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ABSTRACT
Objective: To analyze sociodemographic and clinical characteristics, depressive
symptoms and quality of life of patients with heart failure and associate quality of life
with depressive symptoms. Method: A cross-sectional study conducted with outpatients
and inpatients. Sociodemographic data were collected and questionnaires were applied
to assess quality of life (Minnesota Living with Heart Failure Questionnaire) and
depressive symptoms (Beck Depression Inventory). Results: The sample consisted of
113 patients. Outpatients were retired (p=0.004), with better education (p=0.034) and
higher ventricular ejection fraction (p=0.001). The inpatient group had greater depressive
symptoms (18.1±10 vs 14.6±1.3; p=0.036) and lower quality of life (74.1±18.7 vs
40.5±3.4; p<0.001) than the outpatient group. Outpatients with depressive symptom
scores from 18 points had worse quality of life scores in 17 of the 21 questions.
Conclusion: Inpatients had worse depressive symptoms and quality of life, which
was more affected in the physical dimension in those with moderate/severe depressive
symptoms. Outpatients with more severe depressive symptoms had worse quality of life
in all dimensions.
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Hearth Failure; Quality of Life; Depression; Nursing Care.
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INTRODUCTION
Heart failure (HF) is a complex multisystemic clinical
syndrome, leading patients to frequent hospitalizations(1).
Brazilian data point to records of approximately 200,760
thousand hospitalizations for HF in 2018, and the number
of deaths of 22,332(2).
This syndrome presents clinical signs and symptoms
characterized by fatigue, dyspnea, and edema, which affect
the physical capacity to perform activities of daily living, in
addition to work, social and cognitive impairment, which can
cause depression, anxiety and direct impact on the quality
of life (QoL) of these patients(3).
With the mission of improving the QoL of individuals
with HF, HF clinics are aimed at (outpatient) patients who
need constant HF evolution monitoring to promote health
and prevent HF decompensation (hospitalization) through
stratification by functional class (I, II, III and IV) and disease
stage (A, B, C, D).
Assessment by patient functional class is traditionally based on symptoms according to the New York Heart
Association – NYHA Classification, which, despite the
degree of subjectivity, has a good prognostic correlation.
Functional class I refers to patients without symptoms
(dyspnea) during daily activities, class II when there are
symptoms triggered by daily activities, class III when
symptoms are triggered by small efforts and class IV when
symptoms appear in patients in rest(4).
Disease progression stratification in stages assesses the
evolution of the syndrome, as well as the prognosis and priority setting in therapy. Stage “A” includes patients at risk of
developing HF, but still with no noticeable structural disease
and no symptoms; Stage “B” includes patients who have
acquired structural cardiac injury, but still have no symptoms
of HF; Stage “C” includes patients with cardiac injury and
HF symptoms; Stage “D” refers to patients with symptoms
refractory to conventional treatment, and who require specialized interventions or palliative care(4).
HF progression follow-up as well as signs and symptoms
are monitored by nurses in specialized clinics that aim to
promote holistic, multidisciplinary care and focused on the
particularities of patients and their families. Therefore, understanding the trajectory of these patients in relation to depressive
symptoms (DS) and QoL within inpatient and outpatient
care is very important for defining personalized care planning.
It is known that patients with HF have worse QoL due
to the progression of the syndrome. QoL is defined as the
perception that individuals have of their lives and the discrepancy between expectation and the reality experienced(5).
In Brazil, an analysis of 633 patients showed that patients
between 45 and 59 years old with HF had a worse QoL than
elderly people without HF(6).
Associations between DS and HF have become an
increasing and common finding in literature, with relevance
in clinical worsening, as well as in increased rate of hospitalizations and mortality. Moreover, the brain-heart association
in HF has been studied more recently. New pathophysiological findings suggest that, in the context of this syndrome,
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inflammatory changes in oxidative stress, neurohumoral
mechanisms and low cerebral flow may be involved(7).
More depressed patients have a worse capacity for selfcare, being a barrier to adherence to the treatment regimen
of HF(8). A study of 682 patients with HF found that 36%
had DS and this condition has affected between 24% to 85%
of individuals(9). Low adherence to the treatment regimen
causes recurrent readmissions that generate stressful factors
for patients with HF, hindering stability in their emotional,
mental, social and functional life(3).
The fact that individuals are being monitored outside
hospitalization does not suggest that they present satisfactory well-being, comfort and functional capacity due to the
absence of signs of disease decompensation, as biological,
social and psychological factors such as depression and QoL
can influence in their lives.
Since HF is associated with patients’ direct biopsychosocial impairment, it is questioned in which care settings
– HF clinic or hospital – individuals have worsening DS and
QoL. Despite the importance of understanding these data,
there are few studies that discuss this topic. Thus, studies
comparing DS and QoL in patients with chronic HF in
both settings are needed.
This study aimed to analyze the sociodemographic and
clinical characteristics, depressive symptoms and QoL of
outpatients and inpatients with HF, in addition to associating
QoL with depressive symptoms in both groups.

