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Abstract
The coronavirus disease 2019 (COVID-19) pandemic has created a major health crisis
worldwide. Chronic Obstructive Pulmonary Disease (COPD) is a leading cause of morbidity and
mortality in Prince Edward Island (PEI) and has emerged as a risk factor for COVID-19 disease
severity. The purpose of this study was to explore the lived experience of Islanders living with
COPD during the COVID-19 pandemic. A purposive sampling technique was used to recruit
Islanders living with COPD during the COVID-19 pandemic. Participants were between the ages
55 and 76 years of age, and most identified as being female and having obtained higher
education. Semi-structured interviews were completed via telephone or in person with seven
participants over a one-month period using a prepared interview guide. This study was guided by
Giorgi’s (2009) phenomenological, psychological research method. Interviews were audiorecorded, transcribed verbatim, and the researcher kept a detailed audit trail during the study.
Giorgi’s (2009) descriptive phenomenological psychological research method provided structure
for data collection and analysis. It was also used to form a description of the meaning of the
participants’ experiences of living with COPD during the COVID-19 pandemic. The four
constituents identified include: (a) experiencing fear and anxiety about the future related to the
COVID-19 pandemic; (b) experiencing implications of loss; (c) striving for improved health and
wellness; and (d) expressing concern for others. This study could empower healthcare providers
and caregivers to gain a better understanding of living with COPD during the COVID-19
pandemic, which could inform future policy and program development.
Keywords: chronic obstructive pulmonary disease, COVID-19.
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CHAPTER 1
Background
Coronavirus disease 2019 (COVID-19) is a highly contagious respiratory and systemic
disease caused by severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2). SARS-CoV2 is most commonly transmitted between people through infected secretions or respiratory
droplets during direct, indirect, or close contact with an infected person (Government of Canada,
2021b). Severity of COVID-19 disease can range from being asymptomatic or mild, to
moderate, severe, and critical disease (Government of Canada, 2021a), and symptoms can begin
one to fourteen days after exposure to the virus. The most common symptoms of COVID-19 are
fever, cough, tiredness, and loss of taste or smell (World Health Organization [WHO], 2022).
Less common symptoms include aches and pains, sore throat, diarrhoea, headache, a rash on skin
or discoloration of fingers or toes, and red or irritated eyes (WHO, 2022).
COVID-19 was first discovered in December 2019 in Wuhan, China, and has since
spread to almost every country in the world (WHO, 2021). On January 30, 2020, the WHO
declared a global health emergency. On March 11, 2020, it was declared a global pandemic. As
of January 21, 2022, over 346 million people worldwide have been infected with COVID-19,
over 64 million people are considered currently infected, over 276 million people are considered
recovered, and more than 5.6 million individuals have succumbed to the disease (Worldometers,
2022). As of January 21, 2022, the total number confirmed cases in Canada stands at 2,868,862
with 298,509 active cases, 2,538,133 resolved cases, and 32,220 deaths (Statistics Canada,
2022). On the same day, Prince Edward Island (PEI) reported 5,628 total cases, 2,429 active
cases, 3,199 recovered cases, and four deaths related to COVID-19 (Department of Health and
Wellness, 2022). Going beyond morbidity and mortality, the pandemic may have imposed a
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profound negative effect on the health and wellness of many Islanders. Major stressors such as
financial losses, evolving public health measures, restrictions on non-essential travel, disruptions
in healthcare delivery, and closures of stores and public places may have also contributed to
emotional distress (Dubey et al., 2020). Social isolation as a result of social distancing protocols
and lockdown measures may also result in negative psychosocial consequences (Dubey et al.,
2020).
Chronic Obstructive Pulmonary Disease (COPD) is a respiratory condition that causes
progressively worsening respiratory function and breathlessness, affecting health-related quality
of life (Criner et al., 2015). It is defined by the Global Initiative for Chronic Obstructive
Pulmonary Disease (GOLD) as, “a common, preventable and treatable disease that is
characterized by persistent respiratory symptoms and airflow limitation that is due to airway
and/or alveolar abnormalities usually caused by significant exposure to noxious particles or
gases” (2022a, p.4). The most common symptoms of COPD are dyspnea, cough and/or sputum
production (GOLD, 2022a). Symptoms of COPD can negatively impact a patient’s day-to-day
life by limiting their exercise tolerance and ability to perform activities of daily living. COPD is
a treatable respiratory disease that unfortunately remains significantly under diagnosed (Almagro
& Soriano, 2017; O’Donnell et al. 2008).
Chronic Obstructive Pulmonary Disease is a major Canadian public health concern
(Canadian Chronic Disease Surveillance System (CCDSS), 2018). In 2011, the annual societal
cost of COPD in Canada was an estimated $4.52 billion dollars, and it is expected to reach $3.61
B ($7.33B undiscounted) per year in 2035 (Najafzadeh et al., 2012). Chronic lower respiratory
diseases (including COPD) are the fifth leading cause of death in Canada, and the fourth leading
cause of death in PEI (Statistics Canada, 2019). An estimated 3.9% of Canadians and 6.4% of
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Islanders 12 years of age and older are living with COPD (Statistics Canada, 2020). Chronic
Obstructive Pulmonary Disease places a significant burden on the health care resources of PEI.
Islanders with COPD are using health care services at a much higher rate than those without
COPD (Department of Health and Wellness, 2014). As a primary diagnosis for hospital
admission, COPD is ranked second in PEI, which accounts for 3.2% of all hospital admissions in
the province (Canadian Foundation for Healthcare Improvement, 2015).
The COVID-19 pandemic may have created unique barriers to health for individuals
living with COPD causing a disproportionate negative affect on the health and wellbeing of this
already vulnerable population. During the COVID-19 pandemic many non-essential healthcare
visits were put on hold and individuals with COPD could only receive care in emergency
situations (Elbeddini & Tayefehchamani, 2021). Individuals with COPD may have also avoided
going to the hospital during acute exacerbations due to the fear of contracting COVID-19
(Elbeddini & Tayefehchamani, 2021). Additional factors that may have affected their ability to
self-manage their disease may include cancelled pulmonary rehabilitation appointments,
medication shortages, closures of stores and public places, and reduced interactions with family,
friends, and caregivers. Since the spread of COVID-19 is a fast moving, constantly evolving
situation, there is limited peer-reviewed evidence focusing on individuals living with COPD
during the pandemic (Tal-Singer et al., 2020). Although there is a growing evidence base around
the effects of the COVID-19 pandemic worldwide, few studies have been conducted focusing on
individuals living with COPD, therefore, the impact of the COVID-19 pandemic on their
physical and mental health as well as their ability to self-manage their disease is not fully
understood. As the pandemic continues, ongoing qualitative research is necessary to gain insight
into the lived experience of individuals living with COPD. There is currently a dearth of
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evidence around this focus as there are no published studies in Atlantic Canada to date. An
enhanced understanding of this experience would help guide health care professionals in the
development and implementation of future person-centered initiatives. These initiatives could
improve the quality of life of Islanders living with COPD, decrease the burden of their disease on
the healthcare system during the COVID-19 pandemic, and help them cope during future
pandemics.
Purpose of the Study
The purpose of this study is to explore the lived experience of Islanders living with
COPD during the COVID-19 pandemic.
Research Question
The research question posed in this study is: What is the lived experience of Islanders
living with COPD during the COVID-19 pandemic?
Relevance to Nursing
Nurses play an integral role in caring for individuals living with COPD by providing
education, assessments, and counseling to patients. They often work within an interdisciplinary
team to equip patients with knowledge, confidence, and skills to navigate the healthcare system
and manage their chronic disease as independently as possible. They are also at the frontlines in
the fight against the spread of COVID-19, often leading strategic planning committees and
policy development, and caring for individuals who are infected with the disease. Nurses rely on
evidence from nursing research studies to ensure that their interventions are effective, patientcentred, safe, and evidence based. The COVID-19 pandemic has resulted in an increased use of
relatively new healthcare initiatives in Canada such as virtual care and telehealth (Walker, 2021);
yet there is a dearth of nursing research around Islanders’ experience in using these technologies.
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Results from this study could provide a clearer understanding of the lived experience of
individuals living with COPD during the COVID-19 pandemic. This information may help
nurses and other healthcare professionals tailor interventions to the unique needs of their
patients, which could lead to improved patient outcomes and potentially a decrease in healthcare
costs. As the focus of healthcare initiatives on PEI continues to shift toward providing safe and
effective chronic disease management strategies during the COVID-19 pandemic, there will be
an increased need for more nursing research focusing on the lived experience of individuals with
COPD during the COVID-19 pandemic to inform program and policy development.
Phenomenological Perspective
Studies focusing on the lived experience of a subpopulation typically employ a
qualitative research design. The phenomenological research method is rooted in the
philosophical tradition of Husserl and Heidegger, and its focus is discovering the essence or
meaning of a phenomenon (Polit & Beck, 2017). Phenomenology is a rigorous, critical, and
systematic research method (Streubert & Carpenter, 2011). Its aim is not to generate abstract
concepts or hypothesis, but to bring together objective and subjective dimensions of lived
experiences (Peoples, 2020).
A descriptive phenomenological research design was chosen for this study to better
understand the “essence” of the experience of living on PEI with COPD during the COVID-19
pandemic. The philosophy of Edmund Husserl was used as a theoretical framework. By using
this approach, I was able to achieve the goal of the study which was to obtain in-depth firsthand
insights into the experiences of the population of interest. Through the use of Giorgi’s (2009)
descriptive phenomenological psychological method, common meanings of the experiences of
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participants were revealed. These meanings could provide valuable insight into their lived
experience and inform healthcare providers about their healthcare needs.
Summary
Chapter one has provided an introduction to the study through a brief overview of the
phenomenon of interest. The background, purpose, and research question of this study was
discussed as well as its relevance to nursing. Giorgi’s (2009) descriptive phenomenological
psychological method was also introduced as the means for generating and analyzing data that
focuses on the lived experience of Islanders living with COPD during the COVID-19 pandemic.
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CHAPTER 2
Review of Literature and Nursing Perspective
The purpose of this study is to explore the lived experience of Islanders living with
COPD during the COVID-19 pandemic. The following literature review focuses on literature
that is pertinent to this study. It is divided into seven sections which are: 1) COPD; 2) COPD
prevalence, morbidity, mortality, and healthcare costs; 3) COPD risk factors; 4) COPD
treatment; 5) COPD and COVID-19; 6) living with COPD during the COVID-19 Pandemic; and
7) psychological impact of living with COPD during the COVID-19 pandemic. The remainder of
the chapter will focus on the nursing perspective and researcher’s assumptions.
COPD
Chronic Obstructive Pulmonary Disease is an umbrella term used to describe airway
diseases and parenchymal destruction that cause chronic airflow limitation (GOLD, 2022a;
WHO, 2021a). The formerly used terms chronic bronchitis, and emphysema are included within
the COPD diagnosis (GOLD, 2022a; WHO, 2019a). According to the GOLD and Canadian
Thoracic Society (CTS) recommendations, spirometry is required for the diagnosis and staging
of severity of COPD (GOLD, 2022a; O’Donnell et al.,2008). GOLD states that a postbronchodilator forced expiratory volume in one second (FEV1)/forced vital capacity (FVC) ratio
of less than 0.7, “confirms the presence of persistent airflow limitation” (GOLD, 2022a, p.22).
The three requirements of a diagnosis of COPD according to GOLD are: 1) persistent airflow
limitation confirmed by spirometry, 2) appropriate symptoms of COPD, and 3) a history of
exposure to noxious stimuli (GOLD, 2022a). Unfortunately, COPD is underdiagnosed, and most
cases are not diagnosed until the disease is well advanced (O’Donnell et al., 2008).
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Symptoms of COPD vary from person to person and often include shortness of breath,
cough, and sputum production (Public Health Agency of Canada (PHAC), 2018). Less common
distressing symptoms of COPD are wheezing, chest tightness, and chest congestion (Miravitlles
& Ribera, 2017). The symptoms of COPD gradually worsen over the course of years, resulting in
functional impairment and reduced health-related quality of life (Güell et al., 2000). The course
of the disease is often punctuated by exacerbations of symptoms of dyspnea, cough, sputum
production, and sputum purulence (Wedzicha et al., 2017). These acute exacerbations are
associated with an increase in mortality and health-care utilization among individuals with
COPD (Rodriguez-Roisin, 2000). Breathlessness, the hallmark symptom of COPD, places
significant physical and psychological burdens on individuals with COPD (Miravitlles & Ribera,
2017). It can restrict an individual’s freedom by impairing their mobility and limiting their
ability to work and perform activities of daily living (Elkington et al., 2004; Rennard et al.,
2002). Breathlessness has also been found to be associated with depression, anxiety, fatigue,
sleeping difficulties, and pain (Borge et al., 2010). Symptoms of COPD often have a profound
negative impact on patients’ health status and quality of life; therefore, the goals of COPD
treatment largely focus on symptom prevention and control (Kulich et al., 2015).
COPD Prevalence, Morbidity, Mortality, and Healthcare Costs
The most recent Global Burden of Disease Study reports that in 2016, the estimated
global number of cases of COPD was 251 million (WHO, 2017). The prevalence of COPD in
Canada for individuals 12 years and older is estimated to be 3.9% or 830,800 Canadians
(Statistics Canada, 2020). The prevalence of COPD in PEI is higher than the overall Canadian
rate, with approximately 6.4%, or 5,900 Islanders, 12 years of age and older living with COPD
(Statistics Canada, 2020). In 2020, prevalence of COPD among Canadian females (4.1%) was
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higher than males (3.7%), whereas in PEI, the prevalence of COPD was higher in males (7.0%)
compared to females (5.9%) (Statistics Canada, 2020). About 25% of Canadians over the age of
35 will be diagnosed with COPD at some point in their lifetime (Benady, 2010).
Chronic Obstructive Pulmonary Disease is an important contributor to the burden of noncommunicable diseases (Soriano et al., 2017). The true burden COPD is difficult to measure
because it is underdiagnosed and frequently misdiagnosed due to a lack of spirometry testing
(Almagro & Soriano, 2017; Fromer & Cooper, 2008; Gershon et al., 2018; Jain et al., 2015;
Sator et al., 2019). Mittmann et al. (2008) conservatively estimate that COPD costs the
Canadian healthcare system 1.5 billion dollars annually. According to the Canadian Institute for
Health Information (CIHI) (2019), COPD and bronchitis were the second leading causes of
hospitalization in Canada in 2017-2018, accounting for 93,353 hospitalizations with an average
length of stay of 7.2 days. Individuals living with COPD are burdened with the impact of the
disease as symptoms progressively worsen, often affecting their physical and mental health, and
their ability to participate in activities of daily living (PHAC, 2011). Cost of medications, loss of
work productivity due to COPD symptoms, and hospitalization due to exacerbations contribute
to the financial burden experienced individuals living with COPD.
In 2019, COPD was the third leading cause of death worldwide, causing six percent of
the world’s total deaths (WHO, 2020). Global COPD mortality rates are projected to increase,
estimating that COPD will be the leading cause of death worldwide in 15 years (Quaderi &
Hurst, 2018). Chronic lower respiratory diseases (including COPD) are currently the fifth leading
cause of death in Canada, and the fourth leading cause of death in PEI (Statistics Canada, 2019).
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COPD Risk Factors
Cigarette smoking is the most important risk factor for COPD as it is the underlying
cause of 80-90% of COPD cases (PHAC, 2018). Several other risk factors contribute to COPD
development as nearly 30% of individuals with COPD in the community have never smoked
(Tan et al., 2015). Other environmental risk factors of COPD include air pollution and biomass
fuel exposure (GOLD, 2022a). Host risk factors of COPD include genetic abnormalities such as
α1-antitrypsin deficiency, abnormal lung development, and accelerated aging (GOLD, 2022a).
The biggest risk factor for COPD in middle- and high-income countries is tobacco smoke, while
exposure to indoor air pollution, such as biomass fuels is the biggest risk factor in low-income
countries (WHO, 2019b). COPD prevalence and mortality has been formerly highest among
men; however, recent studies report an almost equal prevalence of COPD in men and women
(GOLD, 2022a). This may be caused by a greater female susceptibility to the damaging effects
of cigarette smoking (GOLD, 2022a). Avoidance or elimination of exposure to risk factors is a
vital aspect of COPD management and treatment. According to the CTS, the most effective
intervention to reduce the risk of developing COPD is smoking cessation (O’Donnell et al.,
2003).
COPD Treatment
Chronic Obstructive Pulmonary Disease is not curable, although it can be effectively
treated, especially in the early stages of the disease process (Fromer & Cooper, 2008). According
to the CTS,
the goals of COPD management include prevention of disease progression; reduction of
frequency and severity of exacerbations; alleviation of dyspnea and other respiratory
symptoms; improvement of exercise tolerance; prompt treatment of exacerbations and
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complications of the disease; improvement of health status; and reduction of mortality
(O’Donnell et al., 2008).
A combination of pharmacotherapy and non-pharmacotherapeutic interventions can be
used to enhance symptom management, increase levels of activity, and improve quality of life of
individuals with COPD (O’Donnell et al., 2008). Pharmacotherapy interventions may include
bronchodilators, antimuscarinic drugs, methylxanthines, combination bronchodilator therapy,
anti-inflammatory agents, inhaled corticosteroids, triple therapy, oral glucocorticoids,
phosphodiesterase-4 inhibitors, antibiotics, and mucolytic and antioxidant agents (GOLD,
2022c). Inhaled bronchodilators are the most commonly used pharmacotherapy to treat COPD
(O’Donnell et al., 2008). They improve expiratory flow rates and reduce hyperinflation, by
decreasing airway smooth muscle tone (O’Donnell et al., 2008). Current pharmacological
therapies do not cure COPD, rather, they are used to reduce COPD symptoms, and the frequency
and severity of exacerbations (GOLD, 2022a).
Non-pharmacotherapeutic interventions such as smoking cessation, pulmonary
rehabilitation and prophylactic vaccinations have also been proven to be effective in COPD
management. Smoking cessation has been found to be the most effective treatment of COPD
because quitting smoking can reduce the rate of development of the disease and decrease the
decline of lung function precipitated by smoking (Laniado-Laborin, 2009).
Pulmonary rehabilitation is an evidence-based, comprehensive intervention, which has
been found to be the most effective strategy to improve shortness of breath, health status, and
exercise tolerance in patients with COPD (Camp et al., 2015; GOLD, 2022a). It is defined by the
American Thoracic Society and the European Respiratory Society as “a comprehensive
intervention based on a thorough patient assessment followed by patient-tailored therapies that

