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RESUMO

Introducdo: O Transtorno Depressivo Maior (TDM) é uma condicdo médica
caracterizada por anormalidades de afeto, humor e alteragdes nas funcgdes cognitivas,
trazendo diversos prejuizos ao dia-a-dia do individuo. Muitos sdo os tratamentos
utilizados para o TDM, sendo os de maior evidéncia os medicamentos antidepressivos
e as psicoterapias. No entanto, mais da metade dos pacientes continuam apresentando
sintomas apds a primeira intervencdo terapéutica, necessitando de tratamentos
complementares. A atividade fisica (AF) e o exercicio fisico (EF) podem figurar como
potenciais alternativas complementares aos tratamentos tradicionais, auxiliando na
reducdo dos sintomas depressivos e contribuindo com uma melhora da qualidade de
vida. Entretanto, pessoas com TDM apresentam uma baixa adesdo a programas e
intervengdes envolvendo AF. Dessa forma, compreender as barreiras, os facilitadores e
os fatores clinicos e socio-demograficos associados a pratica de AF, de esportes e de

EF em pessoas com TDM sdo essenciais.

Métodos: Essa dissertacdo € composta por dois artigos. O primeiro artigo descreve 0s
correlatos clinicos e socio-demograficos da pratica de esportes e exercicios em
pacientes com TDM em atendimento ambulatorial no Programa de Tratamento de
Transtornos de Humor (PROTHUM), do Hospital de Clinicas de Porto Alegre (HCPA).
O segundo artigo descreve as potenciais barreiras, facilitadores e correlatos a pratica de
AF em pacientes com TDM, participantes de um ensaio clinico randomizado realizado
no mesmo PROTHUM, HCPA.

Resultados e Consideragfes Finais: Artigo 1: Participantes com menos sintomas
somaticos no HAM-D (OR = 3,69; IC95% 1,39; 9,78; p = 0,008), com menor
comprometimento do desempenho no BDI (OR = 3,61; 95% 1,47; 8,85; p = 0,005) sdo
mais propensos a praticar esportes e exercicios. Pacientes com depressdo leve de acordo
com HAM-D (OR = 2,42; 1C95% 1,00, 5,88; p = 0,04) ou leve a moderada segundo o
BDI (OR = 3,96; 1C95% 1,41, 11,15; p = 0,009) sdo mais propensos a se envolver
regularmente em esportes e exercicios. Tabagismo (OR = 0,23, 95% 0,80, 0,67, p =
0,007) e ser divorciado (OR = 0,22, IC 95% 0,57, 0,86, p = 0,03) estdo ligados ao menor

engajamento em esportes e exercicios. Nossos achados indicaram que fatores clinicos e



demogréficos estdo significativamente associados com participacdo de esportes e pratica

de exercicios entre pacientes ambulatoriais com TDM.

Artigo 2: Pacientes ambulatoriais com TDM perceberam mais beneficios do que
barreiras a pratica de AF. Os beneficios mais percebidos do exercicio foram
Desempenho Fisico (média = 3,00; DP = 0,3) e a barreira mais percebida foi Esfor¢o
Fisico (média = 2,95; DP = 0,4). Os beneficios apresentam média = 2,82 (0,1) e as
barreiras a média = 2,47 (0,2). Nas subescalas, Melhoria de Vida (r = -0,337; p = 0,009),
Desempenho Fisico (r = -0,348; p = 0,007), Perspectiva Psicologica (r = -0,364; p =
0,005), Interagdo Social (r = - 0,317; p = 0,015) e Saude Preventiva (r = -0,352; p =
0,007) foram inversamente correlacionados com os escores do BDI. Passos por semana
e Esforco Fisico foram inversamente correlacionados (r = - 0,351; p = 0,031) e Passos
por Dia e Tempo Gasto foram positivamente correlacionados (r = 0,321; p = 0,049). A
avaliacdo de correlatos clinicos e demogréficos € relevante para o desenvolvimento de
estratégias para aumentar os niveis de AF em individuos deprimidos, ajudando a

diminuir os sintomas depressivos e melhorar a salde.

Palavras-Chave: Atividade Fisica; Barreiras; Correlatos; Exercicio; Esportes;

Facilitadores; Transtorno Depressivo Maior;



ABSTRACT

Introduction: Major Depressive Disorder (MDD) is a medical condition that may
include affection abnormalities, mood changes and cognitive impairment, resulting in
various damages to the individual's daily life. Many are the treatments used for MDD,
however, the most common are psychotherapies allied to the use of drugs. Although
widely used, more than half of the patients continue to present symptoms after the first
therapeutic intervention, requiring complementary treatments. Thus, physical activity
(PA) and exercise may be an interesting complementary alternative, helping to reduce
depressive symptoms and contributing to an improvement in quality of life. However,
individuals with MDD tend to have low adherence to programs and interventions
involving PA, evidencing the need to use new alternatives and strategies to obtain an
increase in their practice. Therefore, identifying and exploring the barriers and
facilitators and the clinical and socio-demographic correlates that prevent or contribute
to adherence to the practice of PA in these patients can be extremely relevant.

Methods: This dissertation is composed of two articles. The first article describes the
clinical and socio-demographic correlates of sports and physical exercise in patients
with MDD in outpatient care at the Program of Mood Disorders Treatment
(PROTHUM), Hospital de Clinicas, Porto Alegre (HCPA). The second article describes
the potential barriers, benefits and correlates to the practice of physical activity in
patients with MDD, participants of a randomized clinical trial performed in the same
PROTHUM, HCPA.

RESULTS AND CONCLUSION: Article 1: Participants with fewer somatic
symptoms on the HAM-D (OR = 3.69; 95% CI 1.39, 9.78; p = 0.008), with less
performance impairment in BDI (OR = 3.61; 95% 1.47, 8.85; p = 0.005) are more likely
to engage in sport and exercise. Patients with mild depression according to HAM-D
(OR =2.42; 95% CI 1.00, 5.88; p = 0.04) or mild to moderate according to the BDI (OR
= 3.96; 95% CI 1.41, 11.15; p = 0.009) are more likely to engage regularly in sport and
exercise. Smoking (OR = 0.23, 95% 0.80, 0.67, p = 0.007) and being divorced (OR =
0.22, 95% CI 0.57, 0.86, p = 0.03) are linked to lower engagement in sports and
exercise. Our findings indicated a significant association between clinical, demographic

factors, and sports and exercise participation among outpatients with MDD.



Article 2: Outpatients with MDD perceived more benefits than barriers to the practice of
PA. The evaluation of clinical and demographic correlates is relevant for the
development of strategies to increase PA levels in depressed individuals, helping to
decrease depressive symptoms and improve health. The most perceived benefit from
exercise were Physical Performance (mean= 3.00; SD=0.3) and the most perceived
barrier were Physical Exertion (mean=2.95; SD=0.4). The benefits present a mean =
2.82 (0.1) and the barriers a mean = 2.47 (0.2). In sub-scales, Life Enhancement (r = -
0.337; p=0.009), Physical Performance (r = -0.348; p=0.007), Psychological Outlook
(r=-0.364; p=0.005), Social Interaction (r = -0.317; p=0.015) and Preventive Health (r =
-0.352; p=0.007) were inversely correlated with BDI scores. Steps per Week and
Physical Exertion were inversely correlated (r = - 0.351; p=0.031) and Steps per Day
and Time Expenditure were positively correlated (r = 0.321; p=0.049).

KEYWORDS: Barriers; Benefits, Correlates; Exercise; Major Depressive Disorder;
Sports; Physical Activity;
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Apresentacao

Este trabalho consiste na dissertacdo de mestrado intitulada "Barreiras,
facilitadores e correlatos da pratica de atividade fisica em pacientes com Transtorno
Depressivo Maior™ apresentada ao Programa de POs-Graduacdo em Psiquiatria e
Ciéncias do Comportamento da Universidade Federal do Rio Grande do Sul (UFRGS),
em marco de 2019. O trabalho é apresentado em oito partes, na ordem que segue:

1. Introdugéo;

2. Base Teorica e Revisdo de Literatura;

3. Objetivos;
4. Hipoteses;
5. Artigo 1,
6. Artigo 2;

7. Considerag0es Finais;

8. Referéncias;
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1. Introducéo

O Transtorno Depressivo Maior (TDM) é um transtorno de curso crénico, de alta
prevaléncia (1), associado a diminuicdo da qualidade de vida, a morbidade ea
mortalidade (2, 3). A depressdo figura, globalmente, entre as cinco maiores causas de
anos vividos com incapacidade (4) e segundo a Organizacdo Mundial da Satde (OMS),

a projecdo é de que, até 2030, seja a principal causa (5).

Muitos sdo os tratamentos utilizados para o TDM, porém, 0s mais comuns Sao
medicamentos antidepressivos usados isoladamente ou associados a psicoterapia.
Apesar de serem a base do tratamento, frequentemente apresentam respostas
insuficientes ou insatisfatorias. Segundo Culpepper et al. (2015), todos o0s
antidepressivos tém taxas de eficacia semelhantes, mas a resposta entre 0s pacientes
varia (6). Por exemplo, a taxa de remissdo na primeira tentativa ndo € maior do que 20%
em 14 semanas. Na segunda tentativa, com doses maiores ou trocas ou combinagdes de
outros farmacos, as taxas de remissdo chegam a apenas 30% (7).

A participacdo e manutencdo de atividade fisica (AF) regular foi reconhecida
como um dos mais importantes comportamentos saudaveis em prevenir o aparecimento
ou reduzir a severidade de muitas doencas crénicas (8). Além disso, em pacientes com
TDM, a AF estruturada colabora com a reducdo dos sintomas depressivos (9) e pode ser
considerada uma interessante aliada. Seus beneficios ainda incluem fatores biol6gicos,
como maior rotatividade de neurotransmissores, aumento de endorfinas ou fatores
neurotréficos, reducdo nos niveis de cortisol e alteragdes no metabolismo da

quinurenina, entre outros (10).

No entanto, apesar dos inimeros beneficios apontados pela pratica regular de
AF, a inatividade fisica (IF) vem sendo apontada como uma pandemia global,
contribuindo para uma carga substancial de doencas e prejuizos econémicos (11).
Apesar de os niveis de AF variarem significativamente entre paises e regides, paises de
média e baixa renda ainda apresentam a maior carga global de IF (11). O
desenvolvimento econdmico e a urbanizacdo levam a estilos de vida menos ativos,
gerando um aumento da prevaléncia de IF e, consequentemente, um aumento da
prevaléncia de doencas cronicas, conforme apontam estudos realizados no Brasil (12).

Entretanto, a IF é considerada um fator de risco modificAvel para doengas
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cardiovasculares e para uma variedade cada vez maior de outras doencas, incluindo
diabetes mellitus, cancer (célon e mama), obesidade, hipertensdo, doengas Osseas e
articulares (osteoporose e osteoartrite) e depressao (13, 14).

Outros aspectos relevantes relacionados a AF sdo a evasdo e a baixa adesdo a
sua préatica. Sperandei et al. (2016), em um estudo onde foi analisada a ades&o a prética
de AF dentre individuos matriculados em uma academia na cidade do Rio de Janeiro,
apontaram que 63% dos novos membros abandonardo as atividades antes do terceiro
més e menos de 4% permanecerdo por mais de 12 meses em atividade continua. Idade,
nivel prévio de AF, indice de massa corporal (IMC) inicial e motivacGes relacionadas a
perda de peso, hipertrofia, salde e estética estdo relacionados ao risco de abandono.
Combinadas, essas variaveis representam uma importante diferenca na probabilidade de
abandonar a academia entre individuos com a melhor e pior combinacéo de variaveis. O
estudo ainda apontou que o perfil de alunos que mais aderiu a préatica de AF teriam
idade acima de 35 anos, individuos ativos, ndo motivados pela perda de peso e
motivados por hipertrofia, satde e estética. O perfil de alunos que menos aderiram a
pratica de AF seriam individuos com idade até 25 anos, nunca engajados em AF antes,

motivados pela perda de peso e ndo motivados por hipertrofia, salde ou estética (15).

Glowacki et al. (2018), em uma revisdao de escopo, aponta que a Associagdo
Americana de Psiquiatria (2010) identifica que o EF pode ser usado como uma
monoterapia para depressdo leve na fase aguda (16). Nessa linha, Schuch et al. (2018),
em uma recente meta-analise, apontam que niveis mais altos de AF oferecem um efeito
protetor no desenvolvimento da depressdo futura para pessoas de todas as idades
(jovens, adultos em idade ativa e idosos) e em diferentes regibes geograficas (17).
Contudo, muitas séo as barreiras e os facilitadores para a pratica e adesdo a programas
de AF. Pacientes com TDM podem ter dificuldade para iniciar e manter uma rotina de
exercicios em decorréncia da natureza dos sintomas depressivos, tais como fadiga,
indecisdo, baixa auto-estima, perda de interesse ou prazer e falta de sono. Pessoas com
depressdo, com niveis mais elevados de ansiedade e menores niveis de aptiddo podem
estar em risco particular para exercer a ndo adesdo ao EF (18). De acordo com Pollock
(2001), estudos que busquem compreender quais sdo essas barreiras e facilitadores sao
fundamentais para melhor compreensdo do fenémeno, possibilitando, em um segundo
momento, o desenvolvimento de estratégias para a promo¢do de AF, desenhadas

conforme as barreiras mais citadas (19). Em individuos com TDM, alguns estudos
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relatam diversas dificuldades em relacdo a aderéncia a intervengdes (20, 21, 22). Schuch
e Fleck (2013), apontam que duas das maiores dificuldades do uso de exercicio como
tratamento para pacientes deprimidos s&o a aceitacdo inicial e a adesdo aos regimes de
exercicio (22). Os autores ainda sugerem que o uso de abordagens cognitivas e
motivacionais mais flexiveis e estratégias abrangentes podem ser Gteis no aumento e
manutencdo do exercicio em pacientes deprimidos (22). Em um estudo com pacientes
esquizofrénicos, Rastad et al. (2014) apontam que sentir-se mentalmente indisposto,
com humor deprimido, ansiedade e/ou ataques de panico foram comumente
mencionados como obstaculos para a pratica de AF (23). Entretanto, em pacientes com
TDM, ndo foram encontrados estudos sobre barreiras e facilitadores para a pratica de
AF. Dessa forma, esse estudo objetiva preencher essa lacuna na literatura, identificando
os fatores socio-demografios e seus correlatos que possam elucidar tais barreiras e

facilitadores.

