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Abstract

Objective:  This  study  intended  to  evaluate  the  relationship  between  social  support  and  emo-

tional  status  among  patients  with  chronic  obstructive  pulmonary  disease  (COPD).

Method: The  study  used  a  cross-sectional  method  with  a  consecutive  sampling  technique  at

three public  hospitals  in  DKI  Jakarta.  Data  from  200  samples  were  processed  using  Chi-Square

statistical  tests. Data  were  obtained  through  questionnaires.

Result:  The  results  of  the analysis  of  the  relationship  between  social  support  and  emotional

status in COPD  patients  showed  that  there  was  no  relationship  between  social  support  with

emotional  status  (depression)  (p  =  0.921),  emotional  status  (anxiety)  (p  = 0.184),  and emotional

status (stress)  (p  = 0.795).

Conclusion:  Many  factors  affected  emotional  status  in COPD  patients.  This  study  has not been

able to  prove  the  relationship  between  social  support  and emotional  status  among  patients  with

COPD.

© 2019  Elsevier  España,  S.L.U.  All  rights  reserved.

Introduction

Chronic  obstructive  pulmonary  disease  (COPD)  as  a  disease
that  results  in decreased  airflow.1 In  2015, an  estimated  3.17
million  people  died  due  to  COPD.1 The  WHO  has  predicted
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that  in 2020,  COPD  will  be the third  cause  of morbidity
and  mortality  in developed  or  developing  countries.  This  is
due  to  smoking  behavior  and industrial  development,  which
increases  air  pollution  and  creates  an unhealthy  environ-
ment.  Basic Health  Research  has  shown  that  of  a sample  of
over  one  million,  over 500,000  suffered  from  COPD,  and  2.7%
lived  in  DKI  Jakarta.2

In  terms  of  pathology,  COPD  is  chronic,  irreversible,  and
slowly  worsens  over time.2 The  Global  Initiative  for Chronic
Obstructive  Lung  Disease  stated  that  specific  signs and
symptoms  of COPD  include  persistent  breathing  difficulty
caused  by  damage  to  the airway  and  alveoli.3 Patients  with
COPD  may  experience  wheezing,  breathing  difficulty,  and
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fatigue,  especially  during  physical  activity.3 In  addition,  they
suggested  that  patients  may  appear  to  have a narrow
chest.  These  signs and  symptoms  suggest  that patients  with
COPD  may  adopt  passive  coping  strategies,  such  as  avoiding
activity  in  order  to  prevent  breathing  difficulty.  Patients
with  COPD  may  also  become  dependent  on medication.  Both
of these  aspects  of  the disease  could  influence  patients’
emotional  state.

An  individual’s  emotional  state  is  a  reaction  which  caused
of  people  judgment  or  self-judgment,  the general  assess-
ment  of  emotional  status  was  depression  and  anxiety.  People
with  COPD  have  a  high  risk  of  depression  compared  to
normal  people.4 In  2008,  Claus  and Andreas  conducted  a
study  of  the  mental  health  of  20  patients  with  mild  to
moderate  COPD.  Their findings  showed  that 55%  of  patients
with  PPOK  had  been  diagnosed  with  a mental  disorder  com-
pared  to  other  clinical  patients.  Many  patients  in the COPD
group  were  diagnosed  with  anxiety  disorder,  especially  panic
disorder  with  agoraphobia,  which  means  avoiding  situations
that  stimulate  panic.

Anxiety  and  depression  are social  factors  that  affect
patients’  general  health  status.  Social  support  is  a  psychoso-
cial  resource  that  plays  an important  role  in  managing  and
reducing  the  progression  of  chronic  disease.5 Compared  to
those  who  received  no  social  support,  patients  with  COPD
who  received  social  support  had  shorter  hospital  stays,
less  exacerbation,  better  health  status,  and  better  health
behavior  and  health  management,  such  as  higher  levels
of  smoking  cessation  and  physical  activity.5 Previous  stud-
ies  have  shown  a relationship  between  anxiety  and  social
support  in  patients  with  COPD.  For  example,  conducted  a
multiple  linear  regression  analysis  of  data  from  452  respon-
dents  showing  that  instrumental  support,  disappointment
with  support,  and  support  from  people  who  showed  no  sym-
pathy  or  sensitivity  could  increase  anxiety  in  patients  with
COPD.5

