being treated there. Additionally, having a
BBC location in the medical center would demonstrate a more comprehensive care in COPD
care management provided by the facility, which is more beneficial to the community. Finally,
the result analysis of this study, including the participants positive expressions, will be shared
with the facility’s leadership, including the facility's Evidence-Based Practice/Nursing Research
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Committee and Division of Professional Practice, who will be the facilitators at the
administration level for the implementation decision.
Future Scholarship
A future study will need to include follow-ups over a period of time to verify the
utilization of the referral program at the provider’s level by reviewing the documentation in the
electronic health records and confirm whether the referrals of social support groups were
included in the COPD patients’ discharge planning. In this respect, a system wide tracking
feature will need to be integrated in the current electronic health records system to facilitate
measuring any increase of such referrals.
Additionally, the future study will also need to include follow-ups over a period of time
with the social support groups, such as the BBC, to measure any change in COPD patient
attendance or participation in these groups. Moreover, the author recommends the inclusion of an
educational presentation highlighting the benefits of the COPD social support groups in COPD
patient discharge education.
Conclusion
The aim of this project was to evaluate healthcare providers’ utilization of social support
referrals for COPD patients and improve evidence-based practice recommendations by including
a referral to social support groups as part of a comprehensive approach through continuity of
care following discharge, rather than sole management of the disease. The referral to a social
support program is a cost-effective intervention. As shown in several evidence-based studies, the
benefits are endless when integrating the referral of a social support group, such as the BBC, into
COPD patients’ discharge planning, so that they can connect, share their experiences, improve
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their knowledge, hope, and self-care, and reduce their depression, exacerbation, and hospital
readmissions.
The analysis of the results showed the QI project to be successful in improving providers’
perception of social support groups on COPD patients and increased providers’ willingness to
refer their COPD patients to such social support groups. Therefore, the author recommends the
implementation of this evidence-based practice in the future by suggesting the integration of a
social support group referral as part of a discharge planning or discharge education for patients
with COPD to improve their quality of life and reduce hospital readmissions.
OTHER INFORMATION
Project Cost
The total cost of this QI project was $500. It was funded by the author to cover the costs
of a presentation binder and printed materials, which included the PowerPoint presentation, the
two-part survey questionnaires, and the flyers for the contact information and locations of social
support groups, and finally the $10.00 thank-you gift cards given to the participants upon
participation (Appendix G).
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APPENDIX A:
EVIDENCE APPRAISAL
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Project Question: Among COPD patient care providers (P), does increasing providers’ understanding of the importance of social support and social support
network to COPD patients (I), compared to current providers’ lack of social support referral utilization (C), encourage providers to utilize a referral to a social
support network as part of COPD patient care management (O)?

Author / Article

Authors:
Alberto, J., & Joyner,
B., (2008).
Article:
Hope, optimism, and
self-care among Better
Breathers Support
Group members with
chronic obstructive
pulmonary disease.

Research
Question/Aim
To verify the levels of
hope, optimism, and
self-care of individuals
with chronic
obstructive pulmonary
disease (COPD) who
attend communitybased Better Breathers
Support Group
(BBSG) meetings.

Design /
Theoretical
Framework
Design:
Quantitative and
descriptive design.
Framework:
N/A.

Sample (N)

Data Collection
(Instruments/tools)

Findings

Sample:
72 responses of mailed
questionnaires were
returned, with four
excluded for
incomplete responses.
Total participants n =
68, including Female n
= 37 (54.4%), and
male n = 26 (38.2%);
average age was 69.76
years; current smokers
n = 2, and former
smokers n = 53; with
COPD n = 50 for more
than 10 years; asthma
n = 2 for more than 20
years; other (e.g.
bronchiectasis, lung
disease, and
pulmonary fibrosis) n
= 5 for more than 21
years.

Data Collection:
158 questionnaire packets
were mailed to group
leaders of 14 BBSG to
distribute among their
members. The packet
included a consent form,
the questionnaire, and
prepaid business return
envelope and postcard to
use in requesting a copy of
the findings.

- Findings included significant
positive correlation between the HHI
and the COPDSC (r = .39, p < .01),
and between the LOT-R and the
COPDSC (r = .41, p < .001),
indicating higher levels of hope and
optimism among participants result in
higher levels of self-care.
- No variable differences between
men and women (p > .05). However,
the high level of correlations among
the variables and self-care and hope
were statistically significant.
Additionally, only 2% of the data
were missing.

Setting:
Community-based
BBSG in Florida,
Georgia, and South
Carolina.

