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Abstract
Background—Patients with heart failure often experience depressive symptoms that affect health-
related quality of life, morbidity, and mortality. Researchers have not described the experience of
patients with heart failure living with depressive symptoms. Understanding this experience will help
in developing interventions to decrease depressive symptoms.

Objective—To describe the experience of patients with heart failure living with depressive
symptoms.

Methods—This study was conducted by using a qualitative descriptive design. The sample
consisted of 10 outpatients (50% female, mean age 63 [SD, 13] years, 70% New York Heart
Association class III or IV) with heart failure who were able to describe depressive symptoms. Data
were collected via taped, individual, 30- to 60-minute interviews. ATLAS ti (version 5) was used
for content analysis.

Results—Participants described emotional and somatic symptoms of depression. Negative thinking
was present in all participants and reinforced their depressed mood. The participants experienced
multiple stressors that worsened depressive symptoms. The overarching strategy for managing
depressive symptoms was “taking my mind off of it.” Patients managed depressive symptoms by
engaging in activities such as exercise and reading, and by using positive thinking, spirituality, and
social support.

Conclusions—Patients with heart failure experience symptoms of depression that are similar to
those experienced by the general population. Clinicians should assess patients with heart failure for
stressors that worsen depressive symptoms. Strategies that researchers and clinicians can use to
reduce depressive symptoms in patients with heart failure include engaging patients in activities,
positive thinking, and spirituality. Helping patients find enhanced social support may also be
important.

Heart failure is a chronic syndrome that affects 5 million people in the United States1 and is
the most common cause of hospitalization in elderly adults.2 Major depressive disorder is
common in hospitalized patients with heart failure. One-third of hospitalized patients with heart
failure have major depression, and 40% of these persons are still depressed 1 year later.3
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According to the American Psychiatric Association, a major depressive episode consists of 5
or more symptoms that are present most of the day for at least 2 weeks. One of these symptoms
must be depressed mood or loss of interest in usual activities, and the symptoms must cause
significant distress in social, occupational, or other areas of functioning.4

Individuals can experience significant depressive symptoms without a diagnosis of major
depressive disorder.5 Sometimes called subthreshold depression, depressive symptoms include
depressed mood, guilt, hopelessness, low self-esteem, fatigue, sleep disturbances, appetite
change, and inability to concentrate.6 Researchers have proposed that depressive symptoms
lie within a continuum of depressive illness severity that ranges from mild depressive
symptoms to a diagnosis of major depressive disorder.7

It is estimated that up to 48% of outpatients with heart failure experience clinically significant
levels of depressive symptoms.8 The presence of depressive symptoms has important clinical
consequences for patients with heart failure. Patients with heart failure who have depressive
symptoms experience reduced health-related quality of life and an increased risk of
rehospitalization and mortality.8,9

Although researchers have examined the predictors and outcomes of depressive symptoms in
patients with heart failure, none have described the experience of living with depressive
symptoms. Qualitative research can help researchers and clinicians understand a phenomenon
from the patient’s point of view and guide the development of future interventions. The purpose
of this qualitative study was to describe the experience of persons with heart failure living with
depressive symptoms. The primary research question was: How do persons with heart failure
describe their depressive symptoms? Secondary research questions included the following:
What factors influence depressive symptoms? What are strategies that persons with heart
failure use to manage depressive symptoms?

Methods
Qualitative Description

This investigation was conducted by using a qualitative descriptive design. Qualitative
description involves low-inference interpretation and is often the first step in exploration of a
phenomenon. The result is a descriptive summary of the experience in everyday language.10

This topic is particularly suited for qualitative description because little is known about how
patients with heart failure describe their depressive symptoms.

Participants
The study was nested in a clinical trial of biofeedback and cognitive therapy in patients with
heart failure. The institutional review board provided approval before participants were
recruited. Patients were eligible to participate if they had a diagnosis of chronic heart failure,
were in stable condition on cardiac medications, had no coexisting terminal illness, and had
not had a stroke or myocardial infarction within 3 months.

