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QUALITY OF LIFE IN PATIENTS WITH CHRONIC HEART
FAILURE OF ISCHEMIC ETIOLOGY: ROLE OF ANXIETY AND
DEPRESSIVE DISORDERS

M. T. Vatutin, M. O. Khrystychenko, O. V. Keting
M. Gorky Donetsk National Medical University, Ukraine

OBJECTIVE: To evaluate the quality of life (QoL) in patients with anxiety and depressive disorders
(ADD) and chronic heart failure (CHF) of ischemic origin.

METHODS: The study involved 142 patients (85 men and 57 women, mean age 66,4 £+ 10,5 years) with
CHF NYHA II-IV functional class. To identify anxiety and depression were used Hospital Anxiety and
Depression Scale (HADS), the scales of the Spielberger-Hanin and Beck's, QoL - Minnesota QoL
Questionnaire "Living with Heart Failure» (MLHFQ) and the SF-36 questionnaire.

RESULTS: ADD prevalence in patients with CHF of ischemic etiology was 78.1 %, with the largest
share in the combination of anxiety and depressive disorders. The deterioration of QoL was observed in all
patients with CHF, but the most pronounced decrease in its registered patients with a combination of anxiety
and depression. The obtained data was processed using the statistical suite Statistica 6.0 for Windows and
presented as M £ ¢ (mean + standard deviation).

CONCLUSIONS: The presence of ADD leads to a significant decrease in QoL of patients with CHF, the
most significant of its deterioration observed in the combination of anxiety and depression.

The article presents the results of investigation of gastric mucosal microcirculation with the help of laser-
Doppler flowmetry in acute phase of duodenal ulcer during 7 and 14-day eradication therapy. The study
enabled to obtain some data on effectiveness of the two therapeutic eradication regimens as well as their im-
pact on gastric mucosal microcirculation in the process of ulcer defects healing.
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AKICTD X KUTTA NALIEHTIB I3 XPOHIYHOIO CEPHEBOIO HEAJOCTATHICTIO
IIIHEMIYHOI'O 'EHE3Y: POJIb TPUBOKHO-AEIIPECUBHUX PO3JIA/IIB

M. T. Bamymin, M. O. Xpucmuuenko, O .B. Kemine
JloHenbKui HaIliOHAILHUN METUUHHIA YHiBepcuTeT iMeHi M. ['opskoro, Ykpaina

META JOCJIAKEHHS: ouiautu skicte xutts (SI0K) mamieHTiB 3 TPUBOXKHO - JENIPECUBHUMHU
poznanamu (TJIP) i xponiunoto cepueBoro HegocraTHicTio (XCH) imemivyHoOro reHesy.

METO/IM: obcrexeno 142 mamienta (85 4onoBikiB i 57 kiHOK, cepeaHiii Bik 66,4 + 10,5 pokiB)
3 XCH II - IV ¢yskmionansHux kiaciB 3a NYHA. [[yis OIiHKH TPUBOXKHOCTI 1 Ienpecii BUKOPUCTOBYBAIUCS
locmiTanpra mkana tpuBord 1 aenpecii (HADS), mxamm CminbGeprepa - Xanina Tta beka, K -
Minecorchkuii onmuryBanbHUK SIK «Kuttst 3 ceprieBoro HemocraTHicTion (MLHFQ) i onuryBansuauk SF-36.
OtpumaHni 1aHi 00pOOIIITHCS 3a JOMOMOTOI0 CTATUCTHYHOrO MakeTry Statistica 6.0 for Windows u HagaBaiucs
y BUrsiAi M + o (cepenHe + cTaHTAPTHE BiAXMJICHHS).

PE3YJIbTATMU: Ioumpenicts TP y xBopux Ha XCH imemiuHoi erionorii ckiana 78,1 %, HalOiabII
MUTOMa Bara MpHIa/iaia Ha MOETHAHHS TPUBOXHOTO 1 JIEIPECHBHOrO aeKTUBHUX MOpyleHb. [loripmeHHs
SIK BusHawanocs y Bcix xBopux Ha XCH, omnak HaiOinbIl BHpakeHE HOTO 3HMKCHHS PEECTPYBAIOCS Y
TMAIIEHTIB 3 MOETHAHHIM TPUBOXXHOCTI 1 IeTpecii.

