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Abstract 

Introduction: Previous research showed that comorbidities that are common in patients with 

Chronic Obstructive Pulmonary Disease (COPD) are anxiety and depression. Furthermore, 

stress can be associated with more depressive symptoms. Patients suffering from depression 

along with an additional medical condition, tend to have more severe symptoms in both 

depression and their medical illness. 

 

Aim: The aim of this study was to investigate depression, anxiety, and stress among COPD 

patients, and also to examine if there was a difference in levels of depression, anxiety and 

stress between genders, and between COPD patients and patients with COPD together with 

comorbid chronic condition. 

 

Method: This study had a descriptive and cross-sectional design with a quantitative method. 

The data collection took place at a respiratory ward at Cho Ray Hospital in Ho Chi Minh City, 

Vietnam. Sixty two COPD patients, both men and women, participated voluntarily by 

answering a questionnaire. Virginia Henderson´s nursing theory was used as a theoretical 

framework. Data analysis was conducted through using the statistical program SPSS. 

 

Result: More than half of the COPD patients (88.8%) presented symptoms of depression, 

93.5% presented symptoms of anxiety, and 54.8% presented symptoms of stress. There was a 

statistical significance between genders among COPD patients in anxiety, where all female 

participants (100%) showed extremely severe levels of anxiety. In levels of extreme severity, 

both patients with only COPD diagnosis and patients with COPD and comorbid chronic 

condition presented symptoms in both depression and anxiety, but not in levels of stress.   

 

Conclusion: COPD patients in Ho Chi Minh City presented high levels of depression and 

anxiety. In addition, levels of stress were present, although not as high as depression and 

anxiety among this patient group. More information concerning psychological distress needs 

to be offered by healthcare professionals to COPD patients. Further research in this field is 

desirable.  
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Sammanfattning 

Introduktion: Tidigare forskning visar att depression och ångest är vanligt förekommande 

bland patienter med Kroniskt Obstruktiv Lungsjukdom (KOL). Stress kan associeras med 

flera depressiva symtom. Patienter som lider av depression tillsammans med annat 

mediciniskt tillstånd kan ha en tendens att utveckla svårare symptom i sin depression och sitt 

medicinska tillstånd.  

 

Syfte: Syftet med denna studie var att undersöka depression, ångest och stress hos patienter 

med KOL och om skillnader fanns mellan kön. Vidare önskades skillnader undersökas mellan 

patienter med enbart KOL och patienter med KOL och annat kroniskt tillstånd.   

 

Metod: Studien är en deskriptiv tvärsnittsstudie, med kvantitativ metod. Datainsamling 

utfördes på en respiratorisk avdelning på Cho Ray sjukhuset i Ho Chi Minh City, Vietnam. 

Sextio-två KOL-patienter, både män och kvinnor, deltog frivilligt genom att besvara en enkät. 

Virginia Hendersons omvårdnadsteori användes i detta arbete. Dataanalysen utfördes med 

hjälp av SPSS programmet. 

 

Resultat: Mer än hälften (88,8 %) av KOL-patienterna visade symtom på depression, 93,5% 

för ångest, samt 54,8 % visade symtom för stress. Det fanns en statistisk signifikant skillnad 

mellan könen avseende ångest, där alla kvinnliga deltagare (100 %) visade extremt allvarliga 

nivåer av ångest. Patienter med enbart KOL-diagnos och patienter med KOL tillsammans med 

andra kroniska tillstånd uppvisade extremt allvarliga nivåer av både depression och ångest, 

dock inte av stress. 

 

Slutsats: KOL-patienter i Ho Chi Minh City, Vietnam, uppvisar höga nivåer av depression 

och ångest. Höga stressnivåer bland deltagare kunde ses, dock inte i lika hög utsträckning som 

depression och ångest i denna patientgrupp. Mer studier i detta ämne är önskvärt.  

 

Nyckelord: KOL, Ho Chi Minh City, Depression, Ångest, och Stress.  
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1. INTRODUCTION 

According to the World Health Organisation [WHO] Chronic Obstructive Pulmonary Disease 

(COPD) is defined as ”a lung disease characterized by chronic obstruction of lung airflow that 

interferes with normal breathing and is not fully reversible (WHO, 2014).”  

 

Suffering from difficulty breathing is often related to strong feelings of discomfort and anxiety. 

Patients with respiratory difficulties can be seen in all aspects of the health care system 

(Berntzen & Skaug, 2006). Patients with chronic obstructive pulmonary disease suffer from 

difficulty breathing due to the alveoli which transports oxygen to the capillaries in the lung to 

become destructed. The alveoli are responsible for transporting oxygen to the capillaries where 

it is absorbed and carbon dioxide is released. Due to the alveoli’s destruction, the same amount 

of oxygen as normal cannot be transported to the tissues in the body, resulting in oxygen 

deficiency, increased production of mucous, and in worst case, hypoxia (Torpy, Goodman, 

Burke & Livingston, 2012).  

 

1.1 COPD prevalence and risk factors 

In 2004, WHO estimated that 64 million people worldwide suffer from COPD. It is also 

predicted that in 2030, COPD will be the third leading cause of death in the world. In past 

studies, COPD was more prevalent and caused more deaths among males than females. Today, 

the disease affects men and women equally, due to the increased tobacco use among the female 

population, along with exposure to indoor air pollution by use of biofuels in open fires with 

insufficient ventilation in low-income countries (WHO, 2013; GOLD, 2010).  

 

To identify risk factors of COPD is of huge importance to be able to find the right prevention 

and provide adequate treatment. However, tobacco smoking is not the only cause of COPD. 

Other risk factors are genetic composition, gender, exposure to organic and inorganic dusts and 

particles, as well as indoor and outdoor air pollution (GOLD, 2010).   

 

COPD is the most common lung disorder among the adult population, where 80-90 % of the 

diagnoses are a result of smoking in the United States (Torpy, Goodman, Burke & Livingston, 

2012). In an European country such as Sweden, the COPD prevalence in the population, 45 

years and over, was estimated to approximately 8 %, which equals about 400 000-700 000 

people, depending on how the disease is defined (Socialstyrelsen, 2004). In Vietnam the 
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smoking prevalence in 2003 was estimated to 80 % in the male population in comparison to 

fewer than 10 % in the female population. Hence, the COPD prevalence in Vietnam was 6.7%, 

which was the highest among twelve countries studied in Asia (Tan et al., 2003).  

 

1.2 Symptoms of COPD 

COPD can be classified into four different stages; mild, moderate, severe, and very severe. The 

diagnosis is determined by using spirometry (GOLD, 2013; Hjärt-och lungsjukas riskförbund, 

2009). The quality of life among many of these patients is reduced. Fatigue, anxiety, and 

feelings of guilt due to chronic illness caused by smoking is common, as well as psychological 

stress the disease may cause for the patient and family members. These feelings can lead to not 

only isolation because of limitations, but also a constant fear of getting an exacerbation. 

(Boehringer Ingelheim, 2013; Hjärt- och lungfonden, 2014).   

 

1.3 Methods of diagnosing COPD 

Currently, to diagnose the severity of COPD, physicians can use the GOLD criteria, which 

stand for the Global initiative for Chronic Obstructive Lung Disease (GOLD, 2010). The aim 

of the guideline was to predict COPD mortality and morbidity, together with a general 

awareness of the disease. The GOLD criteria explores the forced expiratory volume in the first 

second (FEV1), yet airflow limitation alone cannot predict the severity of the disease, due to the 

fact that it is a multisystem disease. The BODE index is another grading system, with the 

intention to provide prognostic information about the level of COPD. In comparison to GOLD, 

this grading system not only measures FEV1 but also takes the nutritional state, the exercise 

capacity of the patient, and an estimation of the patients´ symptoms into consideration. A study 

from 2009 estimated the association between health-related quality of life (HRQOL) and COPD 

severity while comparing two criteria: the GOLD classification and the BODE index. Final 

results indicate that COPD severity estimated by the BODE index can be more suitable related 

to HRQOL (Medinas Amorós et al., 2009). 

