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Abstract
Background: Chronic obstructive pulmonary disease (COPD) is a disease characterized by chronic airflow limitation, with
significant systemic effects, which causes disability that results in the progressive deterioration of the patients’ quality of life. In
addition to the pharmacological treatment, respiratory rehabilitation is one of the fundamental pillars of their treatment.

Methods: This study aimed to measure the quality of life level of patients with COPD, who are undergoing respiratory rehabil-
itation. The empirical research was based on a cross-sectional, with correlation guidance, based on a quantitative approach and
on the application of the SGRQ questionnaire to each participant. The study included 80 patients with COPD. From these, 38
did respiratory rehabilitation and 42 did not. All belonging to the area of influence of the Sousa Martins Hospital (ULS Guarda,
EPE). The results were processed in SPSS (version 19).

Results: Among the 80 patients who participated in the study, there were 65 male and 15 female. The average age was 70.89
years. The results obtained showed that all the participants in this study have decreased their quality of life in all domains
(symptoms, activity, impact). In general, the quality of life, according to its average values, corresponds to 60.38%. In addition,
there is a greater decrease of quality of life in those patients who did not undergo respiratory rehabilitation. These present average
values higher in all domains: symptoms (58.87%), activity (78.31%), impact (53.58%) and total quality of life (62.16%).

Conclusion: This study found that patients who did not undergo respiratory rehabilitation have a worse quality of life when
compared with patients receiving this therapy.

Key Words: Chronic obstructive pulmonary disease, Respiratory rehabilitation, Quality of life, Saint George’s respiratory
questionnaire

1 Introduction

The pathologies of the respiratory system constitute a health
problem of great magnitude, with enormous impact on
health resources in indirect and direct costs. Specifically,
chronic obstructive pulmonary disease (COPD) is a prob-
lem of growing importance, which derives large number of
morbidity, loss of quality of life and mortality.[1] The World
Health Organization (WHO) estimates that the disease has

reached 210 million people worldwide, with about 64 mil-
lion symptomatic cases.[2]

The COPD can be defined as “a preventable and treat-
able disease with a pulmonary component (characterized
by chronic airflow limitation) and with significant systemic
effects that contribute to the severity of clinical manifes-
tations”.[2] Concurrently, according to the same authors,
COPD causes a series of changes that lead to limitation of
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exercise tolerance and translates into a progressive deteri-
oration of the quality of life of patients. It is an incapaci-
tating disease that often determines psychological disorders
that may culminate in anxiety or depression, progressively
leading to decreased quality of life.[3] Also ONDR[4] states
that the patient with COPD will progressively worsen their
health, their lifestyle and the quality of life will be deterio-
rating, requiring integrated and continuous care, tending to
follow the evolution of the disease, so that when other more
differentiated treatment is needed, it will bring them some
comfort. Besides being one of the leading causes of death
also worldwide, COPD seriously compromises the quality
of life of patients with this condition.[5] And this is an im-
portant aspect that concerns rehabilitation nurses, and re-
quires an appropriate intervention.

Apart from the distinguished scientific progress of the last
decades, it is not possible to obtain a cure for most dis-
eases, and implementation of some effective treatments al-
ready available is barred by economic imperatives. In this
context, there have been important advances in treatments
that extend life, leading to a quantitative increase in the sur-
vival of patients who did not always correspond to a qual-
itative impact that would warrant the significant recovery
of their physical, emotional, or social status. In this sense,
measuring this impact, it has become crucial in the selec-
tion of more effective treatments, as well as the allocation
of resources and implementation health programs.[6]

In this context of increased life expectancy and consequent
prevalence of chronic diseases, the term health-related qual-
ity of life has gained increasing importance in the scientific
context. Some factors related to the limitations imposed by
the disease itself and treatment influence the perception of
patients with chronic disease on their health and quality of
life. For this reason, the assessment of quality of life consti-
tutes a supporting aspect in checking the impact of worsen-
ing health and implemented treatments.[3, 7]

The treatment of COPD exacerbations, at home is substan-
tially (about 40 times) cheaper than inpatient,[4] therefore
the development of treatment strategies and monitoring of
these patients during periods inter-admissions should be in-
cremented. Effectively, patients were usually treated in a
hospital exclusively in the context of worsening of their dis-
ease which can now be treated in the inter-hospitalization
periods, reducing the frequency of hospital admissions, with
consequent cost reduction, clearly contributing to increased
comfort and quality of life for patients and families. Under
the treatment of COPD, respiratory rehabilitation appears
as adjunctive therapy to pharmacological treatment, aimed
at achieving an effective improvement in the performance of
ADL with subsequent translation in increased quality of life.
Also Vettorazzi[8] supports this view, stating that among the
therapies prescribed respiratory rehabilitation is unequivo-
cally a multidisciplinary treatment strategy, which aims to
improve the quality of life of patients and reintegrating them

into society.[8] Thus, the rehabilitation nurse, with a special-
ized knowledge and techniques in the field of respiratory re-
habilitation, appears as an essential element within the mul-
tidisciplinary team. Indeed, nowadays, it is widely recog-
nized by many the influence of various chronic diseases on
quality of life of individuals and their carriers. However, al-
though it is “consensual the importance of measuring qual-
ity of life in the evaluation and selection of treatments, in
practice this has occurred too infrequently”.[6] In view of
that scenario, within chronic diseases, COPD emerges as
dominant, so that studies in this area deserve special atten-
tion. In fact, it is essential to know the quality of life of
patients suffering from this chronic disease, the use of in-
struments for checking the impact of the disease on their
quality of life is needed. In parallel it is necessary to know
the factors that influence the perception of these individuals
about this concept.[3]