11

include, but are not limited to, exercise training, education, and behaviour change, designed to
improve the physical and psychological condition of people with chronic respiratory disease and
to promote the long-term adherence to health-enhancing behaviour” (Spruit et al., 2015, e14).
Pulmonary rehabilitation is considered a standard of care for individuals living with COPD
(Marciniuk et al., 2010; Rochester et al., 2015), and is recommended for all clinically stable
patients who continue to experience dyspnea and limited exercise capacity despite
pharmacotherapy (O’Donnell et al., 2008). The goal of pulmonary rehabilitation is to promote
patients’ functional independence by educating them about their disease, coping strategies, and
treatment options, and by helping them to become physically active (Reis et al., 2007). Rather
than focusing on reversing the disease process, pulmonary rehabilitation emphasizes the
importance of long-term behaviour change to improve physical function and reduce the
psychological impact of COPD (GOLD, 2022a).
Pulmonary rehabilitation programs typically include patient assessment, supervised
exercise training, education, nutritional advice, and psychological support (Camp et al., 2015).
pulmonary rehabilitation often range from six to 12 weeks in duration (Reis et al., 2007) and are
often delivered by a multidisciplinary team consisting of nurses, respiratory therapists,
physiotherapists, occupational therapists, and dieticians. Most pulmonary rehabilitation programs
in Canada are located in acute or ambulatory care hospitals, however pulmonary rehabilitation is
increasingly moving toward non-hospital-based settings and telehealth structures (Camp et al.,
2015). The format and content of pulmonary rehabilitation programs in Canada may vary
according to location because there are currently no comprehensive Canadian guidelines for
pulmonary rehabilitation delivery. Several professional organizations have released guidelines
that inform pulmonary rehabilitation program development and delivery (GOLD, 2022a,
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Marciniuk et al., 2010, O’Donnell et al., 2008), however not all aspects of pulmonary
rehabilitation are addressed in these documents (Camp & Cheung, 2018).
Several randomized control trials provide empirical evidence supporting the effectiveness
of pulmonary rehabilitation for treatment of COPD (McCarthy et al., 2015; Puhan et al., 2016).
Pulmonary rehabilitation has been found to improve dyspnea, fatigue, emotional function, health
status, and exercise tolerance in patients with COPD (GOLD, 2022a; McCarthy et al., 2015).
Pulmonary rehabilitation has also been found to enhance self-efficacy and the sense of control
that participants have over their condition (McCarthy et al., 2015; Rochester et al., 2015).
Further positive effects of pulmonary rehabilitation are reduced rates of hospitalization and
unscheduled healthcare visits among participants (Rochester et al., 2015). Worthwhile benefits of
pulmonary rehabilitation can persist for a period of two years (Güell et al., 2000). A 2015
Cochrane review of randomized control trials comparing the effects of pulmonary rehabilitation
versus usual care on health-related quality of life and maximal exercise capacity revealed
evidence so strongly in favor of pulmonary rehabilitation that authors indicate that further
randomized control trials are not warranted (McCarthy et al., 2015).
Although there is overwhelming evidence of its efficacy, pulmonary rehabilitation
remains grossly underutilized, and often inaccessible to patients who would benefit from it
(Rochester et al., 2015). A systematic review of studies across seven countries estimates that less
than 1.2% of individuals living with COPD have access to pulmonary rehabilitation (Desveaux et
al., 2015). Only 0.4% of Canadians who suffer from COPD have access to pulmonary
rehabilitation (Camp et al., 2015). Residents of PEI also have limited access to pulmonary
rehabilitation. The pulmonary rehabilitation program on PEI has the capacity to treat 32 clients at
a time in three different locations: Charlottetown (16 clients), Summerside (8 clients), and
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Montague (8 clients) (Carolyn MacPhail, personal communication, July 3, 2019). These three
pulmonary rehabilitation clinics serve an estimated 5,900 individuals living with COPD, as well
individuals living with other chronic respiratory conditions on PEI (Statistics Canada, 2020). The
average wait time for Islanders to receive pulmonary rehabilitation is currently 142 days
(Carolyn MacPhail, personal communication, July 3, 2019). As with the rest of Canada, the
capacity for pulmonary rehabilitation in PEI has recently increased, however it has not kept pace
with its demand (Camp et al., 2015). To curb the spread of COVID-19, pulmonary rehabilitation
is currently being offered virtually in PEI.
Prophylactic vaccinations are recommended for all patients with COPD to prevent
infections that can cause COPD exacerbations (Varkey et al., 2009). The GOLD and the CTS
recommend the influenza and pneumococcal vaccine for patients with COPD, while recognizing
that the benefit for the pneumococcal vaccine is less well established (GOLD, 2022a; O’Donnell
et al., 2003; O’Donnell et al., 2008). The GOLD has also recently added COVID-19, Tdap, and
Zoster vaccinations to their list of recommended vaccinations for individuals living with COPD
(GOLD, 2022a). Oxygen therapy is recommended for individuals with COPD who experience
severe resting hypoxemia (GOLD, 2022a). Non-invasive ventilation, surgical treatments and
palliative care may also be used in treating advanced COPD (GOLD, 2022a).
COPD and COVID-19
Individuals with COPD are susceptible to viral infections that cause exacerbations of
COPD. Despite this fact, current preliminary research is yet to definitively suggest that they are
at an increased risk of developing COVID-19 (Bhutani et al., 2020a; GOLD, 2022a; Higham et
al., 2020). The reason for this remains unclear, however it may be reflective of protective
strategies that individuals with COPD take to avoid exposure to COVID-19 (GOLD, 2022a).
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Having COPD has been found to increase the risk of severe illness from COVID-19 (Centers for
Disease Control and Prevention [CDC], 2020; Wu et al., 2020), although the exact mechanism is
currently unknown (Sin, 2020). A meta-analysis by Lippi and Henry (2020) reveals that COPD is
associated with an over five-fold increased risk of severe COVID-19 infection. Similarly, a
systemic review and meta-analysis by Alqahtani et al. (2020) reveals that COVID-19 infection
was associated with greater severity and mortality rates in COPD patients. A systemic review
and meta-analysis conducted by Pranata et al. (2020) found that COPD was associated with an
increased risk for a composite of poor outcome, mortality, severity of COVID-19, ICU care, and
disease progression. A further literature review by Xiao et al. (2020) also found that pre-existing
COPD was significantly associated with poor clinical outcomes among COVID-19 patients.
Finally, recent literature review by Gallo Marin et al. (2020) reveals that individuals with COPD
are predisposed to an unfavorable clinical course and increased risk of intubation and death.
Some emerging studies of have reported a reduction in hospitalizations in people with
COPD since the beginning of the COVID-19 pandemic. A study investigating data of 8,476
hospitalized patients with COVID-19 from 11 epidemiological studies reveals that individuals
with COPD were at lower risk of hospitalization compared to the general population (Rogliani et
al., 2020). A German study conducted by Berghaus et al. (2020) has found a disproportionate
decline in admissions for exacerbations of COPD during the COVID-19 pandemic.
Living with COPD During the COVID-19 Pandemic
Individuals living with COPD are a vulnerable population that are amongst the worst
affected by COVID-19 (Bhutani et al., 2020a; GOLD, 2022b). Their ability to self-manage their
disease could be negatively affected by factors related to the COVID-19 pandemic such as
limited access to health care, disruptions in global supply chain, a reduction in income, and
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closures of stores and public places. During the COVID-19 pandemic, the need for new public
health policies and physical distancing to curb the spread of COVID-19 has meant that drastic
changes to everyday life. The GOLD and CTS both recommend that during the COVID-19
pandemic COPD patients stay at home as much as possible, wear a face covering, follow basic
infection control measures, follow the advice of local public health teams, continue their regular
pharmacotherapy treatment, and have at least a 30-day supply of all medications on hand
(Bhutani et al., 2020a; Bhutani et al., 2020b; GOLD, 2022b).
In some countries, people with COPD or who are extremely vulnerable to contracting
COVID-19 practice shielding or sheltering-in-place to protect themselves. Shielding or
sheltering-in-place means to avoid leaving the house for any reason, avoid social gatherings, and
avoid contact with anyone who is displaying symptoms of COVID-19 (Bostock, 2020). Although
these terms are not commonly used in Canada, many vulnerable Canadians practice shielding or
sheltering-in-place, and the CTS similarly suggests that individuals with COPD stay at home as
much as possible (Bhutani et al., 2020a). Shielding or sheltering-in-place may prove to be
difficult for individuals with low income or social support, and for individuals who live in
overcrowded living arrangements (Halpin et al., 2021). There is evidence that shielding can
cause significant deterioration in physical activity within a short time period for individuals with
COPD who recently attended pulmonary rehabilitation (Hume et al., 2020). The GOLD (2022a)
warns against shielding and sheltering in place leading to social isolation and inactivity and
suggests keeping active and staying in touch with loved ones through telecommunication.
Breathlessness is considered to be the cardinal symptom of COPD (Al-Gamal & Yorke,
2014). It has a significant physical and psychological impact on individuals with the disease
(Williams et al., 2011) and has been found to be related to anxiety and decreased emotional
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functioning (Bailey, 2004). Individuals with COPD may find that wearing a mask is difficult due
to symptoms of breathlessness, however, it is still recommended that they wear a mask if
possible because there is no evidence that mask wearing will exacerbate an underlying lung
condition (Bhutani et al., 2020b). Masks have not been found to lower oxygen levels and they
can be worn over nasal cannulas when oxygen is being delivered (Bhutani et al., 2020b).
Individuals with COPD may be compelled to wear masks despite potential discomfort or
dyspnea because they are at higher risk for severe disease from COVID-19.
To curb the transmission of SARS-CoV-2 during the COVID-19 pandemic, many
non-essential services such as pulmonary rehabilitation are suspended when the risk of
community spread is high (GOLD, 2022a). During these times, the GOLD and the CTS
encourages patients to stay active through home-based rehabilitation programs (GOLD, 2022a;
Dechman et al., 2020). Virtual care and telehealth have been increasingly popular during the
COVID-19 pandemic, and an enhanced standardized pulmonary rehabilitation program has been
developed by Canadian clinicians and researchers and endorsed by the CTS (Dechman et al.,
2020). Barriers in providing virtual care to COPD patients that were identified prior to the
COVID-19 pandemic include cognitive impairment, lack of access to technology, language
barriers, and difficulty navigating the systems (Elbeddini & Tayefehchamani, 2021). Despite
these known challenges, telehealth for COPD patients has been found to be feasible and at least
non-inferior to usual care in terms of exacerbations, hospitalizations, and quality of life (Leung et
al., 2020). Online-supported pulmonary rehabilitation has also been found to be non-inferior to
face-to-face sessions (Bourne et al., 2017). The GOLD identifies remote consultations as superb
and necessary tools to minimize the risk of COVID-19 transmission during the pandemic and
offers practitioners guidance to support remote interactions with COPD patients (GOLD, 2020).
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Psychological Impact of Living with COPD during the COVID-19 Pandemic
The COVID-19 pandemic has had a profound negative effect on the health and wellbeing
of societies worldwide (Robb et al., 2020). Psychological reactions in the general population
include specific and uncontrolled fears related to infection, pervasive anxiety, frustration and
boredom, and disabling loneliness (Serafini et al., 2020). A national survey measuring anxiety
and depression in Canada during the COVID-19 pandemic revealed that the number of
participants who indicated that their anxiety was high to extremely high quadrupled and
participants with high self-reported depression more than doubled since the beginning of the
pandemic (Dozois, 2020). A further national study conducted by Best et al. (2020) during the
initial stages of the COVID-19 pandemic found that even short-term social distancing practices
were associated with increased levels of panic, emotional disturbances, depression, and overall
distress.
Prior to the COVID-19 pandemic, anxiety and depression were known comorbidities of
COPD that were associated with increased exacerbation rates, decreased quality of life and
functional status, and increased mortality (Pumar et al., 2019). Anxiety and depressive symptoms
in individuals with COPD are common and often undiagnosed and untreated (Yohannes et al.,
2000). One phenomenological study focusing on the lived experience of people with COPD
following hospitalization found that participants described feeling an overwhelming sense of
confinement that they describe as being trapped in an invisible cage (Chang et al., 2016).
Another qualitative study exploring the experience of living with COPD identifies breathlessness
as the most troubling symptom of COPD which led to anxiety, panic, and fear (Barnett, 2005).
Participants also disclosed that their breathlessness caused feelings of tiredness and frustration
which led to loss of social activity, loss of their role in the family, and loss of intimacy in
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personal relationships (Barnett, 2005). A recent systematic review and meta-analysis reveals that
COPD patients are 1.9 times more likely to commit suicide than people without COPD, and
women with COPD have a higher risk of committing suicide than men (Sampaio et al., 2019).
Recommended mental health treatments for individuals suffering from depression or anxiety and
COPD include cognitive behavioural therapy, self-management strategies, pharmacological
treatment, pulmonary rehabilitation, and relaxation therapy (Cafarella et al., 2012; Pumar et al.,
2019).
Individuals with COPD could have an added source of anxiety, depression, and stress
with the awareness of being part of a “COVID-19 high risk population” (Latham et al., 2020).
Further causes for increased anxiety and depression in individuals with COPD during the
COVID-19 pandemic include fear, loneliness, stress, excessive worry, physical disability,
substance use, lack of social support, unemployment, bereavement, life events related to
COVID-19, social isolation, severe respiratory impairment and acute exacerbations, comorbidities, and lockdown (Yohannes, 2020). A recent qualitative study that explored COVID19 related concerns of people with long-term respiratory conditions, reported that their main
concerns were vulnerability to COVID-19, anticipated experience of contracting COVID-19,
wide reaching uncertainty, and inadequate national response (Philip et al., 2020). A Columbian
study with 144 participants with COPD reports having high levels of COVID-19 perceived
stress, post-traumatic stress risk, depression risk, and insomnia both before and during the
COVID-19 lockdown (Pedrozo-Pupo & Campo-Arias, 2020). Surprisingly, Pleguezuelos et al.
(2020) have found that the COVID-19 lockdown had a limited impact on patients with COPD. In
their study, participants’ scores for health-related quality of life, anxiety, and depression were not
worse than other populations of patients with COPD under normal circumstances (Pleguezuelos
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et al., 2020). Given that COVID-19 pandemic is a recent ever-evolving world event, the extent of
its impact is not yet known.
Nursing Perspective
Nurses are often the first point of contact when individuals with COPD access healthcare
both within the community and in hospital. They are typically involved in most aspects of COPD
management from provision of education around symptom management to provision of end-oflife care. Furthermore, the nursing profession has stepped into a leading role in managing the
worldwide healthcare crisis caused by the COVID-19 pandemic. The nursing body of knowledge
must continue to develop to inform nurses in their clinical decisions and to guide health policy
and program development.
Qualitative research has evolved to be widely accepted in nursing research (De Chesnay,
2014). To be effective, nurses must focus on the art of listening to better understand the meaning
of their patients’ experiences. Listening also allows nurses to better empathize with their patients
and provide person centered care (Shipley, 2010). Giorgi’s (2009) descriptive phenomenological
psychological method provides nurse researchers with a framework to more fully understand the
experience of their patients. A void exists in nursing literature relative to the lived experience of
Islanders living with COPD during the COVID-19 pandemic. The aim of this study is to use
Giorgi’s (2009) descriptive phenomenological psychological method to discover the essence of
the experience of Islanders living with COPD during the COVID-19 pandemic and to fill this
nursing research gap.
Researcher’s Presuppositions
In this study, Giorgi’s (2009) descriptive phenomenological psychological method was
used to explore the lived experience of individuals living with COPD during the COVID-19
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pandemic. To begin using this method, Giorgi (2012) describes the importance of assuming the
correct attitude by assuming the attitude of phenomenological reduction or bracketing. This
means that the researcher must suspend judgments and avoid bringing in non-given past
knowledge so that they can focus on the phenomenon as it is given (Giorgi, 2012). Although the
term phenomenological reduction or bracketing implies taking away or removal, it allows for “a
heightening of the experiencer’s presence to the activity of consciousness” (Giorgi, 2009, p.91).
Identifying and bracketing my presuppositions will allow for an accurate description of the
phenomenon being described by the participant. The following presuppositions have influenced
me and will be bracketed during this study:
1. The COVID-19 pandemic has created a major health crisis worldwide, and the full
extent of its impact is not yet understood (Serafini et al, 2020).
2. Social isolation as a result of social distancing protocols and lockdown measures
during the COVID-19 pandemic may result in negative psychosocial consequences
(Dubey et al., 2020).
3. Chronic obstructive pulmonary disease is a leading cause of morbidity and mortality
in PEI and has emerged as a risk factor for COVID-19 disease severity.
4. Chronic obstructive pulmonary disease is a respiratory condition that causes
progressively worsening respiratory function and breathlessness, affecting healthrelated quality of life (Criner et al., 2015).
5. Prior to the COVID-19 pandemic, anxiety and depressive symptoms in individuals
with COPD were known to be common and often undiagnosed and untreated (Maurer
et al., 2008).

