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ABSTRACT
Objectives  To assess the feasibility of delivering a 
culturally tailored pulmonary rehabilitation (PR) programme 
and conducting a definitive randomised controlled trial 
(RCT).
Design  A two-arm, randomised feasibility trial with a 
mixed-methods process evaluation.
Setting  Secondary care setting in Georgia, Europe.
Participants  People with symptomatic spirometry-
confirmed chronic obstructive pulmonary disease recruited 
from primary and secondary care.
Interventions  Participants were randomised in a 1:1 ratio 
to a control group or intervention comprising 16 twice-
weekly group PR sessions tailored to the Georgian setting.
Primary and secondary outcome measures  Feasibility 
of the intervention and RCT were assessed according to: 
study recruitment, consent and follow-up, intervention 
fidelity, adherence and acceptability, using questionnaires 
and measurements at baseline, programme end and 6 
months, and through qualitative interviews.
Results  The study recruited 60 participants (as planned): 
54 (90%) were male, 10 (17%) had a forced expiratory 
volume in 1 second of ≤50% predicted. The mean MRC 
Dyspnoea Score was 3.3 (SD 0.5), and mean St George’s 
Respiratory Questionnaire (SGRQ) 50.9 (SD 17.6). The 
rehabilitation specialists delivered the PR with fidelity. 
Thirteen (43.0%) participants attended at least 75% of 
the 16 planned sessions. Participants and rehabilitation 
specialists in the qualitative interviews reported that the 
programme was acceptable, but dropout rates were high 
in participants who lived outside Tbilisi and had to travel 
large distances. Outcome data were collected on 63.3% 
participants at 8 weeks and 88.0% participants at 6 
months. Mean change in SGRQ total was −24.9 (95% CI 
−40.3 to –9.6) at programme end and −4.4 (95% CI −12.3 

to 3.4) at 6 months follow-up for the intervention group 
and −0.5 (95% CI −8.1 to 7.0) and −8.1 (95% CI −16.5 
to 0.3) for the usual care group at programme end and 6 
months, respectively.
Conclusions  It was feasible to deliver the tailored PR 
intervention. Approaches to improve uptake and adherence 
warrant further research.
Trial registration number  ISRCTN16184185.

INTRODUCTION
Chronic obstructive pulmonary disease 
(COPD) is a progressive chronic inflamma-
tory lung disease that has a significant health 
and economic burden, with high healthcare 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This is the first published pulmonary rehabilitation 
(PR) trial undertaken in Georgia.

	⇒ The intervention was culturally tailored for a middle-
income country, having been selected through a 
structured prioritisation process involving policy 
makers, clinicians and patients.

	⇒ The 63% follow-up in the intervention group at 8 
weeks affects interpretation.

	⇒ A post hoc per-protocol analysis explored the out-
comes in intervention participants who attended at 
least 50% of the PR sessions, showing a consistent 
pattern of improvements in health-related quality of 
life.

	⇒ Recruitment through primary care proved challeng-
ing due to patients with a diagnosis of chronic ob-
structive pulmonary disease from primary care not 
fulfilling diagnostic criteria on spirometry.
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costs arising largely from hospital admissions for exacer-
bations.1–3 It is currently the third leading cause of death 
worldwide2 with 251 million cases reported globally in 
2016.4 Although most of these deaths occur in low-income 
and middle-income countries (LMICs),5 most research 
on COPD management has been undertaken in high-
income countries. The burden of chronic respiratory 
disease (CRD) is a considerable challenge for Georgia’s 
healthcare system with the mortality attributable to CRD 
about 4% in Georgia,6 and as elsewhere in the world, rates 
are increasing mainly due to air pollution (outdoor and 
indoor from solid fuel cooking and heating);6 7 and high 
rates of tobacco use2 (about a third of adults are current 
smokers). The availability of pharmacotherapy is limited 
due to resource constraints, making pharmacological 
management difficult.8

In addition to the direct health and healthcare burden, 
COPD negatively impacts the health-related quality of life 
of people living with the condition.9 There is growing 
evidence that pulmonary rehabilitation (PR) is an effec-
tive and cost-effective therapeutic intervention to improve 
COPD symptoms, patients’ quality of life10 and to reduce 
risk of death when delivered early following hospital 
admission for exacerbation.11 However, evidence of the 
effectiveness of PR for COPD in patients from LMICs is 
extremely limited; barriers to provision include infra-
structure for diagnosis, essential drug availability, lack of 
skilled health professionals and overall healthcare prior-
ities, which limit management options12 and few studies 
have adapted PR to the local context in LMICs.12–14 Addi-
tionally, local adaptation (or tailoring) has been reported 
as an enabler of PR in LMICs.15 There are currently no PR 
services offered to patients in Georgia, a middle-income 
country. In this context, where resources are limited, yet 
COPD is a major burden, research is needed to evaluate 
whether offering PR is feasible and to assess whether the 
intervention would have similar effects to those observed 
in other settings. This study evaluated the feasibility of 
a future trial to assess the effectiveness of a culturally 
tailored PR programme in Georgia.

METHODS
Study design and participants
The study was a two-arm, non-blinded, randomised feasi-
bility trial of an adapted PR programme, with a mixed-
methods process evaluation conducted in the Chapidze 
Emergency Cardiology Center, Tbilisi. Participants with 
an Medical Research Council (MRC) Dyspnoea Score ≥2, 
and a spirometry-confirmed COPD diagnosis, defined 
as a postbronchodilator forced expiratory volume in 1 
second (FEV1)/Forced Vital Capacity (FVC) ratio <0.70, 
were deemed eligible for the study. Exclusion criteria 
were the presence of musculoskeletal or neurological 
conditions preventing exercise, unstable cardiovascular 
disease (eg, unstable angina, aortic valve disease, unstable 
pulmonary hypertension), severe cognitive impairment, 

severe psychotic disturbance, active contagious infectious 
disease and very poor balance.

Sample size
We aimed to recruit 60 participants. The sample size was 
chosen to enable estimation of feasibility outcomes with 
reasonable precision.16 A follow-up rate of 80% could be 
estimated with a precision of 68%–89% (binomial exact 
95% CI).

Recruitment and randomisation
Participants were recruited (December 2018 to May 
2019) from six primary care facilities and three secondary 
care facilities in Tbilisi; all facilities provided services to 
patients without geographical restriction. An information 
brochure about the programme was distributed among 
doctors in primary care facilities and doctors from the 
Georgian Respiratory Association working in secondary 
healthcare. These facilities provided contact details of 
patients with COPD, who were contacted via telephone. 
The MRC Dyspnoea Score17 was completed over the 
telephone and those with a score of ≥2 were invited to 
the spirometry eligibility assessment. Before spirom-
etry, patients were given a study participant information 
leaflet. Postbronchodilator spirometry was performed 
according to American Thoracic Society (ATS) and Euro-
pean Respiratory Society (ERS) 2005 guidelines18 using 
a Spirolab III spirometer and over-read by a member of 
the research team (AE or BC). Eligible participants were 
asked to give informed, written consent to participate in 
all aspects of the trial, including qualitative interviews. 
Randomisation to one of the two groups in a 1:1 ratio was 
performed using an electronic database (REDcap).19 20

Intervention
The intervention was adapted from PR programmes 
delivered in the UK, and following UK and ERS/ATS 
guidance.21 22 Three focus groups took place in Tbilisi, 
Georgia and involved people with COPD (n=6), family 
practitioners and respiratory physicians (n=6), and 
rehabilitation specialists (n=7) who discussed potential 
components for the PR programme. Their views were 
considered alongside the APEASE criteria23 (Afford-
ability, Practicality, Effectiveness and cost‐effectiveness, 
Acceptability, Side‐effects/safety, Equity). Adaptations 
were made to the programme, taking into consideration 
contextual, cultural and resource needs in Georgia. Given 
the high literacy rates of the population, an information 
booklet about COPD, covering the 16 topics included in 
the PR education sessions, was also produced in the local 
language. The main adaptations included recognition of 
the importance of including family members, by inviting 
them to attend a prerehabilitation information session 
and the educational talks. The educational sessions did 
not include discussions of end of life or the potentially 
terminal nature of COPD as requested by focus group 
participants.
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A prerehabilitation one-to-one assessment was booked 
at a time convenient for the patient. The aim of this assess-
ment was to orientate the patient to the PR intervention 
and tailor their exercise programme. During this visit, 
patients were given a PR information booklet, created 
for the trial by the research team. The distance walked in 
the incremental shuttle walk test (ISWT),24 Borg Rating 
of Perceived Exertion and Modified Borg Breathless-
ness Scales25 were used to prescribe the intensity of the 
exercise component of the PR programme. Participants 
had pulse oximetry measured during the ISWT and were 
prescribed 65%–85% of their maximal baseline ISWT 
performance (lower in deconditioned patients). Changes 
were not made to patients’ medication.