In this line of thought, the problem of the present study fo-
cuses on: “Measuring the quality of life of patients with
COPD undergoing Respiratory Rehabilitation” in order to
achieve the following overall objective: Measure the level
of quality of life in patients with COPD undergoing Respi-
ratory Rehabilitation.

In order to achieve this goal, we carried out a quantitative,
non-experimental, correlational and cross-sectional study,
with a non-probability sample of individuals with COPD
who underwent Respiratory Rehabilitation and another sam-
ple of patients with COPD who did not undergo Respiratory
Rehabilitation and belonging to the area of - influence of the
Sousa Martins Hospital (ULS Guarda, EPE).

The present study was based on the application of a specific
questionnaire of respiratory disease, the Saint George’s Res-
piratory Questionnaire (SGRQ), which contains three com-
ponents (symptoms, activity and impacts).

2 Methods
2.1 Design

For this research, a cross-sectional quantitative study and
a characteristic design of a non-experimental study,[9] also
called post-facto study[10] or correlational and observational
study[11] was performed.

2.2 Data collection and participants

In this study, we have resorted to an accidental non-random
sample, composed of 80 individuals with COPD, belonging
to the geographical area of - influence of the Hospital de
Sousa Martins (ULS Guarda, EPE), of which 38 underwent
respiratory rehabilitation and the remaining 42 did not un-
dergo this therapy. This choice was mainly driven by two
factors: personal knowledge derived from professional rela-
tionships with many elements of the health care team of this
institution on the one hand and being an institution located
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in my area on the other.

To minimize the impact of possible sampling errors an el-
igibility criteria was established. Thus, the patients were
included in the study had, concomitantly, two fundamental
requirements: have COPD and some having done respira-
tory rehabilitation.

In the context of a quantitative study, as is this one, it re-
sorted to the use of a form. This measuring instrument is
based on a formal list of questions, whose fulfillment is
the responsibility of the investigator himself. From another
point of view, the choice of form was motivated by their
length and complexity, avoiding in this way errors and omis-
sions in their completion. However, we are aware of the
deleterious effect that the presence of the investigator may
have in some responses.

Structurally, the instrument of data collection was composed
of 5 sections: one aimed at socio-demographic character-
istics, followed by the circumstantial characterization and
clinical characterization, one specifically with regard to the
scale of quality of life (St. George’s Respiratory Question-
naire - SGRQ), and finally the familiar functionality (Apgar
family).

Of the total of 80 COPD patients who constituted the sam-
ple, 65 were male and 15 female. Regarding age was found
between 45 and 92 years, with an average of 70.89 years.
With an average weight of 68.58 kg, and an average height
of 1.64 m. The great majority of patients were married
(81.2%) and a large proportion (78.8%) lived with the re-
spective spouse. Half of the respondents resided in urban
areas (50%). Regarding employment status, it was found
that 83.3% of patients were retired, and 14.1% developed
an occupation, of which, 87.5% played an activity within the
primary sector. The majority of the sample (43.8%) moves
to health services through family transport, lying at an av-
erage distance of 7.39 km. Of the sample, 54 people were
taking medication habitually, mainly addressed to the respi-
ratory, cardiovascular and metabolic disorders. Considering
the assistance provided by health professionals, it was found
that such a significant part of the sample (93.8%) did not re-
ceive help from these professionals, at home. Most patients
(45%) had a COPD grade IV, verifying that equal percentage
of patients needed to domiciliary oxygen therapy. The me-
dian time of diagnosis was 7.53 years. Regarding smoking,
most of the patients (68.8%) reported not having these habits
today. However, 80% of patients were perentórios in stat-
ing that they possessed these habits in the past. On average
patients were exposed to tobacco smoke over 23.10 years.
On average patients had 0.98 admissions in the last year re-
lated to their breathing problem. Note that patients who are
not complied with respiratory rehabilitation are those who
have a higher mean number of hospitalizations (1.31) in the
last year and there are highly significant difference statis-
tics (t = - 4.284, p = .000). Most patients (55%) considered

their current health status as moderate, this being the highest
percentage for the patients who have completed respiratory
rehabilitation (60.5% to 50.0%). Of the remainder, 31.2%
consider it really bad, this being more significant percent-
age in the group of patients that did not fulfill respiratory
rehabilitation (38.1% to 23.7A significant part (37.5%) of
patients consider to make part of a highly functional family,
and an upcoming percentage (36.2%) considered to have a
family with moderate dysfunction.

