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Abstract

Aim: To explore the impact of living with advanced chronic respiratory illness in a rural area   

Methods: Using an interpretive descriptive approach, semi-structured interviews were conducted with seven people living with advanced
chronic respiratory illness in a rural area of Western Canada. 

Results: Themes that characterised the experience of living in a rural setting with a chronic obstructive respiratory illness included: a)
distance as a barrier to accessing health care; b) relationships with family practice physicians; c) supportive local community; and d) lack
of respiratory education and peer support. 

Conclusions: Whilst living with advanced respiratory illness in a rural area posed some significant challenges, experiences of “place”,
conceptualised as a web of relationships embedded within a local context, are an important factor in rural residents’ decisions to remain
in situations where distance may present significant challenges to accessing health care.
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Introduction
Living with a chronic obstructive respiratory illness presents
many challenges1 that may be compounded by residing in a
rural area. Compared to people living in urban settings, rural
residents have an increased risk of mortality associated with
incurable and often progressive respiratory diseases such as
chronic obstructive pulmonary disease (COPD).2 Decreased
access to health services within rural communities,
geographic isolation, closure of local hospitals and nursing
homes, and extended travel time to urban hospitals for
disease management, are system factors that contribute to
the poorer health status of rural residents.2

Living well with advanced respiratory illness depends to a
large extent on the patient’s ability to manage symptoms and
cope with the limitations imposed by the illness.3 The Chronic
Care Model (CCM),4,5 a comprehensive approach which has been
widely adopted as a means of improving management and
outcomes in chronic illness, emphasises the involvement of

informed, activated patients who are situated within a context of
supportive community resources and a well-organised health care
system. Rural healthcare is substantively different from urban
settings, potentially creating a different set of challenges for
those living with respiratory disease in rural environments. 

Evidence on the effect of rural settings on overall health care
access and utilisation is inconclusive.6 No differences between
rural and urban residents have been reported with regard to use
of physician services, hospitalisation rates,7,8 unmet health care
needs, or number of days required to obtain appointments.9

However, several notable differences between rural and urban
health care utilisation have been reported. Rural residents were
more likely than those in urban areas to have a usual source of
primary care, but had fewer visits to health care providers.10

Hospitalisations for ambulatory-care sensitive conditions (ACSC)
such as COPD that can be potentially managed and controlled in
community settings, appear to be positively associated with
increasing levels of rurality, suggesting rural-urban disparities in
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access to primary health care.11 

Successful management of chronic respiratory illness in rural
settings may also be compromised by lack of access to services
such as peer support groups12 and pulmonary rehabilitation
programs.13 Because there are often insufficient numbers of
individuals living with a particular illness to sustain a peer support
group in a given rural area, long-distance travel to a face-to-face
meeting may limit access.12 Although the positive patient
outcomes of pulmonary rehabilitation programs have been well
demonstrated, a national survey suggested that only 1.2% of the
overall Canadian population with COPD had access to these
programs.13 This lack of access is likely amplified in rural areas;
rural residents of Colorado were significantly less likely to
participate in pulmonary rehabilitation programs than those in
urban areas.14

There are few published studies examining the experience of
living with a chronic respiratory illness within a rural context.
Sullivan and colleagues15 explored the experiences of rural
women living with a chronic illness. The rural environment was
found to complicate women’s abilities to adapt to their
conditions because of limited health care services, need to travel
long distances for treatment, and feelings of loneliness and
isolation. Similar findings were reported by Fitzgerald and
colleagues in an Australian study.16 A descriptive ethnography
reported that living in a rural area with chronic illness was a
relational experience in the context of the whole community,
rather than the effect of pathology alone.17

This exploratory, qualitative study was guided by the research
question, “What is the impact of living with advanced chronic
respiratory illness in a rural area?”

