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Abstract

Background: The psychosocial factors have an influence on health related quality of life (HRQOL).
Considering the importance of the relationship between psychological problems and HRQOL in car-
ing for and promotinga the welfare of chronic obstructive pulmonary disease (COPD) patients, this
study evaluated HRQOL and impact of psychosocial factors in HRQOL.

Materials and method: The study was conducted in Pulmonary Medicine Department of Gauhati
Medical College Hospital, Assam, India. COPD patients who have FEV1/FVC<70% predicted were
included in the study. They underwent St. George’s Respiratory Questionnaire (SGRQ) to measure
HRQOL and pretested interview schedule for psychosocial factors.

Results: Most affected domain was activity with mean (SD): 63.21 (22.86) followed by symptom
43.87 (19.87), least was impact with mean (SD): 34.79 (16.35) and SGRQ total score was 47.19
(19.39). Out of 280, majority of the cases (42.14%) had moderate impairment of psychosocial factors
followed by severe impairment (33.93%). The psychosocial factor showed positive moderate correla-
tion with HRQOL (p<0.01). The correlation coefficient for total score of HRQOL with anxiety, de-
pression, self-efficacy, fatigue, and total were 0.434, 0.492, 0.233 0.469, and 0.372, respectively.
Conclusion: Patients with COPD showed significantly reduced HRQOL. HRQOL was positively
correlated with psychosocial factors. HRQOL can be improved by nursing activities that help them to
achieve coping ability, enhanced functional pattern, and improve psychosocial wellbeing. Thereby
these individuals could be rejuvenated as a productive component of the family and society.
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Introduction
clinician's and patient’s perspective, and is an important
outcome measure when evaluating treatment.[1,2]

Chronic obstructive pulmonary disease (COPD) is a
devastating lung disease that progressively robs a person’s

ability to breath. COPD is a systemic disease with consid-
erable impact on several dimensions of daily life. The switch
to the measurement of psychosocial issues in addition to
biomedical measures has been shown to play an important
role in ensuring positive patient outcome from both a

COPD is a major cause of morbidity and mortality
worldwide. It is a slowly progressive disease,
characterised by lung function impairment with airway
obstruction. Common symptoms are cough, sputum pro-
duction, and shortness of breath.[3] A World Health Orga-
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nization (WHO)/World Bank study estimated the
prevalence of COPD per 1000 population in India as
4.38 in males and 3.44 in females.[4] With the increas-
ing prevalence of smoking in developing countries, it
is projected that COPD-related mortality and morbid-
ity will dramatically impact Asian and African coun-
tries.[5] COPD progressively reduces breathing capac-
ity and impairs patients’ ability to carry out activities
of daily living, thereby adversely affecting health-re-
lated quality of life (HRQOL). HRQOL is defined as
the degree to which a patient’s health status affects
his or her self-determined evaluation of satisfaction
or quality of life (QOL).[6] Moreover HRQOL refers
to the physical, psychological, and social domains of
health that are unique to each individual.[7] HRQOL
reflects the insight and perception of the patients re-
garding their current life as well as their perception of
health. The use of HRQOL measures in COPD has
currently achieved widespread acceptance.[8] In recent
years, much attention has been focused on exploring
the impact of physical and mental illness on overall
QOL. The switch to the measurement of psychosocial
issues in addition to biomedical measures has been
shown to play an important role in ensuring positive
patients’ outcome from both a clinician’s and patient’s
perspective, and is an important outcome measure
when evaluating treatment.

Breathlessness, physical impairment, and reduced ac-
tivities of daily living are the variables that affect the physi-
cal health component of HRQOL. Breathlessness, hopeless-
ness, and anxiety affect the psychological component of
HRQOL of patients with COPD. Therefore it can be con-
cluded that breathlessness, physical impairment, reduced
activities of daily living, hopelessness, and anxiety contrib-
ute to physical and mental components of HRQOL in indi-
viduals with COPD.[9] The negative affective trait is mostly
responsible for psychological domain of HRQOL. The pa-
tients with COPD experienced significantly more psycho-
logical distress than the general population and less than
psychiatric outpatients. The pattern of psychological com-
plaints seems comparable in depressed patients with COPD
and psychiatric outpatients. Patients with severe or very se-
vere COPD appeared to be at increased risk of depres-
sion.[10]