 

1.4 The nurse’s role in caring for patients with COPD                                                                          

The nurse plays an important role during the patients’ hospitalization. It is of importance that 

the nurse has increased knowledge about COPD and how the disease affects the patient 

physically, to be able to offer adequate healthcare. Focus should be on the patients’ individual 

needs, and the nurse should work as a support system and help reassure the patient during the 

time of hospitalization. Hence, the nurse needs to update her knowledge and information 
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concerning COPD to help symptom relieve. Nurses that express joyfulness, sensitivity, 

optimism and understanding for the patient gives an impression of trust. Humor can be used to 

show kindness, to light up life and relieve anxiety and stress (Carlberg & Johansson, 2006).  

 

1.5 Depression and anxiety                                                                                                                         

A feeling of sadness and anxiety can strike anyone and pass after some time. It is when these 

feelings are prolonged and influences the patients’ daily life and her surroundings in a negative 

way that it becomes a serious illness. Without treatment, a minor depression can lead to a major 

depressive disorder. Patients with depression can often experience anxious symptoms (National 

Institute of Mental Health, n.d.). An anxiety disorder along with depression is a common 

occurrence among many patients, and it is therefore important to know that there is a difference 

in symptoms and causes between these two disorders (Anxiety and Depression Association of 

America, n.d.). Women experience depression more often than men, where there is a 70% 

greater risk of experiencing depression during their lifetime (National Institute of Mental 

Health, n.d.). 

Patients suffering from a depression, along with additional medical conditions tend to have 

more severe symptoms in both their depression and medical illness. Therefore, treating the 

depression can also lead to an improvement in the ongoing medical condition (National Institute 

of Mental Health, n.d.). Furthermore an implication can be seen between anxiety and chronic 

diseases, where an untreated anxiety can be the cause of increased physical symptoms and lead 

to an earlier death. Therefore treating anxiety is also of huge importance to help improve the 

outcome of chronic diseases (Harvard women’s health watch, 2008). 

Comorbidities that are common in patients with COPD are anxiety and depression. In 2011, the 

prevalence of depression and anxiety among this patient group was shown to be relatively high, 

41.7 % in patients with symptoms of anxiety and 46.7% with symptoms for depression, in 60 

patients participating in a study conducted in Turkey. It was seen that anxiety and depressive 

symptoms was mainly caused by dyspnea and a reduced exercise capacity (Tetikkurt et al., 

2011). Julian and co-workers (2009) also investigated depression amongst patients suffering 

from COPD. Results of the study show that minor depression could be seen in 24.5 % of the 

studied patients, while 11.2 % suffered from a major depressive disorder.  
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Research results from a study conducted in United Kingdom indicate that all COPD patients, 

not only those suffering from severe COPD, should be assessed and treated for depression and 

anxiety. Results showed that an increased level of depression and anxiety could be seen in 

patients below 60 years of age, and in those with higher levels of symptoms caused by COPD. 

The levels of anxiety among participants who were younger than 60 years were 30 %, indicating 

that anxiety is more common among patients diagnosed at a younger age. Approximately 21% 

and 33% of the participants showed depressive- and anxious symptoms, respectively. The 

female participants showed a slight increase in both depression and anxiety (approx. 3- and 4%) 

in comparison with the male population (Cleland, Lee & Hall, 2007).  

 

Depressive symptoms could be seen in patients with mild to moderate COPD, where a strong 

correlation between female gender and depressive symptoms was showed. On the other hand, 

a lower correlation between BMI and dyspnea occurred (Chavannes et al, 2005). Additional 

research showed that 41.8% of the participants experienced either depressive symptoms, 

anxious symptoms or both. Results also showed that patients at risk of developing symptoms 

of anxiety were female or patients using antidepressant- and/or anxiolytic drugs. Patients at risk 

of developing depressive symptoms were patients with a BMI of 21 or less, suffered from 

dyspnea during rest or mild exercise, or used antidepressant- and/or anxiolytic drugs. In a 

subgroup analysis of patients not using antidepressants or anxiolytic drugs, the female 

population was at higher risk of developing symptoms of anxiety (Janssen et al., 2010). 

 

Even though COPD is of mild progression and the patient suffers from few respiratory 

symptoms, depression and anxiety were found to be higher in the COPD group than in the 

control group. The results in both the control group and in the study group showed that female 

participants in both groups had higher levels of depression and anxiety than male participants, 

and in the COPD group alone, suffered of a more severe degree of dyspnea (Marco et al., 2006).  

 

The risk of hospitalization due to respiratory complications was increased in patients scoring 

higher in a questionnaire concerning depressive symptoms. Depressive symptoms could be 

seen, and were common in patients diagnosed with severe COPD. Symptoms of depression also 

show an increased risk for mortality within the three year follow up, while no association in 

mortality after a one year follow up or hospitalization could be seen. No association between 

anxiety and increased risk of mortality could be seen (Fan et al., 2007). COPD patients suffer 

from depression and anxiety, which leads to a reduced quality of life. Elderly patients with 
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minor, and mild to moderate depression were enrolled at a local primary care centre and were 

evaluated after receiving nursing led minimal psychological intervention through cognitive 

behaviour therapy and self-management. Patients receiving the therapy showed decreased 

symptoms of depression and anxiety after a nine month time span in comparison with patients 

who underwent regular treatment (Lamers et al., 2010). 

 

Moussavi et al. (2007) examined the levels of depression in patients suffering from chronic 

disease. The patients studied where diagnosed with one physical chronic disease, or multiple 

chronic conditions. Patients diagnosed with diabetes, arthritis, angina, or asthma alone or also 

had additional chronic conditions were observed. Observations were made of over 200 000 

participants from 60 countries. Results indicated that respondents with only asthma showed 

most prevalence for depression among the studied conditions. For patients with additional two 

or more chronic physical conditions, the prevalence of also having depression was 23 %, which 

was significantly higher than having depression without suffering from a chronic condition. It 

concluded that the probability of suffering from depression is higher in patients with chronic 

physical conditions.  

 

Anxiety was seen to be reduced for COPD patients participating in a health mentor group, 

receiving an encouraging monthly telephone call from a researching nurse. Improvement was 

seen over a 12 month period in both the study group as well as in the control group, who only 

received a regular contact call and health care from a general practitioner. Further, the patients’ 

self-management coping in both groups improved (Walters et al., 2013).  

 

A total of 101 patients suffering from mild to very severe COPD participated in a pulmonary 

rehabilitation program during three months. Anxiety and depressive symptoms were measured 

before and after completing the program. Other factors that were recorded were age, gender, 

stages of COPD severity, and level of education. Results showed a statistically significant 

decrease in anxiety and depression in all stages in COPD whereas sex, age, stages in COPD or 

level of education did not show any significance (Tselebis et al., 2013).   

 

Another study shows that an inpatient rehabilitation program for patients with COPD reduces 

psychological distress. Patients with mild to moderate COPD have a higher improved Health 

Related Quality of Life (HRQL) after rehabilitation than patients suffering from severe to very 

severe COPD. The results also indicated a reduction in prevalence of depressive symptoms after 
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rehabilitation. Increased physical exercise, information and education about COPD, along with 

psycho-social support during the pulmonary rehabilitation can be of importance. Regarding 

anxiety among COPD patients, no significant improvement could be seen in the study group, 

in comparison with the control (Bratås, Espnes, Rannestad, & Walstad, 2010).  

 

Lebowitz and co-workers (2011) examined physical and psychological effects of sense of 

humour and laughter among COPD patients. Results found that not only fewer symptoms of 

anxiety and depression were related to a sense of humour, also a better quality of life could be 

seen. On the other hand, laughter could result in lung hyperinflation. 

