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Introduction

Atrial fibrillation (AF) which was discovered more than 
100 years ago, it is nowadays a most common cardiac 
arrhythmia, worldwide.1–3 In Australia, Europe and USA, 
the current estimated prevalence of AF is about be-
tween 1% to 4%, with lower prevalence in Asia (0.49–
1.9%). The higher prevalence rates of AF are found in de-
veloped countries, especially in North America, whereas 
the lowest in the Asia–Pacific area.1 Given the prolonga-

tion of life expectancy and the improvements in survival 
resulting from the progress in medical therapies, AF is 
anticipated to affect 6–12 million people in the USA by 
2050 and 17.9 million in Europe by 2060.3 Additionally, 
geographical variations are reported; more elevated 
AF prevalence in high-income countries compared to 
low-middle ones.3 These discrepancies are attributed to 
several limitations in health care services or to the dimin-
ished clinical data registry records.3 AF is predominantly 
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ABSTRACT

Atrial fibrillation (AF) is a common sustained cardiac arrhythmia, which is expected to expand enormously due to population 
ageing. The aim of the present study was to explore the significance of AF patients’ needs and the associated factors as well 
as the impact of anxiety and depression on these needs. The sample of the study included 215 AF hospitalized patients. Data 
were collected by the completion of a questionnaire which, in addition to patients’ characteristics, it also included the Hospital 
Anxiety and Depression Scale (HADS) and the questionnaire “Needs of hospitalized patients with coronary artery disease”, that 
is evaluating the significance of the following 6 categories of needs: (a) for support and guidance, (b) for information from med-
ical and nursing staff, (c) for communication with other patients and family, (d) for individualization of care and participation, (e) 
to trust the medical and nursing staff and f) to meet emotional and physical needs. The statistical significance level was p<0.05. 
Of the 215 participants, 68.4% were men and 67.5% were > 60 years old. Moreover, 47.5% of the participants experienced anxi-
ety and 29.5% depression. The need for support, to be informed and to trust the medical and nursing staff considered to be of 
high significance by the patients (median 29,20 and 6, respectively). Anxiety and depression were significantly associated with 
all patients’ needs (p<0.05) apart from the need to meet the emotional and physical needs and the need to trust the medical 
and nursing staff, which were not associated with anxiety levels. In terms of patients’ needs, those who reported to be little or 
not at all informed about their disease considered of a higher significance the need for support and guidance (p=0.030), the 
need to be informed and to trus the medical and nursing staff (p=0.001 and p=0.012, respectively) and the need for commu-
nication with other patients and family (p=0.007). The need for individualization of care and participation in it, was considered 
more significant by patients aged >70 years and those having no children (p=0.039 and p=0.029, respectively) while the need 
for communication with other patients and family was considered more significant by women (p=0.028). The present findings 
emphasize the importance of providing care tailored to meet the needs of AF patients who experience anxiety and depression.

KEYWORDS: Anxiety, depression, patients’ needs, atrial fibrillation.
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Data collection and procedure 
Collection of data was performed by interview us-

ing a questionnaire which was developed by the re-
searcher so as to fully serve the purposes of the study. 
Completion of each questionnaire lasted approximately 
15 min and took place for each participant at evening 
shift when patients were free of examinations or other 
medical procedures. 

The data collected for each patient included socio-de-
mographic characteristics (e.g., gender, age, education 
level, marital status, and number of children), clinical 
characteristics (e.g., years having the disease), and oth-
er self-reported characteristics (e.g., relations with the 
medical-nursing staff ).

The study was approved by the Ethical Committee of 
the hospital where it was conducted. Patients who met 
the inclusion criteria were informed by the researcher 
for the purposes of this research. All patients participat-
ed only after they had given their written consent. Data 
collection guaranteed anonymity and confidentiality. All 
subjects had been informed of their rights to refuse or 
discontinue participation in the study, according to the 
ethical standards of the Declaration of Helsinki (1989) of 
the World Medical Association.

