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Abstract

Background: Psychiatric comorbidities are quite own in people with chronic diseases, which negbtive
influence the quality of life of patients.

Objective: Our study was conducted to evaluatesthetional status of patients receiving inpatieeatment for
chronic heart, kidney and respiratory tract diseased to identify the factors associated with amyxand
depression.

Setting: 301 patients with a known psychiatric di® hospitalized in the chest, cardiology and repgy
clinic between 2014 and 2016, were included instiely.

Methodology: Data were collected face to face wigaw. Socio-demographic characteristics of the guas
were recorded. Emotional status was determinedhky"Hospital Anxiety and Depression Scale (HAD)"
consisting of 14 questions filled out by the patigimself.

Results: The anxiety rate was 52.2% and the depresste was 81.7% in all patients. There was theedy in
66% of patients with respiratory disease, in 46d%atients with heart disease and in 44.3% ofepédi with
renal disease. The difference between groups \aéistatally significant (= 0.027). Depression wasifid to be
89.7% in cardiac patients, 86.6% in respiratoryigmas and 65.9% in renal patients, and there was no
statistically significant difference between thewgps (p <0.001). The relationship between emotistals and
sociodemographic characteristics was examinednardifference was found in terms of gender, mastatus,
working status and education level. There was aifgignt positive correlation between age and defpom
scores (r = 0.173, p = 0.003).

Conclusion:We report that psychiatric comorbidities such agression, anxiety as well as respiratory, heart
and kidney diseases can also negatively affecttrde@ment process of patients and may alleviateaiom
diseases. For this reason, it may be useful toigeopsychosocial support as well as treatment ofi sthronic
diseases.
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I ntroduction dependence on others and social isolation have

Chronic diseases have begun to be Oftegncreased the likelihood of ~anxiety and

observed with advances in technology an epression ((_Srau Martin et al. 2003; Egede
treatment, as well as an increase in the length 07). 'Accordmg to the Ilte'rature., the prevalence
life. Chronic diseases continue to affect life> anxiety and psychologlcal dlsc_)rders among
mentally, socially, physically and patlen_ts with ch_ronlc respiratory disease _(CRD),
psychologically, since they cannot be treate hronic heart disease (CHD) and chronic renal

. : _ ailure (CRF) is estimated at the level of 21-81%
gggg-lypgr?;é?]ezt;r (;toglé)ZOOS, Stromberg et aLI(Baumeister et al. 2005; Trzcinska et al. 2012;

Aydemir et al. 2015).
In individuals with chronic illness; difficultiesi oo o .
fulfiling expected roles in the family and The individual negativities also affect the quality

society, limitation of social activities, increaseaOf life. Chronic diseases may develop chronic
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somatic symptoms, impaired emotional stateshort time. The scale can also be used in the
requiring holistic treatment approach. follow up of changes in the patient's emotional

ate. Although the scale uses the word

The aim of the study was to determine the effealflos ital” it can also be used in everv health
of sociodemographic factors and the frequenc prar, . . : Y
stablishment including outpatient polyclinics.

of anxiety and depression in patients wit
chronic respiratory, heart and renal diseases. The aim was to minimize the impact of the
Methodology existing somatic dis_ease on the HAD_ scale
results. Therefore, it does not contain any
Design and sample physical signs. In the scale, the score of “0-1"
as accepted as normal, “2” was accepted as at

evaluate and compare the prevalence of anxie borderline _Symptomatic, and “3 _was

and depression in patients with COPD, asthma, cepted as having marked symptoms. Th's scale
chronic heart failure (CHF), and chronic rena as been proven to be a useful evaluz_itl_on_ t.OOI
failure (CRF). The consecutive 301 patients, wh nd the score range provides results minimizing

were diagnosed with chronic asthma (accordi Ifg-pods;uve S]nd fallse-negatwf f(;lat?. dsbco{ﬁs
to the Global Initiative for Asthma (GINA) ained irom the scale were not afiected by the

criteria) and chronic COPD (according to thé)resencedotf s&mati[(r:] diseasl.e. T_rt1e HAI]? chlf WSS
Global initiative for Chronic Obstructive Lung compared to Ine other scales, It was found to be

Disease (GOLD) criteria), chronic CHF (Newadgquate to detegt apxiety and depression in
York Heart Class II-IV, with ejection fraction of patients with somatic diseases.

