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Chapter 6

Abstract
Introduction
A need for solid research into psychological interventions for patients with COPD urged us to 
design a semi structured cognitive experiential intervention, as part of a randomized controlled 
trial. Aware of problems encountered in earlier studies, we decided to pay extra attention to the 
way we approached patients, and patient’s willingness to participate. However, due to inclusion 
and dropout rates, we were not able to investigate the effectiveness of the intervention. Therefore, 
we reflect in this article on the process and problems encountered and offer recommendations 
for future studies.

Methods
Hospitalized and outpatients at the University Medical Center Groningen and the Martini Hospital 
Groningen (The Netherlands) were approached by a research assistant to participate, between 
November 2008 and July 2011.

Results
Although over 400 patients were approached, only 46 (57% of the interested patients) were 
randomized to the intervention condition (n= 25) or control condition (n=21). This number was 
far below the number needed (n=160) to examine the effectiveness of the intervention. Only 32% 
(n= 8) received the intervention as planned and 29% (n=6) dropped out in the control condition. 
The dropout rate for both conditions was 50%.

Discussion
Despite our ‘best intentions’ we were unable to include sufficient patients. Our experiences made 
us aware that there are many more aspects, patient perceptions and thresholds, than presumed 
beforehand. We recommend, in future intervention studies, patient participation in all stages 
of the research. Furthermore, we recommend addressing the level of knowledge and insight 
concerning the illness, the perceptions on physical and practical barriers, cognitions about 
psychosocial care and COPD care in general, illness denial, barriers to discuss psychological issues 
and self-conscious emotions.
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‘with the best of intentions’