The adapted PR programme drew on international guid-
ance21 22 and consisted of two main components: 1.5 hours 
of exercise which took place in a hospital rehabilitation 
gym and 15–20 min of education on the management of 
COPD covering 16 topics (see online supplemental table 
S1 for additional information on intervention content). 
The description, content and frequency of these compo-
nents were determined during the intervention devel-
opment phase of this project (cultural tailoring). The 
programme took place twice weekly for an 8-week period 
as a rolling programme (ie, new patients were introduced 
at any point).

The intervention was delivered by two rehabilitation 
specialists (physiotherapists), who had not previously 
delivered PR. They were trained by UK respiratory phys-
iotherapists to deliver PR over two visits and received a 
total of 4 days of training. The training topics are detailed 
in online supplemental table S2.

Usual care group
Participants randomised to the control group received 
usual care from their primary care doctor and/or pulmo-
nologist. They were offered a delayed 1.5–2 hours educa-
tional session delivered by pulmonologists and specialists 
once the final (6 months) follow-up was complete. During 
this session, participants received the same PR educa-
tional booklet as the intervention group.

Outcome measures
Data were collected from patients by the research team 
members at the end of the PR programme (8 weeks) 
and at 6 months, at a clinical assessment; participants 
who were unable or unwilling to attend the assessment 
were invited to complete the questionnaires over the 
telephone. Follow-up was not blinded. A baseline ques-
tionnaire captured sociodemographic and health-related 
characteristics of the participants.

Feasibility outcomes
The main feasibility outcomes were delivery of the PR 
with fidelity, acceptability to participants, recruitment 
rate, follow-up rate at 6 months, adherence to the inter-
vention, ability to carry out trial procedures, feasibility 
of methods to measure costs of PR, other COPD-related 

healthcare utilisation (including number of hospital 
admissions since enrolment) and patient-incurred costs.

Secondary outcomes
Secondary outcomes included the primary outcome of 
a future definitive randomised controlled trial (RCT), 
which was the St George’s Respiratory Questionnaire 
(SGRQ)26 at 6 months (total, symptoms, activity and 
impact). Other secondary outcome measures at 8 weeks 
and 6 months were: SGRQ at programme end, exercise 
capacity measured by the ISWT (metres),24 smoking status 
validated by cotinine, COPD Assessment Test (CAT),27 
self-reported physical activity (International Physical 
Activity Questionnaire - IPAQ),28 self-efficacy measured 
by the Stanford Self-Efficacy Scale,29 depression (Patient 
Health Questionnaire-9 (PHQ-9))30 anxiety (generalised 
anxiety disorder-7 (GAD-7))31 and self-reported number 
of exacerbations (in the last 6 months).

To assess the feasibility of collecting outcome data 
for a future health economic analysis we collected the 
EQ-5D-5L,32 self-reported COPD-related healthcare 
utilisation and participant-incurred costs from an open 
question in the 8-week questionnaire. In order to deter-
mine whether it would be possible to estimate the cost of 
PR in a future trial we recorded the number of sessions 
attended by each participant and total number of sessions 
delivered.

Process evaluation
Process measures to determine the feasibility of inter-
vention delivery and study processes included number 
of PR sessions attended, fidelity of delivery and partici-
pant engagement assessed by observation of 16 sessions. 
Completion of PR was defined as attendance at 75% of 
the sessions.33

One rehabilitation session was observed by a member 
of the research team and exercise sheets were analysed 
to make sure they were delivered with fidelity. Fidelity 
was defined as evidence of increasing exercise prescrip-
tions and recorded activities over the PR course for three 
aerobic and three strength exercises.

We telephoned patients who had agreed to be 
contacted for interview, using purposive sampling to 
increase the mix of sociodemographic characteris-
tics, severity of COPD and differing levels of engage-
ment with the PR programme. After completion of the 
programme, semistructured interviews were conducted 
with nine participants (who attended between 2 and 
16 PR sessions) and the two rehabilitation specialists to 
assess their experience of it. Participant interviews were 
conducted by telephone, and face to face with the reha-
bilitation specialists. Structured topic guides (see online 
supplemental table S3) were used and refined iteratively 
as themes emerged. The average interview duration was 
35 min for the patient participants and 33 min for the 
rehabilitation specialists. Sample size was determined by 
thematic saturation.34

https://dx.doi.org/10.1136/bmjopen-2021-056902
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Data analysis
Analyses concentrated on available data only, with 
no attempt made to impute missing values. Anal-
yses commenced once the last participant completed 
follow-up. Participant demographics were tabulated 
to understand the population recruited and whether 
recruitment reflected the sociodemographic profile of 
people with COPD in Georgia. We report recruitment 
and follow-up rates, with 95% CIs, overall and by study 
arm. Although the trial was not powered to detect a 
difference between intervention and wait-list control, we 
calculated the mean change in SGRQ at PR end and 6 
months for those allocated to each group; 95% CIs were 
provided for estimates obtained. We provided estimates 
of the secondary outcomes by group and display binary 
outcomes using counts and percentages, and continuous 
data are presented using means and SD. Since the study 
was not powered to detect treatment effects on clinical 
outcomes, p values and 95% CIs were not reported. Data 
were analysed using STATA/IC V.15.1.

To explore whether the lack of effect at 6 months in the 
intervention group was due to lack of sustained effect or 
lack of engagement with PR by many of the intervention 
participants a post hoc per-protocol analysis was under-
taken. Outcomes of intervention group participants who 
attended at least 50% of sessions35 (n=13) were calculated.

Audio recordings of qualitative interviews were tran-
scribed intelligently verbatim, anonymised and analysed 
using content analysis.36

Patient and public involvement
A research prioritisation exercise was initially conducted 
with patients, clinicians and policy makers; the need 
to find effective, affordable COPD management that 
suited Georgian priorities and processes was selected. A 
patient advisory group in the UK advised on PR design, 
highlighting the importance of sessions being local with 
minimal travel costs. The intervention adaptation had 
input from six patients who had COPD. The study was 
overseen by a Trial Steering Committee, which included a 
person with COPD, who was involved throughout all stages 
of the study, contributing to decisions by commenting on 
intervention process, materials, advising on recruitment 
approaches and dissemination of findings.

RESULTS
Feasibility of conducting a definitive RCT
Participant recruitment and follow-up
We contacted 312 patients in order to recruit 60 for the 
study. After meeting primary criteria for study inclu-
sion, 159 patients underwent spirometry, of whom 74 
had COPD confirmed. Sixty-three patients were assessed 
for eligibility and attended the baseline visit, 60 were 
recruited and randomised (30 intervention and 30 usual 
care) (figure 1). One participant withdrew from the inter-
vention group; follow-up at 6 months was 88% across both 
groups. Recruitment from primary care was challenging 

with the majority (n=53, 88.3%) of participants coming 
from a hospital setting. Participants who were identified 
in primary care and assessed for eligibility were frequently 
excluded following spirometry.