Social  support  may  reduce  or  slow  the  improvement
of  several  chronic  degenerative  diseases,  including  COPD.
Research  has  shown  how  emotional  status  and  social  support
are  related  to  COPD.  However,  studies  on  these  topics have

not  been conducted  in Indonesia,  with  evidence  especially
lacking  in Jakarta.  The  authors  wanted  to  analyze  the  cor-
relation  between  social support  and  the  emotional  status
of  COPD  patients  in  Jakarta.  Indonesian  culture  is  different
from  that  in other  countries  in which research  on  this topic
has  been  conducted,  and this  may  influence  findings.

Method

Non-probably  and  consecutive  sampling  was  used  to  recruit
COPD  outpatients  from  three  hospitals  in Jakarta.  To  be
included  in the study,  patients  had  to  have  a  COPD  diag-
nosis  and  sufficient  communication  skills.  They also  had  to
be  of sound  mind. Patients  were  excluded  if they  had  a diag-
nosis  of  schizophrenia  or  depression  or  if they  had  difficulty
breathing  or  a  breath  rate  of  over  28/second  during  data
collection.  The  total  sample  was  200  respondents.

Results

This  study  involved  200  patients  with  COPD,  the majority
were  male  (68.5%),  had  completed  elementary  and junior
high  school  (43%),  and  were  married  (71.5%).  Respondents’
mean  age  was  61.64,  and  their  mean  income  was  Rp.
2,814,000.  Some  patients  had  a  normal  body mass  index
(19%).  Most  patients  had no  comorbidity  (41.5%)  or  smoking
history  (61.0%).  About  a third  of the  sample  smoked  more
than  20  cigarettes  each day (34.0%),  and the  most  common
cigarette  type was  filtered  (35.0%).  The  majority  of  respon-
dents  had  no  history  of  symptom  exacerbation  (77.5%).

In  Table 1,  the  relationship  between  social  support  and
depression  among  patients  with  COPD  has been  shown.
These  findings  showed  that  normal  levels  of  depression
were  found  in 89  respondents  who  had  social  support  and
85  respondents  who  did not  have social  support.  Statistical
analysis  showed  no  significant  association  between  social
support  and emotional  status  (p  = .921).  However,  more
respondents  with  social  support  had  depression  levels  within
the  normal  range  than  those  who  did  not have  social  support.

Table  1  Social  support  and depression  among  patients  with  chronic  obstructive  chronic  pulmonary  disease  (n =  200).

Depression  severity  Total  p

Normal  Mild  Moderate  Severe  Extremely  severe

Social  support  89  8  4  1 0  102

No social  support  85  8  3  2 0  98  0.921

Total 174  16  7  3 0  200

Table  2  Social  support  and anxiety  among  patients  with  chronic  obstructive  pulmonary  disease  (n  =  200).

Anxiety  Total  p

Normal  Mild  Moderate  Severe  Extremely  severe

Social  support 51  29  10  7 5  102

No social  support  39  29  10  8 2  98  0.184

Total 90  58  30  15  7  200
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Table  3  Social  support  and  stress  among  patients  with  chronic  obstructive  pulmonary  disease  (n  = 200).

Stress  Total  p

Normal  Mild  Moderate  Severe  Extremely  Severe

Social  support  92  6 3 1  0  102

No social  support 84  9 4 1  0  98  0.795

Total 176  175  7 2  0  200

In Table  2,  the  relationship  between  social  support  and
anxiety  among  patients  with  COPD  has  been  shown.  The
findings  showed  that  51  respondents  with  social  support  and
39  respondents  without social  support  had  normal  levels
of  anxiety.  The  number  of respondents  with  mild  anxiety
was  similar  between  groups.  There  were  seven  respon-
dents  with  severe  anxiety  and  five  with  extremely  severe
anxiety  among  those  who  had  social  support.  There  were
eight  respondents  with  severe  anxiety  and no  respondents
with  extremely  severe  anxiety  among  respondents  with-
out  social  support.  Statistical  analysis  showed  no  significant
relationship  between  social  support  and  anxiety  (p  =  .184).
However,  respondents  with  social  support  had  normal  to
extremely  severe  anxiety  levels.

