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Abstract

Background: Breathlessness, along with the associated inability to engage in normal
activity, is one of the most distressing symptoms for patients with chronic obstructive
pulmonary disease (COPD).Aim of study: The aim of this study was to evaluate the effect of
nursing intervention program on patient knowledge and practice regarding breathlessness in
patients with chronic obstructive pulmonary disease. Subjects and Methods: Research
design: A quasi experimental research design was used. Setting: The study was conducted
in chest department at Aswan University Hospitals. Subjects: Convenient sample of40 adult
patients with COPD were recruited for the purpose of the study. Tools of data collection:
Questionnaire form about Patient Knowledge, Patients' Practices Observational Checklists,
Modified Borg Scale (MBS), Hospital Anxiety and Depression Scale (HADS) and Rotterdam
Symptoms Checklist were used to collect data. Results: All of the studied patients had
unsatisfactory knowledge and practices regarding COPD and breathlessness before nursing
intervention program, which improved after program intervention with highly significant
differences. Also, the breathlessness, anxiety and depression and dimensions of Rotterdam
symptoms checklist improved significantly in patients with COPD who received nursing
intervention program. Conclusion: Implementation of nursing intervention program had
statistically significant improvement in patients' level of knowledge, practices, dyspnea,
anxiety, depression level and dimensions of Rotterdam symptoms checklist.
Recommendations: Conducting comprehensive health education programs for patients with
COPD in outpatients' clinics with simplified printed guidelines through leaflets or brochures
explaining how to prevent and control breathlessness and further evaluation of the effect of
strategies to prevent and ameliorate breathlessness intensity and distress responses in larger
sample of COPD patients in order to generalize the results.

Key words: Breathlessness, Nursing Intervention, Patient Knowledge and Practice, Chronic
Obstructive Pulmonary Disease

Introduction:

The Global Initiative for Chronic production, and exertion
Obstructive Lung Disease (GOLD) breathlessness. These symptoms
defines chronic obstructive pulmonary often worsen over time.

disease (COPD) as a common
preventable and treatable disease that
is characterized by persistent airflow
limitation that is usually progressive
and associated with an enhanced
chronic inflammatory response in the
airways and lung to noxious particles
or gases. Exacerbation and co
morbidities contribute to the overall
severity in individual patients. )
Chronic  Obstructive Pulmonary
Disease is characterized by three
primary symptoms: cough, sputum

Breathlessness may be severe and
often interfere with patient’s activities.
COPD is a significant disease which
affects the individual physically,
emotionally, and socially and leads to
an increase in the social support
needs of the patients. @

Almost 90% of COPD deaths
occur in low- and middle-income
countries, where effective strategies
for prevention and control are not
always implemented or accessible. ©
The prevalence of COPD in Middle
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East and North Africa seems to be
lower than that reported in
industrialized countries. Under
reporting and risk factors other than
smoking may contribute to this
difference. @

Breathlessness, also known as
dyspnea, is a symptom unique to the
patient. Definitions  stress  the
combination of unpleasant physical
sensations with adverse emotions,
such as anxiety, panic, or low mood.
The sensation of dyspnea arises as a
result of complex synthesis of afferent
signals to the brain, influenced by
psychological and emotional factors
and interpreted subconsciously based
on a bench marking of past
experience.®

When COPD patients start to feel
short of breath, they worry that they
are not getting enough air, which
causes anxiety. Anxiety makes patient
breath harder and faster, which makes
the breathlessness worse. When
people experience this, it can be so
distressing that they start to limit their
activities in order to avoid anything
that may cause them to feel shortness
of breath as they get into dyspnea
cycle. Breathlessness cycle is not only
frightening, but can lead to feelings of
sadness and worry. If these feelings
become overwhelming, they can start
to interfere with daily life. ©

Considering the general
therapeutic aims  proposed in
treatment for COPD, it is evident that
the improvement of inspiratory muscle
function should be a target for any
therapeutic intervention to improve the
sensation of breathlessness. To
improve breathlessness, several non-
pharmacologic approaches have been
suggested, with a focus on nutrition,
training of inspiratory muscle groups,
relaxation techniques and positioning
of a patient.

