EJNHS | ISSN 2682-2563 Egyptian Journal of Nursing & Health Sciences, 2022

Basic Research
Relationship between Multi-Dimensional Factors and Self Care
Behaviors among Patients with Heart Failure

Asmaa Abdel Rahman Abdel Rahman
Medical Surgical Nursing department, Faculty of Nursing, Ain Shams University, Cairo, Egypt

Relationship between Multi-Dimensional Factors and Self Care Behaviors
among Patients with Heart Failure
Abstract

Background: Heart Failure is a chronic, longstanding disease associated with high
morbidity, mortality, and increased health care cost. Self care activities have been
illustrated to improve quality of care of heart failure and disease outcomes. Aim: This
study aimed to assess the relationship between multidimensional factors (knowledge,
cognitive impairment, anxiety and depression, social support, quality of life) and self care
behaviors among patients with heart failure. Study design: A descriptive co-relational
research design was utilized to achieve the aim of this study. Setting: This study was
conducted in the heart department at Ain Shams University hospital. Subjects: Purposeful
sample of (60) adult patients with heart failure were selected to included in this study.
Tools of Data collection: (1) Patients’ demographic and clinical characteristics
assessment tool. (2) The dutch heart failure knowledge scale. (3) Mini-mental state
examination scale. (4) Patient health questionnaire-4. (5) The social support instrument.
(6) The Kansas City cardiomyopathy questionnaire. (7) The self-care heart failure index.
Results: This study revealed that 78.3% of patients with heart failure had unsatisfactory
level of knowledge, 33.3% have cognitive impairment, 40% suffered from moderate level
of anxiety and depression, 80% got high social support from their families, and 70% had
fair quality of life. Moreover, it was illustrated that there was a correlation between the
self-care behaviors and knowledge, cognitive impairment, anxiety and depression, social
support, and quality of life among patients with heart failure where p value <0.05.
Conclusion: Several factors are positively/negatively correlates with self care behaviors
among patients with heart failure such as the knowledge of patients, cognitive impairment,
anxiety and depression, level of social support, and quality of life. Recommendations:
Ongoing assessment of factors that may impedes self care behaviors among patients with
heart failure can help health care professionals in providing disease management based on
individual needs.
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1. Introduction

Heart failure (HF) is considered a chronic progressive disease with alarming
morbidity and mortality impacts. It is described as an epidemic health problem with an
estimated prevalence of 64.3 million people worldwide. Heart failure is account for
250,000 to 300,000 hospital admissions and about 30,000 deaths per year in the United
States (Groenewegen et al, 2020). The data available from hospital based studies at Sub
Saharan Africa (SSA) show that heart failure is the most common diagnosis among
patients admitted with cardiovascular diseases and accounts for up to 9-15% of hospital
admissions (Kimani, et al, 2018).

It is a systemic complex clinical syndrome characterized by cardiac dysfunction that
reduces the heart ability to pump sufficient amount of blood to meet the metabolic needs
of tissue. HF has recently been classified into three subtypes based on calculated left
ventricular ejection fraction (LVEF), natriuretic peptide levels and the presence of
structural heart disease and diastolic dysfunction. These types are named as HF with
reduced ejection fraction (HFrEF), HF with preserved ejection fraction (HFpEF) and HF
mid-range/mildly reduced ejection fraction (HFmrEF). The latter may composed of both
left ventricular dysfunction (systolic and diastolic heart failure) (Malik et al, 2021).

The definition of HFrEF has varied among different studies and guidelines but is
generally defined as an ejection fraction (EF) of less than or equal 40%. Heart failure with
preserved ejection fraction (HFpEF) is generally known as heart failure with an EF of
more than or equal 50%. HFmrEF is called heart failure with an EF of 40% to 49% based
on European Society of Cardiology guidelines (Hajouli & Ludhwani, 2022).

Heart failure illness is linked by common biological risk factors such as hypertension,
increased cholesterol level and central obesity, as well as behavioral risk factors that
include smoking, excess alcohol consumption, unhealthy diet, and physical inactivity
which lead to metabolic syndromes. Many of these risk factors are potentially preventable
through awareness and education of self-care behaviours that need to be adjusted or
changed to control the disease and improve quality of life (McHorney et al, 2021).

Self-care refers to the process or behaviors that people use to maintain health through
preventive and promoting practices. The self care behaviors in heart failure consist of
three main concepts that include self-care maintenance which keep physiological stability
through patients' actions (e.g., taking medication as prescribed, engaging in regular
physical activity regimen, and adhering to a healthy diet through restricting dietary sodium
and fluid intake), self-care monitoring or perception of symptoms (e.g., regular weighing,
monitoring clinical signs and symptoms), and self-care management that mean the
response to symptoms when they occur (e.g., change diuretic dose in response to
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symptoms, consultation with a nurse or physician when changes are recognized) (Jaarsma
et al, 2021).

There are numerous and multidimensional factors that may impede self care process
among patients with heart failure such as demographic and clinical characteristics of
patients (e.g. patient's age, gender, level of education, ethnicity, socio-economic status,
past experience in living with symptoms of chronic disease), the problem (e.g. cognitive
function, knowledge about the disease, depression and anxiety symptoms, rest and sleep
periods, co morbidity, severity of HF according to New York Heart Association [NYHA]
functional classification) and factors related to environment (e.g. family and social
support, location, quality of life, values) (Negarandeh et al, 2020).

The management of heart failure is a complex process that requires daily coordination
of and adherence to several medications and a set of lifestyle changes related to dietary
restrictions, fluid intake, exercise, and weight monitoring. Self-care is considered an
important non pharmacological aspect of heart failure management that stabilizes
physiological symptoms and results in improved health outcomes, avoid deterioration of
HF, prevent subsequent co morbidities, reduce contacts with the health care system such
as recurrent hospital admissions, as well as reduce health care costs and mortality and
morbidity (McHorney et al, 2021).

