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Background: Depressive symptoms are common in patients with cardiovascular disease (CVD) and are associated with

a poorer quality of life and prognosis. Despite the high prevalence and negative consequences, the recognition of

depressive symptoms is low. More knowledge about patients' perceptions of how depressive symptoms are addressed

by healthcare professionals is therefore needed. Objectives: The aim of this study was to explore the experiences of

patients with CVD of how healthcare professionals address and manage depressive symptoms in clinical cardiac care

encounters. Methods: A qualitative, semistructured interview study was performed. Data were analyzed using

inductive thematic analysis. Results: In total, 20 patients with CVD previously treated for depressive symptoms were

included (mean age, 62 [range, 34–79] years; 45% women). Three main themes emerged: (1) “not being seen as

a whole person,” (2) “denying depressive symptoms,” and (3) “being provided with help.” The patients perceived that

healthcare professionals mainly focused on somatic symptoms and disregarded their need for help for depressive

symptoms when patients raised the issue. Some patients stated that they received help for depressive symptoms, but

this depended on the patients' own ability to communicate their needs and/or having social support that could alert

them to the importance of doing so. Patients also described that they downplayed the burden of depressive symptoms

and/or did not recognize themselves as having depressive symptoms. Conclusion: Depressive symptoms were

overlooked in patients with CVD, and psychological needs had not been met. A good ability to address needs and

having good social support were useful for receiving help with depressive symptoms.

KEY WORDS: cardiovascular disease, cardiovascular nursing, depressive symptoms, qualitative research
In patients with cardiovascular disease (CVD), includ-
ing heart failure (HF), atrial fibrillation, myocardial

infarction, and angina pectoris (ie, ischemic heart disease),
depressive symptoms are common.1–3 Between 20% and
40%of thosewithCVDhave depressive symptoms,which
is higher than the prevalence of depression in the general
population.1 Moreover, depressive symptoms also have
negative effects on patients with CVD. Studies have shown
that CVD patients with depressive symptoms compared
with those without experience poorer health related
quality of life and have an increased risk of cardiovascu-
lar complications and premature death.1,3 Both behav-
ioral and biological mechanisms can explain these
negative effects.2 Behavioral mechanisms can include
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lack of treatment adherence,4 delay in seeking hospital
admission due to a worsening of CVD,5 and resistance
to performing necessary lifestyle changes.2 Biologically,
depressive symptoms seem to lead to an increased stress
and inflammatory response,6 which can lead to worsen-
ing of cardiac health.7

Having knowledge of which risk factors can lead to
depressive symptoms in patients with CVDmay be help-
ful in preventing or detecting such symptoms. Studies have
shown that being younger than 60 years or older than
70 years,8 being a woman,8,9 having severe CVD, or hav-
ing other previous chronic conditions are such risk fac-
tors.2,8 However, despite the known risk factors, a high
prevalence of depressive symptoms and their negative
consequences for CVD, and the fact that European So-
ciety of Cardiology Guidelines recommend the treatment
of depressive symptoms in patients with CVD,10 the rec-
ognition rate in cardiac patients is low.11 It has been
estimated that as few as 15% of CVD patients with de-
pressive symptoms are detected,12 and patientswithCVD
are therefore at risk of not being offered treatment.13,14

This is important because the treatment of depressive
symptoms in CVD may lead not only to improvements
in the symptoms themselves but also to reduced cardiac
mortality.15

There is limited knowledge as towhy the recognition
of depressive symptoms is low in patients with CVD.
Study authors suggest that factors among healthcare
professionals such as lack of time, a focus onmedical is-
sues, and no belief in or understanding of the importance
treating depressive symptoms can be barriers for not
recognizing such symptoms.16 Other barriers reported
are healthcare professionals' belief that patients are re-
sistant to receiving treatment for depressive symptoms,
as well as healthcare professionals not being able to de-
tect these symptoms.16 There could also be factors in
patients that can act as barriers to recognizing depres-
sive symptoms. Luttik et al17 reported that half of CVD
patients with depressive symptoms did not want help
with treatment of these symptoms,17 but the reasons for
this were not mentioned. Patients may not clearly ex-
press having depressive symptoms in their encounters
with healthcare professionals.16,18 In a previous study,
depressed patients without CVD explained that they did
not describe themselves as depressed because of the shame
and stigma, fear of a negative response from the envi-
ronment, and lack of understanding about their depres-
sive symptoms.19