METHOD
Study design
This is an observational and cross-sectional study.

Scenario
This study was carried out in two public hospital institutions and a HF clinic in Rio de Janeiro, which estimated and
associated DS and QoL of patients with HF.
The study took place in wards of two quaternary hospitals.
The first specializes in cardiology and is located in the city
of Rio de Janeiro, RJ. The second is a general and university
hospital located in Niterói, RJ. Both institutions receive
patients of the most diverse cardiological complexities, from
the state’s referral and counter-referral system. This study
was also conducted at the Chronic Heart Failure Clinic of
the university hospital.

Selection criteria
Patients undergoing outpatient or inpatient treatment for
heart failure, with age from 18 years and history of previous
chronic HF hospitalized with decompensation, regardless of
etiology, were able to participate in the study. Patients with
cognitive impairment, assessed through previous application
of the Mini Mental State Examination – which assesses the
functions of spatial, temporal orientation, immediate and
evoking memory, calculation, naming language, repetition,
comprehension, writing, and drawing copy – were excluded.
Cognitive impairment is considered to be less than or equal
www.scielo.br/reeusp
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to 24 points; in the case of less than four years of education,
the cut-off point is 17 points(10).

Sample definition
In this study, 55 inpatients with decompensated HF and 58
outpatients followed up in a HF clinic were selected by convenience sample, totaling 113 patients, considering the minimum
statistically recommended number of 30 individuals(11).
Non-probabilistic sampling selection occurred through
consecutive selection of inpatients with decompensated
chronic HF and outpatients during the data collection period.
The variables investigated in this study were DS and QoL,
in addition to sociodemographic and clinical variables, which
were age, sex, self-declared color, marital status, source of
income, educational level, HF time, functional class of HF
recommended by New York Heart Association, smoking,
and alcoholism.
QoL was assessed by the translated and validated version
of the Minnesota Living with Heart Failure Questionnaire
(MLWHFQ). This consists of 21 questions regarding limitations presented by patients with HF. The last month should
be the one considered to answer the questions. The total
score (global score) synthesis ranges from 0 to 105, with the
lowest scores reflecting best QoL. The questions are divided
into physical dimension (from 1 to 7, 12 and 13), emotional
dimension (from 17 to 21), and other questions (numbers 8,
9, 10, 11, 14, 15 and 16)(12).
DS were assessed by the Beck Depression Inventory
(BDI), through 21 questions, with answers whose score ranges
from 0 to 3. Scores are subdivided into: scores below 10 (without depression or mild depression); between 10 and 18 (mild
to moderate depression); between 19 and 29 (moderate to
severe depression); between 30 and 63 (severe depression)(13).