1.1 Significance of the study:

Based on the European Society of Cardiology Heart Failure Long Term (ESC-HF-LT)
Registry, that involved patients from April 2011 to February 2014. A total of 1661
hospitalized HF patients from Egypt were included, of whom 1645 were eligible for
analysis: 914 from Alexandria, 249 from Cairo, 409 from the Delta region, and 73 from
Upper Egypt (Hassanin et al, 2020).

Heart failure is normally the final stage of all heart diseases. The clinical symptoms of
heart failure includes shortness of breath, orthopnea, exertional dyspnea, fatigue,
weakness, edema, weight gain, memory loss, anxiety, depression, headache, insomnia and
oliguria. These symptoms can be managed by medication, changing lifestyle and
performing self-care activities. The success of treatment of heart failure relies on patients'
behaviors and adherence to treatment plan. Lack of self care skills and knowledge among
patients with heart failure may accelerate the progression of the disease, increase intensity
of symptoms, frequency of hospitalization and health care costs. Assessing the factors
affecting self care for patients with heart failure can help to reduce the rate of un-
necessary re-admission, complications, worsening of symptoms, and death and improve
the quality of life for those patients.
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1.2 Aim of the study
This study aimed to assess the relationship between multidimensional factors (knowledge,
cognitive ability, anxiety and depression, social support, quality of life) and self care
behaviors among patients with heart failure through:

a) Assessing knowledge of patients with heart failure.

b) Assessing cognitive impairment of patients with heart failure.

c) Assessing anxiety and depression level among patients with heart failure.

d) Assessing social support level among patients with heart failure.

e) Assessing quality of life of patients with heart failure.

f) Assessing self care behaviors among patients with heart failure.

1.3 Research questions
1. What are the level of knowledge, cognitive impairment, anxiety and depression, social
support, quality of life and self-care behaviors among patients with heart failure?

2. What is the relation between the self-care behaviors and knowledge, cognitive
impairment, anxiety and depression, social support, and quality of life among patients with
heart failure?

2.Methods

2.1 Research design

A descriptive co-relational study design was utilized to achieve the aim of this study. In
descriptive co-relational study, the investigator looks into co-relations between variables
without control or manipulates any of them. Co-relational studies reveal the magnitude
and/or direction of a link between two (or more) variables. Co-relational studies design
might have either a positive, negative or zero co-relation (Sharma, 2018).

2.2 Setting

This study was conducted in the heart department at Ain Shams University hospital
Affiliated to Ain Shams University. The heart department is located in the first floor of the
hospital and composed of five rooms, each room contains three beds.

2.3 Subjects

Purposeful sample of (60) adult patients with heart failure who were admitted to the
previously mentioned setting were selected to included in this study according to certain
inclusion and exclusion criteria. The size of sample was calculated based on power
analysis according to the number of heart failure patients who were admitted to the heart
department at Ain Shams university hospital during the year 2021, was 170 patients with
power of test 90% and confidence interval 95%, with margin of error accepted adjusted to
5% with type I error (o) = 0.05, type II error (B) = 10%, and power of test 0.80%.
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The inclusion criteria for participants included in this study were: Patient who are
conscious; older than 18 years, able to communicate, speak, listen, read and write; patients
who had been diagnosed with heart failure (systolic or diastolic dysfunction) six months
ago or more; those with left ventricular ejection fraction < 50%, New York Heart
Association (NYHA) functional class from I-1V. The exclusion criteria included: Patient
who are unconscious or have disturbed level of consciousness, and patient with psychiatric
disorders.

2.4 Data collection tools

2.4.1 Patients' demographic and clinical characteristics assessment tool:

This tool was designed by the researcher in English after reviewing the related literatures
(Swigtoniowska-Lonc etal, 2021; Hassanin et al, 2020). It was divided into two parts. Part
I included data about patients’ demographic characteristics such as age, gender, marital
status, educational level, occupation, residence, living condition, monthly income and
medical insurance.

Part Il included clinical data about patients such as duration of the disease, HF class,
ejection fraction, blood pressure, body mass index (BMI), etiology of heart failure, co
morbidities, current used drugs, smoking, family history of heart diseases and previous
hospitalization.

2.4.2 The Dutch Heart Failure Knowledge Scale (DHFKS):
This scale was used to assess patients’ knowledge regarding heart failure disease, heart
failure treatment, and knowledge on symptoms and symptom recognition. It was adopted
from Van der Wal, et al (2005). This scale was designed in an English language. The
knowledge scale consisted of 15 multiple-choice question concerning HF in general (4
questions), HF treatment (6 questions on diet, fluid restriction and activity) and symptoms
and symptom recognition (5 questions).
Scoring system:
- For each item, patients can choose from three options, with one of the options being the
correct answer.
- The correct answer was given one grade and the incorrect answer was given zero.
- The total score of the scale was calculated for every patient, then for all patients.
- The score of this scale was categorized into:

« Satisfactory level of knowledge (> 60% =9 degrees and more).

« Unsatisfactory level of knowledge (<60% =less than 9 degrees).
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2.4.3 Mini-Mental State Examination (MMSE):
The Mini-Mental State Examination (MMSE) tool was used to assess the cognitive
impairment in patients with heart failure. It was adopted from (Folstein et al, 1975) and
was developed in an English language. The MMSE assesses six areas of cognitive ability
that includes orientation to time and place (10 questions), registration (3 items), attention
and calculation (5 items), immediate and short-term memory (recall) (3 items), language
skills (8 items), visuospatial abilities (one item).
Scoring system:
- The scale consisted of 30 items.
- For each item, patients have to answer the question.
- The correct answer was given one degree and the incorrect answer was given zero.
- The total score of the scale was calculated for every patient, then for all patients.
- The score of this scale was categorized into:

» Normal cognitive level (> 85% =25 degree and more).

« Abnormal cognitive level (<85% =less than 25 degree).