Anxiety and depression

The prevalence of anxiety and depression were high
(28.2% and 18.8%, respectively) in COPD, even when it
was of mild degree. Female patients have higher levels of
anxiety, depression, and worse symptom-related QOL. Dys-
pnoea is more strongly correlated with depression in women
than in men. Anxiety and depressive symptoms are com-
mon in patients affected by COPD, even when their disease
is mild in terms of forced expiratory volume in one second
(FEV1) and respiratory symptoms.[11] The depressive
symptoms are strongly associated with HRQOL. The risk
of depressive symptoms increased with increasing COPD
severity.[ 12] Anxiety and depression are common in patients
with COPD.[13] The results of the study suggest that the
major risk factor for anxiety or depression is dyspnoea and
the consequent functional physical limitation.

Self-efficacy

Self-efficacy is a person’s judgement about being able
to perform a particular activity. The patients with COPD
have a low level of self-efficacy. Dyspnoea and exercise
performance are related to another determinant of QOL that
is self-efficacy. COPD being a highly prevalent, disabling
disease, with no definite cure that stays with the patients all
his life, affects his QOL.

Self-management education had no effect on hospital
admissions, emergency room visits, days lost from work,
and lung function. Self-management education reduced need
for rescue medication, and led to increased use of courses
of oral steroids and antibiotics for respiratory symptoms.[14]
Furthermore, several patients reported increased self-con-
fidence and coping behaviour as important effects of the
programme. Maintenance of rehabilitation depends on the
self-efficacy of the COPD patients.[15] Creation of a posi-
tive perception of health, and upgrading and preserving QOL
in these patients are of great importance, and should be con-
sidered the essential goal in treatment and care for these
patients.

Fatigue

Fatigue is recognised as one of the most common and
important symptoms in COPD. A sensation of fatigue can
be a consequence of poor sleep quality or mood disorders.
There is also strong evidence for an association between
dyspnoea and fatigue. COPD and associated symptoms, such
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as fatigue and dyspnoea, cause restrictions on patients’ ex-
ercise tolerance; consequently had a major impact on their
ability to carry daily activities. Reduction of daily activities
frequently results in reduced QOL. Perceptions of poor
health are positively associated with symptoms of anxiety,
depression, sleep disturbances, and level of daily function-
ing. A study done by Tel et al.[16] among the COPD pa-
tients in Turkey had revealed that all patients experienced
dyspnoea and fatigue. Dyspnoea severity and fatigue were
more intensified among 65 years and above age group, fourth
stage of COPD, repeatedly hospitalised. There was signifi-
cant negative correlation between FEV 1 values, dyspnoea,
and fatigue scores. It was recommended that nurses who
care COPD patients should assess dyspnoea and fatigue.
The appropriate nursing interventions should plan and prac-
tice to reduce severity of dyspnoea and fatigue.[16]

From the above literature, summary drawn up is that
compared with the general population, patients with COPD
have significant impairment in their QOL. Anxiety and de-
pressive symptoms are common in COPD, and correlate
with the severity of the disease. Fatigue, as a symptom in
COPD, has diverse manifestations, such as physical or men-
tal tiredness, loss of attention, concentration, or motivation.
Self-efficacy believes focus on the evaluation of one’s abil-
ity to effectively perform behaviours necessary to under-
stand that outcome. Hence, enhancement of self-efficacy
should be included in the care of COPD. The primary symp-
toms of COPD were breathlessness and fatigue. A sensa-
tion of fatigue can be a consequence of poor sleep quality
or mood disorders. However, there is mounting evidence to
suggest the relationship between QOL and psychosocial
factors of the disease. Hence, the present study aims to in-
vestigate HRQOL in COPD and impact of psychosocial
factors in HRQOL.

Materials and method
Sample selection

This descriptive study was conducted at Pulmonary
Medicine Department of Gauhati Medical College Hospi-
tal (GMCH), Guwahati, Assam, India. The study popula-
tion comprised of adult clinically stable, both old and new
COPD patients above 40 years, who had visited outpatient
and admitted in Pulmonary Medicine Department. Data had
been collected from the randomly selected 280 cases from

March 2011 to November 2013 on the basis of respiratory
symptoms, presence of risk factors, and confirmed by
spirometry.

