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Long term psychosocial outcomes of congenital heart disease
(CHD) in adolescents and young adults
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Background: Congenital heart disease (CHD) is a chronic illness with a high frequency in the worldwide
population, and is normally diagnosed at birth or in uterus. Because of better conditions in diagnosis and
early medical and surgical treatment, patients have survival rates of 90% and go further and further in life,
facing different challenges in life cycle. In this study, we tested the effects of different demographic, clinical
and psychosocial variables on the perception of quality of life (QOL), on psychosocial adjustment (PSA) and
psychiatric morbidity (PM) of adolescents and young adults with CHD.

Objectives: We aimed to evaluate QOL, PM and PSA of adolescents and young adults with CHD and
to determine which variables (demographic, clinical, and psychosocial) play a role in buffering stress and
promoting resilience and which ones have a detrimental effect.

Methods: The study enrolled 150 CHD patients (87 males and 63 females), 12 to 26 years (M: 17.45=
3.373 years). The participants were interviewed regarding social support, family educational style, self-image,
demographic information and physical limitations. They responded to questions in a standardized psychiatric
interview (SADS-L) and completed self-reports questionnaires for assessment of QOL (WHOQOL-BREF)
and PSA (YSR/ASR).

Results: We found an 18.7% lifetime prevalence of psychopathology in our participants (25.4% in females
and 13.8% in males). 57.1% had retentions in school (M: 1.53£0.804 year). The perception of QOL of
CHD patients is better compared to the Portuguese population in the Social Relationships, Environmental,
Physical and General Dimensions. However, it is worse in complex forms of CHD, in cyanotic patients, in
moderate-to-severe residual lesions, in patients submitted to surgery and in patients with physical limitations.
All of these variables, except presence of cyanosis, are also associated to a worse PSA. Social Support is very
important in improving QOL of patients in all dimensions as well as academic performance.

Conclusions: Female patients and patients with poor academic performance and poor social support refer

worse PSA and QOL.
Keywords: Congenital heart disease (CHD); risk factor; quality of life (QOL); psychosocial adjustment (PSA);
psychiatric morbidity (PM)
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Introduction

Congenital heart disease (CHD) is defined as a malformation
of the heart or the large blood vessels that develops during
the fetal period. Clinically, it is classified as cyanotic or
acyanotic based on the percentage of oxygen saturation in the
blood (1,2).

CHD, comprising a wide spectrum of simple, moderate,
and complex heart lesions, is the most common birth defect (3).

Because of advances in pediatric cardiology and cardiac
surgery, the life expectancy of these children has increased
substantially over the past decades (4,5). Today, 90% of
newborns diagnosed with CHD live to adulthood, resulted
in an increasing number of adults with CHD being followed
up in tertiary care centers, fact that is generating interest
in adult CHD on the standpoint of a new subspecialty of
cardiology (6).

The prevalence of CHD is changing all over the world
and nowadays there are more adults affected with CHD
than children (6).

As survival rates improve, psychosocial issues have
emerged as a critical research area.

A prominent clinical concern is patient perception of
quality of life (QOL) (7), psychosocial adjustment (PSA) (8)
and PM to allow a more effective intervention along this
population (8,9).

The evaluation of QOL provides a comprehensive
description of the health of the individual, may result in
the identification of physical, functional and psychosocial
dysfunctions and is an important component in assessing
the long-term impact of chronic conditions (10).

QOL is defined as a multi-dimensional construct
integrating physical, emotional, and social well-being and
functioning as perceived by the individual (11,12) and as
the degree of overall life satisfaction that is positively or
negatively influenced by individuals’ perception of certain
important aspects of life, both related and unrelated to
health (13).

To date, studies on QOL in CHD patients have reported
contradictory findings. Some studies reported that poorer
QOL is related to cardiac instability (14), disease severity
(15,16), motor functioning and autonomy (17), although no
differences were found for the variables of gender, age or
marital status (14). Some studies found poorer psychological
well-being and QOL in CHD patients compared to healthy
controls (18,19), while others claimed there was no difference
between the two groups. Some researchers have reported
that the congenital nature of the disease leads CHD patients
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to have better QOL than healthy people (13,20).

Studies indicate that patients with CHD have persistent
cardiac defects, a poor QOL and PSA problems (21). Moreover,
patients with CHD are considered to be at increased risk of
psychological and emotional difficulties (20,22).

