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Abstract
The objective of the research was to evaluate quality of life and self-care agency among individuals with heart
failure.
Materials and Methods. The study sample consisted of 61 patients who were diagnosed with heart failure that
occurred at least six months before we started our research, had no communication problems, were over 18
years old and were selected by random sampling method. The data were collected by the researcher using
a face-to-face interview technique, a descriptive information form, the Short Form-36 Quality of Life Scale, and
the Self-Care Agency Scale. In the analysis of the data, numbers, percentiles, means, the Kruskal-Wallis test,
the Mann-Whitney U test, and the Pearson correlation coefficient were used.
Results. The patients’ average self-care agency score was 71.75 ± 33.66. The patients received the highest
score on the subscale of bodily pain (46.76 ± 31.02) and the lowest score on the subscale of role limitations
due to physical health problems (19.26 ± 32.40). The patients’ age and disease duration were found to affect
their self-care. Some quality-of-life subscales were affected by the educational, occupational and socioeconomic
status, age, disease duration.
Conclusions. Patients’ quality of life was found to be low, and the level of self-care agency was found to be
moderate. Patients’ quality of life can be improved by increasing the frequency of self-care trainings given to
patients.
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Problem statement and analysis of the
latest research

Heart failure is a public health problem, which is among
the major causes of mortality and morbidity, with increasing
incidence in developed and developing countries, and high
health care costs [1, 2]. Heart failure is defined as the inability
of the heart to pump the blood that the tissues need as a result
of structural and functional cardiac impairment, or the ability
to pump the blood only under high filling pressure [3]. The in-
cidence and prevalence of heart failure vary around the world.
In the United States, 500, 000 people are diagnosed with heart
failure each year and 5.1 million people are reported to have
heart failure. In Turkey, however, it is reported that there are
over 2 million people diagnosed with heart failure [4].

Symptoms of heart failure greatly affect individuals’ qual-

ity of life. Symptoms such as progressive fatigue, fluid reten-
tion, decreased exercise tolerance and shortness of breath may
lead to a limitation in activities of daily living, decreased qual-
ity of life, increased hospitalization frequency and premature
death [5].

The main purpose of heart failure treatment is to eliminate
symptoms, as well as etiological and pathogenic factors, to
increase people’s quality of life, and to maintain activities
of daily living. In order to manage the disease effectively,
non-pharmacological methods, such as adhering to lifestyle
changes and medical treatment, patient and family training,
improving quality of life and self-care agency can also be
beneficial [2, 6].

Individuals diagnosed with heart failure are expected to
make informed decisions when performing lifestyle behaviors,
such as transitioning to a low-sodium diet, using numerous
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drugs, controlling symptoms, quitting smoking and alcohol
use, exercising regularly, and monitoring daily weight. Com-
pliance with these behaviors is of great importance in man-
aging the disease effectively, improving health and increas-
ing self-care agency [7]. According to Riegel and Dickson,
self-care in individuals with heart failure is defined as the nat-
ural decision-making process for initiating and performing
behaviors related to maintaining physiological integrity and
managing symptoms [8]. Self-care in individuals with heart
failure includes complying with pharmacological recommen-
dations, consumption of a low-salt diet, quitting smoking, lim-
iting alcohol consumption, daily monitoring of body weight,
managing disease signs or symptoms [9]. Quality of life
in individuals with heart failure is stated to be adversely af-
fected by the inability to maintain their self-care at a sufficient
level [10]. Quality of life is a term that refers to a sense of
well-being, including being happy and being content with life,
and the World Health Organization (WHO) defines quality of
life as the perception of the individual’s goals, expectations,
criteria and social relationships within the system of values
and cultural structure [11, 12].

Health professionals play a role in the process of protect-
ing, improving, treating, and rehabilitating the health of all
individuals in society at all times of their lives, starting be-
fore birth. The roles of health professionals in individuals
with heart failure include improving their adherence to dis-
ease treatment, facilitating to cope with adverse effects of
the disease and treatment, improving their self-care agency,
maintaining and enhancing their quality of life [13].

The objective of the research was to evaluate quality of
life and self-care abilities in individuals with heart failure.