Tools:
Herth Hope Index (HHI) to
measure hope; Life
Orientation Test-Revised
(LOT-R) to measure
optimism or positive
outcomes; Alberto COPD
Self-Care Behavior
Inventory (COPDSC) to
measure self-management
and coping with COPD.

Study Limitations and any negations:
- The number of questionnaires that
were distributed to participating
members of the Better Breathers
Support Group (BBSG) was
estimated, not actual numbers; half of
the questionnaire packets were
estimated to be distributed, with an
approximately 30% response rate.
The low response rate prevents
generalization of the findings to a
larger population.
- Lack of diversity related to race
among the participants (White, n =
59; Black, n = 2, other = 2, and
unknown = 5). However, this
limitation was partially explained by
the facts provided by the American
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Research
Question/Aim

Design /
Theoretical
Framework

Sample (N)

Data Collection
(Instruments/tools)

Findings

Lung Association (2006) that
“African Americans are less likely to
have or die from COPD.” Other
studies have generally shown lower
research participation rates among
African Americans and other
minority groups than White
Caucasians.
Authors:
Lundell, S., Tistad,
M., Rehn, B.,
Wiklund, M.,
Holmner, A., &
Wadell, K., (2017).
Article:
Building COPD care
on shaky ground: a
mixed methods study
from Swedish primary
care professional
perspective.

To identify and better
understand the
healthcare providers’
perspectives and what
influences their
decisions in providing
primary care services
to individuals with
COPD, and to increase
early health promotion
intervention using
eHealth.

Design:
Mixed Methods study:
Mainly qualitative and
partially quantitative.
Framework: PARIHS
inspired interview
guide.

Sample:
N = 58 healthcare
professionals,
including COPD
nurses, and
administrators.
Setting:
Conducted in primary
care settings (one
public and one private)
in a northern Swedish
county council, in a
six-month period in
2015.

Data Collection:
Used interviews for the
qualitative data collection
and analysis; used two
questionnaires for the
quantitative component and
analyzed using descriptive
statistics.
Tools:
Face-to-face interviews
using semi-structured openended questions
(qualitative); questionnaires
and descriptive analysis
(quantitative).

- In their answers, the healthcare
professionals reported that there is a
gap between the primary care actual
treatment and its guidelines due to the
“shaky” healthcare organizational
structure due to the fragmented
interprofessional collaboration; the
primary care handled most of the
medical treatment aspect of care, but
patients with massive needs were
referred to specialty care for
education and rehabilitation. The
study recommends improving the
organizational structure, further
training for professionals, and
additional resources.
- Half of the professionals reported
that they dealt with COPD patients
only during an acute exacerbation; to
prevent such rapid worsening of the
disease, the patients should undertake
a lifestyle change early in the disease.
- Additional challenges reported
included getting enough COPD
patients and finding suitable facilities
for social group activities.
- Also, many professionals reported
not being involved in follow-ups with
COPD patients due to lack of time.
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Research
Question/Aim

Design /
Theoretical
Framework

Sample (N)

Data Collection
(Instruments/tools)

Findings

Study implications using the iPARIHS framework:
Using i-PARIHS framework, the
findings revealed several barriers to
implementing evidence-based
practice, such as interprofessional
collaboration, low prioritization for
COPD, and lacking resources and
limited management support. Hence,
these findings inform about strategies
that target these barriers and utilize
the facilitators, such as the COPD
nurses or trained COPD
professionals, to implement health
promotion interventions in primary
care for people with COPD. Such
interventions should include creating
a functional organizational structure
for collaboration and patient support
and education.
A study limitation includes lack of
patient’s perspective.
Authors:
Witcher, C. SG.,
McGannon, K. R.,
Hernandez, P.,
Dechman, G., Ferrier,
S., Spence, J. C.,
Rhodes, R. E., &
Blanchard, C. M.,
(2015).
Article:
A Qualitative
Exploration of
Exercise Among
Pulmonary

To evaluate the
perspectives of
patients, family, and
care staff in the
adoption of a gendertailored approach in
pulmonary
rehabilitation
environment
(including social
support and
encouragement) to
improve exercise
participation, provide
COPD patient

Design:
Qualitative.
Framework:
N/A.