 

1.6 Stress                                                                                                                                                            

The difference between stress and anxiety is that stress is a response to a threat or situation that 

causes discomfort, while anxiety is the result/reaction to the stress. A feeling of stress or being 

stressed develops when the body is subjected to a situation or event which it cannot cope with, 

and hence, responses to it in a physiological way. The response of stress can have a negative 

effect on the body, leading to high blood pressure, heart palpitations, and symptoms such as 

headaches and loss of sleep. Not only physiological symptoms are shown, people who are 

stressed can be easily agitated and become more sensitive and react in a more aggressive manner 

(Stress management society, n.d.).  

Physical activity and relaxation techniques are proven to be an effective method for stress 

relieve and help ease symptoms of depression, by relieving tension and help improve sleeping 

patterns (Anxiety and Depression Association of America, n.d.). 

A survey of patients aged 65 and over with COPD diagnosis, indicated that stress on a daily 

basis is associated with more depressive symptoms, and can lead to a poorer quality of life in 

comparison to patients without a diagnosis. The findings showed that patients with COPD have 

more depressive symptoms, but further studies should be conducted in this field of study, to be 

able to investigate how psycho-social support and coping techniques can provide adequate 

support for these patients (Lu, Nyunt & Gwee, 2012). 

In a Swedish study, patients suffering from COPD, experience stress when people in their 

surrounding feel rushed and are in a hurry. Patients also felt stressed when the tempo was not 

adjusted to their personal needs. Surrounding stress could result in higher levels of stress for 



7 
 

the patient, and could lead to respiratory distress. Other participants described that dyspnea 

increased when people had stressed body language and asked questions rapidly, which required 

long and through answer from the patient. Many reflected upon the healthcare provided by the 

healthcare professional was adjusted to the providers time, with no regard to the patients’ needs, 

the stress was again a fact (Ek, 2010).   

Andenæs, Kalfoss & Wahl (2006) found that stress levels in hospitalized COPD patients 

undergoing treatment during an exacerbation were high. A total of 58.7% of the participants 

experienced stressful situations differently. The most stressful situation of patients was 

difficulties breathing, along with exhaustion related to the illness and social relations with 

relatives. Environmental factors also contributed to increased levels of stress, such as the death 

of a patient who they had shared a room with. Further, a follow-up study nine months after 

hospitalization indicated that the patients had decreased levels of stress, indicating that 

hospitalization in the first survey was the cause of the stress (Andenæs, Kalfoss & Wahl, 2006). 

 

2. THEORETICAL FRAMEWORK  

Virginia Henderson´s nursing theory was used as the theoretical framework of this study. Her 

theory is based on the patients´ fundamental needs as a human being. The main goal is self-

care, and the nurse will be responsible for the patient to meet these criteria before sending the 

patient home. Under normal and healthy circumstances, the patient can meet these 

requirements, but it is during their illness, that limitations arise (Kirkevold, 2000). 

Henderson’s nursing activities are divided into 14 different components, where one of the 

components; to help the patient learn, discover and satisfy her own normal development and 

health is of great importance and relevance for patients with COPD. Henderson´s nursing theory 

also emphasises the importance of maintaining a comfortable posture while walking, standing, 

sitting and lying, to help relieve difficulty breathing. This is vital for all patients suffering from 

difficulty breathing, together with the ability to eliminate bodily wastes such as coughing up 

mucus to help keeping the airways free (Kirkevold, 2000). Numerous exercises can be taught 

to the patient by healthcare professionals to help relieve symptoms, and hence help decrease 

the level of anxiety that is associated with difficulty breathing (Sorknaes, 2002).  

In order to handle stress, patients need rest and maintain good sleeping patterns, yet it is of huge 

importance to teach and motivate the patient to discover and satisfy her normal development 
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and health. These components of Henderson’s nursing theory are very important for the 

patients’ personal development and encourage a sense of coherence.  (Kirkevold, 2000). 

 

3. RATIONALE OF RESEARCH  

Earlier studies have shown that COPD patients suffer from depression, stress, and anxiety. 

However, there is not sufficient research on how stress affects patients with COPD, while more 

research can be found relating to depression and anxiety in COPD patients. Research studies 

on patients suffering of COPD along with depression, anxiety, and stress in Ho Chi Minh City, 

Vietnam, is very scarce. For this reason, the authors wish to investigate further in this field in 

order to contribute to better understanding of patients with COPD, suffering from depression, 

stress, and anxiety, and how the diagnosis influences their ordinary life. The results of this study 

can be used to develop an intervention program with a guideline for preventing depression, 

anxiety, and stress among patients with COPD. An increased knowledge and understanding of 

the psychological aspects of the patient would help, and benefit the patient and her relatives in 

their everyday life.   

 

4. AIM 

The purpose of this study was to investigate depression, anxiety, and stress among patients 

diagnosed with chronic obstructive pulmonary disease and also examine the differences in these 

issues between genders. Furthermore, a comparison between patients with only COPD and 

patients with COPD together with other chronic conditions concerning levels of depression, 

anxiety, and stress was examined. 

 

5. RESEARCH QUESTIONS  

1. What levels of depression, anxiety and stress can be seen in patients with COPD? 

2. Is there a difference between male and female patients suffering with COPD in depression, 

anxiety and stress? 

3. Is there a difference between patients with only COPD diagnosis and patients with COPD 

diagnosis together with other chronic conditions in levels of depression, anxiety, and stress? 
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6. METHOD  

6.1 Design 

A descriptive and comparative cross-sectional design was carried out, since the aim of the study 

is to look at a specific phenomenon during a certain time period of data collection (Polit & 

Beck, 2010).   

 

6.2 Setting 

The study was carried out at Cho Ray University Hospital in Ho Chi Minh City (HCMC), 

Vietnam. Cho Ray University Hospital is a government based hospital and one of the largest 

hospitals in HCMC. Patients are admitted from all rural provinces in the southern part of 

Vietnam. Data collection was carried out during a period of 2 weeks in April of 2014 at the 

respiratory ward of Cho Ray University Hospital. The ward has approximately 100 pulmonary 

patients, treated for pneumonia, tuberculosis, cancer, and COPD exacerbations. Each room 

consisted of 8 patient beds. Due to the heavy patient loads from the provinces, two patients 

were treated in one bed, with additional patients lying out in the corridors. In addition, every 

patient had 2-3 relatives at the ward to help with personal hygiene. Further to enlighten is that 

one nurse took care of approximately 15-20 patients daily.  

 

6.3 Sample 

The patients who met the inclusion criteria at Cho Ray Hospital during the dates and times of 

data collection were offered to participate in this study. Approximately 71 male and female 

COPD patients were invited to participate by using consecutive sampling, where 62 patients 

signed a letter of consent and gave their approval. Four patients chose not to participate, five 

were too ill to participate, and one questionnaire was incomplete due to the patient’s 

unwillingness to answer certain questions. Since one of the research questions concerned 

differences in depression, stress, and anxiety between genders, a uniform distribution between 

male and female participants was desirable.  

 

The inclusion criteria include: 

1. Adult patient, both male and female, that are undergoing treatment and have been diagnosed 

with COPD.  

2. The patient is literate or can with help, fill in the questionnaire form. 
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3. Patients admitted at Cho Ray Hospital in Vietnam and is treated for COPD will be eligible 

for participation.  

4. The patient is willing to participate in the study. 

 

The exclusion criteria include: 

1. Patient is too severely ill to participate.  

2. The patient is suffering from dementia or Alzheimer’s disease.   

 

6.3.1 Demographic background  

Demographic background is presented in table 1.The total number of patients participated in 

the study was 62; 48 (77.4 %) male and 14 (22.6 %) female participants. Participants were 

between 29 to 93 years in age, where the mean age was calculated to 71.15 years. (SD 11.33). 

Approximately 59 of the participants (95.2%) were married and two (3.2 %) were single. The 

most common educational level for participants was primary school (41.9%), were 39.6% male 

and 50.0% female patients. The following educational level was secondary school for men (22.9 

%), while women (35.7 %) had no education. 

