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Accepted for publication June 2012

Karakurt P, Ünsal A. International Journal of Nursing Practice 2013; 19: 221–231
Fatigue, anxiety and depression levels, activities of daily living of patients with chronic obstructive

pulmonary disease

The aim of this cross-sectional study was to determine the fatigue, anxiety and depression levels, activities of daily living
of patients with chronic obstructive pulmonary disease (n = 255). It was found that there was significant difference
between Visual Analogue Scale for Fatigue (VAS-F) point averages and gender, education levels, marital status and
economical status of patient with chronic obstructive pulmonary disease. Among the participants in this study, 36.5% had
an anxiety disorder whereas 69.0% exhibited depression. In the study, it was determined that 85.5% of those were
independent in their Katz’s Index of Activities of Daily Living (ADLs) and 49.4% of those were independent in their
Lawton and Brody’s Index of Instrumental Activities of Daily Living (IADLs). This study has shown that VAS-F, the
Hospital Anxiety and Depression Scale, ADL and IADL instruments that measure the various aspects of health-related
quality of living can contribute considerably to a more diversified understanding of the patients’ situation with chronic
obstructive pulmonary disease.
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INTRODUCTION
Chronic obstructive pulmonary disease (COPD) is
characterized by cough, phlegm, dyspnoea, chest pain,
wheeze, decreased exercise tolerance and exacerbations.1

COPD is a major cause of chronic morbidity and mortality

throughout the world. Many people suffer from this
disease for years and die prematurely from it. COPD is
the fourth leading cause of death in the world and further
increases in its prevalence and mortality can be predicted
in the coming decades.2 By 2020, the World Bank and the
World Health Organization have projected that COPD
will be the third leading cause of death and the fifth cause
of disability in the world.3 Approximately 2.5 million
people die each year worldwide due to COPD which is a
serious cause of death. It is estimated that this disease will

Correspondence: Papatya Karakurt, School of Health, Erzincan Uni-
versity, 24100 Erzincan, Turkey. Email: papatyademirci@hotmail.
com

bs_bs_banner

International Journal of Nursing Practice 2013; 19: 221–231

doi:10.1111/ijn.12055 © 2013 Wiley Publishing Asia Pty Ltd



rank fifth by 2020 in terms of global death. When death
rates adapted to age between 1968 and 1995 in the United
States were evaluated, a decrease was observed in deaths
associated with coronary heart disease, stroke, other
cerebrovascular diseases and other causes of death outside
these diseases, whereas a serious increase (163%) was
found in COPD-related death rates in the same period.
Today, COPD ranks the sixth worldwide among all causes
of death, and it is estimated to rank third by 2020.
Although we do not have conclusive figures, the number
of COPD patients in our country is estimated to be
around 2.5–3 million.4

The patients with COPD often experience a variety of
symptoms, with fatigue and dyspnoea as the two most
common symptoms. Although fatigue is reported to occur
with nearly the same frequency as dyspnoea. There are
only a few studies focusing on fatigue in this group of
patients.5–7 Fatigue is one of the most distressing symp-
toms of this illness,8,9 and significantly impairs both
functional performance and quality of living.10,11

Anxiety and depressive symptoms are common in
patients with COPD. Regardless of whether they are
considered separately or as a combined construct, these
symptoms adversely affect health-related quality of living
and are likely to contribute to the physical disability and
economic burden resulting from the disease. Factors such
as cigarette smoke exposure, heightened experiences of
dyspnoea, physical inactivity, social isolation, chronic
hypoxia and long-term oxygen therapy might contribute
to these psychological disorders in COPD.12 A number of
researchers have reported the severity of anxiety and
depression in COPD.13–15 Anxiety is a common co-
morbidity in people with COPD but its identification and
management are often insufficient.16 People with COPD
often experience more symptoms than those with other
respiratory diseases. For example, it has been reported
that patients with COPD and asthma had statistically
significantly higher depression scores than individuals
with tuberculosis.15

Complaint of exercise intolerance is common to
patients with COPD, who also have to cope with exacer-
bations and remissions. Exercise, activities of daily living
(ADLs), and health-related quality of living, which can be
severely affected by such exacerbations, are interrelated
and substantially impact the lives of these patients.
Anxiety, depression and related emotional problems are
often the squeals of this impact.17 Individuals affected with
COPD-related respiratory failure are frequently impaired

in their social living, psychic function and ADLs18;
therefore, it is of crucial importance to demonstrate
the relationship between COPD and quality of living in
this population.19

Nurses can play a vital role in screening and managing
fatigue, anxiety, depression and levels of ADLs, and edu-
cating people strategies to prevent this symptoms in
patients with COPD.16 To improve health-related quality
of living in patients with COPD, nursing interventions
must focus on prevention of risk factors.20,21

Despite the prevalence of fatigue,5,6,8,9 anxiety,
depression,13–15 levels of ADLs18 in COPD patients,
limited research has examined the relationship between
the demographic variables and these symptoms.