Inclusion criteria

1. Patients with clinical symptoms and signs of COPD.

2. Patients with FEV1 to forced vital capacity (FVC) ratio
(FEV1/FVC) <70% predicted post bronchodilator.

3. Patients with FEV1 reversibility <12%/<200 ml.
4. Presence of risk factors of COPD.
5. Patients above 40 years.

6. Patients who were willing to give consent.

Exclusion criteria

1. Patients who had history of chronic lung disease such as:
tuberculosis, bronchiectasis, asthma, interstitial lung dis-
ease, and any malignant condition.

2. Patients who have not volunteered to participate in the study.
3. Patients below 40 years.
Data collection procedure

Detail explanation was given to the subjects and con-
sent taken prior to the data collection. Each study partici-
pant had undergone spirometry measurements, performed
by trained professionals according to the American Tho-
racic Society Guidelines.[17] Disease severity was classi-
fied according to the Global Initiative for Chronic Obstruc-
tive Lung Disease (GOLD) criteria.[3] The 6-minute walk
test (6-MWT) was performed in a 25 metre long corridor
according to the American Thoracic Society Guidelines.[18]
The severity of dyspnoea was measured by the modified
Medical Research Council (MMRC) dyspnoea scale.[19]
HRQOL was measured by the St. George’s Respiratory
Questionnaire (SGRQ) for COPD patients (SGRQ-C),
which is a standardised, self-administered disease specific
questionnaire.[20] SGRQ-C consist 0f 40 items, divided into
three sub-scales: symptoms (seven items), activity (13
items), and impact (20 items). Scores were expressed as
percentage. The total score varies from zero to 100; with
higher the score indicating worse health status. The tool
was translated to the mother tongue (i.e. Assamese) of the
participants for their better understanding. The tool Psy-
chosocial Factors of the Disease: Anxiety, Depression, Self-
efficacy, and Fatigue, is a structured interview schedule.
This is a rating scale with the score zero=never, one=mild
(sometimes), two=moderate (most days), and three=severe
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(everyday). For each factor, minimum score was Table 1: GOLD cl'“ﬂﬁ'-'-'h““ of mmt}r ?fﬂﬂp D by

zero and maximum score was 15. The total score FEV, predicted % wise distribution

for the instrument was zero minimum and maxi- FEV; predicted % GOLD classification | No. | Percentage

mum was 60. Content validity was tested by the | GOLD 2: Moderate 50-70 120 46.07 %

expert opinion. The reliability was tested by con- GOLD 3: Severe 30-409 88 3142 %

ducting a pre testing. Among the COPD subjects, | GOLD 4: Very severe <30 63 22.50 %
Total z80 100 %

psychosocial factors of the disease showed inter-
nal consistency with Cronbach’s alpha 0.88, and
the subscale showed internal consistency anxiety
0.77, depression 0.79, self-efficacy 0.78, and fa-
tigue 0.81. The standardised instruments were found suit-
able in the Indian setting.

Results

Results were reported as mean + standard deviation
(SD). The relationship between HRQOL scores and con-
tinuous variables was assessed using Pearson correlation
coefficient (r). P-value <0.05 was considered statistically
significant.

Analysing 280 patients with COPD, it was found that a
vast majority (84.64%) of patients were male. This was prob-
ably because smoking is largely confined to males in India.
Highest numbers of cases (37.5%) were observed in the
age group of 60-69 years. Most of the cases (31.07%) had
farming as their occupation. It was observed that majority
of the cases (45.36%) had not stopped smoking in spite of
their lung had been affected. In the study, a vast majority of
the cases (62.85%) were underweight (body mass index
[BMI] <18.5). The distance walked during 6-MWT mean
(SD) was 321.84 (73.97)
metres. Majority of the pa-

tients (48.21%) have dys- 0
pnoea grade: two accord- 60
ing to the MMRC scale for 50
dyspnoea. A huge major- g ag -
ity of the cases (86.43%) g 3
had acute exacerbation in 'g 20 1
the last one year. Among 2 10 1

the listed co-morbid con- 0
ditions, hypertension was
most prevalent.

Table 1 shows that
highest numbers of cases

Syonplom

GOLD=Global Initiative for Chronic Obstractive Lung Dizease;

COPD=chronic abstructive pulmonary disecse;
FEVi=foreed expiratory volume in one seoond

disease severity followed by 31.42% cases who were in se-
vere disease stage. There were 22.50% cases with COPD
in the very severe disease state. The data depicts that major-
ity were at an advanced stage of the disease. It was clear
that COPD was not usually diagnosed at an early stage of
the disease. Nobody was observed in the mild disease se-
verity stage.