2.3 Instrument

The Saint George’s Respiratory Questionnaire (SGRQ) is
the most used specific assessment questionnaire specific of
quality of life the most used and the most suitable on respi-
ratory disease.[12] This questionnaire addresses the clinical
part of the respiratory disease on daily life activities, evalu-
ates subjective well-being and detects changes in health un-
der the effect of therapy.[13, 14] The authorship of SGRQ is
attributed to the Jones, Baveystock and Quirk[15] and has
been validated for the Portuguese language by Sousa and
colleagues[16] and translated into the portuguese population
by Taveira and Ferreira.

The instrument referred above consists of 50 items, with 76
of weights responses distributed over three domains:[15]

• The domain “Symptoms” - corresponds to the first
part of the questionnaire, consists of eight items and
assesses respiratory symptoms, frequency and sever-
ity;

• The domain “Activity” - corresponds to section 2 and
section 6 of the second part of the questionnaire, con-
sisting of 16 items. This domain assesses the activi-
ties that cause or are limited by respiratory distress;

• The domain “Psychosocial Impact” which corre-
sponds to sections 1, 3, 4, 5, 7 of the second part
of the questionnaire consists of 26 items and assesses
the control of the disease, the patient’s expectations,
the drugs and how the disease affects in daily life and
their well-being.

To calculate the quality of life of each individual is taken
the sum of the weights of each item belonging to each do-
main is then divided by the maximum potential that can be
achieved. The score for each domain is given as a percent-
age, calculated by the coefficient, visible in the following
equation (see Table 1).[15]

Table 1: Coefficient for calculating the SGRQ
questionnaire

 

 

Score =               ∑ obtained value × 100  

                           ∑ maximum possibility 
 

Score = 

The instrument reveals a good quality of life when the re-
sults are close to 0 (zero) and worse quality of life with close
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to 100.[3, 17] Therefore, the score of each part that integrates
the questionnaire is then converted to a percentage.

According to Jones, Quirk and Baveystock,[15] amounts to
10% show that the quality of life is still considered normal;
results above 10% indicate an abnormal condition. Parallel
with changes equal or greater than 4% after an intervention
in any field or in the total sum of points, indicate a signifi-
cant change in the quality of life of patients.

For the assessment of family functioning the family Apgar
scale created by Smilkstein was adopted to the Portuguese
population by Azevedo and Matos.[18] It is based on five
questions that intend to assess the subject’s perception about
the quality of your family relationships, and includes the
following dimensions: intra-family-adaptation; - interaction
and communication; - growth and development - affection;
- devotion to family.

2.4 Ethical issues

In order to collect the data for this study, authorization was
needed by the institution, in this case, ULS Guarda. The ap-
plication for authorization to the health institution, in case
the ULS Guarda, to allow the application of the instrument
for data collection on the premises of the said unit was pre-
pared. Moreover, there was concern in obtaining informed
consent from all study participants and ensuring anonymity
and confidentiality to the data obtained.

2.5 Data analysis

To conduct this investigation, we considered a set of vari-
ables that was necessary and fundamental to the statisti-
cal treatment: socio-demographic variables (gender, age,
marital status, weight, height, residence, mean cohabitant,
monthly earnings, educational attainment , employment sta-
tus, occupation); circumstantial variables (accessibility to
health services, distance to health services, help from health
professionals in the household), clinical variables (time of
diagnosis, stage of disease, domiciliary oxygen therapy,
smoking ) and family functioning.

In the data analysis we resorted to the descriptive and infer-
ential statistics. The descriptive statistics, determined were:
absolute frequencies and percentages, minimum, maximum,
average, standard deviation, and coefficient of variation.
With regard to inferential statistics were used paramet-
ric tests (ANOVA and t test) and nonparametric (Mann-
Whitney and Kruskal-Wallis) were used to establish the re-
lationships between the variables were used. The level of
statistical significance was fixed at p < .05 in this study. The
statistical treatment of the data was performed using SPSS
software 19.0 - Statistical Package For Social Science.

Given the problem and the objectives of the study and fol-
lowing the theoretical foundations that support the idea that
the quality of life of patients with COPD undergoing respi-
ratory rehabilitation is conditioned by variables of context

socio-demographic, circumstantial and clinical, the follow-
ing hypotheses were formulated:

(1) Socio-demographic variables (gender, age, marital
status, weight, height, residence, mean cohabitant,
monthly earnings, educational attainment, employ-
ment status, occupation) influence the quality of life
of patients with COPD.

(2) Circumstantial characteristics (accessibility to health
services, distance to health services, help from health
professionals at home) influence quality of life of pa-
tients with COPD.

(3) Clinical characteristics (time of diagnosis, stage of
disease, domiciliary oxygen therapy, smoking) influ-
ence quality of life of patients with COPD.

(4) The family functioning has a significant effect on the
quality of life of patients with COPD.