Many studies have been conducted assessing the impact
of CHD in psychosocial and cognitive functioning. Despite
the lack of a consensus, in some studies, it is reported that
parents and partners tend to emphasize more behavior and
emotional problems than the patient which tends to classify
their behavior as similar to that of peers (8,16,23-27). Another
study reports socioeconomic status and cardiac disease
severity significantly associated with parent proxy-reported
cognitive problems (28).

Moreover, studies including patients with different types
of congenital heart diseases, after a surgical correction,
with recourse to scales of PSA, showed associations
between heart disease and hyperactivity disorder,
impulsivity, feelings of anxiety and depression, and other
emotional problems (internalizing problems, limitations
in socialization and feelings of inferiority) (24,25,29-32).
Poor academic performance, low self-esteem and self-
concept are also associated with these problems (27,33).

Thus, it is very important to understand which variables
have a detrimental effect in PSA and well-being of patients
and which ones increase resilience and ability to adapt (34).

In our research, we aimed to systematically address the
question of which demographic or clinical variables have an
impact over quality of life, psychosocial adjustment, or PM
in grown up patients with CHD.

Materials and methods
Participants

The study enrolled 150 CHD patients (87 males and 63
females) with a mean age: 17.45+3.373 years old (range:
12-26 years old) followed in the pediatric cardiology or
adult cardiology outpatient clinic of a tertiary hospital in
Portugal, and 141 of their relatives. The patients that had
not achieved a basic educational level to understand and
complete the written questionnaires were excluded.

At the time of the study, two participants were married,
one was divorced, two were living in a marital union and all
other participants [145] were single. 21 were employed full-
or part-time, 7 were unemployed, and the others, 122, were
students.

With regard to educational level, one completed the
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4 first years in school, twenty-three the 6 first years, sixty-
three the 9 first years, fifty-seven completed the whole
secondary education and six an university degree.

Complete medical records were available for all
the patients, the clinical files being provided by the
department of Cardiology or Pediatric Cardiology. The
diagnosis was determined during the neonatal period for
81 of the participants, before the first birthday for 33,
between the ages of 1 and 3 years for 6, between the ages of
3 and 6 years for 9 of the them, between the ages of 6 and
12 years for 11 of the participants, and between the ages of
12 and 18 years for the remaining 10. For 77 individuals, the
primary congenital cardiac malformation was cyanotic, and
for 73 patients, it was acyanotic. According to clinical files,
at the time of diagnosis, 41 participants exhibited a severe
form of CHD, 32 had a moderate form, and 77 had a mild
form. 59 patients were on pharmacological therapy while
91 were not. 49 patients had some physical limitations while
101 did not. As far as the residual lesions are concerned,
6 participants had severe residual lesions, 30 had moderate
residual lesions, and 114 had mild residual lesions.

In several participants, the main CHD was combined
with other heart diseases. Individuals with associated
extra cardiac malformations or chromosomopathies were
excluded from the study.

Participants exhibited the following distribution of
pathologies: Transposition of the Great Arteries (15 participants,
2 with Ventricular Septal Defect, 1 with Aortic Stenosis,
3 with Pulmonary Stenosis, and 2 with also Coarctation of
the Aorta), Tetralogy of Fallot (37 participants), Coarctation
of the Aorta (16 participants: 1 also had Ventricular Septal
Defect, and another had Aortic Stenosis), Ventricular Septal
Defect (21 participants: 1 also had Interrupted Aortic Arch,
1 also had Mitral Insufficiency, 1 had also Aortic Stenosis,
2 had also Pulmonary Stenosis, and another had also Atrial
Spetal Defect), Atrial Septal Defect (12 participants: 1 had
also Mitral Atresia and Pulmonary Hypertension), 5 had
Atrioventricular Septal Defect, 10 had Aortic Stenosis,
Pulmonary Stenosis (16 participants: 1 also had Ventricular
Septal Defect, and another had also Atrial Spetal Defect ),
Single Ventricle (2 participants, one had also Pulmonary
Stenosis, and another have Pulmonary Atresia), 2 had also
Patent Ductus Arteriosus, 1 had Double Outlet Right
Ventricle, Ebstein Anomaly (4 participants: 1 had also Atrial
Septal Defect), Pulmonary Atresia (4 participants: 2 also
had Ventricular Septal Defect), 2 had Mitral Valve Prolapse,
1 had Tricuspid Valve Regurgitation, and finally 2 had
Bicuspid Aortic Valve.
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In total, 36 patients were never submitted to any kind
of surgical procedure, while 61 had one surgery, 31 had two,
12 had three, 6 had four, 3 had five and 1 had 9 surgeries. For
114 participants who underwent surgery, the first surgery
was performed during the neonatal period for 8, before the
first birthday for 35, between the ages of 1 and 3 years for
23, between the ages of 3 and 6 years for 23, between the
ages of 6 and 12 years for 12 of the participants, between the
ages of 12 and 18 years for 12 of the participants, and after of
18 years for 1 of the participants.

