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OCOBJIUBOCTI TA TPYAHOLUI AIATHOCTUKU AENPECUBHUX
PO3J1AAIB Y XBOPUX HA XPOHIMHE OBCTPYKTUBHE
3AXBOPHOBAHHSA JIETEHDb

lMepuesa T. O. KoHorikiHa J1. I. [y6a FO. B.
HepxaBHa ycTaHoBa «[JHiNnponeTpoBcbka MeanyHa akagemis MiHicTepcTBa OXOPOHM 340p0oB's YKpaiHuy», M. [IHinponeTpoBChK,

B riocnesqnne rogel Bce 60/IbLIE BHUMAHUS YAEIAETCS IKCTPAITY/IbMOHE/IbHBIM 3QPEKTAM IPU XPOHUYECKOM OOCTPYKTHUB-
HOM 3aboneBaHmm nerkux (XO3/1), B YacTHOCTv TPeBore u Aenpeccun. [Jo HaCTOSILUErO BPEMEHHU HE U3yYalluCh CDEACTBA
BbISIB/IEHNS Aenpeccun y 60/1bHbIX XO3/1. Llesib CCieqoBaHns — OnpeseieHme nH@GOopMaTuBHOCTU U UArHOCTUYECKOM
3HaYMMocTv aHkeT BDI-SF u PHQ-9 B cpaBHuTEIbHOM acriekte. ObcieqoBaHo 33 60/ibHbix XObJT B cTabusibHod @ase.
Ob6C/1e40BaHNE BK/IIOHA/IO OBLYEKTTMHUYECKME METOAbI, CIIMPOMETPUIO, OLEHKY ICUXUYECKOro CTaTyca C IOMOLYbIO GHKET
PHQ-9 u BDI-SF. [losyderHble pe3y/ibTaTbl aHKETUPOBAHMUS 10 06EUM aHKETaM UME/N CYLYECTBEHHBIE OT/IMYMs. OJHUMU
U3 HUX SBJISIIOTCS Pa3HbIE KDUTEPHUMN OLIEHKM CTENEHH BbIPAKEHHOCTH CUMITTOMAE, YTO MOXET ObITb OfHOM U3 MPUYNH pas-
JIMYHbIX PE3YJILTATOB 10 PUBEAEHHBIM aHKETaM y 60s1bHbIX XO3/I. LpyrvmM OT/INYNEM SB/ISETCS XapakTep BOMPOCOB B
aHKeTax, BOCIIpUSTHE KOTOPbIX MOXET ObITb HEOAHO3HAYHBIM C YHETOM OCHOBHOIro 3abosesanns. Kpome T1oro, pasHbie
DOPMYSINPOBKM [TOXOXKUX 10 CYTH BOMPOCOB U YTBEDXKAEHMA B GHKETaX MOryT MpUBOAUTL K Pa3HOMY UX BOCIIPUSITUIO, d
CNIEAOBATENILHO M K Pa3/IMYHbIM OTBETaM. Ba)KHbIM acrieKTOM SBJISETCS UHTEPIPETAUNS 10/TyHEHHBIX PE3Y/IbTaTOB aHKe-
TUPOBAHUS OTHOCUTE/IbHO KaXAOH aHKETHI. Tak, MHCTDYKUMS K OLIEHKE PE3Y/IbTaTOB /18 aHKeTbl PHQ-9 ssrseTca Aoc-
TATOYHO C/IOKHOM, B OT/INYMU OT UHCTDYKUMU K UHTEDIPETALIMN PE3Y/IbTATOB, MO/TYYEHHbIX C MOMOLYbIO aHKETHI BDI-SF,
KoTopasi rpocTa 1 yYUTbIBAET JinLb 06LYYtO CyMMy 6a/iioB. Takum o06pazomM, UCIO/Ib30BAHNE PAa3/INYHbIX aHKET L/15 aM-
arHoctvkun genpeccm y 60/1bHbIX XOBJ1 MOXET npuBecTy K MOJTyYEHUIO PA3/IMYHbIX PE3Y/IbTATOB 10 BbISB/IEHUIO Ae-
TIPECCHM M OMPELESIEHNIO CTENEHN €€ TSKECTU. B CBA3M C YeM, ncriosib30BamHne aHkeT PHQ-9 n BDI-SF 4159 BbisSB/IEHNS
gernpeccun y 60/1bHbIxX XO3/1 BO3MOXKHO /inLLb B KAYECTBE CKPUHMHIA.

KntoueBble crnoBa: XpoHuyeckoe 06CTpykTUBHOE 3aboneBaHune nerkux (XO3J1), genpeccusi, aHKeTUpoBaHue, UHTepnpu-
Tauusa pesynbTaToB, AXarHocTMyeckast 3Ha4MMOCTb.

B ocTaHHi pokun Bce Binblue yBarn npuaginseTbcsa ekc- Depression Inventory (BDI)) y XBopuX 3 TSXKUM Ta Ayxe
TpanynbMoHanbHUM edekTaM Mpu XPOHIYHOMY OBCTpYK- Tskkum nepebirom XOB3J1 genpecito 6yno giarHoctoBaHo
TUBHOMY 3axBoptoBaHHi nereHb (XO3J), ski 06TsxXy0Tb y 37 % BvnNagkKis, a y XBOPMUX 3 MOMIPHOIO TSHKKICTIO nepe-
Ta MoamdikytoTe nepebir xBopobu. HanyacTiwmmm npo- 6iry — y 22 % [24]. 3a ponomoroto "ocnitanbHOi LWkanu
siBaMu komop6igHocTi npu XO3J1 BBaxaTbca ANCHYHK- TpuBorn i penpecii (Hospital Anxiety and Depression
Lisi CKeNeTHOI MYCKynaTypw, Kaxekcisl, pak nereHb, nere- Scale (HADS)) y nauieHTi 3 XO3J1 He3anexHo Big cTagii
HeBa rinepTeHxsis, iLueMiyHa xBopoba cepus, 0OCTeEONopos, 3axBOPOBaHHs Aenpecito 6yno BuasneHo y 28 % Bunaga-
aHeMisl, MOPYLUEHHSA NCUXiYHOro cTtaHy Towlo [4, 5, 10]. ki [8]. Mpu BukopuctanHi Wkanu genpecii ueHTpy eni-

OcTaHHbOro Yacy y KniHi4Hux nposisax npu XO3J1 Bce newmionoriyiux  pgocnigkeHb (Center for Epidemiologic
Ginble yBary npuBepTalTb A0 cebe Taki MCMXOMOriyHi Studies Depression Scale (CES-D)) y a3y 3arocTpeHHs
acnekTun, sk Tpmsora n genpecia [5, 11]. BoHu 3HauyLlo xBopobu fenpecito 6yno giarHoctoBaHo y 60 % XxBOpux
noripwytoTh SIK Nepedir 3aXBOPIOBAHHS, TaK i MPOrHO3 A [23]. 3a gonomoroto aHkeTn CES-D y nauienTtiB 3 XO3/T,
nadientie [10, 11, 12, 14]. MNMowwnpeHicTb Aenpecii npu wo ©Oynu rocnitTanisoBaHi Ans NPOBEAEHHS FereHeBoi
XO3 3a gaHumu pisHuX mxepen konueaeTbes Big 10 o peabinitauii, genpecisa 6yna BusBneHa y 48,6 % Bunaga-
42 %, Wo 3Ha4YHO BULLE 3a MOKA3HWK Yy 3aranbHin nony- kiB [13]. LUnsixom BukopuctanHsa aHketn HADS y xBopux
nsauii [8, 18, 26]. He anBnsumMcbk Ha BUCOKY MOLLUMPEHICTb Ha XO3N I-Il cragin 6yno giarHocToBaHO Aenpecito y
nenpecii npu XO3J1 Ta BeNuKy KinbKiCTb JOKa3iB TOro, Lo 23 % Bunapkis, y xBopux Ha XO3M Il cragii — y 25,3 %
KOpeKLUis NcmMxiyHux nopyleHb y xBopux Ha XO3J1T moxe Bunagkie, y xsopux XO3N IV cragii — y 34,2 % nauieHTiB
MOKPaLUMTKN SKICTb XXUTTS OCTaHHIX, LUEeW CynyTHiA cTaH [15]. 3a ponomoroto aHketTn CES-D y nauieHTiB 3 XO3/
4acTo He AiarHOCTYeTbCA Ta He nikyeTbes [12, 15, 21]. II-IV cTtagin 6yno BusieneHo genpecito y 26 % ocib [11].
Kpim Toro, aenpecis npu XO3J1, sk NCMXiYHUIA HACNigoK 3a ponomoroto OnuTyBanbHWKa 300POB’'st MauieHTa-9
XBOpOOW, ii BMAMB Ha SKICTb XXUTTA XBOPUX Ha CbOrOAHi- (Patient Health Questionnaire-9 (PHQ-9)) y xBopux Ha
LUHIN AeHb 3anullaeTbCa ManoBUBYEHUM, NPUHANMHI ce- XOSJ1 kniHiyHux rpyn A, B, D 6yno BusiBneHo genpecito y
pea nynemoHororis [1, 12]. 28 % Bunagkis, i3 HUX 5 % nauieHTiB Gynu BigHeceHi fo

