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ABSTRACT

Title: Quality of Life in chronic Obstructive Pulmonary
Disease

Author: Kathryn Lynn Anderson

Approved:

Carol S. Burckhardt, R.N., Ph.D., Associate

Professor, Department of Mental Health Nursing.

Research Advisor

This cross-sectional, observational study sought to
identify factors influencing quality of life in chronic
obstructive pulmonary disease (COPD), and to identify
intervening variables that mediated the effects of these
factors on life quality. Using a framework derived from the
stress, coping, and adaptation theory of Lazarus and Folkman
(1984), variables were placed in a proposed model of quality
of life in COPD. The major study hypotheses were that
demographic (age, socioeconomic status) and disease (disease
severity, dyspnea, and functional status) variables would
have only indirect effects on quality of life, and that the
mediating variables (depression, anxiety, self-esteem,
dispositional optimism, and social support) would have
direct effects on quality of 1life.
A sample of 126 patients (mean age = 68.1 * 7.4 yrs.;

54.8% female; 96.8% Caucasian) with COPD (FEV,% M = 39.52 %
14.49) was recruited from a large private medical specialty

practice. Subjects completed a brief interview and a
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written questionnaire, and performed a 6—minute walk test.
If results of spirometry were not available within the
previous 12 months, simple spirometry was also performed.
Data were analyzed using path analysis, with standardized
path coefficients judged to be significant at a« = .05.

The model explained 53% of the variance in quality of
1ife. The major study hypotheses were partially supported.
Three mediating variables (depression, self-esteem, and
social suppbrt) and one antecedent variable (age) had direct
effects on quality of life. Two antecedent variables,
disease severity and functional status, had significant
total, though indirect effects on}quality of life.

These findings are in agreement with those of
Burckhardt (1985), who found that psychosocial variables
mediated the relationships between disease and demographic
variables and quality of life in arthritis patients. The
findings suggest that nurses in clinical practice with COPD
patients must attend to the psychosocial aspects of care,
particularly when little improvement is possible in the
physiologic state of the patient. Specifically, nurses must
develop interventions to enhance self-esteem and improve

perceived social support in COPD patients.
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CHAPTER 1
Introduction

Interest in how people perceive the quality of their
lives has grown in recent years as a result of several
factors. Life expectancy has increased, accompanied by a
greater prevalence of chronic illnesses among those living
longer. Quality of life concerns have also expanded with
the development of aggressive new therapies that can have
significant adverse effects, and the recognition that some
people will choose to forego life-extending treatment if
they believe their life quality will be significantly
reduced by it (Levine, 1990). Thus, health care providers
have become increasingly concerned not only with continuing
to extend the number of years of life, but also with helping
people maintain or improve the quality of those years
(Lawton, 1991).

Chronic Obstructive Pulmonary Disease

One chronic illness that has the potential to affect
quality of life adversely is chronic obstructive pulmonary
disease (COPD). COPD is defined by the American Thoracic
Society ([ATS], 1987b) as "a disorder characterized by
abnormal tests of expiratory flow that do not change
markedly over periods of several months observation" (p.
235). Reductions in forced vital capacity (FVC), forced
expiratory volume in the first second of the FVC (FEV,), and

FEV,/FVC ratio all provide evidence of airflow obstruction



(West, 1987). COPD consists primarily of emphysema or
chronic bronchitis, or a combination of these two disease
entities in the individual patient. There may be a degree
of reversibility to the airflow obstruction not unlike that
which occurs in asthma.

The hallmark of COPD is dyspnea, a distressing symptom
that can lead to severe functional limitation and to the
psychological consequences of anxiety and depression
(Dudley, Glaser, Jorgenson, & Logan, 1980a; West, 1987).
Airway irritation, with subsequent hyperplasia of mucous
glands and excessive mucus production, results in a
productive cough. In the late stages of the disease,
ventilation-perfusion abnormalities often result in
hypoxemia and, in some cases, hypercapnia (ATS, 1987b; West,
1987) .

COPD is a leading cause of morbidity and mortality in
the United States, affecting approximately 13.4 million
individuals, and resulting in almost 75,000 deaths each year
(American Lung Association, 1987). COPD develops over a
period of 20 or more years of cigarette smoking, and has a
long asymptomatic period and a duration of many years, so
that advanced COPD is primarily a problem of older people.