2.4.4 Patient Health Questionnaire-4 (PHQ-4):
The patient health questionnaire was used to assess symptoms of anxiety and depression
among patients with heart failure in the last two weeks. It was adopted from (Zigmond and
Snaith, 1983) and was designed in an English language. The questionnaire consisted of
two items that assess depression and two items that assess anxiety. The response of the
patients to these items was on a 4-point Likert scale ranged for 0-3, where (zero) means
not at all, (2) means several days, (3) more than half the days, (4) nearly every day.
Scoring system:
- The scale consisted of 4 items.
- The subscale of anxiety includes 2 items.
- The subscale of depression includes 2 items.
- The score for each subscale is a sum of the 2 corresponding items.
- The minimum score in each subscale is 0.
- The maximum score in each subscale is 6.
- Total score > 3 for first two questions suggests anxiety.
- Total score >3 for last 2 questions suggests depression.
- The total score of the scale was calculated for each patient, then for all patients.
- The score of this questionnaire was categorized into:

« Normal level of anxiety and depression (0-2).

« Mild level of anxiety and depression (3-5).
« Moderate level of anxiety and depression (6-8).
« Severe level of anxiety and depression (9-12).
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2.4.5 The ENRICHD Social Support Instrument:
The Enhancing Recovery in Coronary Heart Disease (ENRICHD) Social Support
Instrument (ESSI) was used to assess the patients' level of social support in their life. It
was adopted from (Mitchell et al, 2003). This instrument was designed in an English
language.
Scoring system:
- The instrument consists of 7 statements.
- The first six statements used a 5-point LiKert scale numbered from 1 to 5 with
(1=none of the time, 2=a little of the time, 3=some of the time, 4=most of the time,
5=all of the time).
- For each item, patients can choose the number that indicates their response.
- The seventh item is a yes/no question, scored 4 for yes and 2 for no.
- The minimum score is 8.
- The maximum score is 34.
- The total score of the scale was calculated for every patient, then for all patients.
- The score of this instrument was categorized into:

e Low level of social support (<18 degree).

« High level of social support (>18 degree).

2.4.6 The Kansas City Cardiomyopathy Questionnaire (KCCQ-12):

The Kansas City Cardiomyopathy Questionnaire (KCCQ) was used to assess the patient’s
perception about the degree to which their heart failure impacts their health status. It was
adopted from (Green, 2000) and was designed in an English language. It includes 12
questions that distributed under four domains and ask about the frequency of heart failure
symptoms (2-questions), impact on physical limitation (6- questions), and social limitation
(one question), and how their heart failure impacts their quality of life (3-questions).
Scoring system:

- The first three questions ask about the physical limitation to perform activity of daily
living and used a 6-point Likert scale ranged from 1 to 6 with (1=extremely limited,
and 6=limited for other reasons).

- The fourth question ask about frequency of leg swelling and used a 5-point Likert
scale ranged from 1 to 5 with (1=every morning, 5=never over the past 2 weeks).

- The 5™ and 6™ questions ask about frequency of fatigue and shortness of breath and
used a 7-point Likert scale from 1 to 7 (1=all of the times, 7= never).

- The 7" question ask about frequency of sleep sitting up and used a 5-point Likert
scale from 1 to 5 with (1= every night, 5= never).

- The 8" question ask about limitation in social life and used a 5-point Likert scale
from 1 to 5 with (1= extremely limited, 5=not limited).

- The 9" question ask about satisfaction about life and used a 5-point Likert scale
ranged from 1 to 5 (1= not at all satisfied, 5=completely satisfied).
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- The questions from 10™ to 12" ask about lifestyle with heart failure and used a 6-
point Likert scale from 1 to 6 with (1= severely limited, 6=does not apply).
- For each item, patients can choose the number that indicates their response.
- The minimum score is zero and the maximum score is 100 degrees.
- The total score of the scale was calculated for every patient, and then for all patients.
- The score of this questionnaire was categorized into:
« Poor quality of life level (0-24 degree).

« Fair level of quality of life (25-49 degree).
« Good quality of life (50-74 degree).
« Very good level of quality of life (75-100 degree).

2.4.7 The Self-Care Heart Failure Index (SCHFI):
The Self-Care Heart Failure Index version 6.2 was used to assess the self care behavior
among patients with heart failure. It was adopted from Riegel et al, (2004). This scale is
divided into three subscales. The self-care maintenance subscale composed of 10 items
measuring behaviors aimed at maintaining physiological stability; self-care management
subscale included 6 items related to patients’ behavior when symptoms appear and
confidence in self-care subscale is consisted of 6 items.
Scoring system:
- The scale consists of 22 items.
- The self care maintenance subscale uses a 4-point Likert scale for responses ranged
from 1 to 4 with (1=never, 4= always).
- The self care management subscale; the first item assess how quickly patients identified
HF-related symptoms the last time. The patient can select "not applicable™ if they didn't
have the symptoms. If they had the symptoms they can choose from a 5-point Likert scale
ranged from 0 to 4 with (0=didn't recognize symptoms, 4=very quickly).
- The next 4 items of self care management subscale assess the remedies the patients
tried to relieve symptoms. It uses a 4-point Likert scale for responses ranged from 1 to 4
with (1=not likely, 4=very likely).
- The last items of this subscale uses a 5-point Likert scale for responses ranged from 0
to 4 with (0=I didn't try anything, 4=very sure).
- The self care confidence subscale uses a 4-point Likert scale for responses ranged from
1 to 4 with (1=not confident, 4= extremely confident).
- For each item, patients can choose the number that indicates their response.
- Following the scoring instructions, scores on each of the SCHFI scales were
standardized to 100; higher scores is indicator for higher self-care.
- The minimum score is zero and the maximum score is 100.
- The total score of the scale was calculated for every patient, then for all patients.
- The score of this scale was categorized into:

« Inadequate self-care level (a score <70 on each subscale and the total scale).
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« Adequate self-care level (a score >70 on each subscale and the total scale).