Providing information and
education is foundational to enhance
the patient and family’s ability to cope.
Patient's education is a critical
component of COPD management
and fundamental to increase a
patient's ability to self-manage the

disease. Educational interventions that
increase  knowledge alone are
insufficient;  patients must also
integrate the knowledge and tools they
learn into their daily lives, and this
must lead to behavior modification.
Education offered in their preferred
learning style is more likely to lead to
successful learning and increases
learner satisfaction. ®

Significance of the study:

The wider impact of breathlessness
includes restrictions of functional
capacity which limits patient's ability to
work, causing dependence on others.
The associated loss of independence
and social role can lead to feelings of
anger and frustration. Other
psychological responses, such as
chronic anxiety and depression further
increasing the healthcare burden. This
study was carried out in an attempt to
promote patient health status and
relief symptom of  breathlessness
through provide patients with important
knowledge and practice regarding
breathlessness to assist them achieve
their physical, emotional, social well-
being .

Aim of the study:

The present study aimed to
evaluate the effect of nursing
intervention program on  patient
knowledge and practice regarding
breathlessness in patients with chronic
obstructive pulmonary disease.
Research Hypothesis:

The knowledge and practice scores
regarding breathlessness of patient
with COPD post program will be
improved than that of their pre-
program score.

Subjects and methods:
Research design:

A quasi experimental research
design was conducted to achieve the
aim of the study.

Study setting:

The study was conducted in chest
department at Aswan University
Hospitals.

Study subjects:

All available patients with COPD
were recruited for the purpose of the
study. Subjects were included in the
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study: their age ranges from 20 to 60
years old, didn't participate in any
previous program and can attend for
treatment and follow-up.

Tools of data collection:

Data was collected by the
researcher based on review of
literature and under supervision in
simple Arabic language using the
following tools:

1. Interview Questionnaire form
about patient knowledge:

It was design by the researcher to
assess the knowledge of chronic
obstructive pulmonary disease patients
regarding breathlessness and used by
the researcher, including the following
parts:

Part I.: Personal characteristic of
patients it was contained five closed
ended questions as the following: Age,
Gender, Marital status, Educational
level and Work.

Part Il: Patient health history it was
contained Present history, Past history
and family history was contains

Part Ill: Patient's knowledge about
COP developed by researcher and
guided by White, et al. © related to
definition of breathlessness and
COPD, causes, signs and symptoms,
nutrition, treatment and self-
management of breathlessness. The
score converted into percent score.
The  patient's  knowledge  was
considered satisfactory if the percent
score was 60% or higher and
unsatisfactory if less than 60%.

2. Observational Checklist for
Improving Breathlessness:Ilt was
adapted from Altman, et al®®''? and
modified by the researcher to assess
patients' practice regarding
improvement of breathlessness before
and after the program then in follow up.

It was contained the following:
incentive spirometry, Breathing
retraining exercise, using inhaler,

stretching & strengthening exercise.
The score converted into percent
score. The patient's practice was
considered satisfactory if the percent

score was 75% or higher and
unsatisfactory if less than 75%.
3. Modified Borg Scale It was
adopted from Borg™® Used to measure
degree of breathlessness. It ranges
from O to 10. No breathlessness at all
(0), very very slight breathlessness
(0.5), very slight breathlessness (1),
slight breathlessness (2), moderate
breathlessness (3), somewhat severe
breathlessness 4), severe
breathlessness (5-6), very severe
breathlessness (7-8), very very severe
breathlessness (Almost Maximum) (9)
and maximum breathlessness (10).
The scores given by each patient were
summed up and divided by the total
number of patients, giving a mean
score for the scale.
4. Hospital Anxiety and Depression
Scale: It was adopted from Zigmond &
Snaith® it consists of 14 items (7 each
for anxiety and depression). Each item
is rated on a four point scale ranging
from O (not at all) to 3 (very often).
Responses are based on the relative
frequency of symptoms over the
preceding week. Scores range from 0
to 21 for each subscale. An analysis of
scores on the two subscales supported
the differentiation of each mood state
into:

= No anxiety (scores 0-7).

