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Depression and anxiety are highly prevalent in Heart failure 
patients. The main objective of the study is to check the prevalence of 
anxiety and depression and associated factors of Heart Failure Patients of 
South Punjab Pakistan. A sample of 192 Hospital admitted patients 
whose age range was between 27-71 years were selected from various 
cardiac hospitals of south Punjab Pakistan for January-July 2017 through 
a purposive sampling technique. The Hospital Anxiety and Depression 
Scale (HADS) was used to assess the level of depression and anxiety 
among patients. The social and psychological parameters including 
family care, gender, and relevant support were identified. Findings 
revealed a highly significant correlation between the level of anxiety and 
depression among Hospitalized heart failure patients. According to 
results anxiety and depression is higher among unmarried and patients 
with low family care and support. In addition, data has indicated that 
economic factors associated with poverty mediate the frequency of 
anxiety and depression. It was determined that approximately 50% and 
54% of peoples were involved in anxiety and depression respectively, 
however, 31% of people were regarded in the borderline of anxiety and 
depression and most patients were accompanied by heart disease. 
Furthermore, marital status, the difference in income level also promotes 
anxiety and depression in patients associated with heart disease. 
Disciplinary: Health Sciences (Health Management), Psychological 
Sciences. 
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1. INTRODUCTION 
Heart failure (HF) is a serious chronic progressive disease with significant worldwide prevalence 

and mortality [1]. The clinical picture of HF patients manifested by a group of symptoms including 
pleurisy, difficult breathing, wheezing cough, generalized edema, decrease appetite, tiredness, 
fatigue, malaise, rapid heartbeat, sleep apnea, confused thinking, loss of memory, poor social and 
psychological functioning due to resultant depression, anxiety and stress [2]. 

The leading pathological factors of HF are hypertension, cardiomyopathy, congenital heart 
disease, lung disorder, diabetes and obesity [3]. Anxiety and depression are common among the 
patients of HF. It may worsen their symptoms requiring hospitalization for intensive emergency 
care[4]. Such malign psychological disorders eventually distort patients' physical health. 

Research also highlights that cardiologists only focus on the clinical pictures of HF by ignoring 
the resultants psychological stressors i.e. anxiety and depression, which further deteriorate the HF 
patient's health. Depression plays a vital role to cause high blood pressure and many other cardiac 
ailments including CVD and CAD [5, 6]. 

Several studies revealed that anxiety and depression and CAD are correlated with one another[7]. 
Recently research revealed that depressive patient with MI has a high mortality rate whereas during 
hospitalization the depressive state of patient leads to CVD [8,9]. The hospitalized HF patients who 
seldom visit by their family or those who are unmarried often seek a high level of anxiety and 
depression which may cause impairments of their routine activities [10, 11]. Several types of research 
show that there is an association between anxiety, depression and hospitalized HF patients[9]. 
Although it is highly critical to surviving with advanced heart failure because of the sudden 
worsening situation the patient has to be readmitted in the hospital. 

In the modern developed countries, health care teams adopted various strategies with the aim to 
improve quality of life, enhancing patient endurance along with reduced hospital stay. Such action 
may play a vital role to curtail the rate of anxiety and depression among HF patients. Patients with 
heart failure admitted to the hospital have a high incident rate (>50%), have a 10 to 15% mortality rate 
whereas it is up to 30 to 40 % in case of re-hospitalization within 6 months duration of discharge 
[12,13]. Studies revealed that approximately less than 1/3 hospitalized HF patients were assessed by a 
cardiac health professional in the early 90 days after discharged from hospital [13, 14]. To reduce the 
re-hospitalization rate it is necessary to adopt new strategies including family care at home, long-term 
hospital care programs involving palliative care treatment [15]. 

Another study [16] shows that depression expressed by physical complaints or hospitalization 
the non-serious attitude by a cardiologist, nursing staff, and attendants to ignoring the magnitude of 
depression ultimately damage the HF patient's health and quality of life. Early understanding, 
delectation, and curative treatment of anxiety and depression certainly improve the HF patient’s 
health and quality of life[9]. During hospitalization HF patients generally observe anxiety and 
depression which can intensify clinical physical ailments, along with sluggishness and social 
isolation [10]. Unfortunately, even after coronary artery bypass grafting (CABG), depression remains 
untreated then certainly the morbidity rate and mortality will be high [17]. 