Approximately 24 of the patients (38.7 %) had only COPD diagnosis in comparison with 36 

patients who had COPD together with another chronic condition (58.1%). The 23 COPD 

patients (37.1%) together with another chronic condition had hypertension, where 15 of them 

were men (31.3 %) and eight were women (57.1 %). Out of these 36 patients, six of them had 

several diseases (9.7 %), such as diabetes, cardiovascular disease, or other diseases, along with 

hypertension. See Table 1 under “several diseases”.  

Only one male patient (1.6%) had joined a COPD club. The majority of the patients (95.2 %) 

answered “No” when asked if they had received any health education, related to their COPD 

diagnosis in the past one year, with only three (4.8%) out of 62 participating patients that 

answered yes. These three patients had received information concerning their disease through 

the internet, television, or through their health care professional.  
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Table 1. Demographic background of the COPD patients. 

 Total (n= 62) Male (n=48) Female (n=14) 

N % Mean ± 

SD 

N % Mean ± 

SD 

N % Mean 

± SD 

Gender 62 100  48 77.4  14 22.6  

Age 

29-40 

41-60 

61-70 

71-80 

>80 

Missing 

 

1 

10 

15 

21 

14 

1 

 

1,6 

16.1 

24.2 

33.9 

22.6 

1.6 

71.15 

±  

11.33 

 

1 

8 

8 

19 

11 

1 

 

2.1 

16.7 

16.7 

39.6 

22.9 

2.1 

71.91 

± 

11.962 

 

 

2 

7 

2 

3 

 

 

14.3 

50.0 

14.3 

21.4 

68.57 

± 

8.74 

Marital status 

Single 

Married 

Divorced 

Widowed 

Others 

Missing 

 

2 

59 

 

 

 

1 

 

3.2 

95.2 

 

 

 

1.6 

  

2 

46 

 

4.2 

95.8 

 

  

 

13 

 

 

 

1 

 

 

92.9 

 

 

 

7.1 

 

Educational level 

No education 

Primary school 

Secondary school 

High school 

Undergraduate 

Postgraduate 

Missing 

 

13 

26 

12 

6 

 

 

5 

 

20.9 

41.9 

19.4 

9.7 

 

 

8.1 

  

8 

19 

11 

6 

 

 

4 

 

16.7 

39.6 

22.9 

12.5 

 

 

8.3 

  

5 

7 

1 

 

 

 

1 

 

35.7 

50.0 

7.1 

 

 

 

7.1 

 

Other chronic 

conditions 

Hypertension 

Diabetes 

Stroke 

Cardiovascular 

diseases 

Others 

No other disease 

Several diseases 

Missing 

 

 

23 

1 

1 

 

 

5 

24 

6 

2 

 

 

 

37.1 

1.6 

1.6 

 

 

8.1 

38.7 

9.7 

3.2 

  

 

15 

 

1 

 

 

5 

22 

3 

2 

 

 

 

31.3 

 

2.1 

 

 

10.4 

45.8 

6.3 

4.2 

  

 

8 

1 

 

 

 

 

2 

3 

 

 

57.1 

7.1 

 

 

 

 

14.3 

21.4 

 

Joined a COPD club 

Yes 

No 

Missing 

 

1 

60 

1 

 

1.6 

96.8 

1.6 

  

1 

46 

1 

 

2.1 

95.8 

2.1 

  

 

14 

 

 

100 

 

Received health 

education in the past 

1 year                              

Yes 

No 

 

 

 

3 

59 

 

 

 

4.8 

95.2 

 

 

 

 

 

 

 

3 

45 

 

 

 

6.3 

93.7 

  

 

 

 

14 

 

 

 

 

100 
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6.4 Data collection method  

A questionnaire was written and developed by co-supervisor Huynh Thi Phuong Hong, Lecturer 

at the Faculty of Nursing and Medical Technology at the University of Medicine and Pharmacy, 

Ho Chi Minh City, Vietnam, together with main supervisor Pranee Lundberg, Associate 

Professor of Department of Public Health and Caring Sciences at Uppsala University, Sweden 

(appendix II). The questionnaire was based on the manual for the Depression Anxiety and Stress 

scale (DASS) (Lovibond & Lovibond, 1995). Statements in the questionnaire were formed by 

using the Likert scale, whereas participants were asked to state how much they agree or disagree 

concerning the statement (Polit & Beck, 2010). The questionnaire used in this study was based 

on a standard questionnaire. The co-supervisor, along with the supervisor selected a standard 

questionnaire in part two and three for this study, due to its advantages. The questionnaire has 

already been quality tested (Ejlertsson, 2005). However, the DASS-42 has not been tested in 

Vietnamese before. 

 

The questionnaire consisted of three parts, where the first part covers the demographic 

background of the patient, the second part deals with health-related quality of life, and the third 

part covers the levels of depression, anxiety, and stress. The first part and the third part were 

used in this study. The first part takes gender, age and marital status, occupational and 

educational level into consideration, former health education in COPD, together with the 

patient’s additional chronic conditions. This part of the questionnaire consisted of 14 questions. 

The last part is based on DASS. The DASS is a self-assessing questionnaire that measures three 

negative emotional states; depression, anxiety, and stress. Many former questionnaires that 

assess mental state of the patient also assess somatic problems. The DASS does not include 

questions regarding somatic issues such as sleep disorders or loss of appetite, since these issues 

do not represent the patient’s current mental state. Therefore, the DASS is a good instrument 

for estimating the patient’s symptoms of depression, anxiety, and stress. However, it is not 

intended to be used as an instrument for diagnosing these conditions in a patient; a 

psychological assessment is still needed to diagnose for a mental disorder (Parkitny & 

McAuley, 2010; Psychology Foundation of Australia, 2013). 

 

The rating scale of DASS runs from 0-3, where the numbers indicate: 

0 did not apply to me at all. 

1 applied to me to some degree, or some of the time. 

2 applied to me to a considerable extent, or a good part of time. 
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3 applied to me very much, or most of the time.  

 

The DASS scale indicates how relevant these statements apply to the respondent over the past 

week. Section three consists of 42 questions. The questions that analyse depression are; 3, 5, 

10, 13, 16, 17, 21, 24, 26, 31, 34, 37, 38, and 42. Question analysing anxiety are statement; 2, 

4, 7, 9, 15, 19, 20, 23, 25, 28, 30, 36, 40 and 41. Statements for analysing the stress scale is; 1, 

6, 8, 11, 12, 14, 18, 22, 27, 29, 32, 33, 35 and 39. The total score from the different statements 

will determine the level of severity of the depression, anxiety and stress levels of the patient, 

ranging from normal to extremely severe (Lovibond & Lovibond, 1995).  

 

The questionnaire was translated into Vietnamese from English and has been translated 

forwards and backwards for face validity.  

 

6.5 Procedure 

The project was the collaboration between Uppsala University, Sweden, and University of 

Medicine and Pharmacy in Ho Chi Minh City, Vietnam. The thesis was conducted through the 

Minor Field Studies Scholarship, the Swedish Council of Higher Education. The study was a 

pilot study of the research project which the co-supervisor will carry out after completion of 

this study. 

 

The director of the hospital in Ho Chi Minh City was contacted by the co-supervisor, where 

application for permission to conduct the study was handed in. Co-supervisor contacted the 

head nurse of the ward where the study was performed. The patients received information about 

the study from the co-supervisor. The questionnaire was interviewed by the co-supervisor in 

Vietnamese for data collection, to help relieve the patient during participation. Many of the 

patients were too weak to read and write the questionnaire by themselves. The co-supervisor 

checked the wards medical journals daily to see if there was any new COPD patients admitted 

to the ward. 

 

Due to a delay from the ethical committee, data collection was postponed one week. A larger 

study population was intended, but because of time limitations and a hectic working 

environment, resulted in a population group consisting of 62 patients in total in this study. The 

respondents received both written and oral information concerning the study. When the patient 

agreed to participate, he or she received a letter of consent, where agreement of participation 
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was accepted by the patient's signature. The answered questionnaires were kept in a folder. 