Measures
The Hospital Anxiety and Depression Scale (HADS)15 

was used for the assessment of depression and anxiety. 
The scale consists of 14 questions that assess how pa-
tients felt during the previous week. Patients were able 
to answer every question in a 4-point Likert scale from 
0–3. Seven of 14 questions assess the level of depression 
and seven evaluate the anxiety level. Scores attributed 
to questions are summed separately for anxiety and de-
pression, leading to two scores with range 0–21. Higher 
score indicates higher levels of anxiety and depression, 
respectively. In addition, the following categorization 
has been proposed and is widely used: score 0–8 indi-
cating no stress or depression, score above 8 indicating 
clinically significant anxiety or depression. The Greek 
version of the HADS has been tested for its validity and 
reliability.16

The questionnaire “Needs of hospitalized patients with 
coronary artery disease” was used in order to assess the 
needs of AF patients. This questionnaire includes 39 
statements regarding the significance of potential needs 
of cardiac patients during their hospitalization. This 
questionnaire consists of 6 sub-scales of potential needs. 
Patients were able to answer every question in a 4-point 
Likert scale from 1–4. Scores attributed to questions are 
summed separately for each sub-scale. Higher score 
indicates that the need was considered of high signifi-

a disease of the elderly. In Western Europe, Australia and 
North America 70% of AF patients are aged >65 years.4,5 

The most common type is permanent AF occurring 
in 40–50% of patients, followed by the paroxysmal and 
persistent AF occurring in 20–30% of cases.2 Irrespective 
of type, this common sustained arrhythmia is associat-
ed with elevated health care expenditures (frequent 
and long hospitalizations or multiple emergency room 
visits), hypertension,6 increased risk of stroke,7 high mor-
bidity and mortality.1,2 The nature of AF including un-
expected onset or recurrent events, various symptoms 
(shortness of breath, palpitations, chest discomfort), 
complex treatment and several daily limitations may 
trigger psychological distress, in the form of anxiety and 
depression.5,8,9 

Optimal management of this complex arrhythmia de-
mands a patient centered care which is responsive to 
patient’s preferences, needs and values. The ultimate 
goal of this approach is to empower patients to become 
active participants in their care. Patient-centered ap-
proach is associated with benefits such as stress allevi-
ation, effective patient self-care, satisfaction from health 
care and adherence to therapy.10–12 Needs’ orientated 
approach becomes more demanding especially when 
patients experience depression or anxiety. Needs of de-
pressed hospitalized cardiac patients are mainly deter-
mined by the severity of disease, physical and cognitive 
impairment, co-morbidities, difficulties to comply with 
the hospital’s rules, and demographic factors (gender, 
and single).13 Providing treatment to alleviate psycho-
logical distress to this population may achieve world-
wide reductions in AF-related morbidity, mortality, and 
healthcare burden.13,14

To the best of our knowledge, data exploring needs 
of AF patients and the associated factors as well as the 
impact of anxiety/depression on needs are limited. Thus, 
the aim of this cross-sectional study was to explore the 
level of significance of AF patients’ needs and the associ-
ated factors as well as the impact of anxiety and depres-
sion on patients’ needs.

Material and Μethod
Study population

In the present study, were enrolled 215 hospitalized 
patients diagnosed with permanent AF. This was a con-
venience sample. Patients were classified according to 
the current guidelines regarding type of AF.14 Criteria 
for inclusion of patients in the study were: (a) diagnosis 
of permanent AF, (b) ability to write and read the Greek 
language fluently and (c) be hospitalized for at least 2 
days. The exclusion criteria were: (a) age <18 years, and 
(b) diagnosis of paroxysmal and persistent AF.
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characteristics on the patient’s needs (dependent vari-
able). The results are presented with β coefficients and 
95% confidence intervals. The level of statistical signif-
icance was set to a=5%. The analysis was performed 
with the statistical package SPSS, version 22 (SPSS Inc, 
Chicago, Il, USA).