Because COPD is a chronic disease, it is highly impor-
tant to inform the patient about the disease and provide
him/her with rehabilitation. The nurse should inform
the patient with COPD about the disease, respiratory
therapy, physiotherapy for respiration and exercise, occu-
pational therapy, techniques of reducing energy consump-
tion during daily living activities, nutrition, smoking
cessation, COPD and sex living, methods of coping with
chronic disease, and communication with health-care pro-
fessionals.22 The nurse should also monitor the patient
regularly, assess his/her status of fatigue and anxiety,
determine his/her activities according to his/her fatigue
condition, and provide him/her with psychological
support when necessary.

The aim of this study was to explore relations between
demographic variables and the symptoms of fatigue,
anxiety, depression, levels of activities of daily living of
patients with COPD. The following research questions
were addressed:

• What is the prevalence of fatigue, anxiety depression,
and levels of activities of daily living in patients with
COPD?

• What are the relations between the demographic vari-
ables and symptoms of fatigue, anxiety, depression and
levels of activities of daily living?

METHODS
Population and determination

of sampling
The study had a descriptive and cross-sectional design.
The patients were recruited from a population of COPD
patients from two general hospitals in the east and central
regions of Turkey. Research data were collected between
April and September 2010 in the Chest Inpatient Clinics at
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Erzincan State Hospital and Kırşehir State Hospital in
Turkey. No sampling was attempted in the study and the
COPD patients who volunteered to participate (having
been diagnosed with COPD for at least 6 months, residing
in central Erzincan and Kırşehir, hospitalized in the clinic
for at least 2 days and over, not having any serious com-
plications, not having any psychiatric history of illness)
and with whom communication could be established were
included in the study (n = 255). Patients who were hos-
pitalized in the thoracic clinic for 2 days and longer were
included in the study, because the first 24 h of hospitali-
zation is stressful and could affect patients’ state of anxiety
and depression.

Instruments
The data for the study were collected by the investigators
during face-to-face interviews using the questionnaire
prepared by the investigators for determining the patient
identification form and the Visual Analogue Scale for
Fatigue (VAS-F), developed by Zigmond and Snaith, the
Hospital Anxiety and Depression Scale (HADS), Katz’s
Index of Activities of Daily Living (ADLs), and Lawton
and Brody’s Index of Instrumental Activities of Daily
Living (IADLs). Filling out the forms lasted 25–30 min on
the average.

Data collection tools
Patient identification form

This form includes questions on socio-demographic
information such as gender, age, marital status; informa-
tion regarding disease and length of hospital stay; and
smoking. Patients were also asked about their educa-
tional level, which was categorized as primary school or
below, secondary and high school, and university or
above, according to Turkey’s educational levels. The
sheet for the baseline characteristics of the participants
was developed by the authors based on the chart abstrac-
tion standardization.

VAS-F
VAS-F, which measures patients’ perceived fatigue and
energy, was developed by Lee et al. The scale has two
subscales of fatigue and energy. The VAS-F has a 100 mm
long horizontal line with ‘not at all’ written on one end
and ‘very severe’ on the other end. The patient marks the
severity of fatigue at that moment on the line between
these two degrees. Scoring is done with the help of the
marked area on the ruler. The VAS-F subscale goes from

most positive items to most negative, and the energy
subscale goes from most negative to most positive items.
A high score from the VAS-F scale indicates a low score
from the energy subscale and a severe level of fatigue. In
addition, the scale is preferred because it is easy to use,
short and easy to understand. The scale consists of 18
items with a score range of 0–10 for each question.
Higher scores indicate higher intensity of fatigue. Thir-
teen questions ask about feeling of fatigue, whereas five
asked about energy. Its internal consistency reliabilities
are high.23 The validity and the reliability of the Turkish
version of VAS-F was established by Yurtsever and
Bedük.24 In this study, Cronbach’s alpha of fatigue
subscale was 0.83 and energy subscale was 0.88.