Purposive sampling was used to select 10 outpatients who had a self-reported history of past
or current depression, or were experiencing a clinically significant level of depressive
symptoms, defined as a score of 14 or greater on the Beck Depression Inventory-II11 upon
enrollment in the trial (Table 1). Purposive sampling ensured equal numbers of men and women
and equal representation from the intervention and control groups. The intervention group
received 6 weeks of biofeedback training and cognitive therapy from a psychiatric nurse
practitioner, while the control group received 6 weeks of attention placebo, which consisted
of self-selected relaxation exercises delivered by a psychiatric nurse practitioner.
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Data Collection
One-time, semistructured interviews were conducted in the participants’ homes after the
intervention or placebo portion of the trial was completed. Results from 2 initial interviews
indicated that patients had difficulty answering direct questions about symptoms of depression.
Therefore, interviews began with questions regarding recent stressful events to elucidate
depressive symptoms. Questions explored the participant’s symptoms that occurred during the
stressful event. Participants were asked to share techniques that they used to prevent or cope
with depressive symptoms. Interviews lasted between 30 and 60 minutes and were audiotaped.
Participants were reimbursed $30 for their time.

Data Analysis
An inductive approach to content analysis was used in this study. Interviews were transcribed
verbatim and transcriptions compared with the taped interviews to ensure accuracy. A
codebook was developed to assist in the analysis. The codebook contained a priori codes based
on a literature review, as well as codes that emerged from the data. We used Atlas ti (version
5.0) to code the data. Each interview was read, reread, and coded by the primary author
(R.L.D.). The transcripts were compared to ensure that coding was consistent throughout, and
codes were first sorted into categories and then into larger themes. Data displays that depicted
the frequencies of the codes were developed to assist in the reduction of the coded data into
categories.12 The abbreviated data display for factors influencing depressive symptoms is
provided in Table 2 as an example of the data displays used for data reduction.

Trustworthiness and Credibility
To establish trustworthiness and credibility, we used 3 procedures recommended by Creswell.
13 First, we clarified bias before data collection by bracketing assumptions. Bracketing
assumptions consists of writing down personal assumptions about the phenomenon; this
process allows the researcher to collect data with as unbiased a viewpoint as possible. Second,
the coauthors met frequently throughout data analysis to verify that the coding accurately
reflected the content of the interviews. Third, the research results were returned to 3 participants
to verify accuracy of the findings.

Results
Depressive Symptoms

The participants’ descriptions of depressive symptoms were similar to symptoms of depression
as defined by the Diagnostic and Statistical Manual-IV-TR criteria.4 The participants described
emotional symptoms of sadness, irritability, tearfulness, and anxiety. The participants also
experienced somatic symptoms that they attributed to depression, including lack of energy,
changes in appetite, sleep disturbances, and difficulty concentrating. Finally, the participants
described experiencing negative thinking and cognitive distortions.

Emotional Symptoms—Eight of the 10 participants described sadness as part of their
experience with depression. The participants used the terms “terrible sadness,” “depressed,”
“moody,” “bad blue mood,” and “upset” to describe their mood. Six of the participants stated
that tearfulness was a frequent symptom. One participant cried during the interview, stating:
“It’s just I’m sad. And I think it’s just because there’s a lot of sad stuff. It’s just been really
hard.”

Half of the participants complained of feeling irritable. They expressed feelings of aggravation,
frustration, and anger. In many cases, irritability resulted in strained relationships with children
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or spouses. As one participant said, “Sometimes I could just scream and 1 day I did, several
times I have, about them not cleaning.”

In addition to sadness and irritability, feelings of anxiety were described by 9 participants. The
participants used “tense,” “tight,” “shaky,” “nervousness,” “worry,” and “fear” to describe
their anxiety. One participant shared: “At night I start thinking about it, the consequences of
what could happen and what couldn’t and what would come out good, and I just, just get in a
knot again.”