Results
Patients’ characteristics

68.4% of participants were men, approximately 67% 
over 60 years, 74.4% was married, 53.7% had primary 
education, 65.1% were pensioners, 67.4% leaved in 
Attica and 47% had two children. In terms of clinical 
characteristics, 43.9% of participants had also another 
disease, 57.2% had been previously hospitalized, 45.1% 
had the disease for less than a year while the median 
duration of hospitalization was 5 days. The majority of 
the sample reported to be very informed about their 
problem (51.6%) and to have very good relations with 
nursing and medical staff (76.2% and 73.2%, respec-
tively) (table 1).

cance. The questionnaire ’Needs of hospitalized patients 
with coronary artery disease’ had good reliability and 
validity in Greek population. More in detail, Cronbach’s 
α for each sub-scale was as following: 17 Need for sup-
port and guidance, 0.922; Need to be informed from the 
medical-nursing staff, 0.918; Need for communication 
with other patient groups, and ensuring communica-
tion with family, 0.865; Need for individualization of care 
and patient participation in patient care, 0.861; Need to 
meet the emotional needs (e.g. anxiety, fear, loneliness) 
and the physical needs (such as relaxation, sleep, better 
conditions during hospitalization), 0.859; Need to trust 
the medical-nursing staff, 0.923.

Statistical analysis

To test the existence of association between patient’s 
needs and patient’s anxiety/depression or patient’s char-
acteristics the Kruskal-Wallis test or the Mann-Whitney 
test was used, as well as the Spearman’s rho correlation 
coefficient. Multiple linear regression was performed to 
estimate the effect of anxiety/depression and patient 

Table 1. Patients’ characteristics (N=215).

N (%) N (%)

Gender (male) 147 (68.4%) Informed about health

Age Very 111 (51.6%)

<50 27 (12.6%) Enough 77 (35.8%)

51–60 43 (20.0%) Less/Not at all 27 (12.6%)

61–70 70 (32.6%) Years having the disease

>70 75 (34.9%) <1 year 97 (45.1%)

Marital status 2–5 years 54 (25.1%)

Married 160 (74.4%) 6–10 years 64 (29.8%)

Single 55 (25.6%) Relations with nursing staff

Educational Level Very good 163 (76.2%)

Primary 115 (53.7%) Good 36 (16.8%)

Secondary 69 (32.2%) Moderate/Bad 15 (7.0%)

University 30 (14.0%) Relations with medical staff

Job Very good 156 (73.2%)

Employee 75 (34.9%) Good 46 (21.6%)

Pensioner /Household 140 (65.1%) Moderate/Bad 11 (5.2%)

Place of residence Other disease (yes) 94 (43.9%)

Attica 145 (67.4%) Previous hospitalization (yes) 123 (57.2%)

Other 70 (32.6%)

No of children

None 22 (10.2%)

One 41 (19.1%)

Two 101 (47.0%)

More than two 51 (23.7%)

Days in hospital 5 (4–6)*

*Data presented as Median (Interquartile Range)
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informed considered the need to be informed from the 
medical and nursing staff of higher significance than 
those very or enough informed (median 24 vs 20 and 19, 
p=0.001). 

The need for communication with other patient 
groups, and for communication with family was signif-
icantly associated with gender and degree of informa-
tion (p=0.028 and p=0.007, respectively). In particular, 
female patients considered this need of higher signif-
icance than males (median 12 vs 10). Patients who re-
ported to be little or not at all informed considered this 
need to be of a higher significance than those very or 
enough informed (median 14 vs 10 and 9). 

The need for individualization of care and patient par-
ticipation in their care was significantly associated with 
age and number of children (p=0.039 and p=0.029, re-
spectively). Patients aged above 70 years considered 
this need of a higher significance than younger patients 
(median 10 vs 7 and 9). Similarly, for patients that did 
not have any children compared to those with one or 
more children (median 11 vs 7 and 9). 

The need to meet the emotional and the physical 
needs was not found to be statistically significant associ-
ated with any patient’s characteristic. 

The need to trust the medical and nursing staff was 
associated with the degree of information (p=0.012). 
Patients who reported to be little or not at all informed 
considered this need of a higher significance than pa-
tients that are very or enough informed (median, IQR 
was higher).

