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ABSTRACT
Objective: To analyze the self-care behaviors according to gender, the symptoms of 
depression and sense of coherence and compare the measurements of depression and 
sense of coherence according to gender. Method: A correlational, cross-sectional study 
that investigated 132 patients with decompensated heart failure (HF). Data were 
collected through interviews and consultation to medical records, and analyzed using 
the chi-square and the Student’s t tests with significance level of 0.05. Participants were 
75 men and 57 women, aged 63.2 years on average (SD = 13.8). Results: No differences 
in self-care behavior by gender were found, except for rest after physical activity (p = 
0.017). Patients who practiced physical activity showed fewer symptoms of depression 
(p<0.001). There were no differences in sense of coherence according to self-care 
behavior and gender. Women had more symptoms of depression than men (p = 0.002). 
Conclusion: Special attention should be given to women with HF considering self-care 
and depressive symptoms.
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INTRODUCTION
Heart failure (HF) is a chronic condition of complex 

treatment for involving multiple factors in its origin and 
evolution, as well as high socioeconomic costs(1). It is also 
a public health priority and its prevalence increased over 
the last decade. Low cost strategies such as using electronic 
messages have been tested to promote adherence to self-
care behaviors in the long run without straining the health 
resources(2). Achieving results of impact for patients and the 
health system is a major challenge for HF management.

Despite advances in the diagnosis and treatment of HF, 
the disease morbidity and mortality remain high. In ad-
dition, HF patients have high rates of readmissions, with 
about 30% of patients readmitted in a year period(1,3), and 
each hospitalization adding extra weight to worsening the 
survival curve(4). The HF decompensation is detrimental for 
both the physical as the emotional performance of patients, 
and contributes to a reduction in life expectancy and wors-
ening in quality of life(3).

In Brazil, there are about 6.5 million patients with HF. 
Approximately one third of these patients are hospitalized 
annually(1). The factors related to readmission are the pres-
ence of other medical conditions, age(5-6), inadequate left 
ventricular ejection fraction (LVEF), among others(7). In 
2011, there were 258,069 admissions and the mortality pro-
portion was 9.34%(8), with predominance of the male gender 
among hospitalizations due to HF decompensation(9).

Several factors can lead patients with HF to clinical de-
compensation, as the little knowledge of the syndrome and 
treatment, and poor adherence to self-care recommenda-
tions, which involve a diet with restricted fluid and salt in-
take, daily weight monitoring, physical activity and regular 
use of medication(1,10). An approach focused on individuals 
with HF and aimed at the self-management of their care is 
essential because it can help them to feel more confident to 
identify and find solutions to self-care barriers(11).

Self-care can be defined as a process of naturalistic 
decision-making involving the selection of behaviors that 
maintain physiological stability (maintenance of self-care) 
and the response to symptoms when they occur (self-care 
management). In patients with HF, several clinical, physical, 
psychological, situational and social aspects may affect the 
management of self-care, requiring that individuals change 
their behavior in order to cope with the disease and treat-
ment, which can lead to psychological disorders(12).

Depression is considered the most common mood alter-
ation in patients with HF, with prevalence between 9% and 
60%. This variation is explained by the higher condition of 
depression in women and cohorts of hospitalized patients, 
a reflex of HF decompensation and the greater severity in 
hospitalized patients. Despite the high rates of prevalence 
and incidence, depression in HF patients is rarely diagnosed 
and treated(13-14).

Depression negatively influences the evolution of HF 
because it is associated with non-adherence of patients to 
self-care recommendations, contributing to increase read-
mission rates, treatment costs and mortality(15).

The presence of depressive symptoms can lead to inef-
fective or even harmful coping mechanisms(11). The sense of 
coherence has been defined as the use of internal resources 
to deal with stress and the demands of life(16). In this sense, 
evaluating the sense of coherence of patients with decom-
pensated HF enables a better understanding of how they re-
act to the disease and treatment, expanding our knowledge 
of their strategies to cope with stress(17). Patients with de-
compensated HF require individual adjustment in order to 
gradually change their lifestyles and attribute a new mean-
ing to their situation due to the disease and treatment(17).