Somatic Symptoms—Seven participants described somatic symptoms attributed to
depression that included changes in appetite, sleep disturbances, and lack of energy. Only 1
patient described an increase in appetite; 3 others described a loss of appetite. Three of the
participants described sleep disturbances. One participant in particular spent much of her time
sleeping. At her request, the interview took place in her bedroom, while she sat in bed. She
said, “Sometimes I just come in the room, shut the door and go to, and just go to sleep, just lay
here.” Only 3 participants complained of a lack of energy.

Negative Thinking—All 10 participants described negative thinking or self-critical
thoughts.14 Participants described thoughts such as, “I can’t justify my existence,” “I have
nothing to offer any more,” and “I’m a failure.” The participants stated that the negative
thoughts reinforced their depressed mood. As 1 participant shared: “Sometimes it gets me down
because I start thinking about other things…. You know, it just kind of moves up to keep going
up the ladder.”

Participants described cognitive distortions that accompanied negative thinking. Magnification
is a cognitive distortion in which a person inflates the magnitude of the problem.15 For example,
when 1 participant underwent surgery, she could think only about the possibility of death: “Am
I going to come out of this, am I going to die, you know, is this my last time, or I’m going to
die in there on the operating table.”

Another frequently mentioned distortion was dwelling. Dwelling is defined as long,
uninterrupted series of depressive thoughts that worsen depressive symptoms.15,16 When asked
what advice she would give to someone in her situation, 1 participant answered: “I think I
would tell them you know, from my experience, the more you dwell on it, the worse off you
get.”

Stressors
Participants described stressors that worsened their depressive symptoms. The stressful
experiences that the participants lived with included financial difficulties, family problems,
health issues, and loss.

Financial Difficulties—Seven participants described financial difficulties, including
bankruptcy, living on a fixed income, and being disabled. One participant said that finances
were the primary contributor to her depressed mood:

I think the main thing well that, that upsets me is finances. If my finances get to the
point where I get to a week before payday and I don’t have any money, then I get very
stressed and I think that stresses everybody. But I think it especially stresses me.

Family Problems—Nine participants talked about stressful situations in their families.
Problems that the participants dealt with ranged from children who were incarcerated to
grandchildren who were having problems, to alcoholism and arguments among family
members. The participants described feeling worried about family situations and saddened or
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irritated by conflict. One participant felt depressed because he was estranged from his only
child:

Well I felt sad there for a long time because my daughter, I wanted to be in contact
with her and I felt hurt … I want to be somebody my daughter can depend on me
being there when she needs me.

Health Issues—Interestingly, only 5 of the participants mentioned heart failure as
influencing depressive symptoms. Three participants stated that depressive symptoms were
present before the development of heart failure. One participant said that having heart failure
did not make her depressed. Instead, she said, “it’s just something else for me to be depressed
about.” The majority of participants described other health conditions as being stressful and
contributing to depressive symptoms. Participants described dealing with cancer, diabetes,
arthritis, and chronic pain.

Loss—The participants described numerous losses that worsened their depressive symptoms.
Four of the participants described the death of a son or daughter. One participant had
experienced the death of 2 children. Although some of these deaths had occurred years ago, it
was clear that the participants still felt the effects of the loss. Complicating the bereavement
process for these participants was the fact that all of the deaths were sudden. One participant
said: “Well of course you know it’s been in 2003 when my daughter died suddenly and I still
haven’t gotten over that and of course at night sometimes I cry over that.”

Other participants did not discuss the loss of a loved one, but they experienced other losses.
One participant described the loss associated with not being able to work: “I used to get really
depressed. I can’t work anymore; what am I going to? I mean, it really bothered me at first.”

Strategies for Managing Depressive Symptoms
The overarching strategy described by the participants was “taking my mind off of it.” Four
types of strategies were used by participants to take their minds off of depressive symptoms:
activities, distraction, social support, and medical intervention.

Activities—Exercise was mentioned by 9 participants as being an important method of
reducing depressive symptoms. The most commonly mentioned exercise was walking. The
participants repeatedly said that walking made them feel better and that any amount of exercise
was better than just “sitting around.” One participant stated:

I’ve started walking. It’s fun. I put my, I take my radio and listen to my music and it
makes me feel good because I kind of walk and do a little dance while I’m walking
and so, so it has made me feel good when I was walking.