Quality of Life

Quality of life is the subjective perception of
satisfaction with life in domains of importance to the

individual (Oleson, 1990). The domains identified by



Flanagan (1978) were adopted for this study: physical and
material well-being; relations with other people; social,
community, and civic activities; personal development and
fulfillment; and recreation. A sixth domain, independence,
was also included in the definition of quality of life
because the ability to maintain independence has been
identified as an important dimension of life quality in
older people (Williams, 1990) and in those with chronic
illnesses (Burckhardt, Woods, Schultz, & Ziebarth, 1989).

Previous Research

Both the symptoms of COPD and responses to the disease
have been linked to reduced life gquality in previous
research (Brown, Rawlinson, & Hilles, 1981; McSweeny, Grant,
Heaton, Adams, & Timms, 1982; Moody, McCormick, & Williams,
1990, 1991; Prigatano, Wright, & Levin, 1984; Schrier,
Dekker, Kaptein, & Dijkman, 1990). Numerous studies have
sought to identify factors that predict quality of life in
COPD patients, including variables related to disease
severity, functional impairment, and psychosocial status.
Some investigators have concluded that although variables
related to disease severity and functional impairment do
influence quality of life, the psychological and social
variables must mediate their influence, since there is wide
variability in individual ratings of life quality despite
similar disease and demographic characteristics among

patients (McSweeny et al., 1982; Schrier et al., 1990).



Clinical Observations

Clinical observations made by the investigator while
working with COPD patients demonstrated that despite
objectively similar disease characteristics (i.e.,
expiratory flow rates, arterial blood gas values, and
symptom severity), people responded in a variety of ways to
the challenges posed by the disease. These observations
suggested that it was not the disease itself, but rather
some psychological characteristics residing within
individual patients that determined how quality of life was
perceived. This hypothesis was in agreement with the
suggestions made by the researchers described above, and
with them, led to the development of the theoretical model
tested in this study.

Theoretical Framework

The suggestion that psychosocial variables mediate the
relationships between disease and demographic factors and
quality of life in COPD is consistent with the cognitive
theory of stress and coping put forth by Lazarus and Folkman
(1984). These theorists have suggested that stress resides
not within an event or encounter itself, but instead is the
result of an interaction between an event and an individual.
Each person brings to a given situation a reserve of coping
resources that determine, in part, the efforts expended in
managing a stressful encounter. These coping resources, as

well as some of the possible psychological consequences of



COPD, were viewed as mediating psychosocial variables in

this investigation.

Purpose of the Study

Synthesis of the cognitive theory of stress and coping,
clinical observations, and previous research results served
as the basis for the design of the current investigation.
Specifically, this investigation had two major purposes:

(1) to identify factors that influence quality of life in
COPD; and (2) to identify intervening variables that mediate
the effects of these factors on COPD patients’ perceptions
of quality of life. The general hypotheses to be tested
were that disease and demographic variables would have no
direct effect on quality of life, but would influence
quality of life indirectly through mediating variables, and
that the mediating variables would have a direct effect on
quality of life.

Significance for Nursing

Identification of factors that influence quality of
life in COPD has the potential to give direction to the
development of nursing interventions that may improve life
quality in COPD. Because in this study it was the mediating
variables that were hypothesized to have direct effects on
quality of 1life, interventions aimed at these variables
would be expected to have the greatest impact in improving
life quality. For example, while dyspnea itself remains a

fairly intractable symptom, nursing interventions directed



at coping with the emotional distress associated with
dyspnea might prove more effective than interventions aimed
at the physical components of the symptom. Enhancing coping
effectiveness by improving the quality of the patient’s
perceived social support is one example of such an

intervention (Kohlman-Carrieri & Janson-Bjerklie, 1990).



CHAPTER 2

Review of the Literature and Theoretical Framework

Considerable disagreement exists both within and
between health care disciplines about how the concept of
quality of life should be defined and measured. The first
section of this chapter will review some of the early social
science literature related to this issue and establish the
conceptual basis for the definition and measurement of
quality of life adopted for this investigation. Next, a
brief overview of findings from the gerontological
literature relating to quality of life in older people will
be given. In the last part of this chapter section, the
existing literature related to quality of life in COPD will
be critiqued, with particular emphasis on establishing the
conceptual basis for the present study.

The second major chapter section will describe the
theoretical framework for this investigation, that is, the
cognitive theory of stress and coping proposed by Lazarus
and Folkman (1984). The chapter will conclude with a
description of the proposed model of quality of life in COPD
to be tested in this study, including a discussion of the
rationale for variable selection and placement in the model
and for the relationships hypothesized by the model.