Assessment instruments

The patients were interviewed on only one occasion where
a complete clinical history (e.g., diagnosis, severity and
category of CHD, course of illness, surgeries, presence
of residual lesions, and pharmacological therapy) and
demographic information (e.g., marital status, educational
level, and occupation) were collected in a questionnaire.

The participants also responded to a semi-structured
interview that included 38 multiple-choice or short-
answer questions focused on different topics such as social
support, family educational style, environment, self-
image, functional limitations, educational background, and
emotional adjustment.

A standardized psychiatric interview (SADS-L)
was administered to obtain a clinical diagnosis of any
psychopathologic disorders that may have existed prior to
the interview (35).

The participants completed self-report questionnaires like
WHOQOL-BREF for assessment of their QOL, and YSR or
ASR (according to the age of patients) for assessment of PSA.
One of the patients’ caregivers completed an observational
version of the same questionnaires (CBCL or ABCL,
according to the age of patients).

The WHOQOL-BREF (36) is a self-report questionnaire
that assesses subjective QOL in both healthy individuals and
those with wide range of psychological and physical disorders.
It is a 26-item Likert-type scale with ratings from 1 to 5.
For almost all the scale items, higher scores reflect a higher
QOL. However, for three items (questions 3, 4, and 26),
higher scores reflect a lower QOL. The first two questions of
the instrument assess general QOL. The WHOQOL-BREF
also assesses four dimensions of QOL: physical (questions
3,4, 10, 15, 16, 17, and 18), psychological (questions 5, 6,
7, 11, 19, and 26), social (questions 20, 21, and 22), and
environmental (questions 8, 9, 12, 13, 14, 23, 24, and 25).
For each dimension, the average score is calculated and
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transformed into a scale value that ranges from 0 to 100.

YSR (Youth Self-Report) and ASR (Adult Self-
Report) are self-report questionnaires that assess behavior
problems of youth or adults in the last 6 months. It is a
112-item Likert-type scale for youth (YSR) and 123-item
for adults (ASR) with ratings from 0 to 2. Items on
the scale of youth are grouped into eight syndromes:
Withdrawn, Somatic Complaints, Anxious/Depressed,
Social Problems, Thought Problems, Attention Problems,
Delinquent Behavior, and Aggressive Behavior. It also
allows the measurement on two scales: internalization
(results from the sum of scores on Withdrawn Behavior,
Somatic Complaints, Feelings of Anxiety/Depression
and the subtraction of item 103) and externalization
(results from the sum of scores on Delinquent Behavior
and Aggressive Behavior). Items on the scale of adults
are grouped into eight syndromes: Feelings of Anxiety/
Depression, Withdrawn Behavior, Somatic Complaints
Thought Problems, Attention Problems, Aggressive
Behavior, Rule-Breaking and Intrusive Behavior. It can
also be grouped in the same two scales of internalization
and externalization. The CBCL (Child Behavior Check
List) and ABCL (Adult Behavior Check List) are
observational versions of the same questionnaires and
intend to assess the perception of caregivers about possible
behavior problems in the patients. For their similarities
and to have a better representative sample, the results of
the YSR and ASR were pooled, such as the results of the
CBCL and the ABCL (37,38).

Procedure

Prospective participants were contacted before or after
scheduled hospital appointments. The subjects were asked
to participate after being fully informed of the objectives
and procedures of the investigation. The parents (when
they were under 18 years old) or the patients who agreed
completed an informed consent form approved by the
hospital’s ethical committee, which followed international
conventions guaranteeing the rights of the patients. The
interview happened on the spot.

Design

All the assessment measures were obtained on a single
occasion. Clinical data were collected retrospectively using
each patient’s clinical record, with assistance from hospital
medical staff.
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Methods of statistical analysis

Statistical analyses of the data were performed using the
IBM Social Package for the Social Sciences (SPSS), version
20.0 (SPSS, Chicago, IL, USA). The distribution of all the
variables was tested. Differences for parametric variables
were established using Student’s t-tests, and differences
for nonparametric variables were established using Mann—
Whitney U tests and Chi-square tests of association. Finally,
several independent regression analyses were conducted
to determine the relationship between the independent
variables (gender, kind of congenital heart disease, severity
of illness, severity of residual lesions, amount of social
support presence/absence of psychopathology, being or
not submitted to surgery, number of surgeries) and the
dimensions of QOL and those of psychosocial adjustment.