Men and women with heart failure may have different 
experiences and therefore use different strategies to cope 
with the disease. Women may have a better perception 
of health and build more positive coping strategies than 
men(18).

The development and implementation of effective 
strategies require identifying the profile peculiarities of HF 
patients hospitalized for decompensated clinical condi-
tion(9). However, there are no conclusive studies considering 
whether the gender of patients may interfere with self-care 
behaviors in the presence of depressive symptoms and sense 
of coherence.

The presence of self-care behaviors has been associated 
with fewer hospitalizations due to HF decompensation. 
If the presence of these behaviors is associated with the 
stress coping ability (measured by the sense of coherence) 
and absence of depressive symptoms, or even if there is a 
difference between genders, nurses can plan the monitor-
ing of vulnerable groups in their homes or the outpatient 
clinic aiming to detect the onset of depressive symptoms 
and promote strategies that enhance the ability to cope 
with stress.

Given this context, nurses may have subsidies for a bet-
ter understanding of the complexity of individuals with de-
compensated HF and allow the development of actions to 
encourage self-care education in this group.

The guiding questions of this exploratory study are the 
following: Are there are differences between patients who carry 
out self-care behaviors for decompensated HF and those who do 
not, considering the variables of gender, depression and sense of 
coherence? Considering the variables of depression and sense of 
coherence, are women admitted with decompensated HF differ-
ent from men?

From this perspective, this study aimed to assess the 
self-care behaviors in patients with decompensated HF 
considering gender, depressive symptoms and sense of co-
herence; and compare the measurements of depression and 
sense of coherence according to the gender of patients ad-
mitted with decompensated HF.

METHOD

Study design and location

This is a cross-sectional correlational study carried out 
in the medical wards of two public hospitals in Ribeirão 
Preto, SP, Brazil.
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Ethical aspect

This study was approved by the Research Ethics Com-
mittee of the Hospital das Clínicas and the Ribeirão Preto 
Medical School, University of São Paulo, under HCRP No. 
9236/2009. All participants received the study information 
verbally and in writing. The Informed Consent was signed 
by the researcher and every participant in two copies, one of 
which was given to the participants, respecting the norms of 
Resolution no. 466/2012 of the National Health Council.

Population and sample

The population of interest consisted of patients with 
decompensated HF. The data collection was carried out 
between July 2010 and June 2013 by non-probability con-
secutive sampling. During this period, 136 patients with 
decompensated heart failure recorded as the main medi-
cal diagnosis of hospitalization were invited to participate 
in the study. As four individuals refused to participate, the 
sample consisted of 132 patients hospitalized with decom-
pensated HF (97% of total).

The inclusion criteria were adult patients (18 years or 
more), of both genders and hospitalized with decompen-
sated HF in the data collection period. The exclusion cri-
teria were the following: patients who needed any kind of 
surgery during the current hospitalization; those without 
clinical conditions to be interviewed, for example, with 
complaints of dyspnea, drowsiness and fatigue when ap-
proached to participate in the interview; patients without 
minimal ability to understand the questions of the data 
collection instruments (assessed by the researchers from 
the participants’ responses to the instruments items or the 
participants’ reports of not understanding the instruments 
items); or those with diagnosis of mental disorder recorded 
in the medical chart.

Data collection instruments

For the social, demographic and clinical characteriza-
tion was used an instrument with the following variables: 
date of birth, gender, years of education, marital status, fam-
ily monthly income, employment status, etiology of car-
diomyopathy, functional class according to the New York 
Heart Association (NYHA), left ventricular ejection frac-
tion (LVEF), presence of permanent pacemaker, and co-
morbidities (hypertension, arrhythmias, diabetes mellitus, 
dyslipidemia, and chronic renal failure). This instrument 
was used in previous studies of patients with HF in our re-
search group. Face and content validity were carried out by 
three nurses with clinical or cardiology research experience.