3 Results
3.1 The quality of life for COPD patients undergo-

ing respiratory rehabilitation

The respondents presented an compromised quality of life
in all domains (symptoms, activity, impact). The activities
domains of QOL was the one that found most compromised,
in the sample considered (75.32%), being more prevalent in
the group of patients who did not perform respiratory reha-
bilitation (78.31%). Regarding the symptom domain, it was
found that patients had an average percentage of 58.62%,
with the largest representation in patients who did not un-
dergo respiratory rehabilitation program (58.87

Regarding the total quality of life, it was found that patients
have an average percentage of 60.38 being more prevalent
in the group of patients that did not comply respiratory re-
habilitation program (62.16% to 58.41%) (see Table 2).

Due to this it was found that those patients who did not un-
dergo pulmonary rehabilitation had a worse quality of life
compared to patients receiving this therapy.

It was found that the SGRQ domain that has the highest av-
erage value is what measures the activities (75.32%), fol-
lowed immediately by the symptoms (58.62%) and finally
the dominion concerning the impact (52.19%). In parallel,
the total QOL obtained has a minimum value of 3.48 and a
maximum 93.40, with an average of 60.38 (see Table 3).

3.2 Relationship between quality of life and socio-
demographic variables

We proceeded to study the relationship between the vari-
able quality of life and socio-demographic variables: gen-
der, age, marital status, weight, height, residence, mean
cohabitant, monthly earnings, educational attainment, em-
ployment status and occupation.
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Table 2: Distribution of the sample according to the
implementation of the Respiratory Rehabilitation program
and QOL, according to domains: symptoms, activity,
psychosocial impact

 

 

Respiratory 
Rehabilitation 

Domains 

Sim Não Total 

Nº  Nº  Nº  

Symptoms 38 58.35 42 58.87 80 58.62 

Activity 38 72.02 42 78.31 80 75.32 

Impact 38 50.65 42 53.58 80 52.19 

Total Quality of Life 38 58.41 42 62.16 80 60.38 

 

X X X

Table 3: Descriptive analysis of QOL and its domains
(scores in %)

 

 

 N Mn Mx  Dp 

Symptoms 80 5.49 95.49 58.62 19.83

Activity 80 0.0 100.0 75.32 18.87

Impact 80 0.0 89.74 52.19 18.69

Total Quality of Life 80 3.48 93.40 60.38 16.39

 

X

Analyzing the age groups it was found that the largest av-
erage percentage of activities domain (84.95%), the impact
domain (64.08%) and total QVD (69.89%) corresponded to
patients aged less than 79 years. So, the older patients had
worse quality of life in the areas considered. In this case,
the differences between groups are statistically significant,
in the activities domain and Total QOL, and very significant
in the impact domain, which is confirmed by ANOVA.

Regarding marital status, it was found that the largest aver-
age percentage of the activity domain corresponded to the
unmarried patients (94.88%), the differences being statis-
tically significant among the three groups in this area, as
revealed by ANOVA.

Regarding the height, it was found that patients who were
measured between 1.63m and 1.66 m had a higher value av-
erage percentage in the symptoms domain, with statistically
significant differences in this area, which is proven by the
test ANOVA.

Regarding residence, it was found that patients who lived
in the village were those with higher mean percentage in
the activity domain (81.99%), with a statistically significant
difference in this area, as revealed ANOVA.

With regard to the mean cohabitant, the data revealed that
patients who were living with father/mother had a higher
mean percentage in the activity domain (95.22%) In this
case, the differences between groups are statistically signif-
icant, in the activities and impact domains, and Total QVD,
which is proven by Kruskal - Wallis.

Regarding the employment situation, it was found that pa-
tients who were currently unemployed had an higher aver-
age percentage in the activities domain. In this case, the
differences between the groups are statistically significant

in the impact domain and total QOL, as revealed Kruskal -
Wallis test (see Table 4).

These results lead to the partial acceptance of the hypothe-
sis that socio-demographic variables influence the quality of
life of patients with COPD.

3.3 Relationship between quality of life and circum-
stantial variables context

We proceeded to study the relationship between quality of
life variable and circumstantial characteristics: accessibility
to health services, distance to health services and help from
health professionals at home.

With regard to accessibility to health services, it was found
that patients, who were transported by firefighters, had
the highest average percentage in the activities domain
(84.56%). In this case, the differences are statistically sig-
nificant in the impact domain, with the remaining non-
significant, as demonstrated by the Kruskal - Wallis test.

With regard to the distance to the health service, it was
found that the activities domain pondered with a greater
mean percentage; patients who were at a distance of more
than 8 km, had a higher mean value percentage (82.15%).
In this case, the differences are statistically significant in
the symptoms domain, very significant in the activities and
impact domain, and highly significant in the total QOL, as
shown ANOVA (see Table 5).

The hypothesis that circumstantial characteristics influenc-
ing quality of life of patients with COPD is partially ac-
cepted in confrontation of the results mentioned below.

3.4 Relationship between quality of life and clinical
characteristics

We proceeded to study the relationship between the variable
quality of life and clinical characteristics (time of diagnosis,
stage of disease, domiciliary oxygen therapy and smoking).