Data collection
Data collection was carried out between January and
December 2018. Data were collected with the aid of an
instrument previously prepared by the authors, with closed
and open questions about patients’ health history, in addition to consulting the medical record and applying QoL
and DS questionnaires validated in Brazil(12-13). Moreover,
in inpatients, data collection was performed 72 hours after
admission, to ensure that they had sufficient clinical stability
to answer the questionnaires.
In order to reduce the risk of bias, a 20-hour training
was carried out by the study supervisor on how to apply the
questionnaires. Agreement assessment among evaluators
was performed using the Kappa test, with a result of 0.8
(p=0.003). Furthermore, patients were asked to answer DS
and QoL questionnaires without assistance from either a
caregiver or a family member. Patients were instructed to
ask researchers for clarification of doubts about filling out
the questionnaires or understanding any questions, if any.

Data analysis and treatment
The continuous variables DS and QoL scores, age, left
ventricular ejection fraction and duration of disease were
www.scielo.br/reeusp

described using mean and standard deviation or median
(interquartile range). The categorical variables sex, selfdeclared color, marital status, source of income, educational
level, functional class, smoking, and alcoholism were
described with simple frequencies and percentage.
Data organization was performed by building and synthesizing the database using the Microsoft Excel program,
2016. The data collected from the research instruments were
tabulated and analyzed using the SPSS program (Statistical
Package for the Social Sciences), version 20.0.
Analysis of continuous sociodemographic and clinical
variables between inpatients and outpatients with HF (Table
1) was performed using the Student’s t-test, once the hypothesis of normal distribution was confirmed by the Shapiro
Wilk test. When the hypothesis of normal distribution was
rejected, the Mann-Whitney U test was used.
The same tests (Student’s or Mann-Whitney) were
applied to correlate DS and QoL scores between outpatients
and inpatients (Table 2) and to associate the QoL questionnaire questions in patients with scores of DS divided between
values less than or equal to 18 points and greater than 18
points in HF clinic and hospitalization settings (Table 3).
The correlation between the groups studied for sociodemographic and clinical categorical variables (Table 1) and DS
stratification (Table 2) occurred using the chi-square test. A
p value <0.05 was considered for all analyzes.

Ethical aspects
This study was approved by the Research Ethics
Committee of the School of Medicine/Hospital Antônio
Pedro at Universidade Federal Fluminense, under Opinion
1.934.792, approved in 2017. All ethical aspects related to
research with human beings were respected in accordance
with Resolution 466/2012 of the Brazilian National Health
Council. Patients were invited to participate in the study,
and, they signed the Informed Consent Form (ICF) after
reading it with the researcher.

RESULTS
The selected sample consisted of 135 patients potentially
eligible to participate in the research. There was a loss of
22 patients due to discontinuation of follow-up. The final
sample consisted of 113 subjects, 55 inpatients (51.3%) and
58 outpatients (48.6%).
Table 1 presents the sociodemographic and clinical variables of the groups studied as well as the final QoL and DS
scores. Source of income (p=0.004), education (p=0.034) and
left ventricular ejection fraction (p=0.001) showed statistical
differences between groups.
Table 2 presents QoL and DS characterization in the
total sample and in the referred groups. The prevalence of
DS in the total sample was 37.2%, and the QoL score was
69.8 ± 23.3. The QoL score of the inpatient group proved
to be worse than the outpatient group (p<0.001) as well as
in DS assessment (p=0.036).
Both groups were classified as having “mild to moderate”
DS, i.e., between 10 and 18 points. However, when there
Rev Esc Enferm USP · 2021;55:e03686
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was comparison by groups based on stratification of the DS
scale, it was found that outpatients mostly present symptoms
considered “mild to moderate”, while inpatients had “from
moderate to severe” symptoms (p=0.024).
Table 3 presents inpatients and outpatients divided into
two groups: one that included patients with a BDI score <18
points (without depressive symptoms or with mild/moderate

symptoms) and another with moderate to severe DS (score
BDI ≥18 points). When correlating the questions in the QoL
questionnaire with the respective groups in patients seen at a
HF clinic, questions number 2 to 13, 17 to 21 and the total
QoL score were more affected in the group with BDI score
≥18 points. For inpatients, questions 3, 4, 9 and 21 were
also more affected in the group with moderate to severe DS.

