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ABSTRACT 

Objective: This study was to idcntify spccific psychiatric morbidity among 
asthrrra paticnts and to compare thcir rates to controls. Method: Hundred 
consccutivc asthmatics wcrc scrccncd using the Gcncral Health Qucstion- 
nairc (GHQ-30), and thc Prcscnt Statc Examination (PSE). The same instru- 
rncnts wcrc also adrninistcrcd to 75 healthy individuals, and 75 orthopaedic 
paticnts. Resulfs: Paticnts with asthma had a highcr occurrence of psycho- 
pathology. Thc spccific psychiatric diagnoses among asthmatics were 
gcncralizcd anxiety disordcr (23%), depressive disorder (I  I%), while 2% had 
panic disordcr. Cot~cIitsior~: Psychiatric morbidity is more comnion among 
a~~lirnatics,  than the general population and othcr paticnt group. 

(Int'l. J. Psychiatry in Medicine 2007;37:151-161) 
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INTRODUCTION 

Asthma is a cornlnon tliscasc globally. It is cstiniatcd that 130 million people are 
astlmiatic worldwide [ I ,  21. It constitutes a substantial health problcm among 
childrcn and adults in many countries including African countries, resulting 
in significant ~norbidity. In Africa tllcrc is evidence to suggest that the prevalencc 
of asthma is increasing [3, 41. Some have suggested that the increase may be 
partly due to irlcrcascd urbanization and Western lifestyle [ 5 ] .  

Altllough tllc basic ~~atl~opliysiological ~ncclia~lism responsible for asthma 
episorlcs is i~lflammation, currcnt thi~lking is that the disorclcr involves a complex 
interactio~~ of gcnctic [GI, cnvironmcntal [7 ] ,  psychosocial [8, 91, and molecular 
biological factors [I  01. 

The relationship betwecn bronchial asthma and psychological profiles has been 
studicd for years. In particular increased incidence of anxiety and depression 
has bcen associatctl with asthniatic pathology [I 1,  121. 

S o n ~ c  str~dies have shown, using structured itlstrumcnts, that psychiatric mor- 
bidity is Inore comnion among asthmatics than in the general population and 
otllcr patient groups. Ijcatley ct al. [I31 in their study reported 49% ICD 10 
diagnosis with 59% of Illis patictlts I~aving depression. Kronimydas et al. [14] 
rcporrcd thc prcvalcncc ratc of anxicty and dcprcssion as 68% and 66% rcspec- 
lively, while Lavoie et al. [I 51 also rcported that 3 1% of the asthma patients they 
studicd met the diagnostic critcria for one or more psychiatric disorders, 8% 
had depression alone, 12% had anxiety alone, while 11% had both anxiety 
and tleprcssion. Other authors have pointcd out just psychological bcliaviors, 
charactcrizcd by a t~xioi~s  [I61 and tlcprcssivc traits [1.7]. Overall, the literature 
has for~tltl no consistent rclationship between psychiatric disorders and astlm~a 
(181. Altl~or~gll thcrc II;IVC becn cxtcnsivc stuiics on asthma and psychosocial 
var-iablcs auiorlg Caucasi;rrls [ I  I ] ,  tl1cl.c is scarcity of data on this phcnotncna in 
Sub-Sah;~ra Africa. 

'I'l~c ~ I I I ~ ) W  C" this study is to itlcntify the spccific ~ncntal disorders associated 
with a s t l ~ n ~ a  a~ltl ':onlparc this with control groups. 

METHOD 

This study was concluctcd at the nicdical outpatient department of Obafemi 
Awolowo University Teaching Hospital, Ilc-Ife. 

This Unit has a consultant chcst physician with a number of resident doctors, 
nurses, and other ancillary staffs. It receives patients from the General Outpatients 
I ) C ~ X I I  ~ I I I ~ I I ~  ol'tllc I~ospit:~l :111rl II;IS rcfcr~-nls from othcr liospitals in the community 
and nearby towns and citics. Final diagnosis was, howcver, made by the con- 
sultant chest pllysician who reviewed all paticnts before inclusion in this study. 
Ethical clcararicc for the study was obtained from the ethical committee of 



PSYCHIATRIC MORBIDITY AMONG ASTHMATICS 1 153 

ObaPcnii Awolowo 'l'e;1cllilig Ilospital. Inforn~cd co~iscnt was also takcn from 
all suhjects afler tlie purpose of the study was explained to thcm. 