Studies focusing on patients' experiences of how de-
pressive symptoms are managed in clinical encounters
are scarce,20 especially in combination with a somatic
chronic illness.21 However, a study exploring patients
with chronic illness and their beliefs regarding depres-
sive symptoms reported that patients with chronic illness
have difficulties in distinguishing between somatic and
depressive symptoms, and fear being seen as mentally ill.22
This indicates that further work is needed to help us un-
derstand the different needs of patients withCVD for the
targeting and management of depressive symptoms to
facilitate the recognition rate.22 By exploring the per-
spective of patients with CVD, this study aims to con-
tribute to a better understanding of patients' experiences
regarding how healthcare professionals in cardiac care
address andmanage depressive symptoms in a clinical con-
text. Therefore, the aim of this qualitative study was to
explore the experiences of patients with CVD of how
healthcare professionals address and manage depres-
sive symptoms in clinical cardiac care encounters.

Methods
This study is a qualitative, semistructured interview study.

Setting and Participants

Twenty adult patients with CVD from southeastern
Sweden were included in this study. To ensure that the
research topic was addressed, the participants were re-
cruited from an ongoing randomized controlled trial
evaluating an Internet-based cognitive behavior treat-
ment (iCBT) programaimed at reducing depressive symp-
toms in patients with CVD.23 In that trial, patients were
included if they had at least mild depression (Patient
Health Questionnaire-9 score ≥ 5 points).24 Those pa-
tients who participated and completed at least 1 treat-
ment module of the iCBT program between January and
June 2017 were eligible for inclusion in this interview
study. To achieve a broad sample with maximum vari-
ation, a purposive sampling method was used. For this
thematic analysis, we aimed to include 20 patients. The
first 35 participants included in the intervention were
invited to participate in this interview study. These po-
tential participants represented a range in terms of sex,
age, and type of CVD diagnosis and were contacted
through email. Of the 35 invited participants, 20 were
willing to participate in this interview study. All partic-
ipantswho had expressedwillingness to participatewere
interviewed. No reasons for not participating were given
by those who did not respond. During the final inter-
views, the authors checked that no new themes were
identified, supporting the belief that the variation in
the purposive sample had been reached. Characteris-
tics of the participants are presented in Table 1.

This qualitative study conforms with the principles
outlined in the Declaration of Helsinki andwas approved
by the regional ethical review board in Linköping, Sweden
(Dnr: 2016/72 31); the iCBT trial is registered at clinicaltrial.
org (identifier: NCT02778074). Participants in the iCBT
study were informed verbally about the possibility of being
contacted to participate in this study and gave written in-
formed consent. Before the interviews were conducted, the
participants were informed that they could end the inter-
view at any point during the process without stating a

http://clinicaltrial.org
http://clinicaltrial.org


TABLE 1 Characteristics of Patients Participating
in the Study (N = 20)

Characteristics Frequency (n = 20) %

Sex
Female 9 45

Age, y
Mean (SD) 62 (12)

Marital status
Living with partner 17 85
Living alone 3 15

Education
Elementary 2 10
Upper secondary/high school 7 35
University 11 55

Occupation
Working 12 60
Retired 8 40

Type of cardiac disease
Heart failure 1 5
Atrial fibrillation 11 55
Coronary artery/MI/angina 8 40

Abbreviation: MI, myocardial infarction.
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reason. The interviews were recorded with the partici-
pants' agreement. All data from the interviews were
handled confidentially, and the results are presented
in such a way that no individual can be identified.
TABLE 2 The Interview Guide
a

Samples of Interview Guide Questions
Introduction
You have been in contact with the health service and been
treated for your heart disease. In conjunction with this, you
have also been treated for depressive symptoms using our
online CBT program.

Question 1
1a. Talk a little about your heart disease.

Question 2
When you become ill with heart disease, aside from your
physical health, your mental health can also be affected. For
example, some patients have problems with depressive
symptoms after becoming ill.

2a. When you have been in contact with your care provider
about your heart disease, have you ever discussed your
mental health (eg, depressive symptoms)?

2b. Who brought up the issue of mental health?
2c. What do you think about the information you received that
dealt with mental health in cases of heart disease?

2d. What did you do? If nothing, in what way would you have
wanted the staff to bring up this issue with you?