Anxiety and depression scale
Anxiety and depression were measured using HADS. The
HADS was developed by Zigmond and Snaith. The HADS
consists of 14 items, seven of which score for anxiety
(HADS-A) and seven of which score for depression
(HADS-D). The HADS is designed to measure levels of
either anxiety or depression independently from each
other. Each question has a 4-point scale. Scores range
from 0 to 21, with higher scores indicating the presence of
anxiety and depression. The scores range from 0 to 21 for
each subscale, with a score of 0–7 denoting a non-case,
8–10 a possible case and 11 or higher a probable case.25

Aydemir conducted work on its validity and reliability in
Turkey. Cut-off points on each of the subscales of 7/8 for
possible and 10/11 for probable diagnosis of anxiety and
depression have been recommended.26 The instrument
demonstrates good internal consistency, with 0.85 as the
average Cronbach’s alpha scores of the anxiety subscale
and 0.83 as the depression subscale.

Katz’s index of ADLs and Lawton and
Brody’s index of IADLs

ADLs in COPD patients were assessed by using ADLs and
IADLs. ADLs consist of six questions such as bathing,
dressing, toileting, mobility, bladder control and feeding.
Subjects are classified by a score ranging from 1 (depend-
ent), 2 (semi-dependent), to 3 (independent). The ADLs
have six items with a score ranging 0–18; a value of 0–6
indicates a dependent individual, 7–12 indicates a semi-
dependent individual and 13–18 indicates an independent
individual. IADLs involve higher functioning, such as
home maintenance, shopping for clothing and food,
preparing meals, travelling alone via car or public
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transportation, and managing finances. Subjects are clas-
sified by a score ranging from 1 (dependent), 2 (semi-
dependent), to 3 (independent). The IADLs have eight
items with a score ranging 0–24; a value 0–8 indicates a
dependent individual, 9–16 indicates a semi-dependent
individual and 17–24 indicates an independent indi-
vidual.27 Reliability (Cronbach’s alpha) scores for the
scales were ADLs 0.84 and IADLs 0.85.

Statistical analysis
Data were analysed using SPSS software, version 11.0 for
Windows (SPSS Inc., Chicago, IL, USA). For the analysis
of data, descriptive statistical methods such as percentage,
mean, median and standard deviations had been used.
Independent sample t-test, one-way analysis of variance
and least significant difference (LSD) post hoc test were
used to determine which of the socio-demographic vari-
ables were related to the VAS-F, HADS, ADLs, and
IADLs scores. Cronbach’s alpha coefficients for the
VAS-F, HADS, ADLs and IADLs subscales have provided
an estimate of internal consistency reliability of the instru-
ments. For the analysis of relationship between each other
for the fatigue, energy, anxiety and depression, ADLs had
been used for correlation. The level of statistical signifi-
cance was set at P � 0.05.

Ethical considerations
The hospital director’s two general hospitals in the east
and central regions of Turkey approved the study. Per-
mission was obtained from the institutions where the
study could take place by sending an application with the
tools to be used through the province’s Health Directo-
rate. Written permission was received from the institu-
tions where the research would be carried out by applying
through the Ministry of Health of the Erzincan and
Kırşehir in Turkey province, with a petition enclosing
the tools to be used in the research. Informed consent has
been obtained from all participants and personal informa-
tion had been kept strictly confidential. Participants com-
pleted the questionnaire and instruments. Completed
questionnaire and instruments were coded and sealed in
an envelope to keep confidentiality.

RESULTS
Finally, 255 patients (Mean = 68.87 � 10.97 years)
participated in the study, of which 101 were women and
154 were men. Of the total sample, 49.8% were literate
(literate individuals (those who did not have primary

school diploma and who learned how to read and write on
their own or by attending literacy courses), 71.0% were
married, 37.3% were housewives, 24.3% were farmers
and predominantly ‘income = expenditure’ (58.8%).
The characteristics and diagnosis of the patients are
described in Table 1.

The mean length of stay in hospital of the patients was
7.01 days (SD = 4.73); the median length of time diag-
nosed with COPD was 8 years. Most patients were not
given social support (51.0%) and their other chronic
disease ‘present’ (67.1%) according to self-report of par-
ticipants. The most frequently diagnosed diseases were
hypertension (63.7%), heart disease (40.3%) and diabetes
(type 2) (25.7%), respectively (Table 1).

