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RÉSUMÉ

Le stress psychosocial et la qualité de vie des patients 
atteints du syndrome cardio-rénal de type 2

Introduction. Plusieurs études ont évalué le rôle du 
stress ainsi que la qualité de vie chez les patients avec 
insuffisance cardiaque. Cependant, les données sur le 
syndrome cardio-rénal sont limitées.
L’objectif de l’étude: Évaluer la qualité de vie et le 
niveau de stress psychosocial dans le syndrome car-
dio-rénal de type 2.
Matériel et méthode: Nous avons réalisé une étude 
cas-témoins pour une analyse comparative de deux 
groupes de patients avec insuffisance cardiaque pré-
sentant une fraction d’éjection moyenne ou réduite: 
78 patients atteints de syndrome cardio-rénal et 64 pa-
tients ne présentant aucune affection rénale.
Résultats: Les paramètres de la qualité de la vie ont 
été diminués chez la plupart des patients avec insuffi-
sance cardiaque, plus évidemment dans le groupe avec 
syndrome cardio-rénal de 23,6 versus 28,62 points (p 
<0,001). Les patients avec syndrome cardio-rénal ont 
un état psychologique plus altéré que ceux sans insuffi-
sance rénale, à cause de la dépression, de l’anxiété et de 
la perte de vitalité liées aux troubles cardiaques ainsi 

ABSTRACT

Introduction. Multiple studies have assessed the role 
of the stress, as well as of the quality of life, in patients 
with heart failure. However, specific data about the 
quality of life in patients with cardiorenal syndrome 
(CRS) are limited.
The objective of the study. To assess the quality of 
life and the level of psychosocial stress in patients with 
type 2 cardiorenal syndrome.
Materials and methods. We performed a case-con-
trol study for the comparative analysis of two groups of 
heart failure (HF) patients, with mid-range or reduced 
ejection fraction: 78 cardiorenal syndrome patients 
and 64 patients with no renal impairment.
Results. The quality of life parameters was diminished 
in most of the patients with HF, being more noticeable 
in the cardiorenal group, 23.6 vs. 28.62 points (p <0.001). 
HF patients with renal impairment have a more altered 
psychological state compared to patients without renal 
impairment, due to depression, anxiety and reduced 
vitality related to heart disorders, as well as renal dys-
function (32.67 vs. 36.06 points, p <0.05). The stress 
level was lower in subjects with CRS compared to those 
with no CRS – 315.57 vs. 329.97 points (p<0.05). Factors 
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INTRODUCTION

An increasing number of studies addressed the 
quality of life in patients with different pathologies. 
The study of somatic disorders influencing patients’ 
quality of life expresses a current problem, that is the 
psycho-emotional and cognitive impact of somatic 
diseases,2.

Evaluation of patients’ quality of life is usually 
done using validated questionnaires. The abbreviated 
form of Medical Outcome Study questionnaire, com-
prising 36 items (SF-36), was used as a health indica-
tor in the general population. The test can also be 
used as a qualitative result in medical practice and 
research. As a general tool, SF-36 was designed to be 
applicable to a wide variety of conditions. SF-36 is 
useful for monitoring patients with single or multiple 
pathological conditions and for comparing their sta-
tus with that of the general population3,4. SF-36 items 
are derived from the original MOS (Rand’s Medical 
Outcome Study) questionnaire containing 245 items. 
SF-36 includes multi-item scales that measure the fol-
lowing eight parameters: Physical Functioning (PF), 
Physical Role Functioning (PRF), Bodily Pain (BP), 
General Health Perceptions (GHP), Vitality (VT), 
Social Role Functioning (SRF), Emotional Role 
Functioning (ERF), Mental Health (MH)5,6.

Chronic diseases represent the most serious 
cause of mortality: 60% of global deaths are caused 
by chronic diseases7. In general, quality of life in pa-
tients suffering from chronic pathologies has been 

and continues to be the subject of worldwide inter-
disciplinary research (medical, psychological, social, 
socio-economic, etc.)8. Results of international stud-
ies on quality of life of oncological, cardiovascular, 
neurological and psychiatric patients are promoted 
in current medical practice, in order to improve their 
quality of life. The importance of this problem is 
given by the large number of patients with chronic 
illnesses, the social, community and family implica-
tions, as well as the economic problems raised by pro-
viding care to these patients.