Baseline characteristics of participants
Participant characteristics are detailed in table 1. Overall, 
90% of participants were male, the mean age was 65 years 
(SD 7.95); most were Georgian (n=56; 93.3%). Twenty-
three (38.3%) were current smokers and all had at least 
one comorbidity. Only 20 (33.3%) were in paid work. Few 
participants (n=10, 16.7%) were not using any COPD 
medication. The mean (SD) MRC Dyspnoea Score was 
3.28 (0.52) and 10 (16.7%) had an FEV1% predicted 
of ≤50% indicating severe COPD. The mean SGRQ was 
50.87 (SD 17.59).

Follow-up rates
Follow-up rates at 8 weeks were 63.3% (38), but were much 
lower in the intervention arm (13; 43.3%) compared with 
the usual care group (25; 83.3%). Participants who did 
not complete follow-up at 8 weeks had similar charac-
teristics to the full sample and did not differ by smoking 
status, SGRQ or PHQ-9 Score. Follow-up at 6 months was 
88.3% (n=53); seven participants were administered the 
questionnaire by telephone, so did not undertake the 
ISWT, hand grip strength or cotinine measurement. One 
participant completed the questionnaire by telephone 
but attended the assessments.

Figure 1  CONsolidated Standards of Reporting Trials 
(CONSORT) flow diagram. COPD, chronic obstructive 
pulmonary disease; PR, pulmonary rehabilitation.
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Table 1  Baseline characteristics of the patients in the intervention and usual care groups

Characteristic
Intervention 
n=30

Usual care 
n=30 All n=60

Sex, n (%), male 26 (86.7%) 28 (93.3%) 54 (90.0%)

Age in years, mean (SD) 64 (7.3) 65 (8.7) 65 (8)

Ethnicity, n (%)

 � Georgian 28 (93.3) 28 (93.3) 56 (93.3%)

 � Other ethnic group 2 (6.7) 2 (6.7) 4 (6.7%)

Education, n (%)

 � No formal qualification 0 (0.0) 2 (6.67) 2 (3.3)

 � High school education 7 (23.3) 6 (20.0) 13 (21.7)

 � Degree level or higher 15 (50.0) 14 (46.7) 29 (48.3)

 � Other 8 (26.7) 8 (26.7) 16 (26.7)

 � Living alone, n(%) 3 (10.0) 4 (13.3) 7 (11.7)

Relationship status. n (%)

 � Married and living with partner 22 (73.3) 22 (73.3) 4 (73.3)

 � Never married 3 (10.0) 4 (13.3) 7 (11.67)

 � Separated, but still legally married 1 (3.3) 1 (3.3) 2 (3.3)

 � Divorced 4 (13.3) 1 (3.3) 5 (8.3)

 � Widowed 0 (0.0) 2 (6.67) 2 (3.3)

Employment status, n (%)

 � In paid work (full-time or part-time including self-employed) 7 (23.3) 13 (43.3) 20 (33.3)

 � Unemployed/looking for work 10 (33.3) 2 (6.7) 12 (20.0)

 � Retired from paid work 11 (36.7) 11 (36.7) 22 (36.7)

 � Looking after the family or home 10 (33.3) 6 (20.0) 16 (26.7)

 � Unable to work because of my chest/lung problem 5 (16.7) 1 (3.3) 6 (10.0)

 � Unable to work because of other long-term health problem 2 (6.7) 1 (3.3) 3 (5.0)

 � Other 6 (20.0) 5 (16.7) 11 (18.3)

Comorbidities—ever diagnosed, n(%)

 � Diabetes 5 (16.7) 2 (6.7) 7 (11.7)

 � High blood pressure 11 (36.7) 11 (36.7) 22 (36.7)

 � Coronary heart disease/angina/heart attack 6 (20.0) 4 (13.3) 10 (16.7)

 � Heart failure 7 (23.3) 7 (23.3) 14 (23.3)

 � Stroke/mini-stroke 0 (0.0) 4 (13.3) 4 (6.7)

 � Asthma 7 (23.3) 5 (16.7) 12 (20.0)

 � Tuberculosis 4 (13.3) 2 (6.7) 6 (10.0)

 � Osteoarthritis 5 (16.7) 4 (13.3) 9 (15.0)

 � Osteoporosis 1 (3.3) 1 (3.3) 2 (3.3)

 � Depression 2 (6.7) 2 (6.7) 4 (6.7)

 � Other condition 5 (16.7) 5 (16.7) 10 (16.7)

Medication use

 � SABA/SAMA 9 (30.0) 6 (20.0) 15 (25.0)

 � LABA/LAMA 10 (33.3) 15 (50.0) 25 (41.7)

 � ICS 2 (6.7) 2 (6.7) 4 (6.7)

 � ICS/LABA 15 (50.0) 17 (56.7) 32 (53.3)

 � Steroids 2 (6.7) 1 (3.3) 3 (5.0)

 � Methylxanthine 2 (6.7) 2 (6.7) 4 (6.7)

Continued
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Completeness of follow-up questionnaires
The level of completion of the questionnaire was high in 
all cases where the questionnaire was completed at the 
assessment and over the phone with 100% completion of 
questions.

Feasibility of economic evaluation in definitive RCT
The EQ-5D-5L and self-reported COPD-related health-
care utilisation questions had high levels of completion. 
Intervention participants reported costs mainly related 
to transportation (bus, petrol fuel, taxi). The cost of the 
programme came up as an important determinant for 
attendance in the future. Most participants noted that 
they would not be able to attend PR if they had to pay 
for it. A small number noted they would be able to pay 
€15–20 or 10% of the fee. Equipment costs, number of 

sessions delivered and staff costs for PR session delivery 
were established; the component costs are detailed in 
online supplemental table S4.

Outcomes of a future RCT
At programme end (8 weeks), those with follow-up 
data in the intervention group (n=13) showed substan-
tial improvements across all the outcomes including 
the SGRQ and ISWT, with mean changes (SD) of −24.9 
(25.4) (95% CI -40.3 to –9.6) and 120.8 m (89.5), respec-
tively. The usual care group (n=25) showed only minimal 
changes (table  2). At the 6 months follow-up improve-
ments in the intervention (n=27) were still visible, 
but much more modest. The usual care group showed 
considerable improvements at the 6 months follow-up for 

Characteristic
Intervention 
n=30

Usual care 
n=30 All n=60

 � Other 9 (30.0) 9 (30.0) 18 (30.0)

 � None of the above 6 (20.0) 4 (13.3) 10 (16.7)

Smoking status n (%)

 � Current 10 (23.3) 13 (43.3) 23 (38.3)

 � Ex-smoker 22 (73.4) 21 (70.0) 43 (71.7)

 � Never smoker 2 (6.67) 2 (6.7) 4 (6.67)

GOLD stage, n (%)

 � IV (FEV1 <30% predicted) 1 (3.3) 1 (3.3) 2 (3.3)

 � III (FEV1 30%–49% predicted) 4 (13.3) 4 (13.3) 8 (13.3)

 � II (FEV1 50%–79% predicted) 19 (63.3) 18 (60.0) 37 (61.7)

 � I (FEV1 ≥80% predicted) 6 (20.0) 7 (23.3) 13 (21.7)

MRC Dyspnoea Score, mean, (SD) 3.4 (0.6) 3.2 (0.4) 3.3 (0.5)

 � MRC Score 3, n (%) 21 (70.0) 24 (80.0) 45 (75.0)

 � MRC Score 4, n (%) 7 (23.3) 6 (20.0) 13 (21.7)

 � MRC Score 5, n (%) 2 (6.7) 0 (0.0) 2 (3.3)

COPD Assessment Test (CAT) Score, mean (SD) 20.3 (5.9) 19.9 (6.6) 20.1 (6.2)

PHQ-9 Depression Score, mean (SD) 6.2 (4.0) 5.3 (4.1) 5.8 (4.0)

GAD-7 Anxiety Score, mean (SD) 3.5 (3.2) 3.3 (2.8) 3.4 (3.0)

Stanford Self-Efficacy Score, mean (SD) 5.7 (1.9) 6.7 (1.5) 6.2 (1.7)

ISWT, mean (SD) 229.7 (112.7) 249.3 (96.2) 239.5 (104.3)

Self-reported number of exacerbations in the last 6 months, mean (SD) 2.7 (0.9) 2.3 (1.1) 2.5 (1.1)