Ha anb, Ha CbOrofHilWHIA AeHb XOAHA 3 IHCTPYKLIiA kateropii — A, 37 % — oo kateropii B, 58 % — kateropii D
no BeaeHHo xBopux Ha XO3J1 He npornoHye aHi getanb- [1]. Mpwn BukopucTaHHi aHkeTn CES-D y xBopmx Ha XO3/
HOro NNaHy CKPUHIHIY iX CTOCOBHO HasABHOCTI/BiACYTHOCTI He3anexHo Big cTagii 3axBoptoBaHHs Oyno giarHocTtoBa-
CYNyTHbLOI AENpecii, aHi MeToAIB AiarHOCTUKN 1 NiKyBaHHS HO Aenpecito y 21,6 % nauieHTiB, Npu LUbOMY Yy XBOpUX 3
Aenpecii y uiei kateropii xsopux [11]. o TenepiwHboro TshkkuM nepebirom XO3J1 genpecito 6yno BusBRNeHo y
Yacy He [OOCMimKXyBanMcs MOXNIMBI 3acobM BUSIBNEHHS 25 % Bunagkis, a y XBOPUX i3 NerkMum Ta NOMipHUM nepe-
penpecii y xBopux Ha XO3J1 [25]. 3 ogHoro 6oky, pisH1MM 6irom XO3J1 — y 19,6 % Bunagkis [19]. 3a gonomoroto
AocnigHMKaMn BUKOPUCTOBYIOTLCS Pi3Hi MeToaun BUSB- aHket HADS y xBopux Ha XO3J1 I-IV ctagiv 6yno giar-
NeHHs aenpecuBHuX poanagis y xsopux Ha XO3J1, a oT- HocToBaHo Aenpecito y 20,8 % Bunagkis [7].

Xe, BiQNOBIAHO A0 UbOro, pesynbTaTv AeLlo Biapi3Hs- BpaxoByoun BiAMIHHOCTI JaHWX MO BUSBMEHHKO Ae-
IoTbCH. 3 iHWOro 60Ky, 3a3BUYait KOXHWUN OOCNIOHWUK BU- npecuBHuUx po3nagis y xsopux Ha XO3J1 Ta pekomeHaauii
KOPUCTOBYE NULLIE OOUH MeTop, AN BUSBMEHHSA Aenpecii. «mobanbHoi IHigiatmen 3 XO3J1» (GOLD 2013) wopo

Tak, 3a gonomoroto wWwkanu 3yHra y xBopux Ha XO3J1 OUiHKKM aenpecii n TpuBorn y xBopux Ha XO3J1, Buaaetb-

Il crapii penpecia 6yna BusiBrneHa y 18,8 % Bunagkis CSl OOUINbHUM BMBYUTU MOPIBHAMNBHY AiarHOCTUYHY 3Ha-

[20]. Wnsaxom BukopucTaHHs aHkeTw aenpecii beka (Beck
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YYLWICTb Pi3HMX METOAWK BUSIBNEHHS Aenpecii, Wo Mo-
XyTb BMKOpUCTOBYBaTUCA Y XxBopux Ha XO3J1[10, 21, 25].

Y 3B’A3Ky i3 BMLE3a3HAYEHUM, a TaKOX i3 TUM, LLO
aHkeTn Beck Depression Inventory-Short Form (BDI-SF))
Ta PHQ-9 € ogHMMKM 3 HaMKOPOTLUMX Ta HaM3PY4HILIMX
ONsi BUKOPUCTaHHS, METOK HaLoro AochnigxeHHs 6yno
BM3Ha4yeHHs iHOPMAaTUBHOCTI Ta AiarHOCTUYHOI 3Ha4y-
wocTi came umx aHket BDI-SF ta PHQ-9 y nopisHsnb-
HOMY acnekTi.

Marepianu i MeTOAN AOCNIAKEHHS.

Hamn 6yno obctexeHo 33 xBopux Ha XO3J1 (Yonosi-
kiB — 30 (90,9 %), xiHok — 3 (9,1 %), cepeaHin Bik (Med
[25-75]) — 66 [62-68] pokiB, 06’em hopcoBaHOrO BUANXY
3a 1 cekyHgy (O®B,) (Med [25-75]) — 56,2 [45,7-62,2] %
HanexHoi BeNMYnHM). Yci XBOpi 3Haxoounucb y ctabinb-
Hin dpasi XO3J1 i oTpumyBanu 6asmcHy Tepanito BignoBia-
HO OO0 KmiHiYHOi rpynu 3rigHo 3 Hakazom MO3 Ykpainu
Ne 555 Big 27.06.2013 poky MO3 Ykpainn Ne 555 Big
27.06.2013 poky [2].

dopmynioBaHHs kniHiyHoro giarHody XO3J1 nposogu-
nn 3righo 3 Hakasom MOS3 VYkpaiHn Ne 555 Big
27.06.2013 poky [2].

Yci xBopi nignucanu iHopMoBaHy 3rogy Ha y4actb Y
[OCHioKEHHI.

OBCTEXEHHS] XBOPUX BKIOYano 3aranbHOKMiHIYHI Me-
TOAM, CMNipOMETPil0 MEeTOAOM KOMM'IOTEePHOI cnipomeTpii
3a ponomorot anapaty MasterScreen Body/Diff (E.
Jaeger, Himeuuunna).

OBGCTeXEHHS MCUXIYHOro cTaTycy npoBoAaumnocs 3a
ponomoroto aHkeT PHQ-9 [16, 17, 22] Ta BDI-SF [6], ska
€ NPUIHATHOI 3aMmiHo noBHoro BapiaHTy BDI [24] i mo-
e BMKOPUCTOBYBATUCA ANA BUSIBNEHHs genpecii [9], oo
TOrO X CKOPOYEHW BapiaHT € Binbl NpocTum Ta 3pyd-
HUM ONsi BUKOPUCTaHHA nikapeM-TepaneBToM abo nynb-
MOHOJIOrOM.

HEOﬁAeMK €KOAOTii Ta MCECAHIIHHH

CratuctuyHa obpobka oTpMmaHuxX pesynbTaTiB npo-
BOAMNacb 3 BUKOPUCTaAHHAM MeToAiB 6GiomeTpuyHoro
aHanidy 3a gonomoroto nporpamu STATISTICA 6.0. Oui-
HKa AOCTOBIPHOCTI BiOMIHHOCTEN NpoBoAMnach 3a KpuTe-
piem [MipcoHa.