<40 % on transthoracic echocardiography) anflurkish adaptation study of HAD scale was

CRF (individuals who have undergonemade by Aydemir et al. (1997). According to this

hemodialysis for at least 6 months) in Sakarystudy, for the anxiety sub-scale cut-off score was
University Hospital (Turkey) in March 2014-found as 10 and more, and the depression
2016 period and who have not received asubscale cut-off score was found as 7 and more.

antidepressant and any anxiolytic drugs in la -

one year were included in the study. The patien she. results showed' that thg limit value for
who were receiving a therapy for the psychiatrif:mx'(Ety was 10 or higher while for depression

disease or with another chronic disorder (i.é/yas 7 or higher. It was reported that an anxiety

diabetes, malignancy, rheumatologic angcore which is greater than 10 can be classified

neurologic diseases) that could affect emotion HAD-A (+), under 10 as HAD-A (), and

states were excluded from the study. The patierﬁg['siﬂtiz dh:\s/'ﬁ%g?gr?f)s'svr;]“Seczlfdse?\;e;;l_ifg_be
who provided informed consent were included i '

the study, and the questionnaire form evaluatin (_).' HAD. is preferred because it does not
the demographic characteristics was filled out b ntain any issue related to the physical state.

all patients. In the scale reliability studies, Cronbach's alpha
coefficient was found to be 0.732, and in our
study, Cronbach's alpha coefficient was 0.637,
The emotional states were assessed by using thieich shows the reliability of the present study.
Hospital Anxiety and Depression (HAD) scal
which was developed in 1983 by the Zigmon
and Snaith (1983). Its validity and reliabilityThe obtained data were evaluated through t-test,
were tested by the same researchers. It includesrelation test, chi-square and Mann Whitney u
the subscales of anxiety and depression. Thisst, also frequency, mean, standard errors were
scale consisted of a total of 14 questions: 7 ehlculated for both independent and dependent
them investigate the symptoms of depressiogroups in SPSS program.

:ggiegr.lother 7 investigate the symptoms cgthi cal Considerations

A cross-sectional survey was established

Main Outcome Measures

ata Analysis

he study was approved by the Ethics

The answers were taken by a four-point Liker mmittee. Informed consent was obtained from

type scale. The scale consists of scores betweegI participants, in addition, the study was

(best) and 3 (worst). The purpose of the scale : :
not to diagnose, but to identify the risk group b%?ﬁ/lrg(\j/ﬁ:?nzy g;iaErt;]eI\CLSJ rgi:\?enr] s'}ll;tee of the Faculty
a ' ’

scanning anxiety and depression in patients in
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Limitations of the Study Majority of the participated to the study were
bove 52 years or older, female (n=198), not
orking (, n=243) and participants had disease
%éperience of 5 years (Table 1).

The study population consists of only the Statd
Hospitals Association in the city centre o
Sakarya. Therefore these study results cannot
generalised. Anxiety score was found as 9.5 for CHD, 9.0 for

CRF and 10.6 for CRD. There was a significant
difference between the groups (p=0,027).
The study included 301 patients with CRDDepression score was found as 9.5 for CHD, 9.4
(n=97), CHD (n=116) and CRF (n=88). Thefor CRF and 8.5 for CRD, also the significant

demographic data of patients are given in table difference between the groups was found

(p<0,001)(Table 2).

Results

Table 1: Distribution of Socio-Demographic Characteristics of I ndividuals

TOTAL CRD CHD CRF

n:301 n:97 n:116 n:88
Age mean+SD 5275 % 18.24 55.23+10.40 55.37+14.67 46.56+18.67
(min/max) (18/90) (18/90) (21/85)

(18/83)

Gender male/female 103/198 41 /56 56/60 6/82
married/single 176/125 67/30 86/30 23/65
Working yes/no 58/243 18/79 29/87 11/77
Educational status
lliterate/ Primary 135/116/50 27/49/21 46/47/23 62/20/6
School/ High school
Disease duration (year) 5.98+5 7.65%6.9 4.33+4 053

CRD: Chronic respiratory disease; CHD: Chronic hdarease; CRF: Chronic renal failure