Review of the Literature
Before quality of life caught the attention of

scientists in health care disciplines (such as physicians



and nurses), the concept had been explored extensively by
social scientists. Although it was assigned a variety of
labels, such as life satisfaction and subjective well-being,
the underlying concept being explored was the happiness or
satisfaction people had with various aspects of their lives.
To provide background for the conceptual definition of
quality of life and, to a lesser extent, the selection of
variables in the current study, two major lines of this
early research will be reviewed briefly below. The first
group of studies was conducted by sociologists and attempted
to define life satisfaction across the broad spectrum of
Americans. The second group of studies was conducted
primarily by social and psychological gerontologists, and
focused specifically on life satisfaction in older people.
Quality of Life in General Populations

Although they were not the first to explore the idea of
gquality of life, Campbell, Converse, and Rodgers (1976)
conducted a major study that had an important influence on
subsequent work, including the present investigation. These
authors observed that, despite dramatic improvement in the
objective conditions of American life in the post-war period
(e.g., increases in real wages, availability of leisure
time, accumulation of material possessions), people were no
more satisfied with their lives than they had been in the
past. Thus, Campbell et al. (1976) noted the need to exam-

ine how people experienced their lives rather than simply



measuring the objective, or external, conditions of life.

These authors (Campbell et al., 1976) conceptualized
quality of 1life as a reflection of the extent to which needs
were satisfied, acknowledging that each individual brings a
unique set of standards of comparison, aspirations, and
expectations to the evaluation of life satisfaction. They
also noted that individual personal characteristics, such as
age, race, income, outlook on life (optimism or pessimism),
and other personality attributes influenced the evaluation
of life.satisfaction.

In this study (Campbell et al., 1976), both global life
satisfaction and life satisfaction in 15 discrete domains
were examined. The specific domains were: marriage, family
life, health, neighborhood, friendships, housework, job,
life in the United States, life in the city or county, non-
work activities, housing, usefulness of education, standard
of living, amount of education, and savings.

One interesting finding from the measurement of general
sense of well-being was that life satisfaction incfeased
with age. The authors suggested that this tendency may have
been due to the progressive movement of people over the life
span into objectively better situations, an improvement in
the fit between individual needs and the niche é person
actually occupied in life, or the fact that people
accommodated to their situations, that is, they adjusted

their expectations to the reality they had to live.
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campbell et al. (1976) also found a tendency for
satisfaction with specific life domains to increase with
age, the one exception being a marked decline in
satisfaction with health. The authors hypothesized that
although older people had accommodated over the years to the
circumstances of their lives in most domains, health
alterations occurred later in life and they had had
insufficient time to adjust to them.

Andrews and Withey (1974, 1976), not wishing to make a
clear distinction between objective and subjective
indicators of well-being, developed a conceptual approach to
the measurement of quality of life that "assumed that people
implicitly--and sometimes explicitly--engage in a process of
evaluation in which events occurring in a role-specific
situation are evaluated according to a set of values to
produce an affective response" (1974, p. 3). 1In their
schema, evaluations of life quality in specific role-related
domains were integrated to yield a "global affective
response to life-as—a—whole"‘(1974, p. 3), or perceived
gquality of 1life.

Some 100 domains or concerns considered significant to
most Americans were identified from reviews of national
survey data, structured interviews with individuals, and the
literature. These concerns were subsequently reduced by
cluster analysis to 30 specific life domains that were then

used to predict global quality of life. A series of
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regression analyses revealed that 12 domains accounted for
all of the power to predict global life quality:
satisfaction with self, family life, money, amount of fun,
housing, things you do with your family, time to do things,
spare time activities, national government, goods and
services, health, and job. These 12 domains explained over
50% of the variance in global quality of life (Andrews &
Withey, 1974).

An interesting and important facet of Andrews and
Withey’s (1974, 1976) work was the development of the
Delighted-Terrible scale for rating satisfaction within each
domain. Burckhardt, Woods, Schultz, & Ziebarth (1989) later
incorporated the rating scale into the Quality of Life
Scale, the measure used to operationalize quality of life in
the present study.

