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ABSTRACT

Objective: This study was aimed to assess the quality of life (QoL) of the subjects having congestive heart failure (HF) under different domains of life,
such as physical, psychological, and social domains, and they started taking the standard care treatment.

Methods: The questionnaire-based prospective study was designed to assess the effects of the HF in different domains of life such as social,
psychological, physical, or mental. After getting consent from the subjects, health questionnaire was provided to a total of 60 subjects.

Results: We found drastic improvements in 24% of total HF cases in terms of physical debility, whereas only 15% patients reported none of the
complications during taking standard care therapy. Total 32.5% patients aware of the treatment took and to whom contact in an emergency.
Psychological disturbances and life satisfaction were observed in 16.66% and 33.33% cases suffering from HF. Patient compliance means personal
life, as well as medication adherence, was observed in only 53.33%.

Conclusions: The results obtained from the responses given by the patients in the health questionnaires demonstrated that the HF patients’ needs

awareness regarding the therapy precautions that improving the QoL of patients.

Keywords: Heart failure, Quality of life, Compliance, Awareness.

© 2019 The Authors. Published by Innovare Academic Sciences Pvt Ltd. This isan open access article under the CC BY license (http://creativecommons.
org/licenses/by/4. 0/) DOI: http://dx.doi.org/10.22159/ajpcr.2019.v12i12.35396

INTRODUCTION

Patients’ quality of life (QoL) has equal importance similar to survival in
patients suffering from chronic and progressive illness [1]. Every year,
almost 17.7 million people died due to cardiovascular diseases (CVDs)
that constitute around 31% of all global deaths [2]. Heart failure (HF)
leads to structural and functional irregularities in cardiac muscles that
results in reduced cardiac output and raised intra-cardiac pressures
either at rest or even during stress [3]. QoL severely affected and
progresses over the time passes as the heart has to compensate for the
abnormalities caused by various heart disorders [4]. Coronary artery
disease and uncontrolled hypertension are one of the major causative
factors of HF in cardiac cases, whereas sedentary lifestyle, alcohol and
drug abuse play a major risk factor in developing HF [4].

In the last decade, various studies have demonstrated a widespread
application of evidence-based medicine and devices that resulted
in significant improvements in survival of congestive HF (CHF)
patients [5]. Although improving survival remains clinically important
and many patients with advanced HF, even giving equal or more
importance to QoL in comparison to the life expectancy. QoL in
patients with CHF causes more severe impairment of both physical and
psychosocial functioning [6]. Thus, maintaining a high QoL is as vital
as survival for the most CVDs patients suffering from chronic HF [7].
It has been reported that QoL of the HF patients is severely impaired
in comparison to patients with other major chronic illnesses [8-11].
QoL of the patients imitates the impact of a diseased status in different
prospects of life aspect and then outcome of treatment on patients’ daily
lives [12-14]. Patients with HF sense different physical and emotional
indications such as edema, dyspnea, fatigue, difficulty in sleeping,
chest pain, and depression [15,16]. These associated difficulties limit
the daily physical as well as social activities of the patient that lead to
deprived QoL [17-19]. Physical and social limitations related poor QoL

have high rates of hospitalization and mortality [20,21]. Therefore, QoL
should be assessed definitely to establish its impact on daily life in HF
patients. The major aim of the HF treatment in clinical practice is to
improve the QoL of the patients [22]. In spite the increased prevalence
of HF cases, only limited studies were conducted looking impact of CHF
on QoL. The QoL assessment, especially in elderly patient is the need
of hour for improving their positive mental health status in HF cases.
This study was aimed to explore the outcomes of clinical, social, and
psychological factors on QoL cases suffering from CHE.

METHODS

Patients were informed regarding the study, and consent was also taken
for their participation. The questions were answered by the patients
in a way to compare their health status from the time they had been
diagnosed to have HF and then they started taking the standard care
therapy and their health status as of the day filling the questionnaire.

Setting
A total sample of 60 patients with confirmed HF who lived in the
metropolitan city were participated in this qualitative study.

Aim of the study

The aim of the study was to assess the QoL of the subjects having CHF
under different domains of life such as physical, mental, and social from
the time they started taking the standard care treatment as the medical
management strategy.

Primary objective

The primary objective of the study was the assessment of the QoL in
different domains of life of HF patients. Furthermore, the patients were
observed for the occurrence of endpoints such as re-hospitalizations,
the occurrence of any other cardiac disorder.
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Study type
An observational prospective study was designed to measure the QoL

in HF patients.