2.5 Tools validity and reliability:

The tools were evaluated in terms of face and content validity by a group of five experts
(two professors, two assistant professors, and one lecturer) from Faculty of Nursing,
medical surgical nursing department at Ain Shams University. The panel reviewed the
tools for clarity, relevance, comprehensiveness, simplicity, and applicability. No
modifications were done. Testing the reliability of the data collecting tools was done by
alpha cronbach test. It was 0.72 for the HF knowledge scale, 0.95 for the MMSE scale,
0.780 for Patient health questionnaire-4, 0.88 for the social support instrument, 0.95 for
the KCCQ-12 questionnaire and 0.88 for the SCHFI.

2.6 Pilot study

A pilot study was implemented on 10% (6) of patients with the same selection criteria
from the study setting to assess clarity and applicability of the study tools, also to estimate
the time needed for each tool. No modifications were carried out in any tool. Patients who
participated in the pilot study were involved in the main study subjects.

2.7 Ethical issues

The approval for the research was obtained from the committee of ethical research at
faculty of nursing before initiating the study. Permission was also obtained from the
director of the medical hospital and director of heart departments before conducting the
study. The researcher explained the aim of the study in a letter sent to the hospital's
director from the dean of faculty of nursing before the collection of data. Verbal consent
was obtained from patients to ensure willingness to engage in the study. The researcher
kept anonymity and confidentiality of subjects’ data. The investigator informs patients that
they are allowed to withdraw from the study at any time without penalty.

2.8 Field work

- The study started by reviewing of the related literatures and theoretical knowledge of
various aspects of the study using books, articles, internet, periodicals and magazines was
done to develop data collection tools.

- The aim and purpose of the study was clarified individually by the researcher to the
studied patients prior to data collection, as well as their verbal approval to participate in
the study was obtained.

- Data collection continues for about 6 months started from November 2021 until the end
of April 2022. The data were collected by the researcher through 3 days/ week (Saturday,
Tuesday, Thursday), during the morning and afternoon shifts.

- Patients who fulfilled the selection criteria were interviewed individually by the
researcher.
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- Demographic characteristics and medical data were collected from the patients’
medical records, or from the patients themselves and their family member.

- The data collection tools took about 70 minutes to be completed by the researcher
through an individual structured interview with every patient. The heart failure knowledge
scale took 15 minutes to completed, the MMSE scale took 15 minutes, patient health
questionnaire 5 minutes, the social support instrument 5 minutes, the KCCQ-12
questionnaire 15 minutes, and 15 minutes for the self-care heart failure index.

2.9 Data analysis

The data were collected, coded and entered into a suitable excel sheet. The data were
tabulated and statistically analyzed using the statistical package for social science (SPSS)
for window, version 20 (SPSS Inc., Chicago, IL). Quantitative data were described as
mean and standard deviation and interquartile range to present normally distributed
continuous variables. Qualitative data were presented as frequencies (n) and percentage
(%). Pearson correlation coefficient (r) was used to correlate between nonparametric
quantitative variables. A correlation coefficient greater than zero indicate a positive
relationship. While a value less than zero indicates a negative relationship. A value of zero
indicates no relationship between the two variables being compared. P-value < 0.05 was
considered significant.

3. Results

Table (1) shows that mean age of patients under study was 58+ 12.2 years and fall at age
group between 26-80 years old. As regard to patients’ gender, more than half (55%) of
them were males, 51.7% of patients can read and write. In relation to marital status, the
table demonstrated that majorities (80%) of patients were married. About residence, it was
found that more than half (53.3%) of patients are living in urban area and most of them
(91.7%) are living with their families. Approximately two thirds (61.7%) had insufficient
income as they reported and (66.7%) did not have medical insurance.

Table (2) reveals that half (50%) of patients were falls at the third degree of heart failure
based on the NYHA functional classification and heart failure was due to ischemic causes
in most of patients (95%). The results reveals that mean score of disease duration was 33.1
+ 29.5 and ranged from 1-120 months and ejection fraction ranged from 17%-40%. In
relation to co morbidities, the results illustrated that most of patients (93%) had co
morbidities and all (100%) of them are taking beta-blockers and angiotensin converting
enzyme inhibitors and majorities (86.7%) are on diuretics. Moreover, 78.3% of patients
had family history of cardiac diseases and 76.7% of them were hospitalized before.
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Table (3) represents that 78.3% of patients had unsatisfactory level of knowledge about
heart failure with mean score 6+2.9 and one third of them (33.3%) had cognitive

impairment.

Table (1): Frequency and percentage distribution of studied patients’

demographic characteristics (n=60)

Patients' characteristics No | %
Age
Mean + SD 58 +12.2
(min — max) 26-80
Median (IQR) 58.5 (50.5-67.5)
Gender
Male 33 55.0
Female 27 45.0
Educational level
Read & write 31 51.7
Secondary education 22 36.7
High education 7 11.6
Marital status
Married 48 80.0
Widow 9 15.0
Divorced 2 3.3
Single 1 1.7
Occupation
Employed 18 30.0
Unemployed 0 0.0
Retired 17 28.3
Housewife 25 41.7
Residence
Urban 32 53.3
Rural 28 46.7
Living alone
Yes 5 8.3
No 55 91.7
Income
Sufficient 23 38.3
Insufficient 37 61.7
Medical insurance
Yes 20 33.3
No 40 66.7
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Table 2. Frequency and percentage distribution of studied patients’ clinical data

(n=60)

Patients' characteristics | No | %
Heart failure class
Class Il 16 26.7
Class 11l 30 50.0
Class IV 14 23.3
Heart failure etiology
Ischemic 57 95.0
Non ischemic 3 5.0
Heart failure duration (in months)
Mean + SD (min-max) | 33.1+29.5 | 1-120
Ejection fraction %
Mean + SD (min-max) | 31.9+6.3 | 17-40
Systolic blood pressure
Mean + SD (min-max) | 112.7 +15 | 80-165
Diastolic blood pressure
Mean + SD (min-max) | 71.7 +10.1 | 50-90
Smoking
Yes 14 23.3
No 46 76.7
Body mass index
Mean + SD (min-max) | 304+7.7 19-55
Co-morbidities
Yes 56 93.3
No 4 6.7
Beta-blockers & *ACEi
Yes 60 100.0
No 0 0.0
Diuretics
Yes 52 86.7
No 8 13.3
Family history
Yes 47 78.3
No 13 21.7
Previous hospitalization
Yes 46 76.7
No 14 23.3