Sample:
N = 26 participants
recruited through
interviews, including 8
patients, with mean
age 67 years, 4 family
members, 11 PR staff,
and 3 community
stakeholders.
Setting:
Community and
hospital-based,
medically supervised
pulmonary

Data Collection:
Research coordinator
performed 30-minute
telephone interviews
recruiting COPD patients,
family members, and PR
staff. All transcripts were of
any personal information to
protect the identities of
participants.
Tools:
Open-ended, semistructured interviews,
recorded using digital audio

- Improved participants’ (patients,
family members, and PR staff)
perceptions of obtaining support and
encouragement through the PR
program. All the participants reported
that the PR program was vital in
providing the support and motivation
needed to improve exercise
participation, reduce symptoms, and
enhance self-efficacy.
- Increased self-efficacy for exercise
among COPD patients, which refers
to COPD patients being confident in
engaging in exercise despite concerns
of harm, such as feeling breathless.
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Rehabilitation
Participants: Insight
From Multiple
Sources of Social
Influence.

Authors:
Gomez-Pardo, E., et
al., (2015).
Article:
A Comprehensive
Lifestyle Peer GroupBased Intervention on
Cardiovascular Risk
Factors. The
Randomized
Controlled Fifty-Fifty
Program.

Research
Question/Aim

Design /
Theoretical
Framework

education, reduce
symptoms, and
enhance self-efficacy.

To assess whether peer
support group is a
proven strategy to help
improve healthy
behaviors in
individuals with
cardiovascular disease
(CVD) risk factors, as
it is a proven strategy
for many other chronic
illnesses.

Design:
Randomized controlled
trial (RCT).
Peer-group based,
multicenter, RCT with
12-month intervention
and an additional one
year of follow-up.
Framework:
Social Cognitive
Theory.

Sample (N)

Data Collection
(Instruments/tools)

rehabilitation
programs in Canada
(two in Nova Scotia,
one in New
Brunswick, one in
Saskatchewan, and
one in British
Columbia). PR
Programs lasted 6, 10,
or 12 weeks. Sessions
included training
exercises and patient
education on topics
such as COPD, coping
strategies, smoking
cessation, and
advanced care
planning.

recorders, then
professionally transcribed.

Sample:
Total randomized
participants at baseline
were 543 (n = 543),
including 71% female
(n = 387) and 29%
male (n = 156),
distributed between a
control group (n =
266; with n = 189
female and n = 77
male) and intervention
group (n = 277; with n
= 198 female and n =
79 male). Age range
25 to 50 years old, of
which 71% were
between 40 and 50
years.

Data Collection:
Trained leaders managed
the peer-support group
monthly meetings. During
these meetings,
participating members
shared their experiences,
emotions, and solutions.
Four measurement points
were taken: Initial
screening, post-workshops,
final assessments (followup after 1 year), and followup assessments (follow-up
after 2 years).
Collected data included
anthropometric data (such
as weight, height, and blood
pressure), socioeconomic
data, and health habits.

Findings

This was reported from the
perspective of the patient, family
member, and PR staff.
- A strength in this study is the
acknowledgment of the importance of
the support received through the PR
program came from varied
perceptions (patient, family members,
PR staff, and community
stakeholders), representing multiple
sites across Canada.
Study limitations included the
difficulty in speculating the relevance
of these experiences and perceptions
in programs located in other regions
or countries.

- Findings included significant
improvement in reported behavior
and cardiovascular health in the
intervention group compared with the
control group, especially with
tobacco cessation, suggesting that a
combination of educational training
along with peer-support group
meeting in a community setting is an
effective intervention strategy to
sustain an enhanced and healthy
lifestyle.
Study limitations included the study’s
voluntary participation limiting the
data to the motivated participants
only, instead of the entire community,
self-reported behaviors, high female
participation and high dropouts (n =
87), all affect generalization.
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Authors:
Galvao, D. A.,
Newton, R. U., Girgis,
A., Lepore, S. J.,
Stiller, A.,
Mihalopoulos, C.,
Gardiner, R. A.,
Taaffe, D. R.,
Occhipinti, S.,
Chambers, S. K.,
(2018).
Article:
Randomized
controlled trial of a
peer-led multimodal
intervention for men
with prostate cancer to
increase exercise
participation.

Research
Question/Aim

To assess whether a
peer-led selfmanagement
intervention that
addresses both
resistance exercise and
unfulfilled support
need in increasing
exercise participation
for men with prostate
cancer.

Design /
Theoretical
Framework

Design:
Randomized controlled
trial.
Framework:
N/A.

Sample (N)

Data Collection
(Instruments/tools)

Setting:
Spain (Conducted in
Cardona in
cooperation with seven
other municipalities,
including Barcelona).