The self-care behaviors for non-pharmacological mea-
sures were assessed by self-reported responses of the study 
participants on salt intake control (4g salt/day), fluid in-
take control (1.5 liters/day), weight control (weighing 1x/
week), physical activity practice, rest after physical activity 
or extra effort, no smoking, influenza vaccination (previous 
12 months) and health monitoring (regular follow-up in 
outpatient clinics or primary care units). At the end, each 
behavior has received yes when it was present or performed 

or no in the absence of such behavior. The choice of these 
behaviors for non-pharmacological measures was based on 
the literature on the subject(4,10-11,19).

The presence of depressive symptoms was assessed by 
the depression subscale of the Hospital Anxiety and De-
pression Scale (HADS)(20) in its version validated for Portu-
guese(21). The depression subscale has seven items measured 
on a scale of 0 to 3, and the subscale range may vary from 
zero to 21 points. Higher values indicate the presence of 
more depression symptoms(20).

To assess the sense of coherence was used the 13-items 
version of the Antonovsky’s Sense of Coherence question-
naire(16), in its version validated for Brazil in cardiac pa-
tients(22). The response scale to the questionnaire items can 
range from one to seven, and the sum ranges from 13 to 91, 
with higher scores meaning a stronger sense of coherence.

Data analysis

The data were processed and analyzed using the IBM 
Statistical Package for Social Sciences (SPSS) version 21.0 
for Windows.

All data were analyzed descriptively. To evaluate the as-
sociation of self-care behaviors and gender was used the 
chi-square statistical test or the Fisher’s exact test. The Stu-
dent’s t test for independent samples was used to compare 
the means of the sense of coherence and depression accord-
ing to the presence of each self-care behavior, and to com-
pare the means of depression and sense of coherence ac-
cording to gender. The significance level adopted was 0.05.

RESULTS
The mean age of participants (n = 132) was 63.2 years, 

56.5% were male and 59.9% were married or living with a 
partner. The sample had low educational level (four years 
of formal education on average) and the majority was not 
engaged in paid work (86.4%) (Table 1).

From a clinical point of view, 54.6% were diagnosed in 
functional class III. The most common etiology of HF was 
chagasic (31.8%). The mean LVEF was 35.9%, and most 
had severe left ventricular dysfunction (43.9%), indicated by 
LVEF less than 30%. Eleven patients (8.4%) had pacemaker 
due to bradycardia and none of them had performed cardiac 
resynchronization therapy. Most patients had diagnoses of 
hypertension (81.1%) and arrhythmias (60.6%) (Table 1).

In relation to the performance of self-care behaviors, the 
132 study participants reported to carry out the following 
more frequently: health monitoring (n = 122; 92.4%), ab-
sence of smoking (n = 120; 90.9%), salt intake control (n = 
91; 68.9%), influenza vaccination (n = 81; 65.4%), rest after 
physical activity or extra effort (n = 69; 52.3%), weight con-
trol (n = 57; 43.2%), fluid intake control (n = 29; 22%) and 
physical activity practice (n = 17; 12.9%). When comparing 
the reports of these behaviors by the gender of participants, 
we found a statistically significant difference only for the 
behavior of rest after physical activity or extra effort. Men re-
ported performing this self-care behavior more than women 
(46 male patients versus 23 females; p = 0.017) (Table 2).
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When investigating depressive symptoms among par-
ticipants, we observed that the average obtained by the 
HADS depression subscale was 7.1 (SD = 4.8; range ob-
tained 0-18). The Student’s t test for independent samples 
was used to compare the means of the depression subscale 
according to the reports of performing the self-care behav-
iors or not. Patients who practiced physical activity had less 

Table 1 – Social, demographic and clinical characteristics of pa-
tients with decompensated heart failure - Ribeirão Preto, SP, Bra-
zil, 2010-2013.