Materials and Methods
Type, Population and Sample of the Research
The population of this descriptive research was composed of
patients treated in the Cardiology Clinic and Coronary Inten-
sive Care Unit of a University Hospital in Turkey between
September 2017 and January 2018. The sample of the study
consisted of 61 patients who were diagnosed with heart fail-
ure that occurred at least six months before we started our
research, had no communication problems, were over 18 years
old and were selected by random sampling method.

Data Collection
The study data were collected using the face-to-face interview
technique with the patients in the sample. As the data collec-
tion instruments in the study, descriptive information form,
containing socio-demographic data, Short Form-36 (SF-36)
quality of life scale, and self-care agency scale were used.

Descriptive Information Form
The descriptive information form was prepared by the re-
searcher and consisted of 9 items related to age, gender, mar-
ital and educational status, occupational and socioeconomic

status, presence of a caregiver, smoking status and the time of
diagnosis of the disease.

Short Form-36 General Quality of Life Survey
The Turkish study of the validity and reliability of the SF-36
survey, developed by Rand Corporation, was conducted by
Koçyiğit et al. [14]. The survey consists of 36 items, which
measure 8 dimensions. These subscales are physical function-
ing (10 items), social functioning (2 items), role limitations
due to physical health problems (4 items), role limitations
due to emotional problems (3 items), mental health (5 items),
energy/vitality (4 items), bodily pain (2 items) and general
health perception (5 items). The subscales rate health from
0 to 100: 0 indicates the worst health condition, while 100
points refer to the best health condition [14].

Self-Care Agency Scale
The Turkish study of the validity and reliability of the self-
care agency scale, which was developed by Kearney and Fleis-
cher [15], was conducted by Nahçivan [16]. The 5-point
Likert-type scale consists of 35 items, and each item is rated
from 0 to 4, with a score of 0 for ”very characteristic”, 1 for
”somewhat characteristic”, 2 for ”no opinion”, 3 for ”some-
what uncharacteristic”, or 4 for ”very uncharacteristic”. On
the scale, 8 items (3, 6, 9, 13, 19, 22, 26 and 31) are reverse
coded. The lowest score is 35, while 140 is the highest score.
The highest score indicates the highest degree of self-care
agency.

Data Analysis and Evaluation
In the analysis of the data, numbers, percentiles, mean,
the Kruskal-Wallis test, the Mann-Whitney U test and the Pear-
son correlation coefficient were used. As an advanced analy-
sis, the LSD (Least Significant Difference) was used in cases
where the variances were homogeneous, and Dunnett C was
used for the non-homogeneous variance [17].

Results
The average patients’ age was 71.57 ± 8.59 years; 67.2% of
patients were males; 41% of patients were illiterate; 91.8% of
patients were married; 47.5% of patients were non-smokers;
70.5% of patients received care by their spouse. Among
them, 72.1% of patients had moderate socioeconomic status;
73.8% of patients were retired; 49.2% of patients were diag-
nosed with heart failure at least 25 months before the research
started.

The patients’ average self-care agency score was
71.75 ± 33.66. The patients received the highest score on
the subscale of bodily pain (46.76 ± 31.02) and the lowest
score on the subscale of role limitations due to physical health
problems (19.26 ± 32.40) (Table 1).
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Table 1. Distribution of the patients’ scores on the self-care agency scale, quality of life scale and its subscales (n=61).

Scales and subscales n Min. Max. Mean SD
Self-care agency 61 12 132 71.75 33.66
Quality of life subscales
•Physical Functioning 61 0 100 31.56 30.15
•Role limitations due to physical health problems 61 0 100 19.26 32.40
•Role limitations due to emotional problems 61 0 100 32.76 27.53
•Social functioning 61 0 100 39.14 28.82
•Mental health 61 0 84 46.30 18.95
•Energy/vitality 61 0 80 31.87 17.94
•Bodily pain 61 0 100 46.76 31.02
•General perception of health 61 0 85 20.86 18.44

Table 2. Distribution of the patients’ scores on the self-care agency scale, quality of life scale and its subscales, according to their descriptive characteristics (n=61).