Results

One or more of the following psychiatric disorders had been
diagnosed for 28 of the participants before the interview:
minor or major depressive syndrome (n=14), panic disorder
(n=3), anxiety disorder (n=7), or manic syndrome (n=3), and
cyclothymic personality (n=1). Thus, we found a 18.7%
lifetime prevalence of psychopathology (25.4% in females
and 13.8% in males). However, there were no significant
differences in QOL for presence/ absence of psychiatric
diagnosis.

Female patients refer also more somatic complaints
(u=750.000; P=0.002), more feelings of anxiety/depression
(u=1,866.000; P=0.001), thought problems (u=1,881.500;
P=0.001), aggressive behaviors (u=1,877.500; P=0.001), and
internalization problems (u=1,548.500; P=0.000) in PSA
scales. The females also show worse QOL on environmental
dimension (t=2.590; P= 0.011).

Patients aged 12 to 18 (N=102) compared to patients
aged 19 to 26 (N=48) have higher scores in withdrawn
behavior (u=1,768.500; P=0.006). However, those aged
19 to 26 showed more feelings of anxiety/depression
(u=1,272.500; P=0.000), thought problems (u=1,911.000;
P=0.027), attention problems (u=1,432.500; P=0.000), and
externalization problems (u=724.000; P=0.000) than those
aged 12-18. Regarding the quality of life, patients aged
12-18 years showed better QOL in the physical dimension
(t=4.225; P=0.000) than the other age-group.

We found that 57.1% of our participants had at
least one retention in school (M=1.53+0.804 year). The
participants with poor academic performance showed
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Table 1 Comparison between reference values and those presented by our participants in quality of life

Dimensions Reference values* Participants of our study T P

Physical M=77.49 M=67.96 -8.281 0.000
DP=12.27 DP=14.095

Psychological M=72.38 M=71.05 -1.365 0.174
DP=13.50 DP=11.967

Social relationships M=70.42 M=74.75 3.493 0.001
DP=14.54 SD=15.196

Environmental M=64.89 M=73.26 7.910 0.000
DP=12.24 SD=12.965

General QOL M=71.51 M=74.11 2.305 0.023
DP=13.30 DP=13.834

* For the Portuguese population as a whole.

worse psychosocial adjustment, with more feelings of
anxiety/depression (u=1,563.000; P=0.014), more attention
problems (u=1,380.000; P=0.001), more aggressive behavior
(u=1,652.000; P=0.039), and more externalization problems
(u=1,386.000; P=0.002). However, the participants with
better academic performance showed better QOL on
Psychological (t=2.583; P=0.011), Environmental (t=2.569;
P=0.011) and General dimensions (u=1592.500; P=0.014).

The perception of QOL of CHD patients was better
when compared to the Portuguese population as a whole
in the Social Relationships, Environmental, Physical
and General Dimensions, but not in the Psychological
Dimension (Table 1).

The QOL was worse in complex than in moderate-
to-mild forms of CHD in Physical (t=—3.813; P=0.000),
Environmental (t=-2.472; P=0.015) and General
(u=1,764.000; P=0.048) dimensions. As well as PSA, with
patients exhibiting more social problems (u=1,544.500;
P=0.037). Moreover, relatives referred more somatic
complains (u=1,380.500; P=0.021), and internalization
problems (u=1,264.500; P=0.006) for the most complex
forms of CHD.

Cyanotic patients, compared to acyanotic, had worse
QOL on Physical (t=—3.021; P=0.003) and Environmental
(t=-3.289; P=0.001) dimensions. However, there were
no significant differences in QOL for patients who were
medicated or not. In PSA scales no differences were found
for these two variables.

Patients submitted to surgery (N=114) showed higher
scores in attention problems (u=1,538.000; P=0.016) and
externalization problems (u=1,560.000; P=0.024). Those
submitted to more than two surgeries had also higher
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scores in withdrawn behavior (u=1,752.000; P=0.001),
anxiety/depression (u=1,971.500; P=0.018), social problems
(u=1,866.000; P=0.033), delinquent behavior (u=2,044.500;
P=0.036), aggressive behavior (u=1,929.500; P=0.011),
internalization (u=1,864.500; P=0.007), and externalization
problems (u=1,974.500; P=0.024). The perception of QOL,
in patients submitted to surgery, was also worse in all
dimensions, when compared to those not operated (N=34)
(Tible 2).