Abbreviation: CBT, cognitive behavior treatment.
aAll interviews were conducted in the participants' native language. The

interview guide is translated into English for presentation purposes.
Data Collection

Data were collected by means of telephone interviews,
which took place between December 2017 and April 2018.
The interviews had an average duration of 28 minutes
(range, 15–49 minutes). All interviews were conducted
by the first author (M.W.), a primary care nurse special-
ist with previous experience of conducting health as-
sessments by telephone and who is also a PhD student
in the iCBT project. The interviewer had no previous
relation to the patients and was not involved in their
iCBT treatment. To ensure that all the topics of interest
were addressed during the interviews, a semistructured
interview guide with open-ended questions (Table 2)
was used for the purpose of one-to-one interviews.25

The interviews started with an introductory question:
“Can you tell me about your heart disease?” This was
followed by questions about depressive symptoms and
patients' experiences of how these were addressed and
managed in their encounters with healthcare professionals.
Follow-up questions regarding by whom and how de-
pressive symptoms were addressed were asked with the
purpose of inviting the participants to elaborate upon their
thoughts and experiences. To refine the interview guide
to align with the research question, a pilot interviewwas
conducted with one of the participants.

Telephone interviewing has been reported as equally
effective as face-to-face interviewing. In collecting data
for qualitative research, it has been found to be well
accepted by participants and does not affect the final
findings.26,27 Telephone interviews fit the design of this
study because of the geographical locations of the par-
ticipants, the freedom of accessibility, and the integrity
of the participants for whom the program was designed.
The dates and times for the interviews were determined
by the patients. All interviews were audio-recorded, tran-
scribed, and uploaded into NVivo 12 for analysis.
Data Analysis

The data were analyzed using a thematic inductive de-
scriptive approach according to Braun and Clarke's28

6 phases to identify, analyze, and report themes within
the data. The data were first transcribed into text, read
carefully, and verified for accuracy. Then, the transcribed
text was coded, starting by generating initial codes in
the data. After the initial coding, a search for initial themes
was performed, and the first draft of a thematic map
was drawn. The initial themes were read again and re-
viewed in an iterative process against the transcript of
the data and study's aim, until the final themes were de-
fined and named.

To ensure the credibility of the analyzed data, trian-
gulation through multiple analysts was conducted in
4 steps. In the first step, 5 randomly chosen transcripts
were independently analyzed by the coauthors (M.W.,
J.L., G.M., M.N., and P.J.). In this step, the coauthors
compared their results for selective perceptions and agreed
upon the initial themes. In the second step, another 10
transcripts were continually analyzed by all the coauthors
in an iterative process, and the themeswere reviewed. In the
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third step, the remaining 5 transcripts were analyzed by the
main author. In the last step, all the coauthors discussed,
revised, and agreed upon the final themes. Alternative
themes and explanations that contradicted the results
were tested during the initial and final analysis phases.29

The researchers had broad knowledge of CVD, depres-
sive symptoms, and nursing sciences. To ensure the trust-
worthiness of the study, the authors discussed and defined
the aim, methods, and results. Trustworthiness can also
be established by transparency in the data analysis, as
shown in Table 3.

Results
In total, 20 patients with CVD (Table 1) participated in
the study (9women;mean age, 62 [range, 34–79] years).
Most of the participants were in a relationship (n = 17)
andwere living in Sweden, in both rural and urban areas.

Three major themes were identified: (1) “not being
seen as a whole person,” (2) “denying depressive symp-
toms,” and (3) “being provided with help.” Each of these
3major themes has 2 corresponding subthemes (Table 3).

Not Being Seen as a Whole Person

The first major theme is that the patients felt that they
were not seen or identified by healthcare professionals
as having any psychological distress and were not treated
correctly for their depressive symptoms. The way in
which they described having needs that went uniden-
tified and untreated varied from matter-of-factness to
anger. Some patients felt that they were emotionally
rejected by healthcare professionals when they attempted
to initiate a discussion about their depressive symptoms.

The Staff Did Not Address My Psychological Needs

Common among the patients was the experience of psy-
chological needs being neglected. The issue of depres-
sive symptoms was either not mentioned at all, only
briefly mentioned during the encounter, or presented
in a leaflet that patients found in the waiting room. There
was a sense that depressive symptoms were not taken
seriously or were not part of the treatment during their
cardiac care. This led to a feeling of being alone with the
depressive symptoms, and despite having received help,
patients felt that this help or its quality was not enough
to achieve the feeling of having received help.

Everyone who gets heart problems must get really anxious,
but the health service does not dare to talk about, talk about
what they cannot copewith listening to, they do notwant to
hear about how you are feeling.

Moreover, patientswhowere depressed and expressed
a need for help with depressive symptoms felt helpless
and rejected because their needs were denied or they were
told to seek another healthcare professional for their
depressive symptoms.
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You see, you do not get treated in a way that, yes, you have
to talk to your GP about that, that’s not something we can
do much about. Even if they do not come right out and
say it, it’s like it’s…understood.