In response to the question “What are some of the things that help you feel better when you
feel down?” 9 participants mentioned reading. The participants who had difficulty reading
would listen to books on tape instead. As one participant said, “Rather than sit here and think
about the bad things you know, I can get me a book to listen to.” For most participants, reading
allowed them to “take their mind off things” and focus on something other than the depressive
symptoms.

Being active, or “staying busy,” was mentioned by 6 participants as a behavioral tactic that
kept them from thinking about depressive symptoms. Participants used a variety of activities
to stay busy, such as bird watching, crocheting, and watching television. The simple act of
getting involved in an activity helped relieve the participant’s depressive symptoms:
“Sometimes I like to do crafts. I like to work crosswords and do Sudoku. Other times that just
gets my mind off things and just concentrating on that one thing.”
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Distraction—For these participants, distraction is defined as the ability to redirect one’s
internal focus away from negative thoughts or emotions. For 7 participants, spirituality or
religiosity was an important method of distraction. Participants received relief by praying,
attending church, and reading scripture. One participant quoted Biblical scriptures several
times. He said, “When we fill our mind and our heart with the scriptures, that’s something that
we can depend on.”

A central component of spirituality was a relationship with God. One participant described
God as “my other best friend.” Another participant said:

I feel I have a great relationship to God because I talk to him about a lot of things and
when I do, I feel better. I feel that a burden has been lifted from me; not all the time
right away but it’s been, you know it’s been lifted.

When asked “If you were talking to someone like you who felt depressed or down, what advice
would you give them?” 9 of the 10 participants discussed positive thinking. Positive thinking
is a central component of the cognitive therapy intervention that 5 of the participants had
received. However, 4 of the 5 control group participants also discussed positive thinking. As
1 control group participant said:

The main thing I think that I’ve found is trying to keep my mind off of things that
make me sad. If I find myself drifting that way, well then I know right away I’ve got
to think of 2 positives. Because that’s a negative. And like I said, when you’ve got a
negative, you’ve got to come up with 2 positive things to replace that.

Instead of dwelling on negative thoughts, the participants redirected their thoughts toward the
positive. One participant focused on the future:

Think about the future. Think about the future; don’t dwell on the past, there’s nothing
you can do. It’s happened; it is depressing. You know that your life has changed; it’s
changed your life completely. But think about the positive you know, life goes on.

Others focused their thoughts on affirmations. One participant read his affirmations out loud:

My heart may be sick, but my mind and soul are strong and healthy. My problems are
an opportunity for me to grow as a person. I’m a person of value even if I have heart
failure, back trouble, knees and shoulder, and I’m old.

Additional examples of affirmations included: “I’m alive, I’m thankful for that, I’m alive,”
“Things are going to get better, going to get better,” and “I might not be able to do the things
I used to do but there’s new things I can do.”

Social Support—All 10 participants stated that social support was an important factor in
reducing depressive symptoms. Family and friends provided emotional, physical, and financial
support. The married participants all provided positive descriptions of their marriages. As 1
participant said:

I do appreciate that lady [indicating his wife] over there. The Lord drawed us together
and we were married after getting out of the service…. Yes we celebrated our 50th
about 3 years ago. And pretty soon we’ll come up with number 54.

Medical Intervention—Seven of the participants (5 females and 2 males) were taking
antidepressants at the time of the interview, yet only 4 participants—all women—mentioned
antidepressants as a strategy for managing depressive symptoms. One participant described
how antidepressants helped her enjoy sunlight again: “I used to hate days like today where it
was sunny. Like I couldn’t stand to be in the sun and ever since I’ve been on antidepressants,
I enjoy sunshine.”

Dekker et al. Page 6

Am J Crit Care. Author manuscript; available in PMC 2010 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Discussion
The participants in this study described emotional and somatic symptoms of depression as well
as negative thoughts that worsened their mood. Stressors such as financial difficulties, family
problems, and health conditions exacerbated the depressive symptoms. Individuals described
“taking their mind off” depressive symptoms through activities, distraction, social support, and
medical intervention.