Quality of Life Scale Subscales

Introductory characteristics n (%) Self-care
agency scale

Physical
functioning

Role
limitations

due to
physical
health

problems

Role
limitations

due to
emotional
problems

Social
functioning

Mental
health

Energy/
vitality Bodily pain

General
perception of

health

Age X±SD: r=-0.230 r=-0.383 r=-0.072 r=-0.071 r=-0.240 r=0.019 r=-0.061 r=-0.047 r=-0.198
71.57±8.59 p=0.037 p=0.001 p=0.291 p=0.292 p=0.031 p=0.442 p=0.319 p=0.361 p=0.063
Gender
Female 20 (32.8) 73.60±35.43 34.50±34.83 26.25±39.30 38.31±29.16 43.75±31.28 50.00±22.20 36.25±20.06 50.88±31.54 23.00±19.22
Male 41 (67.2) 70.85±33.07 30.12±27.94 15.85±28.37 30.05±26.65 36.89±27.66 44.49±17.16 29.73±16.66 44.76±30.95 19.82±18.20
Test and Significance U=408.000 U=389.000 U=376.000 U=350.000 U=358.500 U=329.500 U=329.500 U=362.000 U=367.000

p=0.975 p=0.745 p=0.545 p=0.321 p=0.424 p=0.214 p=0.213 p=0.459 p=0.504
Educational Status
Illiterate 25(41.0) 59.60±30.43 25.00±31.19 20.00±32.27 33.30±28.85 38.50±29.74 46.88±19.61 31.20±15.70 55.50±28.17 18.20±17.55
Literate 14(23.0) 81.93±34.82 42.86±29.14 25.00±33.97 35.68±20.50 53.57±29.59 55.14±20.04 43.57±22.82 60.71±34.38 22.14±16.37
Primary school graduate 15 (24.6) 82.87±36.77 37.67±29.39 16.67±34.93 28.87±30.50 37.50±25.88 38.93±17.00 26.27±15.04 26.50±21.73 22.83±22.34
Secondary school graduate 4 (6.6) 62.50±28.08 11.25±11.09 00.00±00.00 24.98±16.65 9.38±11.97 37.00±8.87 18.75±8.54 15.63±25.03 15.00±17.80
High school graduate 3 (4.9) 82.33±22.85 30.00±36.06 25.00±43.30 44.43±50.92 25.00±12.50 49.33±16.17 28.33±7.64 51.67±5.77 35.00±17.32
Test and Significance KW=7.601 KW=7.160 KW=3.795 KW=1.262 KW=9.127 KW=5.931 KW=7.254 KW=15.767 KW=3.858

p=0.107 p=0.128 p=0.434 p=0.868 p=0.058 p=0.204 p=0.123 p=0.003 p=0.426
Marital Status
Married 56 (91.8) 71.04±34.88 30.71±29.39 18.75±32.77 32.11±26.92 38.84±28.37 45.57±18.73 31.59±18.30 47.01±31.37 20.04±18.29
Single 5 (8.2) 79.80±13.33 41.00±40.37 25.00±61.62 39.98±36.52 42.50±32.08 54.40±21.84 35.00±14.58 44.00±29.82 30.00±19.69
Test and Significance U=129.000 U=117.000 U=111.000 U=126.500 U=131.000 U=97.000 U=119.000 U=135.500 U=94.500

p=0.772 p=0.542 p=0.377 p=0.702 p=0.811 p=0.256 p=0.579 p=0.905 p=0.226
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Table 2. Distribution of the patients’ scores on the self-care agency scale, quality of life scale and its subscales, according to their descriptive characteristics (n=61).

Quality of Life Scale Subscales

Introductory characteristics n (%) Self-care
agency scale

Physical
functioning

Role
limitations

due to
physical
health

problems

Role
limitations

due to
emotional
problems

Social
functioning

Mental
health

Energy/
vitality Bodily pain

General
perception of

health

Occupational Status
Unemployed 4 (6.6) 76.00±15.47 58.75±36.37 25.00±50.00 25.00±50.00 46.88±48.28 28.00±9.80 22.50±6.45 23.75±9.24 13.75±6.29
Retired 45 (73.8) 72.58±34.34 29.00±29.38 18.89±31.15 34.04±27.04 33.33±25.14 44.44±18.67 29.76±17.71 45.06±31.70 19.61±17.96
Other 12 (19.6) 67.25±36.99 32.08±29.11 18.75±33.92 30.53±22.26 58.33±28.37 59.33±14.75 42.92±17.51 60.83±28.01 27.92±21.79
Test and Significance KW=0.040 KW=3.343 KW=0.075 KW=1.195 KW=0.088 KW=3.996 KW=0.781 KW=1.293 KW=0.077