2. Base Teorica e Revisao de Literatura

2.1 Atividade Fisica e Exercicio Fisico: conceitos gerais e evidéncias.

AF e EF, apesar de parecerem ser 0 mesmo conceito, sdo construtos diferentes.
A AF ¢ definida como todos os movimentos do corpo causados pela contracdo dos
musculos esqueléticos, resultando em maior gasto de energia (24), enquanto que o EF é
0 subconjunto de atividades planejadas e estruturadas, que tem como objetivo manter ou
melhorar os componentes da aptiddo fisica (24).

Ao longo dos anos, a utilizacdo de AF e EF como tratamento auxiliar em
diversos tipos de patologias vem ganhando importancia. Na literatura encontramos
evidéncias de estudos antigos que ja indicavam essa tendéncia (25). Entretanto, é
importante falarmos sobre a utilizagdo de diretrizes para a sua prética e as orientagdes
sobre conceitos de saude qua estas apresentam. Normalmente desenvolvidas por
agéncias governamentais e/ou instituicdes internacionais, as diretrizes de
recomendacdes, conhecidas como Guidelines, sugerem a realizagdo de uma dose

minima de esforco fisico e visam oferecer aos gestores publicos, aos profissionais da
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area da saude e a populacdo em geral, informacdes de extrema relevancia. Dentre elas, o
American College of Sports and Medicine (ACSM) figura como uma das diretrizes mais
utilizadas, sendo amplamente difundida em todo o mundo (26, 27).

O Brasil ndo possui diretrizes especificas para a pratica de AF e suas
recomendagdes; entretanto, a Sociedade Brasileira de Atividade Fisica e Salde
(SBAFS) utiliza como base as diretrizes que a OMS apresenta no Global
Recommendations on Physical Activity for Health (28), do ano de 2010, oriundas do
ACSM, e que tem como objetivo principal a prevencdo de doencas através da
implementacdo da AF em nivel populacional. Para adultos entre 18 e 64 anos, a AF
recomendada por essas diretrizes inclui também atividades recreativas ou de lazer,
deslocamentos, atividades ocupacionais, tarefas domésticas, jogos, esportes, e exercicio
fisico planejado, dentro do contexto das atividades cotidianas, familiares e comunitarias
(27, 28).

Com base nas diretrizes do ACSM, a segunda edicdo do Physical Activity
Guidelines for Americans, edigéo de 2018, aparece com grande frequéncia na literatura
(29) e propoém que: a) individuos adultos devem realizar pelo menos 150 minutos de
AF em intensidade moderada por semana 75 minutos de AF aerdbica semanal em
intensidade vigorosa, ou ainda uma combinacdo equivalente de atividade aerdbica de
intensidade moderada a vigorosa; b) a atividade aerdébica deve ser realizada em periodos
de pelo menos 10 minutos de duracdo; c) para beneficios adicionais a salde, os
individuos devem aumentar seu nivel de AF aerébica para 300 minutos por semana, ou
envolver-se em 150 minutos de EF de intensidade vigorosa, ou ainda, uma combinacéo
equivalente de atividade de intensidade moderada e vigorosa (26, 27, 29). A ACSM
ainda sugere que programas de exercicios regulares, incluindo treinamento
cardiorrespiratorio, resisténcia e flexibilidade sdo fundamentais para a maioria dos
adultos, melhorando a forma fisica e a salde dos mesmos (26, 27). A diretriz ainda
aponta que programas de exercicios devem ser modificados de acordo com a AF
habitual, a funcéo fisica, o estado de saude, as respostas aos exercicios e as metas
desejadas de cada individuo (26, 27). Ambas diretrizes sugerem que individuos adultos
devem realizar atividades de fortalecimento muscular em dois ou mais dias por semana.
Individuos com condi¢des cronicas ou deficiéncias, que estejam aptos, devem seguir as
principais orientagdes para adultos e fazer tanto atividades aerobicas quanto atividades
de fortalecimento muscular (26, 27, 29). As diretrizes ainda apontam que tanto a AF

15



aerobica, quanto as atividades de fortalecimento muscular sdo benéficas, possibilitando
um maior bem-estar em pessoas fisicamente ativas, promovendo melhoras no sono e
reduzindo o risco de doencas (26, 27, 29). Os gastos com cuidados em salde, nos
Estados Unidos, chegam as cifras de 117 bilhdes de ddlares anuais e cerca de 10% da
taxa de mortalidade prematura esta associada a AF inadequada (26). Nesse sentido, ser
fisicamente ativo e estar envolvido em algum de tipo de AF pode ser considerada uma
alternativa simples, de baixo custo e que pode ser realizada por individuos de todas as
idades, resultando em indmeros beneficios a saide. As diretrizes ainda ressaltam
beneficios para a satde do cérebro, incluindo possiveis melhoras na funcdo cognitiva,
reducdo da ansiedade e risco de depressdao, melhora do sono e da qualidade de vida (26,
27, 29). Ainda, em individuos portadores de doengas cronicas, pode haver reducdo do
risco de mortalidade especificas da doenca, melhora da funcdo fisica e

consequentemente, uma melhora também, da qualidade de vida (26, 29).

Em uma revisdo sistematica e meta-analise de estudos de coorte prospectiva, que
tinha como objetivo determinar se uma baixa dose de AF de intensidade moderada a
vigorosa era eficaz na reducdo da mortalidade em participantes com mais de 60 anos,
foram encontrados alguns achados interessantes (30). Dados de nove estudos de coorte,
incluindo um total de 122.417 participantes, seguidos por 9,8 + 2,7 anos, apontaram 0
registro de 18 122 6bitos (14,8%). No estudo, foi encontrado que uma dose baixa de AF
moderada a vigorosa resultou em uma reducdo de 22% no risco de mortalidade (RR =
0,78 (IC 95% 0,71 a 0,87) p <0,0001). Além disso, doses de AF além desse limiar
trouxeram beneficios adicionais, alcancando uma reducdo de 28% na mortalidade por
todas as causas em idosos que seguiram as recomendacfes (RR = 0,72 (IC 95% 0,65 a
0,80)p <0,0001) e uma reducdo de 35% para além de 1000 MET-min por semana (RR =
0,65 (IC 95% 0,61 a 0,70) p <0,0001) (30).

A literatura também apresenta algumas evidéncias relevantes em relacdo ao
comportamento sedentario na populacdo em geral. Entender os héabitos de vida e o
contexto em que se inserem essas pessoas, parecem ser alternativas necessarias para o
entendimento do seu funcionamento. Leask et al. (2015), em um estudo transversal,
analisaram o comportamento sedentario em adultos idosos, encontrando alguns achados
interessantes. Trinta e seis participantes foram avaliados por 52 dias e gastaram em
média, 70.1% do tempo sedentario em casa, 56.9% do tempo sedentario estando

sozinhos, e ainda, os achados mostraram que 46.8% do tempo sedentario ocorreu no
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turno da tarde. O lazer foi apontado como a razdo mais frequente para 0 comportamento
sedentério nestes individuos (49.2% do tempo sedentério) e ocorreu predominantemente
quando estes estavam sozinhos (31). Em uma revisdo sistemética, foi analisado o
comportamento sedentario em criangas e adolescentes, em adultos acima dos 18 anos e
em grupos de adultos com idades variadas. Apenas oito estudos foram incluidos
investigando o comportamento sedentario nos adultos acima dos 18 anos. Neste grupo,
as evidéncias encontradas indicaram uma relagdo entre comportamento sedentério e
mortalidade por todas as causas, fatais e ndo fatais, de doenca cardiovascular, diabetes

tipo 2 e sindrome metabdlica (32).

Um estudo robusto, envolvendo uma andlise conjunta de 358 inquéritos de base
populacional, com 1.9 milhdes de participantes, entre os anos de 2001 a 2016, analisou
as tendéncias mundiais da pratica insuficiente de AF. Os achados foram interessantes: a
prevaléncia global padronizada por idade, de AF insuficiente, foi de 27.5% em 2016,
com uma diferenca entre homens e mulheres de 8% (23:4%, 21-1-30-7 homens X
31-7%, 28-6-39-0 em mulheres). O estudo também mostrou, que em 2016, os niveis
mais altos de AF insuficiente foram em mulheres na América Latina, no Caribe (43,7%,
42,9-46,5), sul da Asia (43,0%, 29,6-74,9) e em paises ocidentais de alta renda (42,3%,
39,5-15,4). Enquanto que neste mesmo periodo, 0s niveis mais baixos de AF
insuficiente foram em homens da Oceania (12,3%, 11-217,7), leste e sudeste da Asia
(17,6 %, 15 - 7-23 - 9) e Africa Subsaariana (17,9%, 15,1-20 - 5). Ainda em 2016, a
prevaléncia de AF insuficiente foi duas vezes maior nos paises de alta renda (36,8%,
35,038,3%) do que nos paises de baixa renda (16,2%, 14,9-9,9) e os achados indicaram
ainda, que ao longo do tempo, a AF insuficiente aumentou nos paises de alta renda
(31:6%, 27-1-37-2, in 2001). O estudo incluiu adultos acima dos 18 anos de idade e 0s
niveis de AF insuficientes foram definidos por aqueles que ndo realizaram as
recomendacdes das diretrizes da OMS. Os achados ainda apontaram que, em 2016, o
Brasil apareceu com a maior prevaléncia de AF insuficiente dentre os paises da América
Latina, com uma prevaléncia de 47% (38-9-55-3) (33).

2.2 Impacto da Atividade Fisica e do Exercicio Fisico na Saude Mental e no

Transtorno Depressivo Maior
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Atualmente, robustas evidéncias apontam os beneficios da AF e do EF tanto para
a saude fisica como para a saude mental de individuos com doenca mental (34). Em se
tratando de depressdo, as evidéncias para o EF como tratamento alternativo avangaram
consideravelmente nos ultimos 30 anos (35), e diretrizes de tratamento passaram a
propor o exercicio como estratégia terapéutica para 0 manejo de sintomas depressivos
(36). Segundo Trivedi et al. (2011), género e histéria familiar de doenca mental
interagem moderando os efeitos antidepressivos do exercicio, mostrando que o0
exercicio pode ser mais eficaz para mulheres sem historia familiar de doenga mental
quando comparado a mulheres com histéria familiar de doenca mental (37). Apesar
disso, examinar os efeitos do exercicio em diferentes grupos de idade e quantificar a
quantidade necessaria de dose de exercicios para diminuir os sintomas depressivos é de
extrema importancia. Em um ensaio clinico randomizado, foi testada a eficicia do
exercicio no tratamento da TDM , entre leve e moderada, e a relacdo da dose resposta
do exercicio na reducdo dos sintomas depressivos (38). Neste estudo, que incluiu
predominantemente mulheres (81%), os pacientes foram randomizados em quatro
grupos que receberam exercicio aerobico como tratamento (grupo intervencao), que
variou entre o total de energia gasta (7 Kcal/Kg/semana - baixa dose ou 17.5
Kcal/Kg/semana - alta dose) e frequéncia que variou entre 3 a 5 dias por semana. Havia
ainda um quinto grupo (controle) que recebeu somente exercicio placebo (3 dias por
semana de exercicios para flexibilidade). A dose de 17.5 Kcal/Kg/semana foi
considerada consistente com as recomendacdes de saude publica para AF e foi chamada
de "Dose de Saude Publica" (DSP). O estudo apresentou alguns resultados importantes:
o principal efeito do gasto de energia na reducdo da pontuacdo na HAM-D, apés 12
semanas de intervengdo, foi significativo. Os pacientes que realizaram a dose
considerada alta, a DSP, apresentaram uma reducdo de 47% na pontuagdo da HAM-D;
pacientes que realizaram a baixa dose apresentaram uma reducdo de 30%; e pacientes

do grupo controle apresentaram uma reducao de 29% (38).

