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ABSTRACT

Objectives: The present research sought to determine the prevalence of depression and depressive
symptoms among patients with chronic illness admitted to the medical ward at the University Hospital
of the West Indies and the association between depression and sociodemographic characteristics among
these patients.
Method: This was a cross-sectional study utilizing researcher administered questionnaires with the
Brief Patient Health Questionnaire (PHQ-9) as the screening tool for depression. The study consisted
of 76 participants and data were collected over a one-month period.
Results: The study revealed that one in three persons admitted to the medical ward during the period
under study exhibited depressive symptomatology. However, no significant differences were noted
between sociodemographic characteristics and the prevalence of depression.
Conclusion: The high prevalence of depression among patients with chronic illnesses admitted to the
medical ward suggests need for greater attention to psychiatric evaluation in the care and treatment of
these patients.
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INTRODUCTION
Depression describes a group of disorders characterized by
“persistent low mood, loss of interest and enjoyment in
everyday activities, neurovegetative disturbance and reduced
energy, causing varying levels of social and occupational
dysfunction” (1). According to the World Health Organiza-
tion (WHO), depression affects over 350 million people
worldwide with a lifetime prevalence of 3–16.9% (2). Wilks
et al, in their study, found that one in five Jamaicans were
depressed, with 18% male and 25.6% female (3).

Depression is now the leading cause of disability
worldwide and is more disabling than angina, arthritis,
asthma and diabetes mellitus (2). It is the single most potent
risk factor for suicide which claims more than one million
lives annually (2). Depression is currently the leading cause
of disease burden amongst women and the fourth leading
cause of global disease burden; however, the WHO predicts
that by 2030, it will be the leading cause, superseding
ischaemic heart disease, road traffic accidents and cerebro-
vascular disease (2).

Depression often coexists with other medical problems
whether as a predisposing factor or a sequel. In the United
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States of America, prevalence rates vary, from 20% in per-
sons diagnosed with coronary artery disease to 25% amongst
cancer, diabetic and stroke patients, to as high as 65% in
patients who suffered a heart attack (4). This co-morbid
depression is associated with decrements in quality of life,
reduced social and physical functioning and increased
mortality. There is also a significant increase (> 50%) in the
use of medical services and costs, following more re-
admissions and longer duration of stay in hospital (4, 5).

Hutchinson et al found a depression prevalence rate of
28.3% in patients attending chronic disease clinics in
southwest Trinidad and 40% amongst the acutely medically
ill patients requiring admission (6). In patients attending an
HIV/AIDS outpatient clinic in Kingston, Jamaica, Clarke et
al found a 43% prevalence of depression among HIV clinic
attendees (7).

The presence of a chronic medical illness may reduce
the likelihood of healthcare personnel recognizing and/or
treating depression, as symptoms may be overlooked, be
attributed to the co-morbid illness, or the question could be
asked, “Who would not be depressed if they were diagnosed
with cancer?” (8).

As a result of these observations, this study sought to
look at depression in a clinical setting. The study explored
the prevalence of depression amongst patients being admitted
to the medical ward at the University Hospital of the West
Indies (UHWI) as well as the associations between
depression, diagnosis and sociodemographic details.



SUBJECTS AND METHOD
This was a cross-sectional study which utilized a survey
design. It consisted of male and female patients who were
first-time admissions to the medical ward of the UHWI.
Patients who were critically ill, unable to comprehend or
offer proper responses, and those with a history of psychiatric
disorders were excluded from the study.

This study utilized a researcher administered ques-
tionnaire to collect data. It consisted of baseline demo-
graphic questions along with the Brief Patient Health Ques-
tionnaire (PHQ-9). The PHQ-9 is very user friendly and
based directly on the nine diagnostic criteria for major
depressive disorder described in the Diagnostic and Statis-
tical Manual of Mental Disorders, fourth edition (DSM-IV).
It is used to screen for depression, classifying the patients
into no, minimal, mild, moderate or severe depression.

The data collection team consisted of medical residents
and medical students with some experience with diagnostic
interviewing. The data collection team would visit the
medical ward and perform a review of the dockets and
conduct a brief interview with the admitted patients to see if
they met the inclusion criteria. Once patients were willing to
participate and signed the informed consent form, the
questionnaire was administered. The data were collected over
a one-month period. Once questionnaires were collected,
they were placed in an envelope and stored for data entry.

Data were analysed using the Statistical Package for
the Social Sciences (SPSS) version 12. Statistical signifi-
cance was taken at the level p < 0.05. Descriptive analyses
and Chi-squared tests were performed on the data.