Introduction
Currently COPD is one of the diseases with a high and still increasing mortality rate, as well as 
considerable associated psychological, social and economic consequences (Global Initiative for 
Chronic Obstructive Lung Disease (GOLD), 2018). Additional psychological problems such as 
distress, anxiety or depressive symptoms, are reported substantially more often in patients than in 
‘normal’ controls, respectively in 40% in patients with COPD versus 25% in controls (Panagioti, Scott, 
Blakemore, & Coventry, 2014). These psychological symptoms may, besides physical symptoms 
such as shortness of breath (dyspnea), negatively influence the so called ‘disease burden’ (Borges-
Santos et al., 2015; Fan & Meek, 2014). Also, hospital admissions due to exacerbations of the illness 
may go together with stress and anxiety (Pooler & Beech, 2014). Therefore, several studies have 
examined the effects of psychological interventions, aimed to reduce distress levels in patients 
with COPD (Panagioti et al., 2014). Although, according to some studies, cognitive behavioral 
therapy may reduce anxiety and depressive symptoms, the reported treatment effects are small 
and the research designs are found to be of poor quality (Baraniak & Sheffield, 2011; Farver-
Vestergaard, Jacobsen, & Zachariae, 2015; Smith, Sonego, Ketcheson, & Larson, 2014; Usmani et 
al., 2017). In addition, problems are reported concerning the inclusion of patients with COPD 
into interventions studies. For instance, Stoop et al (Stoop, Nefs, Pommer, Pop, & Pouwer, 2015) 
reported that less than 2% of screened patients (with diabetes, asthma or COPD) were actually 
included and randomized into an intervention study; they concluded this low inclusion rate may 
be due to a low perceived need for a psychological intervention. Interestingly, a review of Dowson 
et al (Dowson, Kuijer, & Mulder, 2004) shows that refusal rates are generally not reported in COPD 
intervention studies, whereas they are remarkably high in studies that do report the refusal rates. 
The authors suggest there is reluctance on the part of patients with COPD to become involved in 
psychological (intervention) studies. Maybe, due to the illness burden, patients are wary for every 
extra activity or effort. Taken together, there is a need for methodological proper research into the 
effect of psychological interventions, which however should be feasible in the daily practice of 
patients with COPD and should consider their personal perception on their life with this illness. To 
achieve this, we planned a short, semi-structured psychological intervention (6 up to 8 sessions), 
aimed at reducing psychological distress and dyspnea. The intervention considers cognitive, as 
well as emotional experiencing processes, together with attention for possible illness-related 
issues concerning the partner relationship. As we were aware of problems encountered in earlier 
studies, we decided to pay beforehand extra attention to the way we approached patients, as 
well as to patient’s willingness to participate in the intervention. Despite these considerations 
and efforts, we nonetheless encountered serious problems with the inclusion, as well as high 
dropout rates of patients during the intervention. Consequently, we do know much more about 
problems to be encountered concerning the implementation of an intervention study for patients 
with COPD. But at the other hand, based on our data, no conclusions can be drawn about the 
effectiveness of our cognitive-experiential intervention, due to low numbers of patients that 
could altogether be included. Therefore, the aim of this article is a) to report on the process and 
problems encountered during the planned intervention study and b) to offer recommendations 
for future psychological intervention studies, especially concerning patients with COPD.
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Methods and materials
Participants and procedure
Patients with COPD, hospitalized due to an exacerbation, as well as patients attending the 
outpatient clinic for Pulmonary Medicine of the University Medical Center Groningen (UMCG) 
and the Martini Hospital Groningen (MHG) in The Netherlands, were approached for inclusion in 
our planned intervention study between November 2008 and July 2011. Inclusion criteria were: 
a diagnosis of COPD stage 2-4, age between 40 and 80 years old, and expression of a need for 
psychosocial care on a questionnaire. Patients were excluded when (1) their life expectancy was 
less than a year, based on their medical records, (2) they were unable to fill out questionnaires, 
(3) they were diagnosed with a severe psychiatric disorder, or (4) they were already receiving 
treatment from a psychologist or psychiatrist.
 Because we were aware of the inclusion problems that other researchers encountered in 
intervention studies, we decided to approach all eligible patients personally by a trained research 
assistant. During their training, the research assistants were taught how to approach patients 
in a respectful, nonjudgmental and neutral way. They were explained that their task was not to 
persuade patients, but to identify and discuss illness-related psychological distress and a possible 
related need for psychosocial care.
 A research assistant approached eligible hospitalized patients at both UMCG and MHG within 
four days after the start of their hospitalization because of an exacerbation of COPD. In case a 
patient expressed a need for psychosocial care, he/she received a letter explaining the design 
and purpose of the study. After two days the research assistant visited the patient again, to ask 
if the patient agreed to participate in the study. When willing to participate, the patient signed 
an informed consent. The inclusion procedures were different for outpatients at the UMCG, 
respectively MHG, due to practical reasons:
a. Eligible outpatients of the UMCG received a letter by post, explaining the design and purpose 
of the study, two weeks prior to a scheduled visit to the outpatient clinic. In the letter they were 
asked to answer a question concerning their need for professional psychosocial care (yes, maybe, 
no) and to fill out questionnaires (e.g. Hopkins Symptom Check List-25; HSCL-25 see measures). 
Two days prior to their visit patients received a phone call from the research assistant, in which 
she asked whether the patient agreed to have a conversation with her, right after the visit to 
the pulmonary physician. When the patient did agree, he/she was invited to hand over the 
questionnaires and to discuss the scores on the questionnaires. In case a patient indicated a need 
for psychosocial care, the study was further explained and the patient was invited to think about 
participation. After one week the research assistant approached the patient by phone, to hear if 
he/she was willing to participate in the intervention study. If so, the patient signed an informed 
consent.
b. Eligible outpatients of the MHG were approached by a research assistant right after their 
scheduled visit to a pulmonary physician and they were invited for a conversation about the 
intervention study. They also were asked to fill out the HSCL-25. In case they indicated a need for 
psychosocial care, they were invited to participate in the planned intervention study and to sign 
the informed consent.

Chapter 6
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 After signing the informed consent, the participating patients were randomized by computer 
software to either the control group (no intervention) or to the psychological intervention group. 
Randomization was based on hospital, gender, age and their scores on HSCL-25 and Chronic 
Respiratory Questionnaire (CRQ; see measures).