Subjects 

l'hc suk~jccts wcsc 100 co~isccutivc paticnts who presented within the study 
pcriod ( 1  ycar). Diagnosis of asthma was based on the following criteria: 

1 .  llistory of cough with or witliout mucus production, wheezing with inter- 
rnittcnt rcniission, dyspnea, and/or chest tightness. 
Physiological mcasurcmcnts done included: 
a .  Pcak expiratory flow (IIEF) and forccd expiratory volume in one second 

(FEVI) value of 80% below prcdictcd normal 
b. Reversibility tcst with bronchodilator or steroid that shows at least 

20% and above improvement within 20 minutes of inhalation of acrosol 
[I 9, 201. 

I lowever, all paticnts alrcady receiving treatment for a psychiatric disorder or 
tliosc \vitli a past history of mental illness were excluded from the study. 

'l'wo colitrol grotrps wcre r~scd for co~i~parison. The first arc hcalthy individuals 
taken fronl hospital wor-kcrs, the other arc orthopedic patients. Both groups wcre 
niatclicd for age, sex, educational, and occupational status. 

Procedure 

A socio-detnograpliic interview schcdule was used to elicit information on 
variables sucll as age, sex, occupation, and educational attainment. 

.I'lic General I-lcalth Qucstionnairc (GIIIQ), designed by David Goldberg [2 I] ,  
is n self-atll~ii~iislerd instru~ncnt to aid dctcction of psychosocial distress. One 
o r  tllc ailiis is lo itlcntif'y forms of psychiatric disorders which niay bc relcvant 
to patients attentling n~ctlical outpatient clinics, thus its main focus is on 
psycliological co~nponcnts of ill-health. The GHQ is a screening instrument and 
does not make clinical diagnosis [22]. The 30-item version was used with the 
bimotlal scoring n~etliod (0 = less than usual or no more than usual, while 1 =rather 
more than usual or much more than usual) since this has been widely used in 
this c~ivironmcnt [23, 241. It has been found to have a specificity of 72.9% and 
sensitivity of 85.9%,with an optimum cut-off point of 5 [25]. The Yomba [25] 
version was used where necessary and read to respondents. The GHQ identified 
39% of asthniati~s as possible psychiatric cases (score > 5); however, this was 
corrcctcd, using the formula by Goldberg et al. [26], to get a more accurate 
prcvalclicc rntc. IJsing the PSE as a standardized instrument, the sensitivity and 
spccilicity of tlic GI lQ was calculated as 86.1% and 87.5% respectively; this 
was uscd to obtain a corrected GI-IQ scorc of 36%. The mean FEV 1 of thc studied 
population was 78.25 (SD = 24.36). 
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The 1'1-csc~~t State Exa~ninatio~i (I'SB), which was dcveloped by Wing, 
Cooper, and Sartorious [27] along with the Syndrome Check List (SCL) [27] 
was used to determine specific diagnosis of patients. The PSE is a guide to 
structuring a clinical interview with the aim of assessing an adult patient and 
idc~ltifying specific ncurotic conditions or psychotic disorders. This edition has 
140 symptoms rated as absent or present, and it covers a period of one month 
before tlie intcrvicw; tlius, personality disorders and mental retardation are not 
covered by the PSE. The interview itself consists of a checklist containing 
questions with codcd possible response alternatives [27]. The syndrome checklist 
(SCI,) has symptoms grouped togcUicr to form syndronics, this form units upon 
which diagnostic nllcs can operate whicli liclp to catcgorizc each patient [27]. 
This instru~iicnt has also been used widely in this cnvironmcnt [23, 241. 

A11 respondents c~liiplctcd tlic sociodernographic intcrvicw schedule and the 
GI-IQ-30. The English version was generally used, however, for illiterate subjects, 
tlie Yoruba version of tlie GI-1Q-30 was uscd with assistance and clarification 
offered where difficulties were encountered. 

Without the k~~owlcdge of the GI-IQ scores, tlie first author (SKM) administered 
the PSE. The cli~iical interview was co~iductcd in the clinic for all. patients that 
met the diagnostic criteria arnong the old patients, while the interview for new 
patients was co~~ductcd after the diagnosis has been confirmed by the consultant 
physician who reviewcd all tlie paticnts both old and new. Either the English or 
the Yoruba [28] version was used depending on the language understood by 
the suhjecl. Syndromes were derived from symptoms elicitcd using the syndrome 
checklist (SCI,) contained in tlic PSE manual [27]. The CATEGO [27] program, 
which is a coniputcr program uscd to gcnerate profiles of symptoms and syn- 
dromes, it also gives diffcrcnt diagnostic groups and can providc tentative ICD 
diagnosis was I~owevcr not uscd. An Axis I diagnosis was made in each case 
if it frllfilletl tlic tliagrlostic criteria for ICD-I0 using the Diagnostic Description 
and Cli~iical Guiclclincs [29 ]  of tlie ICD-10. 

