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Prevalence of depression and associated 
factors in patients hospitalized  
with heart failure

OBJECTIVE To estimate the prevalence of depression and to identify associated 

factors in patients hospitalized with heart failure (HF) using the Patient Health 

Questionnaire-9 (PHQ-9). METHOD The study sample consisted of 152 patients 

with HF who were hospitalized in the Department of Cardiology of a tertiary 

hospital in Athens, Greece over a period of one year. Data were collected us-

ing a questionnaire consisting of three parts; socio-demographic and clinical 

characteristics, results of laboratory and diagnostic work-up retrieved from 

the hospital records, and the PHQ-9 scale. RESULTS The prevalence of major 

depression (PHQ-9 score ≥10) was 34.2%. Among the factors examined, worse 

overall perceived health (OPH) (p<0.001) and New York Heart Association 

(NYHA) class (p<0.001) were strongly associated with major depression. Age 

(p=0.015) was also associated with major depression, with the younger (<60 

years) and the older (≥80 years) patients being more depressed. Sleep dura-

tion (p=0.028) was associated with major depression, with those sleeping <6 

hours and >8 hours being more depressed. After stepwise logistic regression, 

OPH, NYHA class and age remained statistically significantly associated with 

major depression. CONCLUSIONS Measures must be taken to identify, evaluate 

and manage depression in patients hospitalized with HF, the prevalence of 

which is particularly high in this population.
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Heart failure (HF) affects approximately 6.2 million 

Americans aged ≥18 years1 and 15 million patients in 51 

countries represented by the European Society of Cardi-

ology.2 As the world population ages and survival from 

cardiovascular disease improves, the overall burden of HF 

is expected to increase over time. Depression continues 

to be a major public health problem and the World Health 

Organization (WHO) forecasts that depression will be the 

second leading cause of world disability by 2020.3 Depres-

sion in older people in the general hospital is especially 

prevalent, affecting almost 30%.4 In Greece, since the begin-

ning of the financial crisis there has been a steep increase 

in the one-month prevalence of major depression in the 

general population from 3.3% in 2008 to 12.3% in 2013.5,6 

The prevalence of depressive symptoms in the elderly 

population in Greece is over 30%.7 The average prevalence 

of major depression in patients with HF is estimated at 

19.3% when diagnostic interviews are used and 33.6% 

in the case of questionnaires.8 Major depression in Greek 

patients hospitalized with HF was recently reported to 

be 24.2%.9 The purpose of this study was to estimate the 

prevalence of depression in patients hospitalized with HF 

using the Patient Health Questionnaire-9 (PHQ-9),10 which 

is proposed by the American Heart Association as a screen-

ing tool to check for the presence of depression11 and has 

been successfully utilized in patients with HF.12

MATERIAL AND METHOD

The study sample consisted of 152 patients with HF who 

were hospitalized in the Department of Cardiology of a tertiary 

hospital in Athens, Greece over a period of one year. The study 

protocol was approved by the hospital ethical committee, and 

the participants provided their informed consent. The inclusion 

criteria were a diagnosis of HF, age ≥18 years, and adequate un-

derstanding of the Greek language. Patients were excluded if they 

were diagnosed with another life-threatening disease (e.g., cancer) 

or a chronic severe psychiatric condition (e.g., psychosis), had a 
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history of alcohol abuse or dependence in the past 6 months, or 

were receiving antidepressant medication. The study data were 

collected using a questionnaire consisting of three parts, specifi-

cally socio-demographic and clinical characteristics, the results 

of laboratory and diagnostic work-up, retrieved from the hospital 

records, and the PHQ-9 scale. Demographic data included gender, 

age, body mass index ([BMI], calculated by using the patients’ height 

and weight), marital status, educational level, employment status, 

presence or not of health insurance, financial difficulty in buying 

medication and multiple laboratory values.