Due to limited data on the impact of cardio-re-
nal syndrome (CRS) upon quality of life7, we focused 
our attention on the initial pathology of the respec-
tive syndrome – heart failure9. Heart failure (HF) has 
a negative impact on patients’ prognosis and quality 
of life10.

According to the literature data, quality of life 
assessment in HF has become a relevant tool in de-
fining disease prognosis and therapeutic intervention 
effectiveness5,10. Over the last decade, several studies 
on HF patients’ quality of life have been conducted, 
recognizing the importance of assessing the disease, 
not only biologically, but also psycho-socially. A lit-
erature review identifies over 150 tools for assessing 
quality of life5,11.

A study on the quality of life in patients with 
chronic ischemic heart failure, with or without left 
ventricular systolic dysfunction, by Vatamanu et al, 
found that the signs of psychiatric disturbances and 
pain, as well as the total physical component, were 

que de la dysfonction rénale (32,67 vs 36,06 points, p 
<0,05). Le niveau de stress était plus bas chez les sujets 
atteints de syndrome cardio-rénal que chez ceux sans 
problèmes rénaux – 315,57 vs 329,97 points (p = 0,05). 
Les facteurs augmentant la résistance au stress étaient 
plus fréquents dans le groupe avec du syndrome car-
dio-rénal.
Conclusions: Le syndrome cardio-rénal influe de ma-
nière significative le statut des patients, contribuant 
de manière importante à la diminution de la qualité 
de la vie.

Mots-clés: insuffisance cardiaque, syndrome car-
dio-rénal, qualité de vie, stress.

enhancing stress resistance were more common in the 
CRS group.
Conclusions. CRS influences patients’ status signifi-
cantly, mostly by diminishing the quality of life.
Keywords: heart failure, cardiorenal syndrome, qual-
ity of life, stress.

Abbreviations
HF-Heart failure
CRS-cardiorenal syndrome
CVD- cardiovascular disease
LV- left ventricle
EF-ejection fraction
eGFR- estimated glomerular filtration rate
PF- Physical Functioning
PRF-Physical Role Functioning
BP-Bodily Pain
GHP-General Health Perceptions
VT-Vitality
SRF-Social Role Functioning
ERF-Emotional Role Functioning
MH-Mental Health
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more favorable in patients without left ventricle (LV) 
systolic dysfunction12.

A study by Lahoud et al, on a group of 7056 pa-
tients, during 1996-2011 period, detected that a low 
SF-36 score for the physical component was associ-
ated with a 6-fold increase of 8-year mortality [95% 
confidence interval], p <0.001. In a one-dimensional 
analysis, SF-36 physical score had a c-index of 0.75, 
being superior to all biomarkers13.

In a study by Huber et al (2016), on a group of 
5508 patients with angina, myocardial infarction and 
ischemic heart failure, the diagnosis had a significant 
influence on physical health perception. The high-
est SF-36 physical component score was reported in 
patients with myocardial infarction, while the lowest 
score in patients with heart failure. Lower physical 
health values were obtained in women, elderly pa-
tients (especially ≥70 years) and patients who reported 
an elevated ERF score14.

Perlman et al performed a multicenter obser-
vational study on 634 patients with chronic kidney 
disease (CKD). SF-36 scores were higher in the cohort 
of patients with CKD compared to hemodialysis pa-
tients, but lower than the control group. Glomerular 
filtration rate was not significantly associated with 
quality of life. The level of hemoglobin correlated 
with both SF-36 physical and mental components15.

Impact of psychosocial stress on patients with 

cardiac and renal diseases

Cardiovascular disorders continue to be the 
most important cause of death and disability all over 
the world. Unlike somatic risk factors, the study of 
psychosocial factors in patients with cardiovascular 
disease was somewhat neglected15. Convincing data 
obtained by Dimsdale (2008) linked depression, so-
cial isolation, stress, anger, and anxiety, as well as a 
number of other psychosocial factors, to both coro-
nary heart disease onset and evolution16. Several stud-
ies assessed the relationship between stress, stressful 
events, or other psychosocial factors and acute myo-
cardial infarction onset. A study by Nahshoni et al 
(2005) concluded that mental stress was significant-
ly correlated to myocardial events (both fatal and 
non-fatal), as well as heart failure worsening, regard-
less of age and/or ejection fraction17.