Alguns achados na literatura j& apontaram que pacientes em cuidados de saude
mental tendem a ser fisicamente inativos, fato que pode explicar o aumento da
prevaléncia de diabetes tipo 2, morbidade e mortalidade cardiovasculares entre esses
individuos (39). Nesse sentido, Nyboe et al. (2013) realizaram um estudo onde foram

comparados dois grupos distintos. Um grupo composto por controles saudaveis (N=28)
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e 0 outro grupo composto por pacientes com doenca mental severa (N=47). Dentre 0s
achados do estudo, individuos com doenga mental severa apresentaram niveis de AF
estatisticamente significativos mais baixos em comparagdo com controles saudaveis
(P<0,0001), indicando um nivel preocupantemente baixo de AF entre estes pacientes.
Devido aos achados do estudo e dada a perspectiva de longo prazo da doenga mental
grave, 0s autoresdestacam, que em estudos futuros, poderia ser de grande
relevanciacomparar pacientes psiquiatricos com pacientes com doenca somaética de
longa duracdo. Os autores ainda apontam que devido as graves consequéncias da
inatividade fisica, manter ou aumentar os niveis de AF é uma alternativa de grande

relevancia no tratamento psiquiatrico e na reabilitacdo (40).

Schuch et al. (2016), em uma meta-analise, também investigaram a complexa
relacdo entre comportamento sedentario e niveis de AF, mas em pacientes com TDM
(41). Vinte e quatro estudos foram incluidos na andlise final, composta por 2.901
individuos com TDM (78.4% mulheres e média de idade de 48.5 anos). Os autores
calcularam a média de minutos gastos com AF e comportamento sedentario por dia e 0s
principais resultados encontrados foram os seguintes: os individuos apresentaram uma
média de 126 minutos por dia engajados em qualquer AF (95% CI 91.9 to 160.4); 9
minutos por dia em AF leve (95% CI 90.6 to 189.3); 3 minutos por dia em AF
moderada (95% CI 42.7 to 79.8); 6 minutos por dia em AF moderada a vigorosa (95%
Cl 27.4 to 47.9); 3 minutos em AF vigorosa (95% CI 2.5 to 8.1) e 8.5 horas sedentarias
por dia (95% CI 7.4 to 9.6). O estudo apontou, ainda, que 67.8% dos individuos ndo
cumpriu a recomendacdo do ACSM de 150 minutos de AF semanais, indicando que
pacientes com TDM se engajam em baixos niveis de AF (38). Em comparacdo entre
pacientes com TDM e individuos controle saudaveis, o estudo apontou que pacientes
deprimidos gastaram significativamente menos tempo realizando qualquer tipo de PA,
apresentando uma diferenca média de 11,6 minutos; foram sedentérios por
significativamente mais tempo por dia, apresentando uma diferenca média de 0,2 horas
(ou 12 minutos); e que estes pacientes foram considerados significativamente menos
provaveis a atender as recomendacdes de 150 minutos semanais de AF comparado com
individuos controle saudaveis (odds ratio: 1,5). Dessa forma, os achados do estudo
indicam que pessoas com TDM estdo 50% mais propensas a ndo atenderem as

recomendacdes de diretrizes de AF (41).
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Em um artigo de debate, VVancampfort et al. (2015), apontaram que até mesmo a
recomendacdo das diretrizes para a pratica de AF moderada pode ser considerada
inatingivel por pacientes com doenca mental grave. Segundo opinido dos autores,
pacientes nessa condicdo ndo deveriam ser aconselhados a realizar as mesmas
recomendacdes de diretrizes de salde da populacdo em geral, e sim, serem incentivados
a pequenas mudancas de seus habitos. Recomendagdes menos ambiciosas, tais como,
passar menos tempo sentado e movimentar-se mais, podem ser alternativas simples e
eficazes. Os autores ainda apontam que profissionais de satude devem estar cientes das
dificuldades e limitacGes desses individuos, e que incentivar essas pequenas mudancas
de comportamento de AF pode trazer melhorias no atendimento a essa populagéo

especifica (42).

A AF e o EF também podem ser aliados interessantes como tratamento auxiliar
em pacientes com TDM que ndo apresentam remissdo a doenca. E o que indica um
ensaio clinico randomizado denominado TREAD (TReatment with Exercise
Augmentation for Depression), que foi realizado entre os anos de 2003 a 2007, com a
finalidade de avaliar a eficicia de duas doses de exercicio aer6bico em pacientes com
TDM ndo melancdlica, que ndo haviam remitido a doenca com o tratamento
antidepressivo, usando inibidor seletivo de recaptacdo de serotonina (ISRS). O estudo
incluiu pacientes sedentarios, homens e mulheres, entre 18 e 70 anos e que tivessem
recebido ao menos entre dois a seis meses de tratamento com ISRS (pelo menos por seis
semanas). Os pacientes foram agrupados em dois grupos. Um dos grupos realizouuma
baixa dose de exercicio aerébico por semana, de 4 Kcal/Kg/semana (4 KKW), e 0 outro
grupo realizou uma dose de exercicio aerébico de 16 Kcal/Kg/semana (16 KKW),
considerada a dose estimada para AF de intensidade moderada por dizetrizes de saude
publica. Essa segunda dose, 16 KKW, equivale a aproximadamente 150 minutos de
atividades por semana, gerando um gasto energético semanal de aproximadamente
1000-1200 kcal. Para cumprir essa dose, por exemplo, uma pessoa pesando 70 kg
precisaria atingir um gasto de 1120 kcal semanais. Ao final da intervencdo, aqueles
individuos que estavam no grupo da dose de 4 KKW apresentaram taxas de remisséo de
15,5%, enquanto que o grupo da dose de 16 KKW apresentou uma taxa de remissao de
28.3%. O estudo apontou ainda que, homens, independentemente do histérico familiar

de doenga mental, e mulheres sem historico familiar de doenca mental apresentaram
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maiores taxas de remissao (homens, 85,4%; mulheres, 39,0%) comparadas ao grupo que

fez menos atividades (homens, 0,1%; mulheres, 5,6%,) (43).

Na literatura, encontramos estudos que se propuseram a avaliar a eficacia do
exercicio como possivel tratamento antidepressivo (38). Em uma revisao sistematica e
meta-andlise, foram incluidos 41 estudos, com 1122 adultos deprimidos, em sua maioria
mulheres (63%), com idade média de 50 anos e proporcdo média de uso de
antidepressivos de 38,1%. O objetivo do estudo foi investigar as respostas dos grupos
controle dentro destes ensaios clinicos selecionados. Os grupos analisados foram de
controles néo ativos. Os achados demonstraram que 0 grupo controle experimentou uma
melhora significativa na reducgéo dos sintomas depressivos em todos os estudos (SMD -
0,920, IC 95% -1,11 a -0,729). A resposta do grupo controle equivale a uma melhoria
de -7,5 pontos no HAM-D (95% CI -10,30 a -4,89) (44).

2.3 Barreiras e Facilitadores: conceitos gerais e evidéncias

A Classificacdo Internacional de Funcionalidade, Incapacidade e Saude (CIF)
da OMS apresenta uma linguagem unificada e padronizada e uma estrutura de trabalho
para a descricdo da saude e de estados relacionados com a saude (45). A CIF é
composta por duas partes: a primeira, Funcionalidade e Incapacidade; e a segunda,
Fatores Contextuais (composta por Fatores Ambientais e Fatores Pessoais). Cada
componente pode ser expresso em termos positivos e negativos, contendo varios
dominios, e em cada dominio ha varias categorias que sdo as unidades de classificacao.
Os Fatores Ambientais sdo constituidos pelo ambiente fisico, social e atitudinal em que
as pessoas vivem e conduzem sua vida, e sdo compostos por barreiras e facilitadores. A
CIF aponta ainda, que diferentes ambientes podem impactar de maneira distinta o
mesmo individuo com uma determinada condi¢cdo de sadde. Um ambiente com
barreiras, ou com auséncia de facilitadores, pode restringir o desempenho do individuo,
bem como outros ambientes mais facilitadores podem melhorar esse desempenho. A

sociedade e o ambiente em que se vive podem limitar o desempenho de um individuo
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criando barreiras ou ndo fornecendo facilitadores, assim como também podem impactar

positivamente o comportamento deste, promovendo facilitadores (45).

Na literatura, muitos estudos de areas distintas utilizam esses conceitos na
tentativa de minimizar barreiras e promover facilitadores. Em um estudo qualitativo
recente em pacientes com insuficiéncia cardiaca, Herber et al. (2018) apontam que
conceitos de doenca representam interpretacfes cognitivas, explicacfes e previsdes do
estado de saude. O estudo objetivou descrever o desenvolvimento de uma teoria
clinicamente relevante e especifica de barreiras e facilitadores para o autocuidado em
pacientes com insuficiéncia cardiaca. Os autores apontam que apesar de evidéncias
cientificas apoiarem o autocuidado, estes individuos apresentam baixa aderéncia nesse
ponto. A partir disso, Herbert et al. (2018), utilizaram um modelo tedrico de barreiras e
facilitadores afim de melhorar a compreensdo dos enfermeiros sobre os fatores que
influenciam o comportamento de autocuidado dos pacientes. O estudo ainda aponta que,
apesar do autocuidado ser de responsabilidade do paciente, através de um modelo
teodrico de barreiras e facilitadores, enfermeiros obteriam mais ferramentas para ajudar
0s pacientes e seus familiares a aprender como monitorar e interpretar sintomas, definir

prioridades e tomar decisGes sobre seus cuidados (46).

Um estudo descritivo de protocolo, teve como objetivo identificar barreiras e
facilitadores para a participacdo de médicos em um programa de treinamento (47). Foi
utilizado neste estudo um protocolo chamado Ottawa Model of Research Use’s que
utiliza trés etapas principais: acessar barreiras e facilitadores; desenvolver e monitorar
intervencdes adaptadas a essas barreiras e facilitadores; e por ultimo, avaliar 0s
resultados. O modelo de Ottawa se baseou em um modelo mais antigo, conhecido como
Theory of Planned Behaviour, criada por lzak Ajzen, onde a intencdo é colocada como
o determinante imediato do comportamento. A intencdo é impulsionada pela vontade do
individuo e é modulada através de trés varidveis diretas: atitude, normas subjetivas e
controle comportamental percebido. A atitude é a disposicdo favoravel do individuo
para adotar um determinado comportamento e € oriunda das consequéncias do
comportamento e de julgamentos positivos e negativos sobre essas consequiéncias. As
normas subjetivas sdo a crenca do individuo de que outra pessoa ou grupo pense que ele
deve ou ndo realizar o determinado comportamento. O controle comportamental
percebido € a crencga de que determinado fator aumentara ou reduzira a dificuldade de
realizar o comportamento (48).
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As figuras dos modelos mencionados, seguem abaixo.

Figura 1. Viséo geral da CIF.

Parte 1: Funcionalidade e Incapacidade

Parte 2: Factores Contextuais

Componentes
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Figura 2. Teoria especifica da situacdo referente a barreiras (-) e facilitadores (+) para o

autocuidado em pacientes com insuficiéncia cardiaca.
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Figura 4. Theory of Planned Behaviour.
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2.4 Barreiras e Facilitadores para pratica de Atividade Fisica e Exercicio Fisico

Embora haja uma lacuna na literatura de estudos especificos sobre barreiras e
facilitadores para a pratica de AF e EF em individuoscom TDM, existem alguns

achados relevantes que podem auxiliar na compreenséo do tema.

Em um estudo transversal, da area da cardiologia, foram avaliadas as barreiras e
os facilitadores auto-reportados, em pacientes cardiacos, para a pratica de AF (49).
Foram examinadas as relacbes entre fatores pessoais (idade e género), barreiras
(sintomas, angustia ebem-estar) e facilitadores (auto-eficacia ao exercicio e bem-estar
positivo). Sessenta e quatro participantes, dentre eles, 50 homens e 14 mulheres, foram
incluidos no estudo, todos eles haviam retornado de um evento cardiaco (entre 6 a 12
meses). Os achados do estudo apontaram que idade e género representaram 14,7% da
variancia. Dentre as barreiras, anglstia e bem-estar negativo representaram um
acréscimo de 21,6% da variancia, e dentre os facilitadores, a auto-eficacia ao exercicio
foi responsavel por 7,6% da variancia para um total de 44% da variancia nos niveis de
AF reportada (49).
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Segundo Schutzer et al. (2004), os niveis de AF tendem a ir diminuindo de
acordo com a idade do individuo. Em um estudo que avaliou barreiras e motivacdes de
idosos para 0 exercicio, 0s autores apontaram que o0s baixos niveis de AF e o
crescimento da populacdo idosa nos Estados Unidos, representam um problema de
salde publica. O estudo ainda ressalta que apesar de haver uma tendéncia a0 aumento
de doencas cronicas em decorréncia do processo de envelhecimento, ser fisicamente
ativo pode alterar o curso de algumas destas doencas em individuos idosos. Os autores
destacam ainda, que um estilo de vida ativo pode levar a um aumento da qualidade de
vida de idosos, mantendo suas capacidades fisicas preservadas. Ainda, Schutzer et al.
apontam, que a falta de conhecimento e entendimento sobre o exercicio e seu papel na

prevencdo de doengas, figura como uma relevante barreira entre individuos idosos (50).