Tools:
Measurement tools
included the FusterBEWAT (FSB)
questionnaire was used to
score on healthy lifestyle &
biological parameters
(anthropometric data), the
standardized international
Physical Activity
Questionnaire, a
questionnaire for measuring
the quality of life and
another regarding smoking.

Sample:
From a total of 590
men, using Monte
Carlo simulation, 463
prostate cancer
patients (n = 463) were
randomized to
participate in the
study; 84.5% were
married, and the rest
were either single,
divorced or widowed.
The support group (n =
232) was supported by
self-management
materials and access to
resistance exercise
equipment. The other
group (n = 231) was
with usual care.

Data Collection:
Self-reported assessment of
exercise. The participants
were evaluated at baseline,
three, six, and 12 months.
Monthly telephone-based
peer support group for six
months, in addition to selfmanagement materials,
were provided, covering
treatment effects and stress
management, nutrition and
diet, and physical activity.

Setting:
Queensland Cancer
Registry, Australia.

Tools:
Chi-squared analyses were
used to measure physical
activity. Psychometric
measure Assessment of
Quality of Life (AQoL) was
used to evaluate the quality
of life.

Findings

- Positive results included increased
compliance with exercise guidelines
among the peer-led intervention
support group at three and six months
compared to the usual care group,
while no gain was maintained at 12
months, apparently due to no followup support was maintained after six
months.
- Additionally, psychological distress
and quality of life outcomes resulted
in better scores in AQoL subscales
(Relationship P = 0.49) at 3 months,
and at 12 months the scores were
improved for Mental superDimension P = 0.031, Happiness P =
0.022, Coping P = 0.02) among the
peer-led intervention support group.
A study limitation was a self-reported
assessment of exercise.
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Authors:
Skirbekk, H.,
Korsvold, L., Finset,
A., (2017).
Article:
To support and to be
supported. A
qualitative study of
peer support centers in
cancer care in Norway.

Research
Question/Aim
To explore the
expectations of peer
supporters, patients
and their relatives of a
peer support program
in cancer care;
compare challenges
and needs while living
with cancer; explore
what motivates the
participants to enroll
in peer support
programs.

Design /
Theoretical
Framework
Design:
Qualitative methods
that included site
observation of daily
activities, and
individual and focus
group interviews with
peer supporters,
patients, and their
relatives.
Framework:
N/A.

Sample (N)

Data Collection
(Instruments/tools)

Findings

Sample:
A total of 38
participants were
interviewed (n = 38);
age between 23 and 73
(mean 52 years old).

Data Collection:
Through individual and five
focus group interviews with
19 peer supporters, in-depth
patient interviews (n = 10),
and spouses (n = 2) were
interviewed separately. Site
observations of daily
activities were conducted
over five days to evaluate
peer supporters’
interactions with the
patients and family.

- The peer support program provides
a framework for positive social
comparison by sharing with others
who had same experiences of disease
and treatment.
- The peer support group was a
valuable and feasible intervention to
convey hope and provide coping for
cancer survivors through freely
shared experiences and sensitive
issues, such as death.
- The program provides a sense of
community and was an important
supplement to family and healthcare
providers.
- This study helped in providing a
wide variety of perspectives on peer
support; the researchers were from
different backgrounds (nurses,
psychologists, and sociologists), and
the participants were patients and
their relatives.

Setting:
Patients and their
relatives were
recruited from the
Cairn Centre. Peer
supporters were
recruited from the
Norwegian Cancer
Society.

Tools:
Face-to-face individualized
and group meetings. A
systematic test
condensation approach was
used to manage the social
contents methodologically.

Study limitations: Only two relatives
were interviewed, limiting knowledge
about their perspective. Peer
supporters needed more training and
role clarification.
Authors:
Hoth, K. F.,
Wamboldt, F. S., Ford,
D. W., Sandhaus, R.
A., Strange, C.,
Bekelman, D. B., &
Holm, K. E., (2015).
Article:
The Social

To evaluate the effect
of social environment
and support on
uncertainty in
association with
COPD prognosis and
symptoms.

Design:
Qualitative crosssectional study.
Framework:
Middle-range nursing
theory of uncertainty in
illness.

Sample:
N = 462 completed a
mailed questionnaire;
Mean age 59.3 years;
male n = 237 (51.3%);
Caucasians 453
(98.7%), all others
totaled 6 (1.3%). Mean
Setting:

Data Collection:
Data was collected through
mailed questionnaire. Data
on social environment
included participation in
social support groups,
perceived criticism from
family members with
COPD, and general family
dynamics.