Ninety-one per cent of the patients were currently
non-smokers, whereas 52.9% of the sample had
been ex-smokers. In current smokers, they smoke
14.26 � 9.25 grooves/day; the duration of smoking was
29.91 � 19.21 years. In ex-smokers, they smoke
29.09 � 17.37 grooves/day; the duration of smoking
was 34.18 � 16.59 years (Table 2).

The mean VAS-F score of study participants was
72.47 � 19.67. The mean HADS-A score of patients
with COPD was 8.35 � 4.48, whereas the mean
HADS-D score of was 8.74 � 4.44. In the study it was
determined that there was 30.2% risk of severe anxiety of
33.7% risk of severe depression in patients with COPD.
Also, it was determined that 85.5% of those were
independent in their ADLs and 49.4% of those
were independent in their IADLs (Table 3).

Significant difference was found between widowed
(M = 77.57 � 18.99), married (M = 70.57 � 19.90)
and unmarried (M = 70.60 � 2.50) on VAS-F scores.
And by using post hoc test, it was found that the widowed
experienced more fatigue than the unmarried and
married. A statistically significant difference was found
between education level (P < 0.01), between VAS-F
energy scores and marital status (P < 0.05), and education
level (P < 0.001) of patients. Females experienced more
fatigue and had less energy than males. Widowed indi-
viduals experienced more fatigue and had less energy than
married and unmarried individuals. It was determined
that the patients who were literate and had less income
experienced more fatigue and had less energy than the
others. As a result of the LSD post hoc test, a statistically
significant difference in the levels fatigue and energy was
found between the widowed and literate individuals
(Table 4).
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There was a significant difference between HADS-A
scores and gender and economic status (P < 0.05), and
between HADS-D scores and gender, education level
and economic status (P < 0.01). Female, widowed, high
school/university graduate and with less income patients
were more anxious and depressive than the others. As a
result of the LSD post hoc test, a statistically significant
difference in the levels anxiety and depression was found
between the literate, primary school graduate and with
less income individuals (Table 4).

Statistically significant difference between ADLs with
COPD patients and gender (ADLs and IADLs P < 0.001),
marital status (ADLs P < 0.001, IADLs P < 0.01) and
education level (ADLs and IADLs P < 0.001) was found. It
was also found that female, widowed, literate and with less
income patients were more dependent than the others. As
a result of the LSD post hoc test, statistically significant
differences in the levels ADLs and IADLs were found
between the education levels of all individuals. At the end
of the comparison between male and female patients, it was
determined that women had higher levels of fatigue, lower
levels of energy, and higher levels of anxiety and depres-
sion. Also, women were observed to be more dependent
in their daily living activities and instrumental daily life
activities compared with men (Table 4).

Table 5 shows a significantly negative (P < 0.001)
bivariate relationship between VAS-F and VAS-E, ADLs,
IADLs, VAS-E and HADS-A, HADS-D, HADS-A and
ADLs, IADLs, HAD-D and ADLs, IADLs. Pearson’s
r ranged from -0.12 to -0.71. There was a significantly
positive (P < 0.001) VAS-F and HADS-A, HADS-D,
VAS-E and ADLs, IADLs, HADS-A and HADS-D.
Pearson’s r ranged from 0.32 to 0.71.

Table 1 Patient’s socio-demographic and disease-related variables

(n = 255)

Variables n %

Gender
Female 101 39.6
Male 154 60.4
Marital status
Married 181 71.0
Divorced/Widow 69 27.0
Single 5 2.0
Age group
49 and below 18 7.1
50–59 23 9.0
60–69 74 29.0
70–79 104 40.8
80 and over 36 14.1
Education status
Literate† 127 49.8
Primary school 104 40.8
Secondary school 15 5.9
High school + University 9 3.5
Occupational status
Farmer + shopkeeper 87 34.1
Housewife 95 37.3
Civil servant 3 1.2
Retired 55 21.6
Worker-Unemployed 15 5.8
Financial status
Income is lower than expenditure 92 36.1
Income is equal to expenditure 150 58.8
Income is higher than expenditure 13 5.1
Social support status
Yes 73 28.6
No 182 71.4
Status of having any disease other than COPD
Having 171 67.1
Not having 84 32.9
Additional diagnosis‡

