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Patients with occupational lung diseases (OLD) may present respiratory functional impairment, exertional
dyspnea and decreased exercise tolerance. These factors lead to reduced daily physical activity, social
isolation, decreased quality of life (QoL) and depression. Assessment of respiratory functional status in
patients with OLD in correlation with the presence of anxiety and depression and the quality of life in
patients with OLD, as extrapulmonary comorbidities.  In patients with diagnosed OLD, the following
parameters were evaluated: pulmonary function tests (FEV1, FVC), anxiety and depression with Hospital
Anxiety and Depression Scale (HADS), and QoL by St George Respiratory Questionnaire (SGRQ). 46 non-
smoking patients (9 females) were included in this study: occupational asthma (10), occupational COPD
(20), pneumoconiosis (16). Mean aged 58.98±11.84SD years old. Anxiety and depression were present in
35 patients (76.08%). Mean HADS score was 14.3 points±7.25SD, and a severe psychological impairment
(HADS > 16) was found in 16 cases (34.8%). The highest incidence of anxiety and depression was found in
COPD (85%, mean HADS score 16.05 points±8.18SD), followed by pneumoconiosis (75%, mean HADS
13.5 points±6.87SD) and OA (60%, mean HADS score 12.2 points±5.45SD). The QoL was affected in all
patients, with a mean SGRQ score of 52.7 points±16.1SD; the most affected was the activity domain. In
patients with OLD, extrapulmonary manifestations may be encountered, such as anxiety, depression and
ultimately impaired QoL. This may indicate that treatment of these patients should be multidisciplinary,
including psychosocial support.

Keywords: occupational lung disease, anxiety, depression, pulmonary function test, quality of life

Anxiety and depression represents significant
comorbidities in respiratory diseases, reaching 30 to 50%
of COPD patients. It is related to different factors, such as
respiratory symptoms, impaired exercise capacity, chronic
evolution of the disease, treatment demands and social
isolation [1-3].

The presence of anxiety and depression can lead to
severe consequences as longer hospitalization and poor
survival. The depressed patients may experience
increased symptom burden, impaired social functioning
which lead to a vicious circle and finally to impaired quality
of life [4, 5].

The aim of this study was to assessment of respiratory
functional status in patients with OLD in correlation with
the presence of anxiety and depression and the quality of
life in patients with OLD, as extrapulmonary comorbidities.

Experimental part
Materials and methods

The subjects were selected from consecutive patients
with occupational lung diseases, addressed for evaluation
to a pneumology department. Before entering in the study,
all of them signed an informed consent to allow using the
medical information.

All patients were previously diagnosed with
occupational lung disease. Occupational asthma (OA) was
defined by reversible airflow obstruction and hyper
responsiveness due to a particular exposure in the
workplace [22-23]. Occupational COPD referred to an
airflow limitation that was not fully reversible, in patients
with histor y of occupational exposure [10]. The
pneumoconiosis diagnostic was made based on exposure
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to inhalation of dust, restrictive lung function and
characteristic radiologic aspect (e.g. nodules,
reticulonodular opacities, eggshell calcification). Exclusion
criteria of our study was: the presence of smoking (current
or former), mental diseases, the personal history of anxiety
and depression.

In the subjects of our study we assessed the quality of
life by using George’s Respiratory Questionnaire (SGRQ)
and the anxiety and depression by using Hospital Anxiety
and Depression scale (HADS).

The St George’s Respiratory Questionnaire (SGRQ)  is a
tool used to assess quality of life and it is specific for
respiratory diseases. It is a self-administrated questionnaire
that contains three domains (symptoms, activity and
impact) and a total score. The score can range from 0-100
points, with higher scores indicating a worse health status
[6]. We used the validated Romanian version for this study.

Hospital Anxiety and Depression scale (HADS) is an
instrument used to assess anxiety and depression. It is a
self-reported questionnaire, fulfilled by the patients. The
questionnaire contains two parts and 14 items (7 questions
related to anxiety and 7 questions related to depression).
The score range is 0-21 points. A score ≥ 8 on either part =
cut-off point for anxiety and depression.

The other parameters registered were:

Pulmonary function tests:  the FEV1, FVC were measured
15-30 minutes after inhalation of 400 mcg salbutamol.
There were at least 3 measures who met the criteria for
acceptability and repeatability. We chose the higher value.
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Dyspnea was assessed by modified Medical Research
Council mMRC dyspnea scale. The scale has 5 degrees,
that can range from 0 to 4, 4 being the greatest level of
breathless.

Statistical Analysis
Statistical analysis was performed using IBM SPSS

Statistics 22.0. The results were expressed as mean value
± standard deviation. The statistical data analysis was
performed through the ANOVA and Kruskal-Wallis test; the
determination of the confidence interval (CI) and the χ2-
test. A p value < 0.05 was considered significant.

Results and discussions
There were 46 patients, 9 females and 37 males (table

1). Mean age was 58.98 years old. The occupational
respiratory disease was: asthma (10 cases), COPD (20
cases), pneumoconiosis (16 cases).

In the whole group of patients with OLD, HADS score
has a mean value of 14.3 points and was correlated with
dyspnea level measured on mMRC scale (r=0.512,
p<<0.01, 95%CI) (fig.1).

The presence of anxiety and depression was considered
when the patients had a HADS score >= 8, which was the
case of 35 patients (76% cases). Among this, 16 patients

Table 1
THE CHARACTERISTICS OF PATIENTS WITH OCCUPATIONAL LUNG DISEASES AND WITH PNEUMOCONIOSIS, COPD AND ASTHMA
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(34% cases) had a severe mood disorder, indicated by a
HADS score greater than 16 (table 2).