Heart failure patients with depression remain anxious to readmit in the hospital also have a high 
risk of mortality [14]. Numerous studies show that HF patients living style and standards associated 
with anxiety and depression such as poor diet, alcohol consumption, smoking/tobacco habits, lack of 
exercise and social support will interfere with treatment and allied healthcare support [18]. The 
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cardiac patient plus generalized anxiety disorder has a high risk of severe morbidity as compared to 
those who not suffered from anxiety or generalized anxiety disorder (GAD) [19].  Social and family 
environment also affects cardiac events. The studies found that there is a positive correlation between 
the socioeconomic statuses, family psychosocial environment and cardiovascular diseases [20]. 

The literature clearly indicates a high level of prevalence of depression and anxiety among heart 
failure patients in different regions of the world. As such study has not conducted in Pakistan, so it 
was planned to check the prevalence of hospital anxiety and depression and related social and 
psychological factors in the south part of Pakistan. 

2. METHODS 
For this study, the samples were collected from 192 Hospitalized Heart failure (HF) patients 

were chosen from Nishtar Hospital, Multan, Pakistan and Chaudhry Pervaiz Elahi Institute of 
Cardiology, Multan, Pakistan (78 and 114 respectively) from January 2017-to- July 2017 by using the 
method of purposive sampling. Most of HF patients were re-hospitalized. The demographic variables 
were age, education, residential area, gender, marital status, and family care and support. To collect 
the detailed information and observing basic parameters including anxiety and depression among 
hospitalized heart failure patients. Purposely, heart failure patients with the phenomena of anxiety 
and depression issues were targeted. The questionnaire was filled completely by the consent of all 
participants. All the instructions and relevant assistance were provided from the hospital team to fill 
this Performa honestly. The same methodology was applied to observe the differences among people 
with low and high income and support from the family 

Ethics and Consent: Ethical approval was taken from Shandong University China to conduct the 
study and verbal consent was taken from patients after briefing them about the purpose of the study. 

The Hospital Anxiety and Depression Scale (1983).The Hospital Anxiety and Depression Scale 
(HADS) developed by Zigmond and Snaith[21] to gauge anxiety and depression in a general 
therapeutic populace of patients. The scale consisted of 14 items with responses being scored on a 
scale of 0-3 where a higher score reflects frequencies of symptoms. In spite of the fact that the tension 
and despondency questions are blended inside the survey, it is indispensable that these are scored 
independently. Cut-off scores are accessible for evaluation, for instance, a score of at least 8 for 
uneasiness has a specificity of 0.78 and affectability of 0.9, and for gloom a specificity of 0.79 and an 
affectability of 0.83. 

Before starting, patients were made a request to give permission that they have complete 
knowledge about this study and willing to take an interest in this study. Instructions were provided to 
all candidates to complete the questionnaire with honesty to minimize any chances of error.  The 
demographic sheet and Hospital Anxiety and Depression Scale were provided to all candidates to 
examine the anxiety and depression index in these patients. Purposive sampling method was applied 
to collect the sample from these enrolled patients associated with heart failure disease. Subjects were 
also given the assurance that their information will not be disclosed. Participated patients were 
approached at hospitals to administer the study instruments and help to complete the questionnaire. 
The questionnaire took 2 to 5 minutes to complete. To determine the scoring scale of HADS, the data 
were analyzed by using SPSS 21. Pearson correlation coefficients tool was used to finding the linkage 
of all the variable parameters with each other. Comparisons between marital status for depression and 
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anxiety were analyzed via an independent samples t-test with corrections made for assumed variance 
equality. We adopted the same methodology to find the difference among participants with less 
family support and care with participants with more family support and care. One way ANOVA and 
post hoc tests were used to analyze the differences between depression and anxiety among different 
income levels. A P-value of less than 0.05 was considered significant. 

3. RESULTS 
Table 1 shows descriptive statistics of socio-demographic variables for this study. From overall 

192 patients, most patients 122(63.5%) are between the age of 31 to 45 years, 112 (58%) male and 
119 (62%) are single. Furthermore, 104 (54%) of the respondents who give their response as low 
family care. Similarly, 51 (27%) of the patients have less than 15000 PKR, 50 (26%) belong to 
30000-45000 PKR of the patients’ monthly income level. 

 
Table 1: Descriptive Statistics of sociodemographic variables of the participants (n=192) 

Individual factors Category Frequency (%) 

Age 

<31 Years 33(17.2) 
31-45 Years 122(63.5) 
45-60 Years 33(17.2) 
> 60 Years 4(2.1) 

Gender Male 112 (58.0) 
Female 80 (42.0) 

Marital Status Single 119 (62.0) 
Married 73 (38.0) 

Family Care and Support Low 104 (54.0) 
High 88 (46.0) 

Monthly Income (Rupees) 

<15000 51 (27.0) 
15000-3000 36 (19.0) 
30000-45000 50 (26.0) 
45000-60000 31 (16.0) 

>60000 24 (12.0) 
 

Table 2: Categories of Anxiety and Depression on the Basis of Scores 
Categories Anxiety Frequency (%) Depression Frequency (%) 

Normal 36 (19.0) 28 (15.0) 
Borderline Abnormal 60 (31.0) 59 (31.0) 
Abnormal 96 (50.0) 105 (54.0) 

 
Table 2 and diagram 1 shows the prevalence of hospital anxiety and depression level in the 

sampled patients. There are 60 (31%) and 96 (50%) of the patients who have a borderline abnormal 
and abnormal level of anxiety respectively. Similarly, 59 (31%) and 105 (54%) of the heart failure 
patients show borderline abnormal and abnormal depression level respectively. 

