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Abstract

Aims and Objectives: To screen for, and to treat, depression in COPD patients in a general practice surgery, and to test the feasibility of
the screening method.

Methods: We sent The Beck Depression Inventory (BDI) Short-Form Questionnaire to all patients on the COPD register (n=69) by post,
excluding those already diagnosed with depression (n=3). We sent appointments to all responders with moderate to severe depression
and offered them treatment including antidepressants and pulmonary rehabilitation if the diagnosis was confirmed.

Results: Of the 66 patients to whom we sent questionnaires, 43 were returned completed and 13 of these had significant depression
(30%). 10 of these patients were contactable and attended for review. The diagnosis of depression was confirmed in all 10 cases.
Treatment options were discussed; five chose antidepressant medication, three chose pulmonary rehabilitation and two declined
treatment.

Conclusion: We identified and treated a significant number of depressed COPD patients in a general practice setting using this screening

method. This method could have wider applications for screening, although further trials are needed.
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Introduction
Studies have found that depression rates in patients with
chronic obstructive pulmonary disease (COPD) range from 20-
60%,' and one recent primary care study found a rate of
54%.? Under-diagnosis of depression in COPD patients is
thought to be a result of both doctor- and patient-related
factors.? Depression and anxiety predict health-related quality
of life better than traditional lung function parameters.* Once
depression develops, patients are less adherent to treatment
plans, suffer loss of function, and potentially suffer worse
outcomes during and after exacerbations.”" Furthermore,
studies suggest that treatment of concurrent psychiatric
disorder leads to improvement in the physical and mental
health of patients.®

In June 2004, a patient focus group discussion in our

general practice in Greater London revealed that the
detection and treatment of depression was seen as a problem
area by patients. In view of this information, and given the
evidence for the under-diagnosis of depression in COPD
patients,’”* we decided to screen for depression in our
population of COPD patients. In doing so we hoped to test
the feasibility of screening for depression in COPD patients in
primary care, at the same time as identifying and treating any
of our COPD patients who were depressed.

Methods

The study was carried out at the general practice surgery
between October and December 2004. The practice has 7300
patients, with a high proportion (20%) of elderly patients
over the age of 65 years. The sample population consisted of
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all the patients on the COPD register (n=69). No distinction
was made between patients based on spirometry results, as
we intended to study patients already diagnosed with COPD
at the practice. The one exclusion criteria was a diagnosis of
depression requiring current antidepressant treatment (n=3).
The remaining 66 patients were sent Beck Depression
Inventory (BDI) Short-Form Questionnaires® by post, with an
accompanying letter explaining the objectives of the study.

The BDI short-form questionnaire is a 13-item version of
the full BDI which identifies various depressive symptoms. A
score of 8-15 indicates moderate depression, and a score of
16 and above indicates severe depression. It was decided that
patients with a score of 8 or above would be sent
appointments for further assessment. Studies have shown
that antidepressants and pulmonary rehabilitation are
effective treatment modalities for depression in COPD' so it
was decided that patients would be offered these as
treatment options.

Results

Of the 66 questionnaires sent out, 44 (66%) were returned.
One patient did not fill in the questionnaire as she felt it did
not apply to her. Of the remaining 43 patients, 13 (30%)
were found to have BDI scores of 8 or above. Attempts were
made to contact these 13 patients to arrange appointments
for review and to discuss treatment options. Of these, 10
were easily contacted by telephone and appointments were
arranged. We were unable to contact the remaining three
patients despite numerous attempts. In all of the 10 patients
who attended for review, the diagnosis of depression was
confirmed by clinical interview and they were offered
treatment; five chose antidepressants, three chose pulmonary
rehabilitation, and two declined treatment (Figure 1).

Discussion

This study was initiated as a result of a patient focus group
discussion in our Greater London practice which highlighted
the management of depression as a problem area within the
practice. As a consequence, the aim of this study was to
screen for depression in our COPD patients. The aims of the
study were met; we found a 30% rate of moderate to severe
depression in the COPD patients who responded to our
survey. This is a significant proportion, and is in agreement
with previous research findings reporting prevalence rates for
depression in COPD patients ranging from 20-60%.'*

There are some methodological limitations to this study.
The response rate to the survey was 66%, and so data were
not obtained from one third of the COPD patient population.
It is possible that this non-responder population had a high
proportion of depressed patients who lacked the motivation
to complete and return the questionnaire. It is also possible
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Figure 1. Flow of patients through trial
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that some patients did not even receive a questionnaire —
particularly if they had recently moved house or if the
guestionnaire was lost in the post. We considered alternative
methodologies including interviewing all patients with COPD;
however, we felt that this would be too time consuming and
impractical. We also considered putting up signs or posters in
the practice waiting area to raise awareness about depression
in COPD and to encourage people to discuss this issue during
appointments. However, we felt that this may not be effective
in detecting depression in our patient population.

There were two aspects of the study which had ethical
considerations. Firstly, it is always a possibility that patients
will be concerned when they receive a disease questionnaire
by post. The lady who returned the questionnaire
uncompleted was unhappy as she did not think she had lung
problems since her COPD was so well controlled. Therefore,
we took some time to explain the objectives of our study and
the meaning of her diagnosis to her. Secondly, there were
difficulties in contacting a few patients for follow-up who had
reported likely significant depression on their questionnaire
reply. This raises issues about the practice’s duty of care to
these patients, even though we made every effort to contact
them and to offer help.

Our study raises certain interesting possibilities; for
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example, could such an approach be useful in identifying
depression in other general practices? Could it be used for
patients with other chronic illnesses known to harbour a
significant proportion of undiagnosed depression? A larger
multi-centre study involving a number of general practices
would be needed to ascertain the true benefits of such an
approach.

For the practice, conducting this study served to raise
awareness among doctors and other staff in the practice
about the incidence of depression in chronic illnesses such as
COPD. Subsequently, this has led to clinicians being more
likely to enquire about depressive symptoms during
consultations.

Conclusion

This study illustrates the practical application of a method for
screening and treatment of undiagnosed depression in COPD
patients in the primary care setting. The distribution by post
of the BDI is relatively cheap, quick and easy. It helped us to
identify depression in 30% of responders, allowing us to treat
the illness in 8 out of 13 depressed patients.
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