- Social environment was
significantly correlated with
uncertainty. Uncertainty was highly
correlated (0.68 in MUIS-A) with
depression and anxiety, much higher
than the correlation of the social
environment.
- Participants who attended support
groups and educational meetings
reported less ambiguity (lower
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Research
Question/Aim

Design /
Theoretical
Framework

Environment and
Illness Uncertainty in
Chronic Obstructive
Pulmonary Disease.

Sample (N)

Data Collection
(Instruments/tools)

Findings

Participants by mail in
the USA and Canada.
Protocol approved by
the Institutional
Review Boards at
National Jewish
Health and the
Medical University of
South Carolina.

Tools:
Mishel Uncertainty in
Illness for Adults (MUISA) was used to measure the
uncertainty; the scales
included subscale for
ambiguity (of symptoms)
and complexity (of
treatment).

ambiguity score by 3.31 points, p =
0.010) and lower depression
compared with individuals who did
not attend any.
- A study strength is the significant
results it provides in the social
context are correlated with the degree
of uncertainty that COPD patients
experience.
Study limitations included the
collection of data through self-report
questionnaires, 36% response rate,
cross-sectional study that precluded
an assessment of the extent of
influence among the social
environment, psychological distress
(depression and anxiety), and
uncertainty.

Authors:
Beattie, J., Battersby,
M.W., & Pols, R.G.,
(2013).
Article:
The Acceptability and
Outcomes of a Peerand HealthProfessional-Led
Stanford SelfManagement Program
for Vietnam Veterans
With Alcohol Misuse
and Their Partners.

To evaluate the
acceptability and
feasibility of the
Stanford Program of
chronic condition selfmanagement (CCSM)
led by peer and health
professionals for
Australian veterans
and their partners.

Design:
Randomized controlled
study coupled with a
longitudinal design with
a two-year follow-up.
Framework:
Evidence-based tailored
Flinders University
Program (FP) of
CCSM, and the groupbased generic education
Stanford Program of
CCSM that support care
planning and assist selfmanagement.

Sample:
Participants consisted
of 25 male veterans
and 18 female partners
(n = 43) that dealt with
comorbid alcohol and
medical conditions,
such as posttraumatic
stress disorder (PTSD)
and depression,
measured with a score
of 8 or greater (risky
drinking) using the
Alcohol Use Disorders
Identification Test
(AUDIT).
Setting:
Australia.

Data Collection:
For evaluation, six weekly
sessions of Stanford
programs were conducted,
with four health
professionals (a
psychologist, registered
nurse, and a
physiotherapist) and three
peer facilitators who were
Vietnam veterans were
trained and accredited to
facilitate the programs;
follow-up and evaluation
using post-program semistructured questionnaire;
group interviews were
completed by the trained
facilitators.

- The Stanford Program was
welcomed by the participants, and
improvements in lifestyle and
confidence in the CCSM were
evident in the participants’ responses.
Thirty-six (84%) completed the
evaluation survey. A total of 20
participants (n = 15 veterans, and n =
5 partners) completed all six sessions
of the program; 16 (n = 10 veterans,
and n = 6 partners) attended five
sessions; seven attended up to four
sessions.
- AUDIT scores showed significant
improvements (less alcohol disorder)
in the intervention group (n = 46)
from baseline to 9 months (p = .039)
compared with the control group (n =
31).
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Authors:
Halding, A. G., Wahl,
A., & Heggdal, K.,
(2010).
Article:
‘Belonging.’ ‘Patients’
experiences of social
relationships during
pulmonary
rehabilitation.

Research
Question/Aim

To explore everyday
life experiences of
social relationships
during pulmonary
rehabilitation (PR) for
people living with
COPD.

Design /
Theoretical
Framework

Design:
Qualitative method
(Individual qualitative
interviews).
Framework:
Interpretive
phenomenology.

Sample (N)

Data Collection
(Instruments/tools)

Findings

The intervention group
received
individualized FP
along with the
Stanford Program of
CCSM, and the control
group received a
tailored usual care
plan provided through
the group-based
Stanford Program of
CCSM alone.

Tools:
A structured questionnaire
was used for evaluation
during the programs, and a
semi-structured
questionnaire was used for
post-program evaluation.
Measurements were taken
for alcohol use disorders,
PTSD, anxiety, depression,
anger, relationship, and
quality of life. Outcome
Measurement tools
included AUDIT to
measure alcohol use
disorder and Assessment of
Quality of Life (AQoL).

- No significant differences between
the FP and the Stanford CCSM
programs.
- No significant improvements
noticed in the depression and PTSD
symptoms between the intervention
and control groups.
- Among the strengths of the program
is the presence of the trained health
professional and group leaders.