Inclusion criteria

The following criteria were included in the study:

e Age of above 18 years

¢ Education (patient must be able to read, understand, and sign the
informed consent form and could provide the information in the
health questionnaire)

¢ Patients diagnosed with confirmed HF

¢ Patients taking standard care of treatment.

Exclusion criteria

The following criteria were excluded from the study:

e Patients suffering from any of the chronic comorbidities such as
chronic kidney failure and chronic obstructive pulmonary disease

¢ Patients suffering from mental disorders

¢ [lliterate subjects or the subjects who are not able to give informed
consent

e Chronic alcohol consumers as well as smokers

e Any life-threatening disorder.

Conduct of the study

The basis for the conduct of this study was the assessment of QoL
using the health-related questionnaires duly filled by the participants.
Participants were provided with the informed consent forms and they
were informed about the survey being conducted for the purpose
of completing the thesis work that will also benefit our society. The
questionnaire was provided to the subjects, explained and then consent
from the subjects was obtained. We selected 60 HF patients on the basis
of the mentioned inclusion and the exclusion criteria. Subjects filled
up the questionnaires on the basis of their health status as compared
to their health status at the time they were diagnosed with having
HF, and they started taking the standard care therapy. The statistical
analysis of the data obtained from questionnaires was performed and
then interpretations of the effects of HF on the QoL in participants were
performed.

Telephonic follow-up was performed for the subjects after 3 months
so as to determine the occurrence of any endpoint (re-hospitalization,
death, or any other cardiac disorder).

Statistical analysis

Statistical analyses were conducted using SPSS version 12 for
Windows 10. Data were pictorially displayed using the histogram. Data
are presented as frequencies and percentages depending on the level
of measurement.

RESULTS

The analysis was done in the same order; the questions are there in the
questionnaire.

Physical status (benefits and complications) in HF patients after
standard therapy

In the 200 m walk on the ground, we observed that among 60 patients,
18 (30%) patients were observed to be difficulty in walking, and
20 (33.33%) patients had moderate difficulty, whereas 22 (36.66%)
patients were reported not to have any difficulty in walking. To
perform the usual household activities, 16 (26.66%) HF patients were
reported to have difficulty in performing usual household activities and
28 (46.66%) of them reported moderate difficulty, whereas 16 (26.66%)
patients had no problem at all in doing the activities. After starting the
standard care therapy, improvement in the symptoms of heart failure
such as shortness of breath, tiredness, and ankle swelling was the major
concern in HF cases. Out of 60 patients, 16 (26.66%) responded better
improvements in symptoms, whereas 34 (56.66%) reported a slight
improvement in symptoms whereas the condition became worsened
in 10 (16.66%) patients. As per the frequencies of the occurrence of
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swelling in feet, ankles or legs were concerned after taking standard
care therapy. We observed 19 (31.66%) patients had swelling in ankles
every morning, 21 (35%) reported the same 1-2 times a week, whereas
21 (35%) patients suffered from the same more than 3 times a week.
Similarly, in climbing up the stairs we observed that among 60 HF
subjects, 26 (43.33%) and 24 (40%) cases had difficulty and moderate
difficulty in climbing, respectively, while 10 (16.66%) cases reported to
not have any problem in climbing the stairs. A total 21 (35%) patients
reported to have tiredness that extremely limited the desired activities
and made it troublesome, whereas 30 (50%) HF patients reported
moderate difficulty and 9 (15%) out of them reported no any problem
at all (Table 1). A total of 15 (25%) patients among the 60 patients
experienced shortness of breath in sleeping and needs the chair or
keeping at least three pillows to keep yourself upright every night,
whereas 27 (45%) of them suffer from the same 2-3 times a week and
18 (30%) patients suffer from the difficulty less than once a week.

Awareness regarding the disease

Only 20 (33.33%) patients reported that they were well aware of the
precautions to follow to avoid worsening the HF symptoms (like a low
salt diet and regular monitoring body weight), whereas 31 (51.66%)
patients reported somewhat aware and 9 (15%) were not at all aware
of the precautions. Among 60 patients, 19 (31.66%) patients were well
aware of the symptoms that can increase HF cases and whom to contact
in that situation, whereas 29 (48.33%) and 12 (20%) patients were
somewhat aware and not aware of this, respectively (Fig. 1).