Table 2: The comparison of anxiety and depression scor e accor ding to diseases

TOTAL CRD CHD (n:116) CRF
(n:301) p value
(n:97) (n:88)
HAD-A Score 9.71+3.8 10.6+3.5 9.5+3.3 9.0+4.5 0.027
Anxiety n/% 157/52.2 64/66 54/46.6 39/44.3 0,004
HAD-D Score 9.14+3.5 9.39+2.97 9.50+2.81 8.45+4.68 <0.014
Depression n/%  246/81.7 84/86.6 104/89.7 58/65.9  <0,001

HAD-A: Hospital Anxiety Depression Scales Anxietyose; HAD-D: Hospital Anxiety Depression
Scales Depression score, CRD: Chronic respiratisgade; CHD: Chronic heart disease; CRF:
Chronic renal failure
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Table 3: The relationship between socio-demographic characteristics and anxiety-depression

scores
HAD A score  p value HAD D score p value
Male 9.74+£3.6 9.32+£2.7
Gender 0.93 0.53
Female 9.7+3.9 9.05+3.9
<50 9.61£3.8 8.62+3.8
Age 0.71 0.035
>50 9.77+3.8 9.50+3.3
Marital Married 9.93+4.0 0.38 8.80+4.3 016
status Single 9.5543.7 9.38+2.9
Disease <5 9.79+3.5 068 9.03+3.4 055
duration g 9.61+4.1 9.2843.7
Yes 9.46+3.1 8.64+3.2
Working 0.58 0.22
No 9.77+3.9 9.2613.5
llliterate 9.64%4.0 9.18+4.0
g‘;fa“o” Primary School 9.50+3.9 0.26 9.17+3.1 0.38
High school 10.38+3.1 8.96%+4.9

Table 4. The mean anxiety and depression scores and correlations with age and disease

duration
r p
Age anxiety 0.03 0.5
depression 0.173 0.003
Disease duration anxiety 0.04
depression 0.06 0.254

It was found that anxiety score was 52.2%lifference between disease groups was also
(n=157) and depression score was 81.7%und (p<0,001)(Table 2).

g::?)f:(?\}ag vi\:]ag,tr?;)sgggd tg?i:amg ng Zﬁ/t )a n;(r']z%ere was a positive correlation between age and
b 270 epression, that is, depression score increased

0 0, 1
CHD (46.6%) and CRF (44.3%) patients, and . age (r=0.173, p=0.003). The mean

there was the statistically significant differenc .
between the groups (p=0,004). It was reVeal?fﬁpres&on score for the age below 50 years was

that the highest depression score was in the C o and for over 50 years was 9.5, and the

. ifference between the groups was significant (p
patients (%89.7), followed by CRD (%86.6) and. 0.035). There was no correlation between age

CRF (65.9%) patients and  a &gmﬁcangnd mean anxiety score (r=0.03, p=0.5)(Table
3,4).
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There was no significant difference betweeaffect the emotional state even worse, there may
anxiety and depression scores in terms of gendbe cases that the patients accept the illness over
marital status, education level, working statuthe years, learn to live with it and get used 1o it
and disease duration (Table3). There was to the initial stages of the illness, the feelinfg o
correlation between disease duration and moddture uncertainty and prejudice can negatively
disorders (Table 4). affect the psychological state. In individuals with
a deteriorated disease, the obvious symptoms
may cause a more negative effect. In contrast to
Physiological disorders such as pain, dyspneaur study, there were studies where the duration
fatigue, insomnia, which may occur in chroniof diseases extended, and the signs of
diseases, restrict the daily activities of amohabitation, behavioral reactions, anxiety, and
individual to a great extent, and their lives areepression were observed (Ozkan 1993; Cam &
adversely  affected due to frequenSaka 2009; Ince et al.,2005).

hospitalizations. Degraded quality of life an he relationship between gender and anxiety as
limited physical activity cause loneliness an P 9 y

: . : - well as depression scores was examined in the
failure to meet their own needs or fulfill their P

family duties, resulting in mental problems suclgjrﬁrs]gmj;:]i%%] aer':dalnoreSIgonrl[]:Ia%a?r:a?nj[fr?éeirrﬁ(ie d(\;\:\iie
as anxiety and depression (Abu-Shakra 201g," - [P