A prospective study by Rod et al (Denmark), 
regarding psychosocial factors role in heart failure 
development, aimed to address the effect of psycho-
social factors on heart failure hospitalization rate. Of 
the 8,670 enrolled participants (1991-1993), 20% had 
a certain degree of vital exhaustion which has been 
linked to an increased risk of heart failure repeated 
hospitalization. Major life events, social conditions, 

and sleeping pills during hospitalization did not in-
fluence the hospitalization rate18.

THE OBJECTIVE OF THE STUDY

To assess quality of life and level of psychosocial 
stress in type 2 cardiorenal syndrome.

MATERIALS AND METHODS

We performed a case-control study for compara-
tive analysis of two groups of heart failure patients, 
with mid-range or reduced ejection fraction (EF). We 
enrolled eligible patients who were hospitalized in the 
Cardiology Units of the Municipal Clinical Hospital 
„Sfanta Treime“, Chisinau, Republic of Moldova, 
during 2016-2018 period. The experimental proto-
col No. 11 (09.12.2015) was approved by the Ethics 
Committee of the State University of Medicine and 
Pharmacy „Nicolae Testemitanu“, Chisinau.

Inclusion criteria:
 Chronic heart failure (CHF) diagnosis (as de-

fined by the 2016 Europea Society of Cardiology 
Guidelines for the diagnosis and treatment of 
acute and chronic heart failure)19.

 Left ventricle ejection fraction (LVEF) ≤ 49%.
 No renal impairment (chronic kidney disease – 

CKD) or documented onset of heart failure prior 
to renal impairment onset.

 Patient’s informed consent.
 Age over 18 years.

Exclusion criteria:
 Presence of primary kidney disease (congenital 

kidney disease or kidney disorders prior to cardiac 
disease).

 Inflammatory, traumatic kidney disease (that can-
not be explained by chronic heart failure).

 Malignant tumors.
 Steroid treatment.
 Patients with acute cardiac/cerebrovascular events.
 Psychiatric disorders or dementia.
 Patient’s refusal.

Eighty-three patients were included in the car-
diorenal syndrome group, while control group was 
comprised of 66 patients with HF with no CRS. 
Diagnosis was established through calculation 
of estimated glomerular filtration rate (GFR) by 
means of CKD-EPI equation, based on Cystatin C 
and Creatinine serum levels (ml/min/1.73 m2) = 
GFRcyscr = 135 × min(Scr/, 1) × max(Scr/, 
1)-0.601× min(Scys/0.8, 1)-0.375 × max(Scys/0.8, 
1)-0.711 × 0.995Age× 0.969 [if women] × 1.08 [if 
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black], where Scr stands for serum creatinine,  is 
0.7 for women and 0.9 for men,  –0.248 for women 
and –0.207 for men, min indicates the minimum val-
ue for Scr/ or 1, max indicates the maximum value 
for Scr/ or 1, and Scys stands for serum Cystatin 
C. Type 2 cardiorenal syndrome was established in 
patients with eGFR < 60 ml/min/1.73 m2.20

 The Social Readjustment Rating Scale (SRRS) 
highlights stress and stressful events by recording 
difficult or even tragic life events. Thomas Holmes 
and Richard Rahe (1967) developed a question-
naire-based process that includes a list of 43 such 
events, each event being assigned a fixed value that 
can be used as a stress indicator21.

 The Perceived Stress Scale (PSS-10) developed by 
Cohen, Kamarck and Mermelstein (1983, apud 
Taylor, 1998) contains 10 statements about whether 
one feels stressed or unprepared for one’s require-
ments. This results in a sum total that indicates the 
degree of stress22.

 General Well-Being Index.
 Quality of life was assessed using the short SF-36 

questionnaire. SF-36 items derive from the origi-
nal MOS (Rand’s Medical Outcome Study) ques-
tionnaire containing 245 items. SF-36 includes 
multi-item scales that measure the following eight 
parameters: Physical Functioning (PF), Physical 
Role Functioning (PRF), Bodily Pain (BP), 
General Health Perceptions (GHP), Vitality (VT), 
Social Role Functioning (SRF), Emotional Role 
Functioning (ERF), Mental Health (MH).