Pe3ynbraTty Ta ix 06roBopeHHs.

3a paHnmu aHketn PHQ-9 penpecis 6yna BusBneHa
y 8 xBopux (24,2 + 7,5 %), Toni sk 3a aHkeToto BDI-SF —
y 12 naujenTiB (36,6 £ 8,4 %) (p =0,3). MNMpn ubomy 3a
oboma aHkeTaMu genpecito 6yrno BUSIBNEHO y 7 XBOPUX,
nvuwe 3a aHketoo PHQ-9 — y 1 xBoporo, nuiie 3a aHke-
Toto BDI-SF — y 5 xBopux.

3HayHi BigMIHHOCTI 6ynu BUSIBMEHi npu OUiHLi CTyne-
HS1 TSDKKOCTI genpecii 3a oboma aHkeTamu. Tak, sKWo 3a
aHkeToro PHQ-9 nerky genpecito manu 2 xsopux (25 %),
noMipHy — 4 xsopux (50 %), a NOMIpHO TSXKKY Aenpecito —
2 oci6 (25 %), To 3a aHketoro BDI-SF nerky i nomipHy
genpecito manu no 6 nauieHTiB (To6T0 Mo 50 %), TAXKY
Oenpecito — X0OeH 3 NauieHTIB.

Y 3B’A3Ky 3 TUM, WO OTPMMaHi pesynbTaTh aHKeTy-
BaHHA 3a oboMa aHKeTaMu Manu CyTTEBi BiOMIHHOCTI,
Ham Buganocs AOUINbHUM peTenbHO MpoaHanidyBaTtu
CTPYKTYPY KOXHOI aHKeTu, BignoBigi XBOPUX Ha KOXHE i3
3anuTaHb Ta OTpuMaHi pe3dynbTatn y 6anax 3 ypaxyBaH-
HAM KMiHIYHUX ocobnusocTen xsopux Ha XO3J1.

OpHieto 3 HarcyTTeBIWNX BigMiHHOCTeN aHkeTn PHQ-
9 T1a aHkeTn BDI-SF € pisHi kpuTepii oUiHK1 CTyneHs Bu-
pasHocTi cumnTomy. Tak, y aHkeTi PHQ-9 3a ocHoBY B3si-
TWA NpuHUMN TpuBanocTi cumnTomy (puc. 1), Toai gk y
aHkeTi BDI-SF B OCHOBi OUIHKW TSDKKOCTI CUMNTOMY ne-
XWTb 1oro BupasHicTb (Tabn. 1). Lis BigMmiHHICTE MoOXe
OyTu ofHiel 3 NPUYMH Pi3HUX pe3ynbTaTiB 3a HaBedeHU-
MU aHkeTamu y xBopux Ha XO3J1.

OnuUTyBaribHMK Npo cTaH 340poB'A
(PHQ-9)

Binbw

Npo Te, W06 3anoaFTH cobi Aky-HeOY b LKoY

Ak 4acTo 3a ocTaHHI 2 Tk Bac TypSysanu Syge-Aki 30BCIM He nonoeux

3 HACTYMHUX NpoGrem? TypSysan [eKkine HU BCIX Maixewo

(OOpaHy 6i0rnoeioe eioMIMsMme NO3HAYKOK “¢) " Ka gHiB  gHis AeHHO

1. Bam Gyno He Ayxe LIKaBo ado Nogobanots YUMotk o 1 2 a3
3afimMaTuch

2. BM NoYyBanuCA CYMHAMA, Npu abo Desi o 1 = 3

3. Bam Oyno Bakko 3acMHaTH abo He NPOKMAaTUC b, aGo Br 0 1 2 a3
cnanu Haaro AoBro

4. By BiguyBsanu eTomy abo mMano cun o 1 = 3

5.y Bac OyE NoraHui aneTuT, ao Bu nepeinanu ] 1 2 3

6. BW NoraHo Npo cebe oyMani — ato BY nouysanuca
Hesaaxoo, abo # poadapoBysarmcs y cobi, abo aymany, ujo 0 1 2 3
nigseny poauHy

7. Bam Oyro BaKKO 30CEPEAUTUCE, HANPHKNAA, Ha YMTaHHI 0 1 2 3
raseTn abo nepernsai Tenenepenay

8. BH pyxanich ato POIMOBIANK HACTINGKA NOBINLHO, WO IHLLE
oM MomK B Ue nomMimami? Ao X Hasnaiw, By Oynn 0 1 > 3
HaCTINLKM METYLLINMBI 850 HECTIOKIAH, L0 NepecyBanich
Ha0AraTo GiNblUe, HDK 3a38I4aIA

9. ¥ Bac Gynm gyme, wo Bam kpawge 6 nomepty, aGo By gymanm 0 1 > 3

ForROFACECODING _ 0+ + *

=Total Score:

FAxwo By BignoBinKM NOSMTUBHO HAa AeAKi NYHKTH, OUiHITL, HacKinbku Bawko Bam 6yno npayroBaTty,

3alMaTUCE [
3oBcim He Aewo
BAWKO BAXKKO
o =]

AIATH 3 1 noaEMU Yepes Ui npoGnemMn?
Dyxe HagsBuYanHo
BaXKO BaXKO
() o

Po3poBneHo: [J-pamMu PoGepTom 1. WNTLepom, [aHeT 5. BinbaMe, KypTom Kpetke (Drs. Robert L. Spitzer, Janet B
williams, Kurt Kroenke) Ta xoneramy npy NiITPHMLI 0CEITHLOMO IDAHTY Komnasil “Mdalisep |k " (Pfizer Inc.). BiATeoDEHHA,
nepexnag, ASMOHCTPAUIA | PO3NOBCIOMKEHHA J03BONAKTLECA Gea NnonepegHLEOT aroaM BNACHWKIB aBTOPCLKOre Npasa.

Puc. 1. AHkema PHQ-9 [3, 22].



Mpn aHkeTyBaHHi 3a pgonomorow aHkeTn PHQ-9
4,7 £1,2 % NO3WTUBHUX BIAMOBIAEN Ha 3anUTaHHS aHKEeTW
BignoBiganu makcumansHomy 6any, LWo CBigYnTb NPo Mak-
CcUMarbHy TpuBarnicTb cMMNTOMy. B Tow ke 4ac, npu OuiHUj
BMpa3sHOCTi cumnTomiB 3a aHkeToto BDI-SF 6yno BigmiveHo,
Lo pes3ynbTaTtu, SAKi BignoBiganyM MakcuMarnbHii BUpa3HOCTI

HEOﬁAeMK €KOAOTii Ta MCECAHIIHHH

CMMMTOMY, 3YCTPIYanucsl y He3HaYHIN KinbKOCTi BignoBigewn
(0,9 £ 0,5 %). Ha Hawy oymky, Lie acnekT NOBUHEH BPaxo-
BYBATUCS MPW AiarHOCTULi Oenpecii, a TakoX BU3HAYEHHI
CTyNeHs1 TSHKKOCTI aenpecii y xeopux Ha XO3J1, amke cumn-
TomaTtuka XO3J1 € NOCTiNHO | MOXe TpUBano BNNMBaTh Ha
MCUXIYHWUIA CTaH NaLjEeHTIB.

Tabnuysi 1
AHkema BDI-SF

Ne rpynu
TBEPA-
XEeHb

TBepaXeHHA

BignosigHui-
6an

MeHi He cymHo.
MeHi cyMHO (TYyXXn1BO, XXYprvBo).
MeHi nocTiiHO CymHO, i S He MOXY Bif LbOro BigipBaTuCS.
MeHi TaK TyXnvBO, O 51 He MOXY LIbOro BUTEPNIiTU.

1 He BTpaTMB 3aUikaBneHiCTb 4O Nnoaen.
JTioau UikaBnATe MEHE MEHLL, SIK paHille.
£ maibke NOBHICTIO BTpATUB iHTEpeC Ao noger Ta ctaB 6anayxum 4O HUX.
£ 30BCiM BTpaTMB iHTEPEC A0 NAEN | He AyMato NPO HUX.