The Staff Focused on My Somatic Symptoms
A recurring description was that healthcare professionals
only focused on the somatic aspects of heart disease and
did not see the whole person. Because the focus remained
on the somatic factors, the other aspects of having heart
disease were not seen or recognized.

And at that time no one knew that it was also having an im-
pact mentally. It was only focused on the physical part.
How you were doing, and how you felt and what not, you
did not talk about anything else.

Denying Depressive Symptoms

Patients perceived that they had been in denial concern-
ing their depressive symptoms in previous encounters
with healthcare professionals or did not want to reveal
their psychological condition.

Diminishing and Reducing the Burden of
Depressive Symptoms
A recurring perception among patients was that they re-
membered reducing the severity of their depressive symp-
tomsduring the encounterwith thehealthcare professional,
even if they felt a need for help with these symptoms.
Many of themblamed themselves for notmentioning de-
pressive symptoms and thus not receiving help. Patients
stated that they had difficulties in initiating a discussion
about depressive symptoms and sometimes reported sup-
pressing their need for help or guidance.

No, I really felt it was more the physical problem that was
urgent and that we talked about. And it’s highly likely that I
tried to hide these mental problems, because I was still at
work and had not retired and wanted to be fully commit-
ted, instead, you know, getting right down to it.

Did Not Recognize My Symptoms as Symptoms
of Depression
Patients stated that they did not recognize that they
had depressive symptoms until later in the treatment
process. It was only when enough time had elapsed af-
ter the heart event and they had had time to reflect upon
their heart disease that they realized they also had de-
pressive symptoms.

As time goes by it’s becomemore, like, has come as thoughts,
in situations actually then linked to other things that hap-
pened, so these types of reflections have started popping up.
And I’ve, like, gradually started to think about it.

Being Provided With Help

In this theme, patients did experience being seen andhelped
by healthcare professionals regarding their depressive
symptoms. The experience of getting help for their depres-
sive symptoms depended on either having the ability to
communicate their needs regarding these symptoms to
their healthcare professionals or having social support
to alert them to communicate their needs.

I Was Able to Communicate My Needs
Some participants stated that their psychological needs
had been met and described how they had been guided
toward treatment and the recognition of their depres-
sive symptoms. However, most of those who received
help with treatment for depressive symptoms had taken
the initiative themselves to start treatment.

Because I felt that this wasn’t good. You have to get some
help. So, making contact with the psychiatric department,
actually, I made contact with themmyself. And then I got help
there, and so I got signed off work and got talking therapy
and treatment. So it got sorted out.

My Social Support Helped Me Express My
Psychological Needs
Many patients described how guidance from relatives
or close friends was a help in addressing depressive symp-
toms. Most of the social support the patients received
came from relatives or close friends who worked in
healthcare or had previous personal experience of the
healthcare system.

Of those who stated that they had received help for
their depressive symptoms, the majority had received
guidance or information during cardiac rehabilitation
that helped them to recognize depressive symptoms and
express a need for help with them.

I went to one of those heart schools. And there with the car-
diologist, like and so then this offer came up of talking to
someone as well.

Discussion
To the best of our knowledge, this is one of the first studies
to explore the experience of patients with CVD of how
depressive symptoms are managed in encounters with
cardiac care. We found that CVD patients with depres-
sive symptoms have different experiences and feelings
about how these symptoms were addressed by health-
care professionals in cardiac care. Overall, there was a feel-
ing of not being seen as a whole person and that patients
with CVD tend to minimize their depressive symptoms,
blaming themselves for not asking for help or not showing
clear symptoms of depression. Nevertheless, some pa-
tients felt that they had received help and treatment.

In this study, patients stated that the issue of depres-
sive symptoms is avoided, both by themselves and by
healthcare professionals. Patients experienced that health-
care professionals were mainly focused on the somatic
aspects of their heart disease and felt that their psycho-
logical needs were not an important part of the CVD
treatment and that there was no time to talk about how
they felt mentally. One possible explanation for this is
that healthcare professionals believed that patients also
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wanted to focus on their heart disease because this was
the primary reason for the clinical encounter. These ex-
periences were described from the subjective perspective
of the patients; however, the results of a study inves-
tigating primary care physicians' attitudes about the treat-
ment of depressive symptoms in patientswithHFor chronic
pulmonary disease confirm these experiences. That study
reported that common reasons for not offering the pa-
tient treatment for depressive symptoms were lack of
time and focusing on medical issues.16 The experience
of not being met as a whole person may lead to the pa-
tient developing mistrust of their caregivers, which can
result in patients not being comfortable about address-
ing issues that are experienced as sensitive, such as depres-
sive symptoms. This is important because patients with
CVDwho report low trust in their healthcare professional
are at a higher risk of experiencing worsening of their
depressive symptoms.30 Furthermore, patients with HF
who still have, or have developed, depressive symptoms
18 months after discharge from the hospital are at a
higher risk of a worsening prognosis.31 This highlights
the importance of seeing the patient as a whole and
not only as a heart disease.