p=0.841 p=0.067 p=0.785 p=0.274 p=0.767 p=0.046 p=0.377 p=0.256 p=0.782
Socioeconomic Status
Poor 14 (23.0) 63.29±36.20 39.64±34.89 23.21±38.56 33.31±29.22 58.04±32.75 51.71±18.19 39.29±16.16 53.21±27.71 22.86±20.91
Moderate 44 (72.1) 73.80±33.80 29.66±29.38 18.75±31.50 34.06±27.35 32.67±25.03 44.27±18.85 29.52±17.84 44.77±32.01 19.94±18.03
Good 3 (4.9) 81.33±16.62 21.67±10.41 8.33±14.43 11.10±19.23 45.83±31.46 50.67±25.72 31.67±24.66 45.83±38.27 25.00±17.32
Test and Significance KW=1.384 KW=1.152 KW=0.109 KW=2.199 KW=6.577 KW=2.145 KW=4.085 KW=1.176 KW=0.724

p=0.500 p=0.562 p=0.947 p=0.333 p=0.037 p=0.342 p=0.130 p=0.555 p=0.696
Smoking Status
Yes 5 (8.2) 47.60±32.88 32.00±35.11 35.00±48.73 46.64±38.00 25.00±23.39 48.00±4.90 28.00±13.51 42.50±30.05 23.00±20.49
No 29(47.5) 73.41±35.71 35.69±30.73 18.97±34.50 32.16±27.42 42.24±28.62 47.59±22.46 34.14±18.95 44.91±28.93 19.31±17.10
Quit 27(44.3) 74.44±30.87 27.04±29.16 16.67±26.85 30.83±26.00 38.43±30.01 44.59±16.63 30.15±17.79 49.54±34.12 22.13±20.01
Test and Significance KW=3.266 KW=1.705 KW=0.615 KW=0.901 KW=1.705 KW=0.864 KW=1.427 KW=0.192 KW=0.292

p=0.195 p=0.426 p=0.735 p=0.637 p=0.426 p=0.649 p=0.490 p=0.908 p=0.864
Caregiver
Spouse 43 (70.5) 69.42±31.59 26.98±25.52 15.70±27.83 30.20±27.01 39.53±27.81 45.86±17.62 31.37±17.64 48.90±32.14 18.31±17.01
Children 12 (19.7) 75.08±38.03 39.58±34.74 35.42±44.54 41.63±25.12 40.63±32.48 52.33±24.15 36.67±22.50 48.13±30.15 30.00±23.45
Carer 6 (9.8) 81.83±42.86 48.33±45.90 12.50±30.62 33.32±36.51 33.33±33.23 37.33±15.32 25.83±5.85 28.75±20.78 20.83±13.57
Test and Significance KW=1.027 KW=2.657 KW=3.621 KW=4.713 KW=0.175 KW=2.207 KW=0.598 KW=0.106 KW=3.828

p=0.599 p=0.265 p=0.164 p=0.095 p=0.916 p=0.332 p=0.742 p=0.948 p=0.147
Disease duration
6-12 months 20 (32.8) 86.00±33.02 42.25±25.47 15.00±27.39 33.31±24.17 38.13±26.43 52.60±16.68 36.45±18.87 46.50±31.51 26.25±19.32
13-24 months 11 (18.0) 44.10±29.81 34.55±31.26 38.64±40.87 48.44±22.90 65.91±18.62 50.18±10.64 39.01±14.46 71.82±19.43 19.55±22.07
25 months and over 30 (49.2) 72.40±29.88 23.33±31.08 15.00±30.51 26.65±29.54 30.00±27.97 40.67±21.35 26.17±17.10 37.75±29.79 17.75±16.14
Test and Significance KW=11.398 KW=8.394 KW=6.856 KW=6.859 KW=13.344 KW=5.307 KW=7.735 KW=10.698 KW=3.572