St George’s Respiratory Questionnaire (SGRQ)

 � SGRQ—Impact, mean (SD) 42.0 (19.9) 37.0 (20.3) 39.5 (20.1)

 � SGRQ—Activity, mean (SD) 67.0 (20.2) 56.9 (24.1) 62.0 (22.6)

 � SGRQ—Symptoms, mean (SD) 64.2 (17.1) 65.4 (15.0) 64.8 (16.0)

 � SGRQ—Total, mean (SD) 53.6 (17.2) 48.1 (17.9) 50.9 (17.6)

Total Physical Activity Scores, MET-minutes/week (SD) 2092.8 (2647.2) 3027.7 (3303.9) 2560.3 (3005.3)

COPD, chronic obstructive pulmonary disease; FEV1, forced expiratory volume in 1 s; GAD-7, Generalised Anxiety Disorder-7; GOLD, Global 
Initiative for Chronic Obstructive Lung Disease; ICS, inhaled corticosteroid; ISWT, incremental shuttle walk test; LABA, long-acting beta 
agonist; LAMA, long-acting muscarinic antagonist; MET, metabolic equivalent of task; PHQ-9, Patient Health Questionnaire-9; SABA, short-
acting beta agonist; SAMA, short-acting muscarinic antagonist.

Table 1  Continued

https://dx.doi.org/10.1136/bmjopen-2021-056902
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all the outcomes except for the ISWT and exacerbations 
(table 2).

Outcomes in relation to smoking are reported in 
table 3. At the 8 weeks follow-up none of the participants 
had quit smoking, but two in the intervention and three 
in the usual care groups had made quit attempts. By the 6 
months follow-up, one in the intervention group and two 
in the usual care groups had quit smoking and an addi-
tional four in each group had made quit attempts.

Attendance and adherence
Eight participants attended all 16 sessions, 13 (43.3%; 
or 54.2% of those who attended at least one session) 
attended at least 75% and 6 did not attend any session 
(online supplemental figure S1). Participants gave several 

reasons for not attending PR sessions particularly high-
lighting ‘cold weather, family issues and not being in 
town’.

Per-protocol analysis
At the 6 months assessment only 13 intervention partic-
ipants who had completed eight (50%) or more PR 
sessions were followed up. Table  4 reports the per-
protocol analysis at 6 months; the 8 weeks results are in 
online supplemental table S5.

The SGRQ would be the primary outcome of a future 
RCT and at 6 months large, sustained improvements were 
seen across all the domains for the intervention group. 
A consistent pattern of sustained improvements was seen 

Table 3  Self-reported tobacco use at 8 weeks and 6 months

Tobacco use

8 week follow-up 6 month follow-up

Intervention
n=13 n (%)

Usual care
n=25 n (%)

Intervention
n=27 n (%)

Usual care
n=26 n (%)

Current smoker at study start 3 (23.1%) 10 (40.0%) 9 (33.3%) 9 (34.6%)

Current smoker at follow-up 3 (23.1%) 8 (32.0%) 10 (37.0%) 7 (26.9%)

Smokers at baseline who tried to quit since enrolling in the research study 2 (66.7%) 3 (30.0%) 4 (44.4%) 4 (44.4%)

Smokers at baseline who quit since enrolling in the trial (cotinine validated) 0 (0%) 1 (10.0%) 1 (11.1%) 2 (22.2%)

Table 4  Post hoc per-protocol analysis: 6 months follow-up of intervention patients who attended 50% or more pulmonary 
rehabilitation sessions compared with usual care

Intervention n=13 Usual care n=26

Mean (SD)
Mean change 
(SD) (95% CI) Mean (SD)

Mean change 
(SD) (95% CI)

SGRQ—Total* 44.9 (24.3) −16.6 (14.5)
(−25.3 to 7.8)

40.8 (20.0) −8.1 (20.8)
(−16.5 to 0.3)

SGRQ—Impacts 36.6 (22.7) −14.1 (16.8)
(−24.3 to -4.0)

30.1 (20.0) −7.5 (25.5)
(−17.7 to 2.9)

SGRQ—Activity 53.3 (33.7) −22.9 (21.3)
(−35.8 to -10.1)

49.2 (24.8) −10.5 (23.3)
(−19.9 to -1.1)

SGRQ—Symptoms 54.7 (24.8) −12.6 (20.1)
(−24.7 to -0.4)

57.7 (24.8) −6.0 (22.4)
(15.1 to 3.1)

MRC Dyspnoea Score 2.6 (1.0) −1.0 (0.8) 2.8 (0.9) −0.3 (0.8)

CAT† 16.2 (7.1) −5.5 (4.8) 17.7 (7.6) −2.7 (6.5)

PHQ-9 Depression Score‡ 4.8 (5.0) −0.9 (3.4) 3.8 (3.0) −1.9 (3.2)

GAD-7 Anxiety Score‡ 2.8 (3.6) −0.8 (3.2) 2.0 (2.1) −1.3 (2.6)

Stanford Self-Efficacy Score 7.3 (1.7) 1.6 (2.0) 7.3 (1.2) 0.7 (1.5)

ISWT§ 217.5 (85.7) 17.5 (72.6) 216 (99.4) −29.2 (74.1)

Self-reported number of exacerbations in the last 6 months 2.9 (1.5) 0.1 (1.5) 3.2 (1.27) 0.9 (1.7)

Total Physical Activity Scores, MET-minutes/week 1078.5 (1498.5) 72.92 (1816.8) 1857.0 
(2853.4)

−1170.7 
(2753.3)

*Minimal clinically important difference (MCID) 4 points.
†MCID −2 points.
‡MCID 20% reduction.
§MCID 35–36 m
CAT, COPD Assessment Test; COPD, chronic obstructive pulmonary disease; GAD-7, Generalised Anxiety Disorder-7; ISWT, incremental 
shuttle walk test; MET, metabolic equivalent of task; PHQ-9, Patient Health Questionnaire-9; SGRQ, St George’s Respiratory Questionnaire.

https://dx.doi.org/10.1136/bmjopen-2021-056902
https://dx.doi.org/10.1136/bmjopen-2021-056902
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across all the outcomes, apart from the ISWT which 
showed a modest improvement at 6 months.

Intervention fidelity
Observation of one rehabilitation session and assessment 
of the rehabilitation specialists’ records identified high 
levels of fidelity with the intervention delivery. In all 
participants there was an increase in numbers of repeti-
tions/intensity of at least some of the exercises over their 
participation period.

"…their exercise intensity is increasing, number of 
sets is increasing" (Rehab specialist)

Intervention acceptability
Most patients had a positive experience with the exercise, 
specialists, educational sessions and the booklet. Educa-
tion sessions and guidance by the rehabilitation special-
ists were highly valued.

Most patients felt satisfied with the programme; some 
mentioned they felt it did not influence their behaviour 
much, while some emphasised that they felt more ‘joyful’. 
Transport, hot weather during summer, health, money 
and work-related reasons were mentioned as barriers to 
continuing with the PR programme. Overall, the exer-
cises were well received but suggestions to include more 
breathing exercises were made.

"(my physical activity) has changed, I walk more free-
ly. When I need to lift heavy things, it is not difficult 
for me. It worked very well on me, and psychological-
ly I am very well disposed" (P2)

Barriers: "weather and my health" (P4)

"I missed last two sessions … Transportation was a 
challenge" (P5)

The rehabilitation specialists reported that many partic-
ipants improved and that attending the rehabilitation in a 
group increased their motivation.

"Those who completed 16 exercise sessions have 
asked us to print out exercise sheets. Some of the pa-
tients who had completed the exercises asked us to 
continue their exercises here, since the atmosphere 
here was different and group exercise was increasing 
their motivation" (Rehab specialist)

"Many patients did not know how to manage breath-
ing, how to go outside confidently, did not know how 
to manage sexual relations, nutrition, what would be 
beneficial and what was not necessary. COPD patients 
usually are thin, because of their disease. Due to phys-
ical activity, one patient gained 7 kg and another one 
5 kg, which made them very happy and they say result 
of the exercises" (Rehab specialist)

However, for some participants motivation was an issue 
as well as barriers of travel and time.