 
Table 3: Pearson Correlation between anxiety and depression (n=192). 

 Depression 
Anxiety 0.736*** 

 (***p<0.001) 
 

Table 3 explores the correlation between anxiety and depression in patients associated with heart 
failure. The value of the correlation coefficient shows that anxiety and depression are significantly 
positively correlated with each other. 
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Table 4: Mean, Standard Deviation and t- value for the score of single (n=119) and married (n=73) 
on the scale of anxiety and depression. 

Variable Marital Status N M SD T P 

Anxiety Single 119 10.85 2.91  
2.856 

 
<.003 Married 73 9.64 2.72 

Depression Single 119 11.26 2.73  
3.357 

 
<.001 Married 73 9.90 2.70 

 

Table 4 depicts the frequency of depression and anxiety for the single and married hospitalized 
heart failure patients. The results show that the level of anxiety and depression is higher in single as 
compared to married patients. 

 
Table 5: Mean, SD and t-value for the score of low family care and support (n=104) and high family 

care and support (n=88) on the scale of anxiety and depression. 
Variable Family Care and Support N M SD T P 

Anxiety Low 104 10.85 2.94  
2.404 

 
<.009 High 88 9.85 2.75 

Depression Low 104 11.20 2.81  
2.502 

 
<.007 High 88 10.24 2.68 

 

Table 6: One Way ANOVA: Anxiety and depression level among hospitalized heart failure patients 
with variation in income. 

Variable Sum of Squares Df Mean Square F Sig. 

Anxiety 
Between Groups 106.952 4 26.738 3.359 <.011 
Within Groups 1488.752 187 7.961   

Total 1595.703 191    

Depression 
Between Groups 147.364 4 36.841 5.145 <.001 
Within Groups 1339.131 187 7.161   

Total 1486.495 191    
 

Table 7: Post Hoc Tests Multiple Comparisons. 

Dependent 
Variable 

(I) Income 
Status 

(J) Income 
Status 

Mean 
Difference 

(I-J) 
Std. Error Sig. 

95% Confidence Interval 
Lower 
Bound 

Upper 
Bound 

Anxiety 

Up to 15000 
15000-30000 .312 0.614 0.612 -0.900 1.524 
30000-45000 .518 0.562 0.358 -0.590 1.625 
45000-60000 1.956* 0.643 0.003 0.689 3.224 
Above 60000 1.743* 0.698 0.013 0.365 3.121 

15000-30000 
30000-45000 .2056 0.617 0.739 -1.011 1.422 
45000-60000 1.644* 0.691 0.018 0.280 3.008 
Above 60000 1.431 0.744 0.056 -0.036 2.897 

30000-45000 45000-60000 1.439* 0.645 0.027 0.166 2.711 
Above 60000 1.225 0.701 0.082 -0.157 2.607 

45000-60000 Above 60000 -.214 0.767 0.781 -1.727 1.300 

Depression 

Up to 15000 

15000-30000 .444 0.583 0.446 -0.705 1.594 
30000-45000 .767 0.533 0.152 -0.284 1.817 
45000-60000 2.151* 0.609 0.001 0.948 3.353 
Above 60000 2.333* 0.662 0.001 1.027 3.640 

15000-30000 
30000-45000 .322 0.585 0.582 -0.832 1.476 
45000-60000 1.707* 0.656 0.010 0.413 3.000 
Above 60000 1.889* 0.705 0.008 0.498 3.280 

30000-45000 45000-60000 1.384* 0.612 0.025 0.177 2.591 
Above 60000 1.567* 0.665 0.019 0.256 2.878 

45000-60000 Above 60000 -.183 0.728 0.802 -1.618 1.253 
Table 5 explores that the index of anxiety and depression was higher in patients with less care 



 

6 A.S. Ghaffari, R.S.Bajwa, M. Hussain, M. Tahir, S. Bibi, A. Khalid 
 
 

and support from the family compared to the patients having more family care and support. 
The significant difference in anxiety and depression among different income levels patients was 

observed in Tables 6 and 7 that the p-value for anxiety and depression are 0.011* and 0.001** 
respectively, which show that there is a highly significant difference in depression and anxiety among 
different income status. 