Hypertension 109 63.7
Heart disease 69 40.3
Diabetic (type 2) 44 25.7
Osteoarthritis 40 23.3
Hyperlipidaemia 18 10.5
Prostate 12 7.0
Another (osteoporosis, calculus, hernia, gastritis, renal

failure, cataract, liver failure, psoriasis, goitre)
54 31.0

Variables Mean � SD

Age (years) 68.87 � 10.97
The length of stay in hospital (Days) 7.01 � 4.73
Length of time diagnosed (Years) 12.03 � 12.77

† Literate individuals (those who did not have primary school diploma and
who learned how to read and write on their own or by attending literacy
courses. ‡ Patients gave more than one response. The percentages are calcu-
lated per n = 171. COPD, chronic obstructive pulmonary disease.

Table 2 Patient’s smoking-related variables (n = 255)

Variables n %

Currently smoking (non-smoking) 232 91.0
Ex-smokers 135 52.9

Variables Mean � SD

Smoking amount, grooves/day 14.26 � 9.25
Duration of smoking, years 29.91 � 19.21
Smoking amount, grooves 29.09 � 17.37
Duration of smoking, years 34.18 � 16.59
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DISCUSSION
One of every 10 people in the world and in Turkey has
COPD. However, only one tenth of individuals with
COPD are aware of their disease.28 Dyspnoea and exercise
intolerance are the two most common complaints from

patients with COPD, who also have to cope with exacer-
bations and remissions. Exercise, ADLs and health-related
quality of life, which can be severely affected by such
exacerbations, are interrelated and substantially impact the
lives of COPD patients. Depression, anxiety and related
emotional problems are often the sequelae of this impact.17

It was established that 40.8% of the patients with
COPD participating into the study were aged between 70
and 79 years. The mean age of patients with COPD was
found to be 68.87 � 10.97. This study has similar results
with those by Pirraglia et al.,29 Mollaoğlu et al.,30 Wong
et al.31 and Chen and Narsavage.32 According to current
data, morbidity caused by COPD increases with age and is
greater in men than in women, though morbidity and
mortality are increasing in women at a faster rate than
in men.17

Some 63.7% of patients with a condition other than
COPD were determined to be hypertensive patients.
Another result of this study, which is comparable with the
results reported in other studies,29,33–36 is that hyper-
tension was the primary and most common disease
except COPD among these people.

There was another similarity of our study comparable
with previous studies31,37; there were 52.9% who were
ex-smokers. Engström et al.37 found that there were
54.0% ex-smokers and Wong et al.31 reported that there
were 78.6% ex-smokers. Cigarette smoking is a major
risk factor for COPD and COPD severity.36,38,39

Fatigue is a common and generally overlooked
symptom in chronic disease populations.40 Earlier studies
have reported that patients with fatigue have difficulty in
describing their experience of fatigue to nurses.41,42 The
results of this study confirm that fatigue is one of
the major symptoms for patients with COPD. Another
similarity of our study was comparable with previous
studies.5,31,43 When the literature was examined, it was
seen that VAS-F scale results pointed out high scores
for the rheumatoid arthritis patient group in the original
studies of Belza et al.44 and Wolfe45, and for COPD
patients in the studies of Theander et al.43 and Wong
et al.31 In this study, it was found that there was a highly
significant difference between fatigue subscale and gender,
and the average fatigue level of female participants was
higher than male participants. These studies show that
female patients were more fatigued than male patients.
Belza et al.,44 Huyser et al.,46 and Ünsal47 found that
gender was related to fatigue patients with arthritis.
Kapella et al.6 found different scores for fatigue in men and

Table 3 Mean and standard deviation for the VAS-F and HADS

subscales and levels of dependent in ADLs and IADLs (n = 255)

Subscales Mean � SD

VAS-F Fatigue 72.47 � 19.67
VAS-F Energy 18.34 � 10.87
HADS-Anxiety 8.35 � 4.48
HADS-Depression 8.74 � 4.44
ADLs 15.36 � 2.77
IADLs 16.43 � 4.40

n %

ADLs

Dependent (0–6 point) 3 1.2
Semi-dependent (7–12 point) 34 13.3
Independent (13–18 point) 218 85.5

IADLs

Dependent (0–6 points) 9 3.5
Semi-dependent (7–12 points) 120 47.1
Independent (13–18 points) 126 49.4