21

6. Individuals living with COPD are a vulnerable population that are amongst the worst
affected by COVID-19 (Bhutani et al., 2020a; GOLD, 2022b).
7. The lived experience of Islanders living with COPD during the COVID-19 pandemic
is poorly understood in the literature.
8. A more comprehensive understanding of the lived experience of Islanders living with
COPD during the COVID-19 pandemic is needed.
9. Insight into Islanders’ exerience of living with COPD during the COVID-19
pandemic can be gained through their first-hand descriptions of their lived
experiences.
Summary
Despite being one of the subpopulations most at risk of COVID-19 severity (Alqahtani et
al., 2020; Lippi & Henry, 2020) there has been a lack of research focusing on individuals with
COPD during the COVID-19 pandemic. Furthermore, this literature review reveals that the
majority of studies focusing on the effect of the COVID-19 pandemic in individuals with COPD
have been undertaken from a quantitative perspective. To date there have been no published
qualitative studies focusing on this topic in Atlantic Canada. To fill this knowledge gap, this
study focuses on the lived experience of individuals living with COPD in PEI, Canada during the
COVID-19 pandemic. This study provides healthcare professionals with valuable information
about the needs of this population. A greater awareness of the realities faced by this population
could help healthcare staff provide education and care that is more targeted to their needs. As the
pandemic continues, ongoing qualitative research is necessary to gain insight into the lived
experience of individuals living with COPD. There is currently a dearth of evidence around this
focus as there are no published studies in Atlantic Canada to date.
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CHAPTER 3
Methods
In this chapter, Giorgi’s Descriptive Phenomenological Psychological Method will be
briefly discussed. Other aspects of the study that will be discussed include study participants and
recruitment strategies, data collection, study setting, data analysis, ethical considerations,
trustworthiness, and dissemination of findings.
Giorgi’s Descriptive Phenomenological Psychological Method
The phenomenological research method was developed by Husserl and Heidegger “to
describe particular phenomena, or the appearance of things, as lived experience” (Streubert &
Carpenter, 2011, p. 73). This methodology is often used when studying phenomena that are
fundamental to life experiences of humans and are poorly defined or conceptualized (Polit &
Beck, 2017). Since the lived experience of having COPD during the COVID-19 pandemic is a
phenomenon that meets these criteria, a descriptive, phenomenological research design was
chosen to be the most appropriate for this study.
The purpose of Giorgi’s (1985) phenomenological, psychological research method is to
do justice to the lived aspects of human phenomena (Giorgi, 1985). When engaging in
phenomenological research, Giorgi stresses the importance of first adopting an attitudinal shift
toward phenomenological reduction because it allows for a “heightening of the experiencer’s
presence to the activity of consciousness” (Giorgi, 2009, p. 91). He notes that the researcher
must bracket past knowledge or non-presented presuppositions about the given topic so that
critical attention could be focused on the present experience (Giorgi, 2009). This is not achieved
by completely forgetting the past, rather Giorgi, 2009 instructs the researcher to avoid allowing
past knowledge to be engaged while determining the content of present experiences. Bracketing
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allows the researcher to explore as they are unfolding (Giorgi, 2009). He stresses that this
process can be difficult, but not impossible (Giorgi, 2009).
Giorgi (1985) provides researchers with four concrete steps to follow when conducting
research using his phenomenological, psychological method:
1) Read the entire set of protocols to get a sense of the whole
2) Discriminate units from participants’ description of phenomenon being studied
3) Articulate the psychological insight in each of the meaning units
4) Synthesize all of the transformed meaning units into a consistent statement regarding
participants’ experiences (referred to as the “structure of the experience”); can be
expressed on a specific or general level. (Giorgi, 1985 as cited in Polit & Beck, 2017, p.
566).
Giorgi’s (1985) Descriptive Phenomenological Psychological Method allowed for the
exploration of participants’ lived experience of the phenomena, it provided structure for data
collection and analysis, and gave added rigor to research findings.
Sampling and Recruitment Strategies
Participants
A purposive sample of individuals who live on PEI and self-report having been
diagnosed with COPD was recruited to participate in the study. Purposive sampling is used to
focus on particular characteristics of a population and does not create a representative subset of a
larger population (Rai & Thapa, 2015). Since the goal of qualitative research is to develop a
description of a phenomenon rather than generalizability of findings (Streubert & Carpenter,
2011), a purposive sample is appropriate for this study.
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The selection criteria for inclusion in the study was individuals living on PEI who speak
English, are orientated to person, place, and time, and self-report having been diagnosed with
COPD. Interviews and data collection were conducted until data saturation was reached.
Recruitment Strategies
Following ethics approval from the UPEI Research Ethics Board and the approval of a
COVID-19 Return to Lab Work Plan from the UPEI Dean of Nursing, Chair of the UPEI Master
of Nursing Program, and the UPEI Manager of Health, Safety, and Environment, participants
were recruited via local media outlets and a press release from the UPEI Marketing and
Communications Department. The Lung Association of PEI was also contacted and asked to
share study material with clients and post study recruitment information on their social media
platforms. Participants were invited to participate by an invitation letter (Appendix A) and a
recruitment poster (Appendix B). Additionally, participants were recruited through the use of the
snowball sampling technique. Snowball sampling entails using one informant to find another
(Streubert & Carpenter, 2011). This method of sampling is particularly useful when potential
participants are difficult to locate (Streubert & Carpenter, 2011).
Data Collection
Participants choose the time of interview and whether they would like to conduct the
interview over the telephone or in person. Prior to initiating an in-person interview, I asked
participants to read, initial, and sign a waiver which is required to participate in activities at
UPEI during the COVID-19 pandemic. After they read, initialled, and signed the waiver, I first
reviewed the study purpose, method, letter of invitation, and consent form with the participant. I
also answered any questions that the participant had. Participants then signed the written consent
form (Appendix C) and completed the demographic data questionnaire (Appendix D).
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At least a week prior to each telephone interview, I sent each participant a copy of the
study letter of invitation, consent, form, and recruitment poster. Immediately prior to the
telephone interview, I first reviewed the study purpose, method, letter of invitation, and consent
form with each potential participant and ensured that they have read and understood all
documents. To obtain oral consent, I followed the steps and script detailed in an oral consent
form and script (Appendix E). Oral consent was digitally recorded with the consent of the
participant. Each participant was asked if they can email, mail, or fax their signed consent form
to the interviewer, and were made aware that this is not necessary. Prepaid envelopes would have
been offered if the participant preferred to mail their signed consent form. Once consent was
obtained, I asked the participants the questions listed in the demographic data questionnaire.
Obtaining consent took approximately 5 minutes and completing the demographic questionnaire
took approximately 3 minutes.
Semi–structured, one-on-one interviews were conducted face-to-face and via telephone
using a prepared interview guide which contained four questions (Appendix F). Participants were
asked to describe their experience of living with COPD during the COVID-19 pandemic.
Additional prompts were occasionally used to ensure that the phenomena were thoroughly
explored. Examples of these prompts include “Can you give me an example?” or “Can you tell
me more?”. Each interview was conversational in nature and approximately 60 minutes in
length. The total length of time required by each participant for all tasks was approximately
under 70 minutes. Audio recordings of interviews were compiled with permission using a digital
recording device. A handwritten research journal was also maintained during the data collection
process to ensure that all available information was collected. During data collection and
analysis, I suspended judgements and focused on the analysis of participants’ experience though
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presuppositions of the phenomenon. Interviews were conducted until data saturation had been
reached. Data saturation was determined to have been achieved when no new information
surfaced from participant interviews and no new themes emerged during data analysis (Streubert
& Carpenter, 2011). At this point, data begins to repeat, and data collection becomes redundant
(Hennink & Kaiser, 2020). A total of seven interviews were completed for this study over a onemonth period.
Setting
All participants were offered to complete the interview via telephone or in person in the
UPEI Health Sciences Building Room 217. This allowed for privacy and minimal interruptions
of participants’ narrative flow and reflection of their experience of living with COPD during the
COVID-19 pandemic. Due to the risk of COVID-19 transmission, mobility, or logistical
restraints, four participants chose to conduct the interview at home via telephone. Three
participants chose to conduct the interview in person. During in person interviews, all current
public health guidelines around COVID-19 were followed and social distancing were maintained
and the Return to Laboratory Work Plan submitted to the UPEI Dean of Nursing, Chair of the
UPEI Master of Nursing Program, and the UPEI Manager of Health, Safety, and Environment
was followed. If the participant voiced any perceived privacy or comfort issues, an offer would
have been made to postpone the interview. For this study, there was no need for postponements.
Data Analysis
Data compiled through completion of a demographic data questionnaire was analyzed
using descriptive statistics and presented. Demographic data includes gender, age at last
birthday, marital status, where the participant lives, and highest education level attained, when
the participant was diagnosed with COPD, and who made their COPD diagnosis. Some
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participant data was presented as aggregate data or not included in the study to minimize the risk
of breech of anonymity.
Interview data was analyzed using Giorgi’s (2009) phenomenological psychological
method. An important aspect of Giorgi’s phenomenological method is intuiting. I attempted to
become totally immersed in the phenomenon of living with COPD during the COVID-19
pandemic and understand this phenomenon as described by the participants. Identifying and
bracketing of presuppositions allows for an accurate description of the phenomenon being
described by participants.
Once the interview data was transcribed into a Microsoft Word document, I began data
analysis by applying the four essential steps of Giorgi’s phenomenological method. To maintain
a holistic phenomenological approach, I read all data before beginning any analysis (Giorgi,
1997). During this reading, I only retained a global sense of the data and did not try to thematize
any aspect of the descriptions (Giorgi, 1997). After I gained familiarity with the data through the
initial reading, I re-read the data. I began the process of constituting parts during the second
reading by making a mark every time I experienced a transition in meaning from within the
attitude (Giorgi, 2012). Once the raw data was reduced into “meaning units”, I transformed the
data into expressions that were more directly relevant to the psychological import of living with
COPD during the COVID-19 pandemic (Giorgi, 2012). As outlined by Giorgi (1985), I
continued to synthesize the data to obtain an essential structure of the phenomena.
Ethical Considerations
Approval for the study was obtained from the UPEI Research Ethics Board (Appendix G)
and the approval of a COVID-19 Return to Lab Work Plan for the study was obtained from the
UPEI Dean of Nursing, Chair of the UPEI Master of Nursing Program, and the UPEI Manager of
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Health, Safety, and Environment. To ensure privacy and comfort of participants, each interview
was conducted individually. Before initiating each interview, I answered all questions from the
participants pertaining to the research, and participants were given a letter of invitation, a consent
form, and a recruitment poster that describes the research purpose, methods, and interview topics
of the study. Participants were made aware of the level of risk associated with participation in the
study. They were also made aware that participation is voluntary, and they have the right to
withdraw from the study at any time without repercussion. Oral or written consent was
obtained from participants before each interview.
The study was conducted in accordance with recommendations made in the Tri-Council
Policy Statement: Ethical Conduct for Research Involving Humans (Canadian Institutes of
Health Research, Natural Sciences and Engineering Research Council of Canada, & Social
Sciences and Humanities Research Council of Canada, 2018). To decrease risk related COVID19, current public health guidelines around COVID-19 were followed and social distancing was
maintained.
The risks of participation in the study were minimal, however they included the burden of
time for the interview (approximately 1 hour), risk of psychological distress while discussing
their experiences, and risk of fatigue or physical discomfort during the interview. During the
interview, if participants appeared to be in emotional or physical distress, they were offered
emotional support, and reminded that they have the right to withdraw from or reschedule the
interview without penalty. A list of local Community Mental Health Offices and their contact
information was provided to each participant at the start of the interview to allow for participants
the opportunity to self-refer to these services if needed (Appendix H). Additionally, due to the
nature of symptoms of COPD, prolonged periods of talking could have led to physical
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discomfort and exhaustion. Possible symptoms that could be exacerbated include breathlessness
and coughing. Participants were encouraged to take breaks during interviews and reminded that
they have the right to withdraw from or reschedule the interview without penalty. The benefit of
participation in the study was that participants may help nurses and other health care
professionals understand the lived experience of Islanders living with COPD during the COVID19 pandemic.
Participant names and identifying information was not included in study data to minimize
the risk of breech of anonymity. Pseudonyms were given to each participant (P1-P7). Prior to
initiating each interview, participants were made aware that direct quotations will be included in
publications to enhance trustworthiness. Participants were provided with a copy of the interview
transcript so they can revise and/or redact information that they do not want presented.
Participants were asked to respond within 2 weeks of receipt of the transcript to revise and/or
redact information that they do not want presented. Following completion of the study,
participants were also provided with a copy of the study results.
Audio recordings of interviews were recorded using a digital audio recording device.
Recordings were stored on a password protected universal serial bus (USB) device and a
password protected hard drive, and transcribed into a Microsoft Word document by a
transcriptionist who signed a confidentiality agreement prior to data transcription. Audio
recordings were transcribed verbatim with exception of identifying information which was
coded. Pseudonyms were given to each participant. Only the researchers directly involved in the
study and the transcriptionist had access to this data. Audio recordings and transcriptions were
stored in a locked filing cabinet when not in use. All other data including a written research
journal, the key linking codes to the data, demographic data questionnaires, and signed consent