After filling out the questionnaire each patient received soap for their participating in the study. 

Only the authors and the co-supervisor were able to see and process the results. The authors, 

along with co-supervisor were present at all times during data collection. The time to fill in the 

questionnaire was approximately 15 minutes.  

 

6.6 Data analysis 

The analysis was conducted using the statistical program, The Statistical Package of the Social 

Sciences (SPSS).  

 

The first part of the questionnaire consisted of personal information concerning socio- 

demographic data. Descriptive data was used to present the socio-demographic answers by 

coding the questions into numbers and analysing them in the SPSS program. 

Question 7 was answered by receiving information through the patient journals. The questions 

from the first part were chosen for their relevance to this study. The questions processed from 

the first part were 1, 2, 3, 4, 8, 13, and 14. See table 1.  

 

The third part was processed by using DASS. To analyse research question 1,” What levels of 

depression, anxiety, and stress can be seen in patients with COPD?” a calculation was made by 

summing up the scores from each question. The total score placed the respondent into the 

severity rating index below. See Table 2. Further it was coded in as (1=Normal, 2=Mild, 3= 

Moderate, 4= Severe, and 5= Extremely severe) in the SPSS programme. 

 

Table 2: Severity- rating index 

 Depression Anxiety Stress 

Normal 0-9 0-7 0-14 

Mild 10-13 8-9 15-18 

Moderate 14-20 10-14 19-25 

Severe 21-27 15-19 26-33 

Extremely Severe 28+ 20+ 34+ 

 

To analyse research question 2, “is there a difference between male and female patients 

suffering with COPD in depression, anxiety and stress?”, and research question 3, “is there a 
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difference between patients with only COPD diagnosis and those with COPD together with 

other chronic conditions in levels of depression, anxiety, and stress?” a non- parametric test 

was used. The aim was to investigate the differences between two independent variables at the 

same time, and the sample was small (N=62) therefore, a Mann-Whitney U-test was chosen 

(Polit & Beck, 2010). The p -value was set to p ≤ 0.05. The results are presented in text and in 

tables/diagrams.   

 

7. ETHICAL CONSIDERATION 

The ethical committee at the University of Medicine and Pharmacy in Ho Chi Minh City 

received the questionnaire along with the project plan and aim of study. The documents were 

submitted by co-supervisor Huynh Thi Phuong Hong before the author’s arrival to Vietnam. 

After approval from the ethical committee, additionally copies were sent to the Director of Cho 

Ray Hospital and the Head of the respiratory ward for approval to carry out data collection at 

the ward.  

 

Participation was optional and voluntary, with all answers being confidentially handled and was 

only processed by the authors along with the co-supervisor. The fact that every participant 

interpreted the questions based on his or her individual background and experiences, may lead 

to that some questions could be sensitive to answer for the patient. The patient could at any time 

resign their participation without any questions being asked or any consequences (CODEX, 

2013). After completion of the study, the questionnaires were handed back to the co-supervisor 

and were later destroyed after finishing the final study. There was no possibility to carry out the 

interviews in a private area, due to the heavy patient load at the ward, with two patients in each 

hospital bed, along with a number of relatives in the near vicinity. The International Council of 

nurses (ICN) code of ethics was used throughout the performance of the study, to respect and 

secure the patients integrity and personal dignity as well as autonomy.   
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8. RESULTS 

8.1 Levels of depression, anxiety and stress among patient with COPD 

In all sublevels in DASS, 55 (88.8 %) patients showed symptoms of depression (figure 1), 58 

(93.5%) patients presented symptoms of anxiety (figure 2), and 34 (54.8%) presented symptoms 

of stress (figure 3), all range from mild to extremely severe levels. See figures 1, 2 and 3. Six 

patients (9.7%) of the 62 COPD patients participating showed no symptoms of depression. 

About 21 of the patients (33.9%) presented extremely severe levels, and the following results 

were 18 (29.0%) and 12 (19.4%) for moderate and severe depression, respectively. 

Approximately 37 of the patients (59.7%) ended up in the extremely severe category in levels 

of anxiety. Ten patients (16.1%) presented moderate and nine patients (14.5%) showed severe 

symptoms of anxiety. 

 

Concerning levels of stress, 27 (43.5%) patients reported no stress. None of the participants 

presented levels of extremely severe stress. Sixteen (25.8%) and 15 (24.2%) reported moderate 

and mild levels of stress respectively. See table 3. 

 

 

 

 

 

 

 

 

 

 

                                                                                                                

Fig. 1 Symptoms of depression among COPD patients. 

 

 

 

6,5

29

19,4

33,9

Symptoms of 
Depression

mild moderate severe extremely severe

Total:88.8 % 
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Fig. 2 Symptoms of anxiety among COPD patients. 

 

 

Fig. 3 Symptoms of stress among COPD patients. 

 

Table 3. Levels of depression, anxiety, and stress among patients with COPD. 

Level of severity Depression Anxiety Stress 

 N % N % N % 

Normal 6 9.7 3 4.8 27 43.5 

Mild 4 6.5 2 3.2 15 24.2 

Moderate 18 29.0 10 16.1 16 25.8 

Severe 12 19.4 9 14.5 3 4.8 

Extremely severe 21 33.9 37 59.7 0 0 

Total 61 98.4 61 98.4 61 98.4 

Missing 1 1.6 1 1.6 1 1 

Total 62 100 62 100 62 100 

Note: N= numbers of participants, % = percentage. 

3,2
16,1

14,5
59,7

Symptoms of 
Anxiety

mild moderate severe extremely severe

24,2

25,8

4,8 0
Symptoms of Stress

mild moderate severe extremely severe

Total:93.5% 

Total:54.8% 
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8.2 Differences between male and female patients in levels of depression, anxiety and 

stress 

The results of the differences between male and female patients are shown in Table 4. 

No statistical significant difference could be seen between male and female participants (p = 

0.064) in levels of depression. In levels of severity for depression, none of the females studied 

presented normal or mild levels, while the male population showed 12.5% and 8.3% in the same 

severity range, respectively. Seven female participants (53.8%) ended up in the extremely 

severe levels of depression while these levels were lower in the male population, with 14 male 

participants (29.2%).  

 

Concerning anxiety, a statistically significant difference (p= 0.002) between male and female 

participants was shown; female patients reported more anxiety than male patients. All of the 

female participants (100%) presented extremely severe levels in anxiety, in comparison with 

24 male patients (50.0%) in the same severity level. Only three male participants (6.3%) showed 

no signs of anxiety. 

 

There was no statistical significant difference between male and female participants (p= 0.199) 

concerning stress. Five of the females (38.5%) studied showed no symptoms of stress, while 

the same for men was 22 (45.8%). Three female (23.1%) patients presented severe levels of 

stress, while this was null (0%) in the male patients. No male and female participants showed 

symptoms of extremely severe levels of stress. 
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Table 4. Differences between male and female levels of depression, anxiety, and stress. 

Note: p ≤0.05 = significant difference. 

 

8.3 Differences between patients with only COPD and patients with COPD together with 

other chronic conditions in levels of depression, anxiety, and stress 

The results are shown in Table 5. There was no statistically significant difference between 

patients with only COPD diagnosis and patients with COPD together with other chronic 

conditions concerning levels of depression (p= 0.892), anxiety (p = 0 0.091), or stress 

(p=0.644).  

 

Three patients (12.5%) with COPD diagnosis alone and three patients (8.6%) with COPD with 

additional chronic condition showed no levels of depression. In the extremely severe range, 

patients with only COPD presented a higher percentage (37.5%), in comparison with the 

patients with an additional chronic illness (31.4%).  