BUCHOBKMU: Hassuicte T/IP npusBoauts 10 mocropipHoro 3umkeHHs S0K manientie 3 XCH, npu
LIOMY HaHO1IBII ICTOTHE HOTO MOTIPIIEHHS CIIOCTEPIraeThCs MPYU ITOEAHAHHI TPUBOXKHOCTI 1 Aenpecii.

K/TFO4YOBI C/IOBA: xpoHiuHa ceplieBa HeJOCTATHICTb, AKICTh KUTTS, TPUBOXKHO-ICIPECUBHI PO3JIa M

KAYECTBO KM3HU MAIIMEHTOB C XPOHUYECKON CEPJIEYHOM
HEJOCTATOYHOCTBIO MIIEMHYECKOI'O I'EHE3A: POJIb TPEBO’KHO-
JENNTPECCHUBHBIX PACCTPOUCTB

H. T. Bamymun, M. A. Xpucmuuenko, E. B. Kemunz
JloHeUKuil HallMOHABLHBIM METUIIMHCKUI YyHUBepcuTeT uMeHu M. T'opskoro, YkpanHa
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HEJb UCCJIEJOBAHUSI: onenuts kadectBo xu3uu (KXK) manmeHToB ¢ TpeBOKHO-ACTIPECCUBHBIMU
paccrpoiictBamu (T/1yP) u xpoHuueckoii cepaednoi HenocrarodHocThio (XCH) uiemMuueckoro rexesa.

METO/JBbI: oocnenosansl 142 nmarpenta (85 My»K4uH U 57 KEHIIMH, CpenHuil Bo3pact 66,4 + 10,5 roaa)
¢ XCH M-IV ¢yakumonansabix kiaaccoB 1mo NYHA. Jlns OIEHKHM TpPEeBOXKHOCTH M JICHPECCHUH
ucronp3oBanuch ['ocnuranbHas mkana TpeBoru u nenpeccun (HADS), mkansr Crunbeprepa-XaHuHa u
bexa, KXX — Munnecorckuii onpocHuk KXK «Km3up ¢ cepumeunoit nemocrarouHoctsio» (MLHFQ) wu
orpocauk SF-36. IloxydeHHble naHHble 00padaTHIBANIKCH MPH MMOMOIIM CTATUCTUYECKOro mMakera Statistica
6.0 for Windows u npencTaBiisiinch B Buae M £ ¢ (cpenHee £ cTaHIapTHOE OTKIOHSHHE).

PE3YJIbTATDI: Pacnpocrpanennocts T/IP y 6ompubix ¢ XCH HIIeMUuecKod 3THOJIOTHU COCTaBHJIA
78,1 %, HauOonpImIMi YyAENbHBIH BeC MPUXOMWICS Ha COYETAHWE TPEBOXKHOIO M JIEIPECCHBHOIO
ap¢extuBHbIX HapymieHud. Yxyamenue KXK ormeuanocs y Bcex OompHbIX ¢ XCH, omHako Hambonee
BBIPAXXEHHOE €T0 CHIKEHHE PErUCTPUPOBAJIOCH Y MALIMEHTOB C COYETAaHUEM TPEBOXKHOCTHU U JIEIPECCUU.

BBIBO/JbI: Hanuuue TAP nmpuBonut kx nocrosepHoMy cHipkeHHto KOK mamumentoB ¢ XCH, mpu atom
HaunboJee CylIeCTBEHHOE €ro Xy IIIeHHEe HaOI01aeTCsl IPU COUETaHUH TPEBOKHOCTH U JIETIPECCHH.

K/TIOYEBBIE CJIOBA: xpoHMYecKas cepaedHas HeJOCTaTOYHOCTh, KaueCTBO JKU3HH, TPEBOXHO-
JIETIPECCUBHBIE PACCTPONUCTBA