30

forms were kept in a separate confidential folder which is stored locked filing cabinet. Only the
researchers that were directly involved in the study had access to this filing cabinet. Digital data
files were encrypted and stored on a password protected hard drive.
After completion of the study, data obtained from interviews will be stored in a locked
filing cabinet in the UPEI Faculty of Nursing. Audio recordings and transcribed interviews will
be kept in a separate locked filing cabinet from all identifying data including the research
journal, the key linking codes to the data, and demographic data questionnaires and signed
consent forms. All data will be kept for a period of 5 years. Participant identifiers will be
destroyed after 5 years, and anonymized data will be stored securely, indefinitely.
Trustworthiness
The issue of trustworthiness is a topic of debate among qualitative researchers (Polit &
Beck, 2012). Although some researchers hold differing views as to how trustworthiness should
be maintained in qualitative research, it is commonly agreed that rigor is important to the
practice of good science (Streubert & Carpenter, 2011). In this study, recommendations set forth
by Giorgi (2012) and Guba and Lincoln (1989) will be used to enhance trustworthiness.
The first step of Giorgi’s philosophical phenomenological method is phenomenological
reduction (Giorgi, 1997). Phenomenological reduction is a methodological device described
by Husserl, where one returns to an original awareness regarding the phenomenon under
investigation (Streubert & Carpenter, 2011). This is achieved through suspension of beliefs,
assumptions, and biases about the phenomenon under investigation (Streubert & Carpenter,
2011). According to Giorgi, phenomenological reduction is achieved by bracketing past
knowledge about a phenomenon (Giorgi, 1997). Bracketing allows the researcher to encounter a
phenomenon freshly and describe it as it is intuited (Giorgi, 1997). As previously discussed in
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Chapter 2, phenomenological reduction and bracketing was used by the researcher to increase the
rigor of this study.
Guba and Lincoln (1989) identify four criteria for developing trustworthiness in a
qualitative study: credibility, dependability, confirmability, and transferability (as cited by Polit
& Beck, 2012). Credibility will be maintained in this study through the researcher’s prolonged
engagement with participants. In this study, each interview was conducted for a period of
approximately one hour or less. During this time, the researcher was able to verify the accuracy
of findings through interactions and conversations with the population of interest. Dependability
of the study was achieved through careful documentation and triangulation of data from field
notes and interviews. Confirmability will be achieved through support from a faculty advisor
who conducted peer reviews of the interview transcripts, analyzed data, and research findings.
Involvement of two researchers in the study reduced researcher bias and the chance of
misinterpretation data. Participants were also sent written transcripts of their interviews and were
welcomed to verify their accuracy or redact information that they did not want presented.
Transferability of the study was achieved through maintenance of comprehensive field notes.
Detailed descriptions of how the researcher synthesized raw data into meaning units were also
kept. Maintenance of an audit trail established authenticity and trustworthiness of the data
(Streubert & Carpenter, 2011). Transferability will also be increased by saturation of data.
Dissemination of Findings
This study was submitted to the UPEI Faculty of Nursing in partial fulfillment of the
requirements for a degree of Master of Nursing and will be available online through the UPEI
Proquest Database. Research findings will also be disseminated during an oral thesis defense. A
more concise journal article will be written and submitted to various printed and electronic
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nursing journals for consideration of publication. Research findings may also be presented at
regional nursing, interdisciplinary, and gerontological conferences through oral or poster
presentations. Dissemination may also occur internationally via online conferences. Additionally,
following interviews, participants were sent written transcripts of their interviews and following
data analysis a written report of research findings was sent to them.
Dissemination of findings from this study will help nurses and other health care
professionals understand the experience of living with COPD during the COVID-19 pandemic.
Considering the number of Islanders that are affected with COPD and the profound global
impact that the COVID-19 pandemic has had, understanding this phenomenon is currently
relevant.
Summary
This chapter identifies Giorgi’s (2009) descriptive phenomenological psychological
method as the research method that was utilized to guide this study. Other elements of the study
that were introduced include study participants and recruitment strategies, data collection, study
setting, data analysis, ethical considerations, trustworthiness, and dissemination of findings.
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CHAPTER 4
Research Findings
The purpose of this qualitative study is to illuminate the lived experience of Islanders
living with COPD during the COVID-19 pandemic. The research question posed in this study is:
What is the lived experience of Islanders living with COPD during the COVID-19 pandemic?
Giorgi’s phenomenological psychological method was used to guide this qualitative study. The
general structure of the phenomenon “the lived experience of Islanders living with COPD during
the COVID-19 pandemic” was revealed with four main themes or essential constituents that
represent the essence of the sub-population’s lived experience. The four essential constituents
were: (a) experiencing fear and anxiety about the future related to the COVID-19 pandemic; (b)
experiencing implications of loss; (c) striving for improved health and wellness; and (d)
expressing concern for others. The four essential constituents and associated meaning units are
summarized in Figure 1 and presented in detail in Table 1.
Description of Participants
Seven Islanders living with COPD during the COVID-19 pandemic were interviewed for
this study. The age of the participants ranged from 55 to 76 years of age. The median age of the
participants was 70 years old. Six participants identified their gender as female, one participant
identified their gender as male. At the time of interview, in terms of their highest level of
education completed, the sample reported having obtained a higher education level than in the
general population of PEI. According to the 2016 Census, approximately 46% of population of
PEI aged 15 and over have high school diploma, equivalency certificate, or less (Statistics
Canada, 2016). Participants reported that the number of years since being diagnosed with COPD
ranged from 2 years to 20 years. The average length of time from the date of being first
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diagnosed with COPD was 8.6 years. The majority of participants were recruited via local radio
stations, a local newspaper, and a press release from the UPEI Marketing and Communications
Department. Pseudonyms (P1-P7) were given to each participant to minimize the risk of breech
of anonymity, however direct quotations were used in to enhance the trustworthiness of the data.
Descriptive Phenomenological Psychological Analysis of Results
In this section, the results of the descriptive phenomenological psychological analysis
will be presented and the constituents and meaning units of the phenomenon of the lived
experience of Islanders living with COPD during the COVID-19 pandemic will be identified.
From the 150 pages of transcribed interviews from seven participants, 850 large meaning units
were identified. These larger meaning units were then transformed into 215 smaller meaning
units. Four essential constituents were derived from these smaller meaning units. The four
essential constituents were: (a) experiencing fear and anxiety about the future related to the
COVID-19 pandemic; (b) experiencing implications of loss; (c) striving for improved health and
wellness; and (d) expressing concern for others. The four essential constituents and their
corresponding meaning units are summarized in Figure 1 and listed in detail in Table 1. Direct
quotes from participants are presented in an attempt to portray the phenomenon of the lived
experience of Islanders living with COPD during the COVID-19 pandemic and to enhance the
trustworthiness of this study.
Figure 1
Essential Constituents and Meaning Units of the Lived Experience of Islanders living with
COPD During the COVID-19 Pandemic
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A Typology of the Lived Experience of Islanders living with COPD During the COVID-19
Pandemic
The following table lists the four essential constituents and the supporting meaning units
of the lived experience of Islanders living with COPD during the COVID-19 pandemic.
Supporting narratives of participants will also be provided to enhance the trustworthiness and
transparency of the study.
Table 1
A Typology of the Lived Experience of Islanders living with COPD During the COVID-19
Pandemic
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Constituents

Meaning Units

Constituent 1: Experiencing fear and
anxiety about the future related to
the COVID-19 pandemic

1.1 Participants expressed concern about contracting
COVID-19.
1.2 Participants described being worried that having
COPD makes them at higher risk of COVID-19
severity.
1.3 Participants described the COVID-19 pandemic as
being anxiety provoking and the cause of
psychological distress.
1.4 Participants expressed fear of not having access to
healthcare and basic necessities in the future due to
the COVID-19 pandemic.

Constituent 2: Experiencing
implications of loss

2.1 Participants experienced feeling loneliness and
isolation when they lost former ways of
maintaining social contact with family and friends.
2.2 Participants mourned loss of their former lifestyle
during the COVID-19 pandemic.

Constituent 3: Striving for improved
health and wellness

3.1 Participants expressed a need to stay active and
“keep going”.
3.2 Participants expressed that maintaining their
mental health during the COVID-19 pandemic was
important and described finding effective coping
strategies.
3.3 Participants described engaging in new behaviour
to protect themselves from contracting COVID-19.
3.4 Participants described being able to self-manage
having COPD during the COVID-19 pandemic.
3.5 Participants described adapting to a new reality and
finding new ways to cope within it.

Constituent 4: Expressing concern
for others

4.1 Participants perceived that others were more
profoundly affected by the COVID-19 pandemic
than themselves.
4.2 Participants expressed a desire to help others
during the COVID-19 pandemic.
.