Regarding the time of diagnosis, it was found that the pa-
tients who had their disease diagnosed for over 8 years,
which had a higher mean percentage in the activities domain
(81.09%), the symptoms domain (60.29% ), the impact do-
main (58.20%) as well as in total QOL (65.49%). So, pa-
tients with COPD who have their disease diagnosed longest
are those with worse quality of life. We found that the time
of diagnosis of the disease has a significant effect on qual-
ity of life of patients with COPD, in the activities domain
and quite significant in the impact domain and overall QOL,
which is confirmed by ANOVA.

Analysis groups related to stage of disease, it was found that
patients with stage IV were those with higher average per-
centage value in the activities domain (82.53%), the symp-
tom domain (61.49%), the impact domain (60.86%) and to-
tal QOL (67.78%). Therefore, patients with very severe
COPD (stage IV) have a worse quality of life compared with
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patients with stage II and III. In this case, the stage of the
disease exerts a very significant effect on the activities do-

main and highly significant in the impact domain and overall
QOL. This was confirmed by ANOVA.

Table 4: Relationship between quality of life and socio-demographic variables
 

 

Variables 
Symptoms domain Activities domain Impact domain  Total QDV  

X  Dp X  Dp X  Dp  X  Dp 

Age         

≤ 65 years 54.06 22.44 71.85 21.02 44.43 18.69 54.34 16.97 

66-71 years 59.58 20.08 70.19 14.65 49.51 16.96 57.86 14.43 

72-78 years 59.52 15.98 73.83 21.04 49.75 17.24 58.67 16.52 

≥79 years 60.99 20.97 84.95 16.05 64.08 17.07 69.89 14.45 

 
F=0.454 
p=.715 

F=2.767 
p=.047 

F=4.776 
p=.004 

F=3.825 
p=.013 

Marital status         

Married 57.68 20.23 73.06 19.34 50.22 18.88 58.52 16.71 

Single 56.69 8.18 94.88 6.79 65.06 14.09 72.71 8.83 

Widow 64.91 20.39 81.60 13.33 59.10 16.60 66.89 13.43 

 
F=0.640 
p=.530 

F=3.423 
p=.038 

F=2.118 
p=.127 

F=2.514 
p=.088 

Height         

≤ 1.62 m 66.00 16.74 75.69 16.15 53.78 15.12 62.45 12.83 

1.63 – 1.66 m 58.19 20.56 76.80 16.07 53.23 18.86 61.50 15.85 

≥ 1.67 m 50.82 19.86 73.30 24.34 49.28 22.24 56.84 20.17 

 
F=4.189 
p=.019 

F=0.227 
p=.797 

F=0.440 
p=.646 

F=0.869 
p=.423 

Residence         

Village 59.95 22.47 81.99 15.78 56.79 17.52 64.96 14.94 

Town 49.99 21.02 67.88 28.37 48.84 24.12 54.80 22.59 

City 60.12 17.32 74.08 14.59 50.91 16.58 59.69 13.63 

 
F=1.214 
p=.303 

F=3.283 
p=.043 

F=1.406 
p=.251 

F=2.061 
p=.134 

Mean cohabitant         

Husband/Wife 58.29 20.39 74.23 18.34 51.18 18.47 59.49 16.14 

Father/Mother 49.81 10.51 95.22 8.28 60.89 13.75 69.45 7.82 

Child 67.59 21.72 85.24 10.58 65.87 10.17 72.02 8.82 

Single 56.32 17.17 75.59 17.87 50.43 19.62 59.03 16.96 

 
χ²=2.112 
p=.348 

χ²=6.725 
p=.035 

χ²=5.857 
p=.053 

χ²=5.859 
p=.053 

Employment 
situation 

        

Employed 50.61 23.55 70.26 14.64 39.61 14.81 50.73 13.09 

Unemployed 55.25 37.65 77.97 31.16 44.13 14.15 56.23 10.69 

Retired 60.09 18.87 77.09 18.22 55.31 17.89 62.84 15.77 

 
χ²=1.309 
p=.520 

χ²=2.075 
p=.354 

χ²=7.600 
p=.022 

χ²=6.573 
p=.037 

Note. U refers to the Mann-Whitney test; F refers to the ANOVA test; χ² refers to the Kruskal – Wallis test 

 

In respect to domiciliary oxygen therapy, it was found in
those patients that had performed this therapy, had a higher
mean percentage in the activities domain (83.74%), the
symptoms domain (63.91%), the impact domain (62.84%)
and total QOL (69.58%). The domiciliary oxygen therapy is
associated with worse quality of life, verifying that the ful-

fillment of this therapy at home had a significant effect on
quality of life of patients with COPD, in the symptoms do-
main and highly significant in other domains (activities and
impact) and QOL total. This was confirmed by the Mann-
Whitney test.
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Table 5: Relationship between quality of life and circumstantial variables context
 

 