Variable N=132
n (%)

Mean 
(SD) Median Observed 

variation

Age (years) 63.2 
(13.8) 64.5 31.6 - 92.5

Gender

male 75 (56.8)

female 57 (43.2)

Marital status

married/living 
with someone 79 (59.9)

single/widowed/
separated 53 (40.1)

Years of education 4.10 
(3.36) 4.0 0-17

Professional situa-
tion, inactive

114 
(86.4)

Family income (in 
reais)

1863.95 
(1044.79) 1600.00 500.00-

6000.00

Etiology of HF

    Chagasic 42 (31.8)

    Idiopathic dilated 26 (19.7)

    Ischemic 25 (18.9)

    Hypertensive 15 (11.4)

    Valve 15 (11.4)

    Others 9 (6.9)

Functional class (NYHA)

I 2 (1.5)

II 35 (26.5)

III 72 (54.6)

IV 23 (17.4)

LVEF (%)* 35.9 
(14.9) 32.0 13 - 71

Severe (<30) 58 (43,9)

Moderate (30-44) 30 (22,7)

Mild (45-55) 19 (14.4)

Normal (>55) 20 (15.2)

Presence of comorbidities (% yes)

Hypertension 107 
(81.1)

Arrhythmias 80 (60.6)

Diabetes Mellitus 48 (36.4)

Dyslipidemia 48 (36.4)

Chronic kidney 
disease 39 (29.5)

Presence of 
pacemaker (% yes) 11 (8.4)

*n=127, because five patients had no test results of echocardiograms.

symptoms of depression (mean = 3.8) when compared with 
those who did not perform physical activity (mean = 7.6), 
with statistically significant (p <0.001) difference between 
groups. For other self-care behaviors investigated, there was 
no statistically significant difference between the means of 
groups (performance or nonperformance of behavior).

The average measure of participants’ sense of coherence 
was 60.9 (SD = 14.5, range obtained 30-91). The averages 
of this measure were compared among groups regarding the 
performance or nonperformance of each behavior. How-
ever, no statistically significant difference was found in the 
reports of patients with decompensated HF in relation to 
performing or not each self-care behavior.

For symptoms of depression by gender, women with 
decompensated heart failure had more symptoms of de-
pression (mean = 8.6, SD = 5.3) than men (mean = 6.0, SD 
= 4.0), and this difference was statistically significant (p = 
0.002). As for the sense of coherence, men and women with 
decompensated HF showed similar mean values (males: 
mean = 61.5 SD = 14.4; females: mean = 60.2 SD = 14.8), 
with no statistically significant difference (p = 0.625).

DISCUSSION
In our study, most patients were male, elderly and had 

low level of education. Clinically, the majority presented 
chagasic HF, severe impairment of cardiac function, were 
classified in NYHA class III, and had other comorbidities 
such as hypertension and arrhythmias. Given these charac-
teristics, the group of patients in this study is at high risk 
for hospital readmissions, since they have the profile found 
in the literature of patients hospitalized or readmitted due 
to clinical HF decompensation(9,11).

In the performance of self-care behaviors, men and 
women differed only in relation to rest after physical activity 
or extra effort, since men with HF carried out this behavior 
more often than women.

In the group investigated, it was found that age, gender 
and comorbidities were not significant determinants for self-
care maintenance in patients with HF, a result which was 
also observed in a longitudinal study with this population(11).

Table 2 – Presence of self-care behavior in patients with decom-
pensated heart failure according to gender - Ribeirão Preto, SP, 
Brazil, 2010-2013.

Presence of self-care behavior (yes)
Male 

(n=75)
n

Female 
(n=57)

n
p

Health monitoring 69 53 1.00*

No smoking 68 52 0.912†

Influenza vaccination 51 30 0.072†

Salt intake control 48 43 0.160†

Rest after physical activity 46 23 0.017†

Weight control 33 24 0.828†

Fluid intake control 15 14 0.531†

Physical activity 10 7 0.858†

* p from the Fisher’s exact test; † p from the chi-square test.
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However, in another study of patients with decompen-
sated HF, the LVEF was significantly more impaired in 
men compared to women (p = 0.0420, Mann-Whitney)(9). 
In this context, the greater LVEF impairment in men may 
be related to the higher frequency of reports of rest after 
physical activity or extra effort by men when compared to 
women.

Many factors interfere with self-care management and 
the decision-making ability, such as the presence of comor-
bidities, depression, anxiety, age-related issues, impaired 
cognition, sleep disturbances, poor health and problems 
with access to the healthcare system(11).