Measures
Originally, we planned to use questionnaires in our intervention study meant to investigate the 
progress and overall effectiveness of the intervention. However, due to lack of data we only 
briefly describe the two main measures, that were used for randomisation and calculation of the 
clinically important difference.
•  The CRQ concerns a frequently used measure of health-related quality of life in chronic 

respiratory disease and includes 4 subscales: dyspnea, fatigue, emotion and mastery 
(Schunemann et al., 2005).

•   The HSCL-25 is a well-validated and frequently used psychological scale to assess anxiety 
and depressive symptoms (Derogatis, Lipman, & Rickels, 1973; Kleijn, Hovens, Rodenburg, & 
Rijnders, 1998).

Patients were asked to fill out questionnaires before the start of the intervention (T0 and T1), 
during the intervention (T2), directly after the last session (T3), and at 3 and 6 months after the 
last session (T4 and T5). Patients randomized to the control condition were asked to fill out 
questionnaires at equivalent moments.

Statistical analyses
Beforehand, a statistical power analysis was performed in order to determine the number of 
patients needed to be able to evaluate the effectiveness of the intervention. Considering the 
clinically important difference of the CRQ-dyspnea domain (0.5) (Redelmeier, Guyatt, & Goldstein, 
1996) as well as an expectation of 20% drop out, we would have needed n=160 patients to enroll 
in the study (n=80 in the intervention condition and n=80 in the control condition).

Treatment protocol; integrative cognitive and experiential therapy
The psychological intervention consisted of six to eight weekly sessions of 45 minutes. A 
combination of cognitive and person-centered experiential techniques was used. Trained 
psychologists provided the treatment, based on a detailed treatment protocol (Chapter 7). Well 
documented, process-experiential techniques (Elliott, Watson, Goldman, & Greenberg, 2004) were 
used in the first two sessions to enhance a positive therapeutic alliance (Bordin, 1979; Hafkenscheid, 
2016), as well as to enhance the personal motivation of the patients concerning their personal 
treatment goals. In the sessions 3-6 (or 3-8), experiential techniques were used to promote (a) 
awareness of, and enhancement of coping with the physical symptoms and consequences of 
the disease, (b) awareness of, and enhancement of emotion-regulation and (c) awareness of, 
and enhancement of the role of social support, i.e. concerning the partner relationship. In these 
sessions cognitive techniques (Beck, 2013; Bögels & Van Oppen, 2015) were used to help patients 
recognize specific cognitions concerning duration, causes, consequences and control of the 
disease process. Also, experiential techniques were used to help patients recognize affects, and 

‘with the best of intentions’
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their implicit meaning in relation to their illness-perceptions (Angus, Watson, Elliott, Schneider, & 
Timulak, 2015; Elliott et al., 2004). Treatment goals were based on negotiation between the patient 
and the psychologist (Bordin, 1979; Safran & Muran, 2000). Concerning the role of social support, 
patients were proposed to invite their partners to join them at the second session. Furthermore, 
every patient in the intervention condition received a booklet containing explicit information 
concerning the intervention.

Results
Enrollment into the study
In total over 400 patients were approached at the UMCG (n=323) and MHG (n=± 180) (Figure 6.1). 
Of them, 81 patients showed interest to participate in the intervention study (UMCG n=35; MHG 
n=46); ultimately 63 patients (UMCG n=19; MHG n= 44) indicated they wanted to participate. 
Fourteen of these patients were excluded, due to exclusion criteria, and three patients decided after 
all not to participate in the intervention study (reasons unknown). So, at the end, only 46 patients 
(57% of the interested patients) could be randomized to either the intervention condition (n=25) 
or the control condition (n=21). These patients started participation (respectively the intervention 
plus questionnaires, or questionnaires only). The mean age of the participating patients was 64.3 
years (SD±9.2, 57% females), 61% of them were involved in a partner relationship. Given the 
outcome of the power analysis, the number of patients that enrolled in our intervention study 
was far below the number we needed (n=160) to be able to determine the effectiveness of this 
intervention.