According to WHO, ischemic heart disease enzyme inhibitors — 78 %, B-blockers — 63 %,
(IHD) complications including chronic heart  diuretics — 79 %, aldosterone antagonists — 84
failure (CHF) are the most common disability %, angiotensin II receptor blockers — 19 %,
and death causes of working-age population in ~ digoxin — 31 %, ®-3-polyunsaturated acids —
economically developed countries [1]. Despite 17 %, aspirin — 92 %, statins — 86 %, nitrates —
significant  advances of contemporary 71 %).
cardiology, the present guidelines and All patients signed informed consents
treatment results in IHD and CHF patients  before the study initiation. Exclusion criteria
remain unsatisfactory. CHF progression = were age less than 18, history of acute
shortens life, and significantly decreases its coronary syndrome in last 2 months, mental
quality [2, 3]. Thereby the quality of life (QoL)  disorders, significant impairment of cognitive
improvement problem in CHF patients is functions, alcohol or drug abuse, other
highly relevant. psychoactive drug intake, severe concomitant

As multiple clinical trials signify, affective  pathology, cerebrovascular accident,
disorders can reliably worsen clinical and  decompensated diabetes mellitus, uncontrolled
functional  condition, decrease physical arterial hypertension, acquired and congenital
exercise tolerance and have negative influence  valvular heart disease, chronic kidney or liver

on treatment compliance in CHF patients [4, disease, oncologic and other severe
5]. There is an opinion that anxiety and  concomitant diseases.

depressive disorders (ADD), could seriously To detect and obtain the severity of anxiety
affect QoL in this group of patients [5, 6, 7]. and depression we used Hospital Anxiety and

Actually, modern life conditions increase  Depression Scale (HADS), Spielberger and
emotional stress and psycho-emotional  Beck scales; for QoL — SF-36 and Minnesota
disorders incidence grew to epidemic numbers  Living with Heart Failure Questionnaire
[8]. Wherein revealed ADD in CHF several = (MLHFQ) were used.
times above its frequency in population [8, 9]. HADS is comprised of 14 statements and

The purpose of this study was to obtain  has 2 subscales — one for anxiety (even list
the QoL in the ischemic CHF patients with items), another for depression (odd list items).
ADD. Each statement has 4 variants of response. In
interpreting the sum index of both subscales is
taken to consideration and three ranges of it

142 patients were under observation corresponded to: absence of anxiety/depression
(85 male and 57 female, mean age 66,4+10,5)  — 0-7 points, subclinical anxiety/depression -
with NYHA II-IV CHF. All patients had 8-10 points, clinically significant
angina pectoris of II-III functional class, 86 of  anxiety/depression - 11 points and over.
them (60,6 %) had history of myocardial Spielberger scale was used to study
infarction. Observed patients received standard severity of anxiety in the current study. The
CHF and IHD therapy (angiotensin converting  test results correspond of reactive anxiety level

MATHERIALS AND METHODS
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at the particular moment and of personal
anxiety as a temper trait. Personal anxiety
indicates a stable tendency of an individual to
perceive a large range of situations as
threatening and to respond to them with
anxiety. Reactive anxiety is characterized by
disturbance, tension, nervousness at a
particular time interval. The self-esteem scale
of personal and reactive anxiety includes
20 questions-opinions. For each question, there
are 4 possible answer choices of different
intensity degree. Total score may range from
20 to 80 points. In interpreting of results one
should focus on the following anxiety
estimates: less than 30 points — the lowest, 31 -
44 points — moderate, 45 and over — severe.
Beck scale is used for self-assessment of
depression and is fairly sensitive test to track

dynamics of depressive disorders, which
allows it to assess the effectiveness of
treatment. It covers 21 symptoms of

depression: low mood, pessimism, sense of
dissatisfaction with themselves, frustration,
guilt, self-blame, irritability, death drive,
inability to work, sleep, etc. When completing
the form, a patient should mark the option
boxes that best fit his condition. For each
question there are four possible statements that
reflect different degrees of self-esteem and
match score 0-3. In interpreting results the
following score correspond of:

1) at least 11 points - no depression,

2) 11-19 - early signs of depression,

3) 19-26 - minimal severity of depression,

4) 26-30 - moderate depression,

5) more than 30 - severe depression.