Shin and Johnson (1978) sought to develop a framework
for explaining self-assessed happiness, which they defined
as a "global assessment of a person’s quality of life
according to his own chosen criteria" (p. 478). The sources
of happiness were hypothesized to be "possession of
resources, the satisfaction of needs, wants, and desires,
participation in self-actualizing activities, and
comparisons with others and past experience" (p. 479).
Their results indicated that most of the variance in self-
assessed happiness was explained by the satisfaction of

needs and wants, a favorable comparison of one‘’s life
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situation with others’, and, less importantly, the
possession of resources. They concluded that happiness is a
concept best evaluated in relation to individuals because it
is based upon a perception of individuals’ needs and
resources in the context of a unique culture and environment
(Shin & Johnson, 1978, p. 491).

As part of a research effort aimed at improving the
quality of life in the United States, Flanagan (1978) first
attempted to define the concept and develop an instrument
for measuring it. The domains of life quality were
inductively derived from an analysis of 6500 critical
incidents related by 3000 Americans in response to questions
about satisfying or "bad" experiences they had witnessed
recently, ongoing sources of pleasure in life, positive and
negative emotional experiences, and the like. Responses
were categorized into 15 behaviors and experiences that fell
into five major domains: physical and material well-being;
relations with other people; social, community, and civic
activities; personal development and fulfillment; and
recreation.

Large samples (n = 600 in each group) of 50 and 70
year-olds were then asked to rate the importance of each of
the 15 factors in defining quality of life, and how well
each factor was met in their own life. About 85% of
respondents rated their quality of life as good or better,

with similar results found in all gender and age groups.
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Health and personal safety was rated as important by more

than 95% of respondents, with having and raising children

and understanding yourself important to more than 80% of the
sample. Next in importance were a close relationship with a
spouse and material comforts. Both age groups identified
material comforts as a factor that tended to make their
quality of life poor, with 70 year-olds also mentioning
health, learning, and active recreation, and 50 year-olds
naming learning, health, and participation in local and
national government. Finally, Fianagan (1978) found that
material comforts, health, active recreation, work,
learning, and creative expression had the highest
correlations with overall quality of life.

Taken together, the studies described above support a
conceptualization of quality of life that is based on
individual self-perception, and represents satisfaction or
happiness with life across a broad spectrum of domains. A
similar conclusion was reached by Oleson (1990) in a concept
analysis of subjectively perceived quality of life. She
defined the concept as "a cognitive experience manifested by
satisfaction with life domains of importance to the
individual and an affective experience manifested by
happiness with important life domains" (p. 188).

Although the relative importance of different domains
in determining overall quality of life varies among studies,

the domains identified have been remarkably consistent.
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This fact will prove to be of interest later when the
literature related to quality of life investigations in COPD

are reviewed.

Quality of Life in Older Populations

An extensive body of literature related to life
satisfaction or subjective well-being in older people has
been built over the past 30 years by social and
psychological gerontologists. This body of literature has
been reviewed (Larson, 1978) and critiqued (George, 1981;
Larson, 1978). A review of the literature on subjective
well-being across all age groups by Diener (1984) is also of
interest here. The present review will provide an overview
of some of the findings from this research that are
important to a health-related study of quality of life.

Investigators have examined a multitude of demographic,
social, psychological, and health-related variables in their
attempts to explain quality of life in older people. 1In
agreement with Flanagan’s (1978) finding that more than 95%
of people in a general population rated health as an
important determinant of quality of 1life, Edwards and
Klemmack (1973), Markides and Martin (1979), and Palmore and
Luikart (1972) all found that self-rated health correlated
significantly with subjective well-being. Based on his
review, Larson (1978) estimated the correlation between
health and subjective well-being in older people to be .2 to

.4, with the corresponding proportion of variance in well-
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being accounted for by health equal to 4% to 16%. A meta-
analysis of 104 studies examining zero-order correlations
between self-rated health and subjective well-being in older
people found a mean effect size of slightly greater than .3
(95% confidence interval .29 to .35; Okun, Stock, Haring, &
Witter, 1984).

Edwards and Klemmack (1973) found that socioeconomic
status was the most important predictor of life satisfaction
in a rural sample over 45 years of age, and Palmore and
Luikart (1972) found a moderate relationship between income
and life satisfaction in 502 45 to 69 year-olds in North
carolina. However, in the latter study, this relationship
was strongest when income was below average; once an average
income was achieved, the effect was less important.

A number of other variables have been examined for
their ability to predict quality of life in older people,
including demographic (age, gender, marital status, race),
social activity or social contact, life events, and
personality variables (Edwards & Klemmack, 1973; Markides &
Martin, 1979; Medley, 1976; Palmore & Luikart, 1972;
Palmore, Cleveland, Nowlin, Ramm, & Siegler, 1979). Results
have been conflicting, and when effects have been found,
they have been small to moderate in size (Diener, 1984;
Larson, 1978). Two personality variables that have been
found to predict quality of life consistently are self-

esteem and internality, or the belief that what happens to
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one is the result of one’s own actions (Diener, 1984).