p=0.003 p=0.015 p=0.032 p=0.032 p=0.001 p=0.070 p=0.021 p=0.005 p=0.168

Notes: KW - the Kruskal-Wallis test, U - the Mann-Whitney U test, r - the Pearson correlation coefficient.
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According to Table 2, there was a weak negative corre-
lation between the patients’ age, the self-care agency, and
the physical and social functioning subscales. In addition,
there was a statistically significant difference between the sub-
scales of bodily pain in terms of patients’ educational status;
the average score of the literate subscale was higher than that
of the illiterate one.

Significant differences were found between the subscales
of social functioning according to the socioeconomic status of
patients included in the study; the average score of individuals
with good socioeconomic status was high.

There were found significant differences between the sub-
scales of mental health according to the occupational status;
the average score of retired individuals was higher than that
of employees.

There was found a statistically significant difference be-
tween the subscales, except for the subscales of mental health
and general perception of health, depending on the duration
of the illness. Those with disease duration of 13-24 months
had significantly higher scores on the subscales of social func-
tioning, role limitations due to physical health and emotional
problems, and bodily pain than those with disease duration of
6-12 to 25 months and over.

There was a significant, weak positive correlation between
the subscale of physical functioning and self-care agency, and
a significant, moderate positive correlation between the sub-
scale of general health perception and self-care agency among
patients included in the study (Table 3).

Table 3. Relationship between the patients’ self-care agency
scale and quality of life subscales.

Quality of Life Scale
Self-Care Agency Scale

r p
Physical functioning 0.309 0.015*
Role limitations due to physical
health problems

0.001 0.992

Role limitations due to emotional
problems

-0.165 0.203

Social functioning 0.048 0.716
Mental health 0.114 0.381
Energy/vitality 0.084 0.521
Bodily pain -0.029 0.827
General perception of health 0.465 0.000**

Notes: r - the Pearson correlation coefficient, * - p<0.05,
** - p<0.01

Discussion
Heart failure is a major life-threatening health problem due
to the need for lifelong treatment, frequent hospitalizations,
complex and expensive treatment practices [18]. It is empha-
sized that self-care is important for patients with heart failure
for the success of treatment and decrease in the frequency of
hospitalizations [19]. Patients who have self-care agency have
been reported to be hospitalized infrequently and have lesser

hospitalization costs, mortality and morbidity rates [8]. In this
study, the patients’ self-care ability was found to be moderate;
age and disease duration were found to affect self-care. Nu-
merous studies involving individuals with heart failure have
supported our findings as well, reporting patients’ self-care
agency as moderate [20, 21]. Contrary to our findings, there
have been some studies involving individuals with heart fail-
ure having low self-care agency [6, 22].

Advancing age leads to the increased incidence of chronic
diseases, limitations in physical functioning, psychosocial
problems and need for social support. The patients’ age has
been found to increase, and self-care agency to decrease [26].

In our study, gender was not found to affect self-care
agency. The same results have been obtained by
Asgar Pour et al., Akbıyık et al. [23, 24].

According to the literature, the concept of health is influ-
enced by the profession, the educational and socioeconomic
status, the presence of a caregiver in the individual’s fam-
ily [25]. Patients with a high level of education, good so-
cioeconomic status and strong social support system are ex-
pected to have higher self-care agencies alongside with high
levels of awareness about their health. Contrary to the litera-
ture, the profession, the educational and socioeconomic status,
the presence of a caregiver were found not to affect self-care
agency. Similar results have been obtained in the studies
conducted by Ermiş and Tegegn et al. [26, 27]. Contrary to
our findings, some studies have found that patients with high
educational status had higher self-care agency [28, 29]. It can
be stated that having a spouse and children as a caregiver is
supportive in acquiring self-care behaviors. However, there
was no significant difference between self-care and caregiving
in our study. A study conducted by &Ccedil; elikt&uuml; rk
in 2016 that involved patients with heart transplants has found
that the status of patients receiving help did not affect their
self-care behavior [30].