Among these factors, identifying patients with HF at 
risk of developing depressive symptoms is important be-
cause such symptoms are associated with negative outcomes 
as the increased risk of mortality, hospitalization and wors-
ening of symptoms related to HF, functional class and qual-
ity of life(13,15).

In our study, patients who practiced physical activities 
had fewer depressive symptoms than those who did not. In 
addition, women had more depressive symptoms than men.

The literature highlights that female patients with HF 
present more depressive symptoms(13-15) and carry out sig-
nificantly fewer coping actions as an attempt to accept their 
disease or as measures to improve their treatment(15).

Furthermore, the HF treatment itself covers a certain 
range of behavioral and pharmacological options and may 
potentiate or increase depressive symptoms. On the one 
hand, adopting the proposed measures gives patients a sense 
of increased control over the disease, but on the other hand, 
they may that feel their lifestyle, some of their habits and 
interests have changed(15).

The exact pathophysiological mechanism of the associa-
tion between depression and cardiovascular dysfunction is 
still unclear. Depression might affect the cardiovascular sys-
tem function through the autonomic immunomodulatory 
dysregulation, and these changes can influence the patho-
genesis of diseases that affect the cardiovascular system(13-15).

Depressive symptoms affect the functional limitations 
of HF. In a study considering the gender of patients with 
HF, women had worse functional status than men(23). The 
number of physical symptoms that influenced the func-
tional status was greater in women(23).

In patients with HF, muscle fatigue and dyspnea occur 
during exercise and limit the performance of daily activities, 
reducing quality of life. However, after a period of regular 
physical activity, there is improvement in pulmonary venti-
lation/perfusion. Regular exercise has been incorporated to 
the non-pharmacological measures in the treatment of HF, 
resulting in reduced ventilatory response during exercise, 
improving the quality of life and prognosis, and reducing 
mortality and readmissions for HF decompensation(24).

Moreover, physical exercise reduces symptoms of anxiety 
and depression, explained by increased release of hormones 
such as catecholamine, adrenocorticotropic (ACTH), vaso-
pressin, endorphins, dopamine, serotonin, and the activation 
of specific receptors and decreased blood viscosity, provid-
ing a calming and analgesic effect and obtaining a relaxing 

result after exertion(25). These effects were found in a study 
in which the practice of physical activity by elderly patients 
was associated with the decrease in depressive symptoms(26).

Other authors emphasize the influence of depressive 
symptoms in self-care. The worst self-care in depressed pa-
tients with HF may be more due to difficulties with per-
ceived control (coping), decision making and lack of moti-
vation for self-care than resultant of learning difficulties(27).

We found that the sense of coherence score was similar 
between men and women, showing that both genders have 
similar perception for selecting strategies to cope with HF 
and its treatment. The sense of coherence of the participants 
was not different regarding the reports of performing the 
self-care behaviors or not.

When assessing the factors related to the coping strat-
egies used by patients with HF such as age, gender and 
functional class according to NYHA classification, it was 
observed that age and gender did not influence the coping 
strategies. Significant differences between the use of cop-
ing strategies and functional classes were not found either. 
According to the authors, although patients with higher 
NYHA classification usually experience a worse quality of 
life, they behave the same way regardless of the functional 
class(18). Note that these results are limited to the investiga-
tion of patients with HF classified in functional classes II 
and III.

Data in the literature show the sense of coherence aris-
ing as a predictor of affection in patients with HF, indi-
cating the highest acts in sense of coherence working as a 
barrier to the negative emotional effects of life stress. In this 
way, these results show that actively promoting coping strat-
egies in patients with HF should be considered a possible 
approach in interventions(18). Hence, intervention programs 
should promote self-care and coping, including strategies to 
identify and provide appropriate interventions for patients 
with HF and psychological disorders(27).

Patients with HF who present a strong sense of coher-
ence and coping have tendency to higher life satisfaction 
because they are more likely to identify barriers and solu-
tions and feel more confident to deal with the management 
of HF and self-care(28).