A major limitation of most studies has been their
correlational nature, and all reviewers of this body of work
have noted that quality of life could just as well predict
many of the hypothesized predictor variables as the reverse
(Diener, 1984; George, 1981; Larson, 1978). A second
limitation of these studies is their relative simplicity.
Even when path models were used to test sociological
theories, few predictor variables (usually three or four)
were hypothesized to predict life satisfaction. 1In
contrast, other studies entered as many as 17 predictor
variables in a stepwise multiple regression procedure, a
procedure that was certain to produce findings based on the
strength of zero-order correlations between individual
predictors and quality of life.

Finally, most of the models tested have explained
relatively modest amounts of the variance in quality of
life, leading Diener (1984) to conclude that there must be a
very large number of factors influencing it. He suggested
that it was unrealistic to expect a few variables to explain
large amounts of variance in quality of life, and called for
more theory-based research using more abstract concepts to
explain life quality.

ouality of Life in_ COPD

As was noted in Chapter 1, health care providers became

interested in the concept of life quality when faced with
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the increased prevalence of chronic illness in an aging
population, and the potential of aggressive medical
therapies to extend life at a significant cost to quality of
1ife. 1In the past decade, a number of investigations have
been aimed at identifying determinants of life quality in
cOoPD. This research will be reviewed below, with particular
emphasis on the relationships among predictor variables and
between predictors and quality of life, and on the
conceptualization and measurement of quality of life in
these studies. In addition, several investigations that did
not look explicitly at quality of life but instead described
the experiences of people living with COPD will also be
discussed because of their importance to development of the
theoretical model in the present study.

The experience of living with COPD. Two classic works

documented the adjustments people with COPD must make to
function effectively in everyday life. Fagerhaugh (1973)
described how COPD patients balanced their available supply
of time, energy, and money against the demands of daily
living. Although she based her notion of the patient’s
available energy allowance on what is now known to be a
faulty rationale (i.e., that people with emphysema lack
adequate oxygen to produce energy for activity),
Fagerhaugh’s (1973) observations of the daily limitations
resulting from the disease remain accurate today. She noted

that COPD patients, after calculating the resources
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available to them, set priorities for physical mobility and
activity and developed strategies for meeting their needs
that involved detailed advanced planning. Her descriptions
of how two men with emphysema carefully selected their
housing in order to meet their needs for food, medical care,
transportation, and socialization vividly illustrated the
significant impact the disease had on their lives.

Barstow (1974) explored how COPD affected role
performance and how people attempted to cope with the
changes imposed by the disease. She noted that for people
with chronic illnesses like COPD, the sick role could become
a permanent one, especially when a downhill course and
diminishing energy forced them to give up work roles and
recreational pursuits. Like Fagerhaugh (1973), Barstow
(1974) found that people coped with having less energy by
planning ahead and by simplifying and pacing activities.
COPD affected all areas of life, including the most
fundamental activities of daily living and mobility;

Barstow (1974) was unable to establish a relationship
between the duration of disease and the extent of disability
experienced by individual patients, indicating that other
factors besides objective disease characteristics were
important determinants of functioning. She identified
several factors she believed were influential in patients’
abilitieé to cope with the disease, including the presence

of a significant other (which she believed was most
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important), availability of money and a car, the medical
regimen and physician, and possibly "breathing improvement
classes" (p. 144).

The two studies described above used qualitative
methods to explore the effects of COPD on people’s lives.
Hanson (1982) used a gquantitative approach to identify
specific areas of life affected by the disease, and to
determine whether disease effects were positive or negative.
She asked 128 adults with chronic lung disease to rate the
effects of the disease on the following areas: 1life in
general; employment and income; self-care, home respon-
sibilities and personal business; marriage; physical sexual
expression; emotional aspects of marriage; care of children
or grandchildren; internal emotional factors; and dependency
needs. Subjects were also asked to rate the effect of
symptoms and the effects of treatments on life in general
and on sexuality.