"but patients were missing sessions nevertheless. 
Those who had money, did not have time, and some 

did not work and transportation was a problem" 
(Rehab specialist)

Adverse events
There were no adverse events reported throughout the 
study.

DISCUSSION
This study aimed to determine the feasibility of deliv-
ering a culturally tailored PR programme in Georgia. 
Our results indicate that it was feasible to train rehabil-
itation specialists to deliver the PR with fidelity. There 
were challenges in recruiting participants from primary 
care, as many general practitioners do not have access to 
spirometry within the primary care setting. As a conse-
quence, many patients assessed from primary care did 
not have an objective measure to support their diagnosis 
and on spirometry did not fulfil the criteria for COPD. 
Adherence to the programme was suboptimal with only 
50% of intervention group participants attending at least 
50% of the planned sessions. The programme was accept-
able to the participants who attended, but clearly the fact 
that 20% of intervention participants did not attend any 
sessions suggests that there were considerable barriers to 
attendance. The rehabilitation specialists reported high 
dropout rates in participants who lived outside Tbilisi 
and had long journey times (<1 hour). Participants who 
attended demonstrated clinically significant improve-
ments in outcomes, exceeding the minimally important 
clinical differences for the SGRQ, CAT, PHQ-9, GAD-7 
and ISWT.37–40 In a post hoc per-protocol analysis of inter-
vention group participants who attended at least 50% of 
planned sessions, the outcomes were well sustained to 6 
months.

The Cochrane review of PR for COPD10 reported signif-
icant improvements in all the domains of the Chronic 
Respiratory Questionnaire and for the SGRQ, with the 
total score improving more than the minimally clinically 
important difference of 4 points, which was mirrored in 
our study. Of the 65 RCTs included the majority were from 
high-income settings and many of those from LMICs had 
small sample sizes.

We undertook some cultural tailoring of the PR before 
implementation, but did not find a need to make major 
changes to the programme given the delivery context in a 
secondary care setting. However, the discussion of end-of-
life care was deemed unacceptable by participants from 
all three focus groups during the cultural adaptation, so 
was not included. In other studies, researchers have made 
significant adaptations to PR for patients who have recov-
ered from tuberculosis, in Uganda, reporting high levels 
of engagement and good outcomes,41 and in Greece,33 
and evaluated implementation in non-randomised 
studies. Several ongoing studies of PR in LMICs are regis-
tered on clinical trials registers.
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Strengths and limitations
This study has a number of strengths. While there have 
been many trials of PR, there are no published findings 
of trials undertaken in the Georgian setting. The topic 
was selected following a structured prioritisation process 
involving policy makers, clinicians and patients in Tbilisi, 
Georgia.42 We undertook some cultural tailoring prior to 
finalising the final form of PR to be delivered to increase 
acceptability. The training was delivered by experienced 
trainers from the UK.

The study also has some limitations. A key issue was the 
low follow-up rate at the end of the programme in the 
intervention group resulting in an overall follow-up rate 
of 63% at 8 weeks, similar to results reported in other 
studies.43 44 The differential follow-up at 8 weeks makes 
the findings difficult to interpret. The fall-off in effects 
between 8 weeks and 6 months in the intervention group 
might have been the result of more adherent participants 
attending the 8-week follow-up. To address this issue our 
post hoc per-protocol analysis explored the effects of the 
intervention in those participants most adherent to the 
PR programme and identified sustained improvements 
in health outcomes in this group. We faced challenges in 
recruiting primary care patients with COPD, largely due 
to the lack of availability of spirometry for diagnosis.8 This 
could be overcome by alternatives to spirometry such 
as peak flow and questionnaires to diagnose COPD.45 
Studies from other settings have also reported structural 
and healthcare practitioner factors affecting the quality 
of care delivered for COPD.46–48

In our study only 43% would be categorised as having 
completed the programme, that is, attended at least 75% 
of the planned sessions. Adherence to PR is variable with 
reported non-completion rates from 42% across a range 
of high-income settings49 to 38% in the UK in 2017.50 
Previous PR research has reported similar barriers to 
our study, including transportation difficulties, finan-
cial barriers, lack of support, illness and lack of motiva-
tion.51 The literature reports large dropout rates between 
referral and preassessment and up to 15% of participants 
not continuing to PR following the preassessment.50 52 We 
randomised participants prior to the prerehabilitation 
session and 20% of our intervention participants did not 
commence the PR programme; other researchers have 
reported high levels of non-attendance with up to 50% 
of people referred to PR not attending a single session.53

Our study findings may not apply to patients with 
COPD managed in primary care in Georgia, as 89% of 
our study participants were recruited from secondary 
care and therefore had more severe disease. If PR is 
implemented in Georgia, referrals will either need to be 
from secondary care, or spirometry or other diagnostic 
methods45 included in the referral pathway from primary 
care, or inclusion criteria for PR widened to include those 
without confirmed COPD.

Our population may not be representative of all those 
with COPD in Georgia as a high proportion of participants 
were from secondary care, had considerable symptoms 

(all MRC Dyspnoea Score 3 or more), yet 16.7% were not 
taking medication for their lung condition. Our qualita-
tive sample of respondents was relatively small, but the 
researchers felt that thematic saturation was achieved; the 
sample may not have been generalisable to all those who 
took part.

Recommendations for future research
This study highlighted deficiencies in COPD diagnosis 
in primary care in Georgia and future research could 
explore ways to strengthen management of CRDs outside 
the secondary care setting.

A large trial or implementation research in the Geor-
gian context would establish optimal delivery and effec-
tiveness of PR for COPD. Additionally, the effectiveness of 
PR in Georgia for patients with other respiratory diseases 
and post-COVID lung damage might be undertaken.54–56 
The decision about progression to a full trial or an imple-
mentation study should draw on the feasibility outcomes 
of findings. Given the very minor adaptations made to 
the PR programme we would argue that future research 
should focus on best methods of implementation rather 
than effectiveness.

For future intervention delivery, the issue of accessi-
bility needs to be considered, with rehabilitation provision 
near to where people live. The PR programme was deliv-
ered in a secondary care setting in Georgia and consider-
ation should be given to delivery in community settings, 
or even home-based programmes. These could draw on 
the remote57 and home-based programmes delivered 
in response to the COVID-19 pandemic.58 Widespread 
roll-out would require training of the rehabilitation 
specialist workforce in Georgia. Another significant 
barrier is cost, as PR is not currently included within the 
free healthcare provision in Georgia. However, since this 
research was prioritised by policy makers in Georgia there 
is a clear recognition that it may be valuable, offering a 
possible route to change this in the future.

CONCLUSIONS
These findings demonstrate the feasibility of PR delivery 
in Georgia and showed promising outcomes for those 
participants who adhered to the intervention. However, 
investment to enable primary care to diagnose and refer 
people with COPD is needed. Challenges with retention 
suggest that future PR programmes need to be delivered 
close to where people live and possibly provide flexibility 
in methods of delivery.