A He 0cobnMBO NOXMYpPO AMBIIOCH HA ManbyTHE.
£ noxmypo AnBnioCcb Ha ManbyTHeE.
A BigyyBato, L0 MeHi HeMa Yoro o4ikyBaTu B ManbyTHbOMY.
A BigyyBato, Lo B ManbyTHbOMY MEHE He OYiKY€E Hi4Oro 4OBPOro i Hilllo HE MOXHa 3MIHWUTW.

£ npyiMalo pileHHs Tak camo Nnerko, K i paHilue.
A Hamaralocb BigknagaTn NPUAHATTS PilLeHb.
MeHi Bkpai BaxXKko O6yab-LL0 BUPILLNTY.
A BTpaTUB 34aTHICTE NpUUMaTH ByAb-AKi PilLEHHS.

A He BiguyBato cebe HeBAaxolo.
£ Big4yBato, WO B MEHe HeBAaY binblue, HiX B iHWWX Mogen.
IHOAj, KOnK 51 OrNsiAACh Ha CBOE XKMTTS, BOHO 34a€TbCA MEHi CNMeTiHHAM HeBAau.
A BiguyBato cebe abcontoTHOW HeBAAXO (K 6aTbko, YOMOBIK, APYXMHA...)

£ He BiguyBalo, WO BMINSAAN0 ripLie, HiX paHilue.
MeHe HenokoiTb Te, Lo S BUrNS4alo NocTapinuM i HenpusabnmeuM.
A Big4yBalo, L0 MOS 30BHILLHICTb MOTIPLIYETHLCS, WO pobuTe MeHe Bce BinbLu HenprBabnvemm.
A BiguyBalto, W0 BUrMIsgao NOTBOPHMM abo BigpasnmBuMm.

A He 3a3Hal 0cOBGNNBOT HEBAOBOMNEHOCTI.
A Hyapryto GinblUy YacTUHyY Yacy.
£ aHi Big 4Oro He OTPMMYIO TAKOro 3aA0BOMEHHS, SIK paHiLue.
# BCiM HEBOOBOMEHWIA.

A MoXy npauoBaTV Tak camo ferko, SK i paHilue.
MeHi joBoanTLCS NpuknagaTv NeBHi 3ycunns, wob B3siTucs 3a Oyab-Luo.
MetHi gyxe Baxko cebe npumycuTn B3siTUcs 3a Oyab-LUo.
£ 30BCIM Hi4OrO HEe MOXy pobuTu.

A He BiguyBato cebe 0coONMBO BUHHUM.
BinbLy yacTuHy vacy s BigdyBato cebe noraHoo abo HerigHoK MANHOL.
£ BigyyBato 3a coboto NeBHY NPOBUHY.
A BiguyBalto, L0 51 AyXKe noraHa, HerigHa nogvHa.

10.

A BTOMNIOKOCH He BinbLue,HiK 3BU4aiHo.
£ BTOMNIOKOCH LIBMALLE HiX paHilwe.
£ BTOMAIOIOCB Bif YCLOTO.
BToma He flae MeHi Hi4oro 3pobuTu.

1.

£ He po3yapoBaHui y cobi.
£ posyapoBaHuit y cobi.
A ormaHuin cobi.
A HeHaBuaxy cebe.

12.

AneTuT y MeHe He ripLue, HiX paHille.
AneTut y MeHe He Takui obpuii, SiK paHilue.
AneTtut y MeHe 3pobuscsa HabaraTo ripwmm.

Y MeHe 30BCiM HEMaE aneTuty.

13.

MeHi npvxoanTb Ha AYMKY HaHecTu cobi Wkoay.
£ BigyyBato, WWo kpale 6yrno 6 meHi nomepTy.
Y MeHe € NeBHWI NnaH 34iCHeHHs camorybeTBa.
£ HaknaB 6u Ha cebe pyku, sKWo 6 MeHi Lie BAanocs.
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HacTynHim BaxnvBMM MOMEHTOM Ans aHanidy pesyrnb-
TaTiB aHKeTyBaHHS Y xBopux Ha XO3J1 BugaeTbca xapakrep
3anuTaHb Y aHKeTax, CIPUMAHATTA SKUX Moxe ByTn HeoaHo-
3HaYHMM 3 ypaxyBaHHSM nepebiry OCHOBHOIO 3axXBOPOBaH-
Hs1. BHacnigok Toro, Lo npy ouiHUi pe3ynbTaTiB OnuTyBaHHA
xBopux 3a aHkeTamm PHQ-9 ta BDI-SF y Hac BuHUknu gesiki
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MUTaHHS, MW BBaXann 3a HeobXigHe peTenbHO NpoaHaniay-
BaTW BIAMNOBIAj KOXXHOMO XBOPOro.

Tak, 3a aHkeToto PHQ-9 (puc. 1) xBopi noBuHHI Bynn
BiANOBICTM Ha AEB’'ATb 3anuTaHb LUMSAXOM BU3HAYEHHSI
6any y sanexHocTi Big TpusanocTi cumntomy — Big O
(npobnema B3arani He TypbyBana xBoporo) oo 3 (npo-
6nema TypbyBana manxe LoAeHHO) (Tabn. 2).
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Tabnuus 2

HaHi aHanisy eidrnosideli Xxgopux, ompuMaHuUXx WIsXoOM aHKemyeaHHs ix 3a doromozoro PHQ-9

Holezﬂ::nm CyTb 3anTanHs KinbkicTb Xaopgiﬁbl,]-lr? (;(l)znimnﬁ;seany BiAno
1. 3alikaBneHICTb CBOEIO QiANbHICTIO 11 (33,3 +8,2)
2. BiguyTTa npurHiveHocTi Ta 6e3HaaiiHoCTi 12 (36,4 £ 8,4)
3. MopyLueHHs cHy 19 (57,7 £ 8,6)
4, BigyyTTa nigBueHoi BTomu 28 (84,6 £6,2)
5. MopyLieHun aneTut 6(18,2%6,7)
6. Po3yapyBaHHsi y cobi 8(24,3%7,5)
7. MopyLueHHsi KOHLEHTpaLii yBaru 6(18,2%6,7)
8. YNOBINbHEHI pyx Ta MOBa 11 (33,3 %8,2)
9. Hymkv npo 6axaHHs nomepTy 4(12,1%5,7)

Haibinbwa kinekicTe No3MTuBHUX Bignosigen (Big 1
no 3 Ganie) 6yna gaHa XBOpMMM Ha [Ba 3anuTaHHSA: Ha
yeTBepTe (CTOCYETbCA MiOBULLEHOI BTOMW) Ta Ha TpeTe
(o0 MOpYLUEHHsT CHY). HaliMeHLwa KinbKicTb No3uTuB-
HKX BignoBigen Oyna AaHa XBOPUMW Ha M'SiTE 3anUTaHHS
(Npo nopyLueHnin aneTuT), cbome (MPO MOPYLUEHHSI KOH-
UeHTpaLji yBarn) Ta Ha geB’site (Wwogo Aymok npo 6a-
XaHHS ToOMepTH).

AHanoriyHui aHani3 Bignosigen xsopux GyB npoBe-
OeHW Hamu 3a pesynbTaTamm onuTyBaHHA aHkeTor BDI-
SF (Tabn. 1). AHkeTa MicTuUTb 13 rpyn TBEpOKEHb. Y KO-
XHI 3 HUX XBOPOMY MOTPIOHO Oyrno obpaTn ogHe TBeEp-
[DKEHHS!, sike HaWKpaluMM YMHOM BIiAMOBIAAE MOro CTaHy
Ha AaHUn MOMeHT. KoxXXHOMY TBepaXXeHHIo y rpyni Bigno-
Binae 6an Big 0 (y nauieHTa BiACYTHI AaHWA CUMNTOM)
00 3 (CMMNTOM BUPaXeHU MakcumMarnbHo) (Tabn. 3).