Those submitted to more than two surgeries had also
worse QOL, on Physical (t=4.785; P=0.000) Psychological
(t=2.850; P=0.005), Environmental (t=3.379; P=0.001) and
general dimensions (u=1,907.000; P=0.005).

Patients with moderate-to-severe residual lesions had
worse perception on QOL than those with mild lesions, in
the Physical dimension (t=—2.187; P=0.030). These patients
also showed worse psychosocial adjustment, with more
somatic complaints (u=752.000; P=0.045). The relatives also
referred more withdrawn behavior (u=1,401.000; P=0.029),
feelings of anxiety/depression (u=1,392.500; P=0.026),
social problems (u=498.000; P=0.001), attention problems
(u=1,263.000; P=0.005), aggressive behaviors (u=1,396.500;
P=0.028), and internalization problems (u=976.500;
P=0.000) for the moderate-to-severe residual lesions.

Patients with physical limitations (N=49) showed more
withdrawn behavior (u=1,810.500; P=0.007), anxiety/
depression (u=1,898.000; P=0.020), attention problems
(u=1,962.000; P=0.039) and internalization problems
(u=1,880.500; P=0.027). They had also a worse perception
in Physical (t=-3.148; P=0.002), Psychological (t=—2.874;
P=0.005) and General QOL (u=1,938.500; P=0.022) than
those without physical limitations (N=101).
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Table 2 Comparison between patients who were or were not submitted to surgical intervention on quality of life

With surgery (N=114)

Without surgery (N=36)

Dimensions T P
M SD M SD

Physical 25.44 3.875 27.81 3.658 -3.270 0.001

Psychological 22.65 2.934 24.27 2.305 -3.069 0.003

Social relationships 11.79 1.830 12.51 1.710 -2.128 0.035

Environmental 31.05 4.381 32.62 3.094 -2.396 0.019
M M U P

General QOL 7.80 8.32 1,505.000 0.006

Table 3 Comparison between patients with good social support with those with poor support on quality of life

Good SS (N=117)

Poor SS (N=33)

Dimensions M SD v D T 2]
Physical 26.39 3.893 24.73 3.915 2.168 0.032
Psychological 23.37 2.797 21.91 2.887 2.627 0.010
Social relationships 12.26 1.647 10.91 2.037 3.956 0.000
Environmental 32.00 3.991 29.45 4.139 3.210 0.002
M M u P
General QOL 8.09 7.33 1,233.000 0.001

Social support seemed to be very important in improving
QOL of patients in all dimensions (Tazble 3). Participants
with poorer social support showed also more withdrawn
behavior (u=1,210.500; P=0.001) and more social problems
(u=1,209.500; P=0.015) in PSA scales.

Finally, as we conducted the independent regression
analyses, we could confirm some of these tendencies. The
variables that could predict a worse general perception of
QOL (R2=0.158; F=3.306; P=0.002) were a poor social
support (Beta=0.275; P=0.001) and a bigger number of
surgeries (Beta=—0.186; P=0.056); the variable that could
predict a worse QOL on physical dimension (R*=0.191;
F=4.166; P=0.000) was a bigger number of surgeries
(Beta=-0.214; P=0.026); being submitted to surgery
(Beta=-0.200; P=0.025) and having a poor social support
network (Beta=0.207; P=0.012) predicted a worse QOL
on psychological dimension (R’=0.143; F=2.938; P=0.005);
the last (Beta=-0.336;P=0.000) also predicted worse QOL
on social relationships dimension (R’=0.158; F=3.302;
P=0.002); for the environmental dimension (R’=0.212;
F=4.733; P=0.000), besides poor social support , being
submitted to a greater number of surgeries (Beta=—0.196;
P=0.038), being a female patient (Beta=—0.245; P=0.002)
and having a cyanotic CHD (Beta=0.170; P=0.048) were
good predictors

"The predictors of poor PSA for young adults (18-26 years old)

© Translational Pediatrics. All rights reserved.