 

 Depression Anxiety Stress 

 Male Female Male Female Male Female 

Severity n % n % n % N % n % N % 

Normal 6 12.5 0 0 3 6.3 0 0 22 45.8 5 38.5 

Mild 4 8.3 0 0 2 4.2 0 0 13 27.1 2 15.4 

Moderate 14 29.2 4 30.8 10 20.8 0 0 13 27.1 3 23.1 

Severe 10 20.8 2 15.4 9 18.8 0 0 0 0 3 23.1 

Extremely 

severe 

14 29.2 7 53.8 24 50.0 13 100 0 0 0 0 

Total (N) 48 100 13 100 48 100 13 100 48 100 13 100 

Mean rank 28.90 38.77 27.75 43.00 29.57 36.27 

z-value -1.850 -3.132 -1.286 

p-value 0.064 0.002 0.199 
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Anxiety in patients with COPD diagnosis alone, showed a higher percentage in all levels of 

severity, except for in the extremely severe group, where these patients presented a lower 

percentage (45.8%) in comparison with patients with additional disease (68.6%).                                

41.7% showed no symptoms of stress in patients with only COPD, in comparison with COPD 

patients with additional chronic condition (48.6%). None of the patients in both groups showed 

extremely severe levels of stress.  

 

 

Table 5. Differences between patients with only COPD and patients with COPD together 

with other chronic conditions in levels of depression, anxiety, and stress. 

Note: p ≤0.05 = significant difference.                                                               

 

 

 

 Depression Anxiety Stress 

 Only 

COPD 

Additional 

to COPD 

Only 

COPD 

Additional 

to COPD  

Only 

COPD 

Additional 

to COPD 

Severity n % n % N % N % N % n % 

Normal 3 12.5 3 8.6 2 8.3 1 2.9 10 41.7 17 48.6 

Mild 2 8.3 2 5.7 1 4.2 1 2.9 6 25.0 8 22.9 

Moderate 7 29.2 11 31.4 5 20.8 5 14.3 7 29.2 8 22.9 

Severe 3 12.5 8 22.9 5 20.8 4 11.4 1 4.2 2 5.7 

Extremely 

severe 

9 37.5 11 31.4 11 45.8 24 68.6 0 0 0 0 

Total (N) 24 100 35 100 24 100 35 100 24 100 35 100 

Mean rank 29.65 30.24 25.96 32.77 31.17 29.20 

z-value - 0.136 - 1.692 - 0.462 

p-value 0.892 0.091 0.644 
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9. DISCUSSION 

More than two thirds of the COPD patients (88.8%) showed symptoms of depression, 93.5% 

showed symptoms of anxiety, and 54.8% showed symptoms of stress, ranging from levels of 

mild to extremely severe. Approximately 33.9 % of the patients showed levels of extremely 

severe depression, while 59.7% presented levels of extremely severe anxiety. None of the 

participants showed levels of extremely severe stress. There was a statistical significant 

difference between male and female COPD patients concerning anxiety, where all female 

participants (100%) presented extremely severe levels of anxiety. No statistical significance 

could be seen in depression or stress between men and women. Similarly, a statistical 

significance could not be seen between patients with only COPD diagnosis and patients with 

COPD with additional chronic conditions, concerning levels of depression, anxiety, and stress.   

 

9.1 Result discussion 

9.1.1 Levels of depression, anxiety and stress                                                                                            

The results from this study indicate that the prevalence of depression, anxiety and stress is in 

fact, relatively high in the studied patient group. This is a great number in comparison with 

earlier studies concerning depression and anxiety (Chavannes et al., 2005; Tetikkurt et al., 2011; 

Janssen et al., 2010). Tetikkurt et al. (2011) found that 41.7% and 46.7 % of the studied patients 

presented symptoms of depression and anxiety, respectively. Further, Janssen et al. (2010) 

research revealed that 41.8% of the participants experienced either depressive and/or anxious 

symptoms.  

 

Out of 62 patients, 59 were married. During the time of hospitalization; these patients had a 

social network consisting of husbands, wives, and other family members to help the patient 

with personal hygiene. This could constitute a good support system for the patient, with a good 

social network during time of illness and hospitalization. Bratås and co-workers (2010) 

emphasized that psycho-social support during rehabilitation can be of importance. However, 

our results demonstrate that despite the support from relatives at the ward, a large number of 

participants show severe symptoms of depression, anxiety, and stress. These results indicate 

that this patient group is in need of more psychological help and support from healthcare 

professionals during their hospital stay. Cleland and co-workers (2007) also found that all 

COPD patients, not only those with a severe COPD diagnosis, should be assessed and treated 
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for depression and anxiety. A study has also shown that a nursing led psychological intervention 

program for COPD patients resulted in a decrease in symptoms of both depression and anxiety 

among this patient group (Lamers et al., 2010). This demonstrates that an intervention program 

might be useful among COPD patients in HCMC.  

 

Physical activity and relaxation techniques are effective methods for stress relieve and can help 

relieve symptoms of depression (Anxiety and Depression Association of America, n.d.). 

However, due to the heavy patient load, leaving the nurse with too many patients to take care 

of, there was not enough time for helping the patients with symptom relieve for COPD, along 

with helping them with depression, anxiety, and stress relieve.  

 

The nurse has an important role in the care of the COPD patient, and it is important that she has 

up–to-date knowledge and information concerning the disease, and hence works as a good 

source of information for the patient (Carlberg & Johansson, 2006). Evidence shows that COPD 

patients often do not have good understanding concerning their diagnosis and how they should 

practise their self-care (Hopkinson, 2014). In this study, only three patients had received health 

information concerning their COPD diagnosis during the past year. Only one of these patients 

had received information from their health care professional, which furthermore indicates that 

information and education is lacking in this patient group. Several studies have shown that 

psychological distress can be reduced through a rehabilitation program for patients suffering of 

COPD (Walters et al., 2013; Tselebis et al., 2013). Increased information and education 

concerning COPD can help reduce the prevalence of depressive symptoms after rehabilitation 

(Bratås et al., 2010). This suggests that a rehabilitation program could be of relevance for our 

studied patients. 

 

In the 61 patients studied, none showed extremely severe symptoms of stress. Nevertheless 54.8 

% showed symptoms for stress, ranging from levels of mild to severe. These results are in 

agreement with earlier studies where it has been indicated that stress levels among this patient 

group during ongoing treatment for exacerbation is high (Andenæs et al., 2006). Lu et al. (2012) 

emphasized that stress on a daily basis is associated with increased depressive symptoms, which 

may lead to a reduced quality of life for these patients. Our patients’ perceived stress might 

have increased their depressive symptoms. Earlier research mentions how stressed people can 

increase the patient´s stress levels (Ek, 2010).  
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9.1.2 Differences between male and female patients in depression, anxiety and stress                                                                 

Most females showed severe symptoms for depression and anxiety. All female participants 

showed extremely severe levels of anxiety, while male participants only exhibited 50% in the 

same sub-level. Earlier studies have revealed that depressive and anxious symptoms are 

common in patients with COPD, and that these levels are higher amongst female patients 

(Chavannes et al. 2005; Janssen et al., 2010¸ Marco et al., 2006). One can therefore conclude, 

as recent studies indicate, along with additional results from this study, that female gender is in 

fact associated with increased anxiety and depressive symptoms.  

Kaur and co-workers (2013) revealed that there was a significant difference between male and 

female diabetic patients concerning depression, anxiety, and stress in Malaysia. The results also 

indicated that the female patients were 1.4 times more likely to present depressive symptoms 

compared to male patients. Significant contributors for anxiety and stress were found to be 

female gender. Our results differ slightly from Kaur et al. (2013), in that a significant difference 

between male and female patients could only be seen in anxiety. This can be because of different 

populations examined, and also that the sample size of our study was much smaller than their 

sample size of almost 2500 participants. 