Tabnuus 3

HaHi aHani3y eidnosideli Xxeopux, ompuMaHUX WSXOM aHKemyeaHHs ix 3a doromozoro BDI-SF

Hongﬂ::nm CyTb 3anTanHs KinbkicTb xaopgisz’u,g ﬁzniM£;Beany BiAno
1. BiguyTTa cMyTKY 5 (15,2 £ 6,3)
2. 3aLikaBneHicTb iHLWWMKX NIabMN 7(212+7,1)
3. Po3yapyBaHHs y MabyTHbOMY 10 (30,3 £ 8,0)
4. BigknagaHHa NpUAHATTSA pilleHb 10 (30,3 £ 8,0)
5. BiguyTTsa cebe HeBaxoto 3(9,1%5,0)
6. 3aHenoKoEHHS NOTipLIEHHAM 30BHILLUHBOrO BUrMsdy 8(24,3%7,5)
7. BaoBoneHHs 6yab-4um 7(21,2+7,1)
8. 3HWKeHa npaues3gaTtHiCTb 23 (69,7 + 8,0)
9. BiguyTTs 0cOGUCTOI NPOBMHYK 3(9,1+5,0)
10. BigyyTTa nigBuweHoi BTomu 31(93,9+4,2)
11. Po3yapyBaHHsi y cobi 2(6,1+4,2)
12. MopyLueHun aneTut 11 (33,3+8,2)
13. BaxaHHa nomepTun 0

Halyacriwe xBopi obpanu G6anu Big 1 0o 3 y ABOX
rpynax TBEpAXXeHb: Y AecaTin (oo nigBuULLEHOT BTOMN)
Ta y BOCbMil (MPO 3HWXKEHY Npaue3aaTHicTb). HalimeHwa
KiNbKiCTb CTBEpPAHUX BigMNOBIAeN crnocTepiranack y n'aTin
rpyni TBepaXeHb (npo Big4yTTs cebe HeBAaxow), Yy
nes’saTii (Npo BigyyTTs 0cOBUCTOI NPOBUHM) Ta B OAMHA-
AUSATIN (Npo po3yapyBaHHsA y cobi). Y TpuHaguaTivi rpyni
TBEpAXEeHb Woao OaxaHHsa nomMepTn He 6yno >xogHoi
CTBEPAHOI BigNoBiai.

Takum YnHOM, Npu AeTanbHOMY BMBYEHHI Bignosigen
koxHoro xsoporo Ha XO3J1 Ha 3anuTaHHA aHKeT Hamu
6yno BCTaHOBNEHO, L0 MNEBHi CUMMTOMM 3yCTpivalTbCs Y
XBOpMX 0COBMMBO YacTo, ToAi AK iHWi — ayxe pigko abo
B3arani He 3ycTpivaloTbcsa. Tak, 3a oboma aHkeTamu
HanvacrTilwe 3ycTpiYanuca cTBepAHi Bignosigi Ha 3anu-
TaHHS WOAO NiABULLIEHOI BTOMU; nvwe 3a aHkeTo PHQ-
9 — Ha 3anuTaHHs NMPO MOPYLUEHHS CHY; NuLle 3a aHKe-
Toto BDI-SF — Ha 3anuTaHHsa Npo 3HWXKEHY npauesgat-
HicTb. OCTaHHE MOXe MOSICHIOBAaTUCA TUM, LLO caMe OC-
HOBHe 3axBoptoBaHHsA (To6To XO3J1) abo noxwnun Bik
xBopwux (a xsopumun Ha XO3J1 HayacTiwe € came ocobu
NOXWUMOro BiKy) MOXYTb OYTN MPUYMHOI BULLE3a3HAYEHMX
CUMNTOMIB, OT)K€ BOHM HE 3aBXOM € HaCIiAKOM MCUXiy-
HMX NOPYLUEHb AK TaKuXx.

Kpim Toro, npueeptae go cebe yeary Te, WO pi3He
dopMynoBaHHS CXOXMX MO CyTi 3anuTaHb | TBEPAXEHb B
aHKeTax MOXe MpU3BOAUTU A0 PI3HOrO iX CNPUNHATTS, a
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OTXe i [0 pi3HMX Bignosigen. Tak, CXOXi 3anuTaHHsA nNpo
6axaHHs nomepTtun y aHketi PHQ-9 Ta y aHketi BDI-SF
3ByYaTb JeLL0 No-pi3HOMY, L0, HaNeBHO, NPU3BOAUTL A0
Pi3HOI KiNbKOCTI MO3WUTUBHKX BIAMOBIAEN, WO Mae OyTu
BpaxoBaHO MNig 4Yac BUSIBMEHHS Jdenpecii y XBOpuX Ha
XOSJ1 anst 3anobiraHHs OTPUMaHHSA NCEBOOMO3UTUBHUX
abo nceBOoOHEraTMBHUX pe3ynbTaTiB.

OcobnuBy yBary npveepTae iHTepnpeTauis oTpuma-
HUX pes3ynbTaTiB aHKETYBaHHS BiLHOCHO KOXHOI aHKeTW.
Tak, iIHCTPYKUIS 0O OUiHKM pe3ynbTaTiB Ans aHketn PHQ-
9 [14, 16, 17, 22] € pocuTb cknagHow. BoHa Bumarae
BpaxoByBaTU He MPOCTy cymy Ganig, a i OLiHIOBaTK Kirnb-
KicTb 6aniB No KOXXHOMY 3anuTaHHI0, 0COGNUBE 3HAYEHHS
HagaeTbecA BiANoBiAaM Ha 3anuTaHHs Ne 1 ta Ne 2. Y 3a-
NEeXHOCTI BiA4 UMX acnekTiB pesynbTaTh aHKeTyBaHHA
PO3MOAINAITLCA (3rigQHO 3 IHCTPYKUIE A0 OUiHKM pe-
3ynbTaTiB) Ha TpW TPyNu: «OenpecuBHUA po3nag», «Be-
NVKUIA OENPECUBHUIA PO3naa» Ta «iHWWA LenpecuBHUIA
po3anaa». KpiM Lboro, NnpoBoANTLCS BU3HAYEHHS CTYNEHS
TSDKKOCTI Aenpecii WnaxoMm nigpaxyHKy 3aranbHoOi cymu
Ganis..

Tak, 3a HaWUMN gaHumu y 8 nauieHTiB, y AKUX 3rigHO
i3 pesynbTaTamMu aHKeTyBaHHs 3a gornomoroto PHQ-9 6y-
na BusiBNeHa genpecis, AiiCHO Bynu BUSABMEHI PidHi TUNn
OenpecyBHMX PO3naAis, Npy LUbOMY Haumpiglwe 3ycTpivyas-
Cs1 BENVIKUI AenpecuBHuin posnag (tabn. 4).
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Tabnuus 4
Pe3ynbmamu OiazHocmuku Oenpecii y xeopux Ha XO3/1 3a dornomozoro aHkemu PHQ-9

PesynbTaTt y 6anax (signosigHa
MOMY CTYMiHb TSXXKOCTi Aenpecii
3a PHQ-9)

KpuTepii po3noginy xsopux 3rigHo | BucHOBOK 3a faHumu aHke- KinbkicTb XBOpuX, N
3 iHTepnpeTauieto aHkeTn PHQ-9 ™ PHQ-9 (% £ m)

HasBHi He MeHwWe, sk 5 BignoBi-

Aen y 3aTeMHEeHNX Monsix aHkeTu, Benukuii penpecusHumn . .
onHa 3 SIKNX Ha nuTaHHs Ne 1 260 poanan 1(12,56+11,7) 16 (nomipHoO TsxkKa Aenpecist)
Ne 2