Although the number of subjects responding to items
about each area of life varied considerably, Hanson (1982)
found that between 74% and 91% of patients rated the effect
of COPD on various aspects of their lives as very important.
Although the majority (53% to 67%) of patients rated disease
effects as negative in most areas, more rated the effects of
dependency on others and the effects of treatments as
positive than rated them negative (40% positive versus 38%

negative, and 53% positive versus 39% negative,
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respectively). Hanson (1982) viewed those rating the
effects as very important and negative to be a critical
population whose members may be at risk for special
problems. She noted, however, that subjects who were not
married, not employed outside the home, whose retirement was
a result of lung disease, or who had arthritis were most
likely to fall into this critical population, suggesting
that factors other than lung disease alone may have
influenced the ratings.

In two reports, Kinsman and his colleagues described
the results of a study aimed at identifying the symptoms and
experiences of people with COPD (Kinsman, Fernandez,
Schocket, Dirks, & Covino, 1983; Kinsman, Yaroush,
Fernandez, Dirks, Schocket, & Fukuhara, 1983). Subjects
first rated the frequency with which they experienced 89
symptoms or sensations during breathing difficulties. These
ratings were subjected to cluster analysis, and resulted in
ten symptom categories referred to as the Bronchitis-
Emphysema Checklist (BESC): helplessness—hopelessness,
decathexis, fatigue, poor memory, peripheral-sensory,
congestion, sleep disturbance, irritability, anxiety, and
alienation (Kinsman, Fernandez, et al., 1983). The most
frequently experienced symptoms were dyspnea and fatigue,
followed closely by sleep difficulties and congestion. The
pehavioral responses of irritability, anxiety, decathexis,

and helplessness-hopelessness ranked fifth through eighth in
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frequency (Kinsman, Yaroush, et al., 1983).

When patient subgroups were compared for frequency of
symptom occurrence, Kinsman, Yaroush, et al. (1983) found
that more women than men reported anxiety, helplessness-
hopelessness, and alienation. Patients whose mean age was
52 years (S.D. = 8 years) reported more irritability than
patients with mean ages of 64 (S.D. = 2 years) and 72 (S.D.
= 3 years). Those in the two younger groups reported more
anxiety and alienation than did the oldest group.

Degree of impairment in pulmonary function was not
related to symptom ratings except for the fact that the most
severely impaired subjects expressed a loss of interest in
the routine aspects of life when compared to subjects with
normal pulmonary function. Dyspnea increased in frequency
with declining self-rated functional status, and subjects
with the lowest functional status reported more fatigue,
anxiety, and helplessness-hopelessness than did those who
were less impaired (Kinsman, Yaroush et al., 1983).

These investigators (Kinsman, Yaroush et al., 1983)
noted that the most variance in self-rated functional status
was explained when helplessness-hopelessness and PaO,
(partial pressure of oxygen in arterial blood) were entered
in a regression equation, implying that these ratings (if
not actual functional status) were affected by the subject’s
unique perspective in addition to objective disease

severity. They concluded that the "classic" symptoms of



22
COPD "occur within a context of other affective and
collateral symptom([s]" (p. 761) that lead to each patient’s

unique presentation and coping style.

Psvchological responses to COPD. In addition to the

work described above that sought to describe the effects of
COPD on life in general, several investigators have
described psychologic responses that are characteristic of
the person with COPD. Whether these characteristics were
present before COPD became manifest or are a response to
living with the disease is unknown. However, the role these
psychological characteristics play in the everyday life and
care of these patients is undisputed. Their influence on
quality of life is of interest in the present investigation,
and therefore the relevant research will be reviewed below.
In an early study, Webb and Lawton (1961) compared 33
male COPD patients to 43 men without COPD (both of the
former groups drawn from a Veteran’s Administration hospital
population) and a group of normal Europeans on a measure of
personality psychology, the Szondi test. Because of the
obvious limitation of comparing American veterans with
Hungarians and Spaniards, the comparisons made between them
will not be discussed here. However, Webb and Lawton (1961)
found some interesting differences between the two groups of
veterans. COPD patients had less need to be the recipients
of love and affection than the non-COPD patients, but they

also tended to express this need less than the other
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patients. COPD patients had a greater tendency toward self-
effacement, concealment, diffidence and unobtrusiveness than
the non-COPD patients. However, the two groups were similar
on measures of marital status, masculinity, tendency to
release aggressive needs (e.g., anger or jealousy), tendency
to somatize symptoms, repression of unpleasant conflicts,
and loss of ego control.