Methods 
An interpretive descriptive approach enhances our
understanding of clinical phenomena and was therefore used
to analyse the interview data.18 This methodology
acknowledges the constructed and contextual nature of
human experience.19

Following approval to conduct this study by the affiliated
institutional Behavioral Ethics Review Committee, participants
were recruited by Home Care nurses in a rural health region in
Western Canada. This health region encompasses an area of
more than 40,000 km2, has population densities ranging from
1.1-2.0 persons per km2 and is designated as having no
metropolitan influence (between 0 - 40 of the employed labour
force commute to work in centres with populations greater than
10,000) by Statistics Canada.20 The climate is considered
extreme, with standard temperature variations of more than 65
deg Celsius within any one year.21

Inclusion criteria included: a) having a confirmed medical
diagnosis of moderate to severe obstructive respiratory disease;
b) residing within the boundaries of the specified health region;

c) not being a resident of a special care or nursing home); d)
understanding and speaking English; e) being competent to
provide informed consent to participate in the study; and f)
receiving some form of home care assistance. Seven participants
who met the study criteria were recruited though the Home
Care nurses approaching patients. Written consent to participate
in the study was obtained. 
Data collection
Data collection for this study involved face-to-face semi-
structured interviews conducted in the participants’ homes.
All interviews were audiotaped and conducted by a trained
research assistant who was an experienced registered nurse
and certified respiratory educator. The interview schedule
comprised open-ended questions in which participants were
asked to describe their experiences of living as a rural resident
with chronic respiratory illness. Each interview lasted between
35 and 60 minutes.
Data analysis
Qualitative data were transcribed verbatim, and transcriptions
were checked and then entered into a qualitative data
management program. The interpretive descriptive approach
allowed the unique aspects of each person’s experience to be
examined in depth and in context.18 Two of the investigators
independently examined the transcripts first to code and
analyse the data manually, with subsequent meetings to
achieve consensus. Data patterns including main points and
topics were identified, and from these major themes
emerged. Raw data, field notes, and memos were retained to
assist in providing an audit trail.

Results
Seven individuals aged 57 to 88 years living in rural Western
Canada participated in this study. While each of the
participants resided in different small towns, they were all
long-term residents of their community with the exception of
P5, who had moved to the town just three years previously.
Six of the participants were female. Six had a diagnosis of
COPD, and one had bronchiectasis. All experienced moderate
to severe dyspnoea and were receiving long-term oxygen
therapy (LTOT). Table 1 displays demographic and clinical
variables for each participant. 

Participants recognised that health care in the rural
context in which they lived was different from the health care
available in urban settings, and had both drawbacks and
benefits. Whilst there were challenges that influenced the
way in which they lived with chronic respiratory illness in their
rural environment, participants emphasised the supports and
adaptations that allowed them to manage their illness to the
best of their abilities. Four major themes emerged from the
analysis that characterised the experience of living in rural
setting with a chronic obstructive respiratory illness: 
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a) distance as a barrier to accessing health care; 
b) positive relationships with primary healthcare providers; 
c) supportive local community; and 
d) lack of respiratory education and peer support.
Distance as a barrier to accessing health care
Distance was a key challenge to accessing health care for
these rural participants. All of the participants commented on
the long distances they needed to drive for appointments, to
buy groceries, or for recreation. P4 remarked; 

“The worst part is travel. You’ve got appointments in
[major city about four or five hours away],
appointments in [larger town about two hours
away]… So many people, city people, don’t realise the
miles we drive. It’s amazing the miles we pile on.” 

The challenges imposed by travelling long distances meant
that driving a vehicle was critically important to accessing
health care. Most of the participants still drove and were
proud of being able to maintain their independence.
Participants made extraordinary efforts to retain the
independence that was afforded by driving. Those who
continued to drive would leave a spare oxygen tank in the car
as they were too weak to carry it from the house to the care,
and required continual oxygen while driving. 

Taxis and public transportation were not widely available in
this rural area, although one of the participants (P6) had been a
volunteer driver who drove people around her own local
community to appointments. Those who did not have access to
such a volunteer service within their community or who did not
themselves drive had to wait and depend on the good will of
family and friends when they needed to access health care. 

The requirement to travel long distances for health care
made some participants reluctant to seek care, even in urgent
situations. When P2 experienced an exacerbation of his
COPD, he phoned the local hospital. He was instructed to call
an ambulance and go to a neighboring town’s hospital 30
minutes away because it was the local doctor’s weekend off.
After hearing this, P2 decided to return home and took a few
tablets of dimenhydrinate so he could sleep; 

“My daughter came over a day later…I wasn’t even in

shape to walk out to her car….they got the
ambulance… I spent…ten days at the hospital and
had every test and every doctor in the university
looked after me.” 