In  Table  3,  the  relationship  between  social  support  and
stress  among  patients  with  COPD  has  been  shown.  These
findings  showed  that 92  respondents  with  social  support
and  84 respondents  without  social  support  had  a  normal
stress  levels.  However,  nine  respondents  with  mild  stress
and  four  respondents  with  moderate  stress  had  no  social
support,  while  those  who  had  social  support,  six  had mild
stress  and  three  had  moderate  stress. The  number  of  respon-
dents  who  had  severe  stress  was  similar  between  those
with  social  support  and those  without.  Statistical  analysis
showed  a  significant  association  between  social  support  and
stress  level (p  =  .795).  However,  results  showed  that  there
were  more respondents  with  a  normal  level of stress  in  the
group  that  had social  support  compared  to  the group  who
did  not.

According  to  this  study,  102  COPD  patients  (51%)  had
social  support,  and 98  (49%)  did  not.  One  hundred  seventy
four  respondents  (87%)  had  normal  levels  of depres-
sion,  16 (8%)  had  mild  depression,  seven  (3.5%)  had
moderate  depression,  three  had severe  depression,  and
none  had  extremely  severe  depression.  Ninety  respon-
dents  (45%)  had  normal  levels  of anxiety,  58  (29%) had
mild  anxiety,  30  (15%)  had moderate  anxiety,  15  (7.5%)
had  severe  anxiety,  and  seven  (3.5%)  had extremely  severe
anxiety.  Anxiety  is  a problem  in patients  with  COPD.  Breath-
ing  difficulty,  a cardinal  manifestation  of  COPD,  can be
worsened  by  anxiety.  In COPD  patients,  anxiety  may  be
related  to  their reduced  ability  to  engage  in daily  activi-
ties  and  social  roles or  to  smoking  and  medication,  such  as
beta-agonists  and  theophylline.  The  findings  of  this  study
showed  that 176  respondents  (88%)  had  normal  stress  lev-
els,  15  (17.5%)  had mild  stress,  seven  (3.5%)  had moderate
stress,  two  (1.0%)  had severe  stress, and  no  respondents
had  extremely  severe  stress.  This  study  showed no  correla-
tion  between  social  support  and  emotional  status,  whether
this  was  depression  (p  =  .921),  anxiety  (p  =  .184),  or  stress
(p  =  .795).

Discussion

According  to  this study,  the average  age  of  patients
with  COPD  was  61.64 years  old. This  was  similar  to  the
figure  found  in  a  study  conducted  by  the Semarang  Health
Department,6 which reported  that  the  majority  of  patients
with  COPD  were  over  45  years  old. The  present  study
has  suggested  that  the  incidence  of  COPD  is  higher  in
males  than  females.  This  makes  sense  in light of  evi-
dence  suggesting  that  smoking  increases  a patient’s  risk
of  developing  COPD  by  exposing  them to  hazardous  sub-
stances  and  that  the prevalence  of  smoking  is  higher  in
males  than  females.6 However,  there  was  some discrepancy
between  these  findings,  which  reported  that  between  54.5
and  69.4%  of  smokers  were  male,  while  1.2---30.6%  were
female.