= Borderline (scores 8-10).

= Severe anxiety (scores 11 -21).
5. Rotterdam Symptom Checklist It
was adopted from De Haes., et al®It is
a self-report measure. It was designed
to cover, originally, domains: physical
symptom distress, psychological
distress, activity level and, overall
global life quality. Patients reporting no
problems (‘not at all’) and the percent
of patients reporting have been
bothered by the symptom (taken ‘a
little’, ‘quite a bit' and 'very much’
together). Thus an overview of patients
being burdened by each symptom is
given.

- The physical symptom distress scale
consists of 23 items referring to
different physical symptoms.

-The psychological distress scale
consists of 7 items
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-The activity level scale consists of 8
items regarding functional status.
These items form a scale in which
mobility as well asocial and role
activities are covered. Its Likert-type
scale used to determine level of
dysfunction range from 1 to 4 in which
unable (4), only with help (3), without
help with difficulty (2), without help (1).
-The overall valuation of life
(sometimes called either global quality
of life or overall quality of life) is
measured by one single item included
in the checklist. Item scores range
from 1-7.Excellent (1), good (2),
moderately good (3), neither good nor
bad (4), rather poor (5), poor (6),
extremely poor (7) . The score were
summed -up and converted into
percent .The score was 0 to < 50
implies a level of no impairment; > 50
t0100 implies the highest level of
impairment.

Content validity and Reliability:

It was established by a panel of 5
experts in nursing and medical staff
including: professor of community
health nursing, professor geriatric
nursing, two professor of Medical
Surgical Nursing, and professor of
chest disease who reviewed the
instruments, and designed booklet for
clarity, relevance comprehensive,
understanding, applicability, and
easiness for administration. Minor
modifications were required.lt was
established by Alpha Cronbach test
which is used to measure the internal
consistency (reliability of the used tool
or instrument). The reliability scores of
the all tool as above 0.87, which
indicates the high tool internal
consistency of the used tool.

Field work:

After an official permission was
taken from the dean of the faculty of
nursing, from manager of Zagazig
University = Hospitals and  from
supervisor of nurses in chest
Department; the implementation phase
for data collection started as following:

- The selection of patients, the
collection of data and the
implementation  of the  nursing
intervention program lasted over a
period of 12 months, starting from July
2015 to June 2016, which classified as
following:

- During first 6 months each patient
was seen daily by researcher during
hospitalization until discharged from
hospital, during this period before
applying the program to collect the
baseline patient's data using all study
tools (pretest) also during this period
of patient hospitalization applying and
implementation of the program (from
July 2015 to December 2015).

- After 3 month each patient was
interviewed and immediately after
applying the program sessions for
posttest to assess patient knowledge
and practice, severity of dyspnea, level
of anxiety and depression and domain
of Rotterdam symptoms checklist
using all study tools  from
(January2016 to march 2016).

-After 3 months of posttest perform
evaluation of each patients follows up
test (from April 2016 to June 2016) to
reassess his knowledge and practice,
severity of dyspnea, level of anxiety
and depression and health status
using all study  tools .The
guestionnaires filled by the researcher.
- Data used to be collected every day
from patient admission until discharge
from the chest department at Aswan
University Hospital for patients with
COPD from 9:00 am to 1:00 pm.

- It was necessary for the researcher
to introduce herself and explain the
purpose of the study for the subjects
including in the study. The researcher
assured that the data collected and
information will confidential and would
be used only to improve their health.
Also, the data was collected by the
researcher using simplified Arabic
language.

- The program consisted of 12
sessions two sessions of them to
identify the objective and the
importance of the program. Four
sessions were theoretical, and five
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sessions were practical. One session
for posttest, each interview took
approximately 30 minutes in each
theoretical session and 30 minutes in
each practical session.

- The sessions began with  one
session for a formative assessment to
show the patient's condition
(interviewing the patient regarding
personal data and identification), and
one session for demonstrating the
importance of the educational program
and for assessing the patient's
knowledge and practice by filling
patient's knowledge and practice
questionnaire before the program.