*ACEi mean Angiotesin converting enzyme inhibitors.
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Table 3. Frequency and percentage distribution of the studied patients’
knowledge and cognitive impairment level (n=60)

Items | No | %

Patients' knowledge regarding heart failure

Unsatisfactory 47 78.3
Satisfactory 13 21.7
Mean + SD (min-max) 6+29 1-14
*Cognitive function using MMSE

Normal 40 66.7
Abnormal 20 33.3
Mean + SD (min-max) 244+£5.8 10-30

*Mini mental State Examination Scale

Table (4) demonstrated that 40% of patients under study had moderate level of anxiety
and depression and nearly one fifth (18.3%) had severe level with mean score 5.8 + 2.7.
Concerning the social support level, it was revealed that 80% of patients had high social
support level with mean score 26.9 +5.7.

Table (5) illustrated that 70% of patients under study have fair level of quality of life, and
approximately all of them (96.7%) have inadequate self care level.

Table (6) showed the positive correlation between patients' self care maintenance,
management, confidence and total self care and their level of knowledge where p value
<0.05. In addition, the findings illustrated the positive correlation between patients' self
care maintenance, management and total self care and their cognitive ability where p value
was 0.002, 0.009, and 0.003 respectively.

Table 4. Frequency and percentage distribution of the studied patients
regarding anxiety, depression and social support level (n=60)

Items | No | %

Anxiety and depression scale level

Normal 9 15.0
Mild 16 26.7
Moderate 24 40.0
Severe 11 18.3
Mean + SD (min-max) 58+ 27 1-11
Social support level

Low 12 20.0
High 48 80.0
Mean + SD (min-max) 26.9+57 9-33
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Table 5. Frequency and percentage distribution of the studied patients as
regard to quality of life and self care (n=60)

Items | No | %
Quality of life level
Poor 5 8.3
Fair 42 70.0
Good 13 21.7
Very good 0 0.0
Mean £ SD (min-max) 28.8£9.6 14-51
Total self care level
Not adequate 58 96.7
Adequate 2 3.3
Mean + SD (min-max) 438+75 27-65

Table (6): Correlation between self-care of the studied patients and their
knowledge and cognitive ability (n=60)

Items Test Heart failure Cognitive impairment
knowledge
Self-care maintenance r 0.380 0.398
P 0.003* 0.002"
Self-care management r 0.399 0.334
P 0.002* 0.009"
Self-care Confidence r 0.418 0.202
P 0.001* 0.121
Total SCHF r 0.463 0.379
P 0.000* 0.003"
P value> 0.05 not significant *statistically significant P value <0.05

Table (7) showed the negative correlation between all parameters of patients' self care and
their level of anxiety and depression with statistically significant only with self care
maintenance where p value =0.027. Concerning the social support, the findings illustrated
there was no correlation between patients' self care and the level of social support where p
value was > 0.05. As regard to quality of life, the results revealed the positive correlation
between patients' self care maintenance, confidence and quality of life of patients included
in the study where p value 0.014 and 0.026 respectively.
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Table (7): Correlation between self-care of the studied patients and their
anxiety and depression, social support and quality of life (n=60)

Items Test | Anxiety and Social support Quality of life
depression

Self-care maintenance r -0.285 0.082 0.316
P 0.027* 0.534 0.014*

Self-care management r -0.053 0.073 0.006
P 0.687 0.578 0.962

Self-care confidence r -0.126 0.083 0.287
P 0.338 0.530 0.026*

Total SCHF r -0.198 0.093 0.249
P 0.129 0.481 0.055

P value> 0.05 not significant *statistically significant P value <0.05
4. Discussion:

Heart failure is a public and increasing health problem worldwide. It is a chronic
disease that is associated with different positive or negative outcomes according to the
patient's ability to perform self-care. Self-care is considered an effective method for
managing HF and is associated with several positive outcomes for patients, including
enhanced quality of life, decreased mortality, fewer re-admissions, and reduced health
care costs. It is important for health care provider to assess factors that may affect the
patient's involvement in self-care activities and result in poor outcomes, deterioration of
patients' conditions and early death (Vellone et al., 2020).

According to the findings of the current study, the mean age of the study subjects was
58 + 12.2 years, with more than half of them being males. More than half of the patients
had low education level; three quarters of them had class 1l and IV heart failure and most
of them were due to ischemic causes with ejection fraction being 31.9+6.3. Moreover, the
duration of heart failure mean score was 33.1+29.5 and all of patients were maintained on
beta-blockers, ACEi and diuretics.

These results are in accordance with Kim et al, (2019) who found that the final
subjects consisted of 117 patients, (age 65.5 £ 9.4 years; men 58.1%; education 10.0 £ 4.0
years (<high school graduation); left ventricular ejection fraction 35.0 + 8.7%). The
majority of patients had no or mild functional limitations imposed by HF (NYHA class
I/11 74.4%). Approximately one-third had ischemic etiologies (35.0%). Most of patients
were stable with medications, including ACEi (49.6%), beta-blockers (61.5%) or diuretics
(53.0%).
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The results of the present study reported that more than three-quarters of patients had
an unsatisfactory level of knowledge about heart failure, with a mean score of 6 £ 2.9.
This may be due to the fact that most people in this study received low educational levels
(only read and write or secondary education), they usually don't care to know more about
their diseases, or it may be because they didn't find the chance to be educated and aware of
their diseases from trustworthy and professional persons like the health care team. This
finding is in agreement with Roin et al. (2019), who stated that the mean knowledge score
at baseline was 9.9 (2.5), which improved to 12.6 (1.5) at 3 months with a p value of
<0.001 in their study that assessed the knowledge of patients about heart failure. They
attribute the low level of knowledge to the respondents’ educational level and whether
they had received high-quality education.