There were no difficulties experienced by any of the
participants with accessing oxygen or other respiratory
supplies as a result of living in a rural area. P1’s response was
representative of this group when she indicated that; 

“we have a place I can go get oxygen if I run
out…downtown.” 

Positive relationships with primary healthcare providers
Primary care providers, including family physicians and nurse
practitioners, were critical resources in participants’ self-
management of their respiratory illnesses. All of the participants
noted that one of the benefits of accessing health care in a rural
setting was personalisation of care based on their knowledge of
the patient as a person. P2 described the importance of family
physicians having a relationship with their patients; 

“There been doctors here, they come and go like the
wind…they don’t really know you…Dr. L [long-term
local doctor] has known me all my life and he’s
preached to me and preached to me to quit smoking”. 

P6 felt that health care was of better quality in the rural
setting than it was in the bigger cities; 

“ People know people…it’s more of a big family…In
the city, you’re a number as far as I’m concerned. Like
if I get sent to the city…it’s just a quick go and then
bye and that’s the end of it – you never hear from
them again, where that isn’t like that here”. 

P3 believed that rural physicians had more time than urban
physicians; 

“I think you get personal care here because the city,
they’re so swamped…How can they do a good job
doctoring when they only have 15 minutes for you?”.

She went on to describe how her physician came to her home
when she wasn’t feeling well; 

“He knocked on the door and here was the doctor…I
said…you look like a guardian angel…He tested my
chest and said ‘you go straight to the hospital’.”

PRIMARY CARE RESPIRATORY JOURNAL
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Diagnosis Sex Age Marital Status Number of Living MRC Dyspnoea
comorbid conditions Arrangements Score

P1 COPD F 67 Divorced 5 Alone 3

P2 COPD M 70 Divorced 2 Alone 4

P3 COPD F 82 Divorced 6 Alone 5

P4 COPD M 83 Widowed 8 Alone 4

P5 Bronchiectasis F 76 Widowed 4 Alone 4

P6 COPD F 88 Married 5 With spouse 4

P7 COPD F 57 Married 1 With spouse 3

Table 1. Demographic and clinical description of participants.

01-0001 Goodridge  1/3/11  11:41  Page 3

Copyright PCRS-UK - reproduction prohibited

http://www.thepcrj.org

Cop
yri

gh
t P

rim
ary

 C
are

 R
es

pir
ato

ry 
Soc

iet
y U

K 

Rep
rod

uc
tio

n p
roh

ibi
ted

http://www.thepcrj.org
http://www.thepcrj.org


Living in a rural area with respiratory illness

57PRIMARY CARE RESPIRATORY JOURNAL
www.thepcrj.org

The rural family physician shortage was felt acutely, as these
participants rarely ventured to urban centres for appointments
with respirologists and depended almost exclusively on the local
family physicians. P5, in speaking of the fact that her town had
lost its only doctor, commented that; 

“in these smaller towns, it’s our own fault because
when we had doctors here…people didn’t think
anything of phoning them at night.” 

P6 had a somewhat different perspective on family
physicians’ short tenure in rural areas; 

“He was too good. He left…we’ve had two or three
since then…and they just stay two years…and then
they’re gone…[The current physician] is going away
right now to do more school”.

Participants were unanimous in their overall satisfaction with
the health care they received as rural residents related to their
chronic respiratory illnesses. P2 expressed her expectations
about health care in the following way; 

“As long as you got oxygen, what else do you need,
really? I don’t know what the city can do that they can’t
do here. What can they do other than give me air?”

Supportive local community
Participants were both proud and appreciative of the support
offered within their local communities. Coping with a chronic
respiratory illness was made easier by the availability of family,
friends and businesses who made special efforts to address the
needs of participants. P1 had an elderly friend that she found
very helpful; 

“If I’m running short of breath, she knows, she never
panics…she always just says, well, just slow down…
she’s very good with me that way.” 