were being a female patient, for internalization (R’=0.303;
F=2.613; P=0.019)(Beta=0.438; P=0.002), feelings of anxiety
and depression (R’=0.331; F=2.966; P=0.009) (Beta=0.488;
P=0.000) and aggressive behavior (R’=0.387; F=3.790;
P=0.002) (Beta=0.458; P=0.001), but for the last, also being
submitted to a greater number of surgeries (Beta=0.292;
P=0.037) is a predictor; poor social support predicts
more withdrawn behavior (R’=0.249; F=1.993;P=0.068)
(Beta=—0.388; P=0.006). For younger patients (12-17 years
old), being a female only predicts more somatic complaints
(R2=0.208; F=2.765; P=0.009) (Beta=0.291; P=0.005) and
more problems of internalization (R’=0.262;F=3.722;
P=0.001) (Beta=0.267; P=0.008); being submitted to a
greater number of surgeries predicts more withdrawn
behavior (R*=0.231; F=3.152; P=0.004) (Beta=0.369;
P=0.005), more feelings of anxiety and depression (R’=0.187;
F=2.414; P=0.021) (Beta=0.291; P=0.029) and more
internalization (Beta=0.317; P=0.013); withdrawn behavior
can also be predicted by a poor social support (Beta=—0.305;
P=0.004). Finally, having a cyanotic CHD is a good
predictor of reporting social problems (R’= 0.185; F=2.386;
P=0.023) (Beta=0.248; P=0.046)

Discussion

In our study, we analyzed the impact of different clinical
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(severity of illness, number of surgeries, presence of
residual lesions, presence of cyanosis, physical limitations),
demographic (gender, age, education and school
achievement) and psychosocial variables (performance
in school, size and functioning of the social support
network, family educational styles) in the prevalence of
psychopathologic disorders, in social adjustment and in
perception of QOL of patients. To our knowledge, no other
study was previously published with our variables number.

An intriguing finding of our study, however confirming
data from other authors, is that CHD patients in the
whole perceive in a better way their QOL than the healthy
population (20,35). That fact may be explained by the
presence of some buffer variables, like family environment
and cohesion, and social support.

However, when we look at different subgroups, we find
that patients submitted to surgery show a worse perception
on their QOL than the whole group. These facts, more
expected, may be explained by the daily life restrictions and
residual side effects that limit physical performance and
activity, and by the feeling of life threat and fragility, after a
surgical treatment. The comparison between cyanotic and
acyanotic patients and those with moderate-to-severe or
those with mild residual injuries show for the first ones a
worse perception on quality of life.

In the literature, the predictors of behavioral and
emotional problems include the female gender, low exercise
capacity, restrictions imposed by physicians, a severe heart
lesion, a surgical treatment, and a greater number of heart
operations (16,39-41). In our study, we found that being
female, having poor academic performance, poor social
support, having a complex form of CHD, moderate-to-
severe residual lesions, having been submitted to surgery
and having physical limitations is associated to worse
psychosocial adjustment.

The participants of our study showed 18.7% lifetime
prevalence of psychopathology, with almost the double rate
in female than in male patients. Also, when we look at social
adjustment, the same tendency is revealed, with women
showing more feelings of anxiety and depression, more
somatic complaints and other signs of poorer adjustment.
That tendency encompasses the international higher
prevalence of women at least in the subtypes of “affective
disorders” and “anxiety disorders”.

We also found more adjustment problems in older
patients (19-26 years). In the others studies, the younger
patients showed more psychopathology than the older
patients (22,28,42). On the other hand, studies on the level
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of psychopathology in CHD adults show conflicting results,
varying from elevated levels of psychopathology to levels
similar to those of peers (43,44).

When we looked at good predictors of bad perception of
QOL, we came to the conclusion that social support, being
submitted to surgery and to a greater number of surgeries
were the best predictors. Being a female patient is a strong
predictor of worse PSA overall.

In Portugal, there are no final data on PM nationwide,
although some estimation on the prevalence of psychiatric
disorders in the general population could be made on the
basis of partial studies (45). Referring to those findings,
we may say that CHD patients seem to show a slightly
increased proneness to psychopathology.

In short, our research is important because we tested the
effects of different demographic, clinical, and psychosocial
variables on the perception of QOL, on PSA and on PM of
CHD patients.

As other published data, our study has limitations. First
of all, the number of patients is not large enough for some
intra-group comparisons. We believe that a greater sample
size will allow us to investigate the impact of the time of
surgery in patients’ quality of life. Another interesting
variable to study in a future research is the personality of
patients and its impact on QOL independently of the CHD
severity.
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