 Questionnaire highlighting factors diminishing 
and enhancing stress resistance23.

Statistical analysis was performed using SPSS 
20.0 and Microsoft Office Excel 2010.

RESULTS AND DISCUSSION

The data provided in Table 1 denote a male 
predominance in the study, both in the CRS group 
(51.8%) and in the one with no CRS (69.7%), 
(Pearson’s correlation coefficient r=0.18, statistically 
significant data, p <0, 05). Both study groups had 
an urban residence predominance, with 72.3% and 
74.2%, respectively.

Next, we analyzed the gender distribution. 
While examining patients from Swedish HF registry, 
during 2000-2013 period, Lofman noticed a low prev-
alence among women: 27% for eGFR ≥ 90; 35% for 
eGFR in the 60-89 range; 44% for eGFR 30-59; 42% 
for eGFR < 15. The group with an eGFR between 15 
and 29 had a symmetric distribution – 50%24. The 
CHART study investigated a population of 920 HF 
subjects with LVEF ≤ 50% and reported an increased 
prevalence of CRS in men: 69.4% for eGFR ≥ 60; 

60.5% for eGFR 30-59; and 53.1% for eGFR < 3025. 
Kumar noticed an increased prevalence of all types 
of CRS among men, as well26.

In our study, we found CRS to be present in 
48.2% women and 51.8% men, the data being statis-
tically significant (p <0.001). Next, we analysed CRS 
frequency in both genders according to CRS sever-
ity. Thus, among patients with CRS with an eGFR 
> 60, men were 46 (69.7%), in those with CRS with 
an eGFR between 30-60, men were 41 (59.42%) and 
among CRS patients with eGFR < 30, women pre-
dominated 12 (85.7%) (Pearson coefficient r =0.18; 
p < 0.05).

The impact of CRS on quality of life appreci-
ated by SF-36 questionnaire

The impact of locomotor system impairment on 
quality of life in patients with cardiorenal syndrome 
was assessed using the SF-36 questionnaire, a general 
tool designed to be applicable to a wide variety of 
conditions. Upon applying this tool, the obtained 
standardized results were scored on a scale of 0 to 
100, with 0 being the worst-case scenario and 100 – 
the best one. Each question scores are encoded in 
multiple steps, depending on interrogation items 
number.

Both heart failure and chronic kidney disease 
lead to a decrease in patients’ quality of life. Our goal 
was to assess quality of life in patients diagnosed with 
both pathologies and analyse whether their synergism 
decreases or maintains quality of life at the same level 
compared to patients diagnosed with heart failure 
without renal impairment (Table 2).

We determined that SF-36 components had 
lower values in the study group than in the control 
group, the latter mean value being below 50 points, 
which means that both CRS patients and HF patients 
without renal impairment had a significant physical 
and mental burden. Except for mental health com-
ponent, quality of life indices had statistically signifi-
cant differences between groups.

As a result, SF-36 scores for PF, PRF, BP, GHP, 
VT, SRF, ERF, and MH parameters in patients with 
HF and associated renal disease were: 9.04 ± 1.32; 
17.31 + 3.45; 21.39 ± 1.99; 15.71 ± 2.04; 15.06 ± 1.56; 
25.49 ± 2.84; 33.78 ± 4.61 and 51.03 ± 1.54. The mean 
general health score was 23.6. In the group without 
CRS, scores for the same parameters were: 15,39 ± 
2,16; 23.91 ± 3.88; 26.51 ± 2.54; 20.70 ± 2.29; 18.59 
± 2.23; 31.49 ± 2.96; 39.06 ± 4.73 and 53.31 ± 1.95 
respectively. The mean general health score was 28.62.

It is evident that the quality of life in the main 
group patients with HF and kidney disease is much 
lower compared to control group patients, with HF 
but no kidney disease. Comparative analysis results of 
the mean PF value in patients with CRS and without 
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it were the following: 9.04±1.32 vs. 15.39±2.16 (p < 
0.001). The gap between scales was 6.35 for PF and 
6.6 for PRF, indicating that in patients with renal 
impairment on top of HF, the negative impact on 
quality of life is explained by physical activity limita-
tions, work or other daily activities capacity reduction 
resulting from physical health.