The presence of depression was evaluated with the PHQ-9,10 

a self-administered questionnaire for screening, diagnosing, 

monitoring, and measuring the severity of depression that has 

been validated for the Greek population.13 In the current study, 

the Cronbach alpha value (α=0.849) indicated that the collected 

data had good internal consistency. Based on the PHQ-9 score 

(0–27 points) individuals were categorized into five predefined 

categories of severity of depression symptoms: PHQ-9 scores of 5, 

10, 15, and 20 represented mild, moderate, moderately severe, and 

severe depression, respectively. A PHQ-9 score ≥10 has a sensitivity 

of 85% and a specificity of 89% for major depression.14

Statistical analysis

Statistical analysis was performed using the Statistical Package 

for Social Sciences (IBM SPSS for Windows), version 20.0. Descriptive 

data were presented as frequency, percentage, mean, standard 

deviation (SD) and range. One-way analysis of variance (ANOVA), 

Kruskal-Wallis test, t-test for continuous variables and x2 or Fisher 

exact test for nominal variables were used to compare means 

between groups as appropriate. Predictors of depression were 

assessed by performing stepwise logistic regression analysis. A p 

value <0.05 was considered statistically significant.

Study limitations

The present study was cross-sectional and thus does not allow 

for inferences or changes over time or determination of a causal 

relationship between depression and the socio-demographic, 

clinical and laboratory variables. The study sample was not repre-

sentative of Greek patients with HF, but was a convenience sample 

recruited in one hospital. All these factors limit generalization of 

the findings.

The strengths of the study include the use of a validated and 

reliable questionnaire (PHQ-9) that is frequently used in medical 

practice and is validated for use in the Greek population. It is the 

first study in Greece to gather information on the clinical status 

and laboratory values in patients with HF, rather than focusing 

mainly on socio-demographic characteristics.

RESULTS

Of the 152 patients with HF, 94 (61.8%) were males and 

58 (38.2%) females, with an average age of 70.9±13.7 years. 

Their baseline demographic and clinical characteristics 

are presented in table 1. Most of them were older than 

70 years, retired, married, had two children and were of 

low educational status (primary education). Most of the 

patients had disease duration of longer than one year, prior 

experience of hospitalization for HF, and were well informed 

regarding their disease. Regarding the ejection fraction (EF), 

the percentages of patients with reduced, mid-range, and 

preserved EF were 54.6%, 20.4%, and 25.0%, respectively 

(tab. 2). The percentages in NYHA classes I, II, III, and IV 

were 12.5%, 41.4%, 37.5%, and 8.6%, respectively. Most 

of the patients were overweight and obese, but smoking 

and regular alcohol consumption were not prevalent (tab. 

1). Regarding comorbidities, hypertension, dyslipidemia, 

coronary heart disease, atrial fibrillation, diabetes mellitus 

(DM), anemia, thyroid disease, and chronic obstructive 

pulmonary disease (COPD) were the most common (tab. 

2). The majority of the patients were receiving guideline 

directed therapy for HF (tab. 3). The main laboratory findings 

on the study patients are presented in table 4.

According to their scores on the PHQ-9 scale, depres-

sive symptoms were reported by 67.8% of the patients, 

and major depression (PHQ-9 score ≥10) by 34.2% (tab. 

1). Among the factors examined, worse overall perceived 

health (OPH) (p<0.001) and NYHA class (p<0.001) were 

strongly associated with the presence of major depression 

(tables 1, 2). Age was associated with major depression, with 

the younger (<60 years) and the older (≥80 years) patients 

with HF being more depressed (p=0.015) (tab. 1). Sleep 

duration also was associated with major depression, with 

those sleeping <6 hours and those >8 hours being more 

depressed (p=0.028) (tab. 1). Stepwise logistic regression 

showed that OPH, NYHA class, and age remained statisti-

cally significantly associated with major depression (tab. 5).

DISCUSSION

In this study the prevalence of major depression was 

34.2%. The documented aggregated prevalence of depres-

sion in patients with HF is about 21% (range 9–60%) and 

is higher in women than men, with 32.7% (range 11–67%) 

of women being depressed compared with 26.1% (range 

7–63%) of men.8 Depression rates reported among hospi-

talized patients are 13–77.5%,15–18 and rates for outpatients 

13–48%.19–22 A recent study conducted in Greece showed 

that 24.2% of patients hospitalized with HF suffered from 

major depression;9 our study findings suggest that this 

prevalence has increased over the last five years. The differ-

ences in the reported prevalence of depression are related 
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Table 1. Characteristics of patients hospitalized with heart failure (HF) (n=152), according to level of depression (cut-off of 10 on the Patient Health 
Questionnaire-9 [PHQ-9] scale).