Statist ical  Analys is  

The data obtaincd from the thrce groups were compared using Analysis of 
variance (ANOVA) and the Chi-squared (x2) test (or Fishcr's exact test). Statis- 
tical test were one-tailcd and lcvel of statistical significance was set at 0.05. 

RESULTS 

Thc results of t l ~ c  sociodeniogral~l~ic distl.ibution of tlie Uirce groups compared 
showed that tllere was no sig~~ificant difference in the sex, religion, educational, 
and occupational status of members of all the groups (Table 1). 



Table 1. Sociodemographic Distribution of All Groups 

Parameters All asthmatics Healthy control Orthopedic control Analysis (K2) 

Age 
Mean 40.65 40.3 36.4 
SD 14.4 12.1 11.3 
Range 18-65 18-63 18-63 

Sex 
Female 
Male 
Total 

Religion 
Christian 
Muslim 
Traditional 

Educational status 
Non (N) 
Pry education (P) 
Secondary education (S) 
Tertiary education (T) 

in 
-I Occupational status I 

(A) Major group 0-1 (professionals, managers, Z > 
administrators) 27 (27%) 29 (38.7%) 20 (26.6%) X2=13.53 -1 

(B) Group 2-4 (clerical, officer, salesmen) 6 (6%) 1 1 (1 4.7%) 8 (1 0.7%) df = 8 2 
(C) Groups 5-8 [farmers, artisans) 37 (27%) 16 (21.3%) 25 (33.3%) p>O.05 . 
(D) Group 9-X (unskilled and unidentified) 11 (11%) 10 (1 3.3%) 14 (1 6.7%) -. 

(E) Students 1 9 (1 9%) 9 (1 2.0%) 8 (1 0.7%) % 



156 1 MOSAKU, ERHABOR AND MORAKINYO 

The Results of GHQ-30 Mean Score 

The result of the GI-IQ mean score indicated that asthmatics had a mean score 
of 4.5 (SD = 4.3). 'Illc orthopcdic co~itrol group had a mean scorc of2.1 (SD = 1.7) 
wit11 12 (16%) scoring above 5 whilc hcalthy controls had a mean score of 1.2 
(SL) = 1.4) with 4 (5.3%) scori~ig above 5 (Tablc 2). Analysis of variance 
(ANOVA) conducted showed a statistically significant difference in the mean 
GMQ score of the different groups compared (F(2,249) = 2 7 . 2 4 ~  = 0.0005). 

Present State Examination Result 

.Fllc PSE uscd to tlctcnninc specific diagnosis showed that 23 (23%) of 
asthmatic had gcrl~.ralized anxiety disordcr, 1 1 (1 1 %) had depressive disorder, 
and 2 (2%) hati panic disorder. Anlong thc orthopedic controls, 6 (8%) had 
generalized anxiety disorder and 4 (5.3%) had depressive disorder, while among 
healthy controls, 4 (5.3'%,) had gct~cralized anxicty disordcr (Table 3). 

Table 2. Mean GHQ Scores 

All Orthopedic Healthy 
asthmatics cbntrols controls 

Mean (SD) 4.5 (2.3) 2.0 (1.8) I .2 (1.4) 

GHQ > 5 36 (36%) 12 (1 6%) 41 (5.3%) 

ANOVA analysis: F = 27.24 (2, 247) p = 0.0005 Sig 

Table 3. PSE Diagnosis 

lnternatidnal 
PSE 9/SCL Classification of Orthopedic Healthy 
diagnosis Diseases ICD-10 Asthmatics controls controls 

Anxiety Generalized anxiety 23 (23%) 6 (8%) 4 (5.3%) 
neurosis disorder 

Depressive Depressive disorder 1 1 (1 1 %) 4 (5.3%) - 
neurosis 

Situational Panic disorder 2 (2%) - - 
neurosis 

ANOVA analysis: F = 27.24 (2, 247) p = 0.0005 Sig 
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DISCUSSION 

In this study the majority of asthmatics studied were self-employed, with 
most of thcnl having a small business to take care of their financial needs. This is 
clearly a I-cflcction of the group of patients catered for by the center where this 
study was co~~ductcd.  