Dropout in the intervention and control condition
Of the 25 patients who were randomized to the intervention condition, only 32% (n= 8) received 
the intervention as planned (six-eight sessions; Figure 6.1). Of the patients that dropped out 
(68%, n=17), 5 patients received only one session, and 12 patients between two and six sessions, 
for several reasons, which all together is a too low number to perform statistics. Six patients 
turned out to have a psychosocial care need different from learning to cope with their COPD; 
they were offered a psychological treatment that met their need. Other patients indicated their 
medical condition hindered further adherence to the intervention, due to COPD, or of symptoms 
related to a medical comorbidity. Concerning the control condition, 29% (n=6) dropped out; we 
have no information concerning their reasons for dropout. The remaining n=15 patients of the 
control condition filled in the questionnaires, as planned. The dropout rate for both conditions 
(intervention and control condition) was 50% (n=23 out of n=46).
 Based on these low numbers of ultimate participants in both conditions we were, unfortunately, 
unable to perform statistical analyses concerning treatment effects, or concerning changes over 
time. Exploratory analyses show that patients who received the intervention as intended (n=8) 
had a mean HSCL-25 score of 43,6, meaning they were highly distressed (HSCL-25 score≥39). 
Patients allocated to the control group who filled out questionnaires (n=15) had a mean score of 
43,6 (the exact same mean score as the patients who received the intervention). The CRQ-total 
mean score for the patients who received the intervention (n=8) was 3,4 compared to a mean 
CRQ-total score of 4,8 in the control group (n=15). The same trend in mean scores for the CRQ-

Chapter 6
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dyspnea subscale was shown; 3,3 for the intervention group versus 4,8 in the control group. No 
cut-off scores are available for the CRQ, but a better CRQ score indicates better health and is 
seems the patients in the intervention group were physically more impaired.

Discussion
Beyond our intentions and efforts, as described above, to maximize the number of participating 
patients through a personalized approach, we did not succeed in including enough patients to 
be able to determine the effectiveness of the psychological intervention for patients with COPD 
under study. The costs (in time as well as money) to reach a number of only 46 randomized 
patients were considerable, but not enough to reach the power needed for statistical analysis 
(namely n=160 patients). Still, from exploratory analysis on T1 concerning both groups (controls 
and patients who received the intervention), we can conclude that the physical and psychological 
functioning of these patients was poor and justifies psychological care. However, on top of 
the problems concerning inclusion, we also experienced a high dropout rate, especially in the 
intervention condition. This has been found in earlier studies (Dowson, 2004; Stoop 2015), but 
remains puzzling and important for future research. In this discussion, we will first reflect on 
the possible causes for the inclusion and dropout problems and relate our issues to literature. 
Thereafter, we will discuss our recommendations for other researchers who intend to execute a 
psychological intervention study, especially in patients with COPD.

Inclusion problems
Although we have no bold data on reasons for declining to participate in this study, we know from 
personal conversations of our research assistants that physical and practical barriers were present 
in several patients who declined participation, such as already having many other appointments 
in the hospital or feeling too ill to travel. Also, unfamiliarity with psychosocial interventions, or 
the possible effects of those interventions played a role in patient’s decisions not to participate. 
Within this scope, the results of two pilot studies, which were performed in 2011 by psychology 
students at out department (Hendriks, 2011; Mayer, 2011), because our inclusion problems 
appeared irreversible, are illustrative. They conducted interviews with COPD outpatients about 
their need for psychosocial care, as well as their way of thinking about mood, anxiety and illness 
perceptions, related to the COPD. Of the n=17 interviewed patients (females n=8; mean age 67 
years; semi-structured interviews), almost all, namely 15 patients reported not to experience a 
need for psychosocial care. The most frequently reported reasons were: a. not seeing the use 
of it, and b. experiencing their conversations with physicians, family and friends as sufficiently 
meeting their needs. Other results from the interviews show that the patients focused more on 
their physical complaints and less on psychological issues, although the majority experienced 
depressive and/or anxiety symptoms. Another factor at play seemed to be denial of the disease 
itself. Box 6.1 quotes a female patient and illustrates how denial works. What we learned from 
these post-hoc pilot studies is that, before starting an intervention study anyway, patients 
should be offered illness- and psychology related ‘education’, to make them more sensitive for 
the physical and psychological impact of their type of illness. This may seem contradictory: first 
raise insight and experiencing of illness burden, in order to be subsequently able to treat this 