Values*

Total population Depressed Non-depressed p-value

Age (years) <60 29 (19.1%) 15 (51.7%) 14 (48.3%)

0.015
60–69 34 (22.4%) 10 (29.4%) 24 (70.6%)
70–79 37 (24.3%) 6 (16.2%) 31 (83.8%)
>80 52 (34.2%) 21 (40.4%) 31 (59.6%)

Sex Male 94 (61.8%) 29 (30.9%) 65 (69.1%)
0.266

Female 58 (38.2%) 23 (39.7%) 35 (60.3%)

BMI (kg/m2) 15–19.99 7 (4.6%) 3 (42.9%) 4 (57.1%)

0.408
20–24.99 42 (27.6%) 18 (42.9%) 24 (57.1%)
25–29.99 62 (40.8%) 17 (27.4%) 45 (72.6%)
30–49.99 41 (27%) 14 (34.1%) 27 (65.9%)

Professional status Retired 61 (40.1%) 17 (27.9%) 44 (72.1%)
0.341Household 25 (16.4%) 12 (48.0%) 13 (52.0%)

Employed 66 (43.5%) 23 (34.8%) 43 (65.2%)

Marital status Single/divorced/widowed 65 (42.8%) 24 (36.9%) 41 (63.1%) 0.542
Married 87 (57.2%) 28 (32.2%) 59 (67.8%)

Educational level Primary 74 (48.7%) 27 (36.5%) 47 (63.5%)
0.835Secondary 52 (34.2%) 17 (32.7%) 35 (67.3%)

University/master/PhD 26 (17.1%) 8 (30.8%) 18 (69.2%)

Number of children None 38 (25.0%) 11 (28.9%) 27 (71.1%)
0.461One 34 (22.4%) 10 (29.4%) 24 (70.6%)

Two or more 80 (52.6%) 31 (38.8%) 49 (61.2%)

Medical insurance Yes 142 (93.4%) 47 (33.1%) 95 (66.9%) 0.276
No 10 (6.6%) 5 (50.0%) 5 (50.0%)

Years with HF <1 54 (35.5%) 17 (31.5%) 37 (68.5%)
0.1602–5 52 (34.2%) 21 (40.4%) 31 (53.6%)

>5 46 (30.3%) 14 (30.4%) 32 (69.6%)

Prior hospitalization for HF Yes 78 (51.3%) 26 (33.3%) 52 (66.7%) 0.815
No 74 (48.7%) 26 (35.1%) 48 (64.9%)

Total hospitalizations 2,43±2,676 2.62±3.249 2.33±2.336 0.535

Hospitalizations in the last year 1,28±1,182 1.42±1.551 1.21±0.935 0.293

Degree of information Very much/much 31 (20.4%) 9 (29.0%) 22 (71.0%)
0.667Enough 52 (34.2%) 20 (38.5%) 32 (61.5%)

Little/not at all 69 (45.4%) 23 (33.3%) 46 (66.7%)

Health status Bad/very bad 53 (34.9%) 32 (60.4%) 21 (39.6%)
<0.001Average 65 (42.8%) 16 (24.6%) 49 (75.4%)

Good/very good/excellent 34 (22.4%) 4 (11.8%) 30 (88.2%)

Hours of sleep per day <6 54 (35.5%) 25 (46.3%) 29 (53.7%)
0.0286–8 84 (55.3%) 21 (25.0%) 63 (75.0%)

>8 14 (9.2%) 6 (42.9%) 8 (57.1%)

Smoking No 127 (83.6%) 42 (33.1%) 85 (66.9%) 0.504
Yes 25 (16.4%) 10 (40.0%) 15 (60.0%)

Alcohol consumption No 113 (74.3%) 38 (33.6%) 75 (66.4%) 0.797
Yes 39 (25.7%) 14 (35.9%) 25 (64.1%)

Depression** No 49 (32.2%)
Mild 51 (33.6%)
Moderate 48 (31.6%)
Moderately severe 0 (0.0%)
Severe 4 (2.6%)