The depressive symptoms experienced by the participants were similar to those experienced
by the general population with depressive symptoms. The majority of the sample experienced
a depressed mood. This finding is particularly interesting because 7 participants were receiving
antidepressant therapy. The finding that our participants experienced significant emotional
symptoms contrasts with results from a prior study17 in which a sample of outpatients with
heart failure and major depression living in Germany had fewer emotional symptoms of
depression, as measured by the Patient Health Questionnaire-9, when compared with patients
with major depression who did not have heart failure. It is possible that the Patient Health
Questionnaire-9 did not effectively capture the emotional symptoms that are experienced by
patients with chronic heart failure. The participants in our study may also have been more likely
to divulge emotional symptoms in their home environment as opposed to a clinic or research
setting.

Few somatic symptoms of depression were mentioned by participants. Participants may have
attributed somatic symptoms to heart failure rather than depression. Several common
symptoms of heart failure, such as fatigue, anorexia, and sleep disturbances, overlap with
symptoms of depression. This symptom overlap may contribute to the participants’ difficulty
in recognizing somatic symptoms of depression.17 In addition, clinicians may also attribute
somatic symptoms to heart failure instead of depression. This lack of recognition of the somatic
symptoms of depression could contribute to the low treatment rates of depression in persons
with heart failure,3 as well as undertreatment, which results in individuals not receiving
therapeutic doses of antidepressants.

An important finding of this study was that negative thinking was common and had a
detrimental effect on the participants’ mood. The presence of negative thoughts has been
described as a characteristic of major depression.15 This study was the first, however, in which
negative thinking was described as important in patients with heart failure who have depressive
symptoms. The participants experienced cognitive distortions that maintained their negative
thought processes. Researchers have found that magnification is an independent predictor of
depressive symptoms in the elderly.16 In addition, depressed patients who “dwell” on negative
thoughts experience a worsened mood and are less able to problem solve.18

The participants described a variety of stressors that worsened their depressive symptoms. This
finding is consistent with results from other qualitative studies on living with heart failure.
Investigators have found that patients with heart failure experience physical, emotional, and
social turmoil in their everyday lives,19 as well as multiple personal struggles and losses.20,
21 In combination, these studies demonstrate that having a diagnosis of heart failure is only 1
stressor in a life full of difficulties.

Many clinicians assume that patients with heart failure are depressed because they have
received a diagnosis of heart failure. However, only half of the participants mentioned heart
failure as influencing depressive symptoms. Future qualitative research should explore whether
patients with heart failure attribute their depressive symptoms to heart failure. For 3
participants, depression was something that they struggled with for years before the onset of
heart failure. Preexisting depression is an independent risk factor for development of heart
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failure.22,23 Thus, the long history of depression may have increased the risk of heart failure
developing in these participants.

Of particular interest are the multiple strategies described to counteract depressive symptoms.
The overarching strategy was “taking my mind off of it.” Participants used activities,
distraction, social support, and medical intervention to alleviate their symptoms. Activity in
the form of exercise appears to be as effective as antidepressants for the treatment of depression
in the elderly.24 Results from several small trials have shown that exercise improves depressive
symptoms in patients with heart failure.25,26

The participants’ use of social support to alleviate depressive symptoms is supported by the
literature. Results from 1 study3 demonstrated that an increase in perceived social support was
the only factor that was a predictor of faster remission from depression in hospitalized patients
with heart failure. In contrast, poor social support, defined as living alone, is an independent
predictor of the development of depressive symptoms in patients with heart failure,27 whereas
single marital status also is predictive of depressive symptoms in patients with heart failure.28

For most of the participants, spirituality was an important method of managing depressive
symptoms. Researchers have demonstrated an inverse relationship between spiritual well-
being and depressive symptoms in patients with chronic heart failure.29 In addition, researchers
have demonstrated that older patients with heart failure who are involved in religious activities
remit faster from depression than do nonreligious patients.30

The participants used positive thinking more than any other strategy to manage their depressive
symptoms. They also expressed that affirmations were an important method of reducing
negative thoughts. The evidence to support positive thinking and affirmations as effective
strategies is found in cognitive therapy, which is based on the cognitive model of depression.
The cognitive model proposes that redirecting negative cognitive processes into positive ones
can improve the symptoms of depression.31 The use of cognitive strategies was not surprising
for the 5 participants who received cognitive therapy in the parent study. However, 4 of the 5
control group participants also discussed positive thinking as a strategy for managing
depressive symptoms.