Variables  
Symptoms domain Activities domain Impact domain  Total QDV 

X  Dp X  Dp X  Dp  X  Dp 

Accessibility to health 
services  

57.22 22.09 73.55 17.44 46.73 15.59 56.62 14.19 

Transport itself 59.16 20.14 75.29 19.69 55.86 19.88 62.53 17.75 

Public transport 65.86 10.84 82.06 7.71 62.99 14.41 69.24 10.55 

Firefighters 57.08 17.14 84.56 15.11 54.85 17.04 64.23 12.74 

 
χ²=1.026 
p=.795 

χ²=4.581 
p=.205 

χ²=8.156 
p=.043 

χ²=6.187 
p=.103 

Distance to the health 
service 

        

≤ 3 km 50.91 22.49 66.48 22.71 41.99 19.48 50.89 18.31 

4-7 km 60.96 15.62 77.36 13.48 55.03 16.43 63.06 12.96 

≥ 8 km 63.93 19.57 82.15 16.88 59.49 16.19 67.12 13.61 

 
F=3.235 
p=.045 

F=5.147 
p=.008 

F=7.040 
p=.002 

F=8.086 
p=.001 

Note. F refers to the ANOVA test; χ² refers to the Kruskal – Wallis test 

Table 6: Relationship between quality of life and clinical variables
 

 

Variables  
Symptoms domain Activities domain Impact domain  Total QDV 

X  Dp X  Dp X  Dp  X  Dp 

Time of diagnosis          

≤ 3 year olds 56.75 20.51 66.32 16.68 41.97 17.59  51.80 15.51 

4-7 year olds 58.49 17.44 77.13 15.13 54.81 15.15  62.51 12.34 

≥ 8 year olds 60.29 21.81 81.09 21.38 58.20 19.62  65.49 17.99 

 
F=0.206 
p=.814 

F=4.585 
p=.013 

F=6.035 
p=.004 

 
 

F=5.480 
p=.006 

Stage of disease          

II 54.58 24.11 69.38 23.09 45.18 20.55  54.07 19.25 

III 58.71 15.89 69.50 11.96 44.95 12.66  54.68 9.61 

IV 61.49 18.14 82.53 16.02 60.86 16.38  67.78 13.93 

 
F=0.917 
p=.404 

F=5.288 
p=.007 

F=8.370 
p=.001 

 
 

F=7.842 
p=.001 

Home oxygen therapy          

Yes  63.91 15.73 83.74 15.69 62.84 15.49  69.58 12.86 

No 54.29 21.88 68.44 18.61 43.47 16.54  52.84 15.16 

 
U=576.000 
p=.037 

U=422.000 
p=.000 

U=302.000 
p=.000 

 
 

U=304.000 
p=.000 

Current smoking 
habits 

         

Yes  55.68 19.05 67.74 21.76 46.92 22.12  55.01 19.68 

No 59.96 20.21 78.77 16.49 54.58 16.58  62.82 14.19 

 
U=606.000 
p=.398 

U=488.500 
p=.038 

U=560.000 
p=.186 

 
 

U=532.000 
p=.107 

Note. U refers to the Mann-Whitney test; F refers to the ANOVA test 

 

With regard to current smoking habits, it was found that
the activities domain pondered with the highest average per-
centage, being patients who did not possess these habits to-

day, those with higher value (78.77%), with a statistically
significant difference in this domain, which was demon-
strated by the Mann-Whitney test (see Table 6).
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These results lead to the partial acceptance of the hypothesis
that the clinical characteristics influencing quality of life of
patients with COPD.

3.5 Relationship between quality of life and family
functioning

We proceeded to study the relationship between the vari-
able quality of life and family functioning, and the results
obtained led to the rejection of the hypothesis, that family
functioning influences the quality of life of patients with
COPD.

4 Discussion
Knowing widely that the processes of health and disease
contain multiple lines of research that can be explored, the
literature review conducted showed that the subject of res-
piratory rehabilitation and respective effects in patients with
COPD being at a stage something developed in terms of re-
search. The general trend has been over the past few decades
to consider this therapy as a strictly enrolled reality to the
context of worsening in hospital while neglecting the use in
the context inter exacerbations.

Indeed, the socio-demographic changes that have occurred
in Western societies have resulted in an aging population
and increasing adoption of habits and unhealthy life, which
has led to proliferation of pathologies associated with them,
experiencing some difficulties in treatment and control. This
reality has created a important pressure in terms of health
systems, requiring special attention on the part of care ser-
vices, on gains in health (respiratory) and quality of life.

4.1 Sample characterization of patients with COPD

The analysis of results for the socio-demographic charac-
teristics of the sample allows to check which are the pre-
dominate males (81.2%). These results are in line with
data reported by the DGS,[12] which states that this respi-
ratory disease primarily affects men. In regards to age, the
mean 70.89 years (SD = 10.52) meets the data presented
by DGS,[12] which states that the prevalence of COPD in-
creases with age, reaching 13% of the population aged over
60 years. The profile of patients with COPD are married
(81.2%), live with the respective spouse (78.8%), and reside
in urban areas (50%). Concering the nutritional character-
istics, it was found that patients with COPD had an average
weight 68.58 kg, and an average height of 1.64 m. This also
dominates a low level of education (43.87% possess only
the 4 th grade), low current monthly earnings (85% earns a
lower monthly earnings to 419.22 euros) being most retired
individuals (83, 3%). Only 14.1% of subjects develop a pro-
fessional activity today, with the majority of these activities
falling within the primary sector (86.2%).