  *  Values are mean±SD (standard deviation) for continuous variables, and n (%) for categorical variables. One-way analysis of variance (ANOVA), Kruskal-Wallis test, t-test 
for continuous variables and x2 or Fisher exact test for nominal variables were used to compare means between groups as appropriate

**  Scores of 5, 10, 15, and 20 on the PHQ-9 scale represent cut points for mild, moderate, moderately severe, and severe depression, respectively
BMI: Body mass index
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care of HF24,25 and diminish the quality of life,24 and is a 

strong predictor of short-term decline in health status26 

and repeated hospitalizations;27,28 it is associated with a 

higher mortality rate and associated clinical conditions, 

and a greater demand for health care resources, especially 

in more severely depressed patients.8,29 Depression is an 

independent risk factor for mortality in HF, independent 

of NYHA class.30 A large Danish study found depression to 

be related to all-cause mortality in patients with HFrEF but 

to various factors, including the method of assessing depres-

sion (questionnaire versus structured interview), the various 

diagnostic instruments, the definition and classification of 

depression, the severity of HF, mean patient age, ethnicity 

and gender, and inpatients versus outpatients.23 A further 

contributing factor in Greece might be the prolonged 

financial crisis.6

Depression has been shown to impair patient self-

Table 2. Clinical characteristics of patients hospitalized with heart failure (HF) (n=152), according to level of depression (cut-off of 10 on the Patient 
Health Questionnaire-9 [PHQ-9] scale).

Values*

Total population Depressed Non-depressed p-value

NYHA stage I 19 (12.5%) 2 (10.5%) 17 (89.5%)

<0.001
II 63 (41.4%) 17 (27.0%) 46 (73.0%)

III 57 (37.5%) 22 (38.6%) 35 (61.4%)

IV 13    (8.6%) 11 (84.6%) 2 (15.4%)

EF (including midrange) <40 83 (54.6%) 30 (36.1%) 53 (63.9%)

0.77640–49 31 (20.4%) 9 (29.0%) 22 (71.0%)

≥50 38 (25.0%) 13 (34.2%) 25 (65.8%)

EF <40 83 (54.6%) 30 (36.1%) 53 (63.9%)
0.581

≥40 69 (45.4%) 22 (31.9%) 47 (68.1%)

Diabetes mellitus Yes 58 (38.2%) 23 (39.7%) 35 (60.3%)
0.266

No 94 (61.8%) 29 (30.9%) 65 (69.1%)

Hypertension Yes 119 (78.3%) 38 (31.9%) 81 (68.1%)
0.261

No 33 (21.7%) 14 (42.4%) 19 (57.6%)

Dyslipidemia Yes 70 (46.1%) 20 (28.6%) 50 (71.4%)
0.176

No 82 (53.9%) 32 (39.0%) 50 (61.0%)

Coronary heart disease Yes 73 (48.0%) 25 (34.2%) 48 (65.8%)
0.993

No 79 (52.0%) 27 (34.2%) 52 (65.8%)

Atrial fibrillation Yes 70 (46.1%) 23 (32.9%) 47 (67.1%)
0.745

No 82 (53.9%) 29 (35.4%) 53 (64.6%)

Valvular heart disease Yes 62 (40.8%) 21 (33.9%) 41 (66.1%)
0.942

No 90 (59.2%) 31 (34.4%) 59 (65.6%)

COPD Yes 28 (18.4%) 9 (32.1%) 19 (67.9%)
0.798

No 124 (81.6%) 43 (34.7%) 81 (65.3%)

Chronic kidney disease Yes 48 (31.6%) 19 (39.6%) 29 (60.4%)
0.343

No 104 (68.4%) 33 (31.7%) 71 (68.3%)

Anemia Yes 50 (32.9%) 20 (40.0%) 30 (60.0%)
0.292

No 102 (67.1%) 32 (31.4%) 70 (68.6%)

Thyroid disease Yes 132 (86.8%) 44 (33.3%) 88 (66.7%)
0.558

No 20 (13.2%) 8 (40.0%) 12 (60.0%)

*  Values are mean±SD (standard deviation) for continuous variables, and n (%) for categorical variables. One-way analysis of variance (ANOVA), Kruskal-Wallis test, t-test 
for continuous variables and x2 or Fisher exact test for nominal variables were used to compare means between groups as appropriate

NYHA: New York Heart Association severity scale, EF: Ejection fraction, COPD: Chronic obstructive pulmonary disease
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Table 3. Medication use in patients hospitalized with heart failure (HF) (n=152), according to level of depression (cut-off of 10 on the Patient Health 
Questionnaire-9 [PHQ-9] scale).