Em uma revisdo sistematica e meta-analise, doze estudos foram incluidos,
compostos por 6341 pacientes psiquiatricos (51). Os achados do estudo mostraram que
91% dos pacientes apontaram "melhorando a saude" como a principal razéo para se
exercitar (N=6,n=790, 95% CI 80-94) (51). Dentre os aspectos especificos de saude e
bem estar, a maioria dos pacientes apontou como motivacdo: "perdendo peso” (83%),
seguido por "melhorando o humor”(81%) e "reduzindo o estresse™ (79%). Dentre as
barreiras mais prevalentes, "baixo humor e estresse” (61%), seguido por "falta de
suporte”(50%) (51). Stubbs et al. (2016), apontaram que seria de grande importancia
que profissionais do exercicio, tais como, educadores fisicos, fisioterapeutas e
fisiologistas, desempenhassem um papel crucial na eficacia e adesdo ao treinamento
fisico em pessoas com depressdo (52), indo ao encontro da opinido de profissionais da
salde, os quais também tem conhecimento da importancia do suporte social na

superacdo das barreiras frente ao exercicio regular (53).

Em um outro estudo onde foram avaliadas as barreiras e facilitadores para a
pratica de AF, em pacientes com esclerose multipla, dentre os instrumentos utilizados, o
principal foi a escala EBBS (Exercise Barriers/Benefits Scale) (54). Os pacientes foram
divididos em dois grupos, os que se exercitaram (N=42) e 0s que ndo se exercitaram
(N=51). Curiosamente, o grupo que fez exercicios apresentou uma pontua¢ao mais alta
do que o grupo que ndo fez exercicios, em ambas as categorias da escala
(barreiras/facilitadores). Nos achados do estudo, na escala de impacto da esclerose
maltipla, individuos do grupo exercicio relataram escores significativamente menores

em comparagdo com o grupo que néo fez exercicio (t = 73,29, p = 0,001) (54).
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Reyna et al. (2017), apontam que a percepc¢do positiva ou negativa das pessoas
sobre as praticas de promocdo da saude, como o EF, tende a induzir certos
comportamentos que afetam sua salde. Os autores ainda ressaltam que 0s possiveis
beneficios percebidos para realizar uma acdo, correspondem a percep¢do antecipada
sobre os resultados positivos de uma conduta de satde. O estudo teve como objetivo
avaliar as propriedades psicométricas das subescalas da escala EBBS (Exercise
Barriers/Benefits Scale) na versdo em espanhol, em uma populagdo feminina idosa no
México. Dentre os achados, o0 estudo apontou que coeficiente de correlacéo item-total da
subescala beneficios (benefits) do exercicio foi considerado bom, enquanto que o
coeficiente da subescala barreiras (barriers) ao exercicio revelou inconsisténcias.

Entretanto, a confiabilidade e validade das subescalas foram aceitaveis (55).

Um estudo transversal, em mulheres pacientes HIV positivo teve como obejtivo
avaliar as barreiras e facilitadores percebidos a pratica de AF, aliadas a idade e nivel de
depressdo. Para avaliar as barreiras e os facilitadores foi utilizado, também, a escala
EBBS. Para avaliar depressao foi utilizada a escala Center for Epidemiological Studies
Depression Scale (CES-D). Os achados do estudo indicaram que, de acordo com as
medidas subjetivas e objetivas de AF, as participantes eram sedentérias. Analisando as
subescalas que compdem a EBBS, o beneficio mais percebido foi o desempenho fisico
(Physical Performance) e a barreira mais percebida para o exercicio foi esforco fisico
(Physical Exertion). Entretanto, os achados nao apontaram diferenca nas barreiras gerais
associadas a idade e nivel de depressdo, porém, o estudo aponta que mulheres com
depressédo sentiam-se mais fatigadas ao exercicio (56).

2.5 Escala EBBS (Exercise Benefits/Barriers Scale)

A EBBS é um instrumento composto por 43 itens, sendo 29 de facilitadores
(benefits scale) e 14 de barreiras (barrier scale), que pode ser aplicada em conjunto ou
separadamente. A escala apresenta opcdes de resposta do tipo Likert, com pontuacéo
que varia de 1 a 4. Concordo Totalmente (strongly agree; pontua 4), Concordo (agree;
pontua 3), Discordo (disagree; pontua 2), e Discordo Totalmente (strongly disagree;
pontua 1). Quando aplicada em conjunto, inteira, a EBBS apresenta escore reverso aos

itens da barriers scale podendo haver uma variacdo de escores entre 43 a 172. O
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desenvolvimento e a validagdo psicométrica da escala EBBS foram realizadas em 1987,
por Sechirist, Walker e Pender, com o intuito de medir as potencias barreiras e
facilitadores percebidos ao exercicio. No entanto, a EBBS foi desenhada e elaborada
com base no modelo tedrico denominado Modelo de Promocéo da Salde, de Nola J.
Pender, nos Estados Unidos, oriundo de uma entrevista/estudo realizada em 1983,
denominada Perceptions of Positive and Negative Consequences of Exercise, Weight
Control, and Stress Management (57). A partir desse modelo foram identificados alguns
itens primarios que, posteriormente, vieram a fazer parte da EBBS. Em 2008 foi
realizada a adaptagdo transcultural da escala EBBS para o Brasil por Victor et al.
(2008). Os procedimentos metodoldgicos para traducdo e adaptacdo da escala foram
realizados em 5 etapas: Fase | (traducdo inicial); Fase Il (sintese das traducgdes); Fase 11
(traducdo de volta a lingua de origem - back-translation); Fase IV (revisdo por um
comité); Fase V (pré-teste).Apds a escala ser traduzida para o idioma portugués, dois
itens (15- Exercising increases my level of physical fitness e 22- Exercise increases my
stamina) apresentaram o mesmo significado (resisténcia), sendo considerados
ambiguos. Diante desta situacdo e devido a particularidade dos termos em questéo, o
comité de analise sugeriu a retirada de um dos itens. Assim, optou-se pela retirada do
item 22. Dessa forma, a versao brasileira da escala ficou com 28 itens para facilitadores
e 14 itens para barreiras, somando um total de 42 itens (58). A escala EBBS é composta
também por sub-escalas de barreiras e facilitadores. Dentre as barreiras (barriers),
encontram-se as seguintes sub-escalas: Exercicio Médio (Exercise Milieu - questdes: 9,
12, 14, 16, 27, 41); Tempo Gasto (Time Expenditure - questdes: 4, 23, 36); Esforco
Fisico(Physical Exertion - questdes: 6, 19, 39) ; e Desencorajamento Familiar (Family
Discouragement - questdes: 21, 32). E dentre os facilitadores (benefits), encontram-se
as seguintes sub-escalas: Melhoria de Vida (Life Enhancement - questfes: 24, 25, 28,
31, 33, 34, 35, 40); Perfomance Fisica (Physical Performance - questbes: 7, 15, 17, 18,
22, 30, 42); Perpectiva Psicologica (Psychological Outlook - questbes: 1, 2, 3, 8, 10,
20); Interacdo Social (Social Interaction - questdes: 11, 29, 37, 38); e Saude Preventiva
(Preventive Health - questfes: 5, 13, 26).

Sechrist et al. (1987) apontam que a escala EBBS possui itens relevantes
referentes a quase todas as percepcOes dos beneficios e barreiras ao exercicio
identificadas na literatura. Segundo o0s autores, a escala apresenta confiabilidade e

validade suficientes para garantir seu uso por pesquisadores que avaliam os efeitos dos

28



beneficios percebidos do exercicio e as barreiras para se exercitar. A escala ainda
possibilita a analise das percepgdes de populacBes distintas ao exercicio, permitindo
avaliar os resultados de intervencGes e, ainda, modificar as percep¢des ao exercicio
(59).

3. Objetivos

3. 1- Objetivo Geral

A presente dissertagdo tem o objetivo de avaliar as barreiras, os facilitadores e o0s
correlatos a pratica de atividade fisica em pacientes com Transtorno Depressivo Maior
em atendimento ambulatorial e os fatores psicossociais, clinicos e demograficos que

podem explicar essas barreiras e facilitadores.

3.2 Objetivos Especificos

1. Avaliar os fatores clinicos correlacionados com a préatica de esporte, exercicio e

atividade fisica em pessoas com TDM.

2. Avaliar os fatores socio-demogréficos correlacionados com a pratica de esporte,

exercicio e atividade fisica em pacientes com TDM.

3. Avaliar historico de préatica de esporte, exercicio e atividade fisica em pacientes com
TDM.

4. Hipobteses

4.1 Artigo 1

H.1: Baixo grau de escolaridade esta associado a menor participacdo em esportes e

exercicios.
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H.2: Niveis mais altos de sintomas depressivos estdo associado a menor participacao

em esportes e exercicios.

H.3: Maior indice de massa corporal (IMC) estd associado a menor participacdo em

esportes e exercicios.
H.4: Tabagismo esta associado a menor participacdo em esportes e exercicios.

H.5: Presenca de comorbidades clinicas esta associado a menor participacdo em

esportes e exercicios.

4.2 Artigo 2

H.1:Baixo grau de escolaridade esta associado com mais barreiras e menos facilitadores

a pratica de atividade fisica.

H.2: Maior nivel de sintomas depressivos estd associado com mais barreiras e menos

facilitadores a pratica de atividade fisica.

H.3: Sexo feminino est4 associado com mais barreiras e menos facilitadores a pratica de

atividade fisica em relacdo aos pacientes do sexo masculino.

H.4: Idade mais avangada esta associado com mais barreiras e menos facilitadores a

pratica de atividade fisica.

H.5: Maior indice de massa corporal (IMC) esta associado com mais barreiras e menos

facilitadores a préatica de atividade fisica.

H.6: Presenca de comorbidade clinica esta associado com mais barreiras e menos

facilitadores a préatica de atividade fisica.

H.7: Menor prética de atividade fisica prévia esta associado com mais barreiras e menos

facilitadores a sua pratica.
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ABSTRACT

Objectives: To evaluate correlates of sport and exercise participation in major
depressive disorder (MDD) outpatients.

Methods: Data were collected from MDD outpatients in treatment at Hospital de
Clinicas de Porto Alegre. Sport and exercise participation were assessed using a
question on frequency of participation in the previous month. Clinical, demographical
factors and quality of life were investigated as potential correlates of physical activity.
Results: The sample consisted of 268 depressed outpatients (83.51% females); mean
age=50.74 (SD=10.39). Participants with fewer somatic symptoms on the HAM-D
(OR=3.69; 95%CI 1.39 to 9.78; p=0.008), with less performance impairment in BDI
(OR=3.61; 95% 1.47 to 8.85; p=0.005) are more likely to engage in sport and exercise.
Patients with mild depression according to HAM-D (OR=2.42; 95%CI 1.00 to 5.88;
p=0.04) or mild to moderate according the BDI (OR=3.96; 95%CI 1.41 to 11.15;
p=0.009) are more likely to engage regularly in sport and exercise. Smoking (OR=0.23;
95% 0.67 to 0.80 ; p=0.007) and being divorced (OR=0.22; 95%CI 0.57 to 0.86;
p=0.03) are linked to lower engagement in sports and exercise.

Conclusion: Our findings indicate a significant association between clinical,
demographical factors and sport and exercise participation among MDD outpatients.
Keywords: Correlates; Exercise; Major Depressive Disorder; Mood Disorder, Physical

Activity; Sports.
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Introduction

Major Depressive Disorder (MDD) is characterized by impairments on affect,
mood, sleep and appetite, changes in cognitive functions (1), exaggerated feelings of
guilt, worthlessness and changes in psychomotor activity (2). Moreover, MDD is one of
the most common mental disorders with a lifetime prevalence of about 16% and has a

chronic course (3).

People with severe mental illness, including MDD, have a life expectancy
shortened from 10 to 17.5 years compared to the general population (4, 5, 6).
Researchers have consistently reported that these individuals have elevated mortality,
presenting high rates of adverse health behaviors, including tobacco smoking, substance
use, physical inactivity (PI) and poor diet (7). About 60% of the excess mortality
observed in mental illness is due to physical comorbidities, predominantly
cardiovascular diseases (CD) (8). Two meta-analyses have suggested that individuals
with depressive disorders have almost twice the risk of developing CD (9, 10). In
addition, type 2 diabetes mellitus is a recognized risk factor for CD (11), and previous
studies have reported evidence of a bidirectional association between diabetes and
depression (12, 13), demonstrating that this comorbidity has a negative impact on
lifestyle and quality of life, increasing healthcare costs and susceptibility to further
chronic diseases (14, 15). Also, previous research has demonstrated that in the last
years cognitive dysfunction has increasingly been recognized as a core feature of MDD
(16). Parker (17) emphasized the presence of psychomotor disturbance or retardation as
a core feature of melancholic depression while the non-melancholic depression is
clearly heterogeneous, presenting depressed mood features, anxiety, irritability and
fatigue. Thus, in terms of treatment implications, knowing the depression subtypes may

help in the efficacy of interventions and provide better treatments outcomes.
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Therefore, a meta-analysis found that treatment of depression is multifaceted,
often including both pharmacological therapy (e.g. antidepressants) and psychotherapies
(e.g. cognitive behavioural therapy) (18). A Cochrane review (19), showed that
antidepressants may have adverse side effects, adherence can be poor, and there is a lag
time between starting antidepressants and improvements in mood. Moreover, the
efficiency of medication and the adherence to conventional medical treatment are only
partial and considering the magnitude of the condition, there is evidence that other

treatments are necessary (20).

