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A B S T R A C T

Background: African Americans with heart failure (HF) have the highest rates of depression among all
ethnicities in the USA.
Objectives: To compare the effects by race on depressive symptoms and topics discussed in the first clinic
appointment after HF hospitalization.
Methods: This study is a secondary analysis of data from a randomized clinical trial testing a patient group
discussion of HF self-management with 93 Caucasians and 77 African Americans.
Results: Reduction in depressive symptoms was significantly greater among African American patients
within the intervention group (F = 3.99, p = .047) than controls. There were significant differences by race
in four topics (dietitian referral, appointment date, help preparing discussion questions, and advice on
worsening HF symptoms) concerning patient-physician discussions.
Conclusion: The intervention showed greater effect in reducing depressive symptoms among African Ameri-
cans than Caucasians. Preparing patients for discussions at physician appointments on diet,
depressive symptoms, and HF symptoms is recommended.

© 2018 Elsevier Inc. All rights reserved.

Background

Heart failure (HF) affects 6.5 million Americans, and an esti-
mated 700,000 new cases are diagnosed each year.1 Projections show
that the prevalence of HF will increase by 46% from 2012 to 2030.2

Annually 60,000 deaths are directly attributed to HF, and HF con-
tributes to nearly 300,000 additional deaths in the United States.
Nationally, HF results in one million hospitalizations each year with
an annual cost of $37.2 billion.1 African Americans are 1.5 times more
likely to develop HF than Caucasians.1,3 HF disproportionately affects

African Americans due to early onset hypertension and diabetes,
limited health care access, and frequent delays in seeking treat-
ment compared to other races or ethnic groups.4 African Americans
have a higher prevalence of HF at a younger age5 more frequent
rehospitalization,6 and higher health care expenses than other races
or ethnic groups.7

Over 45% of people with HF experience repeated episodes of de-
pressive symptoms8 and patients with HF who have depression are
at greater risk for rehospitalization and death.9 Depressive symp-
toms double the risk for mortality and other cardiac events in
patients with HF.10 Notably, a four-fold increase in these negative
HF outcomes occurs among depressed HF patients compared to
those with no depression.11 Also, HF patients who are depressed
perform poorer self-management12–14 Additionally, those with de-
pression often report reduced quality of life.15 Further, depressive
symptoms may interfere with patient-physician discussions in clinic
appointments.16

Depressive symptoms are known to impact mortality in all pa-
tients with HF.11 African Americans with HF have the highest rates
of depression among all ethnicities in the United States.13 A meta-
analysis of 27 large controlled studies found that the percent of
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depressive symptoms in HF patients was higher on average in all
minority groups, including African Americans, than in Caucasians.11

Mentz and colleagues compared HF patients by race and found that
elevated baseline depressive symptom scores were associated with
significantly greater HF-related rehospitalizations and mortality at
3 months in African Americans versus Caucasians.17 Other studies
found that African Americans with HF were more likely to have
anxiety along with their depressive symptoms than other ethnic
groups.7 African American HF patients with depression or other psy-
chiatric conditions had significantly higher readmission rates for
HF.18 Yet, minorities may disclose their depressive symptoms less
often and often have poor access to mental health services.12,19,20

HF patients, regardless of race, may have several risk factors for
depression including low level of education, lack of health litera-
cy, lower socioeconomic levels, functional limitations, and less access
to mental health services.11,14,15,21 Thus, an intervention is critical-
ly needed to empower all patients to identify and manage depression
symptoms and develop skills for interacting with health provid-
ers during their clinic visits.