Table 1 – Correlation of sociodemographic and clinical characteristics of the sample of inpatients and outpatients with heart failure
undergoing follow-up – Niterói, RJ, Brazil, 2018.
Inpatient group IG
(N=55)

Outpatient group
OG (N=58)

Total
(N=113)

P value

52.1±10.4

70.4±15.0

55.8±13.2

0.156*

Female

17 (30.9)

28 (48.3)

45 (39.8)

0.083**

Male

38 (69.1)

30 (51.7)

68 (60.2)

Single/widowed/divorced

26 (47.2)

30 (51.7)

56 (49.6)

Married/common-law marriage

29 (52.7)

28 (48.3)

57 (50.4)

Unemployed

13 (23.6)

5 (8.6)

18 (15.9)

Formal/informal worker

8 (14.5)

7 (12.1)

15 (13.3)

Pensioner/retired

34 (61.8)

46 (79.3)

80 (70.8)

-

1 (1.7)

1 (0.8)

Elementary school

28 (50.9)

18 (31.0)

46 (40.7)

High school

25 (45.4)

27 (46.6)

52 (46.0)

2 (3.6)

12 (20.7)

14 (12.3)

38.8±17.1

54.4±16.9

47.2±18.3

0.001

I

-

18 (31.0)

18 (15.9)

-

II

-

33 (56.8)

33 (29.2)

III

41 (74.5)

6 (10.3)

47 (41.6)

IV

14 (25.5)

1 (1.7)

15 (13.3)

Hypertension

44 (80)

47 (81.0)

91 (80.5)

0.539

Diabetes Mellitus

16 (29)

20 (34.4)

36 (31.9)

0.552

Coronary artery disease

20 (36.3)

14 (24.1)

34 (30.1)

0.218

Smoking

10 (18.2)

10 (17.2)

20 (17.7)

0.417**

Alcoholism

8 (14.5)

15 (25.9)

23 (20.4)

0.517**

Variables
Age
Sex

Marital status
0.708**

Source of income
0.004**

Education
Illiterate

Higher education
Left ventricular ejection fraction, %

0.034**

Functional Class, NYHAǀǀ

Comorbities

Legend: *Student’s t-test; **Chi-square test; ǀMann-Whitney U test; ǀǀComparison test not performed between groups, as the functional class is affected in
episodes of HF decompensation.
Note: N=113.
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Table 2 – Quality of life and depressive symptoms of patients with heart failure – Niterói, RJ, Brazil, 2018.
Inpatient group IG (N=55)

Outpatient group
OG (N=58)

P value

74.1±18.7

40.5±3.4

p<0.001ǀ

23 (39.6)

19 (32.7)

0.337

18.1±10.5

14.6±1.3

0.036ǀ

No depression or mild depression

7 (12.7)

22 (37.9)

Mild to moderate depression

26 (45.5)

19 (32.7)

Moderate to severe depression

15 (27.2)

12 (20.7)

Severe depression

7 (12.7)

5 (8.6)

Variables
Total QoL score
Patients with depressive symptoms
(score ≥18 points)
Total DS score
DS stratification

0.024**

Legend: **Chi-square test; ǀMann-Whitney U test.
Note: N=113.

Table 3 – Correlation between quality of life and scores of depressive symptoms in inpatients and outpatients with heart failure undergoing follow-up – Niterói, RJ, Brazil, 2018.

Questions – QoL questionnaire

Inpatient group
IG (N=55)

Outpatient group
OG (N=58)

BDI < 18
(N=32)

BDI ≥ 18
(N=23)

p-value*

BDI < 18
(N=39)

BDI ≥ 18
(N=19)

p-value

1. Causing swelling in your ankles or
legs?

0 (0-3.0)

3.0 (0-5.0)

0.083ǀ

0 (0-3.0)

0 (3.0-5.0)

0.60

2. Making you sit or lie down to rest
during the day?

3.9±1.3

4.4±0.8

0.73

1.0 (0-3.0)