Sample:
N = 18 participants (n
= 13 males, and n = 5
females); age range 52
to 81 years.

Data Collection:
Qualitative interviews were
conducted twice, once
within two months of PR
course completion, and
again one year later to
capture changes in
participants’ experiences.
The interviews were
performed at the
participants’ residences or
the researcher’s office; they
were recorded, and each
lasted 40-90 minutes.

- The results of this study emphasized
the importance of social support
integration in pulmonary
rehabilitation.
- The participants expressed
appreciation for the pulmonary
rehabilitation program sessions; they
articulated that their participation and
the social support provided through
the PR group improved their
adaptation to the disease, made
coping with the stress of the chronic
illness achievable, and resulted in
their enhanced quality of life.
- The primary theme of the PR gave
them a sense of belonging through the
informal settings, open dialogue, and
shared experiences, understanding,

Setting:
Rehabilitation units in
two general hospitals;
PR was a 12-week
group-based outpatient
course, meeting once a
week, led by specialist
nurses; lung specialists
were available for
diagnoses and
treatment. Lectures on
COPD, coping

Tools:
Data was collected using
thematic interview guides.

Study limitation included the short
duration of the program, and some
negative issues were noticed in the
dynamics between the participated
couples (veterans and their partners),
affecting the truthful expression of
feelings, even after they had attended
PTSD programs and relationship
counseling.
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Authors:
Chen, Z., Fan, V. S.,
Belza, B., Pike, K., &
Nguyen, H. Q.,
(2017).
Article:
Association between
Social Support and
Self-Care Behaviors in
Adults with Chronic
Obstructive
Pulmonary Disease.

Research
Question/Aim

To evaluate whether
higher social support
is associated with a
better quality of life in
adults with COPD,
with a focus on
depression and
physical activity.

Design /
Theoretical
Framework

Design:
Observational
Longitudinal study
(two-year long).
Framework:
N/A.

Sample (N)

Data Collection
(Instruments/tools)

strategies, smoking
cessation, social
support, and activities;
personalized strategies
of treatment plans
were provided at the
end of the course.

Coding, categorization, and
thematic analyses were
performed using the
N6software program.

Sample:
N = 282 participants
with stage II to IV
COPD; mean age 89
years; 80% male.
Participants were
recruited from three
medical centers using
queries of medical
records and pulmonary
tests.

Data Collection:
Data used for the
CASCADE (COPD
Activity: Serotonin
Transporter, Cytokines, and
Depression). Physical
activity was measured
using Step-watch 3 Activity
Monitor at three-time
points: baseline, year 1, and
year 2. Self-care behavior
data included living status,
number of close friends and
presence of partners, and
medication adherence.
Participants wore an
activity monitor for seven
days after the clinical visit;
a depression and anxiety
assessment was completed
by phone by a trained
mental-health professional
two day after the clinical
visit; measurement
procedures were repeated at
year 1 and year 2.
Demographic data (age,
sex, race, education,
employment, and income)
were self-reported.

Setting:
Three clinical sites in
the USA, including
one academic medical
center and two
Veterans Affairs
Health Care Systems.

Findings

and fellowship.
A study limitation was in the physical
distance of the geographic area it
covered, where networking between
the patients was challenging; as a
result, 15 of the initial 33 COPD
patients were unable to participate in
the study.
- Participants with the higher MOSSS
total score for functional social
support were associated with slightly
lower probabilities of smoking (p =
0.03), and higher probabilities of
pneumococcal vaccination (p = 0.02).
- Social support association with
medication adherence was
insignificant.
- Participants with a relative or a
friend caregiver were five times
higher in motivation to participate in
pulmonary rehabilitation compared
with no caregiver (p < 0.05); this
probability was even 11 times higher
if the caregiver was a spouse.
- Social support had a modest
significance association with smoking
status (p = 0.03).
- No significant association between
perceived social support and
medication adherence.
- Participants having overall social
support are associated with higher
level scores of MOSSS (over 15 to 27
points) for physical activity, and
lower risk of exacerbation.
Study limitations included high male
participation with military service and
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Authors:
Kirby, S. E., Dennis,
S. M., Baseley, P., &
Harris, M. F., (2012).
Article:
What Distinguishes
clinicians who better
support patients for
chronic disease selfmanagement?

Research
Question/Aim

To determine and
evaluate the factors
that encourage chronic
disease selfmanagement (CDSM)
uptake by clinicians
and patients and
prevent patient
hospital readmissions.