. . . 19 (momipHoO TsPKKa Aenpecis)
HasBHi He MeHLwe, K 4 BianoBiai y 14 (nomipHa aenpecis)
3aTEMHEHUX MONAX aHKeTK, AKi [HenpecvBHuiA po3nag 4 (50,0 +17,7) h pHa aenp .
BKItOYaloTh NuTaHHA Ne 1 1a Ne 2 12 (nowmipHa ﬂe”Pec'?*) 11 (nowmi-
pHa genpecis)

10 (nomipHa genpecisi)

HasBHi Big 2 0o 4 Bignoeigen y

3aTeMHEHMX MOMsIX aHKeTU, ogHa 3 IHLLINAA ENPECUBHMI PO3- 3(37,5+17,1) 7 (nerka genpecisi)

AKkMX Ha nuTaHHs Ne 1 a6o Ne 2 nan 5 (nerka genpecis)

LLlo cTocyeTtbcs iHCTPYKUii OO iHTepnpeTadii pe3synb- WO 0cOobnMBO BaXNMBO NPU MEPBUHHOMY OOCTEXEHHI
TaTiB, OTpUMaHMX 3a gonomoroto aHketn BDI-SF [6, 9], XBOPUX Ta BUsIBNEHHI aenpecii y xsopux Ha XO3J1 cimen-
BOHa € MPOCTOI i BpaxoBye Nnuile 3aranbHy cymy 6anis, HUM nikapem, TepaneBToM abo NynbMOHOMOIoOM.
OTPMMaHMX 3a aHKETOID, L0 BM3HA4Ya€e HasABHICTb genpe- 5. BukopuctaHHsa aHkeT PHQ-9 ta BDI-SF gns su-
cii i ii cTynivb (guB. Tabn. 1). SIBNEHHs1 aenpecii y xBopux Ha XO3J1 moxnuee nule y

Tak, 3rigHo i3 kpuTepiamu iHTepnpeTauii BDI-SF npu SIKOCTi CKPWHIHIY 3 METOI OKpecreHHs Tiel kaTeropii na-
OTpMMaHHi B pe3ynbTaTi aHkeTyBaHHs Big 0 oo 4 Ganis LieHTIB, IKMM HeobXigHe AopaTkoBe OOBCTEXEHHS Y nika-
AiarHocTyeTbCA BiACYTHICTL Aenpecii abo MiHiManbHui ps-ncuxiaTpa.

CTYNiHb ii BMPA3HOCTi (3a HaWWUMW OaHUMW TaKMM CTaH
OyB BIACYTHI); nNpu OTpuMaHHi Big 5 go 7 GaniB —
Jenpecis nerkoro ctyneHs (3a HawummM gaHuMm — 6 xBo-

JlitepaTtypa:
AnroputM [iarHOCTUKM XPOHIYHOTO OBCTPYKTUBHOMO 3a-
XBOPIOBAHHSI NMereHb y MnoeaHaHHi 3 genpecieto [TekcT] :

pux, cepeaHin 6an — 5,8 + 0,4); npu oTpumanHi Big 8 o iHcbopMaLLiiKii nncT / THCTUTYT dbTusiaTpii i nynsMoHonorii
15 GaniB — genpecia cepefHbOi TSXKKOCTI (32 Halwmmu im. ®. I". Anoecbkoro AMH Ykpainu. — Kuis, 2013. — 4 c.

JaHummn — 6 xBopux, cepefHin 6an —9,5+ 0,8); npu 2. Hakas MOS3 Ykpainu Ne 555 Big 27.06.2013 p. «Mpo 3a-
OTpMMaHHi 16 6a]'|iB | BULLIE — TSXKKA ,qerlpeciﬂ (HaMI/I BO- TBEPAXXEHHA Ta BNPOBadXEHHSA Me,D,I/IKO-TeXHOJ'IOFi‘-IHVIX

OOKYMEeHTIB 3i cTaHpgapTusauii MeguyHoi Jonomoru npu
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ENGLISH VERSION: SPECIAL ASPECTS AND CHALLENGES
OF DIAGNOSIS OF DEPRESSIVE DISORDERS IN PATIENTS WITH
CHRONIC OBSTRUCTIVE PULMONARY DISEASE

Pertseva T. O., Konopkina L. I., Huba Yu. V.
State establishment "Dnipropetrovsk medical academy of the Health ministry of Ukraine",
Department of therapy and endocrinology, Dnipropetrovsk, 13 Batumska str.

Over the past years, increasingly greater attention has been paid to extrapulmonary effects of chronic obstructive pul-
monary disease (COPD) that aggravate its progression such as anxiety and depression. No studies of methods of depres-
sion detection in COPD patients have been conducted to date. Based on the foregoing and because the Beck Depression
Inventory-Short Form (BDI-SF) and the Patient Health Questionnaire-9 (PHQ-9) are some of the most convenient tests,
in our study we aimed to assess the informative and diagnostic value of the BDI-SF and PHQ-9 tests in a comparative
perspective. The study involved 33 patients with COPD in the stable phase. We used the generally accepted clinical
methods, spirometry and mental status assessment by using the PHQ-9 and BDI-SF questionnaires. The results for both
surveys of COPD patients were significantly different. Different criteria for assessing severity of symptoms are one of the
major differences between the PHQ-9 and BDI-SF questionnaires, which can be a reason for different results for COPD
patients. The next important thing for analysis of the results of surveying of COPD patients seems to be the nature of
the guestions which can be perceived controversially given the course of the underlying disease. Besides, different for-
mulations of essentially similar questions and statements in the surveys can lead to different perceptions and therefore
different answers. Interpretation of the survey results for each of the questionnaires is very important. The guidelines for
Interpretation of the PHQ-9 results are rather complicated as opposed to the guidelines for interpretation of the BDI-SF
results, which are simple and only require taking into account the total questionnaire score. These results led us to the
conclusion that the use of different surveys for diagnosis of depression in COPD patients can give different results for
detection of depression and measurement of its severity. This means that the PHQ-9 and BDI-SF scales can be only used
for diagnosis of depression in COPD patients at the screening stage.

Key words: chronic obstructive pulmonary disease (COPD), diagnostic significance, depression, questionnaire survey,
interpretation of results

Over the past years, increasingly greater attention Scientists studying clinical symptoms of COPD are
has been paid to extrapulmonary effects of chronic ob- being increasingly focused on the psychological aspects
structive pulmonary disease (COPD) that aggravate and of the disease such as anxiety and depression [5, 11].
modify its progression. The most common comorbidities These signs significantly worsen both the course and
observed in COPD patients include skeletal muscle dys- prognosis of the disease [10, 11, 12, 14]. According to
function, cachexia, lung cancer, pulmonary hypertension, different sources, prevalence of depression caused by
coronary heart disease, osteoporosis, anemia, mental COPD varies from 10% to 42%, which is a significantly
disturbance, etc. [4, 5, 10]. higher level than that in the general population [8, 18,
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26]. Despite the high prevalence of COPD-related de-
pression and plenty of evidence suggesting that correc-
tion of mental disorders in COPD patients can improve
the quality of their life, this concomitant condition often
remains undiagnosed or untreated [12, 15, 21]. Besides,
COPD-related depression as a mental consequence of
the disease and its impact on the quality of life is under-
studied, at least by pulmonary specialists [1, 12].

Unfortunately, the current COPD patient management
instructions offer no detailed screening plan for establish-
ing presence/absence of any concomitant depression or
methods of diagnosis and treatment of depression in
such patients [11]. Potential approaches to detection of
depression in COPD patients have not been investigated
yet [25]. On the one hand, various researchers use dif-
ferent methods for detection of depressive disorders in
COPD patients, so the results are somewhat different.
On the other hand, each researcher generally uses only
one method to detect depression.