‘with the best of intentions’



527918-L-bw-Maters527918-L-bw-Maters527918-L-bw-Maters527918-L-bw-Maters
Processed on: 22-1-2019Processed on: 22-1-2019Processed on: 22-1-2019Processed on: 22-1-2019 PDF page: 94PDF page: 94PDF page: 94PDF page: 94

 94  

burden. However, also in other medical conditions, patients need to learn about their illness and 
its impact, in order to promote proper health-related behavior. With respect to this, healthcare 
workers, such as physicians or specialized nurses should invite and validate patients to discuss 
physical as well as psychological complaints, and also should be alert on denial of the disease, 
when it occurs, in order to promote insight in, and consciousness of the impact of the illness. 
In this context, a publication by Wortz et al., concerning a study using qualitative interviews in 
47 patients (female 47%, mean age 68 years) (Wortz et al., 2012) is worth mentioning: patients 
with COPD were interviewed about their goals, needs and expectations with regard to self-
management. Three main themes were identified; fear, loss and a desire for improvement of care. 
Interestingly, this desire for improvement in care was related to a lack of knowledge about the 
disease itself, as well as ways to deal with the disease. So, recognizing this need for information 
concerning the illness and discuss the personal impact with patients, may motivate patients to 
accept illness-related psychological care and, eventually, lower the threshold to participate in a 
study. However, such a study should be very sensitive to the physical, psychological, social and 
practical problems that patients with (mild as well as severe) COPD encounter, in order to ‘fit’ to 
the total complexity of the patient’s situation, and not to overcharge the patients. With respect 
to this, Sohanpal et al. (Sohanpal, Steed, Mars, & Taylor, 2015) conducted a qualitative systematic 
review, concerning studies exploring reasons for COPD patients whether or not to participate in a 
pulmonary rehabilitation program (nine studies) and in self-management programs (one study). 
This review showed that non-attendance to support programs was influenced by the perceived 
symptom severity of patients, negative intervention representations (believing the program 
could/would not improve the condition/symptoms), lack of information or negativity about the 
program, concerns on physical/practical barriers and past experiences with support programs. 
Attendance was influenced by a self-help attitude, positive intervention representations 
(believing the program could improve the condition or symptoms), having received information 
or advice in favor of the program, not being concerned on physical/practical barriers and past 
experiences with support programs. Whether the outcomes of the study by Sohanpal et al. apply 
to psychological intervention studies in patients with COPD needs to be researched formally, 
but seems plausible. A study by Harrison et al. (Harrison, Robertson, Goldstein, & Brooks, 2017) 
investigated self-conscious emotions, which could act as barriers to psychosocial care. Self-
conscious emotions are known to negatively impact on help seeking behavior and adherence to 
active interventions. They concluded that low levels of self-compassion, high self-judgment, and 
diminished self-worth exist more frequently in patients with COPD, compared to healthy controls 
of a similar age.
 In summary, these studies, which were published some years after we performed our 
intervention study, show that including patients for psychological intervention studies is more 
complex than we had expected and foreseen, despite our best intentions to take care of the 
personal situation and motivation of the patients. If we had known what we know now, we 
should have addressed, before we started inclusion for the intervention, the level of knowledge 
and insight concerning the illness, the perception and actuality of physical and practical barriers, 
cognitions about psychosocial care (or the benefits of it) and COPD care in general, levels of 
illness-denial and barriers to discuss psychological issues, as well as self-conscious emotions. 

Chapter 6
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Maybe, such a study is needed anyway before an intervention study can be planned. Still, it should 
be taken in mind that participation in a study generally takes more energy from the participants 
than just receiving psychosocial support. Therefore, also the intensity, frequency and method of 
gathering research related information needs attention. For example, the use of video and/or 
apps that not only serve the gathering of study data, but also serve the process of, and feedback 
for the client should be considered.