- In each session, ten minutes pre and
post are directed for re-demonstration
and implanted in simplified way by
using paper board, pictures, videos
and booklet, through group discussion,
to identify self-reflection, evaluate with
feedback and oral exam.

- In practical session the researcher
had demonstrated using incentive
spirometer, breathing retraining
exercise ,stretching and strengthen
exercise and using inhaler using real
materials within 30-45 minute; and
explained the rationale for each item in
the procedure .Evaluate with return
demonstration and post-test.

- Questionnaire about knowledge was
filed by educated patient through
observation of the researcher and the
observational checklist for improving
breathlessness was filled by the
researcher within 20-30 minute

Pilot study:

A pilot study was carried out on five
patients within selected criteria to test
the tools for clarity, relevance,
comprehensiveness, understanding,
applicability and ease for
implementation. The results of the
data obtained from the pilot study
helped in modification of the tools,
item were then corrected or added as
needed. Those who shared in the pilot
study were excluded from the main
study sample.

Administrative and ethical
considerations:

At the initial interview, each
potential subject was informed about

the nature, purpose, benefits of the
study, and informed that his/her
participation is voluntary.
Confidentiality and anonymity of the
subjects were also assured through
coding of all data. The researcher
assured that the data collected, and
information would be confidential and
used only to improve their health and
for the purpose of the study.
Statistical analysis:

All collected data were organized,
categorized, tabulated, entered, and
analyzed by using SPSS (Statistical
Package for Social Sciences); a
software program version 14, which
was applied to frequency tables and
statistical significance. The statistical
significance and associations were
assessed using, the arithmetic mean,
the standard deviation (SD), Wilcoxon
Signed Ranks test (Z test), Pearson
chi-square test (X2) and Pearson
Correlation (r) to detect the relation
between the variables. Significant
difference was considered if p< 0.05.
Results:

Table (1): llustrated the personal

characteristics of the studied patient,
where 65.0% of patients were 50
years age or older. The age range
from 40 to 60 years with a mean = SD
53.65 * 5.25 years .While 90.0% of the
study sample were males, and 95.0%
were married.
On the other hand this table clarified
that 45.0% of the study sample were
illiterate, and 55.0% of patients of the
study was not working.

Table (2): shows that in relation to
smoking, it appears from table, that
72.5% of patients were current smoker
while 17.5% were never smoked. On
other hand 10.0% of study patient
previous smokers. As regards of type
of smoking it shows that 75.0% of
patients were cigarette smoker while
15.0% was smoking shisha. Mean
smoking year's was 24.19+6.2 and
mean years of quitting smoking were
3.96+2.35.

Table (3): This table showed that,
all study subjects 100.0% had
unsatisfactory knowledge level in
preprogram phase, while 90.0% of
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them in post program phase and
85.0% of them in follow-up phase had
satisfactory knowledge level. This
table also confirmed that, there was a
highly statistically significant difference
between pre / post and pre / follow up
program phase as regarding to the
total score for studied patients'
knowledge  about = COPD and
breathlessness p< 0.01.

Table (4):This table showed that,
all study subjects 100.0% had
unsatisfactory  practice level in
preprogram phase, while the majority
95.0% of them in post program phase
and the most of them 85.0% in follow-
up phase had satisfactory practice
level.This table also confirmed that,
there was a highly statistically
significant difference between pre /
post and pre / follow up program
phase as regarding to the total score
for studied patients' practice about
COPD and breathlessness p< 0.01.

Table (5): This table shows
severity of the shortness of breathing
among the studied patients using
Modified Borg scale. It reveals that
55.0% of the studied patients had
moderate dyspnea pre- program
phase compared with 35.0 % post
program phase and 32.5% follow up
phase and with highly significant
difference between them. Also, the
same table shows that the number of
patients with severe dyspnea was
lower in post and follow up phase
12.5% and 17.5% respectively with
highly statistically significant difference
compared with 37.5% in pre- program
phase P< 0.01.Moreover, there is a
highly statistically significant difference
between the mean scores of dyspnea
severity for COPD patients pre, post
and follow up program P< 0.01.