The performed physical activity mean value, ac-
cording to the Physical Functioning Scale, was signifi-
cantly dependent upon cerebral natriuretic peptide 
level and LVEF, but not influenced by patient’s age. 
The Physical Role Functioning (PRF) Scale, including 
items that underline whether there is a reduction in 
working time, limitations in the nature of work, or 
whether there is difficulty in performing daily activi-
ties, found out that some patients reduced the num-
ber of activities, as well as limited the nature of their 
work. A statistically significant difference (p <0.01) in 
patients with CRS (17.31 ± 3.45) and in those without 
CRS (23.91 ± 3.88) was found upon evaluation of the 
previous scale. We found a moderate, inverse, statisti-
cally significant correlation with NT pro-BNP level (r 
= 0.35, p <0.001), HF degree (r = 0.27; p <0.05) and 
age (r = 0.25, p <0.05); a moderate, direct correlation 
with patient’s mobility level (r = 0.49, p <0.001), vital-
ity level (r = 0.57, p <0.0001) and mild correlation 
with eGFR (r = 0.24, p <0.05).

Statistical analysis of bodily pain severity (BP) 
scale data showed a statistically significant difference 
(p <0.01) between study groups – patients with re-
nal impairment (21.39 ± 1.99) and HF patients with-
out renal impairment (26.51±2.54). As a result of 
Pearson’s correlation analysis, we noted a moderate, 
inverse, statistically significant correlation with NT 
pro-BNP level (r = 0.46; p <0.001) and HF degree (r 
= 0.4; p <0.001) and a mild, direct correlation with 
patient’s mobility level (r = 0.36, p <0.001) and eGFR 
(r = 0.29, p <0.05)

The general health scale (GH), i.e. assessment of 
one’s own health, in study group patients was 70%, 
considered to be mediocre. No patient perceived 
general health as „very good“. The perception of 
their own health was an equally important param-
eter included in this questionnaire (GH), reflecting 
patients’ quality of life: in patients with CRS, score 
values were 21.39±1.99, compared to patients with-
out CRS – 26.51±2.54, the difference being statisti-
cally significant (p <0.01). In the study group, general 
health status correlated with NT proBNP levels (r = 
0.43, p <0.001), a statistically significant inverse corre-
lation. We found a mild correlation with age (r=0.25, 
p< 0.05), mobility degree (r=0.32; p< 0.01), physical 
role functioning (r=0.27, p<0.05), and social role 
functioning (r=0.56, p<0,001). When it came to pain 
intensity (r=0.27, p<0.05) and stress intensity (-0.229 

0.0478), we found inverse, mild, statistically signifi-
cant correlations. The degree of renal impairment in 
the study group did not significantly affect general 
health status and eGFR (r = 0.13, p<0.26).

The vitality scale (VT) showed that vitality and 
energy were seldom or never felt by patients with 
heart failure, with or without SCR, with fatigue or 
exhaustion predominance. The comparison of energy 
level between the main group (15.06±1.56) and the 
control group (18.59± 2.23) was statistically signifi-
cant (p <0.001). In the study group, vitality correlated 
inversely, statistically significant with NT proBNP lev-
els (r = 0.37, p<0.001). Statistically significant mild 
correlations were observed with LVEF (r = 0.29, p 
<0.01), patient mobility degree (r = 0.40, p <0.01), 
physical functioning (r = 0.34, p <0.01), social role 
functioning (r = 0.65, p <0.001), and emotional role 
functioning (r = 0.57, p <0.001).

The social role functioning (SRF) scale demon-
strated that physical health status or emotional prob-
lems affected everyday social activities with family, 
friends, neighbors, and during the last 4 weeks there 
have been times when physical or emotional health 
has affected social activities (such as visiting friends, 
relatives). Scale values for the extent and frequency 
of social activity obstacles due to physical and emo-
tional problems showed statistically significant dif-
ference in patients with HF with or without renal 
impairment (25.49 ± 2.84 and 31.49 ± 2.96, p>0.05). 
Correlation analysis, according to Pearson method, 
revealed a high statistically significant correlation 
with vitality degree (r = 0.76, p <0.001), pain level (r 
= 0.77, p <0.001) <0.001), physical activity (r=0.63, p 
<0,001) and emotional state (r = 0.66, p <0.001). A 
mild, inverse correlation (r=0.33, p <0.01) with HF 
degree was also identified.