Author affiliations
1Georgian Respiratory Association, Tbilisi, Georgia
2Petre Shotadze Tbilisi Medical Academy, Tbilisi, Georgia
3Ivane Javakhishvili Tbilisi State University Faculty of Medicine, Tbilisi, Georgia
4Tbilisi State Medical University Faculty of Medicine, Tbilisi, Georgia
5M. Iashvili Children’s Central Hospital, Tbilisi, Georgia
6Department of Physiotherapy, University Hospitals Birmingham NHS Foundation 
Trust, Birmingham, UK
7iCares Directorate, Sandwell and West Birmingham Hospitals NHS Trust, 
Birmingham, UK



11Maglakelidze M, et al. BMJ Open 2022;12:e056902. doi:10.1136/bmjopen-2021-056902

Open access

8Institute of Applied Health Research, University of Birmingham College of Medical 
and Dental Sciences, Birmingham, UK
9Department of General Practice, Peking University First Hospital, Beijing, 100034, 
China
10Lung Function & Sleep, University Hospitals Birmingham NHS Foundation Trust, 
Birmingham, UK
11Life and Health Sciences Research Institute, University of Minho, Braga, Portugal
12International Primary Care Respiratory Group, Edinburgh, Scotland
13Observational and Pragmatic Research Institute, Singapore
14Health Services Management Centre, University of Birmingham College of Arts 
and Law, Birmingham, UK
15Family Medicine, ABC Medical School, São Paulo, Brazil
16NIHR Birmingham Biomedical Research Centre, University Hospitals Birmingham 
NHS Foundation Trust and University of Birmingham, Birmingham, UK
17Centre for Family Medicine, Medical Faculty, Skopje, North Macedonia
18Faculty of Medicine, University of São Paulo, São Paulo, Brazil

Twitter Ia Kurua @Rusudani92, Andrew P Dickens @ap_dickens and Sian Williams 
@ipcrg

Acknowledgements  The authors thank the International Primary Care Respiratory 
Group for introducing them to the primary care networks involved in this study and 
for its continued facilitation of clinical engagement. The authors also thank the Trial 
Steering Group Committee and the International Scientific Advisory Committee: Prof 
Niels Chavennes, Leiden University (Chair); Dr Semira Manaseki-Holland, University 
of Birmingham; Dr N Zhvania (Professor in Cardiology, Georgia); Revaz Vachnadze 
(patient representative) Georgia; Prof Debbie Jarvis, Imperial College London 
(Chair); Dr Nega Milevsla, Centre for Regional Policy Research and Cooperation 
'Studiorum'; Skopje; Gordna Kunovska, Skopje. The authors especially thank: the 
patients included in the study, the Chapidize Emergency Cardiology Center for 
providing the rehabilitation facilities, Kelly Redden-Rowley and Helen Beadle for 
delivering the PR training, the Georgian rehabilitation specialists Shota Bzarashvili 
and Teona Kvitsadze for delivering the PR. The authors also thank Radmila 
Ristovska (1955–2020), who was involved in the initiation of this study.

Contributors  KJ, RJ, PA co-led the study design, with contributions and advice 
from all other authors. TM was the local PI and oversaw all activities in Georgia. 
The cultural adaptation was overseen by NM, KJ, KR. The team from Georgia (MM, 
IK, NM, TM, IC, KG, NC) contributed to study design, day to day trial management, 
recruitment, intervention and follow up overseen by KJ, RA, KR, AT, RJ, PA. AE 
oversaw the quality of lung function testing. KR-R, HB delivered the PR training 
to the Georgian rehabilitation specialists. NM, MM collected the qualitative data 
overseen by KR, RA, NG. AS, SJ designed the analysis plan and economic data 
collection, respectively. IK conducted the statistical analysis, supported by AS, AD, 
KJ. KJ, MM, NM, IK wrote the manuscript with input from all other authors. As part 
of the Breathe Well Global Health Research Group, CC, KKC, BC, JC-d-S, AF, SM, 
KS, RS, SW contributed to the initial topic identification, protocol development and 
ongoing oversight of this study. All authors contributed to and approved the final 
version. KJ acts as guarantor for the study.

Funding  This research was funded by the National Institute for Health Research 
(NIHR) (NIHR global group on global COPD in primary care, University of 
Birmingham, (project reference: 16/137/95) using UK aid from the UK Government 
to support global health research. KJ is part funded by the NIHR Applied Research 
Collaboration West Midlands (ARCWM). The views expressed in this publication 
are those of the author(s) and not necessarily those of the NIHR, ARCWM or the UK 
Department of Health and Social Care.

Competing interests  None declared.

Patient and public involvement  Patients and/or the public were involved in the 
design, or conduct, or reporting, or dissemination plans of this research. Refer to 
the Methods section for further details.

Patient consent for publication  Not applicable.

Ethics approval  This study involves human participants and was approved 
by Acad. G.Chapidze Emergency Cardiology Center, Medical Ethical Committee 
(session protocol №2-2018) and by the University of Birmingham (ERN_18-0856).

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  Data are available upon reasonable request.

Supplemental material  This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer-reviewed. Any opinions or recommendations discussed are solely those 

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/​
licenses/by/4.0/.

ORCID iDs
Rachel Adams http://orcid.org/0000-0002-1798-3854
Andrew P Dickens http://orcid.org/0000-0002-7591-8129

REFERENCES
	 1	 May SM, Li JTC. Burden of chronic obstructive pulmonary disease: 

healthcare costs and beyond. Allergy Asthma Proc 2015;36:4–10.
	 2	 World Health Organization. Chronic obstructive pulmonary disease 

(COPD). Available: https://www.who.int/news-room/fact-sheets/​
detail/chronic-obstructive-pulmonary-disease-(copd) [Accessed 22 
Nov 2020].

	 3	 Centers for Disease Control and Prevention. COPD costs 2019. 
Available: https://www.cdc.gov/copd/infographics/copd-costs.html 
[Accessed 22 Nov 2020].

	 4	 Gómez FP, Rodriguez-Roisin R. Global initiative for chronic 
obstructive lung disease (GOLD) guidelines for chronic obstructive 
pulmonary disease. Curr Opin Pulm Med 2002;8:81–6.

	 5	 GBD Chronic Respiratory Disease Collaborators. Prevalence and 
attributable health burden of chronic respiratory diseases, 1990-
2017: a systematic analysis for the global burden of disease study 
2017. Lancet Respir Med 2020;8:585–96.

	 6	 Gamkrelidze AMN, Sturua L, Demetrashvili N. Non-communicable 
diseases risk-factors STEPS survey, Georgia, 2016. Available: 
https://www.who.int/ncds/surveillance/steps/STEPS_Georgia_2016_​
ENG_summary_2016_final.pdf [Accessed 1 Jun 2021].

	 7	 American Cancer Society. The tobacco atlas, Georgia country facts. 
Available: https://tobaccoatlas.org/wp-content/uploads/pdf/georgia-​
country-facts.pdf [Accessed 22 Nov 2020].

	 8	 Verulava T, Jorbenadze R, Barkalaia T. Introduction of universal 
health program in Georgia: problems and perspectives. Georgian 
Med News 2017;262:116–20.

	 9	 Wacker ME, Jörres RA, Karch A, et al. Assessing health-related 
quality of life in COPD: comparing generic and disease-specific 
instruments with focus on comorbidities. BMC Pulm Med 
2016;16:70.

	10	 McCarthy B, Casey D, Devane D, et al. Pulmonary rehabilitation for 
chronic obstructive pulmonary disease. Cochrane Database Syst Rev 
2015;2:CD003793.

	11	 Ryrsø CK, Godtfredsen NS, Kofod LM, et al. Lower mortality 
after early supervised pulmonary rehabilitation following COPD-
exacerbations: a systematic review and meta-analysis. BMC Pulm 
Med 2018;18:154.

	12	 India State-Level Disease Burden Initiative CRD Collaborators. The 
burden of chronic respiratory diseases and their heterogeneity across 
the states of India: the global burden of disease study 1990-2016. 
Lancet Glob Health 2018;6:e1363–74.

	13	 Habib GMM, Rabinovich R, Divgi K, et al. Systematic review of 
clinical effectiveness, components, and delivery of pulmonary 
rehabilitation in low-resource settings. NPJ Prim Care Respir Med 
2020;30:52.

	14	 Aït-Khaled N, Enarson D, Bousquet J. Chronic respiratory diseases 
in developing countries: the burden and strategies for prevention and 
management. Bull World Health Organ 2001;79:971–9.

	15	 Bickton FM, Shannon H. Barriers and enablers to pulmonary 
rehabilitation in low- and middle-income countries: a qualitative 
study of healthcare professionals. Int J Chron Obstruct Pulmon Dis 
2022;17:141–53.

	16	 Lancaster GA, Dodd S, Williamson PR. Design and analysis of 
pilot studies: recommendations for good practice. J Eval Clin Pract 
2004;10:307–12.