Health related quality of life with regard to symptom, ac-
tivity, and impact

Out of 280 cases of COPD, most affected domain was
activity (mean 63.21 and SD 22.86) followed by symptom
domain (mean 43.87 and SD 19.87). Least affected domain
was impact with mean (SD): 34.79 (16.35). The mean (SD)
of the SGRQ total score was 47.19 (19.39).

Majority of the cases (43.45%) with COPD had poor
HRQOL followed by 29.28% of cases who had very poor
HRQOL. Only 27.14% of cases had fair HRQOL. Hence
their QOL was compromised. HRQOL of the individuals

63.21

Activity Impact Total-3GRO

Domains of HRQOL

HROQOL= Health related quality of life, SGRQ=5t. George's Respiratory Questionnaire

(46.07%) had moderate Figure 1: HRQOL with regard to symptom, activity, and impact
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Tahle 2: Psychosocial factors wise
distribution of cases with COPD
Psychosocial factors Fregquency | Percentage
Mild impairment 67 23.03 %
Muoderate impairment 118 42.14 %
Severs impairment 95 33.93 %
Total 280 100 %

COPD=chronic obhstructive pulmonary disease

with COPD was impaired, by the restriction poses due to
the symptoms of COPD. HRQOL is the important progno-
sis predictor of this group.

Figure 1 depicts the mean score of HRQOL with re-
gard to symptom, activity, and impact. Most affected do-
main was activity followed by symptom domain in com-
parison of mean SGRQ score.

Majority (42.14%) of the cases with COPD had mod-
erate impairment of psychosocial factors followed by se-
vere impairment (33.93%). Only 23.93% had mild impair-
ment of psychosocial factors. Hence from table 2, it is ap-
parent that people with COPD had impairment of psycho-
social factors.

Table 3 explains the descriptive statistics (mean and SD)
according to the level of impairment of the

down of the patients with COPD. Hence, there is signifi-
cant correlation between HRQOL among COPD patients,
and the psychosocial factors: anxiety, depression, self-effi-
cacy, and fatigue.

Discussion

The present study was conducted in the Pulmonary
Medicine Department of a University Hospital from March
2011 to November 2013. The current concept of HRQOL
acknowledges that wellbeing is a relative state where one
maximises his or her physical, mental, and social function-
ing in the context of supportive environments to live a full,
satisfying, and productive life.[21] Keeping in mind the
concept of HRQOL, the primary aim of the study was to
explore HRQOL in COPD patients and impact of psycho-
social factors in HRQOL. This study showed that 280 pa-
tients from Assam had significantly impaired HRQOL when
measured by the generic questionnaire SGRQ. While ex-
amining specific domains, all showed significant impair-
ment.[22] Out of 280 cases of COPD, most affected do-
main was activity (mean 63.21 and SD 22.86) followed by
symptom domain (mean 43.87 and SD 19.87). Least affected
domain was impact with mean (SD): 34.79 (16.35). The
mean (SD) of the SGRQ total score was 47.19 (19.39). The

psychosocial factors. All the psychosocial Table 3: Dtﬁmphw statistics in relation to level of ‘
factors namely depression, anxiety, self-ef- psyvchosocial factors

ficacy, and fatigue were almost equally af- . Mild | Moderate | Severe | VTataI
fected along with the total score of the Psy- | pyye al | impairment | impairment | impairment

chosocial factors of the disease. Factors Mean+SD MeanSD Mean+5D | MeaniSD ‘

The psychosocial factors showed posi- IR = 48.0:257 | 6115181 B3.2£13.6 | 6554233 |

. i i Depression 45.1+24.2 56.3+10.3 7O.0+15.9 61.3+23.7

tive moderate correlation with HRQOL Self-efficacy 4771242 £0.0£18.8 82.7215.8 ha.7223.7
(p<001) The correlation coefficient for to- Fﬂtiﬂ“ﬂ 47.1+23.7 . 6215* 18.1 82_9*}4‘4 65'?:&23'{’ |

tal score of HRQOL and anxiety, depres- | Tatal 47.0+23.5 60,0216 Ba.o+13.0 | 64.3+22.0 |

sion, self-efficacy, and fatigue

SD=gtencard devtation

were 0.434, 0',492’ 0.233, and Tahle 4: Correlation of HRQOL with psychosocial factors