When the presence of these comorbidities was analysed
in different occupational diseases, we see that
occupational COPD patients had the higher occurrence of
psychological symptoms (85% of total COPD cases). 12
patients with pneumoconiosis (75% of total
pneumoconiosis cases) and 6 patients with occupational
asthma (60% of asthma cases) experienced also anxiety
and depression (table 3).

When the comparative analysis was made between
the three groups of patients (with asthma, COPD and
pneumoconiosis, table 3) we noticed that the HADS has
higher values in patients with COPD and asthma (mean
value of 16 points) than in fibrotic lung disease.

Regarding the other main parameter evaluated, the
quality of life has been affected in all cases, with a mean
SGRQ score of 52.76 points, the most affected patients
being the ones with asthma, followed by the ones with
pneumoconiosis and COPD. The most significant impact
for all the OLD patients was in the activity domain, followed
by the symptoms and impact domain (table 1).

Anxiety and depression are significant comorbidities in
respiratory pathology, with significant impact in the quality
of life and social functioning of the patients, mortality and
hospitalizations [1-6].

The literature data showed that approximately 15% of
COPD is work-related and that new agents causing COPD,
as well as new cases with persistent airflow limitation
associated with work are still reported [10]. It is known
that in general, there is a report of higher incidence of anxiety
and depression in patients with COPD than in general
population. The reasons are chronic and progressive
appearance of the disease, dyspnea, treatment
requirements, unpredictable nature of exacerbations and
the consequences on everyday life [5, 25]. There is a vicious
circle in which dyspnea leading to fear of physical exercise
could cause shortness of breath.

In our study, the presence of anxiety and depression has
the highest incidence in patients with occupational COPD
(85% cases), with a mean HADS score of 16 points,
expression of a severe mood impairment.

Specific multidisciplinary therapy, as pulmonary
rehabilitation, may improve the psychological status and
the quality of life in occupational COPD [7-9, 24].

In our patients with pneumoconiosis, the symptoms of
anxiety and depression were found in 75% cases, with a
mean HADS score lower than in the two other analysed
groups: 13.5 points. Previous studies have shown that these
psychological symptoms are present in 30-50% of patients
with fibrotic pulmonary disease, associated with dyspnoea
and other measures of fibrosis severity, being a predictor
of quality of life [11-14]. Studies on other fibrotic
occupational lung diseases as silicosis showed the
presence of the anxiety and depression that can affect
quality of life [15]. Han conducted a study on 324 silicosis
patients and found out that 99.1% had anxiety symptoms
and 86.1% depression symptoms [16]. Meanwhile, the
social support significantly influenced symptoms of anxiety
and depression.

 In the pneumoconiosis group of patients we found a
significant impairment of the quality of life, especially with
impact in the activity of the daily life (SGRQ activity score
72.39 points).

Another target population of our study were the subjects
with occupational asthma, in which we found that anxiety
and depression occurred in 60% of patients. Indeed,
Leander study showed on 2270 patients with asthma that
HADS score was the most important determinant for night
symptoms and dyspnoea crisis, concluding that there is a
strong association between respiratory symptoms and
psychological status [19].

In asthma, the presence of anxiety and depression lead
to poor asthma control. A study that investigates the factors
related to poor asthma control in the workers exposed to
World Trade Centre attacks showed that participants who
had impaired mental health had the chances of poor control
5 times higher and of very poor control 13 times higher
compared to participants without mental health
comorbidities [18]. Disease management in these
particular cases should include psychological treatment.

Fig. 1. Correlation HADS vs MRC DYSPNEA

Table 2
THE HADS SCORE INTERVALS AND EACH CORRESPONDING

NUMBER OF PATIENTS

Table 3
 PRESENCE OF ANXIETY AND DEPRESSION

(HADS SCORE ≥ 8) IN DIFFERENT
RESPIRATORY DISEASES
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Patients with occupational asthma may also have
impaired quality of life related to psychological distress
[20]. In 40 patients with OA, who have been followed 2
years after exposure cessation, Yakoub found out that
quality of life was moderately affected and there was a
prevalence of depression and anxiety close to 50% [21].

In most of our patients affected by a negative change in
mood, the impairment was very severe: high HADS score
in 16 patients from 46. It may be explained by the failure of
medical treatment to improve symptoms and quality of
life, social isolation.

Another observation is that the HADS score was higher
in asthma and COPD groups than in the pneumoconiosis.
As the dyspnoea level is similar in the 3 groups, it may be
related to the functional status, more affected in asthma
and COPD, in addition to other non-functional factors.

Therefore, adding counselling programs to medical
treatment may improve mental status and quality of life
more than the treatment alone. The psychological therapy
doesn’t target only the patient, but also people around him
(family, friends). Psychological counselling should allow
the patients to identify their needs and the obstacles they
face, to be able to generate solutions and to bring the
behavioural changes to enable better management of the
disease in daily life, to set their short and long term
objectives.

We find interesting that all patients had impaired quality
of life, regardless of the psychological status. This is caused
by the presence of respiratory symptoms and the impaired
daily activity and functional status. This is an argument
that occupational lung diseases must be regarded as being
much complex, with associated comorbidities and the
treatment must be complex.

Conclusions
In patients with occupational lung diseases, extra

pulmonary manifestations such as anxiety and depression
may be encountered and ultimately impaired quality of
life. This may indicate that treatment of these patients
should be multidisciplinary, including psychosocial support.
Interventions that reduce anxiety and depression may
improve the evolution of respiratory diseases.
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