In the present  study,  11  patients  (5.5%)  were  illiterate,  86
(43%)  had  completed  elementary  and  junior  high  school,  64
(32%)  had  completed  senior  high  school,  and  39  (19.5%)  had
completed  their  Diploma  3 (D3).  These  findings  were  dif-
ferent  from  a study  by Usman,  Yunus,  and  Ginting  (2016),
which  showed  that  of 36  respondents,  22.2%  had  com-
pleted  elementary  school,  22.2%  had  completed  junior  high
school,  30.6%  had  completed  senior  high  school,  and  25.0%
had  completed  a  diploma  or  post-baccalaureate.  However,
both  studies  supported,  which  suggested  that  70.8%  of  452
respondents  did  not  complete  a  bachelor’s  or  postgraduate
degree.7 Education  level  may  be  related  to  the attitude  and
characteristics  of  patients  with  COPD.  For  example,  patients
with  COPD  who  had  only  completed  elementary  school  level
were  more  likely  to  have  depression  compared  to  those
who  had  completed  senior high  school  or  above  (OR:  3.67:
CI  95%).4

The  findings  of  the present  study  showed  that
the average  income  of  patients  with  COPD  was  Rp.
2,814,000,  and  the median  income  was  Rp.  2,000,000
(95%  CI:  2.307.175---3.321.824),  with  a  standard  deviation
of  3.638.341.  The  lowest  income  was  Rp.  500,000,  and
the highest  income  was  25.000.000.  These  findings were
different  from  those,  which suggested  that  the average
income  of  patients  with  COPD  was  $40.000  (±  Rp. 560,000).7

Income  may  affect  the  health  status  of  patients  with
COPD.

According  to the present  study,  57  patients  (28.5%)  were
not  married  or  widowed,  and 143  patients  (71.5%)  were  mar-
ried.  Patients  with  COPD  with  poor social  support  were  more
likely  to  have  been  widowed.

In  this  study,  36  patients  (10%) were  underweight,
85  (42.5%)  were normal  weight,  43  (21.5%)  were  over-
weight,  and  36  (18%)  were  obese.  These  findings were
similar  to  Usman,  Yunus,  and  Ginting’s  (2016)  findings,  which
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showed  that  the majority  of  patients  with  COPD  were  of
normal  weight  (n  =  41;  40.6%),  with  smaller  numbers  being
underweight  (n = 22;  21.8%)  and  overweight  (n = 36;  37.6%).

According  to  the present  study,  83  patients  (41.5%)  had
no  comorbid  conditions,  71  (35.5%)  had one  comorbid  condi-
tion, and  46  (23%)  had  more  than  one  comorbid  conditions.
Comorbidity  may  worsen  the  health  status  of  COPD  patients,
and  one  of  the  most  common  comorbidities  in patients  with
COPD  is  depression.  This  is  associated  with  breathing  diffi-
culty,  a  decrease  in exercise  capacity  and  quality  of  life,  and
an increase  in exacerbation  risk  and  the utilization  of  health
services,  especially  inpatient  services.8

Of  the  total  sample  in  this  study,  122 patients  had  a  smok-
ing  history  (70  smoked  filtered  cigarettes,  and  52  smoked
non-filtered  cigarettes),  and  78  did  not.  Of  those  who  had
a  smoking  history,  54  smoked  20  cigarettes  per  day,  and
68  smoked  more  than  20  cigarettes  per  day.  These  find-
ings  were  similar  to  a study  by  Putra,  Bustamam,  and
Chairani  (2013),  which  study  reported  that  64.3%  of patients
with  COPD  had  stopped  smoking.  Smoking  is  a major cause
of  pulmonary  irritation  and  damage,  and  in  one  study,
80---85%  of  patients  with  COPD  had  a  smoking  history.9 Smok-
ing  can  be  seen  as  having  three  levels  of  severity:  mild
(0---10  cigarettes/day),  moderate  (11---20 cigarettes/day),
and  severe  (more  than  20  cigarettes/day).10 The  risk  of
developing  COPD  for people  who  smoked  non-filtered
cigarettes  has  been  shown  to  be  one  to  two  times  that  of
people  who  smoked  filtered  cigarettes.11