Furthermore, from the Post Hoc test, we can also conclude that the maximum difference in the 
level of anxiety is between income group “up to 15000” and “45000-60000”.  Similarly, depression 
is much higher in the patients belongs to the “up to 15000” income group also the group belongs to 
“above 60000 income group”. 

 
Table 8: Regression Analysis: Anxiety and Depression on Age, Gender, Marital Status, Family 

Care and Support and Income Level. 

Dependent Predictor Β SE (β) T P 95% Confidence Interval for β 
Lower Bound Upper Bound 

Anxiety 

Age 0.025 0.023 1.065 <.288 -0.021 0.071 
Gender 1.211 0.390 3.102 <.002 0.441 1.981 

Marital Status -1.207 0.400 -3.018 <.003 -1.996 -0.418 
Family Care and Support -0.693 0.392 -1.769 .079 -1.466 0.080 

Income level -0.527 0.144 -3.652 <.001 -0.812 -0.242 

Depression 

Age 0.023 0.022 1.034 .302 -0.021 0.067 
Gender 0.158 0.375 0.421 .674 -0.581 0.897 

Marital Status -1.364 0.384 -3.555 <.001 -2.122 -0.607 
Family Care and Support -0.765 0.376 -2.035 <.043 -1.507 -0.024 

Income level -0.616 0.139 -4.446 <.001 -0.889 -0.343 
 
Results Table 8 shows that gender, marital status, and income level have a significant effect on 

anxiety while no significant effect seen on the basis of age and support and care from family. 
Similarly marital status, support, and care from family and income level have significant on 
depression which there is no significant effect of age and gender on depression. 

4. DISCUSSION 
The heart failure patients generally experience frequent hospitalization within 3 to 6 months due 

to their sudden health situation. About one-half of heart failure patients have to experience 
re-hospitalization. In this way, the mortality rate among heart failure patients is higher generally. 
Hospitalization incurs depression and anxiety among heart failure patients which further deteriorates 
the status of the heart. The study revealed that epidemiology of anxiety and depression is mainly due 
to the poor prognosis of heart failure and longer hospitalization. Results revealed a high level of 
abnormal depression and anxiety in the majority of the candidates associated with a heart problem. 

Upon extensive review, it has been found that several patients associated with heart problems 
were involved in anxiety and depression during the course of their disease [22, 23]. Almost 15-20 
percent of hospitalized patients with heart failure is diagnosed with major depressive disorder [24, 
25]. A systematic review revealed that Anxiety is a big predictor of hospitalization in heart failure 
patients[26]. A meta-analysis [27] reported the incidence and frequency of anxiety disorders in heart 
failure patients. 

A highly significant positive correlation was found between anxiety and depression among 
hospitalized heart failure patients. According to existing literature anxiety and depression are highly 
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prevalent among heart failure patients [28, 29, 30, 31]. 
It was hypothesized in this study that single patients who don’t have life partners will have more 

anxiety and depression as compared to married counterparts. The results supported the hypotheses 
and found a significant difference in both married and unmarried groups. The frequency of depression 
and anxiety was higher among young unmarried patients. Previous literature also supports this 
finding that elderly unmarried patients have depressive symptoms and it had a strong impact on their 
recovery as well[32, 33, 34]. Another remarkable finding of this study discusses that lack of family care 
and support also triggers the anxiety and depression among hospitalized heart failure patients. Studies 
have enormously focused on the role of social support, it has been found as a very protective factor 
against unpleasant effects [35,36]. Re-hospitalization has a strong association with anxiety and 
depression [37]. 

Further, the study revealed a highly significant difference in anxiety and depression among 
patients with different income status [38]. Depression epidemiology among HF hospitalized patients 
is higher and associated with fear of readmission. Re-hospitalization ultimately exerts a havoc blow 
on the economic status of HF patients [39]. This triggers the level of anxiety and depression among 
hospitalized HF patients. 

5. CONCLUSION 
In conclusion, anxiety and depression among hospitalized heart failure patients are certainly 

significant. The level of the psychological clinical picture entirely depends upon the state of HF and 
admission or readmission in the hospital. Acknowledgment of this causative factor and their 
outcomes is essential for future studies to curtail the barrier to curative effective HF treatment. The 
cardiologists should try their best to adopt certain advance approaches to reduce the hospitalization 
rate among HF patients. The psychologist should also visit HF patients to reduce the level of 
depression. 

6. AVAILABILITY OF DATA AND MATERIAL 
Data can be made available by contacting the corresponding author. 
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