3.5 (2.75-5.0)

p>0.001

3. Making your walking about or
climbing stairs difficult?

4.2±1.2

4.8±0.9

0.016

2.0 (0-3.0)

4.0 (3.0-5.0)

p>0.001

4. Making your housework difficult?

3.5±1.7

4.3±0.9

0.027

1.0 (0-3.0)

4.0 (3.0-5.0)

p>0.001

5. Making your going places away
from home difficult?

4.0±1.3

4.3±1.3

0.408

1.0 (0-3.0)

3.5 (2.0-5.0)

0.001

6. Making your sleeping well at night
difficult?

3.9±1.5

4.2±1.1

0.463

0 (0-2.0)

3.0 (2.0-4.25)

0.003

7. Making your relating to or doing
things with your friends or family
difficult?

3.2±2.1

3.3±2.1

0.475

0

3.0 (0-4.0)

p>0.001

8. Making your working to earn a
living difficult?

3.3±2.1

3.9±1.9

0.310

0 (0-3.0)

2.0 (0-5.0)

0.087

9. Making your recreational pastimes,
sports or hobbies difficult?

3.0±2.1

4.1±1.4

0.027

0 (0-3.0)

4.0 (0.75-5.0)

0.006

10. Making your sexual activities
difficult?

3.0±2.0

3.5±2.0

0.319

1.0 (0-3.0)

4.0 (0-5.0)

0.138

11. Making you eat less the food you
like?

4.1±1.3

3.3±1.9

0.082

0 (2.0-5.0)

4.5 (1.0-5.0)

0.022

12. Making you short of breath?

4.5±0.9

4.5±0.8

0.991

1.0 (0-3.0)

4.0 (3.0-5.0)

p>0.001

13. Making you tired, fatigued, or low
on energy?

4.4±1.1

4.6±1.1

0.592

2.0 (0-3.0)

4.5 (3.0-5.0)

p>0.001

14. Making you stay in a hospital?

4.2±1.3

4.2±1.4

0.977

0

0 (0-0.25)

0.093

15. Costing you money for medical
care?

3.4±1.8

3.5±1.7

0.819

3.0 (0-4.0)

4.5 (2.0-5.0)

0.071

16. Giving you side effects from
treatments?

2.0 (0-3.0)

1.0 (0-4.0)

0.859ǀ

0 (0-2.0)

0 (0-1.0)

0.564

17. Making you feel you are a burden
to your family or friends?

3.0 (0-5.0)

3.0 (0-5.0)

0.804ǀ

0

1.0 (0-5.0)

0.002

5.0 (4.0-5.0)

5.0-(3.0-5.0)

0.552ǀ

0

3.0 (0-4.25)

p>0.001

4.1±1.3

4.1±1.5

0.885

2.0 (0-3.0)

5.0 (3.0-5.0)

0.001

1.0 (0-3.0)

3.0 (1.0-5.0)

0.952ǀ

1.0 (0-3.0)

4.0 (0-5.0)

0.017

18. Making you feel a loss of selfcontrol in your life?
19. Making you worry?
20. Making it difficult for you to
concentrate or remember things?

continue...
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...continuation

Questions – QoL questionnaire

Inpatient group
IG (N=55)

Outpatient group
OG (N=58)

BDI < 18
(N=32)

BDI ≥ 18
(N=23)

p-value*

BDI < 18
(N=39)

BDI ≥ 18
(N=19)

p-value

21. Making you feel depressed?

2.0(0-3.0)

4.0(1.0-5.0)

0.011ǀ

0 (0-1.0)

3.5 (0-5.0)

0.001

QoL total score

73.4±18.4

79.6±18.5

0.106

26 (12.0-46.0)

65.5 (54.7-75.2)

p>0.001

Legend: *Student’s t-test; ǀMann-Whitney U test.
Note: N=113.