Design /
Theoretical
Framework

Design:
Mainly qualitative, with
limited quantitative
analysis in the
interpretation of
interview data.
Framework:
Chronic Disease selfmanagement (CDSM).

Sample (N)

Sample:
Total participants n =
33 patients, in two
groups: those referred
to CDSM but were
readmitted to the
hospital when
symptoms were
experienced (FRP, n =
16), and those referred
to CDSM and selfmanage their
symptoms in
consultation with their
CDSM clinicians
(SMP, n = 17). FRP
was recruited from the
emergency department
(inpatients), and SMP

Data Collection
(Instruments/tools)

Findings

Tools:
CASCADE information
included consent, pre-and
post-bronchodilator
spirometry, and completion
of questionnaires. Physical
activity was measured
using a validated
accelerometer. Functional
social support was
measured using the Medical
Outcomes Social Support
Survey (MOSSS).
Alcohol use was screened
using Audit-C. Hospital
Anxiety and Depression
Scale was used to measure
the psychological
symptoms.

low levels of depression limiting
generalization of the findings.
Additionally, the study did not
measure the effects of other
potentially key factors of social
relationships, such as conflicts, that
might affect the influence of self-care
behaviors.

Data Collection:
Data collected from the
clinicians and patients that
participated in CDSM were
documented, analyzed and
discussed in three levels of
analysis for consistency and
trustworthiness.

- Policy was implemented in the
hospital to issue written referrals to
chronic disease patients for off-site
CDSM services before discharge. All
providers reported that they followed
the policy and referred their patients
to CDSM when clinically appropriate
if they were aware of the availability
of these services in the patients’
communities.
Some clinicians considered the
patient’s socioeconomic factors and
lack of family or any other support
before referring their patient to
CDSM services, instead of routinely
referring them.
- Interpreted data indicate that
healthcare providers’ patient-centered
attitudes, behaviors, skills, and

Tools:
Using semi-structured faceto-face interviews; NVivo 8
was used for coding the
answers and analysis.

49
Author / Article

Research
Question/Aim

Design /
Theoretical
Framework

Sample (N)

Data Collection
(Instruments/tools)

from the respiratory
clinic (outpatients). No
differences between
the two groups
regarding age, gender,
and educational level.
Several general
practitioners,
physicians, nurses, and
one psychologist
supported and
provided information
and education about
the CDSM, which
were located outside
the hospital. One-third
of the providers were
male, and one-third
were under 50 years
old.
Setting:
Three settings in a
150-bed regional
hospital in New South
Wales, Australia:
clinical setting from
the inpatient wards of
the hospital emergency
department, outpatient
clinics (CDSM off-site
service), and general
practitioners’ practices
in the hospital’s feeder
area.
Authors:
Cook, J. A., Copeland,
M. E., Floyd, C. B.,
Jonikas, J. A.,

To test the efficacy of
the Wellness Recovery
Action Planning
(WRAP) as a peer-led

Design:
Single-blind,
randomized controlled
trial.

Sample:
Participants with
serious mental illness
were randomized and

Findings

knowledge enabled them to refer
patients to accept responsibility and
self-manage their disease.
- Access and referral barriers to
patients interested in CDSM were
reported. All providers agreed that a
major barrier to CDSM uptake was
the long waiting list due to lack of
resources to ensure follow up CDSM
referrals; as a solution, early
scheduling appointments with the
CDSM services were suggested for
their patients prior to discharge and
following up using reminder phone
calls to improve uptake and prevent
patient readmissions.
- Access barriers also existed due to
insufficient resources to cope with the
demand and shortage of practitioners’
availability for support of CDSM.
- Also, communication difficulties
were noted between health
practitioners and CDSM service
providers that negatively affected the
CDSM uptake.
Study limitations included the small
sample size and that it was performed
in one hospital, limiting
generalization of the results.
Additionally, the study had limited
quantitative analysis; it was mostly
qualitative in the interpretation of
interview information.
Data Collection:
WRAP intervention
provided was an eight 2.5hour weekly sessions

- Primary outcome as reported by
WRAP participants was the
significant decrease in depression and
anxiety symptoms at post-
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Research
Question/Aim

Design /
Theoretical
Framework

Sample (N)

Data Collection
(Instruments/tools)

Findings

Hamilton, M. M.,
Razzano, L., Carter, T.
M., Hudson, W. B.,
Grey, D. D., & Boyd,
S., (2012).

self-management
intervention to reduce
depression and anxiety
and increase recovery
among people with
chronic mental illness,
in comparison with
usual care.