For instance, depression was detected in 18.8% of
cases by using the Zung Self-Rating Depression Scale
for patients with stage || COPD [20]. The Beck Depres-
sion Inventory (BDI) used for patients with severe and
very severe COPD helped diagnose depression in 37%
of cases, and in 22% among patients with moderately
severe COPD [24]. The Hospital Anxiety and Depression
Scale (HADS) allowed diagnosing depression in 28% of
COPD patients regardless of the disease stage [8]. The
Centre for Epidemiologic Studies Depression Scale
(CES-D) used in the exacerbation phase of COPD de-
tected depression in 60% of patients [23]. The CES-D
test conducted with COPD patients who were admitted to
hospital for pulmonary rehabilitation allowed detecting
depression in 48.6% of cases [13]. The HADS test with
patients in COPD stages I-Il diagnosed depression in
23% of cases, 25.3% among patients with COPD stage
IIl and 34.2% among those with COPD stage IV [15]. The
CES-D scale that screened patients with COPD stages II-
IV detected depression in 26% of cases [11]. The Patient
Health Questionnaire-9 (PHQ-9) used for patients with
COPD A, B, D clinical groups diagnosed depression in
28% of cases, of them 5% were categorised as group A,
37% as group B and 58% as group D [1]. The CES-D test
that screened patients with COPD regardless of the dis-
ease stage diagnosed depression in 21.6% of patients;
among severe COPD patients depression was detected
in 25% of cases, and in 19.6% of cases among patients
with mild to moderate COPD [19]. The HADS test with
COPD stages | to IV patients diagnosed depression in
20.8% of cases [7].

Given these differences in the data on depressive
disorders in COPD patients and the guidelines of the
Global Initiative for Chronic Obstructive Lung Disease
(GOLD 2013) for assessment of depression and anxiety
in COPD patients, it seems appropriate to examine the
relative diagnostic significance of various methods of de-
pression detection that can be used in COPD patients
[10, 21, 25].

Based on the foregoing and taking into account that
the Beck Depression Inventory-Short Form (BDI-SF)) and
PHQ-9 are some of the shortest and most convenient
tests, this study was aimed to establish the informative
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and diagnostic value of the BDI-SF and PHQ-9 in a com-
parative perspective.

Materials and methods

We have examined 33 COPD patients (30 (90.9%)
men and 3 (9.1% women); average age (Med [25-75]) —
66 [62-68] years, forced expiratory volume in 1 second
(FEV1) (Med [25-75]) — 56.2 [45.7-62.2]% of the pre-
dicted value). All patients were in a stable phase of
COPD and received basic therapy according to their
clinical groups pursuant to Order No.555 of the Ministry
of Health of Ukraine dated June 6, 2013 [2].

A clinical diagnosis of COPD was formulated in ac-
cordance with Order No.555 of the Ministry of Health of
Ukraine dated June 27, 2013 [2].

All patients signed informed consent forms for partici-
pation in the study.

The screening tests included the generally accepted
clinical methods, computer-assisted spirometry with Mas-
terScreen Body/Diff system (E. Jaeger, Germany).

The mental status examination was performed with
PHQ-9 [16, 17, 22] and BDI-SF [6] tests, an acceptable
substitute for the full version of BDI [24] that can be used
for detection of depression [9]; the short version is also
more simple and easy to use by therapists or pulmonary
specialists.

For statistical analysis of the results we used biomet-
ric analysis methodology supported by STATISTICA 6.0
software. Significance of differences was assessed with
the Pearson’s chi-squared test.

Results and discussion

According to the PHQ-9 test, depression was found in
8 patients (24.2 + 7.5%), while the BDI-SF test detected
12 patients with the disorder (36.6 + 8.4%) (p=0.3). Both
tests helped diagnose depression in 7 patients: 1 with the
PHQ-9 test and 5 patients with the BDI-SF scale.

Significant differences were found when assessing
the severity of depression by using both tests. While ac-
cording to the PHQ-9 mild depression was present in 2
patients (25%), moderate depression in 4 patients (50%)
and moderately severe depression in 2 (25%) of cases,
the BDI-SF detected mild to moderate depression in 6
patients (i.e. 50%), and none of the patients had severe
depression.

Since the results of the two tests were significantly
different, we thought it was appropriate to carefully ana-
lyse the structure of each questionnaire, patients’ an-
swers to each of the questions and calculate the scores
taking into account special clinical aspects of COPD pa-
tients.

Criteria for assessing the severity of symptoms are
one of the major differences between the PHQ-9 and
BDI-SF questionnaires. While the PHQ-9 is based on the
principle of symptom duration (Fig. 1),
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PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the last 2 weeks, how often have you been bothered

M Nearl
by any of the following problems? Several tha:?a” e?,z:;
(Use “» to indicate your answer) Not at all days the days day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself — or that you are a failure or
- 0 3 2 3
have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or watching television
8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual
9. Thoughts that you would be better off dead or of hurting 0 1 2 3
yourself in some way
FoRr oFFICE coDiNGg ___ (0 + + +

=Total Score:

Not difficult Somewhat
at all difficult
| |

If you checked off any problems. how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Very Extremely
difficult difficult
L1 O

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, translate, display or distribute.

Fig. 1. The PHQ-9 questionnaire [3, 22].

the BDI-SF test is aimed to measure the severity of
symptoms by their intensity (Table 1). This difference can
be one of the reasons for the different results of the
above tests of COPD patients.

For the PHQ-9 scale, 4.7 + 1.2% of positive answers
to the questions totalled to maximum score, a value indi-
cating maximum duration of a symptom. However, meas-
urement of the severity of symptoms by using the BDI-SF
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questionnaire showed that the results denoting maximum
severity of symptoms could be only found in a few an-
swers (0.9 £ 0.5%). We believe that this should be taken
into account in diagnosis of depression and assessing
the severity of depression in COPD patients because
COPD symptoms are constant and can have long-term
effects on the mental state of patients.
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Table 1
BDI-SF Scale

Statement
No.

Statement

Points

| do not feel sad.
| feel sad (depressed).
| feel constantly sad and depressed and feel unable to snap out of it.
| feel so sad or unhappy that | cannot stand it.

o

| have lost all of my interest in other people.
| am less interested in other people than before.
| have lost most of my interest in other people and have little feeling for them.
| have lost all my interest in other people and | don’t care about them at all.

I’'m not particularly discouraged about the future.
| feel discouraged about the future.
| feel | have nothing to look forward to.
| feel that the future is hopeless and that things cannot improve.

| make decisions about as well as ever.
| try to put off making decisions.
| have great difficulty in making decisions.
| cannot make any decisions at all anymore.

| do not feel like a failure.
| feel | have failed more than the average person.
As | look back on my life, all | can see is a lot of failures.
| feel | am a complete failure (as a father, husband, wife, etc.)

| don’t feel that | look any worse than | used to.
| am worried that | am looking old or unattractive.

| feel there are permanent changes in my appearance that make me look unattractive.

| believe that | am ugly or repulsive looking.

| am not particularly dissatisfied.
| feel bored most of the time.
| don’t enjoy things the way | used to.
I’'m dissatisfied with everything.

| can work about as well as before.
It takes an extra effort to get started at doing something.
| have to push myself very hard to do anything.
| can’t do any work at all.

| don’t feel particularly guilty.
| feel guilty or unworthy a good part of the time.
| feel quite guilty.
| feel as though | am very bad or worthless.

| don’t get more tired than usual.
| get tired more easily than | used to.
| get tired from doing anything.
| am too tired to do anything.

| don't feel disappointed in myself.
| am disappointed in myself.
| am disgusted with myself.
| hate myself.

My appetite is no worse than usual.
My appetite is not as good as it used to be.
My appetite is much worse now.
| have no appetite at all anymore.

| have thoughts of harming myself.
| feel | would be better off dead.
| have definite plans about committing suicide.
| would kill myself if | could.