Table (6):lllustrates severity of
patients' anxiety and depression level
throughout study phase. As noticed,
50 % of patients were had sever
anxiety followed by 40% of them on
borderline and 10% of them was no
anxiety in preprogram phase, which
changed into 20.0%, 27,5% and
52,5%respectively in  post program
phase and into 20.0%, 32,5% and

47,5% respectively in  follow-up
program phase with highly statistically
significant difference between them at(
P < 0.01. Moreover, there is a highly
statistically  significant  difference
between the mean scores anxiety level
for patients with COPD pre, post and
follow up program P< 0.01.lt also
revealed that, 20.0% of patients had
severe depression followed by 55.0%
)of them on borderline and 25.0% of
them was no depression preprogram
phase, which changed into 7.5%,
27.5% and 65.0% respectively in post
program phase and into 15.0%, 30.0%
and 55.0% respectively in follow-up
program phase, with highly statistically
significant difference between them at
P < 0.01. Moreover, there is
statistically ~ significant  difference
between the mean scores of
depression level for COPD patients'
pre, post and follow up program P<
0.05.
Table (7): This table showed that, in
pre-program phase72.5.0%, 67.5 %,
62.5 and 82.5% respectively had sever
impairment in psychological status,
physical status, activity level and
overall valuation of life . While in post-
program phase, the results revealed
that, 7V.5%, Ae.« %, 72.5 and 67.5%
respectively of the study subjects had
no impairment in psychological status,
physical status, activity level and
overall valuation of life. Regarding to
follow-up program phase 70.0%, 77.5
%, 67.5 and 65.0% respectively had
no impairment in psychological status,
physical status, activity level and
overall valuation of life

The same table revealed that, there
was a highly statistically significant
difference between pre / post program
phase and between pre / follow up
program phase as regard to all items
of Rotterdam symptoms checklist at p<
0.01.
Discussion:

Breathlessness is the most
common symptoms experienced by
patients with COPD are believed to
result in decreased activity levels and
poor quality of life. The supported
study reported severe breathlessness
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in 56% of patients with COPD
Mullerova et al.*®

As regards to age, were more
than half of the study sample more
than 50 years old with meanz SD age
53.6 + 5.25. This might be explained
by that the occurrence of COPD is
increasing with age. This result agree
with Salah, et al."”who studied that
improving breathlessness and fatigue
in patient with COPD in Ain Shams
University Hospital and found that age
of COPD patient was more than half of
the study sample had meant SD age
55 +5.7.

As regards to gender, the majority
of the sample was male .This might
be attributed to the fact that males are
more exposed to risk factors, mainly
cigarette smoking than females. On
the same line a study carried out by
Musafiri, van Meerbeeck, Musango,
Brusselle, Joos, et at ™® to determine
the prevalence and risk factors of
asthma, atopy and COPD in Rwanda
conclude that COPD was associated
with cigarette smoking, age and male
sex. These finding were in contrast
with a study carried out in India by
Smith  ®who  investigated the
provenance of COPD in both sexes
and found that high prevalence of
COPD was observed among women
than men and attributed that to indoor
air pollution.

Regarding level of education
nearly half of patient sample was
illiterate.This finding agreed with
Parveen®who studied that dyspnea
experience and dyspnea management
in patients with chronic obstructive
pulmonary disease in Bangladesh and
found that more than one third of the
patients were illiterate.

Regarding occupation more than
half of sample was not working. This
may be attributed to the fact that
people with COPD are more likely to
accept early retirement than those
who do not have COPD. This is in
accordance with a study conducted in
A cross-country  (Brazil, China,
Germany, Turkey, USA, UK) by
Fletcher, et al®® who revealed by the
high percentage of people who had

been forced to stop working due to
their COPD.

As regard smoking habits it was
showed that the majority of the studied
subjects were smoking, this high
prevalence among males most likely
due to the  historically higher
prevalence of smoking among them.
And this explained by that smoking is
a major risk factor for developing
COPD. This result is in the same line
with National Heart, Lung, and Blood
Institute “?" who found that COPD
most often occurs in people with a
history of smoking (either current or
former smokers).