The psychiatric morbidity found among the asthmatics was significantly higher 
(36%) than those of the comparison groups. This is similar to that reported by 
the researchers in westcrn societies. Campbell et al. [ I  11 reported 43% in their 
study wllilc Sibhald et al. [I21 iclcntified 38% of subjects in their study as ful- 
fillirlg thc criteria for cases on G1lQ-30. A recent study in tliis environment also 
found a siniilarly Iligh psychiatric morbidity (50%) [29 ] ,  and tliis high psychiatric 
morbidity was linked to tlle scvcrity and frequency of asthmatic attacks [30-321. 
However, there have been other studics that have reached a different conclusion. 
Ten Brinke et al. [I81 in their study concluded that psychological characteristics 
cannot be used to distinguish severe astlimatics from those with mild asthma. Also 
studying patients with scvere life-thrcalening asthma (SLTA), Kolbe et al. [31] 
found no significant differences in adverse psychological parameters when this 
group was compared with matched controls admitted to hospital with acute asthma, 
but atfvcrsc psychological factors were a risk factor for hospitalization in both groups. 
Morc studies will therefore be required to determine the relationship between 
psychopathology and scvcrity of asthma. A gencral consensus is that asthmatics 
have Ilighcr prevalence of psychopathology comparcd to the general population. 

A further breakclown of the specific nature of psychopathology using a standard 
instl-~inicnt (PSE) showed that a majority of asthmatics with psychopathology 
actually had anxiety disortlcr (23%). This is similar to the findings of Kolbe et al. 
[3 I] who reported a high occurrence of anxiety among their sample of asthmatics. 
Otlicr rcsearclicrs liavc rcportcd similar findings [32-341. Tliis agrees with another 
stutly tlonc i l l  this envil-on111ent using the State Trait Anxiety Inventory (STAI 
IcQII) 1.151, wllicl~ also showed a high prcvalencc of anxiety among hospital 
astll~~ii~tics. 111 an attempt to explain this finding, Arntz et al. [36] related tliis to 
symptom perception on the part of asthmatics. Indeed, anxiety has been identified 
as resporlsiblc for the high prevalence of psychiatric morbidity among asthmatics 
[37]. It is also known that clinical levels of anxicty or depression tend to have a 
ncgative impact on asthma symptoms perception, making these patients more 
proric to llaving psychological disorders [38]. 

Deprcssivc disordcr was also responsible for 11% of psychopathology among 
asthnlatics compared to 5.3% amo~ig orthopedic controls and none among healthy 
controls. Although depression has been reported as a risk factor for asthma 
death [8, 391, the finding in this study, as in some other studies [31,40], does not 
seerrl to reprcscnt an important asthma related problem, especially given that the 
pr-cvalcncc of dcprcssion i t i  ~ncdical patients has been variously documented to 

' be bctwccn 5-20%, dcpending on the population and the instrument used [4 11. 
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Most studics among Western populatioris reported a high percentage of  patients 
with panic symptoms [42, 431. Lehrer ct al. [44] reported that approximately 
10% of asthmatics have panic disorder; the present study got 2%. This difference 
may be socio-cultural rather than medical, since the prevalence of this condition 
is relatively low in tliis environmcnt [45]. 

It should be notcd tliat this study was conducted on patients in a tertiary hospital 
setting, this may i~iiply a more severe condition since the patients seen here have 
generally 11ad contact with other health care givers before been referred to the 
specialist. Tliesc results may therefore not totally reflect the situation in the 
other levels of care (primary and secondary) although there is no empirical 
evidence for tliis. Further studics on this comparison will be undertaken. 

Despite tlie high lcvel of psycliopatliology obtaincd in this study, especially 
anxiety, none of the patic~!ts was on treatnlent nor was there any plan to refer 
them for psychiatric evaluation, though psychiatric co-morbidity has been known 
to worsen the health related quality of life (HRQL) [46]. Psychological inter- 
ventions have been suggested for asthma management, targeting patient's 
knowledge, bclicfs, ant1 behavior. Tliougli much has been written about asthma 
education as intervention [47-491, there is a striking dearth of interventions 
that address belief, bchavior, and perception. Jones et al. [50] found that patients 
with astl~nia who had received an intervention based on the health belief model 
were more likely to make and keep follow-up appointments than patients who 
had received treatments as usual. Schrnaling et al. [5  11 also found that modifying 
patients specific beliefs enhanced patients' reasons for using medications. 

Limitations 

Generalization of the findings in this study may be affected by the fact that the 
patients interviewed were all seen in the specialist clinic of a tertiary institution, 
which may not rcflcct the situation at the other level of care [18]. The severity 
of  asthma was not detcrn~incd in this work, also tlie current medical treatment 
(d~xug treatments) was not taken into consideration, especially since some of the 
medications uscd in treatment of astl~ma have been reported to have psychological 
consequcrices on the patients [52, 531. The relative importance of the drugs in 
the occurrence of psycliopatliology was not considered in this study. It is also 
recognizcd tliat r~ncqual numbers were compared between the asthmatics and 
tlic two corn par is or^ groups. 

CONCLUSION 

The nccd for liaison between the primary care giver for asthmatics, and the 
psychiatrist cii~inot ll~crcforc be ovcrcrnpl~asizcd. Tiicrc should be a broader 
approach to the management of these patients for better results. 
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