The theoretical framework that guided the clinical trial and the
intervention was the Chronic Care Model (CCM).22 The CCM em-
phasizes that a multidisciplinary healthcare team should support
patient self-management and patient-centered communication.23,24

The intervention addressed the CCM component of “supporting self-
management” by using discussions with a multidisciplinary
healthcare team. Briefly, the intervention included 4-weekly and
one 6-month post-hospitalization patient group session where mul-
tidisciplinary HF experts facilitated discussions on HF self-
management. Across these discussions patients were engaged in
identifying, and reporting HF and depressive symptoms. Patients
practiced how to maintain a positive mood, seek supportive peers,
and participate in available community mental health resources.
Further, our intervention included repeated discussions and prac-
tice preparing for appointments or telephone calls with their
physicians so patients would engage in discussions about their con-
ditions. The detailed intervention objectives, discussion topics, and
tables of strategies used by professionals in these group discus-
sions have been published.25 All patients enrolled in the trial had
been recently hospitalized for an exacerbation of HF and all had
received standard HF hospital care. Standard care included dis-
charge teaching on HF self-care management, medication
prescriptions, and scheduling the patients’ first post-hospital phy-
sician appointment.

Purpose

The primary aim of this secondary analysis was to compare the
effects by race on depressive symptoms between baseline and 6
months after the intervention. Another aim was to compare by race

the topics discussed during these patients’ first post-hospital phy-
sician clinic appointment.

Methods

Design

This study was a secondary analysis of data obtained in a ran-
domized clinical trial of an intervention using nurse practitioner
(NP)-led HF self-management patient group discussions.26,27 The orig-
inal clinical trial design and procedures were consistent with the
CONSORT standards28,29 and included a control group receiving stan-
dard care. The primary objective of the clinical trial was to compare
effects of the group discussion intervention on HF-related
rehospitalizations. The reason for each rehospitalization was de-
termined by two physicians blinded to patient group assignment
as resulting from HF or not resulting from HF. In the clinical trial,
there were no significant baseline differences by race in gender,
length of HF diagnosis, number of comorbidities or pre-intervention
depressive symptoms scores between the randomized to groups.26

Sample

Adult patients with New York Heart Association (NYHA) Func-
tional Classification III or IV who were hospitalized for a HF
exacerbation and able to read English were enrolled.30 Excluded were
patients who had received or were on a waiting list for a heart trans-
plant and HF patients with a terminal illness or medical diagnosis
of dementia that might hinder their ability to participate. Exclu-
sion for this secondary analysis also included the data from the few
Hispanic/Latino patients (N = 14) who enrolled in the clinical trial.
This number was judged as too small for adequate statistical com-
parison. In this sample, the African Americans were significantly
younger (by 10 years on average) and had a lower level of educa-
tion than the Caucasians (See Table 1)

Procedure

Group discussion intervention
A total of five group discussion sessions (1.5 to 2 hours each)

were held, the first four occurring weekly after the patient’s hos-
pitalization for HF exacerbation. The fifth session was held 6 months
later to review the HF self-management previously discussed. Four
multidisciplinary health professionals were present at each group
discussion session: (1) a HF nurse practitioner (NP); (2) a psychi-
atric mental health clinical nurse specialist board-certified (PMHCNS-
BC); (3) a social worker; and (4) a dietician. This multidisciplinary
team was trained to facilitate, practice attentive listening, and engage
all participants in the group discussions. Prior to starting each

Table 1
Demographics and clinical characteristics of the samples by race (N = 170)

Demographic Total n = 170 African Americans (n = 77) Caucasians (n = 93)

Age (M, SD) 61.78 (13.33) 56.65 (13.03)a 66.02 (12.09)a

Sex
Male 101 (59.4%) 39 (50.6%) 62 (66.7%)
Female 69 (40.6%) 38 (49.4%) 31 (33.3%)

Education
Less than high school 30 (17.6%) 20 (26%) 10 (10.8%)
High School 51 (30%) 24 (31.2%) 27 (29%)
Some college or higher 89 (52.3%) 33 (42.9%) 56 (60.2%)b

Length of HF diagnosis (years) 5.96 (7.49) 4.76 (6.49) 6.95 (8.13)
Numbers of comorbidities M = 3 (range 1–7) M = 3 (range 1–7) M = 3 (range 1–7)

a t = -4.86, p < .001 (African American sample is younger).
b χ2 = 8.02, p = .02 (African American sample is less educated).
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