Although most of the participants were taking antidepressants, few mentioned medications as
a method of managing depressive symptoms. It is possible that participants did not view their
depressive symptoms as a medical condition. Thus they may not have considered
antidepressants as a strategy for managing depressive symptoms. Selective serotonin reuptake
inhibitors are often prescribed for depression in patients with heart failure because of the lack
of cardiac side effects.32 Currently, little evidence is available on the efficacy of selective
serotonin reuptake inhibitors for treating depression in patients who have heart failure.
However, a large randomized, controlled trial is currently under way.33

Limitations
Because of the heterogeneity of depressive symptoms experienced by participants, it may be
necessary to obtain more viewpoints to fully understand the experience of living with
depressive symptoms in persons with heart failure. Similarly, only 1 interview was conducted
with each participant. Additional interviews might have revealed other depressive symptoms
and coping strategies or provided additional insight into the connection between heart failure
and depressive symptoms. This study included participants who experienced a cognitive
therapy intervention that may have influenced participants’ experiences. This strategy can also
be considered a strength because it included patients with a broad range of perspectives.
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Conclusion
The results of this study have important implications for clinicians and researchers who work
with patients with heart failure. Given the negative outcomes associated with depressive
symptoms, clinicians must assess hospitalized patients with heart failure for the presence of
depressive symptoms as well as stressors that might exacerbate depressive symptoms. It also
is important for clinicians and researchers to note that depression in patients with heart failure
may benefit from the same interventions that are effective for treating depression in the general
population. Participants in this study managed depressive symptoms through the use of
activities, distraction, and social support. These strategies are worthy of development and
testing among patients with heart failure in the acute care arena.

This study is the first to indicate that negative thinking may be an important component of
depressive symptoms in patients with heart failure. By targeting negative thinking, clinicians
may be able to reduce depressive symptoms in patients with heart failure. Clinicians can teach
hospitalized patients with heart failure to recognize negative thoughts and replace them with
positive thoughts and affirmations. For example, an acute care nurse could ask a hospitalized
patient with heart failure, “What kinds of thoughts are you experiencing right now?” After
assessing for the presence of negative thoughts, the nurse can teach the patient how to replace
negative thoughts with positive ones. Clinicians also may help alleviate hospitalized patients’
depressive symptoms by assessing their spiritual well-being and referring patients with needs
to appropriate spiritual care. Encouraging patients to engage in activities such as walking or
reading while they are hospitalized may also reduce depressive symptoms. Finally, helping
patients’ significant others provide enhanced social support may be an important method for
reducing depressive symptoms in patients with heart failure.

Clinicians can no longer ignore the fact that patients with heart failure experience levels of
depressive symptoms that reduce quality of life and increase the risk for mortality. This study
is the first description of the experience of living with depressive symptoms in patients with
heart failure. Clinicians can use the results from this study to gain understanding of the patient’s
perspective of living with depressive symptoms. Researchers can use the results to develop
and test interventions to reduce depressive symptoms.

Acknowledgments
This manuscript was written in partial fulfillment of the requirements for the PhD degree in nursing at the University
of Kentucky, College of Nursing.

FINANCIAL DISCLOSURES

This research was supported by the National Institutes of Health, National Institute of Nursing Research, R01 NR
008567; the University of Kentucky General Clinical Research Center, M01RR02602; and University of Kentucky
College of Nursing Center for Biobehavioral Research on Self-Management NINR, P20NR010679. The content is
solely the responsibility of the authors and does not necessarily represent the official views of the National Institute
of Nursing Research or the National Institutes of Health.