Values*

Total population Depressed Non-depressed p-value

ARBs Yes 52 (34.2%) 20 (38.5%) 32 (61.5%)
0.426

No 100 (65.8%) 32 (32.0%) 68 (68.0%)

ACEIs Yes 33 (21.7%) 10 (30.3%) 23 (69.7%)
0.593

No 119 (78.3%) 42 (35.3%) 77 (64.7%)

MRAs Yes 89 (58.6%) 28 (31.5%) 61 (68.5%)
0.396

No 63 (41.4%) 24 (38.1%) 39 (61.9%)

β-blockers Yes 130 (85.5%) 42 (32.3%) 88 (67.7%)
0.229

No 22 (14.5%) 10 (45.5%) 12 (54.5%)

Diuretics Yes 128 (84.2%) 47 (36.7%) 81 (63.3%)
0.132

No 24 (15.8%) 5 (20.8%) 19 (79.2%)

CCBs Yes 33 (21.7%) 11 (33.3%) 22 (66.7%)
0.904

No 119 (78.3%) 41 (34.5%) 78 (65.5%)

Nitrates Yes 16 (10.5%) 6 (37.5%) 10 (62.5%)
0.769

No 136 (89.5%) 46 (33.8%) 90 (66.2%)

Aspirin Yes 62 (40.8%) 21 (33.9%) 41 (66.1%)
0.942

No 90 (59.2%) 31 (34.4%) 59 (65.6%)

Newer antiplatelets Yes 27 (17.8%) 10 (37.0%) 17 (63.0%)
0.733

No 125 (82.2%) 42 (33.6%) 83 (66.4%)

Acenocumarol Yes 37 (24.3%) 11 (29.7%) 26 (70.3%)
0.509

No 115 (75.7%) 41 (35.7%) 74 (64.3%)

NOACs Yes 26 (17.1%) 7 (26.9%) 19 (73.1%)
0.390

No 126 (82.9%) 45 (35.7%) 81 (64.3%)

Statins Yes 57 (37.5%) 15 (26.3%) 42 (73.7%)
0.112

No 95 (62.5%) 37 (38.9%) 58 (61.1%)

*  Values are mean±SD (standard deviation) for continuous variables, and n (%) for categorical variables. One-way analysis of variance (ANOVA), Kruskal-Wallis test, t-test 
for continuous variables and x2 or Fisher exact test for nominal variables were used to compare means between groups as appropriate 

ARBs: Angiotensin receptor blockers, ACEIs: Angiotensin converting enzyme inhibitors, MRAs: Mineralocorticoid receptor antagonists, CCBs: Calcium channel blockers, 
NOACs: Novel oral anticoagulants 

not in other types of HF.31 A recent meta-analysis showed 

that major depression, but not mild depression, after HF was a 

predictor for subsequent all-cause mortality.32 The increased 

mortality related to depression in HF persists for more than 

a decade.33 Although no one questions the importance of 

depression on patients with HF, there is still considerable 

debate on the best way to treat it.23 There is substantial 

proof that the use of selective serotonin reuptake inhibitors 

(SSRIs) improves depressive symptoms;23 however two large 

clinical trials, the SADHART34 and the MOOD-HF,35 failed to 

show any significant benefit over placebo.