DeCencio, Leshner, and Leshner (1968) administered the
Minnesota Multiphasic Personality Inventory (MMPI) to 43 men
(mean age = 59.8 years) hospitalized on a pulmonary
rehabilitation unit. These patients scored above the mean
for normals on all MMPI subscales except for paranoia; the
most significant deviations from normal were found on the
depression, hysteria, hypochqndriasis, and psychasthenia
subscales. Because these authors reported only mean scores,
it is not possible to know how many of the subjects were
depressed or neurotic. In addition, Dudley, Glaser,
Jorgenson, and Logan (1980a) cautioned that elevation in
these MMPI subscale scores is normal for older people, and
that many items on the subscales reflect somatic symptoms
(e.g., fatigue, shortness of breath) known to accompany
COPD. Despite these limitations, this study, along with
Webb and Lawton’s (1961) work, was a beginning step in
documenting the personality characteristics commonly
associated with COPD.

In pioneering work by Dudley and his colleagues
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(Dudley, Verhey, Masuda, Martin, & Holmes, 1969; Dudley,
Wermuth, & Hague, 1973), COPD patients were found to use
denial, repression, and isolation to limit the experience
and impact of psychologic stress. These authors described a
sequence of events in which environmental input (e.g., an
emotionally-charged event, which could include depression or
anxiety [Dudley, Glaser, Jorgenson, & Logan, 1980b]) changed
the patient’s level of psychologic activation, causing
increased ventilation, oxygen consumption, and dyspnea. In
order to avoid these noxious physiologic changes, patients
donned an "emotional straitjacket", that is, they avoided
situations that might have resulted in emotional arousal. A
vicious cycle was created when the inadequacy of the defense
mechanisms led to increased activation, such as anger,
frustration, or despair. Dudley et al. (1969) noted that
the cycle might ultimately result in depression, anxiety, or
anger, although these were not measured in their study.
Thus, anxiety and depression could serve as either the
stimulus for or the outcome of this cycle.

Dudley et al. (1969) found that patients’ attempts to
isolate themselves from environmental input led to difficult
interpersonal relationships with friends, relatives, and
health care personnel. When defense mechanisms broke down,
symptoms increased and the patients deteriorated according
to physiologic criteria. Also, patients who were low in

psychosocial assets (a vital interest in life, adequate
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financial resources and housing, social support, ability to
adapt to environmental changes required by the illness,
congeniality, flexibility, reliability, sense of good
judgment and responsibility, freedom from over-sensitivity
[Dudley, Glaser, Jorgenson, & Logan, 1980a]) and maximal
breathing capacity (MBC) had a poorer prognosis than those
high in assets or with a higher MBC. They concluded that
psychologic assets were "as important as the physiologic
assets in treatment and prognosis of severe airway
obstructions [sic]" (Dudley et al., 1969, p. 323).

Agle, Baum, Chester, and Wendt (1973) enrolled 24 men
with COPD in a pulmonary rehabilitation program and
evaluated the patients’ psychological status before
treatment and monthly for one year after the program ended.
Sixteen patients displayed depressive symptoms in a
psychiatric interview conducted at the start of the program.
At one-year follow-up, 8 patients were judged to have fewer
symptoms, 6 were unchanged, and 2 had worsened symptoms of
depression. Of 19 patients judged to be anxious at the
start of the program, 10 were improved, 8 were the same, and
1 was worse at the end of one year.

The MMPI was also administered at the beginning and one
year after completion of rehabilitation. Patients with the
largest increases in physical activity were distinguished
from those who improved the least by significant differences

on the hypochondriasis, depression, psychasthenia, and
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social introversion subscales. The authors (Agle et al.,
1973) concluded that "successfully rehabilitated patients
became more active, less depressed, more outgoing and had a
more positive self-image" (p.45) than those who were less
successful.

Since only one patient demonstrated significant
improvement by physiologic criteria and most remained the
same or deteriorated to some extent, Agle et al. (1973)
concluded that rehabilitation occurred due to a lessening of
psychologic symptoms. Symptom reduction was attributed to
the total rehabilitation effort, which operated on the
following principles: progressive exercise carried out in
the presence of a supportive staff that desensitized
patients to dyspnea and fear; education in self-care that
fostered a sense of control over symptoms; communication of
attitudes by staff that the patient was worth the
rehabilitation effort; setting realistic goals that made
achievement likely, thus increasing self-esteem; monthly
follow-up that reinforced gains; support for efforts
communicated by other patients in a group therapy format;
internal motivation on the part of patients.