A study limitation is that the self-care scale was not 
subjected to a validation process, even though it was based 
on the literature on the subject. Furthermore, in our study, 
most participants admitted with decompensated heart fail-
ure were classified as NYHA functional class III, which 
may have influenced the depressive symptoms.

CONCLUSION
Most patients admitted for clinical decompensation 

of HF, reported to carry out self-care behaviors for non-
pharmacological measures: health monitoring, no smoking, 
influenza vaccination and salt intake control. Men reported 
the self-care behavior of rest after physical activity more 
often than women.

Patients who reported physical activity practice had fewer 
symptoms of depression compared to those who reported 
not practicing it. Women had more symptoms of depression 
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than men. The sense of coherence score was similar between 
genders and there was no difference in the sense of coherence 
according to the reports of performing or not the self-care 
behaviors in patients with decompensated HF.

The study results for nursing practice indicate that 
although patients with HF report high rates for some of 
the self-care behaviors, women have reported the self-care 
behavior of rest less often and also had more depressive 
symptoms, hence were considered as high risk for readmis-

sions and medical complications. Therefore, special atten-
tion should be focused on women, since HF is considered 
a chronic condition of unfavorable prognosis and disabling.

Nurses can plan the monitoring aiming at an interven-
tion to promote appropriate self-care, which may contribute 
to the improvement of symptoms and health outcomes and 
result in minor physical limitations and better quality of life 
in patients with decompensated HF.

RESUMO
Objetivo: Analisar os comportamentos de autocuidado segundo o sexo, sintomas de depressão e senso de coerência e comparar as 
medidas de depressão e senso de coerência segundo o sexo. Método: Estudo correlacional, de corte transversal, que investigou 132 
pacientes com insuficiência cardíaca (IC) descompensada. Os dados foram coletados por entrevistas e consultas aos prontuários e 
analisados pelos testes Qui-quadrado e t de Student, com nível de significância de 0,05. Participaram 75 homens e 57 mulheres, com 
média de idade de 63,2 anos (D.P.=13,8). Resultados: Não constatamos diferenças nos comportamentos de autocuidado segundo o 
sexo, exceto para descanso após atividade física (p=0,017). Pacientes que realizavam atividade física apresentaram menos sintomas 
de depressão (p<0,001). Não houve diferenças no senso de coerência, segundo o comportamento de autocuidado e o sexo. Mulheres 
apresentaram mais sintomas de depressão que os homens (p=0,002). Conclusão: Deve ser proporcionada uma atenção especial às 
mulheres com IC considerando o autocuidado e os sintomas depressivos.

DESCRITORES
Insuficiência Cardíaca; Autocuidado; Senso de Coerência; Depressão; Hospitalização; Cuidados de Enfermagem.

RESUMEN
Objetivo: Analizar los comportamientos de autocuidado según el sexo, síntomas de depresión y sentido de coherencia y comparar las 
medidas de depresión y sentido de coherencia según el sexo. Método: Estudio correlacional, de corte transversal, que investigó a 132 
pacientes con insuficiencia cardiaca (IC) descompensada. Los datos fueron recogidos mediante entrevistas y consultas a las fichas médicas 
y analizados por las pruebas Chi cuadrado y t de Student, con nivel de significación de 0,05. Participaron 75 hombres y 57 mujeres, con 
promedio de edad de 63,2 años (D.P.=13,8). Resultados: No hemos constatado diferencias en los comportamientos de autocuidado 
según el sexo, excepto para descanso luego de actividad física (p=0,017). Pacientes que realizaban actividad física presentaron menos 
síntomas de depresión (p<0,001). No hubo diferencias en el sentido de coherencia, según el comportamiento de autocuidado y el sexo. 
Las mujeres presentaron más síntomas de depresión que los hombres (p=0,002). Conclusión: Se les debe proporcionar una atención 
especial a las mujeres con IC considerando el autocuidado y los síntomas depresivos.

DESCRIPTORES
Insuficiencia Cardíaca; Autocuidado; Sentido de Coherencia; Depresión; Hospitalización; Atención de Enfermería.
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