Among the factors examined in this study, OPH was as-

sociated with a higher probability of major depression. OPH 

is lower in patients with HF than in the general population 

and patients with other chronic diseases.36,37 In patients with 

HF, OPH has been demonstrated to be a powerful predictor 

of hospitalization and mortality even after controlling for 

a multitude of other factors.38,39 In patients with HF, health 

status is associated with depressive symptoms and it also 

predicts their onset.40,41

Worse NYHA class was also associated with a higher 

probability of major depression in this study. A systematic 

review has demonstrated that higher depression prevalence 

was associated with worse NYHA class.8 It has been shown 

that hospitalized patients with NYHA class IV HF had signifi-

cantly more depressive symptoms than patients with NYHA 
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shown that depression was seen more commonly among 

younger than older patients.22 The higher incidence of 

depression in the young could be because there is a larger 

discrepancy between the perception of functional status 

and the expectation and the fact that coping with the 

limitations caused by HF may be more difficult for younger 

individuals to accept.22 Polikandrioti and colleagues have 

observed a similar U-curved, though not statistically sig-

nificant, relationship between age and major depression 

in patients hospitalized with HF.9

Short and long habitual sleep duration both show as-

sociation with an increased risk of all-cause mortality.43 In a 

representative sample of US adults shorter and longer sleep 

durations were an important marker of coronary vascular 

disease (CVD).44 A recent meta-analysis showed that short 

and long sleep duration was significantly associated with 

increased risk of depression in adults.45 In our study, sleep 

duration was likewise associated (p=0.028) with major 

depression, with those sleeping <6 hours and those >8 

hours being more depressed.

In conclusion, the Greek medical community must take 

measures to identify, evaluate, and manage depression in 

patients hospitalized with HF, the prevalence of which is 

particularly high in this population. It is suggested that 

the period during hospitalization is the best for diagnosis 

of depression, because there is the opportunity for early 

diagnosis and treatment, and it is the time when the pa-

class II or III42 and outpatients classified as NYHA class III and 

IV are more likely to be depressed than class II patients.22

Age was also associated with major depression, with 

the younger (<60 years) and the older (≥80 years) patients 

with HF being more depressed. Relevant research has also 

Table 4. Laboratory values of patients hospitalized with heart failure (HF) (n=152), according to level of depression (cut-off of 10 on the Patient 
Health Questionnaire-9 [PHQ-9] scale).

Values*

Total population Depressed Non-depressed p-value

HbG (g/dL) 12.54±2.09 12.36±2.07 12.62±2.11 0.461

HbA1C (%) 6.37±1.20 6.39±1.35 6.37±1.13 0.906

Urea (mg/dL) 71.48±44.06 80.10±56.69 67.00±35.30 0.133

Creatinine (mg/dL) 1.40±0.70 1.41±0.71 1.40±0.69 0.983

GFR (mL/min/1.73 m2) 61.63±33.42 63.70±38.43 60.56±30.65 0.611

Urate (mg/dL) 7.42±2.35 7.46±2.57 7.40±2.24 0.875

Total cholesterol (mg/dL) 159.44±47.78 153.42±48.30 162.57±47.45 0.264

Fe (μg/dL) 57.77±37.82 60.25±41.04 56.48±36.18 0.562

Ferritine (ng/mL) 166.62±251.33 234.70±397.67 131.22±105.73 0.071

Vitamin B12 (pg/mL) 536.54±602.37 519.37±406.61 545.47±684.12 0.801

Folate (ng/mL) 7.18±6.45 6.31±4.18 7.63±7.34 0.235

TSH (μIU/mL) 1.58±0.98 1.54±0.93 1.61±1.00 0.674

*  Values are mean±SD (standard deviation) for continuous variables, and n (%) for categorical variables. One-way analysis of variance (ANOVA), Kruskal-Wallis test, t-test 
for continuous variables and x2 or Fisher exact test for nominal variables were used to compare means between groups as appropriate

HbG: Hemoglobin, HbA1C: Glycosylated hemoglobin A1C, GFR: Glomerular filtration rate, Fe: Iron, TSH: Thyroid stimulating hormone

Table 5. Association between socio-demographic and clinical charac-
teristics of patients with heart failure and depression (binomial logistic 
regression analysis).