Constituent 1: Experiencing fear and anxiety about the future related to the COVID-19
pandemic
MU 1.1 Participants expressed concern about contracting COVID-19. Participants
described feeling worried about contracting COIVD-19. P6 expressed this by stating:
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Well, I’m extremely nervous about catching it even though I am double vaxxed of course,
and, ah, I have been, ah, concerned enough to go and get tested and of course it’s, the
tests have been negative. But I am just, um, a little more paranoid than usual about
getting sick.
P7 supported this theme by stating:
But I know if you did get it, I mean, you certainly knew that this would not be good if
you have any issues at all, in health issues. It would be that much worse for yourself
because after you watch all that stuff on TV back then in the winter you knew that I mean
you didn’t even want to catch a cold. Not that you do anyway, but it was more fearful,
let’s put it that way. You were more nervous of getting anything wrong with your lungs.
MU 1.2 Participants described being worried that having COPD makes them at higher
risk of COVID-19 severity. Most participants voiced concern that because they have COPD, they
are in a population at higher risk of COVID-19 severity. The following narrative from P5
supports this:
Having lung problems like with this, ah, health concerns and how this virus attacks your
lungs and how serious the illness is to fight it off. Um, and at the time the doctors, the
experts didn’t even know how best to even treat this. So, then they are looking for
ventilators and they were running out of ventilators so the world wasn’t prepared for this
and so seeing what was happening with the pandemic and how many people were dying
and how um they were short of PPE, ventilators, um, hospitals were filling up and people
were dying which was horrible. And so, yeah for me, it was like if I ever get this, I would
not be able to live through it, yeah.
P2 also supports this theme by stating:
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Um, I think everybody with COPD, I think their main concern was if I got it, I would
never survive it and you wouldn’t. With COPD and your down to forty two percent
capacity of your lungs and you get something like that you are not going to stand a
chance and I think that was a concern of anyone with COPD.
This theme was echoed by the narrative of P6:
Well, I think if I got COVID I think I would be in the ICU. I have, like no immune
system to speak of. I think I would be very sick very quickly. So, my concern would be
I would be on a respirator if I got COVID.
P4 also described being worried about being at higher risk of COVID-19 severity and states:
I’m more worried because I have COPD because I am thinking if this virus, or a
pandemic that affects your lungs, well what would happen to my lungs if they are already
compromised. So, I do worry about that kind of thing.
MU 1.3 Participants described the COVID-19 pandemic as being anxiety provoking
and the cause of psychological distress. Many participants shared that the COVID-19 pandemic
caused them psychological distress. P3 unfortunately contracted COVID-19 and he described
that this was his biggest fear during the COVID-19 pandemic. He stated:
And I wasn’t vaccinated then obviously, nobody was, so the fear and worry that gets into
you. The anxiety stresses you to the max. You know, you’re chewing Ativan to get
through a day, right. The fear of getting it is the biggest thing and then when I did get it
my wife reminds me, well, yes it messed you up and still messes you up, but you are
alive. Well, yes, I am thankful I am alive, don’t take that for granted but um, I think the
fear of getting it and then, you know, that was the biggest thing for me.
P3 goes on to describe the psychological distress that the COVID-19 pandemic has caused:
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Well, I mean psychologically it was a nightmare because it almost consumes you. Like
am I going to get this and what’s going to happen if I do get it. Am I going to die? Am I
going to live? Am I going to be in ICU? So many things go through your body, sorry
through your mind right. So that was taxing, very taxing.
P5 describes initially experiencing fear of contracting COVID-19:
Um, I would definitely say that it caused me, of course, tension just the um, the dangers
of it. Yeah. Because I didn’t want to be a known statistic pertaining to how bad the virus
is and being on a ventilator, um, that was scary, yeah.
P5 goes on to explain that some of her fears subsided as she became educated about how to
prevent the spread of the COVID-19:
Well at first I was, it was overwhelming. It was the unforeseen, um, aspects of the
COVID itself. The virus, um, and the way and how easy it is to be caught and the
outcome of getting, um, the virus. And so, I did have, um, fear about it, um, and the more
I got educated on it and what to do and what not to do then I was more at ease.
MU 1.4 Participants expressed fear of not having access to healthcare and basic
necessities in the future due to the COVID-19 pandemic. Most participants voiced concern that
their future needs might not be met during the COVID-19 pandemic. P1 describes her concern in
the following narrative:
I suppose if there was a chance of dying like if I couldn’t breathe in the middle of the
night or if I couldn’t get out because there was a snowstorm, those would have been
feelings that would have happened from time to time. Not all the time but it was like
yeah.
Similarly, P2 expressed fear of not having access to healthcare due to the COVID-19 pandemic:
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And am I going to be able to get back to normal and pick up the phone and go to the
doctor’s office if I feel I am getting a cold? Or am I going to endanger myself if I go to
the emergency department for any reason. And I think it was just that anxiety that you are
now stuck in your home and like so every time you wake up and if your lungs were full
you would say oh no, so the panic would set in and it was just more or less, I think,
everything changed all of a sudden.
In the following narrative, P1 describes initially worrying about accessing basic necessities
during the COVID-19 pandemic:
The fright I got was when at the beginning when everybody was piling up with paper
towels and toilet paper and then we realized that it wasn’t only that we needed, we
needed groceries. So, I live alone which made it more difficult. But I had friends that
were quite good to me. The first two or three months was awkward.
P2 describes having a similar experience of being afraid that basic necessities would be limited
during the COVID-19 pandemic:
It puts a fear that you are not going to be able to get what you need at the store because
there was so much fear and shipments of stuff not getting in coming across the bridge.
So, you didn’t know if you were going to be able to get what you needed I guess. And I
think just not having the freedom that we are used to having that puts the fear in you.
Constituent 2: Experiencing implications of loss
MU 2.1 Participants experienced feeling lonely and isolated when they lost former
ways of maintaining social contact with family and friends. Participants voiced feelings of
loneliness due to being separated from their loved ones. They also expressed a desire to remain
close to their friends and family. P1 expressed this by stating:
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Loneliness, I guess I said that before but that was the biggest thing, that was my biggest
problem. I had depression in the past and I was nervous about that because I don’t know,
I had to work at living at home I guess.
P4 also supported this theme by saying:
But, uh, it has affected in that it’s just not the same. You can’t be the same. You can’t
hug and people just generally, friends that would come, you would give them a hug. And
you think, well should I do that or not, that kind of thing.
Similarly, P2 shared how she missed physical contact with her grandchildren:
I remember I missed my grandkids, I have six of them, three from my son and three from
my daughter, and, um, just to see them, like, my daughter would take the girls and I
would stand on the patio, and they would be down below, and we would talk that way.
Or like we would go to Charlottetown, or go to the Stonepark parking lot and sit between
the two cars and so we could actually see someone and talk to them. We never went near
anyone because everyone was too scared to and then you looked around the parking lot
and the other families were doing the same thing. Like you just get desperate for that
physical attraction kind of thing, you may not to be able to hug them or anything, but just
to see them.
P7 also supported this theme in the following narrative:
I like people, I like being around people. And yeah, not being able to do that was not a
nice feeling. Because other people were like that too, they really didn’t want anyone
coming to visit or they didn’t want to come to your place too much either. I guess
everybody was in the same boat, but.
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Conversely, when discussing the COVID-19 pandemic, P4 previously described missing
physical contact with loved ones, however reported that she did not feel lonely:
No, I haven’t been. I just find that I have enough things, like even, I have exercise classes
and I am an outdoor person. I spend a lot of time at the beach in the summer and we were
able to do that here which was great, you know. And like I garden, I am outside, so it
didn’t affect me that way. I was able to do the things, it’s just that you are a little more
cautious when you get together with a group.
MU 2.2 Participants mourned loss of their former lifestyle during the COVID-19
pandemic. All participants described upheaval and major changes in their lives that were caused
by the COVID-19 pandemic. P2 describes the experience of her life changing during the
COVID-19 pandemic in the following narrative:
Yeah, like when you are used to being able to get up and get out and you go out every
day of the week, it was just a natural thing. You wouldn’t think twice about shoving your
shoes on and going out the door and going somewhere and doing something. But as
COVID hit and the fear started coming in that it was on the Island, we had active cases,
um, you isolated more. And then of course the opportunities weren’t there either because
no one was allowing volunteers into their buildings or into their homes and stores were
shut down. You couldn’t run to a store unless it was a grocery store kind of thing, so it
was that isolation back into your own apartment, the building was shut down.
Similarly, P7 describes losses that she experienced in her life due to the COVID-19 pandemic:
Well, I stopped, I just did not go out as much. I didn’t do my own, I didn’t do much
shopping. Um, like as far as getting my groceries we kind of got necessities. My husband
went the most of the time actually. Um, I well, because exercise classes, I don’t go to
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gyms but I take the seniors exercise classes, ah, and so I mean those weren’t going.
There was just nothing much to do and the church, going to church and everything was
not, I didn’t do that either. So, like I basically stayed home and kind of, kind of would
get to you after a while. Yeah, nothing seemed the same, you know.
P7 further explains the impact of these losses in the following narrative: “Well, it does, it makes
you lonely and feel secluded and you kinda don’t feel like doing anything then. You kind of get
in a rut, actually and it does take a while to get out of a rut.”
P6 described being on a national board where she enjoyed meeting colleagues from
across the country before the COVID-19 pandemic. In the following narrative, she explains that
because of changes caused by the COVID-19 pandemic, she currently has limited involvement in
community and professional organizations:
Um, but certainly no travel was an aspect of it and then the concerns about meetings. So,
all of our meetings now are virtual, everything is Skype which is awful. I hate being on a
virtual meeting with twenty people on it. I mean, it’s, it’s, pointless as far as I am
concerned. It’s just, so yeah that’s a big part of it. Now I avoid. Even the couple of
professional organizations that I was involved with I have cut back on because I don’t
like virtual meetings and I find them to be a complete waste of time.
Similarly, P4 has avoided travel since the beginning of the COVID-19 pandemic and she
shared the impact of this loss in the following narrative:
Oh, yes. Well, the biggest thing it has stopped me from travelling. Big thing there. You
know I am at an age of my life where I am retired, I want to go, and I want to travel and
see places and COVID has definitely affected me that way. And it has, um, cut down on
socializing.
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Constituent 3: Striving for improved health and wellness
MU 3.1 Participants expressed a need to stay active and “keep going”. Participants
consistently voiced the importance of exercise and staying active during the COVID-19
pandemic. The following narrative from P4 supports this:
I am a strong proponent of, of the fact that if you don’t move it you lose it. You’ve got to
keep your body going. With COPD, with COVID you could still do a lot of things and I
think you have to do that in order to keep your health up no matter what age you are. The
older you get, my mother was very active, and she lived to be ninety- nine and people
were amazed at some of the things she could do. But because you have to do it. You are
healthier.
Similarly, P2 shared how important exercise is in maintaining lung function in the following
statement:
So, the thing is you have to protect what you have left of your lungs, but you got to keep
exercising them because if you don’t push yourself to go that little bit further the capacity
is going to even deteriorate faster.
In the following narrative, P2 goes on to describe how she has learned that both the mind and the
body must stay active to stay healthy during the COVID-19 pandemic:
And that is just through what I have learned so much in the last year by joining a lot of
organizations through zoom and attending conferences through Zoom for health issues
and COPD and Facebook COPD groups and that, so, my biggest fear is that if I don’t
keep my mind active, it deteriorates too. So, I am constantly trying to keep being
motivated. Because if you are not and have COPD and like a lot of people have gained
weight over COVID and that so you put them all together and you don’t keep your mind
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active and your body going you deteriorate too fast, you’ll be just a shell of yourself, and
I don’t want that.
MU 3.2 Participants expressed that maintaining their mental health during the
COVID-19 pandemic was important and described finding effective coping strategies.
All participants voiced that they made their mental health a priority during the COVID-19
pandemic. P6 spoke of struggling to maintain her mental health during the COVID-19 pandemic
in the following narrative:
Um, I think it’s a struggle mentally to maintain a positive attitude when things are not,
like it’s been dragging on now for a couple of years, right, and sometimes it feels like one
step forward, two steps back. So, I think that is hard on everybody, and so I certainly
acknowledge I am not different than most people. You have to struggle to be positive it’s
just not automatic.
P7 supported this theme by stating:
Ah, with the COVID it was, you know, being so house bound like I am sure everybody
else was, you sort of, sort of a little bit depressing for sure, not being able to get out and
move around. To go to things, um, not that we went a whole lot, but I always liked to do
a little bit of exercise now that I am getting older and retired, and I like to keep moving a
little bit. Anyway, that’s about it.
Many participants expressed making a commitment to maintaining a positive attitude during the
COVID-19 pandemic. P1 expressed this by stating: “I think acceptance is a big thing too because
if you go into it with this is terrible or I got to stay in bed, I can’t get better you know it’s attitude
too.” Many participants also described hobbies and activities that they engaged in to promote
their mental health and coping. P5 supported this theme by stating:
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Instead of being cooped up in the house but knowing you can go outside and walk around
your backyard, um, go for a small walk like around the block, um. Yeah, even just
getting out and standing on my doorstep and when it would be a nice, calm winter
evening and you go outside and get bundled up and be thankful of the fresh air, how good
it felt. Yeah. It is just the small simple things that we can do that benefit ourselves, like
our mental attitude. Our well-being, um, and keeping ourselves calm and doing what we
have to do to stay calm in this kind of a situation. I’ve never lived through a pandemic. I
know none of us ever did but, um, I wouldn’t want to be through another one.
Similarly, P4 described staying active to promote her mental health in the following narrative:
I go to exercise three days a week, I go to yoga, and I just find they not only help you
physically, they help you mentally because it’s just good for your health. And when you
have COPD and especially during a pandemic you have to keep yourself mentally well
and being active is that for me. Being active is a big part of my life.
MU 3.3 Participants described engaging in new behaviour to protect themselves from
contracting COVID-19. All participants expressed that they adopted new behaviours to protect
themselves and their loved ones from contracting COVID-19. This was reflected in P3’s
narrative:
I think I’ve probably absorbed more alcohol into my body through hand sanitizer than I
ever drank in my life, and I don’t drink anymore. Um, I, I have gone through more nitrile
gloves, masks, all that stuff was yes to protect your family, but you are almost, I don’t
want to say you are selfish about it, but you know that this doesn’t end well if you get it.
Similarly, P5 described the experience of following recommended public health precautions in
the following statement:
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It’s because of it being a serious lung infection, um so COVID 19 put a lot of fear into
me. At first I was like everyone else. How am I going to cope? How am I going to be
able to manage? And when I heard of so many people losing their lives due to, um, the
pandemic, um I just went inside and just to be resourceful to say to myself – nothing is
going to happen to me if I just do what I am supposed to do. Wear the mask, wash your
hands and stay away from people, like keep your distance and only go out when you
really need to go out.
Many participants described wearing a mask and washing their hands to protect themselves from
COVID-19. When asked to describe how the COIVD-19 pandemic has affected her life in
general, P4 states: “Made me much more cautious about being around people. I always wear my
mask. Even you know when we eased up there a little, I always wear my mask. Very careful
about washing my hands a lot.”
Some participants expressed that during the COVID-19 pandemic, to protect themselves
from contracting COVID-19, they avoided shopping altogether. This is reflected in P5’s
narrative:
My partner would go, because we were told only one person in a household could go
shopping. We got no small children; my son is in Alberta. So, he would go do the
grocery shopping and, um, and I stayed home, yeah.
Other participants described doing errands independently, however refraining from doing any
unnecessary shopping. For example, P6 stated:
I am still driving, you know, I get around no problem. You know I just don’t go to the
stores frequently; I go when I need to go for groceries. I am not shopping. I am not out
looking for new clothes or anything like that. I don’t care about that. I am only going out
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when I have to. If I have to go to the drug store or if I have to go to the grocery that is
pretty much it in terms of outings.
P4 describes being cautious and engaging in protective behaviour while going shopping
in the following narrative:
But if I go to the grocery store and they have wet wipes I will wipe down the carts
because they are not doing that anymore I noticed. In the beginning they were and
maybe they will step it up again now, but um, I don’t think, it has affected me in that
made me stop doing things. I am very cautious.
Similarly, P1 describes adopting new behaviours to protect herself from contracting COIVD-19
in the following description:
But I think with COVID it just, it isolated so many people and you got scared all of a
sudden. Like am I going to be able to go out and do my own grocery shopping and that
was such an ordeal because you had to go at the senior’s time when there wasn’t so many
people around. And you wore plastic bags on your hands when you touched anything
because you didn’t know who touched it before and then you had to go through that
whole routine of a clean counter and the dirty counter and you put your stuff from your
bags on the dirty counter, then you washed it and put it over on the clean counter. So that
was, like a chore to go to Sobeys and then all of a sudden even to the pharmacy.
P1 also voiced frustration about going to the store and experiencing other shoppers
ignoring recommendations to maintain physical distance from one another. She stated: “…you
would be more angry with people, like you would be just get away from me you know, because I
think if anybody had problems, distancing was a problem in lots of cases.” P1 goes on to state:
“Well the six feet thing, some people didn’t consider it at all. They would just bump right into
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you, and that’s what I felt like.” Similarly, P2 voiced concern about contracting COIVD-19 from
others in the following statement:
You paid more attention to safeguards. You, ah, didn’t put yourself in situations where
maybe you could pick it up because you know if you got COVID it would be a death
sentence for you with COPD. You just would not survive it.
Another protective behaviour that many participants reported engaging in was getting a
vaccination for COVID-19. This is evidenced by the narrative from P5: “Well, number one was I
was happy I got my double vaccines, yeah, yeah. And, um, made sure that I get my flu shots,
yeah.”
MU 3.4 Participants described being able to self-manage having COPD during the
COVID-19 pandemic. None of the participants of this study report experiencing an exacerbation
of symptoms of COPD related to the COVID-19 pandemic. Most participants report that they felt
supported by their healthcare team and were able to self-manage their disease during this time.
This is theme is supported by P6’s description of the self-management plan that was
implemented by her physician:
Well, it’s okay because she is kind of, she’s made me responsible for my own
management. Like I have open prescriptions. If I need an antibiotic I just have to go get
it. It used to be a great big hullabaloo, you know, trying to get the doctor to write the
prescription because you need an antibiotic and by that time it would be three days and I
would be so sick I couldn’t move. I would have pneumonia constantly and I haven’t had
pneumonia in nearly two years since I have had Dr. D. Because I know when I am getting
an infection because it’s immediate.
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Similarly, in the following narrative, P2 described that her prescribed action plan is effective as
well:
But COPD people always have action plans and that’s developed. Mine was developed
with the COPD nurse at the Polyclinic and she discussed it with my family doctor. So
that in the event anything happens, if I get a cold or my lungs fill up on me, I can just
phone the drug store and tell them I want to start step one of my action plan. And that
has the approval of my doctor for prescriptions. So, if it is the weekend or he is away out
of the office I don’t have to wait until he is back or go to a clinic.
Some participants described previously participating in pulmonary rehabilitation and other
programs that helped them self-manage their disease during the COVID-19 pandemic. P2
described some of her COPD self-management techniques by stating:
I got the, ah, cubic machine where you sit and you paddle but you are sitting down as you
move your legs. And I got the breathing machine, it takes the same medication that is in
your emergency puffer only you put it on as a mask. So, you learned all these tools and
then, ah, word of mouth too, I was talking too I was talking to one lady and she takes her
emergency puffer before she takes her regular puffer and then your lungs are opened up a
bit more before she takes her daily puffer. And it’s to keep on top of anything new too.
P3 contracted COIVD-19 and although he described experiencing significant respiratory distress
during the acute phase of the disease, he was able to recover from many of the symptoms. He
describes doing rehabilitation program in the following narrative:
I smell four essential oils and do these sniff protocols twice a day. I have a whole bunch
of cognitive stuff I do every day. Like a whole lot of little system to help me remember
stuff, right. I have never sent myself so many notes in my life. So that all comes part and
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parcel with living with that because living with it impacted me even more with the
pandemic. You know and getting the virus.
Many participants described learning to better self-manage symptoms of COPD during
the COVID-19 pandemic. P2 expressed this by saying:
Well, um, I think it restricted it to the fact that because you had concerns and we went
through lock downs you learned to cope better with, um, your everyday issues. You, ah,
you wouldn’t have the capability of just picking up the phone and going to see your
doctor because like you got a twinge in your lungs, so I think it stabilized a lot of people
where they realized, okay, this is maybe an everyday occurrence from now on, let’s
adjust it and see what’s going on. So, I think it saved back a lot of, um, running to
doctors or running out to the hospital when little perks were needed. So, you learned to
listen to your body better.
P5 also described adapting to becoming more independent in COPD management during
the COVID-19 pandemic. When discussing if the pandemic affected her COPD treatment, she
stated:
No. No because what I do is I try to just keep myself calm, um, don’t ever exert myself
and if I were to take, um, use the puffer it would be sporadic because I don’t want to
become immune to using the puffer, yeah.
MU 3.5 Participants described adapting to a new reality and finding new ways to cope
within it. All participants described experiencing significant negative changes in their day to day
lives that were caused by the COVID-19 pandemic. Participants revealed the experience of
discovering new ways of coping with stressors related to the COVID-19 pandemic in a variety of
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ways. P3 supported this theme by describing how he focused on his art as a form of therapy
during the COVID-19 pandemic. He states:
You know, like, I became more creative with stuff. I work, not work, yeah I work I guess
in the second part of my life is I work as an abstract artist on different mediums but
predominantly with acrylics and the pandemic allowed me to focus a lot on that which
was a positive. It was therapeutic and still is highly therapeutic for me. It was probably
the most therapeutic thing I do.
During the pandemic, P1 chose to organize her mother’s pictures as a way to distract herself. She
described this by saying:
Well, I had a project, that my mother’s pictures, all of her pictures from years gone by
forever. We had too entirely too many of them and a lot of the people I didn’t know so I
spent about a year at that.
P4 expressed that during the pandemic she enjoyed pursuing solo activities. She stated:
But I also have learned to kind of slow down a bit. And I have enjoyed that, I belong to
two book clubs, so I read a lot anyway. But I am a quilter so I thought well if you can’t
go out, you just stay home and you, I really adjusted to it. Because I was on the go every
day. I am out in the car, and I’m gone, gone for the day. And this way I tend to stay, I
am staying at home more, doing more things by myself.”
P6 also described having more time to pursue solo activities such as walking by stating:
…, you just need to get out of the house, you know. And if you are not doing other
things, I am not, you know, running around looking for new sneakers or whatever, you
know it is just nice to go for a walk. Because I know I always feel better when I come
back. It is very peaceful and relaxing.
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Similarly, P6 shared that she spent more time alone, however revealed the experience of being
bored. P6 voiced the following narrative: “It is much more boring. I spent a lot more time
reading, I love to read thankfully. That’s entertainment for me. Too much television of course,
crap television, there is nothing on television. Just sit there and watch crap, it’s ridiculous.” P2
also revealed that she found herself to be watching more television, however she decided to learn
new ways to occupy her time. She states: “So I thought you can sit there and you can watch TV
24/7 or you can get off that chair and on that screen and learn to search things out. I took a lot of
courses online through this pandemic.”
Some participants reflected on how they found new ways of staying active when their
exercise class was cancelled due to the COVID-19 pandemic. P4 stated:
First of all, I am not a self-motivated exerciser. I need to go to a class, I found that hard.
I found, once I was isolated for two weeks, I had come back from down South, and you
know, you stayed in for two weeks, you couldn’t go. But I walked and that when
exercises were stopped.
P5 described retreating to her basement when she felt overwhelmed by the COVID-19
pandemic and states:
Um, I have an in-law sweet in my basement so I have all the amenities downstairs so, I
wanted to get away from the TV and all the articles and news breaks and all the stories
pertaining to the COVID which could be so overwhelming. So, I would just go
downstairs and read a book or I would just watch, I don’t know, it could be a kids cartoon
just as long as I wasn’t listening to anything pertaining to COVID, yeah.
P5 also describes setting limits around speaking about the COVID-19 pandemic and states:

54

…um, you know what, I just try not to think a whole lot on it. Um being at work, you
know, really takes your mind off the situation, um, and away from it. And you know I say
to people I have a COVID hangover. You know, COVID hangover meaning I am tired
and exhausted hearing about it and I don’t want to be hearing about it because of the fact
that it is easy for me to allow myself to get overwhelmed and kind of anxious about it.
So, I just said, you know what, today I have a COVID hangover and we are not going to
talk about it.
Some participants described using technology to cope with social isolation and stay
active in their community during the COVID-19 pandemic. This is reflected in P2’s narrative:
so you learned to communicate on the phone. Facetime was a God send because you got
to be able to see your family and that, physically see them on the screen and then Zoom,
Zoom allowed you not to isolate because you could join groups, you could be active with
different organizations through the Zoom but you are still confined to your apartment.
Constituent 4: Expressing concern for others
MU 4.1 Participants perceived that others were more profoundly affected by the
COVID-19 pandemic than themselves. The majority of participants voiced feeling concern and
empathy for populations that they perceive as being more negatively impacted by the COVID-19
pandemic. P1 supported this theme by in the following narrative:
For a lot of people, I think it would have been a much scarier time for other people that
would have been worse off than me because they would have to get out. You know I am
not on oxygen there would be so many things, but that’s not me personally so I shouldn’t,
but I thought of other people that I knew that were at home and might be needing more
care at the that that time. And sick people and it was a difficult time to be alone I think.
One of the biggest things.
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Similarly, P2 voices concern for others with COPD by stating:
A lot of people now don’t have a family doctor and they have COPD so they are missing
that connection. They may not know how to take their puffers even correctly. Or how do
I get a new refill? So they have to go to the clinics and sit and wait and wait and wait in
order to get a new prescription for the puffers. They don’t know about the inhalers and
they don’t know about the breathing machines, portable little breathing machines that are
available to stick in your purse kind of thing. So I worry about them, like I’m so
fortunate that I have, the knowledge how to track through Health PEI on where to go and
who to call and the support I got from Health PEI has been amazing.
P4 verbalizes that she believes that the COVID-19 pandemic has affected her older friend more
profoundly than herself by saying:
And I have an older friend that I met years ago through the Cancer Treatment Centre and
he, he’s a widow, he’s about eighty-seven or something and it strongly affected him. He
is lonely, wasn’t able to go places, go to Senior’s College, that kind of thing. I can’t say
that I’m lonely because I have family around, um, and I can see them, you know.”
This theme is supported by the following narrative from P5: “That’s for like now our seniors,
parents with young children with asthma and bronchial problems or young people with bronchial
problems. It’s very scary for an awful lot of people. Even people, young people with COPD.” P2
also supports this theme by sharing his concern for many populations. She states:
But if you had confined, like a spouse in this apartment 24/7 you might have a higher
divorce rate, and the kids and home schooling and stuff you always have to look at I am
better off in this situation and then you feel sorry for people in other situations. Like I
don’t know how many times I would get in my car after leaving seniors apartments and
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think thank God for the life I have today and where I live. I mean God love them, like.
During the summer, this summer, I thought of a couple of them and I’m sitting here with
my air conditioning on because I can’t go out because I can’t breathe going out, but I
have that luxury of hitting a button and there is air conditioning here. And some of the
seniors I have visited they have that ceiling fan and that is it. And so your heart has to go
out to them, you know, and then you have them living with that with COPD and they
can’t breathe during the day. The panic and anxiety must be so hard on them.
P6 voices concern for her clients where she is professionally employed. She states: “The
mentally ill are filling the jails, the people that have already significant issues with addictions
and mental health are doing much worse”. She further elaborates on her concerns for others by
stating:
When I was in the hospital yesterday with my husband and talking to the health care
workers and the RNs and the doctors, they were all saying the same thing. They are
seeing the exact same thing that we are seeing at Justice in Health. You know people in
the outpatient department and the chaos and so many of these people that are so, you
know they might be there in outpatients hoping to get a narcotics prescription or whatever
but they’re, you know, you can be pretty much assured they are not vaccinated. You
know, the homeless people are not getting vaccinated.
P6 also supports this theme by stating: “I am glad I don’t have a teenager in the house, I’d feel so
bad for them.”
MU 4.2 Participants expressed a desire to help others during the COVID-19 pandemic.
Many participants voiced that they wished to assist others during the COVID-19 pandemic. P4
supported this theme by stating the following:
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Oh, yeah, I think for some people, especially seniors it must have been extremely hard.
Or people who live alone and are not motivated to say have somebody in or…like you
can get, like I said this older man I knew I said he was turning into a hermit. I said stop
doing that. He lives in like an apartment thing. I said go out on the deck and talk to other
people and he actually did. And he said, you know you are right, you have to do that.
Similarly, P1 describes caring for her brother-in-law despite COVID-19 restrictions in the
following statement:
Well there was one thing that my brother-in-law was in a nursing home, and um, I was
the only caregiver here on the Island really, but ah, that was difficult because, um, I
couldn’t go to his room. We had to meet, um, we could only have half hour visits and I
couldn’t have meals with him anymore, and, uh, that would be about the most stressful
part of it because the kids away were kind of relying on me. There was a few months that
we couldn’t see him at all.
Summary
The lived experience of Islanders living with COPD during the COVID-19 pandemic was
presented in this chapter. Demographic data was also provided to describe the participants of the
study. Giorgi’s (1985) phenomenological, psychological research method was used to reveal the
four essential constituents of the study. In this study, when describing the experience of being an
Islander and living with COPD during the COVID-19 pandemic, participants voiced: (a)
experiencing fear and anxiety about the future related to the COVID-19 pandemic; (b)
experiencing implications of loss; (c) striving for improved health and wellness; and (d)
expressing concern for others. These findings will be discussed in the following chapter.
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CHAPTER 5
Discussion
This study focuses on the lived experience of Islanders living with COPD during the
COVID-19 pandemic. A descriptive, qualitative research design was employed, and Giorgi’s
(2009) phenomenological psychological method was followed to reveal the meaning of this
phenomenon. Each constituent illuminated the meaning of living through the COVID-19
pandemic to the participants living with COPD. Although some COVID-19 pandemic
experiences of participants living with COPD were similar to those without, this study identifies
essential constituents and corresponding meaning units that were particular to Islanders living
with COPD during the COVID-19 pandemic. Despite there being an increase in studies focusing
on individuals with COPD, there is still a significant gap in the literature regarding their lived
experiences during the COVID-19 pandemic. Very little is known about the experience of being
an Islander living with COPD during the COVID-19 pandemic because the majority of studies in
the literature that are related to this population have focused on quantitative inquiry. In this
study, insight into the experiences of Islanders living with COPD during the COVID-19
pandemic has been gained through their narratives of their lived experiences. A summary of
findings will be presented in this chapter and each constituent will be addressed in relation to
existing literature.
Experiencing fear and anxiety about the future related to the COVID-19 pandemic
The experience of fear and anxiety about the future related to the COVID-19 pandemic is
a theme that was discussed in every participant interview. This is understandable as individuals
living with COPD are said to be amongst the worst affected by COVID-19 (Bhutani et al.,
2020a; GOLD, 2022b). All participants volunteered their accounts of feeling uncertainty and
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worry surrounding the COVID-19 pandemic. Some participants shared that the COVID-19
pandemic has had a negative effect on their mental health, and many participants stated that
during the pandemic they have made a more concerted effort to improve their mental health to
mitigate the negative effect of the COVID-19 pandemic. These findings are consistent with
evidence from a recent study by Sykes et al., 2021 that found that almost half of participants with
COPD reported a negative impact of the pandemic on their mental health. The COVID-19
pandemic may have also negatively affected the mental health of other Canadian populations
living with disabilities and chronic disease. An online survey on the mental health effects of the
COVID-19 pandemic on Canadians with disabilities and chronic health conditions was
conducted with 1027 participants in June, 2020 by Pettinicchio et al., 2021. Findings of their
study found that increased anxiety, stress, and despair were associated with negative financial
effects of COVID-19, increased concerns about contracting COVID-19, increased loneliness,
and decreased feeling of belonging (Pettinicchio et al., 2021).
Many participants voiced that they did not want to contract COVID-19 and were
concerned about whether they would survive if that was to happen. These themes are also
reflected in literature indicating that individuals with COPD could have an added source of
anxiety, depression, and stress with the awareness of being part of a “COVID-19 high risk
population” (Latham et al., 2020). Participants also voiced that as a person with an underlying
respiratory condition, they questioned whether they would be offered medical care in the event
of a major outbreak of COVID-19. These findings are congruent with the results of a qualitative
study focusing on COVID-19 related concerns of 7039 of individuals in the United Kingdom
with long-term respiratory conditions (including COPD) that lists vulnerability to COVID-19,
anticipated experience of contracting COVID-19, pervasive uncertainty as three of the main
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themes identified by participants (Philip et al., 2020). Participants of this study reported concerns
regarding being denied health care due to having a pre-existing respiratory condition, and
inadequate resources leading to rationing (Philip et al., 2020). These findings are also echoed by
the responses of the current study.
Concerns around the COVID-19 pandemic affected different aspects of participants’
mental health and wellbeing. Their experiences were specific to each individual, though there
was an underlying theme of disruption and uncertainty with each participant. Their descriptions
also differed depending on whether they were discussing when the COVID-19 pandemic first
emerged or the more recent past. Some participants reported a reduction of psychological distress
as more information was available around COVID-19 and how to prevent its transmission.
Despite these mental health challenges, many participants also reported experiencing benefits to
their quality of life that were brought on by the COVID-19 pandemic. One participant described
developing a great bond with his youngest child because the COVID-19 pandemic has allowed
them to spend more time together at home. Other participants described having more time to
focus on proper nutrition, physical activity, and hobbies. Participants reported that these
activities benefited their mental health by allowing them to slow down and have a more relaxed
lifestyle.
Experiencing Implications of Loss
Participants richly described the far-reaching effects of the COVID-19 pandemic on their
lives and the lives of their loved ones. The theme of loss was apparent in the way that each
participant described unique aspects of their lives that were changed by the COVID-19
pandemic. All participants described some degree of loss of connection to their loved ones or
community. They described how they missed having physical connections with their
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grandchildren and other loved ones. Some participants voiced feeling loneliness and a decrease
in their mental health and wellbeing due to loss of contact with loved ones. Participants voiced
that these feelings were especially present at the beginning of the pandemic when the perceived
risk of COVID-19 transmission was high, and Islanders were advised to stay at home as much as
possible. This is in keeping with current literature that focuses on individuals with COPD who
practice shielding or sheltering-in-place. The GOLD (2022a) warns against shielding and
sheltering-in-place leading to social isolation and inactivity and suggests keeping active and
staying in touch with loved ones through telecommunication.
Another relevant aspect of loss that was recognized by participants was the loss of their
former lifestyle and routine. Some participants spoke of losing the freedom to attend their
workplace in person, to go shopping or attend concerts. They also spoke of missing the
opportunity to travel in their retirement or to attend professional conferences and volunteer
opportunities abroad. A recent qualitative study conducted in Denmark by Kusk et al. (2021) that
focused on social distancing among COPD patients during the COVID-19 pandemic revealed
similar findings. In this study, researchers found that participants controlled their surroundings
through strict precautions which led to feelings of loneliness due to social distance and an altered
life-illness balance (Kusk et al., 2021). Participants in this study described protecting one life
while missing another (Kusk et al., 2021).
Interestingly, none of the participants of the present study reported experiencing financial
impacts due to the COVID-19 pandemic. Though one participant described how he contracted
COVID-19 and was therefore temporarily unable to work, none of the participants described
incurring financial loss due to job loss, health care costs, or rising prices of goods and services.
No positive financial impact of the COVID-19 pandemic was reported.
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Striving for Improved Health and Wellness
Findings of this study suggest that participants living with COPD during the COVID-19
pandemic adopted various coping strategies to manage anxiety and fear. A very common belief
that participants voiced was that it was important for them to stay physically and mentally active
to maintain their health and well-being. Exercise and continuing to remain physically active was
a theme that emerged from a number of interviews. Participants expressed that as someone with
COPD, which is a degenerative disease, it is vitally important to exercise to maintain lung
function. Many participants did this by attending an organized exercise class or frequently going
for walks. It is well documented in literature that physical activity is important in the prevention
and treatment of a variety of chronic conditions (Warburton et al., 2010). Physical activity and
exercise have been shown to reduce mortality rates and improve quality of life with minimal to
no safety concerns (Posadzki et al., 2020). Conversely, individuals who are sedentary have
increased risk of chronic disease and fair or poor health compared to those who meet physical
activity guidelines (Bryan & Katzmarzyk, 2011). There is also emerging evidence that routinely
exercising and maintaining regular physical activity during the COVID-19 pandemic is essential
for happiness and health (Chandrasekaran & Ganesan, 2021).
Participants also described maintaining their mental health by staying active through
participation in hobbies and limiting the amount of TV that they watched. Participants of this
study redirected their attention from negative aspects of the COVID-19 pandemic to productive
and enjoyable activities in their everyday lives. They also reported that staying close to loved
ones was an important part of maintaining a sense of health and wellbeing during the COVID-19
pandemic. Rather than dwelling on negative emotions, participants focused on accepting their
new reality and improving aspects of their lives that they had control over. These findings are in