MLHFQ, which was used in the current
study, is one of the most common, relatively
easy, informative and  CHF-adapted
questionnaires [2, 3, 6]. All its items may be
divided into four subgroups. The first one — for
physical abilities limitations assessment (items
2 — need for afternoon nap; 3 — ability to walk
or climb stairs; 4 - ability to work at home or
on a personal plot; 5 — impossibility of day
trips; 6 — restful sleep; 7 - difficulties in
relationships with family and friends; 9 -
ability for active recreation and light sports; 12
— severity of dyspnea; 13 — fatigue effect on
QoL). The second subgroup is comprised of
questions which reflect emotional factors,
(items 17 - feeling like a burden to family; 18 —
feeling of helplessness; 19 — feeling anxiety;
20 - inability to concentrate and memory loss;
21 — feeling depressed). Items 8 (inability to
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earn a living) and 10 (impossibility of normal
sexual life) comprise the third subgroup
because of the lack of a clear link with the
other parameters and each other. The fourth
subgroup of factors consists of items
1 (edema), 14 (need in hospitalization), 15 and
16, related to the cost of treatment and
its adverse effects. A patient responds
to 21 questions, marking a column
corresponding to his or her perception of the
state. 0 points for the answer that the particular
complication of the condition is not
remarcable, and 5 points mean the most
significant complication for the last month.
Scores are added, 0 points correspond to the
best health, 105 points — to absolute critical
illness.

At the same time such a good technique as
MLHFQ is cannot assess all QoL components
[8]. In this regard, current study also used
common international practice questionnaire
SF-36. It consists of 11 sections and allows
you to evaluate the patient's satisfaction to his
or her physical and mental well-being, social
functioning, self-esteem and QOL reflects the
severity of pain. SF-36 questionnaire consists
of 36 questions. Results are presented as scores
of 8 scales, higher score indicates better QoL
(100 — full health). The following indices are
quantified:

1. PF — physical functioning which
reflects the degree of health limitation of
physical activities (such as self service,
walking, climbing stairs, weightlifting, etc.);

2. RP — role physical functioning, reflects
the impact of physical condition on role
functioning (job, casual activities);

3. BP — physical (body) pain, pain
intensity and its ability to affect casual
activities such as housekeeping etc.;

4. GH general health, gives an
evaluation of the patient’s health status in the
present and treatment perspective;

5. VT — vitality (means feeling full of
energy, or, on the contrary, exhausted);

6. SF — social functioning; determined by
the degree to which physical or emotional

condition restricts social activities and
communication;
7. RE — role emotional functioning —

influence of emotional state on the role
functioning; involves an assessment of the
extent to which emotional state interfere with
work or other daily activities (including big



time waste, reducing the amount of work,
reduction of its quality, etc.);

8. MH — mental health, evaluates mental
health, characterizes by mood (for depression,
anxiety, overall positive emotions). The scales
group into two separate indices — «physical
health component» and «psychological health
component».

The obtained data was processed using the
statistical suite Statistica 6.0 for Windows and
presented as M + o (mean =+ standard
deviation). The significance of differences
between independent groups was determined
by Student's t-test. Minimal acceptable
statistical significance was at p<0.05.
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RESULTS AND DISCUSSION

According to the total index of HADS,
Spielberger and Beck questionnaires ADD
were revealed in 111 (78,1 %) patients,
23 (16,2 %) of them had isolated anxiety,
32 (22,5 %) — isolated depression, and
56 (39,4 %) had both anxiety and depression
(Fig. 1).

Incidence of ADD among females was
statistically higher than in males (93,0 % and
83,5 %, respectively).

Patients with ADD (n=111) were included
in group 1, those without affective disorders
(n=31) formed the 2™ group.

21,90%

. 39,40% )

16,20%

O Anxiety

@ Depression

OCombination

OAbsence

Fig. 1. ADD incidence in observed patients

ADD severity according to HADS, Spielberger and Beck questionnaires is presented in tab. 1

Table 1

Anxiety and depression severity (GPA) in the CHF patients with revealed ADD (M+sd)

Used questionnaires, mean score
ADD type HADS Spielberger Beck
. 41,6 + 5,4 - personal
Anxiety 13.8+25 42,3 + 4,8 - reactive i
Depression 14,10+ 3,7 ) 272+63

According to the scale of the Spielberger
anxiety disorders were found in 77 (54,2 %)
patients, 68 (47,8 %) had levels of both
reactive and personal anxiety of «moderate»
degree, 4 (2,8 %) had moderate personal and
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high reactive, 1 (0,7 %) - low personal and
moderate reactive, and 5 (3,5 %) - high both
personal and reactive anxiety.
When analyzing Beck
depresssive  disorders  were

scale survey
detected in
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83 (58,5 %) patients, and the minimal level of
depression was detected in 7 (4,9 %), moderate
- in 68 (47,8 %), severe - in 8 (5,6 %) patients.
The MLHFQ score of Group 1 patients
averaged 62,4 + 10,7, in Group 2 - 44,2 £ 9,5
(p < 0.001), indicating a significant decrease in