Framework:
Wellness Recovery
Action Planning
(WRAP), a selfmanagement
intervention that
promotes peer support;
self-efficacy theory;
social comparison
theory.

narrowed down to n =
519, with n = 251 in
the intervention group
(using WRAP), and n
= 268 in the control
group (using a
traditional treatment
such as community
mental health centers
and outpatient clinics).

program or a wait-list
control condition.
Evaluations were conducted
at the end of intervention
(two months) and after six
months for follow-up.

intervention and 6-month follow-up,
compared with participants with usual
community care.
- Secondary outcomes were increased
self-confidence, self-perceived
recovery and hopefulness, and
enhanced quality of life as reflected
in the high scores of WHOQOLBREF.
- The results confirmed the
effectiveness of peer-led selfmanagement training program,
particularly WRAP, as an evidencebased intervention that reduces
psychiatric symptoms enhances
hopefulness and quality of life of
patients with serious mental illness.
- The most common reasons for not
attending WRAP were transportation
problems, scheduling conflicts, and
physical illness.

Article:
A Randomized
Controlled Trial of
Effects of Wellness
Recovery Action
Planning on
Depression, Anxiety,
and Recovery.

Setting:
Recruits were through
clinicians and peer
referrals, mental health
board websites, and
advertisement.
Participants were
recruited from
outpatient community
mental health clinics
in six Ohio
communities. WRAP
intervention was
offered in accessible
community settings,
for free. The classes
were facilitated by two
trained peers; class
sizes were 5 to 12
participants. The
course program
included lectures,
group discussions,
exercises, peer
support, disease
management, and
wellness strategies.

Tools:
WRAP fidelity assessment
tool to measure mental
conditions, tracking tools to
track attendance, and Hope
Scale was used to measure
hopefulness; World Health
Organization Quality of
Life-BREF (WHOQOLBREF) was used to
measure any enhanced
improvement in the quality
of life.

Study limitations included the sample
not being drawn from a national
probability sample and that all
participants were from a single
Midwestern state, as opposed to a
regional variation, limiting
generalization of the results.
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Research
Question/Aim

Design /
Theoretical
Framework

Sample (N)

Data Collection
(Instruments/tools)

Findings

Authors:
Russell, S., Ogunbayo,
O. J., Newham, J. J.,
Heslop-Marshall, K.,
Netts, P., Hanratty, B.,
Beyer, F., & Kaner,
E., (2018).

To explore the barriers
and facilitators that
influence engagement
for COPD patients and
practitioners in selfmanagement
(including family and
peer support)
interventions to
improve quality of life
and reduce hospital
readmissions.

Design:
Systematic review and
synthesis of qualitative
evidence.

Sample:
A total of 31 studies
were appraised.
Published 2002-2017.
Overall quality “very
good” and “good”
(relatively high
quality). Mean age 69
years; 62% male.

Data Collection:
Multidisciplinary range of
databases was used
(MEDLINE; ASSIA;
CINHAL; PsycInfo; ISI
Web of Knowledge. Search
keys included COPD and
self-management.
Qualitative research papers
were used.

- Family and peer support could
prove essential to self-manage the
disease and improve quality of life,
although family support can introduce
a sense of guilt if support was not
appropriately provided.
- Learning to self-manage normally
requires prolonged follow-up time
because COPD patients experience a
long-lasting exacerbation, frustration,
depression, anxiety, and limitations in
social interaction due to reduced
mobility and fear of breathlessness.
Anxiety and fear of worsening of
symptoms or death were commonly
reported by patients.
- Healthcare providers may not have
sufficient consultation time or
resources to provide effective selfmanagement support and address the
patients’ psychosocial needs, adding
more barriers that prevent patients’
engagement in self-management.

Article:
Qualitative systematic
review of barriers and
facilitators to selfmanagement of
chronic obstructive
pulmonary disease:
views of patients and
healthcare
professionals.

Framework:
N/A.

Setting:
Multiple.

Tools:
Data were extracted by two
researchers and supported
by a wider team that
extracted factors considered
as barriers or facilitators to
self-management
intervention. Themes were
compared, then grouped
and translated into a higher
level of themes using an
iterative process,
representing cumulative
findings.

Study limitations included underrepresentation of female patients,
limited ethnic diversity.
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Expense Description

Expense Amount

Presentation binder

$ 15

Printed materials (Color PowerPoint presentation, survey
questionnaire, and color flyers)

$ 45

Gift cards (Participation incentive - $10 each)

$430

Fuel

$ 10
Total Expenses

$500
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