In this study, one third of patients had cognitive impairment in one or more domains
of the cognitive scale, which may be attributed to the fact that most of the patients had
class Il and IV heart failure, which is characterized by low ejection fraction and
subsequently low cardiac output to the brain tissue, which affect the cognitive ability of
patients to recognize time and place, remember and recall information, and in attention
and calculation. In addition, the cognitive impairment in this study may be due to the long
period of the disease among patients that ranged from one to 120 months or due to the age
of participants and the ischemic cause of heart failure that impaired the blood flow to the
brain. This finding is supported by Kim et al. (2019), who stated that approximately 10%
of the patients with global cognition and one-third of the patients with HF had cognitive
impairments in most of the domains.

One of the observed findings of this study is the positive correlation between the total
cognitive impairment of patients and their total self-care behaviors. This could explain the
inadequate self-care maintenance, management, and confidence among most of the
patients under study. It is known that cognitive impairment in heart failure patients could
affect their involvement in the management plan for their disease. This result comes in
line with Hjelm et al. (2015), who reported that decreased cognitive function often
accompanies poor self-care behavior, which affects most of patients with HF with poor
self-care adequacy of 56-100% in core self-care elements of maintenance and
management and, in turn, impacts their quality of life.

The current study demonstrated the negative correlation between anxiety and all
domains of self-care. Higher levels of anxiety and depression are associated with a lack of
self-care. This may be due to the fact that heart failure is a chronic disease that has a
negative impact on patients and their families. Depression and anxiety is common
psychological sequel of heart failure. A chronic disease causes the patient to be distressed
by various symptoms, to be dependent on others, and to fear of death and financial
instability due to the high cost of treatment and medication, the lack of medical insurance,

EJNHS Vol.3, No.1 219



EJNHS | ISSN 2682-2563 Egyptian Journal of Nursing & Health Sciences, 2022

and the necessity of adhering to specific instructions of lifestyle. All these factors
contributed to the high and moderate anxiety and depression levels, which impact self-care
among the patients under study. This result is agree with Freedland et al. (2021), who
clarified that higher PHQ-9 depression scores were independently associated with lower
scores on the SCHFI maintenance (P < 0.05), management (P <0.01), and confidence
(P <0.01) scales.

With regard to the social support level, it was revealed that the majority of patients
under study had a high social support level. This could be attributed to the role that family
members are playing in the support of their patient, and it reflects the normal culture of
Egyptian people, who are usually supportive and helpful and show enthusiasm at times of
worsening social circumstances and try to help their patient return to his normal life
because of the fear of his death. In addition that majority of patients in the study were
married which help patients to receive high social support. This result is agree with
Ahmad Ainuddin et al, (2019) who stated that family support has the highest mean score
when compared to other sources of support. As 90% of the participants are married, this is
evident that individuals who stay together with their family received greater support.

Although the patients in this study obtained high levels of social support from their
families, there was no correlation between the social support and self-care behavior. This
could be due to patients' reliance on their families to provide all of their care, such as
assisting them in adhering to the prescribed treatment, following a sodium-restricted diet,
and limiting the amount of fluid to the daily allowance in order to avoid another
hospitalization or worsening of their condition. This may lead to the patient taking a
negative attitude toward himself, or they may believe that a self-care regimen is complex,
time-consuming, burdensome, and difficult to implement. This finding is at odds with the
findings of Ahmad Ainuddin et al. (2019), who found that social support from a spouse
has a significant impact on heart failure patients' self-care and wellbeing, and that this
support included practical assistance, informational assistance, emotional assistance,
social interaction, and attention to symptoms.

The results of the current study demonstrated the positive correlation between self
care maintenance and confidence and the quality of life of patients with heart failure. The
ability of patients to maintain self care through some activities such as checking ankle for
swelling frequently, avoid getting sick sometimes, doing physical activity sometimes,
maintaining doctor or nurse appointment frequently, eat low salt diet daily, and frequently
remember to take their medicine are linked to fair quality of life of patient under study.
This result is contradicted with Asadi et al, (2019) who found no correlation between self-
care behaviors and quality of life and attributed that to the Iranian cultures and
perspectives such as valuing live with the children and importance of their attention to
elderly patients. In addition, Wisnicka et al, (2022) added that men with HF have
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unsatisfactory self-care outcomes and low quality of life scores and are dissatisfied with
their health.

The present study demonstrated that most of patients had inadequate self-care
behaviors toward their disease which may be due to lack of knowledge and
awareness about self care activities and disease management, presence of anxiety and
depression, cognitive impairment of patients, relying on others, long duration of the
disease. In addition to, functional limitation resulted from heart failure class Il and 1V,
low educational level of patients under study, age of patients, insufficient income and lack
of medical insurance.

5. Conclusion:

- The current study answer the first research question and concluded that more than three
quarters of patients with heart failure had unsatisfactory level of knowledge, one third
have cognitive impairment, two fifths suffered from moderate level of anxiety and
depression, majorities of them got high social support from their families or friend, nearly
three quarters had fair quality of life, and most of them had inadequate self care behaviors
toward heart failure.

- The results also answer the second question of the research and illustrated a positive
correlation between the self-care behaviors and knowledge, cognitive impairment, and
quality of life of patients under the study. While there was negative correlation between
the self-care behaviors and anxiety and depression. Moreover, no correlation wad detected
between the social support level and self care of patients with heart failure.

6. Recommendations:

- Ongoing assessment of factors that may impedes self care behaviors among patients
with heart failure can help health care professionals in providing disease management
based on individual needs.

- Developing an educational material or awareness sessions that help patients with heart
failure to overcome and modify the barriers/factors that prevent them from participation in
self-care activities.

References:

1. Ahmad Ainuddin, H., Talib, S. S., Zainal Abidin, M. Z., & Katiman, D. (2019). Social
Support and Self- Care Behaviour among Heart Failure Patients. Environment-Behaviour
Proceedings Journal, 4(12), 165-171. https://doi.org/10.21834/e-bpj.v4i12.1906

2. Asadi, P., Ahmadi, S., Abdi, A., Shareef, O. H., Mohamadyari, T., & Miri, J. (2019).
Relationship between self-care behaviors and quality of life in patients with heart
failure. Heliyon, 5(9), e02493. https://doi.org/10.1016/j.heliyon.2019.e02493.