References
1. Rosamond W, Flegal K, Friday G, et al. Heart disease and stroke statistics—2007 update: a report from

the American Heart Association Statistics Committee and Stroke Statistics Subcommittee. Circulation
2007;115:e69–171. [PubMed: 17194875]

2. Elixhauser, A.; Yu, K.; Steiner, C.; Bierman, AS. Hospitalization in the United States. Rockville, MD:
Agency for Healthcare Research and Quality; 1997. HCUP Fact Book No. 1. AHRQ Publication No.
00-00312000

3. Koenig HG. Depression in hospitalized older patients with congestive heart failure. Gen Hosp
Psychiatry 1998;20:29–43. [PubMed: 9506252]

Dekker et al. Page 9

Am J Crit Care. Author manuscript; available in PMC 2010 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



4. Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR). Vol. 4. Washington, DC:
American Psychiatric Association; 2000.

5. Judd LL, Akiskal HS, Zeller PJ, et al. Psychosocial disability during the long-term course of unipolar
major depressive disorder. Arch Gen Psychiatry 2000;57:375–380. [PubMed: 10768699]

6. Stuart, GW. Emotional responses and mood disorders. In: Stuart, GW.; Laraia, MT., editors. Principles
and Practice of Psychiatric Nursing. Vol. 7. St Louis: Mosby; 2001. p. 345-380.

7. Lyness JM. Treatment of depressive conditions in later life: real-world light for dark (or dim) tunnels.
JAMA 2004;291:1626–1628. [PubMed: 15069051]

8. Gottlieb SS, Khatta M, Friedmann E, et al. The influence of age, gender, and race on the prevalence
of depression in heart failure patients. J Am Coll Cardiol 2004;43:1542–1549. [PubMed: 15120809]

9. Jiang W, Alexander J, Christopher E, et al. Relationship of depression to increased risk of mortality
and rehospitalization in patients with congestive heart failure. Arch Intern Med 2001;161:1849–1856.
[PubMed: 11493126]

10. Sandelowski M. Whatever happened to qualitative description? Res Nurs Health 2000;23:334–340.
[PubMed: 10940958]

11. Beck AT, Steer RA, Ball R, Ranieri W. Comparison of Beck Depression Inventories IA and II in
psychiatric outpatients. J Pers Assess 1996;67:588–597. [PubMed: 8991972]

12. Miles, MB.; Huberman, AM. Qualitative Data Analysis: An Expanded Sourcebook. Vol. 2. Thousand
Oaks, CA: Sage Publications, Inc; 1994.

13. Creswell, JW. Qualitative Inquiry and Research Design: Choosing Among Five Traditions. Thousand
Oaks, CA: Sage Publications, Inc; 1998.

14. Teasdale JD, Rezin V. The effects of reducing frequency of negative thoughts on the mood of
depressed patients: tests of a cognitive model of depression. Br J Soc Psychol 1978;17:65–74.

15. Beck, AT. Depression: Clinical, Experimental, and Theoretical Aspects. New York, NY: Harper &
Row; 1967.

16. Kraaij V, Pruymboom E, Garnefski N. Cognitive coping and depressive symptoms in the elderly: a
longitudinal study. Aging Ment Health 2002;6:275–281. [PubMed: 12217096]

17. Holzapfel N, Muller-Tasch T, Wild B, et al. Depression profile in patients with and without chronic
heart failure. J Affect Disord 2008;105:53–62. [PubMed: 17512058]

18. Donaldson C, Lam D. Rumination, mood and social problem-solving in major depression. Psychol
Med 2004;34:1309–1318. [PubMed: 15697057]

19. Zambroski CH. Qualitative analysis of living with heart failure. Heart Lung 2003;32:32–40. [PubMed:
12571546]

20. Rhodes DL, Bowles CL. Heart failure and its impact on older women’s lives. J Adv Nurs 2002;39:441–
449. [PubMed: 12175353]

21. Riegel B, Carlson B. Facilitators and barriers to heart failure self-care. Patient Educ Couns
2002;46:287–295. [PubMed: 11932128]