Exercise is a plausible nonpharmacologic treatment with evidence of efficacy as
monotherapy, as well as in combination with other antidepressant treatments (20, 21).
Higher levels of physical activity (PA) are associated to reduction in mortality and
higher life expectancy, improving physical and psychological domains and overall
quality of life (22). However, it is important to explain that exercise and PA are
different constructs. PA is defined as any bodily movement produced by skeletal
muscles that results in energy expenditure and in daily life can be categorized into
occupational, sports, conditioning, household, or other activities (23). Exercise is a
subset of PA that is planned, structured, and repetitive and has as a final or an

intermediate objective the improvement or maintenance of physical fitness (23).

Although people with depression can have important benefits from exercise,
they are in higher risk for being sedentary and are 50% more likely to not engage in 150
minutes of moderate to vigorous PA per week (24). In order to promote exercise and
sport in people with MDD, it is essential to understand the correlates of low level of PA
in this population. Therefore, identifying demographical and clinical correlates of PA
in clinical samples can help developing successful interventions for promoting exercise

and sport in these individuals. Given the present shortcomings in currently available
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evidence, the aims of the present study are to 1) estimate the frequency of sports and
exercise participation in outpatients with MDD and 2) explore the demographical and

clinical correlates of sport and exercise participation in these patients.

Methods

This is a cross-sectional study including outpatients with a clinical diagnosis of
MDD confirmed by MINI (25) starting treatment between 2005 to 2015 at Program of
Mood Disorders Treatment (PROTHUM) at Hospital de Clinicas de Porto Alegre

(HCPA), in the city of Porto Alegre, southern Brazil.

Subjects
Inclusion Criteria

Patients from 18 to 65 years old, MDD diagnosed according to Mini-
International Neuropsychiatric Interview (MINI-Plus) (25) and scoring 8 points or more

in HAM-D scale; admitted for outpatient care at PROTHUM, HCPA.

Exclusion Criteria

Patients with a diagnosis of Bipolar Disorder, Schizophrenia or Schizoaffective

Disorder; patients with a main diagnosis of Substance Use Disorder.

Assessments
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The evaluations consisted of demographical, psychiatric diagnostic and
comorbidities (Mini-International Neuropsychiatric Interview [MINI-Plus]); Hamilton
Depression Rating Scale (HAM-D); Beck Depression Inventory (BDI); The CORE
Assessment of Psychomotor Change (CORE); global functioning (Global Assessment
Functioning [GAF]); quality of life (WHOQOL-BREF); and sport and exercise
participation. The MINI, HAM-D, CORE, and GAF were applied by trained

psychiatrists. The assessments are detailed below.

Demographics

Demographical variables were categorized as the following: Age (18 to 35 years
old; 35 to 50; 51 to 65 and over 65 years old; [we extracted and established these cut-off
points at age so that each group had a similar number of individuals]); Sex (men or
women); Body Mass Index (BMI) (up to 25; 25-30; 31-35 and over 35); Skin Color
(white; black; others); Marital Status (single; married; divorced; widowed); Years of
Studying (up to 8; 9 to 12; over 13); Economic Activity (with remunerated activity; no
remunerated activity; retired; and social security benefit) and Socioeconomic Status
(Pooled A+B; C; D+E) according to the classification of the Brazilian Institute of
Geography and Statistics (IBGE). The IBGE is the agency responsible for the official
collection of statistical, geographic, cartographic, geodetic and environmental
information in Brazil. IBGE performs a decennial national census; questionnaires
account for information such as age, household income, literacy, education, occupation,

economic status and hygiene levels.

Assessment Instruments
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Mini-International Neuropsychiatric Interview (MINI-Plus)

The MINI-Plus is a brief structured diagnostic interview that assesses the key
psychiatric diagnoses proposed by the Diagnostic and Statistical Manual of Mental
Disorders (DSM-1V) (25). It is performed by health professionals trained, using 17
sections, which diagnose current or past episodes of Psychotic disorders, Mood
disorders, Anxiety and Alcohol and drug use disorders (26). It includes a section to
classify a Major Depressive Episode as melancholic or non-melancholic according to

the DSM criteria.

Hamilton Depression Rating Scale (HAM-D)

HAM-D is a depression rating scale composed of 17 items that evaluate
depressive symptoms within a set period of two weeks, according to the intensity and
frequency of the patient's symptomatology. The scale ranges from zero to 52 points.
Scores ranging between 0-7 indicate no depression; between 8-18, mild depression;
between 19-22 points, moderately depressed patients; and 23 or more indicate severe
depression (27). Four clusters of symptoms (depression, anxiety, insomnia and somatic)

were created according to previous literature (28).

Beck Depression Inventory (BDI)

The Beck Depression Inventory is a self-assessment instrument for depressive
symptoms composed of 21 items. It evaluates symptoms and attitudes with scores from
0 to 3. The cut-off points are the following: <10, no depression or with minimal

depressive symptoms; 10-18, mild to moderate depression; 19-29, moderate to severe
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depression; and >30, severe depression (29). Three clusters of symptoms (negative
attitudes toward self, performance impairment and somatic) were created according to

previous literature (28).

Exercise and Sport Participation

Exercise and sport participation was assessed trough a single question: "In
average, how many hours did you spend in exercise or sport participations in the last
month?". There were five possible answers: none; one hour or less; between one and
two hours; between two and four hours; more than four hours per week in the previous
month. The answers none and less than one hour were categorized as low exercise

participation and the other answers as high exercise participation.

The Core Assessment of Psychomotor Change

The Core Assessment of Psychomotor Change is an instrument composed of 18
items divided into three sub-scales (no interactivity, retardation and agitation), in which
the interviewer evaluates the patient's observed spontaneous motor movements and
quantifies them dimensionally. The movement is evaluated in two distinct moments: 1)
during a HAM-D application; 2) during an interview with open questions to clarify the
depressive disorder phenomenon. CORE should be applied within 20 minutes of the
beginning of the interview, since usually the patient's initial anxiety may interfere in the
items to be evaluated. A score equal to or greater than 8 indicates the melancholic
subtype of MDD (30). The CORE measure correlates with the melancholia subscale of
the HAM-D (31), and its validity has been evaluated in terms of clinical (32) and

biological (33) assessments.
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Global Assessment Functioning (GAF)

Global Assessment Functioning is used to assess psychological, social and
occupational functioning. It is evaluated by the clinician, based on the psychiatric
symptoms and the impact of these symptoms in the individual's daily life. The score
ranges from 1 to 100, with higher scores indicating better functioning. In the present

study, the participants were classified in tertiles (34).

The World Health Organization Quality of Life questionnaire-Brief Version (Whogol-

BREF)

The WHOQOL-BREF is a self-rated instrument composed of 26 items. The
results are presented in four domains (Psychological, Physical, Social Relationships and
environment), in scores ranging from 0 to 100. The WHOQOL-BREF was validated
and adapted to Portuguese (35) and validated for depressed patients (36). In the present

study, the participants were classified in tertiles.

Clinical Global Impression (CGl)

The Clinical Global Impression scale is a general severity scale of
psychopathology. The score ranges from zero (0 = not sick) to seven (7 = among the
most severely ill) and is applied by clinicians (37). Scores equal to 1, 2, 3 were

categorized as lower severity and 4,5, 6 and 7 as higher severity.
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Independent Variables

Other independent variables were collected in the clinical correlates, such as:
Previous Hospitalization (yes; no); Smoking (yes; no); Menopause (yes; no);

Medication use (yes; no) and the type of medication used.

Statistical Analysis

Descriptive analyses were performed using means and standard deviation for
continuous measures and frequencies for categorical variables. The selection of the

correlates of PA, sport and exercise was based on literature.

We conducted multivariable logistic regression analyses using overall and
country-wise samples. First, we assessed the sociodemographic correlates of PA by
constructing a model which includes all the sociodemographic variables (age, sex,
education, wealth, marital status, skin color, BMI, socioeconomic status, economic
activity). Next, we assessed the association between each of the other clinical correlates
with low PA while adjusting to all the sociodemographic variables mentioned above.
All variables were included in the models as categorical variables, with the exception of
age and continuous variables. Results from the regression analyses are presented as ORs
with 95% ClIs. The level of statistical significance was set at P < 0.05. We used

Statistical Package for the Social Sciences (SPSS) statistical program.
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Results

The final sample consisted of 268 individuals in outpatient care (83.51%
females); mean age=50.74 (SD=10.39) years. In average, they are overweight (BMI
mean=28.37; SD=6.42), predominantly white (74.6%), living with partner (57%), with
7.27 (SD=3.65) years of studying, classified as "C" in the socioeconomic status scale
(=52.3%). Most participants engaged in none or less than one hour of sport and
exercise, which was categorized as low exercise participation (84.9%). The full details

of the sample can be seen in table 1.

Demographical Correlates

Being divorced was associated to lower sport and exercise participation (OR=
0.22; 95%CI 0.57 to 0.86; p=0.03). In the other demographical variables we did not find

significant associations (Table 2).

Clinical Correlates

In clinical correlates, patients with mild symptoms of depression according to
the HAM-D (OR=2.42; 95%CI 1.00 to 5.88; p=0.04) and mild to moderate according to
the BDI (depression severity = light to moderate) scales are more likely to be engaged
in sport and exercise participation (OR= 3.96; 95%CI 1.41 to 11.15; p=0.009) compared
to patients with more severe depression. Patients with melancholic symptoms according
to MINI-Plus are less likely to be engaged in sport and exercise (OR= 0.36; 95%CI 0.17

to 0.18; p= 0.003). Smoking (OR=0.23; 95% 0.67 to 0.80; p=0.007) and being divorced
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(OR=0.22; 95%CI 0.57 to 0.86; p=0.03) are linked to lower engagement in sports and

exercise.

Participants with lower somatic symptoms according to the corresponding
cluster of HAM-D (OR=3.69; 95%CI 1.39 to 9.78; p=0.008) and lower performance
impairment (OR=3.61; 95%CI 1.47 to 8.85; p=0.005) according to the corresponding
cluster of BDI are more likely to engage in sports and exercise. Moreover, participants
with Dbetter environmental quality of life domain in WHOQOL-BREF (OR=0.44;

95%CI1 0.18 to 1.02; p=0.05) are more likely to engage in sports and exercise.

Lastly, participants with lower scores on psychological domain in WHOQOL-
BREF (OR=0.42; 95%CI 0.19 to 0.91; p=0.03) and lower scores in GAF (OR= 0.42;

95%CI 0.17 to 0.99; p= 0.04) are less likely to engage in regular sports and exercise.

Table 1. Participants characteristcs

Variable Mean (SD) / Frequency (%)
Age (mean/ years) 50.74 (10.39)
Sex (% females) 233 (83.51)
Heigth (mean / centimeters) 161.36 (7.98)
Weigth (mean / kilograms) 74.69 (19.37)
Body Mass Index (mean / score) 28.37 (6.42)
Skin color (%)

White 208 (74.6)
Black 58 (20.8)
Other 2(0.7)

Civil Status (%)

Living with partner 159 (57%)
Living without partner 20(7.2)
Widowed 26 (9.3)
Divorced 67 (24%)

42



Years of study (mean / years) 7.27 (3.650)

Socioeconomic status (%)

A 2 (0.8%)

B 63 (24%)

C 137 (52.3%)
D 56 (21.4%)
E 4 (1.5%)
Smoking (% yes) 190 (72%)
BDI (mean / score) 34.78 (9.91)
Ham-D (mean/score) 21.5(5.59)
Melancholic (CORE) (% yes) 70 (26.5%)

Medications (% yes)

SSRI 192 (72.5%)
Tricyclyc 128 (48.5%)
IMAO 1(0.4%)
Lithium 39 (14.8%)
Antypsichotic 73 (27.7%)
Benzodiazepins 45 (29%)

Quality of Life (mean/score)

Psychological 30.35 (14.56)
Physical 29.41 (13.30)
Social relationships 42.08 (21.74)
Environment 43.33 (12.40)

Table 2. Demographical correlates of physical activity in Brazilian outpatients with major depressive disorders

Correlate Category OR 95% Cl lower  95% Cl upper P value
Age 18-35 0.58 0.11 3.04 0.52
35-50 0.36 0.16 1.95 0.36
51-65 0.63 0.18 2.12 0.45
> 65 1 0 0 0
Sex men X women 1.80 0.81 3.99 0.14
BMI up to 25 1.26 0.42 3.80 0.67

25-30 1.98 0.67 5.83 0.21




Skin color

Civil status

Years of study

Socioeconomic
status

Economic activity

31-35
>35

white x
black/others

Single
Married
Divorced
Widowed
upto8
9-12

>13

A+B

C
D+E

with
remunerate
activity

without
remunerate
activity

Retired

social security
benefit

1.17

2.27

0.58

0.78

0.22

0.66

0.64

1.15

1.47

0.69

1.39

1.51

1

0.33

0.85

0.12

0.28

0.57

0.20

0.18

0.56

0.59

0.19

0.56

0.56

4.15

6.08

2.67

2.10

0.86

2.16

2.30

4.20

3.65

2.42

3.49

4.07

0.80

0.10

0.48

0.62

0.03

0.49

0.50

0.39

0.40

0.57

0.46

0.41

Table 3. Clinical correlates of physical activity in Brazilian outpatients with major depressive disorders

Correlate Category OR 95% Cl lower  95% Cl upper P value
Depression severity
(HAM-D)
Light 2.42 1.00 5.88 0.04
Moderate 1.55 0.68 3.51 0.254
Severe 1 0 0 0
Depression severity light to moderate  3.96 141 11.15 0.009
(BDI)
moderate to 0.92 0.47 2.28 0.92
severe
Severe 1 0 0 0
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Melancholia (MINI)