The severity of HADS-Anxiety

Mild 114 44.7
Moderate 64 25.1
Severe 77 30.2

The severity of HADS-Depression

Mild 113 44.3
Moderate 56 22.0
Severe 86 33.7

ADLs, Katz’s Index of Activities of Daily Living; HADS, Hos-

pital Anxiety and Depression Scale; IADLs, Lawton and Brody’s

Index of Instrumental Activities of Daily Living; VAS-F, Visual

Analogue Scale for Fatigue.
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women. Mollaoğlu et al.30 found that fatigue scores of
females are higher and their energy scores are lower com-
pared with those of males. This supposition is supported
by the findings from earlier studies.6,44,46 However, The-
ander et al.43 and Wong et al.31 (in COPD patients), and
Repping-Wuts et al.48(in rheumatoid arthritis) found that
fatigue was not affected by the gender. Widowed, literate
individuals and the patients with more income were more
fatigued and less energetic than the others. This might be
the result of the fact that the widowed individuals have
less social and family support. The reason for this might be
the fact that the literate individuals are less capable of
coping with fatigue. This might be the result of the fact that
the economic level improves the quality of living. This
findings show that the predictors of decreased fatigue and
increased energy were higher levels of education and eco-
nomic status.

In our study, symptoms of anxiety were reported by
36.5% of participants. According to Kunik et al.49 65% of
COPD patients receive an anxiety and/or a depression
disorder diagnosis. Similar results were reported by
Wong et al.31 and Blinderman et al.50; 69.0% of individu-
als in this sample reported symptoms of depression. In
several other studies with COPD patients, Wong et al.
(21.4%),31 Di et al. (18.8%),51 van Manen et al.52 (25.0%)
and Walke et al.53 (56.0%) found that had depression was
different levels. Another important result in this study
was that female patients undergoing COPD had reported
significantly more anxiety and depression than male
patients. This can partly be due to the selection of patients
being female. Other studies of COPD have identified
gender differences in the experience of anxiety and
depression symptoms. Di et al.51 found that women expe-
rienced statistically significantly more anxiety and depres-
sion than men. However, Shuldham et al.54 and Kapella
et al.6 found that anxiety levels were not affected by the

gender. Zhang et al.55 also found that there were no sig-
nificant differences in the incidence of depression among
people of different gender. In this study, it was found that
the individuals between the high school/university gradu-
ate and low economic status were more anxious and
depressive than the other groups. However, Borge et al.36

found that less education was associated with higher
scores for anxiety and depression. The reason for this
might be the fact that the individuals with high educational
level are less capable of coping with anxiety and depres-
sion. It could be associated with the fact that individuals
with higher education level do not apply strategies to cope
with anxiety and depression as they experience more
problems in their daily life and work environment. A
higher prevalence of anxiety and depression was found in
patients who were female, unemployed and separated/
divorced.56 The prevalence of anxiety in COPD is gener-
ally considered to be high. Reviews of studies that have
examined feelings of anxiety in COPD patients report
prevalence ranging 2–96%.12 In a systematic review of the
literature, the prevalence of depression in patients with
moderate to severe COPD ranged 7–42%.12

This result indicates the patient would avoid many
activities or situations and this result supports previous
studies.57,58 ADLs and quality of living could be seen as a
continuum in COPD. The patients affected with COPD-
related respiratory failure are frequently impaired in their
social living, psychic function and ADLs. The primary
care nurses and physician should be able to ascertain an
approximate level of severity by assessing the patient’s
ability to perform ADLs and IADLs as well as productive
activities. In early COPD, with only mild dyspnoea on
exertion, the patient should be able to participate in most
productive activities. In ‘stable’ COPD, with moderate
dyspnoea on exertion, patients should be able to accom-
plish at least most of the IADLs. Finally, in severe COPD,

Table 5 Correlation matrices between symptoms (n = 255)

VAS-F VAS-E HADS-A HADS-D ADLs IADLs

VAS-F 1 -0.71 0.32 0.36 -0.45 -0.45
VAS-E — 1 -0.18 -0.25 0.38 0.49
HADS-A — — 1 0.71 -0.23 -0.12
HADS-D — — — 1 -0.41 -0.34

ADLs, Katz’s Index of Activities of Daily Living; HADS, Hospital Anxiety and Depression Scale; IADLs, Lawton and Brody’s Index of