	17	 Gough J, Fletcher C. Discussion on the diagnosis of pulmonary 
emphysema. Proc R Soc Med 1952;45:576–86.

https://twitter.com/Rusudani92
https://twitter.com/ap_dickens
https://twitter.com/ipcrg
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-1798-3854
http://orcid.org/0000-0002-7591-8129
http://dx.doi.org/10.2500/aap.2015.36.3812
https://www.who.int/news-room/fact-sheets/detail/chronic-obstructive-pulmonary-disease-(copd)
https://www.who.int/news-room/fact-sheets/detail/chronic-obstructive-pulmonary-disease-(copd)
https://www.cdc.gov/copd/infographics/copd-costs.html
http://dx.doi.org/10.1097/00063198-200203000-00001
http://dx.doi.org/10.1016/S2213-2600(20)30105-3
https://www.who.int/ncds/surveillance/steps/STEPS_Georgia_2016_ENG_summary_2016_final.pdf
https://www.who.int/ncds/surveillance/steps/STEPS_Georgia_2016_ENG_summary_2016_final.pdf
https://tobaccoatlas.org/wp-content/uploads/pdf/georgia-country-facts.pdf
https://tobaccoatlas.org/wp-content/uploads/pdf/georgia-country-facts.pdf
http://www.ncbi.nlm.nih.gov/pubmed/28252441
http://www.ncbi.nlm.nih.gov/pubmed/28252441
http://dx.doi.org/10.1186/s12890-016-0238-9
http://dx.doi.org/10.1186/s12890-018-0718-1
http://dx.doi.org/10.1186/s12890-018-0718-1
http://dx.doi.org/10.1016/S2214-109X(18)30409-1
http://dx.doi.org/10.1038/s41533-020-00210-y
http://www.ncbi.nlm.nih.gov/pubmed/11693980
http://dx.doi.org/10.2147/COPD.S348663
http://dx.doi.org/10.1111/j.2002.384.doc.x


12 Maglakelidze M, et al. BMJ Open 2022;12:e056902. doi:10.1136/bmjopen-2021-056902

Open access�

	18	 Miller MR, Hankinson J, Brusasco V, et al. Standardisation of 
spirometry. Eur Respir J 2005;26:319–38.

	19	 Harris PA, Taylor R, Minor BL, et al. The REDCap consortium: 
Building an international community of software platform partners.  
J Biomed Inform 2019;95:103208.

	20	 Harris PA, Taylor R, Thielke R, et al. Research electronic data capture 
(REDCap)—a metadata-driven methodology and workflow process 
for providing translational research informatics support. J Biomed 
Inform 2009;42:377–81.

	21	 Bolton CE, Bevan-Smith EF, Blakey JD, et al. British Thoracic 
Society guideline on pulmonary rehabilitation in adults. Thorax 
2013;68:ii1–30.

	22	 Rochester CL, Vogiatzis I, Holland AE, et al. An official American 
Thoracic Society/European Respiratory Society policy statement: 
enhancing implementation, use, and delivery of pulmonary 
rehabilitation. Am J Respir Crit Care Med 2015;192:1373–86.

	23	 Michie S, Atkins L, West R. The APEASE criteria for designing and 
evaluating interventions. In: Michie S, Atkins L, West R, eds. The 
behaviour change wheel: a guide to designing interventions. London: 
Silverback Publishing, 2014.

	24	 Singh SJ, Jones PW, Evans R, et al. Minimum clinically important 
improvement for the incremental shuttle walking test. Thorax 
2008;63:775–7.

	25	 Muza SR, Silverman MT, Gilmore GC, et al. Comparison of scales 
used to quantitate the sense of effort to breathe in patients 
with chronic obstructive pulmonary disease. Am Rev Respir Dis 
1990;141:909–13.

	26	 Jones PW, Quirk FH, Baveystock CM, et al. A self-complete 
measure of health status for chronic airflow limitation. The 
St. George's respiratory questionnaire. Am Rev Respir Dis 
1992;145:1321–7.

	27	 Jones PW, Harding G, Berry P, et al. Development and first validation 
of the COPD assessment test. Eur Respir J 2009;34:648–54.

	28	 Craig CL, Marshall AL, Sjöström M, et al. International physical 
activity questionnaire: 12-country reliability and validity. Med Sci 
Sports Exerc 2003;35:1381–95.

	29	 Lorig KR, Sobel DS, Ritter PL, et al. Effect of a self-management 
program on patients with chronic disease. Eff Clin Pract 
2001;4:256–62.

	30	 Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief 
depression severity measure. J Gen Intern Med 2001;16:606–13.

	31	 Spitzer RL, Kroenke K, Williams JBW, et al. A brief measure for 
assessing generalized anxiety disorder: the GAD-7. Arch Intern Med 
2006;166:1092–7.

	32	 Herdman M, Gudex C, Lloyd A, et al. Development and preliminary 
testing of the new five-level version of EQ-5D (EQ-5D-5L). Qual Life 
Res 2011;20:1727–36.

	33	 Anastasaki M, Trigoni M, Pantouvaki A, et al. Establishing 
a pulmonary rehabilitation programme in primary care in 
Greece: a fresh air implementation study. Chron Respir Dis 
2019;16:1479973119882939.

	34	 Glaser B, Strauss A. Grounded theory: the discovery of grounded 
theory. New York: de Gruyter, 1967.

	35	 Johnston K, Young M, Grimmer K, et al. Frequency of referral to 
and attendance at a pulmonary rehabilitation programme amongst 
patients admitted to a tertiary hospital with chronic obstructive 
pulmonary disease. Respirology 2013;18:1089–94.

	36	 Hsieh H-F, Shannon SE. Three approaches to qualitative content 
analysis. Qual Health Res 2005;15:1277–88.

	37	 Jones PW. St. George’s respiratory questionnaire: MCID. COPD 
2005;2:75–9.

	38	 Kounali D, Button KS, Lewis G, et al. How much change is enough? 
Evidence from a longitudinal study on depression in UK primary care. 
Psychol Med 2020:1–8.

	39	 Evans RA, Singh SJ. Minimum important difference of the 
incremental shuttle walk test distance in patients with COPD. Thorax 
2019;74:994–5.

	40	 Kon SSC, Canavan JL, Jones SE, et al. Minimum clinically important 
difference for the COPD assessment test: a prospective analysis. 
Lancet Respir Med 2014;2:195–203.

	41	 Jones R, Kirenga BJ, Katagira W, et al. A pre-post intervention 
study of pulmonary rehabilitation for adults with post-tuberculosis 

lung disease in Uganda. Int J Chron Obstruct Pulmon Dis 
2017;12:3533–9.

	42	 Dickens A, Adab P, Cheng K, et al. Using a rapid prioritisation 
process to identify health research priorities in LMICs. Eur 
Respiratory Soc 2018.

	43	 Finnerty JP, Keeping I, Bullough I, et al. The effectiveness of 
outpatient pulmonary rehabilitation in chronic lung disease: a 
randomized controlled trial. Chest 2001;119:1705–10.

	44	 Gottlieb V, Lyngsø AM, Nybo B, et al. Pulmonary rehabilitation 
for moderate COPD (GOLD 2)–does it have an effect? COPD 
2011;8:380–6.

	45	 Siddharthan T, Wosu AC, Pollard SL, et al. A novel case-finding 
instrument for chronic obstructive pulmonary disease in low- and 
middle-income country settings. Int J Chron Obstruct Pulmon Dis 
2020;15:2769–77.

	46	 Kaur I, Aggarwal B, Gogtay J. Understanding perception of chronic 
obstructive pulmonary disease among general practitioners, 
physicians, and pulmonologists in India: results from a face-to-face 
survey. Perspect Clin Res 2016;7:100–5.

	47	 Dennis S, Reddel HK, Middleton S, et al. Barriers and outcomes 
of an evidence-based approach to diagnosis and management 
of chronic obstructive pulmonary disease (COPD) in Australia: a 
qualitative study. Fam Pract 2017;34:485–90.