DISCUSSION
The present study estimated populations of patients with
DS for the first time, associating them with different dimensions of the QoL of patients with HF from the Unified
Health System (SUS – Sistema Único de Saúde) during hospitalization and in a specialized clinic.
Concerning sociodemographic and clinical characteristics,
significant differences between groups, retirees or pensioners
were more prevalent in patients from HF clinics (p=0.004).
The education of outpatients was higher (p=0.034) as well as
left ventricular ejection fraction (p=0.001). It was expected
to find inpatients with reduced left ventricular ejection fraction, since they were in a situation of decompensation. This
data is consistent with a previous Brazilian epidemiological
study on the clinical aspects of HF during hospitalization
(left ventricular ejection fraction=38.8±16.5)(14).
As for education, a cross-sectional Brazilian study with a
sample of 84 outpatients with HF followed up showed that
the predominant educational profile is complete elementary
school (56%), supporting the sample of inpatients in this
study(15). Another national study with a sample of 91 patients
showed that individuals undergoing outpatient HF treatment have the same characteristics (83.5% retired and with
education completed within four years)(16).
Low-education patients tend to show an increase in the
number of readmissions, since, the higher the level of education, it is assumed that there is a better understanding of the
care prescribed after hospital discharge(16). In this regard, the
presence of a caregiver is important so that there is better
clarification about pharmacological and nonpharmacological treatment.
Concerning source of income, the condition of a retired
person or pensioner is a reality for patients with HF, which is
progressively impaired in relation to functional capacity, even
when they are economically active. Not working is an important factor for increasing risk of depression, so it is currently
recommended that return to work, within the favorable health
conditions presented by patients, occurs as early as possible(17).
Inpatients had a higher prevalence of DS. Of these, those
who had DS from 18 points had affected QoL in relation
to walking/climbing stairs, housework, leisure activities and
feeling depressed. Outpatients with DS in the same condition (≥ 18 points), on the other hand, had their QoL most
affected in all dimensions and the worst total scores.
Objectively identifying DS from the application of questionnaires in patients with HF is a good practice by health
professionals. The Beck Depression Inventory, used in this
study, is considered a gold standard for this assessment(18).