Melancholia (CORE)

Suicide risk

Suicide attempt

Previous
hospitalization

Smoking
Menopause

SSRI

Tricyclic

Lithium
Antipsychotic
Benzodiazepinics

Clinical global
impression

GAF

Physical domain

Psychological
domain

Social relationship

Environment

yes x no
yes x no

no/light x
moderate/high

Yes x no

Yes x no

Yes x ho
Yes x no
Yes x no
Yes x ho
Yes x ho
Yes x no
Yes x no

Higher x lower

Tertile 1
Tertile 2
Tertile 3
Tertile 1
Tertile 2
Tertile 3

Tertile 1

Tertile 2
Tertile 3
Tertile 1
Tertile 2
Tertile 3
Tertile 1
Tertile 2

Tertile 3

0.36

0.59

1.77

1.14

111

0.23

1.82

0.68

1.60

0.55

0.48

0.99

0.81

0.42

0.82

0.49

1.47

0.42

0.91

0.69

0.71

0.44

0.67

0.17

0.26

0.89

0.58

0.52

0.67

0.80

0.34

0.82

0.18

0.20

0.36

0.24

0.17

0.38

0.22

0.61

0.19

0.37

0.29

0.33

0.18

0.29

0.18

1.34

3.49

2.26

2.36

0.80

4.13

1.36

311

1.63

1.13

2.75

3.03

0.99

1.75

1.08

3.54

0.91

2.19

1.64

151

1.02

1.52

0.003

0.21

0.10

0.68

0.77

0.007

0.15

0.28

0.16

0.28

0.94

0.99

0.81

0.04

0.61

0.08

0.38

0.03

0.83

0.41

0.37

0.05

0.34
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Table 4. Risk according to the HAM-D factors

Factor Category OR 95%Cl lower 95%Cl upper P value

Depression Tertile 1 1.28 0.57 2.84 0.54
Tertile 2 0.88 0.38 2.02 0.87
Tertile 3 1 1 1

Anxiety Tertile 1 1.09 0.45 2.6 0.84
Tertile 2 0.82 0.31 2.21 0.70
Tertile 3 1 1 1

Imsomnia Tertile 1 1.21 0.56 2.61 0.61
Tertile 2 0.5 0.2 1.24 0.13
Tertile 3 1 1 1

Somatic Tertile 1 3.69 1.39 9.78 0.008
Tertile 2 195 0.73 5.19 0.18
Tertile 3 1 1 1

Table 5. Risk according to the BDI-Factors

Factor Category OR 95%Cl lower 95%Cl upper P value
Negative Tertile 1 1.39 0.63 3.05 0.41
attitudes
toward self
Tertile 2 1.07 0.46 2.51 0.86
Tertile 3 1 1 1
Performance Tertile 1 3.61 1.47 8.85 0.005
impairment
Tertile 2 1.57 0.57 4.26 0.37
Tertile 3 1 1 1 1
Somatic Tertile 1 1.18 0.51 2.72 0.68
Tertile 2 0.90 0.34 2.38 0.83
Tertile 3 1 1 1 1
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Discussion

We investigated the correlates of sports and exercise participation in outpatients
with MDD. Participants with mild depressive symptoms and with non-melancholic
episodes are more likely to regularly engage in sports and exercise. Also, smokers,
divorced, or patients with poorer functionality and lower psychological quality of life
are less likely to engage in exercise. In a randomized control trial (38), the authors
examined the efficacy of structured physical exercise interventions in the antidepressant
treatment of older adults with MDD. The authors found that there was greater decrease
in HAM-D scores in the two exercise groups compared to the drug-only group. The
findings suggesting that combining physical exercise of high or low intensity with
antidepressants is more effective than antidepressant drug therapy alone in older adults

with MDD who are sedentary.

Our findings support the hypothesis that sport and exercise participation in
people with depression is complex, determined by different demographical and clinical
factors, such as symptom severity and life habits. Knowledge about correlates of PA
behavior helps to identify high-risk patients who are less likely to engage in PA and
who may therefore require intensified and targeted interventions (11). As an example, a
study investigating the impact of anxiety disorders and individual anxiety symptoms on
the risk for low level of PA in outpatients with a lifetime diagnosis of panic disorder,
showed, for the first time, that cognitive symptoms of anxiety were not significant
predictors of low PA, but individual somatic symptoms of anxiety may better predict
low levels of PA (39). This study found a prevalence of 45.8% of low level of PA. This
result is similar to the prevalence of Pl found in samples of adults in southern Brazil
(40). However, a recent meta-analysis reported that people with higher PA levels were

at reduced odds of incident depression when compared to people with lower PA levels
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in adjusted (adjusted OR=0.83, 95% CI1=0.79 to 0.88, p,0.001; 12=0.00, Q=25.93,
N=36) and crude odds ratio analyses (OR=0.59,95%CI=0.51 to 0.68, p,0.001; 12=52.38,

Q=37.80, N=19) (41).

We found that patients with mild symptoms of depression (or light to moderate
symptoms) are more likely to be regularly engaged in exercise and sport, while those
with severe symptoms, smokers and divorced present lower levels of sports and exercise
engagement and are more likely to be physical inactive. According to Vancampfort et
al. (11), loneliness, less social connectivity, and lack of social support are underlying
reasons to explain why lower levels of social relationships are associated to high
sedentary behavior (42) and depression (43). In another study, the authors found that
add-on exercise to the conventional treatment of severely depressed inpatients was an
effective strategy for reducing depressive symptoms, improving quality of life, and, in
addition, improvements in the physical and psychological domains of quality of life

were found for exercise participants (44).

However, in a Cochrane review (19), the authors found some degree of
uncertainty about how effective exercise is for improving mood in depressive patients.
They appoint that, if exercise does improve mood in these patients, it is not possible to
determine the optimum type, frequency and duration of exercise, whether it should be

performed supervised or unsupervised, indoors or outdoors, or in a group or alone.

Given the complexity of factors involved in PA participation in patients with
MDD, it could be helpful to provide support for a multidisciplinary team, including
psychiatrists, psychologists and other health professionals, to engage this population in
exercise and sport programs, raising awareness for the importance of being physically

active.
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One limitation of the present study is the cross-sectional nature of assessment
regarding sports and exercise measures, therefore cause and effect cannot be deduced.
Second, exercise and sports were measured with only a single question about a spent
hour average in the previous month, instead of a specific questionnaire about PA. As a
strength, our study used a structured psychiatric diagnosis assessment in a clinical

sample, taking into account the heterogeneity of depressive symptoms.

Conclusion

The present study demonstrates that several demographic and clinical factors are
associated to low levels of PA, exercise and sport participation in MDD patients.
According to these findings, the evaluation of clinical and demographical correlates is
relevant for development of strategies to increase exercise and sport levels in depressed

subjects, aiding to decrease depressive symptoms and improve health.
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ABSTRACT

Objectives: To evaluate the barriers, benefits and correlates to physical activity (PA) in
outpatients with Major Depressive Disorder (MDD), and to explore the demographical

and clinical factors that are associated with these potentials barriers and benefits.

Methods: Data were collected from MDD outpatients under treatment at Hospital de
Clinicas de Porto Alegre. Barriers and benefits were assessed with the Exercise
Barriers/Benefits Scale. Pedometer and the International Physical Activity

Questionnaire were used to assess objective and self-reported PA.

Results: The sample consisted of 65 depressed outpatients (82% female); mean age =
50.9 (SD=10.1) years; The most perceived benefit from exercise were Physical
Performance (mean= 3.00; SD=0.3) and the most perceived barrier were Physical
Exertion (mean=2.95; SD=0.4). The benefits present a mean = 2.82 (0.1) and the
barriers a mean = 2.47 (0.2). In sub-scales, Life Enhancement (r = -0.337; p=0.009),
Physical Performance (r =-0.348; p=0.007), Psychological Outlook (r = -0.364;
p=0.005), Social Interaction (r = -0.317; p=0.015) and Preventive Health (r = -0.352;
p=0.007) were inversely correlated with BDI scores. Steps per Week and Physical
Exertion were inversely correlated (r = - 0.351; p=0.031) and Steps per Day and Time
Expenditure were positively correlated (r = 0.321; p=0.049).

Conclusion: The evaluation of clinical and demographical correlates is relevant for
development of strategies to increase PA levels in depressed subjects. Identify barriers
and benefits to PA practice might be useful for future interventions.

Keywords: Barriers; Benefits; Correlates; Major Depressive Disorder; Physical

Activity.
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Introduction

Major Depressive Disorder (MDD) is a chronic, highly prevalent and common
mental disorder (1), associated to decreased quality of life, morbidity and mortality (2,
3). The lifetime prevalence of depression in the United States is more than 12% in men
and 20% in women (4). It is also associated with significant burden, being the second

leading cause of years lived with disability (YLDs) in the world (5).

Depression treatment is multifaceted, often including, for most cases both
pharmacological therapy and psychotherapy (6). According to Culpepper et al. (2015),
all antidepressant drugs have similar efficacy rates, but response among patients varies.
Thus, understand a patient’s symptom profile might help to individualizing treatment
and help to provide remission of depression, recovery of full function and preventing
relapse (7). In this line, some studies appoint that depressed patients may require
additional therapeutic approaches to achieve remission (8, 9). Furthermore, Casacalenda
et al. (2002), found that regarding treatment duration, the percentage of patients with
MDD who achieved recovery each month was 11%-15% during the first 3 months of
follow-up, and 3%-5% for the next 9 months (8). In addition, people with mental
disorders have elevated mortality compared to the general population (10) and are dying
prematurely due to high levels of cardiovascular diseases (11). Current treatments does
not effectively tackle and exercise might be part of the solution to this major health
inequity (11).

Exercise has received considerable attention as a therapeutic approach for people
with depression (12)and treatment guidelines have incorporated exercise as a
therapeutic strategy for managing depressive symptoms (13). Previous research has
demonstrated that depressive symptoms and cardio-metabolic disease are associated
with lower levels of physical activity (PA) participation, compounding the risk of high
levels of sedentary behavior among people with depression (14). Schuch et al. (2016)
found large antidepressant effects of exercise on depression when compared to non-
active control conditions, suggesting that anti-depressant effect of exercise was higher
for studies that included participants diagnosed with MDD (12). In addition, a
systematic review appoint that the implementation of PA interventions within the care
of people with mental health problems could reduce the mental, physical and social

burden and will on its turn reduce the societal costs (15).
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A major challenge faced by health professionals when prescribing PA and
exercise for people with severe mental illness is engagement and adherence to general
public health recommendations (16). People with MDD may have additional difficulty
initiating and maintaining an exercise routine when compared to people without
depression since motivation (17) for exercise may be affected by depressive symptoms
such as fatigue, indecisiveness, low self-esteem, loss of interest and pleasure, and poor
sleep (17). Also, depressed patients with higher levels of anxiety and lower levels of

fitness may be at particular risk for exercise adherence (18).

A recent meta-analysis including people with severe mental illness suggests that
the primary incentive for engaging in exercise was physical health improvement, in
special, weight loss (19). However, 75% of patients viewed stress reduction/mood
enhancement as motivating factors while stress, depression and low energy often also
act as barriers towards exercise (19). Also, the most prominent socio-ecological barrier
identified across the studies included in the meta-analysis was a ‘lack of support’ (19).
The meta-analysis, however, has not found studies investigating barriers and benefits in
people with MDD.

Therefore, identifying the potentials barriers and benefits of PA practice in
clinical samples can help developing successful interventions for promoting PA in this
population. Given the present shortcomings in currently available evidence, the aims of
the present study are to 1) evaluate the barriers and benefits of PA practice in
outpatients with MDD and; 2) identify and explore the demographical and clinical

factors associated with these potentials barriers and benefits.

Methods

This is a cross-sectional study including outpatients with a DSM-IV clinical
diagnosis of MDD confirmed by M.I.N.I. — Brazilian version (20), who were enrolled in
a clinical trial on PA as an adjunctive treatment for MDD (NcTo3403881). The recruitment
and selection of the subjects were done by invitation to all patients starting treatment
between January 2016 to September 2018 at Program of Mood Disorders Treatment
(PROTHUM), Hospital de Clinicas de Porto Alegre (HCPA), in the city of Porto

Alegre, southern Brazil.
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Inclusion Criteria

Included participants had to meet the following criteria: 1) aging between 18 to
65 years old; 2) MDD diagnosed using the MINI-International Neuropsychiatric
Interview [MINI-Plus] (20) according to DSM-IV criteria; 3) having a score of 8 points
or more in HAM-D scale; 4) being admitted for outpatient care at PROTHUM, HCPA.

Exclusion Criteria

Excluded were those participants that have a diagnosis of Bipolar Disorder,
Schizophrenia or Schizoaffective Disorder, a main diagnosis of Substance Use Disorder
and patients who do not have medical release for PA practice.

Assessments

The evaluations consisted of demographical, psychiatric diagnostic and
comorbidities (Mini-International Neuropsychiatric Interview [MINI-Plus]); Hamilton
Depression Rating Scale (HAM-D); Beck Depression Inventory (BDI); The Core
Assessment of Psychomotor Change (CORE); quality of life (WHOQOL-BREF);
International Physical Activity Questionnaire (IPAQ); Exercise Barriers/Benefits Scale
(EBBS). The MINI, CORE and HAM-D were applied by trained psychiatrists. The

assessments were detailed below.