Tran, Tran, and Fischer (2013) examined adult women with young children in rural provinces 

in northern Vietnam, to observe their levels of depression and anxiety. The results indicated 

that depression and anxiety is an occurrence among these women, where results were obtained 

after interviewing the participants with DASS-21 and then validate the results through a 

psychiatrist administered Structured Clinical Interview for DSM- IV. As mentioned in setting, 

the hospital where our study took place admits mostly patients from rural areas where resources 

and healthcare is constrained for the lower middle-class. This might have influenced the female 

participants’ levels of depression and anxiety in our study, which were very high. It is shown 

that lower income households in Vietnam spend a lot of money on healthcare when needed, and 

sometimes need to borrow money to be able to pay for their healthcare. Also poorer households 

are more likely to not seek healthcare because of financial reasons (Khe et al., 2002). 

 

American Psychological Associations (2012) report shows that women are often better at 

demonstrating symptoms of stress than men, and also report higher levels of stress. These 

tendencies can also be seen in the result of this study. Almost half of the male participants had 

no symptoms of stress, while 38.5% of the female participants showed no symptoms of stress. 
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However, 23.1% of women ended up in the severe level, where no male participants were 

reported. This suggests that men do not present as high stress levels as women. 

 

9.1.3 Patients’ with only COPD diagnosis and patients with COPD diagnosis together with 

other chronic conditions in levels of depression, anxiety, and stress     

There was no statistical significance between patients with only COPD diagnosis and patients 

with COPD, together with additional chronic conditions concerning levels of depression, 

anxiety, and stress. Patients with COPD together with other chronic conditions revealed higher 

percentage in both depression and anxiety; on the other hand, patients with only COPD 

diagnosis reported increased symptoms of stress. This is very interesting results. Nevertheless, 

there is not any earlier research conducted on COPD patients with additional chronic conditions 

to be able to see a connection or draw conclusions based on our results and our patient group.  

 

The result concerning depression is in agreement with earlier research conducted by Moussavi 

et al. (2007), which present higher levels of depression in patients suffering from one or several 

chronic diseases. Still, their research was not conducted on COPD patients; nevertheless, 

conclusions can be drawn in patients with chronic conditions. Furthermore, National Institute 

of Mental Health (n.d) indicated that patients suffering from a depression, along with additional 

medical conditions, tend to have more severe symptoms in both their depression and medical 

illness. Katon and Kroenke (2007) revealed in their study that improvement in depression can 

decrease somatic symptoms.  

 

Gooma et al. (2013) studied tinnitus patients and their levels of depression, anxiety and stress. 

Their results present high levels of psychological distress in patients suffering from a chronic 

condition. 84% of the patients suffered from depression, 86% from anxiety, and 73% presented 

stress. These results are similar to ours, in that both patient groups presented high levels in 

depression, anxiety, and stress. Patients with only COPD diagnosis presented 87.5% in 

depression and 91.6% in anxiety, ranging from mild to extremely severity. In stress, the patients 

showed lower percentage, where 58.5% presented symptoms of stress. Results from both 

studies presented high levels of psychological distress in patients with chronic conditions.  

 

The prevalence of anxiety in our study was more than that of depression and stress among 

COPD patients studied. Kaur and co- workers (2013) found that among patients with diabetes 

Type II, 11.5 % of the patients presented symptoms for depression, 30.5 % for anxiety, and 12.5 
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% for stress. These findings do not correspond to our results, where COPD patients presented 

much higher results in levels of depression, anxiety, and stress. The high levels of anxiety 

among COPD patients could be caused by difficulties breathing, which are associated with 

feelings of anxiety among this patient group (Sorknaes, 2002). 

 

9.2 Method discussion  

Earlier research concerning COPD patients’ levels of depression, anxiety, and stress in HCMC, 

Vietnam is very poor, and additional research was desirable. Therefore this quantitative study 

was used to investigate the levels of depression, anxiety and stress in COPD patients. A 

quantitative method with descriptive and comparative cross- sectional design with 

questionnaires was suitable because it is time effective and for the wish to observe a specific 

phenomenon during a certain period in time (Eliasson, 2006; Polit & Beck, 2010).  

A nonprobability consecutive sampling was chosen due to an accessible patient group that met 

the inclusion criteria over a specific period, therefore the authors wished to have as many 

participants as possible during the time of data collection. By using consecutive sampling, 

effects of bias could be reduced, since all patients were invited to participate. A risk, however, 

by choosing this sample method, is that the sample can be influenced by seasonal and time-

specific phenomenon. Due to limited time of data collection the reliability could have been 

affected. Two days of data collection consisted of national holiday, where no admissions of 

patients took place at the ward. This could have affected the number of participants, since if 

data collection would have taken place during working days, more patients could be invited, 

and hence, the sample could have been greater and resulting in a different outcome (Polit & 

Beck, 2010).  

The questions in the first part of the questionnaire were tested for the first time, since the study 

was a pilot. The strength of this study is the use of the DASS, which is considered to be a good 

instrument for measuring symptoms of depression, anxiety, and stress. It has high reliability 

and validity as a standard questionnaire, and measures what it is intended to assess (Crawford 

& Henry, 2003; Niuwenhuijsen, 2003; Covic, et al., 2012; Edimansyah, et al., 2008). DASS 

has been translated to over 25 languages (Parkitny & McAuley, 2010). Since the questionnaire 

was translated backward and forward from English to Vietnamese, the questions of DASS- 42 

were tested for the first time in Vietnamese in COPD patients. This could have affected the 

validity and the reliability, even though it is a standard questionnaire because of ethical and 



26 
 

cultural differences. Still, the authors believe the results would look similar if the study would 

be replicated by asking COPD patients during an exacerbation. 

Numerous patients were too weak to read and write the questionnaire by themselves, but wished 

to participate. Co-supervisor Huynh Thi Phuong Hong, interviewed and helped the patient in 

filling out the questionnaire in Vietnamese. The questions asked could have been considered 

sensitive for the patient. Hence, the reliability could have been affected due to the help the 

patient was given, and because of its sensitive questions. Still, the authors believe interviewing 

was the most effective method for investigate this patient group. 

 

The ethical environment for carrying out the study was not optimal due to circumstances at the 

ward, such as the number of patients in one room, having family members present and sharing 

the bed with another patient. Privacy was not an option, due to a noisy and stressful atmosphere. 

These circumstances could disturb the outcome of their answers and could have affected the 

reliability, whether the patient answered truthfully.   

Because of the small sample of participants and differences in number of male and female 

participants, the result could not be generalized to all COPD patients, and results in an 

insufficient external validity. An equal balance between men and women was desirable to 

acquire a more representative sample that is normally distributed. Heterogeneity could have 

represented the studied group in a more reliable way. The internal loss was one participant who 

did not complete all questions. Having one internal loss should not have affected the results 

significantly. Reasons could have been the patient’s undesired wish to answer the questions, or 

that the specific questions asked were considered sensitive and private. 

Fan et al. (2007) indicate that depression is common in patients diagnosed with severe COPD. 

Factors, such as COPD severity and FEV₁ values could not be retrieved during data collection. 

It would have been desirable to observe these values and investigate whether COPD severity 

caused an increase in symptoms of depression, anxiety, and stress among these patients.  

 

9.3 Nursing theory  

Knowledge about COPD among the studied participants is poor. Therefore, the nurse plays an 

important role in helping the patient learn, discover, and satisfy her own normal development 

and health (Kirkevold, 2000).  
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Difficulty breathing is associated with anxiety (Sorknaes, 2002). 59.7 percent of all participants 

studied showed extremely severe symptoms of anxiety. For that reason, a comfortable posture 

during daily activities to help symptom relieve during difficulty breathing is of importance for 

this patient group, which Henderson’s nursing theory also stresses (Kirkevold, 2000). These are 

all activities of great relevance for a patient suffering with COPD and should be taken into 

consideration during treatment of the patient. 

Virginia Henderson’s nursing approach is an applicable nursing theory for this patient group. 

Her theory stresses the nurse’s role when the patient is too limited to take care of herself 

(Kirkevold, 2000). In this way, the nurse can help relieve the levels of anxiety that the patient 

feels during difficulty breathing, and work as a support system when she shows symptoms of 

depression and stress. 

9.4 Clinical implication 

Results indicate that COPD patients show symptoms of depression, anxiety, and stress. 