Association between patients’ needs 
and anxiety/depression 

The association between anxiety/depression and 
needs based on univariate analysis is presented in 
table 5. It was found that all needs were statistically 
significant associated with depression levels and anx-
iety levels (p<0.05) apart from the need to meet the 
emotional and physical needs and the need to trust 

Levels of Anxiety/Depression
As presented in table 2, almost half of the patients had 

clinically significant anxiety (47.5%) and 29.5% had de-
pression. Cronbach’s a coefficients of HADS subscales 
were above 0.7 indicating high reliability.

Patients’ needs
Table 3 presents patients’ self-report about the signif-

icance of their needs. Patients considered of low signifi-
cance the 3 following needs: (a) for communication, (b) 
for individualization of care and (c) to meet the emo-
tional needs, since the median scores of these needs 
are close to the lower limit of the needs’ ranges. On the 
contrary, patients considered of high significance the 3 
following needs: (a) for support, (b) to be informed and 
(c) to trust the medical and nursing staff (median, 29, 20 
and 6, respectively).

Association between patients’ needs 
and their characteristics 

The associations between patients’ characteristics and 
their needs based on univariate analysis are presented 
in table 4. It was found that the degree of information 
was significantly associated with the need for support 
and guidance. In particular, patients who reported to be 
little or not at all informed considered this need of high-
er significance than patients who reported to be very or 
enough informed (median 31 vs 29 and 23, p=0.030). 
Likewise, patients who reported to be little or not at all 

Table 2. Levels of anxiety/depression of patients (N=215).

Ν (%)

Anxiety (Cronbach’s a=0.779)

No (Score ≤8) 110 (52.1%)

Yes (Score >8) 101 (47.9%)

Depression (Cronbach’s a=0.844)

No (Score ≤8) 148 (70.5%)

Yes (Score >8) 62 (29.5%)

Table 3. Descriptive data of the sub-scales assessing the significance of the needs of patients (N=215).

Patients’ needs (range) Median (IQR)

Need for support and guidance (9–36) 29 (23–32)

Need to be informed from the medical and nursing staff (8–32) 20 (14–27)

Need for communication with other patient groups, and ensurance for communication with family (6–24) 10 (6–14)

Need for individualization of care and patient participation in patient care (6–24) 9 (6–12)

Need to meet the emotional needs (e.g., anxiety, fear, loneliness) and physical needs (such as relaxation, sleep, 
  better conditions of treatment) (7–28) 

9 (7–12)

Need to trust the medical and nursing staff (2–8) 6 (5–7)
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the medical and nursing staff, which were not asso-
ciated with anxiety levels. Patients with high levels of 
anxiety/depression considered the needs of a higher 
significance than patients with moderate or low levels 
(higher medians).

Effect of anxiety/depression and characteristics 
on patient’s needs

Multiple linear regression, after adjustment for the pa-
tients’ characteristics that were significantly associated 
with the needs in the univariate analysis (table 6), re-
vealed that patients with depression consider the need 
for support and guidance 3.1 points more significant 
than patients without depression (95%CI: 1.70, 4.53, 
p=0.001). Likewise, patients with depression consider 
the need to be informed from the medical and nursing 
staff and the need for communication with other pa-
tient, and family 2.3 and 2.7 points respectively more 
significant than patients without depression (95%CI: 
1.26, 3.34, p=0.001 and 95%CI: 1.38, 4.10, p=0.001 re-
spectively). Moreover, patients that were less or not 
at all informed for the state of their health considered 
these needs 1.98 and 1.81 points respectively more sig-
nificant than patients that were well-informed (95%CI: 
0.62, 3.35, p=0.005 and 95% CI: 0.04, 3.59, p=0.046 re-
spectively). Patients with high depression considered 
the need for individualization of care and their participa-
tion 2.67 points more significant than patients without 
depression (95%CI: 1.51, 3.82, p=0.001). Patients with 
depression consider the need to meet the emotional 
and physical needs 1.85 points more significant than pa-
tients without depression (95%CI: 0.75, 2.95, p=0.001). 
Likewise, patients with depression and those that were 
less or not at all informed for the state of their health 
consider the need to trust the medical/nursing staff 
0.30 and 0.33 points respectively more significant than 
patients with without depression and those that were 
well-informed (95%CI: 0.08, 0.52, p=0.001 and 95%CI: 
0.04, 0.62, p=0.025, respectively). 