Emotional role functioning (ERF) in patients 
with HF with renal impairment had a scale value of 
33.78±4.61, while in patients with HF with no eGFR 
reduction, the value was 39.06±4.73, the difference 
being statistically significant (p <0.001).

Mental health (MH) scale had „sometimes’ as 
the main response, patients feeling depressed for a 
long time, in particular patients from the first and 
second study groups. Feelings of nervousness and de-
pression in patients with or without CRS did not re-
veal a statistically significant difference (51.03 ± 1.54 
vs. 53.31 ± 1.95, p>0.05). The feeling of nervousness 
and sadness in the main group patients with CRS 
moderately correlated with exhaustion (r = 0.57, p 
<0.001), general health (r = 0.55, p <0.001) and social 
role functioning (r=0.4, p <0.001). Mild, statistically 
significant, inverse correlations were observed for fi-
nancial state (r = 0.24, p <0.05) and stress intensity (r 
= 0.37, p <0.001).
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In this way, our data show that, in HF patients 
with renal impairment, routine physical activities per-
formed over the course of the day have a more direct 
impact on working capacity compared to patients 
without renal impairment, by reducing the time dedi-
cated to work or other activities due to fulfillment 
difficulties. The study group had also a more pro-
nounced impairment of vitality state and emotional 
state manifested through depression, restlessness and 
unhappiness.

Thus, CRS influences the patient’s psycho-emo-
tional and physical status significantly contributing 
to motor physical disturbances.

General Well-Being Index (GWB)

Chronic presence of cardiovascular and renal 
symptoms, such as progressive dyspnea, edema, 
chronic pain, impair patients’ quality of life under 
several aspects, as highlighted by SF-36 question-
naire. Indeed, they create an impediment not only 
in performing routine daily activities and having an 
active lifestyle, but also, being permanent, they have 
a negative impact on patients’ psychological state. 
This fact led us to assess this quality of life indicator 
as well, determined by disease impact on the general 
well-being psychological status, that was evaluated 
by means of the General Well Being (GWB) generic 
questionnaire. It involved evaluation of six impact 
areas: anxiety, depression, general health status, 
well-being, self-control and vitality. The results were 
interpreted based on a total score of 0 to 110 points, 
which was separately calculated for the two groups 
of patients.

The mean overall score for the CRS group was 
32.67 points (95% CI 29.43 –35.9) vs. 36.06 points 
(95% CI 32.09 –40.03) for the control group, both re-
sults standing for severe suffering state. Mean scores 
difference was statistically significant (p≤0.05) for 
the study group, demonstrating a more altered qual-
ity of life among patients with CRS. When dividing 
the total GWB questionnaire score into three levels, 
depending on psychological suffering severity, we ob-
tained the following distribution: severe suffering (0 
to 60 points) was present in 73 patients (93.6%) with 
CRS and 58 (87.88%) without CRS; moderate suf-
fering (61-72 points) present in 5 patients (6.4%) in 
the first group and 6 (9.1%) in the control group; no 
study patient had good psychological status (73-110 
points). Thus, we found that patients with HF and 
renal impairment have a more altered psychological 
state compared to patients without renal impairment, 
due to depression, anxiety, and reduced vitality level 
associated with both cardiac and renal dysfunctions.

Social Readjustment Rating Scale (SRRS)

Important life events, both positive (such as mar-
riage) and negative (such as death of a close friend) 
cause stress. Interpretation of stress levels is difficult 
because of great differences in each person’s ability to 
cope with it, as well as their stress-specific reactions. 
Thomas Holmes and Richard Rahe developed a ques-
tionnaire by listing common stressful events and arbi-
trarily assigning values of „life changing units“.