6

Rev Esc Enferm USP · 2021;55:e03686

Studies involving pharmacological treatment in patients with
HF and depression show no impact; therefore, nonpharmacological approaches are necessary, as well as an understanding
of the origin and prevalence of DS in different settings of
HF, as well as the mechanisms involved(8).
A Brazilian study that assessed a population of 76
patients treated at a specialized HF clinic found that 67.1%
had DS(18). Another national study found in 81 patients
with HF in primary care that the mean DS score was 13.6
± 10.4 and that 32% of the sample had moderate to severe
symptoms(19). An international study showed that the DS
score of patients had a mean of 19.4 (mild to moderate)(20).
Such findings demonstrate variability in the prevalence
of these scores in previous studies in older patients, most of
them female. In the present study, the prevalence of DS was
similar to that shown in the literature, but more evident in
inpatients and without association with sex and age.
In this study, the DS identified in both groups as “mild
to moderate” may be related to the fact that patients are
uncomfortable answering questions related to negative feelings(21). Patients are also uncomfortable with the stigma of
the word “depression”, which provides a negative or pejorative understanding of this condition, leading individuals to
feel fearful of being discredited, misunderstood, devalued
and stigmatized(22). The brain/mind and heart interaction
has been recognized and better understood in the past two
decades. Inflammatory aspects, low cardiac output and
multiple comorbidities in patients with HF affect not only
cognitive aspects, but also interfere with mental aspects, with
DS being one of the manifestations. Additionally, medication
used to treat HF and the comorbidities present in this group
of patients, in addition to causing delirium in the context
of hospitalizations, can cause or worsen DS. All of these
factors may be associated with the higher DS rates found
in hospitalized HF patients, who are subjected to a greater
number of medications and exposed to environmental and
psycho-emotional factors that cause depression in HF.
There is a complex interaction between HF, cognitive
limitation and depression. Patients with HF have worse
cognitive impairment, both in young and older people, when
compared to individuals without significant comorbidities(7). However, once patients are hospitalized, symptoms
of hypoactive delirium may also occur, through changes in
individuals’ routine, prolonged confinement and changes
in medication regimen. Patients in this condition can be
misdiagnosed with depression(7). Thus, the investigation of
DS in these patients must be valued and detailed in order to
enable the correct treatment with a multidisciplinary team.
www.scielo.br/reeusp
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Current European HF guidelines point to DS as a symptom of HF and also as a comorbidity(23). American guidelines
show DS as one of the ten most common chronic conditions
of HF, but without directing the approach to patients(24). The
current Brazilian HF guideline recommends, to improve
QoL, specific pharmacological treatment, cognitive-behavioral therapy and physical activity(8). It is noted that there
is no scientific evidence on the reduction of cardiovascular
events in HF and DS with specific pharmacological therapy,
and sertraline and citalopram, medications considered safe,
must be prescribed by a specialized professional(8). There is
also no differentiated approach between hospitalized patients
and follow-up in HF clinics. From QoL correlation by DS
stratification, two different situations were observed. In hospitalized patients, the physical dimension of QoL was more
affected in those with more severe DS. In the HF clinic setting, all QoL dimensions were affected in the most depressed.
More depressed inpatients with HF exacerbate the worsening of their symptoms, especially the state of fatigue and
dyspnea. Collaborative factors include fear of dying, social
isolation, changes in routine and invasive procedures. In this
context, it is suggested to develop a care plan for patients
who are developing DS on admission as well as to avoid
interrupting the pharmacological treatment of those already
clinically diagnosed with depression. Regarding functional
aspect, interventions in order to avoid worsening of sarcopenia, improve motor and respiratory function, with respiratory
training, stimulation of early walking and promotion of selfcare independence should be considered.
Moreover, interventions in inpatients with HF that
include their participation and family in decision-making
regarding hospital treatment, personalized emotional support,
identification of negative thoughts, cognitive distortions, and
understanding and recognition of readiness for resilience
seem to better empower individuals in the challenge against
DS(25-26). In relation to multidisciplinary clinical practice in
HF clinics, personalizing care is a support point to initiate a collaborative approach in which patients participate
actively, with the joint establishment of goals for their lives.
Understanding psychosocial issues individually and establishing bridges between professionals, family and caregiver
are central to the construction of a personalized approach in
individuals identified with the worst DS in the most affected
QoL dimensions. A Brazilian study conducted on patients
with outpatient HF found that the QoL dimensions most
affected by this group were physical, emotional and social,
respectively. And 60% of patients considered their health
status worse when compared to a year ago(27).
Previous studies indicate associations between DS and
QoL. A prospective analysis with 117 patients with HF

revealed that DS were associated with worsening QoL and
increased risk of cognitive impairment(28). Another study
assessed in 147 patients with HF a positive correlation
between the scores of DS and QoL questionnaires, indicating
that patients with more DS had low QoL(29). Another research
with 200 patients with HF followed up on an outpatient
basis estimated that those with the worst rates of anxiety and
depression were predictors of the worst QoL scores in physical
and mental dimensions(30). However, the QoL questionnaire
used in the present study presents questions related to psychological and affective situations, which are interconnected
with DS. Thus, it is still questionable whether the worsening
of QoL leads to a higher intensity of DS or vice versa. The
results of this study reflect the need of questioning by the
multidisciplinary team where the failure in relation to caring
for patients with HF may be so that they have high QoL
and DS scores, since they can influence the worsening of
treatment adherence and readmission. Thus, a possibility to
promote biopsychosocial well-being in both settings may be
in the hospital to home care transition and vice versa, with
adequate and personalized support for reintegration of patients
into their daily lives after discharge, as recommended by the
current Brazilian HF guideline(4). One can cite as a limitation
of this study the fact of presenting a small-size convenience
sample (n=113 patients), the cross-sectional character, which
does not allow to verify the relationship between cause and
effect, as well as the fact that patients were not the same both
in hospitalization and in the HF clinic.