Mini-International Neuropsychiatric Interview (MINI-Plus)

Assesses the key psychiatric diagnoses proposed by the Diagnostic and
Statistical Manual of Mental Disorders (DSM-1V) (21). It includes a section to classify
a Major Depressive Episode as melancholic or non-melancholic according to the DSM

criteria.

Hamilton Depression Rating Scale (HAM-D)

Scores ranging between 0-7 indicate no depression; between 8-18, mild

depression; between 19-22 points, moderately depressed patients; and 23 or more
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indicate severe depression (22). Four clusters of symptoms (depression, anxiety,

insomnia and somatic) were created according to previous literature (23).

Beck Depression Inventory (BDI)

The cut-off points are the following: <10, without depression or with minimal
depressive symptoms; 10-18, mild to moderate depression; in 19-29, moderate to severe
depression; and >30 severe depression (24). Three clusters of symptoms (negative
attitudes toward self, performance impairment and somatic) were created according to

previous literature (23).

The Core Assessment of Psychomotor Change

The movement is evaluated in two distinct moments: 1) during a HAM-D
application; 2) during an interview with the questions open to a clarification of the
depressive disorder phenomenon. A score equal or greater to 8 indicates the
melancholic subtype of MDD (25). The CORE measures correlates with the
melancholia subscale of the HAM-D (26) and its validity has been evaluated in terms of
clinical (27) and biological (28) assessments.

The World Health Organization Quality of Life questionnaire-Brief Version (Whoqol-
BREF)

The WHOQOL-BRIEF is a self-rated instrument composed of 26 items. The
results are presented in four domains (Psychological, Physical, Social Relationships and
Environment), in scores ranging from 0 to 100. The WHOQOL-BREF was validated
and adapted to Portuguese (29) and validated for depressed patients (30).

Clinical Global Impression (CGI)

The score ranges from zero (0 = not sick) to seven (7 = among the most severely
ill) and is applied by clinicians (31). Scores equal to 1, 2, 3 were categorized as lower
severity and 4,5, 6 and 7 as higher severity.
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International Physical Activity Questionnaire (IPAQ)

The IPAQ is an instrument that evaluates the level of physical activity through
seven open questions related to physical activities performed in a normal week, with
moderate and vigorous intensity, as well as the sitting time per week. The instrument
has been translated and validated into Portuguese. It is a self-rated tool (32). Moderate
activities include light bicycle riding, swimming, dancing, light aerobics, playing
volleyball, carrying light weights, doing household services in the yard or any activity
you did moderately increase your breathing or heartbeat. Vigorous activities include
aerobics, playing football, cycling fast, playing basketball, doing heavy home service in
the yard, gardening, carrying heavy weights or any activity that has greatly increased
your breathing or heartbeat.

Exercise Barriers / Benefits Scale (EBBS)

EBBS is a 43-item scale that assesses the participant's perception of potential
barriers and benefits over exercise practice. The instrument may be scored and used in
its entirety or as two separate scales and has a four-response, forced-choice Likert-type
format with responses ranging from 4 (strongly agree) to 1 (strongly disagree). Scores
on the total instrument can range from 43 to 172. The higher the score, the more
positively the individual perceives exercise (33). It offers four possible answers for
each item (strongly agree, agree, disagree or strongly disagree). The scale was translated
and validated into Portuguese (34). In the Portuguese version, EBBS scale has 42 items
and the total score can range from 43 to 168 and is subdivided into barriers (14 items)
and benefits (28 items). The benefit component comprised of 28 benefit items
categorized into five subscales: life enhancement; physical performance; psychological
outlook; social interaction; and preventive health. The barrier component included 14
barrier items categorized into four subscales: exercise milieu; time expenditure; physical

exertion; and family discouragement.

Pedometer
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The pedometer is an instrument used to perform step counting. It is a light,
portable, clock-like device that counts the steps in relation to the vertical acceleration of
the body. They are widely used as an objective measure of physical activity level in
population studies (35). In the randomized control trial, each patient will be given a
pedometer to use during the six months of intervention. Each week a link will be made
to the patient, evaluating the number of steps taken that week. In the present study, only
the steps that patients performed from the day of the invitation to participate in the

clinical trial until the moment of their inclusion were collected.

Statistical Analysis

Descriptive analyses were performed using means and standard deviation for
continuous measures and frequencies for categorical variables. Results from the
bivariate Pearson Correlation measures the strength and direction of linear relationships
between pairs of continuous variables and are presented as r. Correlation is significant at
the 0.05 level (2-taled) and at the 0.01 level (2-taled). We used Statistical Package for

the Social Sciences (SPSS) statistical program.

Results

The final sample consisted of 65 individuals in outpatient care (82% female);
mean age = 50.9 (10.1) years; mean weight = 79 (19.2) kilograms; mean height = 161.3
(9.0) centimeters. In average, they were overweight, mean body mass index (BMI) =
30.5 (7.2) and in BDI scores a mean = 49.28 (10.5). In the schooling level, most
individuals have completed high school (35%). Most of the participants used Selective
Serotonin Reuptake Inhibitors (SSRI) (73%), presented a non-melancholic depression
(68%), and in the HAM-D presented a mean=21.9 (4.7). Clinical Global Impression
(CGI) presented a mean=4.9 (0.7), that means high severity of psychopathology.
Individuals walked in average = 99.3 (148.7) minutes/week; performed moderate PA in
average = 362.81 (837.8) minutes/week; performed vigorous PA in average = 15.66
(54.2) minutes/week; performed a total PA mean = 465.30 (924.1) minutes/week,
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performed in average = 22670 (2968.1) steps/week and performed in average = 3.804
(486.3) steps/day. The full details of the sample can be seen in table 1.

Table 1. Participants demographical and clinical characteristics.

Variables Mean (SD) n(%)

Age 50.9 (10.1)

BMI 30.5(7.2)

Sex (%females) 53 (82%)
Schooling level

Complete College 2 (3%)
Complete High School 23 (35%)
Incomplete High School 5 (8%)
Complete Elementary School 14 (22%)
Incomplete Elementary School 21 (32%)
Medication (% yes)

SSRI 47 (73%)
CORE Melancholia (% yes) 20 (32%)
cal 49(.7)

HAM-D 21.9 (4.7)

BDI 49.28 (10.5)

Quality of Life

D1 - Psychological 8.5(2.0)

D2 - Physical 8.2(2.2)

D3 - Social Relationship 10.2 (3.2)

D4 - Environment 11.2 (2.3)

WHOQOL Overall 8.6(2.9)

Vigorous PA min/wk 15.68 (54.2)

Moderate PA min/wk 362.81 (837.8)

Walk min/wk 99.3 (148.7)

Total PA min/wk 465.3 (924.1)

Steps/wk 22.670 (2968.1)

Steps/Day3.804 (486.3)

Perceived Barriers and Benefits

The most prevalent benefits were: "Exercising improves functioning of my
cardiovascular system."; (85% Agree; 8.5% Strongly Agree; both = 93.5%); "Exercise
improves my flexibility." (78.5% Agree; 13.8% Strongly Agree; both = 92.3%);
"Exercising increases my level of physical fitness."(79.7% Agree; 12.5% Strongly
Agree; both = 92.2%); "Exercise improves de way my body look."(71% Agree; 21%
Strongly Agree; both = 92%); "My physical endurance is improved by
exercising."(78.5% Agree; 12.3% Strongly Agree; both = 90.8%); and the most
prevalent barriers are: "Exercise is hard work for me." (76.2% Agree; 12.7% Strongly
Agree; both = 88.9% ); "I am fatigued by exercise."(66.1% Agree; 17.7% Strongly
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Agree; both = 83.8%) and "Exercise tires me." (64.6% Agree; 10.8% Strongly Agree;
both = 75.4%); "Places for me to exercise are too far away."(50% Agree; 3.2%
Strongly Agree; both = 53.2%); "It costs too much money to exercise." (48.4% Agree;
3.1% Strongly Agree; both = 51.5%) (Table in complementary material).

EBBS Sub-Scales

Table 2 depicts the scores for each item and subscale of the benefits and barriers
sub-scales. The most prevalent benefits appears in the Physical Performance sub-scale
(Exercise improves the way my body looks; Exercising improves functioning of my
cardiovascular system; Exercising increases my level of physical fitness; Exercise
improves my flexibility; My physical endurance is improved by exercising.). The least
prevalent benefits appear in the Social Interaction sub-scale (Exercising increases my
acceptance by others; Exercising lets me have contact with friends and persons |
enjoy.), in the Life Enhancement sub-scale (Exercise improves overall body functioning
for me; Exercise helps me decrease fatigue.) and in the Psychological Outlook sub-scale

(I enjoy exercise.).

The most prevalent barriers are in the Physical Exertion sub-scale (Exercise is
hard work for me; | am fatigued by exercise; Exercise tires me.) and in the Exercise
Milieu sub-scale (Places for me to exercise are too far away; It costs too much money
to exercise.). The least prevalent barriers appear in the Time Expenditure sub-scale
(Exercise takes too much time from family relationships; Exercise takes too much time
from my family responsibilities.), in the Family Discouragement sub-scale (My spouse
(or significant other) does not encourage exercising; My family members do not
encourage me to exercise.) and in the Exercise Milieu sub-scale (There are too few
places for me to exercise.).

The most perceived benefits from exercise was Physical Performance (mean=
3.00; SD=0.3) followed by Social Interaction (mean=2.86; SD=0.4), Preventive Health
(mean=2.76; SD=0.4), Psychological Outlook (mean=2.76; SD=0.3) and Life
Enhancement (mean=2.71; SD=0.4). And the most perceived barrier from exercise was
Physical Exertion (mean=2.95; SD=0.4), followed by Exercise Milieu (mean=2.42;
SD=0.4), Time Expenditure (mean=2.26; SD=0.3) and Family Discouragement
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(mean=2.24; SD=0.6). The benefits present a mean = 2.82 (0.1) and the barriers a mean

=2.47(0.2).

Table 2. The exercise benefits and barriers Sub-scales:

Perceived Benefit Items Mean (SD)
Life Enhancement Sub-scale 2.71(0.4)
24: My disposition is improved by exercise 2.95 (0.5)
25: Exercising helps me sleep better at night 2.87 (0.5)
28: Exercise helps me decrease fatigue 2.62 (0.6)
31: Exercising improves my self-concept 2.89(0.5)
33: Exercising increases my mental alertness 2.69 (0.5)
34: Exercise allows me to carry out normal activities without becoming tired 2.76 (0.6)
35: Exercise improves the quality of my work 2.76 (0.5)
40: Exercise improves overall body functioning for me 2.55(0.7)
Physical Performance Sub-scale 3.00(0.3)
7: Exercise increases my muscle strength 2.88 (0.5)
15: Exercising increases my level of physical fitness 3.03 (0.5)
17: My muscle tone is improved with exercise. 2.90 (0.5)
18: Exercising improves functioning of my cardiovascular system 3.04 (0.4)
22: Exercise improves myflexibility 3.03 (0.5)
30: My physical endurance is improved by exercising 3.03 (0.4)
42: Exercise improves the way my body looks 2.55(0.7)
Psychological Outlook Sub-scale 2.76 (0.3)
1: | enjoyexercise 2.56 (0.7)
2: Exercise decreases feelings of stress and tension for me 2.87 (0.6)
3: Exercise improves my mental health 2.79 (0.6)
8: Exercise gives me a sense of personal accomplishment 2.73 (0.6)
10: Exercising makes me feel relaxed 2.79 (0.6)
20: | have improved feelings of well being from exercise 2.85 (0.6)
Social Interaction Sub-scale 2.86 (0.4)
11: Exercising lets me have contact with friends and persons | enjoy 2.63(0.7)
29: Exercising is a good way for me to meet new people 2.95 (0.5)
37: Exercise is good entertainment for me 2.75(0.6)
38: Exercising increases my acceptance by others 2.49 (0.6)
Preventive Health Sub-scale 2.76 (0.4)
5: 1 will prevent heart attacks by exercising 2.90 (0.5)
13: Exercising will keep me from having high blood pressure 2.72 (0.6)
26: | will live longer if | exercise 2.95 (0.6)
All Benefit items of all subscales 2.82(0.1)
Perceived Barriers Items Mean (SD)
Exercise Milieu Sub-scale 2.42 (0.4)
9: Places for me to exercise are too far away 2.47 (0.7)
12: 1 am too embarrassed to exercise 2.43 (0.8)
14: It costs too much money to exercise 2.46 (0.7)
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16: Exercise facilities do not have convenient schedules for me 2.44 (0.6)
27: 1 think people in exercise clothes look funny 2.37(0.7)
41: There are too few places for me to exercise 2.33(0.7)
Time Expenditure Sub-scale 2.26 (0.3)
4: Exercising takes too much of my time 2.42 (0.6)
23: Exercise takes too much time from family relationships 2.11(0.5)
36: Exercise takes too much time from my family responsibilities 2.23(0.5)
Physical Exertion Sub-scale 2.95 (0.4)
6: Exercise tires me 2.81(0.7)
19: | am fatigued by exercise 3.00 (0.6)
39: Exercise is hard work for me 3.02 (0.5)
Family Discouragement Sub-scale 2.24 (0.6)
21: My spouse (or significant other) does not encourage exercising 2.23(0.7)
32: My family members do not encourage me to exercise 2.27 (0.7)
All Barriers items of all subscales 2.47 (0.2)

Correlates for perceived benefits and barriers of PA

Life Enhancement (r = -0.337; p=0.009), Physical Performance (r = -0.348;
p=0.007), Psychological Outlook (r =-0.364; p=0.005), Social Interaction (r = -0.317;
p=0.015), Preventive Health (r = -0.352; p=0.007) were inversely correlated with BDI
scores. Social Relationships domain of WHOQOL-BREF and Physical Exertion were
inversely correlated (r = -0.270; p=0.032); Social Relationships and Family
Discouragement were also inversely correlated (r = -0.293; p=0.020); WHOQOL-BREF
Overall and Preventive Health were positively correlated (r =0.249; p=0.047);
WHOQOL BREF Overall and Time Expenditure are inversely correlated (r = -0.291,
p=0.019). In the other demographical variables we did not find significant associations.
Detailed results of the associations can be seen at table 3.