In particular, the support of neighbours was something that
P3 felt was unique to the rural setting; 

“There a neighbour up the street, she’ll say, ‘M. I’ll
take you. You know that…you don’t get this in the
city, you’re on your own.”

When an emergency occurred for P4; 
“I called the lady up the road and…they were here,
like in, it seemed like three minutes.” 

P3 noted; 
“I haven’t been out [of the house] for a year…I go through
the flyers and order what I want and they [grocery store]
deliver. For a dollar. You can’t get that in the city”. 

Lack of respiratory education and support
Access to pulmonary education and peer support was
perceived by participants as one of the few shortcomings
related to living with respiratory illness in a rural area. P7’s
perspective was that; 

“the cities have a lot more options. Rural [province] has
nothing to offer people who have COPD…I don’t think
they educate you enough”. 

This participant felt that her care providers were not always well-
informed – she had to inform the home care staff that there was
a toll-free telephone assistance line for people with COPD; 

“I wish there was little bit more ‘cause there’s a few of
us around town…I should start a COPD society
maybe.” 

P1 echoed these sentiments; 
“If you want information, you know, you’ve got to dig
for it…there’s nothing offered to you in a small town.” 

This participant had also mentioned wanting to attend a
rehabilitation program; 

“but it wasn’t available to me because I live in the rural
area…But just to be able to talk to one or two people,
even, would be just wonderful…[people] that are in
the same position”. 

P7 was the only participant to have attended a pulmonary
rehabilitation program; she had to travel several hours to a
major city and stayed with her daughter in the city during part
of the week so that she could access at least some of this
program; 

“I started with the exercise program and went there
for about three months…and then it got to be winter
and it’s hard for me…I would go up and stay Monday
to Wednesday and then I wouldn’t take Friday”. 

This participant continued to walk outside in the summer,
pulling her oxygen tank down the dusty gravel road. The
onset of winter and snow put a stop to this activity. The harsh
winter and sometimes treacherous driving conditions kept
this participant in her rural home, but P7 returned to the
program in the spring for more education; 

“the exercise was good and kept me going.”

Discussion
Whilst the rural area had both advantages and disadvantages for
self-management of advanced chronic respiratory illness, the
participants in this study were generally very positive about living
where they did. The challenges that were presented by extensive
travel, erratic physician availability and lack of local respiratory-
related education and support seemed to be offset by the benefits
of being known and supported within their own communities.    

Although increased health care needs have been
demonstrated to be a key determinant of relocation to urban
settings where care is more accessible,22 participants in this study
did not plan to move and did not identify their health care to be
compromised in ways that were unacceptable to them.
Experiences of “place”, conceptualised as a web of relationships
embedded within a local context such as a rural community,23 are
increasingly understood to be an important factor in rural
residents’ decisions to remain in situations where distance may
present significant challenges to health care. Participants in this
study demonstrated that ‘place’, (“This is home to me...”) can in
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fact be more important than ‘distance’, in choosing to remain in
rural settings.24

Participants’ perceptions of higher levels of community
support in rural settings have been confirmed in other studies.25,26

Compared to urban dwellers, rural residents are also more likely
to see relatives on a more regular basis, know and trust their
neighbours, volunteer, and have a sense of community
belonging.27 The literature relating to health care of rural residents
suggests that there may be a differential perception of need and
a reduced expectation for primary care among rural residents
compare to urban counterparts.24 This difference may help to
explain participants’ acceptance of limited physician availability. 

Given the dearth of literature relating to living with advanced
respiratory illness in a rural setting, this study was a first step and
thus exploratory in nature. The sample size of seven participants,
while small, was sufficient to provide rich data addressing the
research question. Participants were recruited from a single health
region in Western Canada and their experiences may not reflect
the experiences of persons in other rural settings.

Conclusions
Living with advanced respiratory illness in a rural area posed
challenges that would not commonly occur in urban areas,
including extensive travel required to access health care, erratic
local physician availability and lack of respiratory-related
education and support. Participants in this study, however, did
not feel their health was compromised by rural residency and, in
fact, were very positive about the advantages of rural areas in
helping them to live with their illness. 
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