QoL in patients with ADD compared with
patients without affective disorders. QoL
according MLHFQ in patients with various
types of ADD and in their absence, is shown in
Fig. 2.

score
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@ Depression
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Fig. 2. QoL (according to MLHFQ) in patients with different types of ADD and in their absence

Thus, QoL indices in CHF patients with
isolated anxiety were 61,9 + 12,8, with
isolated depression - 63,5 + 14,1, in patients
with a combination of anxiety and depression
- 74,1 £ 15,2 points, those without mood
disorders - 44,2 & 13,3 points. Hence, QoL in

patients with anxiety and depression alone or
in combination was significantly worse (p <
0.05 all), than in patients without mental
disorders. QoL study results based on SF-36
questionnaire are presented in tab. 2.

Table 2
QoL (by SF-36) in the patients with and without different ADD (Mzsd)
Patients with Patients with Patients with Patients without
Scale anxiety depression anxiety and ADD (group 2)
(n=23) (n=32) depression (n=31)
(n=56)
Physical functioning | 433 % 14,5% | 42,0 15,1% | 36,8+ 14,9%* 61,9+17,2
Role physical 32,4 +£9,7* 29,3+ 11,88 22,6 + 10,4%* 52,3+12,0
functioning
Physical pain 473+11,7 46,8+ 13,0 39,9 £10,1* 53,8+ 14,2
Total health condition 40,5 £ 10,4* 41,3 +11,5* 34,0 £ 9,9%* 51,4+£13,2
Vitality 47,7118 42,4+ 132% | 33,5+ 14,7%% 546+133
Social functioning SIL8£12,0% | 503+14,1% | 432+118% 67,2+ 10,9
Role emotional 458+ 10,7% | 46,5+ 11,3% 29,4 + 12,3%* 65,9+ 14,4
functioning
Mental health 49,4 +13,7% | 48,0+ 12,6% 423+ 10,2% 62,5+ 11,5

* - differences are statistically significant when compared to group 2, p < 0,05,
** _ differences are statistically significant when compared to group 2, p < 0,01
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The QoL deterioration was observed in all
patients with heart failure, but the most
pronounced its decrease was registered in
patients with a combination of anxiety and
depression. In patients without ADD, it was
most significant in the scales of «role-physical
functioningy, «physical pain», «general health»
and «vitality». The QoL scales of «role-
physical functioning» and «general health»
prevailed in the group of patients with anxiety
alone; scales of  «role- physical
functioning0187», «general health» and
«vitality» were predominant in the patients
with isolated depression. A significant decrease
in the scales of «role-physical functioningy,
«general healthy, «vitality» and «role-
emotional functioning» in the analysis of QoL
in patients with a combination of anxiety and
depression was remarkable.

Thus, the prevalence of ADD in patients
with CHF of ischemic etiology was 78,1 %,
with the largest share in the combination of
anxiety and depressive mood disorders group.
The presence of ADD was associated with a
significant decrease in QoL of patients with
CHF, the most significant of its deterioration
was observed in its combination with anxiety
and depression.

The mechanisms of ADD negative impact
on QoL in patients with CHF are complex and
not fully understood. It is known that anxiety
and depression come as additional factors in
the reduction of their physical, mental and
social  activity, which are important
components of QoL. In addition, the presence
of physical symptoms that is directly caused by
ADD (sleep disorder, loss or gain of weight,
weakness, fatigue, etc.), also plays a role in the
deterioration of QoL in these patients [10].

Importantly, the presence of ADD is
associated with reduced efficiency of CHF
treatment too, which could be explained by
negative attitude of a patient to the therapy.
It is shown that such patients have a low
lifestyle and drug therapy compliance [11, 12].

The deterioration of QoL in the cohort of
patients may also be due to the exacerbation of
clinical manifestations of heart failure caused
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CONCLUSIONS

The presence of ADD is associated with a
significant decrease in QoL of patients with
CHF, the most significant of its deterioration
observed in the combination of anxiety and
depression
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