Although the sample is small, conclusions can be drawn, and a need for an intervention program 

for this patient group needs to be executed in order to offer better healthcare.  

Information concerning COPD is poor in HCMC, and with this study, the authors wish to 

highlight this problem, so that hopefully, in the future, nurses should give health care education 

and adequate information regarding COPD and self-care, to help ease symptoms of depression, 

anxiety, and stress in this patient group.  

Further studies would be of relevance to examine how levels of depression, anxiety, and stress 

affect patients with COPD, and how these levels might change during a period of time, to be 

able to get additional information on what factors that can cause a change in these levels.  Also 

questions concerning the patients’ smoking habits and history of smoking could be of relevance, 

to observe whether the COPD diagnosis was caused by smoking or something else. More 

research is desirable in this field of study and in this part of the world.  

10. CONCLUSION                                                                                                       

Results of this study indicate that levels of depression, anxiety, and stress is very high among 

COPD patients in HCMC, Vietnam. There was no statistical significant difference between 

male and female COPD patients studied in levels of depression and stress, however, a statistical 

significance (p= 0.002) was prevalent in anxiety. Information concerning COPD is poor among 
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patients with the diagnosis, hence, more information and knowledge concerning COPD should 

be offered.  
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13. Appendix 

13.1 Appendix I 

Letter of information.  

 

 

      INFORMATION TO PARTICIPANT 

 

Hello!  

 

We are two students currently studying at the nursing program at Uppsala University, 

Sweden. This semester we are here in Ho Chi Minh City as part of an exchange study to write 

our bachelor thesis in nursing. We would very much appreciate if you would take the time to 

answer this questionnaire concerning your health related to your chronic obstructive 

pulmonary disease diagnosis [COPD]. It will take about 15- 20 minutes to complete the form.  

 

The following questions concern your COPD. We would like to point out that participation is 

entirely voluntary; all information collected will be treated confidentially, and your answers 

will only be processed by the authors together with the co-supervisor. You may at any time 

cancel your participation, no questions will be asked.  

 

The purpose with you filling out this form is to improve the knowledge of how depression, 

anxiety and stress affects your COPD.  

 

If you have any questions, please do not hesitate to contact us personally or by mail. 

Emma Fridner: emfridner@gmail.com 

Alia Kashani: kashani.alia@gmail.com 

Thank you once again for your participation! 

Kind regards, Emma Fridner    Alia Kashani        Huynh Thi Phuong Hong       

mailto:emfridner@gmail.com
mailto:kashani.alia@gmail.com
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13.2 Appendix II. Depression, anxiety and stress among patients with Chronic 

Obstructive Pulmonary Disease Questionnaire. 

Section I and III.  

 

Health-related quality of life, depression, anxiety and stress among patients 

with chronic obstructive pulmonary diseases 

 

The aim of this study is to examine health-related quality of life, depression, anxiety and 

stress among patients with chronic obstructive pulmonary disease (COPD) in Ho Chi Minh 

City, Vietnam. Your participation is voluntary to answer the following questionnaire. Your 

answers will be confidential. The result will be used to develop an intervention program for 

health education to the patients.  

 

SECTION I 

This section asks for your personal information. Please answer every question by 

selecting the answer as indicated or filling the blank. 

 

1. Gender 

 Male   Female 

2. Age …………………….. years old 

3. Marital status 

 Single   Married   Divorced  

 Widowed   Others, please specify …………………………… 

4. Educational level 

 No education  Primary school  Secondary school 

 High school  Undergraduate  Postgraduate 

5. Occupation …………………………....................................................................................... 

6. Living place ………………………………………………………………………………….. 

7. Respiratory functional parameter (FEV1/FVC) ……………………………………………... 

8. Other chronic conditions (please mark according to your conditions) 

 Hypertension  Diabetes   Stroke 

 Cardiovascular diseases  Others, please specify ……………....................... 

9. Weight …………………………………. (kg) 

10. Height …………………………………..(cm) 
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11. During the past 1 year, how many times did you admit to the hospital due to exacerbation 

of COPD? ………………………………………………………………………………………. 

12. When was your last time of admitting to the hospital due to exacerbation of COPD? 

………………………………………………………………………………………………….. 

13. Have you ever joined any COPD club? 

  No  Yes, if “yes” how long have you joined the club?  …………… 

14. Have you ever received any health education related to COPD in the past 1 year? 

 No  Yes 

     If “Yes” please answer the following questions. 

     Where did you receive this health education? 

 Hospital   Health care center  

 COPD club  Others, please specify …………………………… 

     Who provided this health education? 

 Physician   Nurse  Others, please specify ……………... 

     Are you satisfied with the health education you have received? 

 No  Yes 
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SECTION III 

This section asks for your views about your depression, anxiety and stress. Please read 

each statement and circle the number 0, 1, 2 or 3 which indicates how much the 

statement applied to you over the past week. There are no right or wrong answers.  

 

 

The rating scale is as follows: 

0 Did not apply to me at all 

1 Applied to me to some degree, or some of the time 

2 Applied to me to a considerable degree, or a good part of time 

3 Applied to me very much, or most of the time 

I found myself getting upset by quite trivial things 0 1 2 3 

I was aware of dryness of my mouth 0 1 2 3 

I couldn't seem to experience any positive feeling at all 0 1 2 3 

I experienced breathing difficulty (eg, excessively rapid breathing, 

breathlessness in the absence of physical exertion) 

0 1 2 3 

I just couldn't seem to get going 0 1 2 3 

I tended to over-react to situations 0 1 2 3 

I had a feeling of shakiness (eg, legs going to give way) 0 1 2 3 

I found it difficult to relax 0 1 2 3 

I found myself in situations that made me so anxious I was most 

relieved when they ended 

0 1 2 3 

I felt that I had nothing to look forward to 0 1 2 3 

I found myself getting upset rather easily 0 1 2 3 

I felt that I was using a lot of nervous energy 0 1 2 3 

I felt sad and depressed 0 1 2 3 

I found myself getting impatient when I was delayed in any way (eg, 

lifts, traffic lights, being kept waiting) 

0 1 2 3 

I had a feeling of faintness 0 1 2 3 

I felt that I had lost interest in just about everything 0 1 2 3 

I felt I wasn't worth much as a person 0 1 2 3 

I felt that I was rather touchy 0 1 2 3 

I perspired noticeably (eg, hands sweaty) in the absence of high 

temperatures or physical exertion 

0 1 2 3 
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I felt scared without any good reason 0 1 2 3 

I felt that life wasn't worthwhile 0 1 2 3 

I found it hard to wind down 0 1 2 3 

I had difficulty in swallowing 0 1 2 3 

I couldn't seem to get any enjoyment out of the things I did 0 1 2 3 

I was aware of the action of my heart in the absence of physical 

exertion (eg, sense of heart rate increase, heart missing a beat) 

0 1 2 3 

I felt down-hearted and blue 0 1 2 3 

I found that I was very irritable 0 1 2 3 

I felt I was close to panic 0 1 2 3 

I found it hard to calm down after something upset me 0 1 2 3 

I feared that I would be "thrown" by some trivial but unfamiliar task 0 1 2 3 

I was unable to become enthusiastic about anything 0 1 2 3 

I found it difficult to tolerate interruptions to what I was doing 0 1 2 3 

I was in a state of nervous tension 0 1 2 3 

I felt I was pretty worthless 0 1 2 3 

I was intolerant of anything that kept me from getting on with what I 

was doing 

0 1 2 3 

I felt terrified 0 1 2 3 

I could see nothing in the future to be hopeful about 0 1 2 3 

I felt that life was meaningless 0 1 2 3 

I found myself getting agitated 0 1 2 3 

I was worried about situations in which I might panic and make a 

fool of myself 

0 1 2 3 

I experienced trembling (eg, in the hands) 0 1 2 3 

I found it difficult to work up the initiative to do things 0 1 2 3 

 

Thank you for your participation! 

 

 

 