In table 4, Steps per Week and Physical Exertion were inversely correlated (r = -
0.351; p=0.031) and Steps per Day and Time Expenditure were positively correlated (r
= 0.321; p=0.049). In the other EBBS subscales variables we did not find significant

associations.
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Table 3.

Life Physical PsychologicalOutllok Social Preventive ExerciseMilieu Time PhysicalExertion Family
Enhancement Performance Interaction Health Expenditure Discouragement

Psychological -.035 -.004 -.025 .012 .014 -.202 -124 -.183 .180
Physical -.001 .038 -.041 .008 131 -.006 .037 -.110 -.039
Social -.092 -129 -.034 115 .019 -189 -.226 -,270° -293"
Relationships
Environment .023 .076 .055 .064 .032 .020 167 -.015 -.183
WHOQOL Overall -.035 135 121 .118 ,249° -.156 -201° -.059 -.061
HAM-D .041 211 .041 .041 .034 .075 -.090 145 -.136
cal -.013 .005 -.052 .004 -.107 .164 138 .051 112
BDI -.337%* -.348** -.364%* -317* -.352%* .228 .238 .029 .104
- Pearson Correlational Coefficient Between Clinical Variables and Demographical Correlates.
*, Correlation is significant at the 0.05 level (2-tailed).
**_Correlation is significant at the 0.01 level (2-tailed).
Table 4. Spearman's rho Correlational Coefficient Between Steps and EBBS Subscales Correlates.

Life Physical Psychological Social Preventive All Exercise Time Physical All Barriers

Enhancement Performance Outlook Interaction Health Benefits Milieu Expenditure Exertion

Steps/WK
181 -.100 -.005 .188 .019 119 -.203 136 _351* -.069
Steps/Day
.262 .019 .010 271 -.065 .168 -.027 321* -174 128

*_ Correlation is significant at the 0.05 level (2-tailed).
**_Correlation is significant at the 0.01 level (2-tailed).
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Discussion

The present study adds some findings of interest specifically related to patients
with MDD. Our sample consisted of a large number of women, who were overweight,
with moderate to severe depression. The most prevalent benefits appear in the Physical
Performance sub-scale, and the most prevalent barriers appear in the Physical Exertion
sub-scale. The benefits sub-scales, such as, Life Enhancement, Physical Performance,
Psychological Outlook, Social Interaction and Preventive Health were inversely
correlated with depressive symptoms severity Quality of life on Social Relationships are
inversely correlated to Physical Exertion and Family Discouragement. WHOQOL-
BREF Overall and Time Expenditure also presented a inverse relationship. Moreover,
WHOQOL-BREF Overall and Preventive Health were positively correlated. Lastly,
steps per week and Physical Exertion were inversely correlated. However, steps per day
and Time Expenditure average were positively correlated.

Both perceived barriers and benefits are linked to physical health issues,
evidencing how the patient perceives that his physical condition helps or hinders his
perception to PA practice. Benefits subscales and BDI scores were inversely correlated,
indicating the higher depressive symptoms severity in BDI total score, the lower the
performance on these subscales score. Quality of life on Social Relationships are
inversely correlated to Physical Exertion and Family Discouragement, these findings
indicate that patients who do not have perceived family support and have perceived
physical limitations, presented lower scores in Social Relationships domain.
WHOQOL-BREF Overall and Time Expenditure also presented a inverse relationship,
evidencing that individuals who have perceived this barrier presents lower scores in
quality of life. Moreover, WHOQOL-BREF Overall and Preventive Health were
positively correlated, indicating that individuals who have perceived these benefit
presents higher scores in quality of life. In reported PA performed, we found some
significant results: steps per week average and Physical Exertion average were inversely
correlated, indicating the higher the steps performed per week, the lower the patients
perceived Physical Exertion barriers. However, interestingly, steps per day average and
Time Expenditure average were positively correlated, indicating that the higher the
steps performed per day, the higher the patients perceived Time Expenditure barriers.
The relationship between PA efficacy beliefs and PA behavior, as well as the possible
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mediating role of efficacy beliefs in PA interventions, presents a gap and needs further
investigation in patients with MDD. Even though the majority of the reports appointed
positive feelings toward PA, it is complex and important to evaluate and identify the

barriers to overcome in MDD subjects.

To the best of the authors' knowledge, this is the first study that evaluates
barriers and benefits of PA practice in outpatients with MDD. Although the literature is
still in its infancy in this subject, our findings are in line with findings in other
populations. Pippin (2013) found that female college students perceived exercise as
very beneficial with few barriers, presented high scores of benefits in EBBS scale (36).
Lovell et al. (2010), in a study with female university students in the United Kingdom,
also found higher levels of benefits than barriers to exercise (37). In these two studies,
the participants were healthy individuals, fact that can contribute to a more positive and
optimistic view of the PA practice and its implications. In people with depression, PA
participation might be a complex behavior that is determined by many different factors.
According to Vancampfort (2015), individuals with mental illness have unique barriers
to engaging in exercise compared to the general population related to their psychiatric
symptoms, physical health co-morbidities and side-effects of medication (38). In a
meta-analysis, the authors found that people with MDD are known to have a 50%
increased odds of not meeting the recommended PA levels (e.g., performing 150
minutes of moderate-intensity PA each week) compared with people without major
depression (15). However, according to a recent scoping review, depression is the first
and only mental health disorder in which exercise is recommended as an evidence-based
treatment and appoint that The American Psychiatric Association (2010) also identifies
that exercise might be used as a monotherapy for mild depression in the acute phase
(39).

Schuch et al. (2014), found that add-on exercise to the conventional treatment of
severely depressed inpatients was an effective strategy for reducing depressive
symptoms and improving quality of life (40). In addition, a meta-analysis found large
antidepressant effects of exercise on depression when compared to non-active control
conditions (e.g. studies that did not compare exercise versus alternative treatments) and
presented data strongly support the claim that exercise is an evidence-based treatment

for depression (41).
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Given the complexity of factors involved in PA practice in patients with MDD,
it could be helpful to provide support for a multidisciplinary team, including
psychiatrists, psychologists and other health professionals, to engage this population in
PA programs. Thus, understand and evaluate the benefits and barriers that encourage
and discourage depressed individuals from engaging in health-promoting activities
might be useful for future interventions. Lastly, considering the importance of the
subject, further studies should also evaluate clinical and demographical correlates to

PA, in order to clarify the understanding of these factors.

One limitation of the present study is the cross-sectional nature of assessment
regarding barriers and benefits of PA practice measures, therefore cause and effect
cannot be deduced. As a strength, our study used a structured psychiatric diagnosis
assessment in a clinical sample, taking into account the heterogeneity of depressive
symptoms and used a structured and validated scale to measure and evaluates perceived
barriers and benefits toward PA. Thus, to evaluate and measure PA we used a structured

and validated instrument.

Conclusion

The present study demonstrate that individuals with MDD, despite the symptoms
severity, perceived and related more benefits than barriers to PA practice. Our findings
support that the evaluation of clinical and demographical correlates is relevant for
development of strategies to increase PA practice levels in depressed subjects, aiding to
decrease depressive symptoms and improve health.
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7. Considerac0es Finais

O transtorno depressivo maior (TDM) além de altamente prevalente, pode trazer
indmeros prejuizos a qualidade de vida do individuo. Devido ao grande ndmero de
pacientes que ndo remitem a doenca apenas com a utilizacdo de farmacos e psicoterapia,
intervencdes que promovam a utilizacdo de atividade fisica (AF) e exercicio fisico (EF)

como tratamento auxiliar tem se mostrado uma alternativa de baixo custo interessante.

No primeiro artigo que compde essa dissertacdo, foram avaliados os correlatos
clinicos e sdcio-demogréaficos da participacdo de 268 pacientes deprimidos em esportes
e exercicio. Os pacientes faziam parte do PROTHUM (Programa de Tratamento dos
Transtornos de Humor), e apresentavam altos escores de pontuacdo nas escalas que
medem sintomas depressivos (HAM-D e BDI). Por se tratarem, em sua maioria, de
pacientes de classe econémica mais baixa, com menor grau de escolaridade, percebeu-
se uma tendéncia a serem individuos que ndo estdo envolvidos em qualquer tipo de
programa que promova exercicio. Entretanto, uma importante limitacdo do estudo, foi
que para medir a participacdo do paciente em esporte e exercicio, possuiamos apenas
uma unica questdo. Ela se referia a participacdo do individuo em esportes e exercicio
nos ultimos trinta dias. A partir disso, tivemos que estabelecer pontos de corte.
Contudo,obtivemos alguns achados interessantes. Pacientes que apresentaram escores
mais baixos nas escalas de depressao, estdo mais propensos a se envolver em esporte e
exercicio, bem como pacientes que apresentaram escores mais altos na pontuacao dessas
escalas estdo mais propensos a nao se envolverem em esportes e exercicio. Observou-se
também, que pacientes divorciados e tabagistas estdo mais propensos a nao se
envolverem em esportes e exercicios. Os achados do estudo apontam que fatores
clinicos e demograficos estdo significativamente associados a forma que esse individuo
se relaciona com a préatica de esportes e exercicios. A forma como o paciente se
relaciona com questdes que envolvam sua saude esta estreitamente relacionada ao meio

e ao ambiente em que este esta inserido.

No segundo artigo presente nessa dissertacdo, um estudo transversal, analisamos
as potenciais barreiras e facilitadores & pratica de AF em pacientes deprimidos em
atendimento ambulatorial. Os pacientes que foram convidados a fazer parte de um

ensaio clinico randomizado, que estava em andamento no HCPA, e que aceitaram
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participar, no momento da inclusdo responderam ao instrumento em questdo (escala
EBBS), utilizado no segundo artigo. No momento da aplicacdo do instrumento, alguns
individuos demonstraram ndo apresentar conhecimento sobre algumas questdes
envolvendo a pratica de AF. Para alguns pacientes, observou-se que AF e exercicio
pareciam ser consideradas uma questdo secundaria em suas vidas, muito vinculada ao
lazer e entretenimento. Ainda, para alguns outros pacientes, AF e exercicio nédo
pareciam ter relacdo com conceitos de saude e nem de lazer/entretenimento. Dessa
forma, de acordo com os achados, observa-se que dentre as barreiras, 0s pacientes
apresentaram escores mais altos na sub-escala que dizia respeito ao esforco fisico
(Physical Exertion). Falta de energia e disposicdo para realizacdo de tarefas do dia-a-dia
sdo relatos comuns nessa populacdo. Individuos deprimidos, muitas vezes, tendem a
apresentar dificuldades de empregar qualquer tipo de esforco fisico na realizagcdo de
tarefas que podem ser consideradas simples. Quando estas tarefas tém relacdo com
qualquer tipo de AF, a tendéncia é de que o individuo apresente uma certa resisténcia a
aderir. Entretanto, curiosamente, dentre os beneficios apresentados nos achados, o que
teve a maior pontuacdo foi a sub-escala relacionada a performance fisica (Physical
Performance). As questdes que compde essa sub-escala dizem respeito aos beneficios
fisicos que a pratica de AF e exercicio proporcionam ao corpo e a salde. Apesar de
pacientes deprimidos apresentarem grandes dificuldades na realizacdo de tarefas que
envolvam movimentar o corpo, a maioria deles demonstrou ter conhecimento a respeito

da importancia da AF e do exercicio para a saude.

Embora a literatura atual apresente evidéncias importantes sobre os beneficios
da pratica de AF e exercicio para a salde, nessa populacdo especificamente, as
dificuldades de se trabalhar esses conceitos sdo muito grandes. Promover intervencdes
onde haja um maior reforgo de facilitadores e uma maior quebra de barreiras, apontando
os beneficios da préatica de AF, pode ser uma alternativa simples e eficaz. Incentivar o
paciente a realizar pequenas mudancas no seu dia-a-dia , tais como se movimentar mais,
passar menos tempo sentado, realizar pequenas caminhadas, realizar pequenas tarefas
domeésticas, sdo ferramentas simples e que podem trazer resultados extremamente

positivos para a saude fisica e metal destes individuos.

Por fim, futuros estudos que visem intervencOes nesse sentido se fazem
necessarios nessa populacdo, afim de promover saude e proporcionar uma melhor

qualidade de vida a estes pacientes.
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