- . : f emotional disorders in women was higher
Williams et al. 2009; Hacihasanoglu, et al. 2010 Jonsan et al.1998). Similarly, it was reported

In the present study, the anxiety and depressitimat the mean anxiety score of women was higher
rates were 52.2% and 81.7%, in patients witthan that of males (Hacihasanoglu et al., 2010;
chronic diseases, respectively. Anxiety an@Gilmour 2008; Grau et al. 2003). Biological
depression were reported in previous studies structure, mental characteristics, personality
very different rates depending on the useskructure, the way of coping with problems,
method, the differences in the patient populatiogocial and cultural position make a woman
and the severity of the diseases (Yohannes et slisceptible to depression. However, this
2006; Wang et al. 2006; Grau et al. 2003; Eliendency in the normal population can appear
Mete 2008; Dickens 2008). Patients withmore in disease existence.

respiratory diseases may have a persistent or : .
shortened breathing difficulty, a tendency orlln our study, there was no relationship between

restricted effort capacity, a high incidence O?dgcarﬂgg dSt?jti:Z’r dvg?srklnSgar?qt(?turSe’smtasmzlreSti[liz
sudden deaths (in cardiac patients) and '

increased fear of death, anxiety and depressi %vealed in previous studies. Uskul et al. (2006)

scores, while patients with regular dialysis ar Oeunrgssri]c())n gilc?rt:a%n?r:z tr?st\,\(l;%ner trr]r?ari?erlllxgtegﬂs
more likely to have contact with other patient P ' 9 : '

during dialysis, which may have contibuted 1, SR, SRS, BOOTR (I RO
their reduced anxiety and depression scores. b

of the patients in the chest diseases clinic. Anar
It is known that the age-related chronic disease$ al. (2012) also found parallel results to our
also increase the susceptibility to anxiety anfindings and found no difference in terms of
depression symptoms (Hacihasanoglu et gkender, working status, marital status, anxiety
2010;30). In our study, it was seen thaand depression status. Similarly, in the study of
depression was in relation to the mean agétacanli & Dilbaz (2001), there was no
resulting in a significant difference (p = 0.003)relationship between sociodemographic factors
but it did not correlate with anxiety. Depressiorand depression. Sociodemographic features are
was significantly higher in the patients over 5@ssociated with depression, the coexistence of
years of age. Yildiz et al. (2016) found achronic physical disease and coexisting
correlation between age and depression in thelepression in the normal population, which can
study of COPD patients, but they did not find abe  interpreted that  socio-demographic
association between age and anxiety as in odifferences play an important role.

study. The effect of long disease duration o S

anxiety and depression scores was examined, %8% usion

significant difference was found between th@&sychiatric comorbidities are quite common in
duration of illness and HAD scale scorespatients with chronic somatic disorders. In the
Although the length of the illness is thought t@resent study, depression, and anxiety were

Discussion
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related to asthma, COPD, heart and kidney Primary Health Care Centers, TAF Preventive
diseases, which can also significantly affect the Medicine Bulletin 9(3): 209-216.
treatment process of patients and may furth@r"rg‘i)su;a;"é gggse)ésigﬁpéi:tlr?nR :F:‘grt?lsg(g 7Hle?”
alleviate their somatic disease. For this readon, i ' el
may be useful to provide psychosocial suppolf@ "ce: D, Savei S, Coplu L. & Arikan H. (2005).
besides the treatment of patients with this type of Evaluation of daily life activities in chronic
. . obstructive pulmonary disease. Thorax Journal
chronic illness, especially for the health workers 6(1), 31-36
who are in close relationship with patients. In thgiromberg A, Stromberg A, Dahlstrom U, Fridlund B
light of these results, we would like to invest®at  (2006). Computer-based education for patients
the presence of depression in routine controls with chronic heart failure arandomised, controlled,
especially in the chronic heart and respiratory multicentre trial of the effects on knowledge,
patients and evaluate the two patient groups compliance and quality of life, Patient Education
together to improve their quality of life and to_ And Counseling 64: 128-135.

improve the effectiveness of treatment. Franzen K, Blomqyist K, Saveman B ( 2006). Impact
of chronic heart failure on elderly persons’ daily
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