	48	 Haroon S, Jordan RE, Fitzmaurice DA, et al. Case finding for 
COPD in primary care: a qualitative study of the views of health 
professionals. Int J Chron Obstruct Pulmon Dis 2015;10:1711–8.

	49	 Keating A, Lee A, Holland AE. What prevents people with chronic 
obstructive pulmonary disease from attending pulmonary 
rehabilitation? A systematic review. Chron Respir Dis 2011;8:89–99.

	50	 Steiner M, Holzhauer-Barrie J, Lowe D, et al. Pulmonary 
rehabilitation: steps to breathe better. pulmonary rehabilitation: an 
exercise in improvement. National chronic obstructive pulmonary 
disease (COPD) audit programme: clinical audit of pulmonary 
rehabilitation services in England and Wales 2017. National COPD 
audit programme. London: Royal College of physicians 2018, 2018. 
Available: https://www.nacap.org.uk/nacap/welcome.nsf/vwFiles/​
COPD-PR-2017-Clinical-and-organisational/$File/Pulmonary%​
20Rehabilitation%20-%20An%20exercise%20in%20improvement%​
20-%20National%20report%20(Web).pdf?openelement [Accessed 6 
Jul 2021].

	51	 Oates GR, Niranjan SJ, Ott C, et al. Adherence to pulmonary 
rehabilitation in COPD: a qualitative exploration of patient 
perspectives on barriers and facilitators. J Cardiopulm Rehabil Prev 
2019;39:344.

	52	 Steiner M, Holzhauer-Barrie J, Lowe D, et al. Pulmonary 
rehabilitation: time to breathe better. National chronic obstructive 
pulmonary disease (COPD) audit programme: resources and 
organisation of pulmonary rehabilitation services in England and 
Wales 2013-18 workstream. National organisational audit report. 
London: Royal College of physicians, 2015. Available: https://www.​
rcplondon.ac.uk/projects/outputs/pulmonary-rehabilitation-time-​
breathe-better [Accessed 6 Jun 2021].

	53	 Bjoernshave B, Korsgaard J, Nielsen CV. Does pulmonary 
rehabilitation work in clinical practice? A review on selection and 
dropout in randomized controlled trials on pulmonary rehabilitation. 
Clin Epidemiol 2010;2:73.

	54	 Polastri M, Nava S, Clini E, et al. COVID-19 and pulmonary 
rehabilitation: preparing for phase three. Eur Respir J 
2020;55:2001822.

	55	 Wang TJ, Chau B, Lui M, et al. Physical medicine and rehabilitation 
and pulmonary rehabilitation for COVID-19. Am J Phys Med Rehabil 
2020;99:769–74.

	56	 Demeco A, Marotta N, Barletta M, et al. Rehabilitation of patients 
post-COVID-19 infection: a literature review. J Int Med Res 
2020;48:0300060520948382.

	57	 Hansen H, Bieler T, Beyer N, et al. Supervised pulmonary tele-
rehabilitation versus pulmonary rehabilitation in severe COPD: a 
randomised multicentre trial. Thorax 2020;75:413–21.

	58	 Holland AE, Malaguti C, Hoffman M, et al. Home-based or 
remote exercise testing in chronic respiratory disease, during the 
COVID-19 pandemic and beyond: a rapid review. Chron Respir Dis 
2020;17:1479973120952418.

http://dx.doi.org/10.1183/09031936.05.00034805
http://dx.doi.org/10.1016/j.jbi.2019.103208
http://dx.doi.org/10.1016/j.jbi.2019.103208
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://dx.doi.org/10.1136/thoraxjnl-2013-203808
http://dx.doi.org/10.1164/rccm.201510-1966ST
http://dx.doi.org/10.1136/thx.2007.081208
http://dx.doi.org/10.1164/ajrccm/141.4_Pt_1.909
http://dx.doi.org/10.1164/ajrccm/145.6.1321
http://dx.doi.org/10.1183/09031936.00102509
http://dx.doi.org/10.1249/01.MSS.0000078924.61453.FB
http://dx.doi.org/10.1249/01.MSS.0000078924.61453.FB
http://www.ncbi.nlm.nih.gov/pubmed/11769298
http://dx.doi.org/10.1046/j.1525-1497.2001.016009606.x
http://dx.doi.org/10.1001/archinte.166.10.1092
http://dx.doi.org/10.1007/s11136-011-9903-x
http://dx.doi.org/10.1007/s11136-011-9903-x
http://dx.doi.org/10.1177/1479973119882939
http://dx.doi.org/10.1111/resp.12128
http://dx.doi.org/10.1177/1049732305276687
http://dx.doi.org/10.1081/COPD-200050513
http://dx.doi.org/10.1017/S0033291720003700
http://dx.doi.org/10.1136/thoraxjnl-2018-212725
http://dx.doi.org/10.1016/S2213-2600(14)70001-3
http://dx.doi.org/10.2147/COPD.S146659
http://dx.doi.org/10.1378/chest.119.6.1705
http://dx.doi.org/10.3109/15412555.2011.610393
http://dx.doi.org/10.2147/COPD.S268076
http://dx.doi.org/10.4103/2229-3485.179438
http://dx.doi.org/10.1093/fampra/cmw103
http://dx.doi.org/10.2147/COPD.S84247
http://dx.doi.org/10.1177/1479972310393756
https://www.nacap.org.uk/nacap/welcome.nsf/vwFiles/COPD-PR-2017-Clinical-and-organisational/$File/Pulmonary%20Rehabilitation%20-%20An%20exercise%20in%20improvement%20-%20National%20report%20(Web).pdf?openelement
https://www.nacap.org.uk/nacap/welcome.nsf/vwFiles/COPD-PR-2017-Clinical-and-organisational/$File/Pulmonary%20Rehabilitation%20-%20An%20exercise%20in%20improvement%20-%20National%20report%20(Web).pdf?openelement
https://www.nacap.org.uk/nacap/welcome.nsf/vwFiles/COPD-PR-2017-Clinical-and-organisational/$File/Pulmonary%20Rehabilitation%20-%20An%20exercise%20in%20improvement%20-%20National%20report%20(Web).pdf?openelement
https://www.nacap.org.uk/nacap/welcome.nsf/vwFiles/COPD-PR-2017-Clinical-and-organisational/$File/Pulmonary%20Rehabilitation%20-%20An%20exercise%20in%20improvement%20-%20National%20report%20(Web).pdf?openelement
http://dx.doi.org/10.1097/HCR.0000000000000436
https://www.rcplondon.ac.uk/projects/outputs/pulmonary-rehabilitation-time-breathe-better
https://www.rcplondon.ac.uk/projects/outputs/pulmonary-rehabilitation-time-breathe-better
https://www.rcplondon.ac.uk/projects/outputs/pulmonary-rehabilitation-time-breathe-better
http://dx.doi.org/10.2147/clep.s9483
http://dx.doi.org/10.1183/13993003.01822-2020
http://dx.doi.org/10.1097/PHM.0000000000001505
http://dx.doi.org/10.1177/0300060520948382
http://dx.doi.org/10.1136/thoraxjnl-2019-214246
http://dx.doi.org/10.1177/1479973120952418

	Feasibility of a pulmonary rehabilitation programme for patients with symptomatic chronic obstructive pulmonary disease in Georgia: a single-­site, randomised controlled trial from the Breathe Well Group
	Abstract
	Introduction﻿﻿
	Methods
	Study design and participants
	Sample size
	Recruitment and randomisation
	Intervention
	Usual care group
	Outcome measures
	Feasibility outcomes
	Secondary outcomes

	Process evaluation
	Data analysis
	Patient and public involvement

	Results
	Feasibility of conducting a definitive RCT
	Participant recruitment and follow-up
	Baseline characteristics of participants
	Follow-up rates
	Completeness of follow-up questionnaires
	Feasibility of economic evaluation in definitive RCT
	Outcomes of a future RCT

	Attendance and adherence
	Per-protocol analysis
	Intervention fidelity
	Intervention acceptability
	Adverse events

	Discussion
	Strengths and limitations
	Recommendations for future research

	Conclusions
	References