RESULTS
There were 116 new documented medical admissions over
the data collection period. The study does not account for 40
patients who fulfilled the exclusion criteria, died or were
discharged prior to being interviewed. The study included 76
eligible candidates: 58% female (n = 44) and 42% male (n =
32).

The ages of the participants in the study ranged from
15 to above 75 years with the largest population being
between 40 and 75 years old. A significant number of pa-
tients were from Kingston and St Andrew (35.5%), followed
by St Catherine (21.1%). However, nearly all parishes were
represented (except Trelawny and Hanover).

In terms of employment status, a significant number of
participants reported being employed (47%), 28% were
unemployed and 25% were retired. Most persons had
achieved up to a secondary level education (55.3%) and only
one person had received no formal education (1.3%).

The most common marital status among respondents
was single (46.1%), followed by married (26.3%) and
common-law relationship (10.5%). Additionally, the
majority of the participants were members of a religious
organization (89%).

Disease category
The most common disease category of patients admitted to
the ward was heart-related problems (39.5%) with slightly
more females (40.9%) than males (37.5%) reporting these
illnesses. This was followed by nervous system problems
(10.5%). All other disease categories were reported in lower
frequencies.

Prevalence of depression
Findings from the responses on the PHQ-9 revealed that
60.5% of respondents fell along the depression spectrum with
11.8% of patients being considered as having moderate–
severe depression (Table 1).

Table 1: Depression status of participants

Depression status Per cent

No depression 39.5
Minimal symptoms 23.7
Mild major depressive disorder 25.0
Moderate – severe major depressive disorder 11.8

Additionally, more females (60.5%) than males
(53.1%) exhibited signs of depression. However, this differ-
ence was not statistically significant (p > 0.05). It is im-
portant to note that the majority of both genders experienced
some degree of depressive symptomatology (Table 2).

The results further revealed that one of every three
admissions to the medical inpatient service has significant
depressive symptoms and would benefit from psychiatric
intervention.

There were no statistically significant differences
between depression and age, educational level, employment
status, marital status or type of diagnosis (p > 0.05 in all
cases).

DISCUSSION
Findings from this study revealed that the majority of the
respondents expressed some amount of depressive sympto-
matology, ranging from minimal to severe (60.5%). The
study also revealed that approximately one in three persons
on the medical ward reported depressive symptoms. This
prevalence is higher than that found by Wilks et al which

Table 2: Depression status of participants by gender

Depression status Male Female Total (%)
f % f %

No depression 15 46.9 15 34.1 39.5
Minimal depression 6 18.8 12 27.3 23.7
Mild major depression 6 18.8 13 29.5 25.0
Moderate major depression 4 12.5 4 9.1 10.5
Severe major depression 1 3.1 0 0 1.3

Total 32 100 44 100 100
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reported that an estimate of one in five Jamaicans in the
general population experience depressive symptoms (3).
Researchers have found a dynamic bidirectional relationship
between depression and chronic illness where having a
chronic illness can result in the development of depressive
symptoms as well as having depressive symptoms can lead to
the development of chronic illnesses (9). This supports
findings that there is a high rate of co-morbidity between
chronic illness and depression (9).

The study findings further revealed that slightly more
females than males were experiencing depressive symptoms,
but this finding was not statistically significant. This finding
supported previous research by Novy et al in which there was
no significant gender difference noted among patients with
chronic medical illnesses (10).

There were no statistically significant differences
found between depression and the sociodemographic
characteristics of age, education level, employment status,
marital status or type of diagnosis. Some researchers have
found that simply having a chronic illness can trigger
depression and that risk of depression increases based on the
severity of the illness and how much disruption it causes to
daily life (9, 11).

The primary limitation of this study is the sample size
and the duration of time during which the data were
collected. Consequently, these findings should be considered
as preliminary results and they are not generalizable.

Also, this study could not comment much on
depression in the elderly. Their lack of representation may be
due to the fact that elderly patients were more likely to be
critically ill, suffer from dementia etc and therefore fulfil the
exclusion criteria; a geriatric depression tool could be
considered.

CONCLUSION
Depression is a pervasive mental disorder and the available
treatment options are efficacious and cost-effective (2).
Preliminary as these findings may be, they provide useful
data which have implications for future research. The in-
patient setting provides a perfect opportunity for mental
health screening and/or formal psychiatric evaluation given
the limited access to mental health services locally. The
prevalence of depression among this sample suggests the
need for physician/healthcare professionals to look beyond
the presenting diagnosis on the wards and be more aggressive
toward diagnosing and treating co-morbid depression. This
is one way to reduce morbidity, mortality and health
expenses.
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