63

keeping with results of an American cross-sectional study involving 292 participants living with
COPD that was conducted by Benzo et al. (2016). Measures of this study included
demographics, lung function, gait speed, health care utilization, positive and negative affect, selfmanagement abilities, breathlessness, and disease specific quality of life (Benzo et al., 2016).
Authors of this study found that investment behaviours such as hobbies and social relationships
are self-management domains independently related to quality of life in COPD (Benzo et al.,
2016). They suggest that investment time in meaningful behaviours for the individual is a key
ingredient in COPD self-management programs (Benzo et al., 2016). Morse et al. (2021)
conducted a study where 3,827 participants from 74 countries completed an online leisure
activities questionnaire, and results were used to examine the relationship between engaging in
creative and leisure activities and psychological well-being during the COVID-19 pandemic
(Morse et al., 2021). Findings of this study reveal that physical and creative leisure activities may
offer protective benefits for well-being during the COVID-19 pandemic (Benzo et al., 2016).
All study participants described adopting new behaviours that protected them against
contracting COVID-19. These behaviours include wearing face masks, increased frequency of
hand washing and sanitization, social distancing, limiting exposure to the public places,
following the advice of local healthcare teams, and getting vaccinated for COVID-19. These
safety measures are in keeping with the recommendations of the GOLD and CTC (Bhutani et al.,
2020a; Bhutani et al., 2020b; GOLD, 2022b). Participants in the present study also described
avoiding physical contact with family and loved ones, especially during the beginning of the
pandemic. Participants described feeling a sense of comfort and safety when they engaged in
protective behaviours. None of the participants of this study described ambivalence or rejection
toward public health measures that were put in place to mitigate the spread of COVID-19. One
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participant voiced that he experienced breathlessness while wearing a mask, however he reported
that he still wears one while he is in public. In fact, he described wearing a neck gaiter over his
three-ply mask while flying. These findings are consistent with the results of an observational
study conducted in the United Kingdom by McAuley et al. (2020). In their study, 160
participants with COPD completed a telephone survey that was used to assess changes in
anxiety, inhaler adherence, physical activity, and behaviour during pre-lockdown and lockdown
periods compared to normal (McAuley et al., 2020). Participants of this study reported
significantly increased anxiety, adherence to preventative inhalers, and good adherence to
shielding advice during COVID-19 lockdown (McAuley et al., 2020).
Overall, the participants of this study felt that they were able to self-manage their
symptoms of COPD during the COVID-19 pandemic. None of the participants in the study
reported having to seek medical attention for COPD exacerbations during the COVID-19
pandemic nor did they voice concerns about uncontrolled symptoms. Participants’ reported
ability to self-manage symptoms of COPD during the COVID-19 pandemic is consistent with the
findings of a Spanish study by Pleguezuelos et al, 2020 that reported that although participants’
medical visits had been cancelled during the COVID-19 lockdown, COPD patients adapted quite
well with only 1% of participants being affected by COVID-19 and up to 13% of participants
experiencing exacerbations of COPD symptoms that were treated at home. Similarly, a German
study conducted by Berghaus et al. (2020) has found a disproportionate decline in admissions for
exacerbations of COPD during the COVID-19 pandemic. Participants described having a
heightened sense of responsibility for their own health during the COVID-19 pandemic. One
participant describes being “locked down” and learning to listen to her body to better cope with
everyday issues rather than seeking support from her doctor or going to the hospital. Some
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participants also voiced that they took extra precautions to avoid becoming ill during the
COVID-19 pandemic because they wanted to avoid the potential of being exposed to COVID-19
at their doctor’s office or hospital. These findings are in keeping with the results of an American
study conducted by Kaye et al. (2020) in the earliest days of the COVID-19 pandemic where
they found that patients with COPD showed improved medication adherence compared to before
the COVID-19 pandemic. Authors speculated that these findings were reflective of patients
responding to national COVID-19 guidelines.
Interestingly, participants of this study did not report that their ability to self-manage
COPD was negatively affected by factors related to the COVID-19 pandemic such as limited
access to health care, disruptions in global supply chain, a reduction in income, and closures of
stores and public places. Recent studies have found that the COVID-19 pandemic has introduced
multiple barriers to COPD care including non-essential in-person healthcare visits and surgeries
being put on hold, longer wait times in hospitals, and barriers in use of virtual care (Elbeddini &
Tayefehchamani, 2021). In the current study, some participants voiced frustration with having to
attend routine doctor appointment and specialist appointments remotely via telephone. They
indicated that they felt that important aspects of their appointment such as non-verbal
communication and the opportunity to auscultate their lungs was lost over the telephone. This is
contrary to the findings of numerous randomized controlled trials completed primarily in China
who report that telehealth for COPD patients has been found to be feasible and at least noninferior to routine care (Pinnock et al., 2013; McDowell et al., 2015; Au et al., 2015; Hardinge et
al., 2015; Ho et al., 2016, as cited in Leung et al., 2020). This contradiction could partly be
explained by the small sample size of this study.
Expressing Concern for Others
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The overall impression obtained from the data is that participants believe that they are
fortunate to have the quality of life that they enjoy. All participants described experiencing
limited lung function and therefore having to pace themselves during activities of daily living
and while pursuing hobbies. Nonetheless, rather than focusing on their personal suffering, most
participants voiced concern for others who they perceived to be less fortunate during the
COVID-19 pandemic. Caring for those who are less fortunate was noted to be a common theme
during interviews. There was a general expression of wanting to pay it forward or give to others
that emerged from the data. Many participants voiced disappointment that due to the COVID-19
pandemic, they could not volunteer as much as they would like, and they spoke of the individuals
that they wished that they could help.
Participants of this study may have benefited from volunteerism and concern for others
during the COVID-19 pandemic. According to an article by Tierney and Mahtani (2020)
volunteering is a potential way to boost well-being and increase a person’s sense of “mattering”
in a time of crisis. They also found that during the COVID-19 crisis, volunteering could be
comforting and help individuals overcome a sense of helplessness that is caused by effects of the
pandemic (Tierney and Mahtani, 2020). Similarly, findings of a study by Sin et al. (2021)
suggest that during the COVID-19 pandemic, helping friends, relatives, and neighbors, or
receiving emotional support and tangible assistance were associated with improved affective and
social wellbeing and lead to long lasting physiological, cognitive, and physical health benefits.
Volunteerism has also been found to be rewarding and beneficial for older adults as well as
individuals with a variety of conditions including chronic pain and end-stage renal disease
(Arnstein et al., 2002; Hwan & Hussin, 2021; Pettigrew et al., 2020).
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Summary
In this chapter, the findings of this study were discussed in terms of their relationship to
recent literature focusing on the lived experience of individuals living with COPD during the
COVID-19 pandemic as well as individuals with chronic disease. The constituents that emerged
from the participant data were (a) experiencing fear and anxiety about the future related to the
COVID-19 pandemic; (b) experiencing implications of loss; (c) striving for improved health and
wellness; and (d) expressing concern for others. Each of these constituents were relevant to all
participants in some way, however the experience of the COVID-19 pandemic was different for
each participant. In the following chapter, the researcher’s journey, and study limitations and
limitations will be addressed. Recommendations for future research will also be discussed.
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CHAPTER 6
Researcher’s Journey, Limitations, and Implications
The following chapter describes my journey as a novice researcher using Giorgi’s (2009)
descriptive phenomenological psychological method. Limitations of this study and its
implications in terms of practice, theory, and education will also be discussed. The remainder of
this chapter addresses recommendations for future research based on the findings of this study.
Researcher’s Journey and Limitations
This was my first phenomenological analysis. As a novice researcher I am limited by my
knowledge and understanding of Giorgi’s (2009) phenomenological psychological method.
Although this study was supervised by a committee of experienced researchers, data collection
and analysis may have been limited by my abilities. To uncover the essence of the phenomenon
as accurately as possible, I assumed a phenomenological attitude. My own understanding of the
phenomenon as a nurse with experience in caring for individuals with COPD and as an
individual who had first-hand experience of the COVID-19 pandemic was bracketed. Prior to
data collection, multiple presuppositions were also identified and intentionally set aside. To
avoid error and ensure accuracy of results, the steps of Giorgi’s (2009) phenomenological
psychological method were strictly followed. Maintenance of an audit trail established
authenticity and presenting direct quotes to support themes in the results enhanced
trustworthiness of the data. Interviews where performed until data saturation was reached.
Two limitations of this study are the sample size and sampling technique. Seven
participants were recruited for this study based on the inclusion criteria of the study using
purposive sampling and snowballing technique until data saturation was achieved. Although
these methods are appropriate for this study typology, purposive sampling and snowballing
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technique do not create a representative subset of a larger population (Streubert & Carpenter,
2011). Despite only a small number of participants being interviewed, very rich data about their
lived experience of having COPD during the COVID-19 pandemic was obtained.
Another limitation of this study is that interviews were performed over the telephone and
in an office on a university campus because performing in-person interviews in participants
homes was not feasible due to COVID-19 restrictions. Some potential participants contacted the
interviewer and declined from participating due to mobility issues, lack of transportation, and
hearing difficulties while using the phone. Lack of flexibility of interview location could have
unintentionally caused sampling bias and discouraged individuals of advanced age or higher
COPD severity.
A further limitation of this study that may have been caused by unintentional sampling
bias is that the sample was homogenous in that participants were actively involved in selfmanagement of COPD and described having symptoms of the disease under control. None of the
interviewed participants described themselves as having severe COPD, and none of the
participants described needing to use oxygen or having acute exacerbations of symptoms during
the COVID-19 pandemic. All participants were all community-dwelling and between the ages of
55 and 76 years of age, and most (five) reported having attended college or higher education.
Individuals living with an advanced stage of COPD may have chosen not to participate in the
study because symptoms of their disease would not allow them to tolerate a long interview. Also,
individuals who have COPD but remain undiagnosed were not included in the study. Therefore,
participants of this study are not representative of the whole population of Islanders living with
COPD. Findings of this study are generalizable only to the population studied.
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Finally, a limitation of this study is that male participants may be underrepresented
because six of the participants identified as female and one participant identified as male. Given
that the majority of the participants of this study identified as female, future research could
explore the lived experience of male presenting Islanders living with COPD during the COVID19 pandemic. A study of this nature could reveal gender differences with respect to symptom
experiences and coping in this population.
Implications for Practice, Theory, and Education
The COVID-19 pandemic has been one of the most significant threats to global health in
recent history (Khan et al., 2020). As healthcare professionals work to mitigate the spread and
detrimental effect of COVID-19, the needs of populations at risk must be prioritized. A
noticeable gap in literature exists with qualitative studies regarding the lived experience of
Islanders living with COPD during the COVID-19 pandemic. The data that emerged from this
study have a number of practical implications for nursing practice, theory, and education.
Implications for Practice
This study yields a deeper understanding of the lived experience of Islanders living with
COPD during the COVID-19 pandemic. To date, there has been no other research focusing on
this topic in Atlantic Canada. These findings have the potential to improve care and outcomes for
COPD patients. This study uncovered that during the COVID-19 pandemic, participants
experienced fear and anxiety about the future related to the pandemic, realized the implications
of loss, strove for improved health and wellness, and expressed concern for others. These themes
were found to be important to participants, therefore during a pandemic, targeted interventions
should focus on mental health and wellness, patient education around protective behaviours, and
encouraging connection with others in pulmonary rehabilitation and other clinical settings.
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Individuals with COPD should be monitored for signs and symptoms of declining mental health
using evidence informed screening tools and specialist referrals should be made when
appropriate. Connections with community resources and support groups could also mitigate the
effects of isolation and loss and provide opportunities for affected individuals to volunteer.
Individuals living with COPD felt as if their voices had not been heard at the outset of pandemic.
An example of this is that some participants of this study explained that as a member of a
population that is at risk of COVID-19 disease severity, they felt that they should have been
prioritized in becoming vaccinated. Some participants also voiced that they were not satisfied
with their experience of telehealth visits during the COVID-19 pandemic. Considering the
GOLD recommendation to use remote consultation to minimize the risk of COVID-19
transmission during the pandemic (GOLD, 2020), further investigation into the barriers to their
effectiveness in this population is warranted. Understanding the needs of vulnerable populations
is vital to inform healthcare professionals’ response to future public health crises.
Findings of this study are significant to the nursing profession, as well as other healthcare
disciplines who lead efforts against the COVID-19 pandemic and any future infectious outbreak.
This study could lead to an increased awareness of the experience of living on PEI with COPD
during the COVID-19 pandemic and foster empathy and understanding of patients in healthcare
providers.
Implications for Theory
The COVID-19 pandemic is a relatively recent world event that has affected many
individuals living with COPD, consequently, there is a lack of nursing research investigating this
phenomenon. Nurses are on the frontlines of the COVID-19 response treating patients with a
variety of conditions including COVID-19 and COPD, and nursing theories and conceptual
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constructs must underpin evolving pandemic responses and policy decisions. The results of this
study highlight multiple areas of nursing research and theory development that warrant further
development, namely the importance of treating anxiety and depression, mitigating the effect of
loss, and fostering self-care and altruistic behaviour in individuals living with COPD during a
pandemic. Findings of this study may also be used to refine existing nursing theories which
could add to the nursing body of knowledge and improve nursing practice.
There is an onus on healthcare professionals to ensure that they are providing patient
centered care (Ogden et al., 2017). New nursing knowledge about the lived experience of
individuals with COPD during the COVID-19 pandemic may improve the nurses’ ability to
provide interventions that meet the specific needs of this population. It may also foster an
improved relationship between patients and their healthcare providers. Qualitative research
allows for inquiry into the essence of the experiences of a subpopulation. Obtaining a general
knowledge about the experiences of clients is the first step to providing safe and effective care.
This study highlights that further research is warranted into how the COVID-19 pandemic has
impacted individuals living with COPD.
Implications for Education
The findings of this study have implications for both patient education and education of
health care providers. Participants of this study reported being able to self-manage their
symptoms of COPD because they either did not experience symptoms of COPD that required
intervention, or they had action plans in place in case they did have an exacerbation. These
findings may be a result of interviewing a small sample of seven participants, many of which
have obtained higher education. Nonetheless, this study demonstrates the importance of selfmanagement and patient education programs for individuals with COPD. Pulmonary
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rehabilitation and patient education can improve health outcomes, and this was highlighted in the
results of this study. Islanders living with COPD may benefit from improved capacity and access
to pulmonary rehabilitation in PEI. This study also identifies specific topics to be taken into
account when developing policy and patient education curriculum during a pandemic. Such
topics include patient education around protective behaviours, how to mitigate negative effects
of isolation, and how to improve mental health and wellness during a pandemic. Participants of
this study also indicated that they benefited from practical information about how they can
improve their health and wellness during the COVID-19 pandemic. Educational institutions for
health care providers may benefit from an increased focus on pandemic planning and leveraging
telehealth technologies that promote patient education and connection between healthcare
providers and patients during a pandemic.
As the world reflects on the effects of the COVID-19 pandemic, educational institutions
must also learn from successes and failures in preparedness and crisis management and
reprioritize their focus. This study provides a first-hand account of how the COVID-19 pandemic
affected Islanders living with COPD. This new knowledge allows health care providers, nursing
students, respiratory therapy students, and medical students with an opportunity to reflect on how
they can provide care that is tailored to their patient’s needs.
Recommendations for Future Research
In light of the above findings, the following recommendations for future research are
made to enhance the understanding of the lived experience of Islanders living with COPD during
the COVID-19 pandemic. Participants of this study were all middle aged, community dwelling
individuals, who report living without severe symptoms of COPD. Future research would be
enhanced by the recruitment of participants from a variety of ages, living arrangements, and
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socioeconomic statuses. Involvement of older participants would provide an understanding of the
interventions that are perceived to be required at the late stages of COPD and these findings
could be compared to those of younger participants. The study sample was female dominated. A
follow up cross sectional, qualitative study focusing on the experience of male Islanders living
with COPD during the COVID-19 pandemic would be beneficial.
The present study was performed in Charlottetown, PEI, the capital of the province. It
would be of interest to discover the lived experience of the COVID-19 pandemic of individuals
living with COPD in more rural areas of PEI. Factors such as transportation and availability of
goods and healthcare services may have affected this population during the COVID-19
pandemic. Finally, further research could be conducted to explore the role of healthcare
providers and nurses in supporting Islanders living with COPD during the COVID-19 pandemic.
A more thorough understanding of the supports and services that this population needs would be
beneficial.
Conclusion
In this chapter, my journey as a novice researcher using Giorgi’s (2009) Descriptive
Phenomenological Psychological Method was discussed. Limitations of the study and
implications of its findings in terms of practice, theory, and education was also explored. In the
preceding chapters, the lived experience of seven Islanders living with COPD during the
COVID-19 pandemic was described and analyzed using Giorgi’s (2009) Descriptive
Phenomenological Psychological Method. Four interrelated constituents of the phenomenon
were revealed from the data that created the structure of the meaning of Islanders living with
COPD during the COVID-19 pandemic. The four essential and interrelated constituents were:
(a) experiencing fear and anxiety about the future related to the COVID-19 pandemic; (b)
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experiencing implications of loss; (c) striving for improved health and wellness; and (d)
expressing concern for others. These findings have significant implications for ongoing
management of the COVID-19 pandemic, as well as preparation for future pandemics.
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Appendix A
Letter of Invitation