The mean general score for the CRS group was 
315.57±13.68 points (p = 0.72) vs. 329.97±17.07 points 
(p<0.05) in control group patients, both standing for 
high stress levels. Upon dividing the SRRS question-
naire total score in three levels depending on stress 
severity, we obtained the following distribution: light 
stress (0 to 149 points) with low probability (30%) 
(128) of developing stress-induced pathologies was 
present in 7 CRS patients (9.1%) and in 4 (6.25%) of 
those without CRS; moderate stress (150-299 points) 
with a 50% risk of developing stress-induced patholo-
gies was present in 29 patients (37.66%) from the main 
group and 22 control group patients (34.38%); intense 
stress (> 300 points) with a 80% risk of developing 
stress-induced pathologies was present in 41 patients 
(53.25%) from the main group and 38 (48.44%) from 
the control group. We have found a moderate, inverse 
correlation between stress levels estimated by SRRS 
and pain level (r = 0.49, p <0.001), vitality (r = 0.45, p 
<0.001), physical functioning (r = 0.41, p <0.001) and 
emotional state (r = 0.43, p <0.001). In addition, mild, 
inverse correlations were noted for age (r = 0.32, p 
<0.01), general health (r = 0.38, p <0.001), SF-36 social 
role functioning (r = 0.35, p <0.001).

Perceived Stress Scale (PSS-10)

The scale contains 10 statements about the state 
of stress or unpreparedness for certain requirements, 
which indicate the degree of experienced stress.

The mean general score for the CRS group was 
23.82±0.63 points (p <0.001) vs. 22.59 ± 0.57 points (p 
= 0.38) in control group patients without renal impair-
ment, both results standing for moderate stress levels. 
When stratifying PSS-10 questionnaire total score ac-
cording to stress levels, we noticed that severe stress 
(≥27 points) was present in 22 CRS group patients 
(28.57%) and 10 control group patients (15.63%). 
Even if, compared to SRRS questionnaire, stress 
level was lower, both scales showed a predominance 
of cases with increased stress levels among patients 
with CRS. We found a moderate, inverse correlation 
between stress level assessed by PPS-10 and general 
well-being index (GWB: r = 0.65, p <0.001), pain level 
(r = 0.45, p <0.001), vitality assessed by SF question-
naire (r = 0.44, p <0.001), social role functioning (r = 
0.49, p <0.001), general health (r = 0.44, p <0.001) and 
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emotional role functioning (r=0.46, p<0.001). In addi-
tion, we found a direct correlation for the stress level 
assessed by SRRS questionnaire (r = 0, 45, p <0.001) 
and social role functioning (r = 0.35, p <0.001).

Questionnaire highlighting factors diminishing 

and enhancing stress resistance (108)

The Social Readjustment Rating Scale is a simple 
and relatively objective tool for assessing stress by list-
ing important stressful events. Several psychologists 
have questioned this assessment method, stating that 
the rarity of these events cannot explain recurrent 
every day stress that people feel. This stress is caused 
by minor tensions with relatives and colleagues, such 
as hiring, litigation with a husband or colleague, lack 
of a train, etc. They think that such events could help 
counteract the negative effect of daily negative situa-
tions on an individual’s stress level.

The mean general score highlighting factors di-
minishing stress resistance was 14.92±0.35 points (p 
<0.05) for the CRS group vs. 15.51±0.43 points (p> 
0.05) for the control group. The mean general score 
highlighting factors enhancing stress resistance was 
18.53±0.43 points (p> 0.05) for the CRS group and 
16.97±0.44 points (p> 0.05) for the control group. 
The results confirm SF-36, GWB and SRRS ques-
tionnaire data, the recorded stress level being lower 
in CRS subjects compared to those without CRS. It 
should be pointed out that in the CRS group, stress 
resistance enhancing factors were more frequent, but 
with no significant impact on general health (r = 0.22, 
p> 0.05). A significant correlation with perceived 
stress was noted (r = 0.43, p <0.001).

CONCLUSIONS

In most patients with HF, quality of life indices 
was diminished, being more noticeable in the CRS 
group. Patients with HF and renal impairment had a 
more altered psychological state compared to patients 
without renal impairment, due to depression, anxi-
ety, and reduced vitality associated with both cardiac 
and renal dysfunctions. The assessed stress level was 
lower in subjects with CRS compared to those with-
out it. Stress resistance enhancing factors were more 
frequent in the CRS group. CRS influences patient’s 
status significantly, especially contributing to motor 
physical disturbances.
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