EJNHS Vol.3, No.1 221


https://doi.org/10.21834/e-bpj.v4i12.1906
https://doi.org/10.1016/j.heliyon.2019.e02493

EJNHS | ISSN 2682-2563 Egyptian Journal of Nursing & Health Sciences, 2022

3. Malik A, Brito D, Vagar S, et al. Congestive Heart Failure (Nursing) [Updated 2022
Nov 7]. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2022 Jan.
Available from: https://www.ncbi.nlm.nih.gov/books/NBK574497/.

4. Folstein, M. F., Folstein, S. E., & McHugh, P. R. (1975). "Mini-mental state”. A
practical method for grading the cognitive state of patients for the clinician. Journal of
psychiatric research, 12(3), 189-198. https://doi.org/10.1016/0022-3956(75)90026-6.

5. Freedland, K. E., Skala, J. A., Steinmeyer, B. C., Carney, R. M., & Rich, M. W. (2021).
Effects of Depression on Heart Failure Self-Care. Journal of cardiac failure, 27(5), 522—
532. https://doi.org/10.1016/j.cardfail.2020.12.015.

6. Green, C. P., Porter, C. B., Bresnahan, D. R., & Spertus, J. A. (2000). Development and
evaluation of the Kansas City Cardiomyopathy Questionnaire: A new health status
measure for heart failure. Journal of the American college of cardiology, 35(5), 1245-
1255. https://doi.org/10.1016/S0735-1097(00)00531-3

7. Groenewegen, A., Rutten, F.H., Mosterd, A. and Hoes, A.W. (2020). Epidemiology of
heart failure, Eur J Heart Fail.; 22(8): 1342-1356. Published online 2020 Jun 1.
doi:10.1002/ejhf.1858.

8. Hajouli S, Ludhwani D. Heart Failure and Ejection Fraction. [Updated 2022 Aug 22].
In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2022 Jan-. Available
from: https://www.ncbi.nlm.nih.gov/books/NBK553115/.

9. Hassanin, A., Hassanein, M., Bendary, A., & Maksoud, M. A. (2020). Demographics,
clinical characteristics, and outcomes among hospitalized heart failure patients across
different regions of Egypt. The Egyptian heart journal: (EHJ): official bulletin of the
Egyptian Society of Cardiology, 72(1), 49. https://doi.org/10.1186/s43044-020-00082-0.
10. Hjelm, C. M., Brostrém, A., Riegel, B., Arestedt, K., & Strémberg, A. (2015). The
association between cognitive function and self-care in patients with chronic heart
failure. Heart & lung : the journal of critical care, 44(2), 113-119.
https://doi.org/10.1016/j.hrtIng.2014.12.003.

11. Jaarsma, T., Hill, L., Bayes-Genis, A., Brunner-La Rocca, H-P., Castiello, T.,
Celutkiene, J., Marques-Sule, E., Plymen, C. M., Piper, S. E., Riegel, B., Rutten, F. H.,
Ben Gal, T., Bauersachs, J., Coats, A. J. S., Chioncel, O., Lopatin, Y., Lund, L. H.,
Lainscak, M., Moura, B., ... Stromberg, A. (2021). Self-care of heart failure patients:
practical management recommendations from the Heart Failure Association of the
European Society of Cardiology. European journal of heart failure, 23(1), 157-
174. https://doi.org/10.1002/ejhf.2008.

12. Kim, J.,, Hwang, S. Y., Heo, S., Shin, M. S., & Kim, S. H. (2019). Predicted
relationships between cognitive function, depressive symptoms, self-care adequacy, and
health-related quality of life and major events among patients with heart failure. European
journal of cardiovascular nursing, 18(5), 418-426.

EJNHS Vol.3, No.1 222


https://www.ncbi.nlm.nih.gov/books/NBK574497/
https://doi.org/10.1016/0022-3956(75)90026-6
https://doi.org/10.1016/j.cardfail.2020.12.015
https://psycnet.apa.org/doi/10.1016/S0735-1097(00)00531-3
https://www.ncbi.nlm.nih.gov/pubmed/?term=Groenewegen%20A%5BAuthor%5D&cauthor=true&cauthor_uid=32483830
https://www.ncbi.nlm.nih.gov/pubmed/?term=Rutten%20FH%5BAuthor%5D&cauthor=true&cauthor_uid=32483830
https://www.ncbi.nlm.nih.gov/pubmed/?term=Mosterd%20A%5BAuthor%5D&cauthor=true&cauthor_uid=32483830
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hoes%20AW%5BAuthor%5D&cauthor=true&cauthor_uid=32483830
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7540043/
https://dx.doi.org/10.1002%2Fejhf.1858
https://www.ncbi.nlm.nih.gov/books/NBK553115/
https://doi.org/10.1186/s43044-020-00082-0
https://doi.org/10.1016/j.hrtlng.2014.12.003
https://doi.org/10.1002/ejhf.2008

EJNHS | ISSN 2682-2563 Egyptian Journal of Nursing & Health Sciences, 2022

13. Kimani, K. N., Murray, S. A., & Grant, L. (2018). Multidimensional needs of patients
living and dying with heart failure in Kenya: a serial interview study. BMC palliative
care, 17(1), 28. https://doi.org/10.1186/s12904-018-0284-6.

14. Kroenke, K., Spitzer, R. L., Williams, J. B., & Lowe, B. (2009). An ultra-brief
screening scale for anxiety and depression: the PHQ-4. Psychosomatics, 50(6), 613-621.
15. McHorney, C. A., Mansukhani, S. G., Anatchkova, M., Taylor, N., Wirtz, H. S,
Abbasi, S., Battle, L., Desai, N. R., & Globe, G. (2021). The impact of heart failure on
patients and caregivers: A qualitative study. PloS one, 16(3), e0248240..