WN-=20WN-_20(WN-_20WN-_20|WON 200N 20|WN 20|WN 20N -_20WN-_20(WN 20N 220 |WwN =

The next important thing for analysis of the results of
surveying of COPD patients seems to be the nature of
the questions which can be perceived controversially
given the course of the underlying disease. We faced
some challenges when assessing the results of the PHQ-

9 and BDI-SF testing, so we decided to carefully analyse almost every day) (Table 2).
the answers of each patient.
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When completing the PHQ-9 questionnaire (Fig. 1)
patients were asked to answer nine questions by choos-
ing points depending on the duration of their symptoms
— from 0 (the problem did not cause any trouble to the
patient) to 3 (the problem caused trouble to the patient
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Table 2
Results of Analysis of Patients’ Answers to the PHQ-9 Statements

Statement No. Short Identifier

Number of patients who answered affirmatively, n
(% = m)

Patient’s interest in their activities

11 (33.3 £ 8.2)

Sense of depression and hopelessness

12 (36.4 £ 8.4)

1.

2.

3. Insomnia 19 (57.7 £ 8.6)
4. Fatigability 28 (84.6 +6.2)
5. Loss of appetite 6(18.2+6.7)
6. Self-dislike 8(24.3+7.5)
7. Loss of concentration 6(18.2+£6.7)
8. Slower movements and speech 11(33.3+8.2)
9. Death wish 4(121+5.7)

Most affirmative answers (from 1 to 3 points) were
given to two statements: the fourth (fatigability) and the
third (insomnia) ones. The smallest number of affirmative
answers were given to the fifth (loss of appetite), seventh
(loss of concentration) and ninth (death wish) statements.

We made a similar analysis of patients’ answers by
the results of the BDI-SF survey (Table 1). The question-

naire contains 13 groups of statements. Each patient was
asked to choose one statement that best describes their
then current condition. Each statement in the group was
scored from 0 (no symptom) to 3 (a most pronounced
symptom) (Table 3).

Table 3
Results of Analysis of Patients’ Answers to the BDI-SF Scale

Statement No. Short Identifier Number of patients who ar::;/vered affirmatively, n (% %
1. Sense of sadness 5(15.2+£6.3)
2. Interest in others people 7(21.2+7.1)
3. Pessimism 10 (30.3 £ 8.0)
4. Indecisiveness 10 (30.3 £ 8.0)
5. Sense of failure 3(9.1+5.0)
6. Body image change 8(24.3+7.5)
7. Dissatisfaction 7(21.2+7.1)
8. Work difficulty 23 (69.7 £ 8.0)
9. Sense of guilt 3(9.1+5.0)
10. Fatigability 31(93.9+4.2)
11. Self-dislike 2(6.1+4.2)
12. Loss of appetite 11(33.3+£8.2)
13. Death wish 0

Most patients chose points from 1 to 3 in two groups
of statements: the tenth (fatigability) and the eighth (work
difficulty). Fewest affirmative answers were given in the
fifth (sense of failure), ninth (sense of guilt) and eleventh
(self-dislike) groups of statements. In the thirteenth group
of statements none of the patients chose the death wish
option.

A detailed study of each COPD patient’s choices in
the surveys showed that some symptoms developed very
often while others were rare or absent at all. For exam-
ple, in both tests the most common choices were those of
the fatigability statements; in the PHQ-9 only the most
common choice was about loss of sleep; in the BDI-SF
only it was the one about work difficulty. The latter can be
explained by the fact that the underlying disease (COPD)
or elderly age of patients (COPD is generally developed
in elderly patients) can cause the above symptoms and
therefore they are not always resulted from mental disor-
ders.

It should be also noted that different formulations of
essentially similar questions and statements in the sur-
veys can lead to different perceptions and therefore dif-
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ferent answers. For instance, similar statements about
death wish in the PHQ-9 and BDI-SF look somewhat dif-
ferent, which obviously gives different numbers of af-
firmative answers and should be taken into account while
detecting depression in COPD patients to prevent false
positive or false negative results.

Interpretation of the survey results for each of the
questionnaires is of particular importance. The guidelines
for interpretation of the PHQ-9 results [14, 16, 17, 22] are
rather complicated. They require calculating both the
points for each statement and the total score; special at-
tention is paid to choices for statements 1 and 2. These
aspects are used to divide the results (in accordance with
the guidelines) into three groups: “depressive disorder”,
“major depressive disorder” and “other depressive disor-
der’. The degree of severity of depression is measured
by calculating the total score.

According to our data, 8 patients, who were diag-
nosed with depression after they have completed the
PHQ-9 survey, actually had various types of depressive
disorders, where major depressive disorders were the
least common (Table 4).
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Table 4

Results of Diagnosis of Depression in COPD Patients by Using the PHQ-9 Scale

Criteria of patient diagnose based
upon interpretation of the PHQ-9
results

PHQ-9 data conclusion

Result in points (severity of depres-
sion according to the PHQ-9)

Number of patients, n
(% £ m)

At least 5 answers in the shaded
sections of the questionnaire, one of
which was to statement 1 or state-
ment 2

Major depressive dis-
order

1(12.5+11.7) 16 (moderately severe depression)

At least 4 answers in the shaded
sections of the questionnaire, includ-
ing to statements 1 and 2

Depressive disorder

19 (moderately severe depression)
14 (mild depression)
12 (mild depression) 11 (mild de-
pression)

4(50.0 +17.7)

From 2 to 4 answers in the shaded
sections of the questionnaire, one of
which was to statement 1 or state-
ment 2

Other depressive dis-
order

10 (mild depression)
7 (mild depression)
5 (mild depression)

3(37.5+17.1)

On the other hand, guidelines for interpretation of the
BDI-SF results [6, 9] are simple and only require taking
into account the total questionnaire score that determines
the presence of depression and its severity (see Table 1).

For example, according to the BDI-SF interpretation
criteria, where the score is from 0 to 4 points, depression
is not diagnosed at all or there is the lowest degree of
severity (our data showed that this state was absent); 5
to 7 points correspond to mild depression (our data sug-
gested that this state was present in 6 patients, mean
score was 5.8 + 0.4); 8 to 15 points correspond to mod-
erately severe depression (according to our data, this
state was detected in 6 patients, mean score was 9.5 +
0.8); 16 or more points correspond to severe depression
(we have not detected any cases) [6].

Obviously, interpretations of the results by using both
the PHQ-9 and BDI-SF tests differ from each other con-
siderably by methodology. Analysis of the PHQ-9 results
is also more complicated and time-consuming while
analysis of the BDI-SF results is much easier to perform
by a simple calculation of the score. Neither of the sur-
veys takes into account COPD as an underlying disease
which means that the tests can only be used at the
screening stage for signs of depression and detecting
persons who need further consultative examination by a
psychiatrist.

Conclusions

1. The use of different surveys for diagnosis of de-
pression in COPD patients can give different results for
detection of depression and measurement of its severity.

2. One of the reasons for different patient results is
different methodological approaches used in the devel-
opment of the PHQ-9 and BDI-SF tests. It is better to use
the BDI-SF scale for detection of depression in COPD
patients because the test measures each symptom by its
intensity rather than duration.

3. Particularly frequent confirmation of certain
symptoms of depression in COPD patients who complete
both questionnaires can indicate ambiguous nature of
these symptoms. They can be caused by COPD and/or
elderly age of patients rather than their mental disorders.

4. Methodologies of interpretation of the PHQ-9
and BDI-SF patient results are very different by their
complexity. We believe that analysis of the BDI-SF re-
sults is more simple and easy to use, which is especially
important during the baseline examination of patients and
detection of depression in COPD patients by a family
doctor, GP or pulmonary specialist.

5. The PHQ-9 and BDI-SF scales can be only used
for diagnosis of depression in COPD patients as a
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screening step to find the patients who need further ex-
amination by a psychiatrist.
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