In our study, the duration of the disease was found to affect
individuals’ self-care agency. According to Dickson et al.,
the experience of disease increased the patients’ compliance
with self-care behaviors [31]. The findings of another study
conducted by Akbıyık et al., showed that the duration of
the disease did not affect self-care agency [24].

It impairs quality of life adversely affecting physical, men-
tal, and social life of patients with periods of exacerbations
and regressions. In our study, we found that individuals with
heart failure had low quality of life. Similar results have been
obtained in other studies [32, 33].

Patients’ physical and social functioning decreased with
age. According to Mo Y et al., the frequency of hospitaliza-
tions increased with age that negatively affected quality of
life [34].

The patient’s educational level was found to affect the sub-
scale of bodily pain and the mean literate score was found to
be higher than the mean illiterate score. Similar to our study,
a study conducted by Uslu has found that the educational
status affected the subscale of bodily pain and the average
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score of this subscale increased with the increase in the level
of education [35]. Individuals with high level of education are
believed to be able to manage stress and pain by exerting posi-
tive health behaviors, taking more responsibility for their own
health, and willing to learn strategies for managing disease
symptoms.

The patients’ profession was found to affect the subscale
of mental health and the average score among retired patients
was higher than that among unemployed patients. People who
experience heart failure and its symptoms as a chronic disease
can go through negative experiences, such as being unable to
continue their working life due to restrictions on the freedom
of physical movements, to adapt to social environment, to
fulfill their roles in the family, as well as due to the emergence
of economic problems. This is believed to affect their quality
of life causing psychosocial disorders in patients and their
families over time.

The patient’s socioeconomic status affected the subscale
of social functioning; those with a good socioeconomic sta-
tus had higher average score than those with a poor socioe-
conomic status. Contrary to our study, a study conducted
by Uslu has found that the socioeconomic status did not af-
fect the subscale of social functioning [35]. Individuals with
a good socioeconomic status can be considered to have good
quality of life within the scope of personal social sphere, as
they are able to receive better care in public/private health
care institutions, and adhere to the recommended treatments,
without being affected by the problems caused by chronic
disease.

The duration of disease affected the subscales of social
functioning, role limitations due to physical health and emo-
tional problems, and bodily pain. The indicators in those with
disease duration of 13-24 months were higher than those in pa-
tients with disease duration of 25 months or more. In parallel
with the study findings, another study has stated that the dura-
tion of disease affected all subscales of quality of life [35]. As
disease duration increases, the inability to perform the activi-
ties of daily living, increased diseases symptoms, fatigue, and
inability to cope with symptoms due to physical constraints
can be considered as a negative impact on patients’ quality of
life.

There was found a significant positive correlation between
the physical functions of patients’ self-care ability, which is
one of the subscales of quality of life, and their general health
perception. Having good physical functioning is believed to
promote individuals with heart failure to perform the activities
of daily living easily and to increase their self-care capacity.
Perception of health is defined as the combination of personal
feelings, thoughts, prejudices, and expectations about own
health. Although individuals perceive themselves as healthy,
despite having one or more chronic diseases, they may per-
ceive themselves as a patient without any objective signs of
illness [36]. Positive perception of own health condition by
individuals with heart failure is believed to positively affect
their self-care agency.

Conclusions
Patients’ quality of life was found to be low, and the level of
self-care agency was found to be moderate. Although patients’
self-care behaviors did not vary significantly depending on
the educational and marital, occupational and socioeconomic,
as well as smoking status, the presence of a caregiver and
gender, they did vary in terms of age and duration of illness.
The patient’s marital and smoking status, the presence of
a caregiver and gender were found not to affect all subscales
of quality of life. Self-care agency was found to increase
as the subscales of physical functioning and general health
perception increased.

Prospects of Further Researches
According to our results, increasing the frequency of self-
care trainings given to patients, ensuring behavior changes
and repeating the trainings at regular intervals according to
patients’ needs will increase their quality of life. In addition,
identifying the factors affecting patients’ self-care agency
and quality of life, and planning the necessary interventions
and implementing them by the health care professionals will
be effective in improving individuals’ self-care agency and
quality of life.
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