Dropout problems
Besides the fact that we could not include enough patients in the intervention to accomplish 
enough power to perform statistics, also the dropout rate within the intervention condition was 
high in our study (17 out of 25 patients, 68%). In a systematic review by Sohanpal et al. (Sohanpal, 
Hooper, Hames, Priebe, & Taylor, 2012) concerning COPD intervention studies, dropout rates of 
less than or equal to 30% were reported. Our dropout rate is substantially higher than the rates 
reported in this review. The reasons for dropout in our study were diverse, although the most 
prevalent reason appeared to be that patients withdraw their need for help after some sessions, 
or presented a need for help regarding another domain than their illness. Although these patients 
could continue their sessions as agreed, the intervention could not anymore be used on behalf 
of the study.
 In their review and meta-analysis Baraniak et al. (Baraniak & Sheffield, 2011) reported that 
more than half of the assigned participants dropped out in nine COPD intervention studies. 
Most of the reasons reported there, were similar to those reported in our study, e.g. medical 
reasons and time-constraints. Sohanpal et al (Sohanpal et al., 2015) reported the following factors 
to influence dropout in support programs (pulmonary rehabilitation and a self-management 
program): unmet expectations after attending a few sessions, perceived severity of symptoms, 
perceived physical/practical concerns related to attendance and no encouragement to continue 
with the program due to staying alone. The authors stress the importance of addressing illness/
intervention beliefs, in order to improve participation in support programs. Also a study by 
Alexopoulos et al (Alexopoulos, Raue, Sirey, & Arean, 2008; Alexopoulos et al., 2013) addressed the 
need to tackle possible thresholds in interventions for COPD patients, in this case: patients with 
a comorbid depression. The thresholds concerned, for example, misconceptions about COPD 
and depression, misattribution of depressive symptoms, dissatisfaction with care and practical 
barriers. According to the study the intervention increased rehabilitation exercise and adherence 
to antidepressant medications, and decreased depressive symptoms and disability.
 In hindsight, we can conclude that we should have checked more explicitly with the eligible 
patients, before the start of the intervention, if the goals of the intervention were really clear to 
them and consistent with their needs. Even more however, we should, in the elaboration phase of 
the intervention, have used patient participation, to fine-tune aspects that influence participation 
and implementation. Nowadays, this is a prerequisite for the permission to perform a study like 
this in The Netherlands; we know now, for better and for worse, how crucial this is and wonder, 
looking back, why we were not enough aware at 2007 of this issue, that nowadays seems ‘stating 
the obvious’. Apparently, designing studies top-down was much more usual at the time, and 
patient participation in its infancy.

‘with the best of intentions’
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Recommendations
Based on our experiences during the recruitment, enrollment and implementation of the 
intervention study, as well as the literature, we suggest that in future intervention studies 
researchers should, from the start, involve patient participation in all stages of the planning of 
the design. First of all, not only professionals, but especially the patients themselves, should 
grow in their sensitivity concerning the physical as well as the social and psychological impact 
of the illness -if they want to -, before any idea in the direction of ‘intervention’ will make sense 
to them. Behavior change, which is inherent and central to any psychological intervention, is a 
very tough process that will only be dealt with when patients experience the necessity and/or 
the benefits. A recent example concerning patient participation, prior to the development of a 
planned intervention, is a study from Metting et al. (Metting, van den Berg, van Heijst, Kocks, & 
van der Molen, 2016), where the opinions and preferences of patients with asthma or COPD were 
investigated, according to automatically providing them with their medical results. Concerning 
patients with COPD, it is crucial that not only healthcare workers and, eventually, researchers are 
able to empathize with patients, but also that patients are given the opportunity to make clear 
how far they can and want to go in facing the burden of their illness. This concerns ‘indication’: the 
‘fit’ between a patient’s problems, needs and motivation, to participate in a treatment program.
 Furthermore, researchers have to be aware that patients with COPD may have a picture of 
the goals and contents of a psychological intervention, which is easily experienced as ‘another 
burden’. Therefore, interventions should offer, and bring, immediate relief form the viewpoint of 
these patients; for example, an intervention should ‘fit’ to the daily and long-term hassles and 
burden of the illness. For that, it is needed that the patient feels invited and motivated to look to 
these negative aspects. As a result, maybe sessions should be much shorter, e.g. 20 or 30 minutes 
instead of 45-minute sessions, and maybe not face-to-face, but blended care, with Skype, or 
home-visits. It is that simple: when an intervention (study) is not appealing enough to patients, 
and/or viewed as a new burden, they will not participate.
 Put in a broader perspective, we wonder if the RCT if the best way to study psychological 
interventions after all. In recent years there is a debate in literature about the RCT as the ‘golden 
standard’, especially regarding psychological interventions (Raad voor Volksgezondheid en 
Samenleving, 2017). We therefore recommend future researchers to think carefully about the 
design and process evaluation; does it really investigate what you’re interested in?