CONCLUSION
The present study, when comparing samples from patients
with HF, identified a higher prevalence of DS, particularly
during hospitalization. QoL was more affected in the physical dimension in inpatients with moderate to severe DS. In
patients followed up at the HF clinic, the most depressed
individuals had worse QoL in all dimensions studied.
One suggests prospective cohort studies in patients
with HF, with larger samples, to analyze the factors that
predict the worsening of QoL and DS in this clientele
over time.
Systematic screening with the aid of questionnaires validated in HF in relation to DS and QoL is important to
identify this group of patients and to seek a better strategy for
early approach to functional and psycho-emotional aspects,
with promotion of adherence to HF pharmacological and
nonpharmacological treatment. Estimating the prevalence of
DS and QoL is essential so that the effects on interventions
are measured and that individuals who do not respond to
the multifaceted approaches proposed in HF treatment are
referred to a specialized approach.

RESUMO
Objetivo: Analisar as características sociodemográficas e clínicas, sintomas depressivos e qualidade de vida de pacientes com insuficiência
cardíaca e associar a qualidade de vida com os sintomas depressivos. Método: Estudo transversal, realizado com pacientes ambulatoriais
e hospitalizados. Foram coletados dados sociodemográficos e aplicados questionários para avaliação da qualidade de vida (Minnesota
Living with Heart Failure Questionnaire) e sintomas depressivos (Inventário de Depressão de Beck). Resultados: A amostra foi composta
por 113 pacientes. Os ambulatoriais são aposentados (p=0,004), com melhor escolaridade (p=0,034) e maior fração de ejeção ventricular
(p=0,001). O grupo hospitalizado teve maiores sintomas depressivos (18,1±10 vs 14,6±1,3; p=0,036) e menor qualidade de vida
(74,1±18,7 vs 40,5±3,4; p<0,001) do que o grupo ambulatorial. Pacientes ambulatoriais com escores de sintomas depressivos a partir de
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18 pontos apresentaram piores escores de qualidade de vida em 17 das 21 questões. Conclusão: Pacientes hospitalizados tiveram piores
sintomas depressivos e qualidade de vida, sendo esta mais afetada na dimensão física naqueles com sintomas depressivos moderados/
graves. Pacientes ambulatoriais com sintomas depressivos mais severos tiveram pior qualidade de vida em todas as dimensões.
DESCRITORES
Insuficiência Cardíaca; Qualidade de vida; Depressão; Cuidados de Enfermagem.
RESUMEN
Objetivo: Analizar las características sociodemográficas y clínicas, los síntomas depresivos y la calidad de vida de los pacientes con
insuficiencia cardíaca y asociar la calidad de vida con los síntomas depresivos. Método: Estudio transversal, realizado con pacientes
ambulatorios y hospitalizados. Se recolectaron datos sociodemográficos y se aplicaron cuestionarios para evaluar la calidad de vida
(Minnesota Living with Heart Failure Questionnaire) y síntomas depresivos (Inventario de Depresión de Beck). Resultados: La muestra
estuvo conformada por 113 pacientes. Los pacientes ambulatorios son jubilados (p=0,004), con mejor escolaridad (p=0,034) y mayor
fracción de eyección ventricular (p=0,001). El grupo hospitalizado presentó mayores síntomas depresivos (18,1±10 vs 14,6±1,3; p=0,036)
y menor calidad de vida (74,1±18,7 vs 40,5±3,4; p<0,001) que el grupo ambulatorio. Los pacientes ambulatorios con puntuaciones de
síntomas depresivos de 18 puntos tuvieron las peores puntuaciones de calidad de vida en 17 de las 21 preguntas. Conclusión: Los
pacientes hospitalizados presentaron peor sintomatología depresiva y calidad de vida, la cual fue más afectada en la dimensión física en
aquellos con sintomatología depresiva moderada/severa. Los pacientes ambulatorios con síntomas depresivos más graves tenían peor
calidad de vida en todas las dimensiones.
DESCRIPTORES
Insuficiencia Cardíaca; Calidad de Vida; Depresión; Atención de Enfermería.
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