Regarding circumstantial characterization, the distance sep-
arating the sick from the nearest health service is on average

7.39 km (SD = 7.05), and most of them (43.8%) use trans-
port family to make this move. It was also found that the vast
majority of patients (93.8%) did not have any help at home.
Concerning the clinical characterization, it was found that
the mean time to diagnosis was 7.53 years (SD = 7.47). Re-
garding the severity of the disease, it was found that most
respondents (45%) had a very severe COPD (stage IV), and
the same percentage of individuals also execute domiciliary
oxygen therapy (45%). On average, these patients perform
Oxygen 16.24 hours per day. These results are in line with
what is stated by the DGS,[12] when refering to the fact that
COPD is responsible for the long use of domiciliary oxygen
therapy. With regard to smoking, if was found that 68.8% of
patients do not have smoking habits nowadays, however the
vast majority (80%) will have had these habits in the past,
with a calculating the mean time of smoke exposure about
23.10 years.

These results are consistent with what the DGS,[12] states
when referring to the increasing prevalence of COPD asso-
ciated with increased prevalence of smoking, becoming this
risk factor as the main cause. Also Torres and Godoy[19]

and GOLD,[20] reiterates that smoking is the most impor-
tant causative environmental factor for COPD, with greater
influence on quality of life.

It was found that on average, patients had 0.98 admissions
in the last year related to their breathing problem and pa-
tients who did not comply pulmonary rehabilitation those
who have a higher mean number of hospitalizations (1.31)
in the last year. These data are in line with what is referred
to by DGS,[12] when he states that COPD is responsible for
a significant number of resource to emergency services, as
well as, often prolonged hospitalizations.

Predominate individuals currently taking medication di-
rected to the respiratory, cardiovascular and metabolic disor-
ders, take this medication on a regular basis. In this respect
also the DGS,[12] states that, in fact, COPD is associated
with the use of medicines of long duration.

4.2 The quality of life in patients with COPD

In the present study was analysed the quality of life of a
group of patients with COPD undergoing respiratory re-
habilitation was analysed, through a specific questionnaire
(SGRQ), achieving levels of quality of life concerning areas
that make up this analyzed instrument.

The results showed that all participants in this study have a
compromised quality of life in all domains (symptoms, ac-
tivity, impact).

In total quality of life, was ascertained that the mean per-
centage values of quality of life was 60.38%, showing there-
fore a condition of abnormality, in the light of the author’s
interpretation of the scale when refers that values obtained
until 10% show that the quality of life is still considered nor-
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mal, whereas results above 10% indicate an abnormal con-
dition.[15] The data obtained in this study are in line with
what concerns the ONDR,[4] Vasconcelos et al.,[5] and An-
tónio et al.[21] when they state that COPD causes a number
of changes, with unambiguous translation in the progressive
deterioration of the quality of life of the patient. Similar
results were also found by Pagani.[3]

By analyzing the allocation of domains, and knowing the
author’s interpretation of the scale, considering that values
near to 100 indicate worse quality of life, to highlight the ex-
istence of a significant impairment in all areas, being more
pronounced in the activities domain (75.32%), followed by
the symptom domain (58.62%), and finally the impact do-
main (52.19%).

In parallel, analyzing the results in light of the implementa-
tion of a rehabilitation program, it was found a greater im-
pairment of quality of life was found in patients who were
not submitted to this therapy, presenting, therefore, mean
values higher percentages in all areas: symptoms (58.87%
to 58.35%); activity (78.31% to 72.02%), impact (53.58%
to 50.65%) and total QOL (62.16% to 58.41%). These data
translate, clearly, benefits from the realization of respiratory
rehabilitation, as told by Maltais et al.,[22] Linda et al.,[1]

Clement et al.,[23] Vettorazzi,[8] Pamplona et al.,[24] and An-
tónio et al.[21]

The level of involvement in the activities domain identi-
fied in this study are in the considerations made by the
DGS,[12] when said there was a tendency for the significant
increase in loss of functionality due to acute exacerbations
and hospitalizations in patients with COPD. Moreover, also
the WHO,[25] states peremptorily that the decreased mobil-
ity, is a situation that is often seen in patients with respira-
tory disorders, worsening the welfare and self-sufficiency,
with losses for the capacity of performance the activities of
daily living.

The SGRQ showed a greater involvement of women in all
domains and total QOL compared with men, not however
without significant differences. This greater impairment in
women relative to men was also identified in investigations
related breathing disorders carried out in recent years, pre-
sumably associated with the fact that women live on average
more years than men, thence a decrease from autonomy-
related age.[26]

In parallel, the elderly had higher allocation in theactivities
domain (84.95%), the impact domain (64.08%) and total
QOL (69.89%) when compared with the less elderly. In this
case, age has a significant effect on activities domain and
total QOL, and very significant in the impact domain. The
data as a whole are consistent with those obtained in other
studies.