Regarding passive smoking, the
present study revealed that more than
half of the sample was exposed to
passive smoking .this is in line with
Rachel, et al®® who studied the
Passive  smoking and  chronic
obstructive pulmonary disease in
England Passive smoking and chronic
obstructive pulmonary disease: cross-
sectional analysis of data from the
Health Survey for England reveled that
increasing passive smoke exposure
was independently associated with
increased risk of COPD.

An important component in the
international treatment guideline for
COPD is the recommendation for
patients’ education and regular
medical review. GOLD®" Patient may
be limited a given behavior because of
knowledge and skills deficit .education
is considered to be necessary to help
patients gain the motivation, skills and
confidence to control their COPD
Caress, et al®Improving knowledge
is necessary, but insufficient alone,
patient need to know less about the
pathophysiology of their disease and
more about how to integrate the
demands of the disease into their daily
routine The goal of all patient
education is to improve clinical
outcomes by teaching appropriate
self- management skill. Bischoff., et
al.®
According the present study, patient’s
knowledge about COPD and
breathlessness was deficient before
introducing nursing intervention
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program. This lack of knowledge can
be attributed to the lack of educational
programs and unavailability  of
information resources about the
disease and its effect. It reflects a
deficiency in providers' educational
role.

Regarding patients’ level of
knowledge pre a, post and follow-up
program implementation, the study
revealed that the presence of highly
statistically significant improvement in
all  items of knowledge. After
implementation of the nursing
intervention program, patients'
knowledge demonstrated significant
improvement in  comparing  with
preprogram which was confirmed
through analysis, which indicated that
the implementation of intervention was
the only statistically significant
independent predictor of the
knowledge score. This asserts the
assumption that the lack of knowledge
was due to lack of educational
activities provided to these patients,
and indicates that the meeting of
patients' information needs would fill
this gap of knowledge.

This in accordance with a study by
Salah, et al *®" revealed that there was
a highly statistically significant
improvement in  total patients’
knowledge post guideline comparing
with pre guidelines implementation.
Regarding patients’ level of practice
pre, post, follow-up program
implementation, the study revealed
presence of highly statistically
significant improvement in all items of
practice after implementation of
nursing intervention program, this
success of the program might be
attributed to the fact that the
procedures were practiced under
supervision and guidance of the
researchers, with demonstration and
re-demonstration, using real objects.
This also may be due to the effective
continuous practicing of breathing
exercise which has a positive effect on
improving respiratory muscles. This is
in agreement with Bourbeau & van der
Palen,®” who emphasized the
importance of training and reinforcing

correct techniques before patients are
discharged home, with provision of
written COPD action plans, peak flow
meters, spacer devices, deep
inspiration, slow expiration and
coughing technique as has been done
in the current study.Also this result is
consistent with Ries et al. “® who
mentioned that, coping with a chronic
condition involves skills training,
learning to manage a number of
symptoms, and consciously assessing
and making lifestyle  changes.
Experience has shown that those who
develop a management plan with their
health care team and follow it can live
better with COPD.

Also, Tel, et al. ® mentioned that,
people who have COPD have more
difficulty breathing out fully. The
patient could practice pursed lip
breathing any time while trying to
catch the breath. For example, pursed
lip breathing may be useful after
coughing or exercising. By learning to
conserve energy with everyday tasks,
the patient will be able to perform
many activities with less effort and
less shortness of breath. Along with
exercise, keeping active in normal
daily activities is an important part of
maintaining the fitness.

Patients with low education will
face difficulties in managing their
dyspnea properly. A study found that a
lower level of education increased the
perception of dyspnea in patients with
COPD, Borge, et al®Education
increased the patients’ confidence and
influenced them to manage symptom
effectively. Education altered the
perception and thus helped tolerance
for dyspnea, American Thoracic
Society. ¢

In relation to breathlessness, the
current study concluded that level of
breathlessness and the mean scores

of breathlessness decreased
significantly post and follow-up after
implementation of program

comparison to preprogram. This might
be due to that the patients' craving to
learn and practice relieving strategies
to overcome this overwhelming
problem that bother those patients.
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This finding goes in the same line with
Wong Goodridge, et al®®who found
that, 53.3% of participants in their
study are reporting dyspnea at a
Grade 3 level. Also with Salah, Hamdi
and Shehata®® who found that near
half of the study sample had dyspnea
grade three before education which
decreased significantly after
educational program.