Instrumental Activities of Daily Living; VAS-E, Visual Analogue Scale for Energy; VAS-F, Visual Analogue Scale for Fatigue.
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patients might be able to complete only the most ADLs or
they might need assistance with them.19,59 Most patients
tend, more or less unconsciously, to limit their physical
activity gradually in accordance with the slowly increasing
impairment of pulmonary function. However, when the
pulmonary function is severely impaired, even ADLs
are affected.37

In our study fatigue was statistically significantly nega-
tively related to energy, ADLs and IADLs. More fatigue
was associated with less energy, ADLs and IADLs. More
fatigue was associated with more anxiety and depression.
Energy was statistically significantly negatively related to
anxiety and depression. More energy was associated with
more ADLs and IADLs. More anxiety was associated with
more depression. In our study, anxiety and depression
were statistically significantly negatively related to ADLs
and IADLs. Several studies suggest that anxiety and
depression are associated with breathing difficulties.36,60,61

The reasons for this are complex. Anxiety is often related
to panic and fear and therefore can cause breathlessness,
which in turn brings on more anxiety.60 Feeling of
hopelessness because of physical limitations and lack of
energy62 for activities such as shopping and cleaning can
also lead to depression.

Nursing assessment of individuals with COPD should
include an objective view of the possibility of patients
being anxious or depressed, and the plan of care should
incorporate strategies to alleviate these problems if they
are present.

CONCLUSIONS
This study has shown that VAS-F, HADS, ADLs and
IADLs instruments that measure the various aspects of
health-related quality of living can contribute consider-
ably to a more diversified understanding of the patients’
situation with COPD. Clinical descriptions of patients
with COPD are commonly restricted to their disease-
specific symptoms and include details of the consequences
for their everyday living. The information could serve as
an important aid to rehabilitation in identifying patient-
specific problems, individualizing rehabilitation pro-
grammes, evaluating treatment and nursing care.
Additional research should focus on using different instru-
ments such as sleep quality, quality of living and functional
status in COPD patients. In addition, older age and
limited functioning can be identified during a comprehen-
sive nursing assessment and used to create individualized
discharge plans.

LIMITATIONS OF THE STUDY
We should mention the limitations of the present study.
Our findings might not generalize to other populations.
Our study included only inpatients with COPD, as we
experienced difficulty in recruiting a sufficient number of
outpatients with COPD. Therefore, any generalization of
our results to outpatients with COPD could be unwar-
ranted. Despite this limitation, this study contributes
to the literature on fatigue, anxiety and depression levels
and ADLs and IADLs of patients with COPD. Results
obtained from the study can be generalized to the men-
tioned units and patients who applied on specified dates.
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30 Mollaoğlu M, Fertelli TK, Tuncay FÖ. Fatigue and disabil-
ity in elderly patients with chronic obstructive pulmonary
disease (COPD). Archives of Gerontology and Geriatrics 2011;
53: e93–e98.

31 Wong CJ, Goodrige D, Marciniuk DD, Rennie D. Fatigue
in patients with COPD participating in a pulmonary reha-
bilitation program. International Journal of Chronic Obstructive
Pulmonary Disease 2010; 5: 319–326.

32 Chen YJ, Narsavage GL. Factors related to chronic
obstructive pulmonary disease readmission in Taiwan.
Western Journal of Nursing Research 2006; 28: 105–124.

33 Ünsal A, Demir G. The prevalence of chronic disease
and drug use in the elderly in Kırşehir. Turkish Journal of
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58 Kara M, Aştı T. Effect of education on self-efficacy of
Turkish patients with chronic obstructive pulmonary
disease. Patient Education and Counselling 2004; 55: 144–
120.

59 Belfer MH. The impact of exercise on activities of daily
living and quality of life: A primary care physician’s per-
spective. COPD 2007; 4: 289–291.

60 Bailey PH. The dyspnea-anxiety-dyspnea cycle–COPD
patients’ stories of breathlessness: ‘It’s scary/When you
can’t breathe’. Qualitative Health Research 2004; 14: 760–
778.

61 Kellner R, Samet J, Pathak D. Dyspnea, anxiety, and
depression in chronic respiratory impairment. General Hos-
pital Psychiatry 1992; 14: 20–28.

62 Sirey JA, Raue PJ, Alexopoulos GS. An intervention to
improve depression care in older adults with COPD. Inter-
national Journal of Geriatric Psychiatry 2007; 22: 154–159.

Fatigue, anxiety and depression levels 231

© 2013 Wiley Publishing Asia Pty Ltd