This investigation was limited in a number of important
ways, including the use of a small group of volunteers who
were motivated to some extent to change, and the absence of
a control group. However, these authors (Agle et al., 1973)

made several important observations, including the fact that



27

psychologic factors are at least as important as physiologic
ones in producing improvements in physical activity during
pulmonary rehabilitation. Also, the findings that patients
who are to some extent anxious or depressed can have those
symptoms relieved by a conscientious rehabilitation program
and follow-up, and that fostering autonomy, self-esteem, and
social support are possible means for achieving improved
physical activity and reduced psychologic symptoms, are
important ones.

Additional evidence supporting the interrelationship
between psychologic factors and physical function came from
a study by Morgan, Peck, Buchanan, and McHardy (1983a).
These investigators attempted to predict "disproportionate
disability" (i.e., a patient was not able to walk as far as
would be predicted by results of a lung function test) from
a number of physiologic and psychologic variables (anxiety,
depression, and hostility measured with the Multiple Affect
Adjective Checklist; psychiatric status measured with the
General Health Questionnaire; attitudes and beliefs toward
the COPD and its treatment measured with a semantic
differential; and pulmonary function and arterial blood-gas
measurements). Twenty-four of 50 patients with COPD walked
a shorter distance than expected on a 12-minute walk test;
the remainder walked farther than expected. The best
predictors of disproportionate disability were statements on

the semantic differential indicating beliefs about the
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effects of medical treatment. The only physiologic variable
that predicted disproportionate disability was age, with
older subjects walking a shorter distance than predicted by
lung function. The authors (Morgan et al., 1983a)
recommended that both psychologic and physiologic factors
should be considered in the assessment of disability.

In a second report drawn from the same research study,
Morgan, Peck, Buchanan, & McHardy, 1983b), the investigators
attempted to predict the distance walked using the same set
of physiologic and psychologic variables as in the report
described above (Morgan et al., 1983a). The most important
predictor in this equation was the patient’s subjective
perception of exertion. Other variables that entered the
regression equation were statements from the semantic
differential that "treatment will cure me", "my bronchitis
is bad", "myself as I would like to be--delicate", "my
treatment will be successful", and "smoking is awful". One
physiologic measure, the forced vital capacity (FvC),
entered the equation but accounted for only 4% of the
explained variance in walking distance. Again, these
authors (Morgan et al., 1983b) concluded that everyday
physical function was related more closely to moods,
attitudes, and beliefs than to any physiologic variables.

Based on these and the findings of other studies that
exercise tolerance correlated poorly with pulmonary

function, and reports of a high prevalence of depression and
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anxiety among COPD patients, Light, Merrill, Despars,
Gordon, and Mutalipassi (1985) measured all of these
variables in a sample of 45 men with moderate to severe
COPD. Using a cut-off score of 15 on the Beck Depression
Inventory to indicate the presence of significant
depression, they found that 19 (42%) subjects in the sample
were depressed. However, only one patient was moderately
anxious and five were mildly anxious as measured by the
State-Trait Anxiety Inventory; the mean anxiety score for
this sample was comparable to that for a general medical
population. Despite the fact that only 2% of the sample was
anxious, depression and trait anxiety were highly correlated
(r = .81).

In contrast to the findings of Morgan et al. (1983a,
1983b), Light et al. (1985) found that pulmonary function
test results were the best predictors of the distance walked
in 12 minutes. In particular, the FEV, (forced expiratory
volume in the first second of the FVC) explained 15% of the
variance in walking distance. In spite of their finding
that depression and anxiety did not contribute to the
prediction of exercise capacity, the authors speculated that
treatment of depression might yield improvement in
functional ability.

Finally, in a study that took a different approach to
the study of depressed mood in COPD, Labuhn (1984) examined

the roles of five socio-demographic and five disease-related
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variables in predicting depression. She found that
perceived illness dysfunction, or the patient’s difficulty
in carrying out daily physical and psychosocial activities,
was most important in predicting depressed mood.
Neuropsychological impairment and occupational status also
had significant direct effects on depressed mood. Neuro-
psychological impairment and exercise tolerance had indirect
effects on depressed mood through perceived illness
dysfunction. Education, age, and disease severity (measured
with arterial oxygen saturation) also had indirect effects
on perceived illness dysfunction through neuropsychological
status. Of special interest was the fact that in mild to
moderately severe COPD, psychosocial factors were the most
important predictors of depressed mood, but in more advanced
disease, physiological and neuropsychological factors became
the mpst important (McSweeny, 1988) .

In summary, the work of <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>