Discussion 
According to results of the present study, almost half 

of participants had clinically significant anxiety (47.5%) 
and 29.5% had depression. A prior study by Thrall et 
al,18 showed that one third of AF patients experienced 
high levels of depression and anxiety which persisted 
for 6 months. A relevant study in Greece, among 170 
AF outpatients showed high anxiety and depression in 
34.9% and 20.2% of the participants, respectively.2 In 
a population sample of 10.000 individuals (mean age 
56±11 years, 49.4% women) a higher burden of depres-
sive symptoms in AF individuals was observed.19 In com-Ta
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munity-dwelling population of 4979 individuals, (mean 
age 78.1 ±8.3 years, 52% males), AF was associated with 
higher depression prevalence, independently from de-
mographic factors, disabilities and comorbidities (in-
cluding history of stroke).20 In the same study, self-re-
ported AF history was associated with 42% increase of 
suspected depression.20 Antidepressant treatment is 
associated with a three-fold higher risk of AF during the 
first month.21

Psychological distress in the form of depression and/
or anxiety may be the environment for the initiation and 
perpetuation of AF and may also contribute to greater 
symptom severity and recurrence of this arrhythmia.8,9 
Several reasons trigger anxiety and depression among 
AF patients. More precisely, important sources for anx-
iety might be the frequent blood tests due to warfarin 
use, the regular follow-up appointments, the need to 
follow a strict diet, the potential medication side effects, 
(stomach bleeding or cerebral hemorrhage) and the fear 
of palpitations.22 It is not rare that AF patients face finan-
cial losses or disruptions in their professional lives, thus 
exacerbating an already established anxiety.22 In terms 
of depression, the associated behavioural factors such 
as unhealthy lifestyle and poor treatment adherence are 
responsible for adverse cardiac prognosis.8,9 

Furthermore, the presence of depression and anxiety 
can minimize treatment effectiveness.9 For instance, di-
agnosed anxiety among AF adults newly starting war-
farin was associated with an increased risk for ischemic 
stroke and intracranial hemorrhage during follow-up.23 
Hence, recognition of psychological factors and imple-
mentation of strategies to reduce this burden in AF pa-
tients may improve treatment outcomes and patients’ 
quality of life.9,24 It is also essential to obtain clinical di-
agnosis of anxiety for differential diagnosis with depres-
sion which might be a comorbidity.8

Our results also relieved that participants considered 
of high significance the need for support, for informa-
tion and for trust the medical and nursing staff.

After AF diagnosis, patients are facing many challeng-
es and management is crucial in five domains: acute 
management, treatment of underlying and concomi-
tant cardiovascular conditions, stroke prevention, rate 
control, and rhythm control.25 Indeed, this arrhythmia 
requires multidimensional management that helps pa-
tients to understand the complex AF-related issues. 
Interestingly, patients have to learn medical terminol-
ogy, to enhance self-care skills, to interpret symptoms 
and to adhere to medications such as antiarrhythmics 
and anticoagulants.9,25–27 

Regarding the use of anticoagulant treatment, the 
main difficulty is lack of information and understand-

ing28 while one in four patients to be unable to explain 
AF.27 Notably, lack of information is related with distrust 
of health professionals’ options and uncertainties about 
the disease.11 Given that limited knowledge is associat-
ed with adverse consequences, the need for on-going 
support to patients is crucial to achieve treatment ad-
herence.29

Trust based on effective communication is the cor-
nerstone of participatory decision making. However, 
trust is not always dominant in clinical settings while 
perspectives of health professionals and AF patients 
may differ.30,31 A trusting relationship permits better un-
derstanding of patients’ problems preferences, beliefs, 
attitudes and emotional challenges. More in detail, mu-
tual communication helps health professionals to sum-
marize the problems in a clear manner, to present treat-
ment options with clarity and enables patients to shape 
their own medical opinion. As a consequence, patients’ 
autonomy is guaranteed and they actively participate in 
the decision-making process.30