Depression is a common
complication in COPD patients. The
risk of depression is to be 2.5 folds
higher among the severe COPD
patients. Depression can affect quality
of life, function and COPD symptoms
and treatment failure.®

Nursing intervention program have
demonstrated beneficial effects on
psychosocial well-being. This
highlights that those with a possible or
probable presence of anxiety secure
benefits by using Nursing intervention
program. In the current study it was
discovered that, the majority of the
patients on borderline and severe
anxiety and depression preprogram,
while a significant reduction was found
in patients’ anxiety and depression
post guidelines. This might be a
reflection of motivational factors and
social support provided by regular
meetings in a hospital.

A study done in Iran by
Kheirabadi, et al® showed that
psychoeducational intervention as
self-management and behavior
modification decreases the severity of
COPD in 3 domain of its symptoms,
functional and mental states and
amount of decrease was more
significant in the mental state domain
compared with other domains and
attribute that to the psychological
intervention with was more effective
on mental state including anxiety and
depression due to disease.

Regarding Rotterdam symptoms
checklist the present study revealed
that statistically significant
improvement in all domains of health
status namely physical, psychological,
activity level and overall valuation.
Although the program applied in the

present study did not include
psychological intervention, the
improvement in psychological domain
might be due to the effect of exercise
in increasing blood circulation to
different part of the body and
particularly to the brain in turn
increase cerebral vascularization,
increase dopamine level.

This result in agreement with
Yorke, et al®who found that patients
who attended nursing clinics and
received the breathlessness
intervention program  experienced
improvements in  breathlessness,
performance status, and physical and
emotional states relative to control
patients.

Conclusion:

The current study concluded that,
nursing intervention program for
breathlessness has statistically
significant positive effect on patients'
level of knowledge and practices
regarding management of
breathlessness, Also, breathlessness,
anxiety and depression and patient
health status had been improved in
patients with COPD who received
nursing intervention program  for
breathlessness. These means all the
study hypotheses had been proved.
Recommendations:

Based on the results of the study
the following recommendations were
suggested:

- Conducting comprehensive health
education programs for patients with
COPD in outpatients' clinics with
simplified printed guidelines through
leaflets, brochures or booklets
explaining how to prevent and control
breathlessness.

- Patients with COPD should be given
a written plan for self-management, to
improve respiratory functioning and
achieve satisfaction in their life without
fear of breathing difficulties.

- In-service education program should
be instituted for nurses about COPD,
patient education, dyspnea
assessment and management.
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Table (1): Frequency and Percentage Distribution of Personal Characteristics

Personal characteristics No %
Age:
40 - <50 14 35.0
50-60 26 65.0
Range 40.0-60.0
Median 53.0
Mean+ SD 53.65 +5.25
Gender:
Male 36 90.0
Female 4 10.0
Marital status:
Married 38 95.0
Widow and divorced 2 5.0
Education level:
llliterate 18 45.0
Read and write 10 25.0
Primary school 5 12.5
Secondary 3 7.5
University 4 10.0
Work:
Not working 22 55.0
Employed 5 12.5
House wife 3 7.5
Worker 10 25.0
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Table (2): Frequency and Percentage Distribution of Smoking Habits for Patients with
COPD (N=40).

Present health history No %

Smoking habits: 4 10.0

No smoker 7 17.5

Current smoker 29 72.5

Previous smoker 4 10.0

Type of smoking (N=36)

Cigarette 30 75.0

Shisha 6 15.0

Smoking years (N=36)

<20 15 37.5
20+ 21 52.5

Range 30.0-60.0

Median 22.5

Mean+SD 24.19+6.21

Years of quitting smoking (N=29)

<o 10 25.0
5+ 19 47.5

Range 1.0-10.0

Median 4.5

MeanzSD 3.96+2.35

Cause of quitting smoking (N=29)