0.469, respectively. The total Cu weree ”I ’

score of psychosocial factor m B

showed highly significant posi- | PSychosncial factors | Mean:SD | Symptom | Activity | Impact | Total- SGRQ
tive correlation with HRQOL ﬁ;::’;‘mn ;ﬁgig:’;;g SH::;* g';gg“ g%g;“ g:ﬁ:'
(r=0.372). The worsening of the Self-efficacy 1.95¢0.720 | o.231® | o.266* | oz10® | ozagt
psychosocial factors, worsen Fatigue 2. 2640677 0.472" 0.504" | 0.an” 0.469°
QOL as assessed by SGRQ. | Total 47.19+19.39 | 0363 | 0.382" | 0.474* 0.472"

There was positive impact on
HRQOL by psychological break-

*pao.ol, SD=standard deviation,
HRQOL= Health related quality of life,
SGR=51, George's Respiratory Crestionnaire
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study findings were supported by the studies conducted by
the previous researchers.[23-27]

Majority of the cases (42.14%) with COPD were hav-
ing moderate impairment of psychosocial factors followed
by severe impairment (33.93%). The psychosocial factors
showed positive moderate correlation with HRQOL
(p<0.01). The correlation coefficient for total score of
HRQOL with anxiety, depression, self-efficacy, and fatigue
were 0.434,0.492, 0.233, and 0.469, respectively. The total
score of psychosocial factors showed highly significant
positive correlation with HRQOL-total score (r=0.372).

Depression and anxiety

The correlation coefficient for total score of HRQOL
with anxiety and depression were 0.434 and 0.492 respec-
tively in the present study (p<0.01). The prevalence of de-
pression and anxiety in COPD patients was considerably
high and correlated with the patients” QOL. This finding is
in agreement with the study conducted by Hwang et al.[28]
They revealed that depression itself and its severity exerted
heavy impacts on QOL in COPD patients (p<0.001). The
findings of our study are supported well with most of the
earlier studies.[29-31] QOL is significantly impaired in se-
verely depressed patients.[32] Treatment for depression and
anxiety should be considered for all COPD patients, not
just those with more severe clinical level of disease.[33]

Self-efficacy and fatigue

The correlation coefficient for total score of HRQOL
with self-efficacy was 0.233 (p<0.01). The worsening of
the self-efficacy, worsen QOL as assessed by SGRQ.[34,35]

The correlation coefficient for total score of HRQOL with
fatigue was 0.469 (p<0.01). Fatigue was recognised as one
of the most common and important symptoms in COPD.
There was strong evidence for an association between dysp-
noea and fatigue, and it had been suggested that fatigue may
be a sign of a worsening condition in people with COPD.[36]
Study done by Mangueira et al.[37] showed that HRQOL
presented a positive correlation with the sensation of fatigue.
Changes in the SGRQ correlated significantly with changes
in leg fatigue as reported by Katsura et al.[38]

The worsening of the psychosocial factors, worsen QOL
as assessed by SGRQ. The psychological breakdown of the
patients had direct impact on their HRQOL. Thus there is

significant correlation between HRQOL among COPD pa-
tients and the psychosocial factors: anxiety, depression, self-
efficacy, and fatigue.

Conclusion

From the above discussion, summary drawn up is that
patients with COPD have significant impairment in their
QOL. Anxiety and depressive symptoms are common in
COPD, and correlate with HRQOL. The patients with
COPD have a low level of self-efficacy. Fatigue, as a symp-
tom in COPD, has diverse manifestations, such as physical
or mental tiredness, loss of attention, concentration, or mo-
tivation. COPD being a highly prevalent, disabling disease
stays with the patients forever affecting their QOL. Cre-
ation of a positive perception of health, and upgrading and
preserving QOL in these patients are of great importance. It
was revealed that perceived health status positively corre-
lated to psychological factors, since psychological distress
seems to play an important role in how patients experience
their disease.

Hence concentrating therapy on selected potentially
more treatable aspects of HRQOL may result in more ef-
fective care. The patient-focused present study provided the
information regarding the problems that these patients ex-
perienced. Conclusion can be drawn that there should be
an integration of pulmonary rehabilitation and pharmaco-
logical therapies that can positively modify severity of dis-
tress among COPD patients. Effective assessment and com-
prehensive nursing managements of symptoms for patients
living with COPD are opportunities to improve their
HRQOL. Specific nursing interventions will improve QOL
of this group of individuals and can be retrieved them as
functional unit of the society.

Source of support: Nil. Declaration of interest: None.
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