With respect to level of information, results showed 
that participants who reported to be little or not in-
formed about AF considered of higher significance the 
need for support, for information, for trust medical and 
nursing staff and for communication with other patients 
and family. Indeed, AF patients need to acquire knowl-
edge through supportive communication and build up 
confidence in order to be effectively involved in treat-
ment.32 The model of care is a “two-way exchange of in-
formation” between health professionals and patients.30 
Information should be provided according to patients’ 
readiness to learn, cognitive abilities, learning style and 
beliefs about the cause, consequences, controllability, 
duration of symptoms and diagnosis of AF.2 

From the patients’ perspective, the amount of pro-
vided information is insufficient and they claim to need 
elaborate information in regard to treatment including 
anticoagulation use and dose adjustments. Assessment 
of gaps knowledge is important when planning educa-
tional interventions to facilitate implementation of AF 
guidelines.32–34 Significant concerns are raised about 
constant reassessment of patients’ level of information 
according to disease progression.11 Equally important 
is evaluation of patients’ personality since unnecessary 
information may be a source of stress or detailed infor-
mation may be more beneficial in patients who wish to 
monitor closely the disease progress.11

Last but not least, depressed patients considered all 
six needs significant. Clinically, this information is help-
ful when providing care tailored to patients’ needs. To 
the best of our knowledge, data exploring needs of AF 
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patients’ who experience anxiety/depression is dimin-
ished. 

Interestingly, AF patients who report not to maintain 
very good relations with nursing staff are more likely to 
have high levels of anxiety and depression while those 
who are not informed about their health state have 3.77 
times higher chances to experience high levels of de-
pression.2

It should be stressed that health professionals put em-
phasis on psychological and pharmacological treatment 
while limited attention is paid on the care needs that ac-
company depression. Possibly, they fail to recognize this 
psychological distress either because they perceive it as 
a normal reaction to the stressful AF or they have no ed-
ucation on its’ typical and atypical symptoms.10,11,17 Apart 
from AF clinical course, health professionals ought to 
explore both patients’ needs and psychological distress. 
Anxiety and depression along with unmet care needs 
have a detrimental effect on treatment motivation and 
on quality of life. Moreover, depression is a significant 
predictor of an increase in both met and unmet care 
needs.35

Nowadays, the global trend is to provide patient cen-
tered care. A well-educated and competent clinician 
is the essential link in the chain of AF management.36 
Healthcare professionals who understand these con-
cepts may also apply them while managing depressed 
AF patients. 

Limitations of the study

This study has some limitations. Convenience sampling 
is one of the limitations since this method is not repre-
sentative of all population with AF living in Greece, thus 
limiting the generalizability of results. Other limitations 
are related to the study design which was cross-section-
al and not longitudinal and therefore does not permit 
exploring causal relation between patients’ needs and 
anxiety/depression. The sample size was relatively small, 
although many significant associations were observed. 
Moreover, there was no next measurement in time that 
would allow evaluation of possible changes in all dimen-
sions under assessment (needs and anxiety/depression). 

The strengths of the study include the use of a wide 
spread instrument (HADS), that permit comparisons 
among populations across the world.

Conclusions 

Understanding the association between patients’ 
needs and anxiety/depression should prompt health 
professionals to provide beneficial care for AF patients. 
The results offer support to ideas for educational inter-
ventions that improve clinicians’ ability to manage AF 
more efficiently. Furthermore, assessment of anxiety 
and depression is essential immediately after hospital 
admission and should not be undermined at discharge. 
The findings of the present study may stimulate and 
guide future research efforts.
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ΠΕΡΙΛΗΨΗ