Conclusions
Although we designed an intervention, based on research concerning efficacy of the methods 
used (cognitive as well as person centered experiential therapy), we failed in including enough 
patients with COPD into our intervention study, despite our ‘best intentions’ to take care of several 
thresholds and to personalize the goals and the protocol. In the meantime, we have become 
aware that there are many more aspects, patient perceptions and thresholds, than we presumed 
in 2007. A psychological intervention design that addresses all of the phenomenological 
situation, such as illness-perception, consciousness of trebling issues, needs and motivation of 
patients with COPD, is a first step to the scientific aim to include sufficient numbers of patients 
and prevent dropouts.
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“I do not often pay attention to my disease, I think of it as few times as possible. Yes, only when I 
feel dyspnea, I need to sit down. If I would pay attention to it all the time, I think that would be 
unpleasant to experience. I just don’t do that. I just hide it, I don’t have it. I do have it, but I don’t 
want to know that I do. […]  I overlook it, as if I don’t have it. That’s not always a good thing, of 
course. Some sort of denial. I think it has to do with my character, it’s who I am”. 

Box 6.1 A female patient talking about denial

‘with the best of intentions’
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Enrolled n=63  
UMCG n=19 
MHG n=44 

Randomized n=46 

Allocated to the intervention condition n=25  
 
Received allocated intervention (≥6 sessions) n=8 
 
Discontinued intervention (≥2 and <6 sessions) n=12 
No shows n=1 
Medical comorbidities made it unable to adhere/ made the 
intervention not applicable n=2 
No need for help regarding coping with the COPD/a need for 
help in another domain n=4 
Too busy (too many appointments at the hospital) n=2 
Severe exacerbation n=1 
Referral to rehabilitation center n=1 
Illness of partner n=1  
 
Did not receive the intervention (1 session) n=5 
No shows n=1 
Dislike of the intervention n=1 
Medical comorbidities made it unable to adhere/ made the 
intervention not applicable n=1 
No need for help regarding coping with the COPD/a need for 
help in another domain n=2 
 

Allocated to the control condition n=21 
 
Lost to follow up (did not fill out all questionnaires) n=6 
Unknown n=2 
Patient deceased n=1 
Did not feel physically fit enough to fill out questionnaires 
n=2 
Referral to rehabilitation center n=1 
 

Excluded (n=14) 
Life expectancy was less than a year n=2, Unable 
to fill out questionnaires: n=4 
Diagnosed with a severe psychiatric disorder n= 1 
Already receiving treatment from a psychologist 
or psychiatrist n=7   
 
Declined, on second thoughts (n=3)  
Reasons unknown  
 

Approached at the UMCG outpatient clinic n=323 
Need for psychosocial care n=91 
High score HSCL-25 n=186 
 
Approached at the MHG outpatient clinic n= ± 180 
 
Approached at the UMCG clinic n=20 
 
Approached at the MHG clinic n=31 

Interested in participation n=81 
UMCG n=35 
MHG n=46 

Figure 6.1 Flowchart of enrollments and dropouts
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