Variable B Odds ratio p-value

NYHA

NYHA I -3.324 0.036 0.003

NYHA II -2.060 0.127 0.017

NYHA III -1.961 0.141 0.021

Health status

Bad/very bad 2.257 9.555 0.001

Average 0.913 2.492 0.171

Age

<60 0.392 1.481 0.478

60–69 -0.481 0.618 0.383

70–79 -1.430 0.239 0.018

NYHA: New York Heart Association severity scale

Notes: The coefficients for NYHA groups are contrasts with the minority NYHA 
IV group

The Health status coefficients are contrasts with the minority good/very good/
excellent group. The age coefficients are contrasts with the majority >80 years group
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ΠΕΡΙΛΗΨΗ

Επιπολασμός κατάθλιψης και σχετιζόμενοι παράγοντες σε νοσηλευόμενους ασθενείς  

με καρδιακή ανεπάρκεια

Γ. ΜΙΧΑΣ,1 Κ. ΓΡΗΓΟΡΙΟΥ,1 Θ. ΘΩΜΟΠΟΥΛΟΣ,1 Ι. ΖΑΡΔΑ,2 Α. ΤΡΙΚΑΣ1

1Καρδιολογική Κλινική, Γενικό Νοσοκομείο Αθηνών «Η Ελπίς», Αθήνα, 2Τμήμα Πληροφορικής και Βιοϊατρικής 

Πληροφορικής, Πανεπιστήμιο Θεσσαλίας, Λαμία

Αρχεία Ελληνικής Ιατρικής 2019, 36(4):485–493

ΣΚΟΠΟΣ Εκτίμηση του επιπολασμού της κατάθλιψης και καταγραφή των σχετιζόμενων με αυτή παραγόντων σε νοση-

λευόμενους ασθενείς με καρδιακή ανεπάρκεια (ΚΑ) χρησιμοποιώντας το ερωτηματολόγιο υγείας ασθενών-9 (ΡΗQ-9). 

ΥΛΙΚΟ-ΜΕΘΟΔΟΣ Το δείγμα μελέτης περιλάμβανε 152 ασθενείς με ΚΑ που νοσηλεύτηκαν στην καρδιολογική κλινι-

κή ενός τριτοβάθμιου νοσοκομείου στην Αθήνα, σε διάστημα ενός έτους. Η συλλογή δεδομένων πραγματοποιήθηκε 

χρησιμοποιώντας ένα ερωτηματολόγιο που αποτελείται από τρία μέρη: τα κοινωνικο-δημογραφικά και κλινικά χαρα-

κτηριστικά, τα αποτελέσματα εργαστηριακών και διαγνωστικών εξετάσεων και την κλίμακα PHQ-9. ΑΠΟΤΕΛΕΣΜΑΤΑ 

Ο επιπολασμός μείζονος κατάθλιψης (PHQ-9 score ≥10) ήταν 34,2%. Μεταξύ των εξετασθέντων παραγόντων, η χειρό-

τερη γενική κατάσταση υγείας (p<0,001) και η κλάση κατά NYHA (p<0,001) συσχετίστηκαν με την παρουσία μείζονος 

κατάθλιψης. Η ηλικία (p=0,015) συσχετίστηκε επίσης με μείζονα κατάθλιψη, ενώ οι νεότεροι (ηλικίας <60 ετών) αλλά 

και οι πιο ηλικιωμένοι (≥80 ετών) ασθενείς παρουσίαζαν σοβαρότερου βαθμού καταθλιπτικά συμπτώματα. Η διάρ-

κεια ύπνου (p=0,028) παρομοίως συσχετίστηκε με παρουσία μείζονος κατάθλιψης, με τους ασθενείς που κοιμούνταν 

<6 ώρες και >8 ώρες να εμφανίζουν σοβαρότερα καταθλιπτικά συμπτώματα. Το στατιστικό μοντέλο γραμμικής πα-

λινδρόμησης που εφαρμόστηκε ανέδειξε ότι η χειρότερη γενική κατάσταση υγείας, η κλάση κατά NYHA και η ηλικία 

είχαν στατιστικά σημαντική συσχέτιση με την παρουσία μείζονος κατάθλιψης. ΣΥΜΠΕΡΑΣΜΑΤΑ Η ελληνική ιατρική 

κοινότητα πρέπει να λάβει μέτρα για τον εντοπισμό, την αξιολόγηση και τη διαχείριση της κατάθλιψης σε νοσηλευό-

μενους ασθενείς με ΚΑ, ο επιπολασμός της οποίας είναι ιδιαίτερα υψηλός σε αυτόν τον πληθυσμό.

Λέξεις ευρετηρίου: Καρδιακή ανεπάρκεια, Κατάθλιψη, Νοσηλευόμενοι ασθενείς, PHQ-9
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