Η κολπική μαρμαρυγή (ΚΜ) αποτελεί συχνή καρδιακή αρρυθμία, που αναμένεται να λάβει ανησυχητικές διαστάσεις κυρίως λόγω 
της γήρανσης του πληθυσμού. Σκοπός της μελέτης ήταν η διερεύνηση του βαθμού σημαντικότητας των αναγκών των ασθενών 
με ΚΜ και των συσχετιζόμενων παραγόντων όπως επίσης της επίπτωσης του άγχους και της κατάθλιψης σε αυτές τις ανάγκες. 
Το δείγμα της μελέτης αποτέλεσαν 215 νοσηλευόμενοι ασθενείς με ΚΜ. Τα δεδομένα συλλέχθηκαν με τη συμπλήρωση ενός 
ερωτηματολογίου το οποίο, εκτός από τα χαρακτηριστικά των ασθενών, περιλάμβανε την κλίμακα άγχους και κατάθλιψης σε 
γενικό νοσοκομείο (HADS) και το ερωτηματολόγιο «Ανάγκες νοσηλευομένων ασθενών με στεφανιαία νόσο», το οποίο αξιολογεί 
τις εξής έξι κατηγορίες αναγκών: (α) ανάγκη για στήριξη και καθοδήγηση, (β) ανάγκη για ενημέρωση από το ιατρονοσηλευτικό 
προσωπικό, (γ) ανάγκη για επικοινωνία με άλλες ομάδες ασθενών και την οικογένεια, (δ) ανάγκη για εξατομίκευση της φροντίδας 
και συμμετοχή του ασθενούς στη φροντίδα, (ε) ανάγκη για κάλυψη των συναισθηματικών αναγκών και φυσικών αναγκών και 
(στ) ανάγκη να εμπιστεύονται το ιατρικό και νοσηλευτικό προσωπικό. Το επίπεδο της στατιστικής σημαντικότητας ετέθη στο 
p<0,05. Από τους 215 συμμετέχοντες, το 68,4% ήταν άνδρες και το 67,5% ήταν >60 ετών. Επιπλέον, το 47,5% του δείγματος βίωνε 
άγχος και το 29,5% κατάθλιψη. Οι ασθενείς ανέφεραν ως σημαντικότερη την ανάγκη στήριξης, ενημέρωσης και εμπιστοσύνης 
από ιατρικό και νοσηλευτικό προσωπικό (διάμεσος, 29, 20 και 6, αντίστοιχα). To άγχος και η κατάθλιψη συσχετίστηκαν στατιστι-
κά σημαντικά με όλες τις ανάγκες των ασθενών (p<0,05) εκτός από την ανάγκη κάλυψης των συναισθηματικών και σωματικών 
αναγκών και την ανάγκη εμπιστοσύνης, οι οποίες δεν συσχετίστηκαν με το άγχος. Όσον αφορά τις ανάγκες των ασθενών, όσοι 
δήλωσαν λίγοι ή καθόλου ενημερωμένοι για την ασθένειά τους ανέφεραν ως σημαντικότερη την ανάγκη στήριξης και καθοδήγη-
σης (p=0,030), την ανάγκη ενημέρωσης και την ανάγκη εμπιστοσύνης από το ιατρικό και νοσηλευτικό προσωπικό (p=0,001 και 
p=0,012, αντίστοιχα) και την ανάγκη επικοινωνίας με άλλους ασθενείς και την οικογένεια (p=0,007). H ανάγκη εξατομίκευσης της 
φροντίδας και συμμετοχής σε αυτή αξιολογήθηκε ως σημαντικότερη από τους ασθενείς ηλικίας >70 ετών και εκείνους που δεν 
είχαν παιδιά (p=0,039 και p=0,029, αντίστοιχα), ενώ η ανάγκη επικοινωνίας με άλλους ασθενείς και την οικογένεια αξιολογήθηκε 
ως σημαντικότερη από τις γυναίκες (p=0,028). Τα ευρήματα υπογραμμίζουν τη σημασία της παροχής φροντίδας προσαρμοσμέ-
νης στις ανάγκες των ασθενών με ΚΜ που βιώνουν άγχος και κατάθλιψη.

ΛΈΞΕΙΣ ΕΥΡΕΤΗΡΊΟΥ: Άγχος, κατάθλιψη, ανάγκες ασθενών, κολπική μαρμαρυγή.