It was found that patients who live in rural areas have a
worse quality of life (81.99%) with respect to the activities

domain and it was found that the residence exerts a signif-
icant effect on the quality of life of patients with COPD in
this field.

Those patients who live at a greater distance from the health
service have worse quality of life, verifying that this dis-
tance has a significant effect on the quality of life of pa-
tients with COPD, in the symptoms domain; quite signifi-
cant in activities and impact domains, and highly significant
in the total QOL. These results lead us to the idea that the
proximity of health and care services, in case of need it is
desirable, providing feelings of greater safety, and welfare,
going to what is exposed by Lemos et al. cit. in Pagani,[3]

When stating that the quality of life is a multidimensional
concept, involving physical, social and emotional aspects.

It was found that patients who live with their father / mother
have a higher affectation in the activities domain (95.22%).
In parallel, we also found that patients who are living with
children have greater impairment in other domains and to-
tal QOL. In this case, the mean cohabitant has a significant
effect on the quality of life of patients with COPD, in the
activity domain, impact and total QOL. Although in the lit-
erature, they are not data that could be compared to those
obtained in this study, it is attributed to these results, factors
as older age, presence of co-morbidities and chronic nature
of this disease, which imposes the need for continued treat-
ment a long period, involving monitoring and surveillance
by family.

It was found that patients with COPD who have their disease
diagnosed the longest are those with worse quality of life. In
this case, it was found that the time of diagnosis of the dis-
ease has a significant effect on the quality of life of patients
with COPD, in the activities domain and quite significant in
the impact domain and total QOL. These results are in line
with what is narrated by António et al.,[21] and ONDR,[4]

with regard to the disease progresses with gradual worsen-
ing of symptoms and limitation of exercise tolerance, with a
progressive deterioration of translation quality of life of the
patient.

It was observed that patients with very severe COPD (stage
IV) have a worse quality of life, than patients with stage
II and III. In this case, the stage of disease is very sig-
nificant in the activities domain and highly significant in
the impact domain and total QOL. These results are con-
gruent with what is exposed by Rodrigues and Ferreira,[17]

DGS,[12] GOLD,[27] and Couto,[7] when referring to the fact
that COPD evolve progressively and irreversibly, with ex-
acerbations, whose frequency increases with the severity of
the disease, leading to disability, with a marked negative im-
pact on quality of life of patients.

It was found that the performance of domiciliary oxygen
therapy is associated with worse quality of life, thus veri-
fying that the implementation of this therapy at home has
a significant effect on the quality of life of patients with
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COPD, in the symptoms domain and highly significant in
other areas (activities and impact) and overall QOL. This
information is particularly important when we reflect on the
fact that the administration of oxygen for several consecu-
tive hours, involve the requirement of the patient being con-
fined, often to only one room in the house, with reduced
dimensions, therefore limiting the performance of other ac-
tivities of daily living. Similar results were also found by
Anderson,[28] when referring to the gravity of the disease
which has a significant effect on quality of life.

In summary, the research carried out showed that the sample
of patients with COPD have a compromised quality of life,
being the activities the most affected area, thus providing
clear guidelines for the planning and performance of inte-
grated interventions. Also it was found that patients who
did not comply with the respiratory rehabilitation program
have worse quality of life than those who have completed
this therapy.

4.3 Conclusion

In many countries, the proliferation of chronic respiratory
diseases have faced difficulties in their treatment and con-
trol. In this context, COPD emerges as a condition that
greatly affects the activities of daily living, with clear im-
pact on the quality of life of each one. Due to this reality,
respiratory rehabilitation has an important role in the objec-
tification of improved survival and quality of life of patients
affected with changes in respiratory disorders, emerging as
a topic of great relevance.

The recourse to respiratory rehabilitation as coadjuvant of

pharmacological therapy is being a treatment strategy of
patients with chronic respiratory disease that was certainly
well documented over the past two decades, in regard to
COPD. The large number of cases, meta-analyzes or sys-
tematic reviews, as well as conferences and guidelines pub-
lished to date, show of one consistent manner, the benefits
of this therapy.

The present study aimed to assess the quality of life of
patients with COPD undergoing respiratory rehabilitation.
The research carried out showed that the sample of patients
with COPD have a compromised quality of life in all do-
mains (symptoms, activity, impact), with a greater impair-
ment in patients who were not submitted to respiratory re-
habilitation.

From here derives the need for an integrated planning of
interventions with multidisciplinary teams, with a view to
bigger and better suitability of care, particularly nursing re-
habilitation care.

It is believed that health research, specifically in the area of
quality of life is a fundamental foundation for the promotion
of best practices in health.

Thus, we pretend to promote the involvement of various pro-
fessionals in the application of the results of this and other
previous studies. What is intended, are increasingly inte-
grated interventions, multidisciplinary and patient-centered.
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