Title: Living with COPD During the COVID-19 Pandemic: A Phenomenological Study
Researcher: Cheryl Curley R.N., Master of Nursing Student, Faculty of Nursing at UPEI
Supervisor: Dr. Gail Macartney, Assistant Professor, Faculty of Nursing at UPEI
You are invited to take part in a study about what it is like to live with COPD during the
COVID-19 pandemic. You are invited to be interviewed if you are 18 years of age or older, have
been diagnosed with COPD, if you speak English, and if you live on PEI. The purpose of this
study is to know about what it is like to live with COPD during the COVID-19 pandemic so that
healthcare workers can provide better care to people going through this experience. About ten
people will be interviewed separately.
If you choose to be part of the study, you can choose whether you want to be interviewed over
the telephone or face to face. If you choose to be interviewed face to face, the interview will be
in a private office at UPEI. During face-to-face interviews, the interviewer will stay socially
distant and all current public health guidelines around COVID-19 will be followed. Before the
interview, you will be asked to read and sign a consent form and the researcher will answer any
questions that you may have. She will also ask you to fill out a short form about yourself. This
will take about three minutes. Before telephone interviews, a consent form will be emailed to
you and you will be asked to read it. The interviewer will answer any questions that you have
and will ask you if you give consent to be in the study. During face to face and telephone
interviews, the researcher will ask you to describe what it is like to live with COPD during the
COVID-19 pandemic. This will take about one hour. The interview will be digitally audiorecorded and then typed out. The study is voluntary. You will have the freedom to leave the
study and/or not answer question/s during the interview. You will have up to two weeks after
your interview to decide if you want to be included in the study. The researchers will not treat
you differently if you decide to leave the study. If you choose to leave the study, any information
that has been collected about you will be destroyed and it will not be included in the study.
If you take part in the study, your name will not be in the results and you will not be identified
with your answers. You will be given a copy of your interview transcript. You can make changes
or take information out of the transcript up to two weeks after receiving it. All information
related to this study will be kept in locked cabinets at the UPEI School of Nursing. After 5 years
the information will be destroyed. The information that you give will be kept confidential within
the limits of the law. There are no known risks to taking part in this study. If you become upset
during the interview, you will be given help and a list of community mental health services. The
benefit of the study is that you may help nurses and health care workers understand what it is like
to live with COPD during the COVID-19 pandemic.
If you want to participate in the study, or if you have any questions, please contact Cheryl Curley
by phone at (902) 940-7874, or by email at cedmunds@upei.ca. You may also contact her
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Supervisor Dr. Gail Macartney at (902) 628-4300, or by email at gmacartney@upei.ca. You can
call the UPEI Research Ethics Board at (902) 620-5104 or by email at researcherportal@upei.ca
if I have any concerns about the ethical conduct of this study.

99

Appendix B
Study Recruitment Poster
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Appendix C
Written Consent Form

Title: Living with COPD During the COVID-19 Pandemic: A Phenomenological Study
Researcher: Cheryl Curley R.N., Master of Nursing Student, Faculty of Nursing at UPEI
Supervisor: Dr. Gail Macartney, Assistant Professor, Faculty of Nursing at UPEI
You are invited to take part in a study about what it is like to live with COPD during the
COVID-19 pandemic. The purpose of this study is to know about what it is like to live with
COPD during the COVID-19 pandemic so that healthcare workers can provide better care to
people going through this experience. People who are 18 years of age and older, speak English,
were affected by the COVID-19 pandemic, are diagnosed with COPD, and who live on Prince
Edward Island will invited to take part. People who are under 18 years old, do not speak English,
were not diagnosed with COPD, or do not live on Prince Edward Island will not be asked to take
part. About ten people will be interviewed separately. The interview will take about one hour.
If you agree with the following, and have read the letter of invitation, please sign the
consent form.
o I know that the purpose of the study is to find out about what it is like to live with COPD
during the COVID-19 pandemic.
o I know that I will be interviewed by the researcher. She will ask me to describe what it is
like to live with COPD during the COVID-19 pandemic. This will take about one hour.
o I know she will also ask me to fill out a short form about myself before the interview.
This will take about 3 minutes.
o I understand the interview will be held over the telephone or in person. If I choose to be
interviewed face to face, the interview will be in a private office at UPEI.
o I understand that during the interview the interviewer will remain socially distant, and all
current public health guidelines around COVID-19 will be followed.
o I understand that the study is voluntary. I know that I have the freedom to leave the study
and/or not answer questions during the interview. I understand that I will have up to two
weeks after the interview to decide if I want to be included in the study. I know that I will
not be treated differently if I decide to leave the study.
o I understand that if I choose to leave the study, any information that has been collected
about me will destroyed and it will not be included in the study.
o I know that there are no known risks to taking part in the study. If I become upset during
the interview, I will be given help and a list of community mental health services. I know
that the benefit of the study is that I may help nurses and health care workers understand
what it is like to live with COPD during the COVID-19 pandemic.
o I agree to my interview being digitally audio-recorded and typed out.
o I understand that anything that I say can be used as a quotation.
o I understand that all information will be kept confidential within the limits of the law.
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o I understand that my name will not be included in the study results and I will not be
identified in the results.
o I understand that I will be given a copy of your interview transcript. I can make changes
or take information out of the transcript up to two weeks after receiving it.
o I understand that all research information and audio-recordings will be kept in locked
cabinets at the UPEI School of Nursing for 5 years after the study. Only researchers will
be able to see the information. After 5 years, the information will be destroyed.
o I have read and understood this form and the letter of invitation. Cheryl Curley answered
any questions that I had about the study.
o If I have any questions or if I would like to review the transcripts of the interview, I can
contact Cheryl Curley by phone at (902) 940-7874, or by email at cedmunds@upei.ca. I
may also contact her Supervisor Dr. Gail Macartney at (902) 628-4300, or by email at
gmacartney@upei.ca.
o I understand that I can call the UPEI Research Ethics Board at (902) 620-5104 or by
email at researcherportal@upei.ca if I have any concerns about the ethical conduct of this
study.
o I understand that I can keep a copy of the signed and dated consent form.
o I understand that no waiver of rights is sought.
o I would like to be in the study.

The study has been explained to me and my questions have been answered. I have enough
information to decide if I would like to take part in the study. I would like to take part in the
study called Living with COPD During the COVID-19 Pandemic: A Phenomenological
Study.
Name of Participant: _____________________________
Participant Signature:_____________________________
Researcher Signature:_____________________________

Date:_______________
Date:_______________

If you would like a copy of the study results, please write your mailing address and/ or email
address below.
Address/or E-mail Address: ___________________________________
___________________________________
___________________________________
___________________________________
___________________________________
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Appendix D
Demographic Data Questionnaire
Living with COPD During the COVID-19 Pandemic: A Phenomenological Study

1. Gender (Please check one) Male ____ Female____
2. Age at last birthday _____
3. Marital Status (Please check one)
Married _____ Divorced _____ Widowed _____ Single _____
4. Where do you live? (Please check one)
House _____ Apartment _____ Condominium _____
Assisted Living Community _____ Nursing Home _____
5. Highest level of education completed (Please check one)
Middle School _____ High School _____ College _____ University _____
Post-Graduate School _____
6. When were you diagnosed with COPD? ___________
7. Who diagnosed you with COPD? _____________________
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Appendix E
Oral Consent Form and Script
Oral Consent Form
Title: Living with COPD During the COVID-19 Pandemic: A Phenomenological Study
Steps for Obtaining Oral Consent over the Telephone:
1. Prior to the interview, email a written copy of the consent form. In the email indicate that
an interview time can be scheduled if they are satisfied with the information described in
the consent form.
2. At the beginning of the telephone conversation, let the participant know that you will be
digitally recording audio of the consent process.
3. Confirm that the participant has the consent form in front of them.
4. Write the name of the participant on your copy of the consent form.
5. Ask the participant to state their name for the recording. Ask the participant to confirm
that they have read and understood the consent form.
6. Ask the participant if they have any questions about the information in the consent form.
7. Address any questions that the participant has.
8. Ask permission to read the oral consent script below. If they answer yes, then proceed. If
they answer no, then thank them for their time and end the call.
9. Record the participant response in the check box below the oral consent script.
10. Sign and date the consent form. Record the participant’s name, and contact information if
they would like a copy of study results.
11. Once the participant’s oral consent is recorded. Let the participant know that you are
ending the digital audio recording of the consent process.
12. If possible, obtain a copy of the signed consent form via email, mail or fax.
13. Store digital audio recordings on password protected USB device. Destroy participant
identifiers five years following completion of the study and store anonymized data
securely, indefinitely.

Oral Consent Script:
My name is Cheryl Curley. I am a Master of Nursing Student from the Faculty of Nursing at
UPEI. My supervisor is Dr. Gail Macartney and she is an Assistant Professor from the Faculty of
Nursing at UPEI.
You are invited to take part in a study called Living with COPD During the COVID-19
Pandemic: A Phenomenological Study. The purpose of this study is to know about what it is
like to live with COPD during the COVID-19 pandemic so that healthcare workers can provide
better care to people going through this experience. People who are 18 years of age and older,
was diagnosed with COPD, was affected by the COVID-19 pandemic can speak English, and
who live on Prince Edward Island will invited to take part. People who are younger than 18 years
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of age, are not diagnosed with COPD, do not speak English, and do not live on Prince Edward
Island will not be asked to take part. About ten people will be interviewed separately. The
interviews will take about one hour.
If you choose to be part of the study:
o You will be interviewed by me. I will ask you to describe what it is like to live with
COPD during the COVID-19 pandemic. This will take about one hour.
o I will also ask you some questions about yourself before the interview. This will take
about 3 minutes.
o This study is voluntary. You have the freedom to leave the study and/or not answer
question/s during the interview. You will have up to two weeks after your interview to
decide if you want to be included in the study. You will not be treated differently if you
decide to leave the study.
o If you choose to leave the study, any information that has been collected about you will
be destroyed and it will not be included in the study.
o There are no known risks to taking part in the study. If you become upset during the
interview, you will be given help and a list of community mental health services. The
benefit of the study is that you may help health care workers understand what it is like to
live with COPD during the COVID-19 pandemic.
o The interview will be digitally audio-recorded and typed out.
o Anything that you say can be used as a quotation.
o All information will be kept confidential within the limits of the law.
o Your name will not be included in the study results and you will not be identified in the
results.
o You will be given a copy of your interview transcript. You can make changes or take
information out of the transcript up to two weeks after receiving it.
o All research information and audio-recordings will be kept in locked cabinets at the UPEI
School of Nursing for 5 years after the study. Only researchers will be able to see the
information. After 5 years, the information will be destroyed.
o If I have any questions or if you would like to review the transcripts of the interview, you
can contact Cheryl Curley by phone at (902) 940-7874, or by email at
cedmunds@upei.ca. You may also contact her Supervisor Dr. Gail Macartney at (902)
620-4300, or by email at gmacartney@upei.ca.
o You can call the UPEI Research Ethics Board at (902) 628-5104 or by email at
researcherportal@upei.ca if I have any concerns about the ethical conduct of this study.
o You can keep a copy of the signed and dated consent form.
o No waiver of rights is sought.

Has the study been explained to you and have your questions been answered?
Did you understand the letter of invitation and the consent form?
Did you have enough time and information to decide if you would like to take part in the study?
If the answer to all three questions are yes. Then ask:
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Would you like to take part in the study called Living with COPD During the COVID-19
Pandemic: A Phenomenological Study?
YES [

]

NO [

]

Name of Participant: _____________________________
Researcher Signature:_____________________________

Date:_______________

If you would like a copy of the study results, please give me your mailing address and/ or email
address.
Address/or E-mail Address: ________________________________
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Appendix F
Interview Guide
Living with COPD During the COVID-19 Pandemic: A Phenomenological Study

1. Can you describe what it is like to live with COPD in as much detail as possible?
2. Can you describe how the COVID-19 pandemic has affected your life, in general?
3. Can you describe how the COVID-19 pandemic has affected your life specifically related
to your diagnosis of COPD?
4. Is there anything else that you would like to share?
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Appendix G
UPEI Research Ethics Board Approval

108

Appendix H
Community Mental Health Contact Information.
Community Mental Health Office

Contact Information

Montague

Telephone: (902) 838-0960

Charlottetown:
McGill Centre
Richmond Centre

Telephone: (902) 368-4911
Telephone: (902) 368-4430

Summerside:
Prince County Hospital

Telephone: (902) 888-8180

Lennox Island Health Centre (for Lennox
Island residents only)

Telephone: (902) 831-2711

O’Leary

Telephone: (902) 853-8670

Government of Prince Edward Island Health PEI (n.d.). Mental Health Services. Retrieved from
https://www.princeedwardisland.ca

109