In  this  study,  70 patients  (35%)  had a  history  of  symp-
tom  exacerbation,  and  130  (65%)  did not. Study  conducted
between  2010  and  2011  in  Australia,  China,  Korea,  and Tai-
wan  reported  that  patients  with  COPD  had  four  categories  of
CAT  score:  0---9, 10---19,  20---29, and  30---40 with  exacerbation
medians  of  more  than  24, 14, 9, and  5  weeks,  respectively.
Respiratory  complaints  were  assessed  by  CAT.  There  were
several  statements  on  these  questionnaires,  one  of  which
asked  about  symptom  exacerbation.12

According  to  this  study,  102 COPD  patients  (51%) had
social  support,  and  98  (49%)  did  not.  In  patients  with  COPD,
social  support  has  been  associated  with  shorter  hospital
stays,  less  acute  symptom  exacerbation,  better  health  sta-
tus,  and  greater  health  promotion  and  self-management
behavior,  such  as  giving  up  smoking  and  increasing
physical  activity.7 Relationships  between  family,  friends,  and
colleagues  and  the  quality  of these relationships  were  not
investigated  in this  study,  but  these  could  affect  the support
patients  with  COPD  receive.  In addition,  personal  factors,
such  as  personal  structure,  norm  value,  and  gender  could
affect  social support.7

In  this  study,  174  respondents  (87%)  had  normal  levels
of depression,  16  (8%)  had  mild  depression,  seven  (3.5%)
had  moderate  depression,  three  had  severe  depression,  and
none  had  extremely  severe  depression.  Depression  has  been
associated  with  poor  health  status  in patients  with  COPD.
Overall,  90  respondents  (45%)  had  normal  levels  of  anx-
iety,  58 (29%)  had  mild  anxiety,  30  (15%)  had  moderate
anxiety,  15  (7.5%)  had severe  anxiety,  and  seven  (3.5%)  had
extremely  severe  anxiety.  Anxiety  is  a problem  in patients
with  COPD.  Breathing  difficulty,  a cardinal  manifestation
of  COPD,  can  be  worsened  by  anxiety.  In  COPD  patients,
anxiety  may  be  related  to  their  reduced  ability  to  engage
in  daily  activities  and  social  roles or  to  smoking  and

medication,  such  as  beta-agonists  and theophylline.  The
findings  of  this  study showed  that  176  respondents  (88%)  had
normal  stress  levels, 15  (17.5%)  had  mild  stress,  seven  (3.5%)
had  moderate  stress,  two  (1.0%)  had  severe  stress,  and no
respondents  had extremely  severe  stress.

The  correlation  between  social  support  and
emotional status

This  study  showed  no correlation  between  social  sup-
port  and  emotional  status,  whether  this was  depression
(p  =  .921),  anxiety  (p  =  .184),  or  stress  (p  = .795).  The  clini-
cal  prevalence  of  depression  in patients  with  stable  COPD
was  between  10  and 19%.13 Depression  risk  was  OR  2.5;
CI  95%,  and for  severe  depression,  it  was  between  19.4
and  50%.  Anxiety  and  depression  often  occurred  in COPD
patients  and  were likely  to  worsen  a patient’s  condition,
in  some cases,  leading  to death.  Although,  this study  has
not been  able  to  prove  the  relationship  between  social
support  and  emotional  status  among  patients  with  COPD,
however  that  loneliness  and  depression  could  increase  when
patients  and  their  spouses  received  less  social  support  from
family  and  friends.

The  results  of  this  study  are  supported  by  the results  of
research  in Turkey  which  explains  loneliness,  depression,
and family  support  in  30  COPD  patients.8 They  found that
loneliness,  depression,  and  social  support  from  family  and
friends  had  the same  impact  on  COPD  patients  as  it did  for
their  spouses.  They  also  found that  loneliness  and  depres-
sion  could  increase  when  patients  and  their  spouses  received
less  social  support  from  family  and friends.8 Therefore,
COPD  patients  may  be susceptible  to  anxiety  and  depres-
sion.  Social  support  is,  therefore,  an important  factor  in
COPD.  However,  the  present  study  showed  no  significant  cor-
relation  between  social  support  and  emotional  status,  which
may  be due  to  respondents’  culture and  customs.
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