22. Abramson J, Berger A, Krumholz HM, Vaccarino V. Depression and risk of heart failure among older
persons with isolated systolic hypertension. Arch Intern Med 2001;161:1725–1730. [PubMed:
11485505]

23. Williams SA, Kasl SV, Heiat A, Abramson JL, Krumholz HM, Vaccarino V. Depression and risk of
heart failure among the elderly: a prospective community-based study. Psychosom Med 2002;64:6–
12. [PubMed: 11818580]

24. Blumenthal JA, Babyak MA, Moore KA, et al. Effects of exercise training on older patients with
major depression. Arch Intern Med 1999;159:2349–2356. [PubMed: 10547175]

25. Koukouvou G, Kouidi E, Iacovides A, Konstantinidou E, Kaprinis G, Deligiannis A. Quality of life,
psychological and physiological changes following exercise training in patients with chronic heart
failure. J Rehabil Med 2004;36:36–41. [PubMed: 15074436]

26. Gary RA, Sueta CA, Dougherty M, et al. Home-based exercise improves functional performance and
quality of life in women with diastolic heart failure. Heart Lung 2004;33:210–218. [PubMed:
15252410]

Dekker et al. Page 10

Am J Crit Care. Author manuscript; available in PMC 2010 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



27. Havranek EP, Spertus JA, Masoudi FA, Jones PG, Rumsfeld JS. Predictors of the onset of depressive
symptoms in patients with heart failure. J Am Coll Cardiol 2004;44:2333–2338. [PubMed:
15607395]

28. Vollman MW, Lamontagne LL, Hepworth JT. Coping and depressive symptoms in adults living with
heart failure. J Cardiovasc Nurs 2007;22:125–130. [PubMed: 17318038]

29. Bekelman DB, Dy SM, Becker DM, et al. Spiritual well-being and depression in patients with heart
failure. J Gen Intern Med 2007;22:470–477. [PubMed: 17372795]

30. Koenig HG. Religion and remission of depression in medical inpatients with heart failure/pulmonary
disease. J Nerv Ment Dis 2007;195:389–395. [PubMed: 17502804]

31. Beck, JS. Cognitive Therapy: Basics and Beyond. NewYork: Guilford Press; 1995.
32. Roose SP, Miyazaki M. Pharmacologic treatment of depression in patients with heart disease.

Psychosom Med 2005;67:S54–S57. [PubMed: 15953802]
33. Angermann CE, Gelbrich G, Stork S, et al. Rationale and design of a randomised, controlled,

multicenter trial investigating the effects of selective serotonin re-uptake inhibition on morbidity,
mortality and mood in depressed heart failure patients (MOOD-HF). Eur J Heart Fail 2007;9:1212–
1222. [PubMed: 18029292]

Dekker et al. Page 11

Am J Crit Care. Author manuscript; available in PMC 2010 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Dekker et al. Page 12

Table 1
Characteristics of participants

Characteristic Value

Female, % 50

Age, y

 Mean (SD) 62.5 (13.2)

 Range 37–81

Minority, % 20

Married, % 70

New York Heart Association class, %

 I 10

 II 20

 III 60

 IV 10

Some college education or greater, % 70

Employed, % 20

Beck Depression Inventory–II score

 Mean (SD) 18.9 (11.8)

 Range 7–40

Antidepressant use, % 70
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Table 2
Data display for factors influencing depressive symptoms

Code Frequency Example quote

Family problems 9/10 “Kids and grandkids … something is always going on in their lives. And at least one of them always has a problem of
some kind to deal with.”

Loss 9/10 “Even though it’s been 11 years since my daughter died, I have days where I think about her a lot. I mean it never gets
easy.”

Finances 7/10 “We just went through a bankruptcy. And that was not easy. I don’t like things like that, but there was nothing we could
do.”

Health problems 8/10 “I’ve been having a lot of problems with the back, a lot of pain and so on. I’ve had all kinds of treatments and nothing
works.”

Heart failure 5/10 “The only thing that stresses me really is, I want to be able to breathe better so that I can do more around the house.”

History of depression 3/10 “See, I’m a person who’s fought depression all of my life, I mean even when I was a child.”
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