Social 3 7.5

Health 26 65.0

Passive smoker

Yes 22 55.0

No 18 45.0
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Table 3: Total Score for Patients' Knowledge Regarding COPD and Breathlessness
throughout the Study Phases (n=40)

Time Pre/Post Pre/FU
Pre Post Follow Up z p- 4 p-
No (%) No (%) No (%) value value
Total knowledge:
Satisfactory 0(:.0) 36(%+.1) 3£(A°.0) 6.000 0.000* 5.831 0.000*
Unsatisfactory 40(100.0) ¢ (10.0) 1(15.0)

(*) Statistically significant at p<0.05

Table 4: Total Score for Patients' practice Regarding COPD and Breathlessness throughout
the Study Phases (n=40)

Time Pre/Post Pre/FU
Pre Post Follow Up Z p- Z p-
No (%) No (%) No (%) value value
Total practice:
Satisfactory 0(-.0) 38 (95.0) 35 (87.5) 6.164 0.000* 5.916 0.000*
Unsatisfactory 40(100.0) 2 (5.0) 5 (12.5)

(*) Statistically significant at p<0.05

Table (5): Severity of the Breathlessness among the Studied Patients throughout the
Study Phases (N=40)

Time Pre/Post Pre/FU
Dyspnea Borg
scale (max=10) Pre Post Follow Up ya p- z p-

No (%) No (%) No (%) value value
Breathlessness
level:
Mild(1-3) 3 (7.5) 21(52.5) 20 (50.0)
Moderate(4-6) 22 (55.0) 14(35.0) 13 (32.5) 3.922 0.000* 3.545 0.000*
Severe (7-10) 15 (37.5) (12.5) 7 (17.5)
Mean +SD 5.5+2.87 3.04+2.26  3.89+54  8.563  0.000* 5.625  0.000*
(*) Statistically significant at p<0.05
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Table (6): Severity of Anxiety and Depression Level among the Studied Patients
throughout the Study Phases (N= 40)

Time Pre/Post Pre/FU

Anxiety and
depression level Pre Post Follow Up Z p- z p-

No (%) No (%) No (%) value value
Anxiety level:
No anxiety 4 (10.0) 21 (52.5) 19 (47.5)
Borderline 16 (40.0) 11 (27.5) 13 (32.5) 4.87  0.000r 4.83  0.000*
Severe anxiety 20 (50.0) 8 (20.0) 8 (20.0)
Mean =SD 11.02+2.66 _ 8.57+2.46 _ 8.67+240  /-/> 0.000*  7.65  0.000*
Depression level:
No depression 10 (25.0) 2665.0 22 (55.0) " *
Borderline 22 (55.0) 11(27.5) 12 (30.0) 361 0.000% 2289 0.000
Severe depression 8(20.0) 3(7.5) 6 (15.0)
Mean =SD 9.12 +2.30 7.67 +1.99 8.20+2.12 444 0.000* 2.55 0.000*

(*) Statistically significant at p<0.05

Table (7):Severity of Patient Health Status according to Rotterdam symptoms checklist
among the Studied Patients throughout the Study Phases (N= 40)

Time Pre/Post Pre/FU

Rotterdam
symptoms Pre Post Follow Up z p- Z p-
checklist No (%) No (%) No (%) value value
Psychological
distress
No impairment 11 (27.5) 31 (77.5) 28 (70.0) 3.29 0.002* 3.09 0.002*
Impairment 29 (72.5) 9 (22.5) 12 (30.0)
Physical distress
No impairment 13 (32.5) 34 (85.0) 31 (77.5) . .
Impairment 27 (67.5) 6 (15.0) 9 (22.5) 364 0.001 341 0.002
Activity level
No impairment 15 (37.5) 29 (72.5) 27 (67.5) 299 0.001* 288 0.002*
Impairment 25 (62.5) 11 (27.5) 13 (32.5)
Overall valuation
of life
No impairment 7 (17.5) 27 (67.5) 26 (65.0) 3.77 0.000 3.31 0.001*
Impairment 33(82.5) 13 (32.5) 14 (35.0)
(*) Statistically significant at p<0.05
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