16. Mitchell, P. H., Powell, L., Blumenthal, J., Norten, J., Ironson, G., Pitula, C. R,,
Froelicher, E. S., Czajkowski, S., Youngblood, M., Huber, M., & Berkman, L. F. (2003).
A short social support measure for patients recovering from myocardial infarction: the
ENRICHD Social Support Inventory. Journal of cardiopulmonary rehabilitation, 23(6),
398-403. https://doi.org/10.1097/00008483-200311000-00001.

17. Negarandeh, R., Aghajanloo, A., & Seylani, K. (2020). Barriers to Self-care Among
Patients with Heart Failure: A Qualitative Study. Journal of caring sciences, 10(4), 196—
204. https://doi.org/10.34172/jcs.2020.026.

18. Riegel, B., Carlson, B., Moser, D. K., Sebern, M., Hicks, F. D., & Roland,
V. (2004). Psychometric testing of the self-care of heart failure index. Journal of Cardiac
Failure, 10(4), 350— 360. https://doi.org/10.1016/].cardfail.2003.12.001

19. Réin, T., A Lakjuni, K., Kyhl, K., Thomsen, J., Veyhe, A. S., R6in, A., Jan, R., &
Marin, S. (2019). Knowledge about heart failure and self-care persists following
outpatient programme- a prospective cohort study from the Faroe Islands. International
journal of circumpolar health, 78(1), 1653139.

20. Sharma, S.K. (2018). Nursing Research and Statistics. ™ ed. Elsevier, India, P.230.

21.Swiatoniowska-Lonc, N., Polanski, J., Pilarczyk-Wroblewska, 1., & Jankowska-
Polanska, B. (2021). The Revised Self-Care of Heart Failure Index - a new tool for
assessing the self-care of Polish patients with heart failure. Kardiologia polska, 79(7-8),
841-847. https://doi.org/10.33963/KP.a2021.0009

22. Van der Wal, M. H., Jaarsma, T., Moser, D. K., & van Veldhuisen, D. J. (2005).
Development and testing of the Dutch Heart Failure Knowledge Scale. European journal
of cardiovascular nursing, 4(4), 273-277. https://doi.org/10.1016/j.ejcnurse.2005.07.003.
23. Vellone, E., De Maria, M., lovino, P., Barbaranelli, C., Zeffiro, V., Pucciarelli, G.,
Durante, A., Alvaro, R., & Riegel, B. (2020). The Self-Care of Heart Failure Index version
7.2: Further psychometric testing. Research in nursing & health, 43(6), 640—650.

24. Wisnicka, A., Lomper, K., & Uchmanowicz, I. (2022). Self-care and quality of life
among men with chronic heart failure. Frontiers in public health, 10, 942305.
https://doi.org/10.3389/fpubh.2022.942305.

EJNHS Vol.3, No.1 223


https://doi.org/10.1186/s12904-018-0284-6
https://doi.org/10.1097/00008483-200311000-00001
https://doi.org/10.34172/jcs.2020.026
https://doi.org/10.1016/j.cardfail.2003.12.001
https://doi.org/10.33963/KP.a2021.0009
https://doi.org/10.1016/j.ejcnurse.2005.07.003
https://doi.org/10.3389/fpubh.2022.942305

EJNHS | ISSN 2682-2563 Egyptian Journal of Nursing & Health Sciences, 2022

) paidlal)
Q) Alae ) guad o e gl ASIN Ao 1) il glas g Alad) Baantia Jal gad) Gy ABSIal)

e Ul e Ay by 3uS Gial jal E¥anay Tl (e Gade Gage s Rl gl (AR
o all il g Qi) Alme ) guaall e M1 82 58 (et o Jan Ll 4131 Ale ) Aadil s ) Apaiall
GEI ¢ &)oYl Cara ¢ 4 jpaall) dlal) saarie ol sal) G AR A ) Al Al o3a Cdaa sldagd)
pranai lil) Alac ) gead i ye g2l 4500 Agle ) LS sl s (3lall Basa ¢ elaa¥l aeall ¢ QLY
o34 Cuypad Al Al e Al ) o3a Caaa s AR 53 ha ol iad) apenal aladiiv) a3 sdad jal)
Bl Ly ya (60) 00 35580 Fpm pe e JLidl) o5 1Al uad (e dnals aivey QR ol b 2 )
oailiadll o sl (1) sclibadl pas Glgal Aulall ol b Lpuedall QB 8 Heal e sl
ALl (asd (wlie (3) Ll ) guad (o 48 paall (gail sl ubiall (2) L asall Ay puall 5 48] )2 sl
8 il Aliae JDlie) Gl (6) .oelaia¥) acall a1l (5) o pall ana vl (4) L raadl) 3l
2n e L78.3 O Al all sda i jelal sl AN Ao U QBN ad SE5e (7) LosbilS A
O O3ty 740 5 ¢ Sl o (e 5y 733.3 5 ¢ Aaall (e (page e (6 st agedl QA ) sl
8352 g2l 770 5 ¢ agiBlle (e o jo oeldial aes o | shan 780 5 ¢ LSV 5 GEI (e Jine (5 siue
Canaall g ¢ b rall 5 AN e 1) S gl (p ol 5) ABe 3sm g a5 a3 ¢ Gl ) AdliaYly slall Alile
0.05> p dad Cun il ) el ia e (g Bladl due 515 ¢ e laial) acally ¢ QLS5 Gl ¢ S aY)
8 yme Jie Q) g (am ye 2] AN Al 1) LS gl Ul / Ulag) a3 Jal g 320 i :duabAd)
el silua gill Blall dae 535 ¢ elaia¥l acall (5 sl s ¢ CLESY] 5 Gl ¢ (S) Y] Chiall 5 ¢ aa
e Ll iladl aebuy O (Say QI ) g um ye 0o AR Do 1) LS gl Gaat 8 A Jal gl yaiasal

Al Alalia¥) e 2l (el 3 )l il 55 (S dasaall

EJNHS Vol.3, No.1 224