Another reason for not detecting depressive symp-
toms is that patients experienced difficulties in address-
ing these symptoms. Some patients described being aware
that they did not feel mentally well but still felt unable
to verbalize their state. Somepatients stated that theymin-
imized their depressive symptoms during encounters
with healthcare professionals and blamed themselves
for not clearly expressing them. This can be a sign of be-
ing afraid of being stigmatized, which is a common
consequence of depression.32 Stigma is associated with
the belief that they will be perceived as repellent by others
within their environment.19,33 A study investigatingHF
patients' views of living with depressive symptoms re-
ported that negative thinking and self-blaming were
reasons for not asking for help.34 This highlights the
importance of healthcare professionals being aware
of the stigma of depression or that patients with CVD
may have difficulties in understanding that theymay have
comorbid depressive symptoms. Thus, patients need to
learn and understand that depressive symptoms are com-
mon in CVD and are not a sign of weakness but could
rather be seen as a normal reaction to having a life-
threatening disease. Another reason could be due to symp-
tom overlap. Patients reported that, at that point, they
did not fully recognize their symptoms as depressive or
that they believed their symptomswere part of the heart
disease. It has been shown that chronically ill patients,
such as those with CVD, can have difficulties in identi-
fying depressive symptoms because these can overlap
with somatic symptoms of the CVD.22,35 This suggests
that healthcare professionals need to be aware of the neg-
ative consequences of depressive symptoms in CVD
and create a positive clinical care encounter that
encourages the patient to reveal and talk about psy-
chological needs.

Although some patients stated that they were able to
communicate their depressive symptoms and ask for help
in the clinical encounter, this was mostly related to hav-
ing social support that alerted them to the possibility of
doing so, which has also been reported in other CVD
studies.36–38 Furthermore, having self-confidence and
knowledge about depressive symptoms are important
factors for addressing and therefore receiving help for
such symptoms.37 This demonstrates that CVD pa-
tients with depressive symptoms who do not have these
resources are at risk of not being detected or treated for
their depressive symptoms.
Limitations
A limitation could be that this study only describes per-
sonal experiences from the patients' viewpoints and does
not capture the issues from all perspectives, which may
limit the breadth of the results. Another possible limita-
tion is that the participants may have been biased be-
cause of their agreement to participate in the program
for treatment of depressive symptoms and thus were
possibly not satisfied with the help they had received
previously. Furthermore, although we tried to include
study participants of different ages, sexes, and CVD di-
agnoses, we were not able to include a big variation in
CVD diagnosis (1 participant with HF, 11 with atrial fi-
brillation, and8with coronary artery/myocardial infarction/
angina). For this reason andbecause the study is conducted
in Sweden, the results of this study may not be transfer-
able to all patients with CVD.
Conclusion
In this study exploring experiences of patients with CVD,
they stated that their psychological needs had not been
met and that depressive symptoms were overlooked by
healthcare professionals in cardiac care. This high-
lights a need for healthcare professionals to see the pa-
tient as a whole to enable the easier detection of
depressive symptoms and as an attempt to build trust
with the patient to avoid worsening the trajectory of
their illness. Patients with CVD who have the ability
to address their own needs are better equipped to receive
help with depressive symptoms. To strengthen the trust
between patients with CVD and caregivers and the pa-
tients' own ability to address their needs, healthcare
professionals should talk about and assess depressive
symptoms and encourage patients with CVD to express
emotional problems. More research is needed that fo-
cuses on the CVD patient's perspective of having depres-
sive symptoms. In addition, there is a need to explore
healthcare professionals' perceptions of how depressive



What’s New and Important

▪ Patients with CVD experience that their psychological
needs are neglected and expect healthcare
professionals to also discuss depressive symptoms.

▪ During the encounter with healthcare professionals,
patients with CVD either do not reveal their depressive
symptoms or reduce the severity of reported symptoms.

▪ To be recognized as having depressive symptoms and
receive treatment for them, patients with CVD need
social support or an ability to communicate their needs.

How Healthcare Professionals Address Depressive Symptoms 347
symptoms should be addressed and managed in en-
counters with patients with CVD.
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