Life satisfaction and psychological disturbance

Only 15 (25%) patients were reported that HF very less affected the
life and feel regarding the limitation imposed by HF in the enjoyment
of your life against those 19 (31.66%) patients who reported to be
severely affected the life, whereas 26 (43.33%) reported moderately
affected regarding the limitation imposed by HF (Fig. 2).

As per the feeling depressed because of the HF symptoms, 10 (16.66%)
out of the 60 patients reported that they rarely feel anxious or
depressed. About 22 (36.66%) patients reported that they often feel
depressed, whereas 28 (46.66%) patients reported that they often
remain depressed due to HF symptoms (Fig. 2).

Patients’ compliance

A total of 20 (33.33%) patients reported that the health status was
satisfactorily improved post standard care of treatment against
7 (11.66%) patients not at all improved, whereas 33 (11.66%) reported
that health status was moderately improved post standard care. Only
15 (25%) patients were reported that standard care therapy severely
limited their hobbies, whereas 31 (51.66%) and 14 (23.33%) patients
of them reported being moderately and slightly limited their hobbies,
respectively. For visiting family or friends, almost 14 (23.44%) patients
reported that they feel severely limited in visiting their family and
friends, 28 (46.66%) of them feel it has moderately affected, and
18 (30%) patients feel slightly affected. In terms of comfortable
taking the medications prescribed by the investigator for lifelong, only

Table 1: Physical health status (benefits/complications) after
taking standard HF therapy

Indices (n=60) Major (%) Moderate (%) Minor (%)
Difficulty in walking 18 (30) 20 (33.33) 22 (36.66)
Difficulty in usual 16 (26.66) 28 (46.66) 16 (26.66)
household activities

Improvements in HF 16 (26.66) 34 (56.66) 10 (16.66)
symptoms

Occurrence of HF 19 (31.66) 20 (33.33) 21 (35)
symptoms

Difficulty in climbing 26 (43.33) 24 (40) 10 (16.66)
stairs

Tiredness 21 (35) 30 (50) 9 (15)

HF: Heart failure
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Fig. 1: Awareness about treatment during standard therapy in
heart failure n=60
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Fig. 2: Life satisfaction and psychological disturbances during
standard therapy in heart failure n=60

15 (25%) patients reported to be very much comfortable in taking
the medications prescribed, 31 (51.66%) patients were moderately
comfortable, whereas 14 (23.33%) patients were not comfortable at all
(Fig. 3).

Assessment of the telephonic follow-up

At the end of 3 months from the date of signing the informed consent,
a telephonic follow-up for the patients was performed to determine if
they had experienced any kind of event such as re-hospitalization or
re-occurrence of any cardiac morbidities and their compliance to the
standard care therapy. We observed that 54 (90%) patients out of 60
were doing well and experienced improvement in the symptomatic
effects of HF. Along with this, 56 (93.33%) patients out of 60 patients
have become compliant to the standard care therapy and they were
continuing taking the same medications as prescribed. It was also
observed that 3 (5%) patients got hospitalized due to the development
of comorbidities due to effects on renal and the pulmonary system and
they were referred to the specialists for further examinations. We also
not observed any worsening in the functional class of HF, as there was
no symptomatic deterioration occurred in the patients (Fig. 4).

DISCUSSION

According to the World Health Organization health is a state of complete
physical, mental, and social well-being not merely the absence of disease.
Similarly, QoL of every individual patients is perceived differently as
per their culture and values [23]. The therapeutic intervention was
aimed to improve patient care in CHF cases and prognosis as well as
maximizing daily life activities [24]. Our aim of the present study was to
observe the relationship between recommended standard treatment,
QoL, and the severity of the CHF disease as earlier reported [8]. Among
all the prevalence, symptoms, sleeping difficulty was ranked the highest
as QoL trouble. Recently, a QoL study reported that in HF cases the sleep
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Fig. 3: Health status and social life and medication adherence
during standard therapy in heart failure n=60
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Fig. 4: Patient overall health status during standard therapy in
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disorder initiates number of debility symptoms, mainly diminished
alertness, tiredness, and anger [25,26]. More than 80% of HF cases
have been reported to suffer from physical limitations such as irregular
breathing, peripheral edema, anxiety, and these symptoms troubles and
degrades the QoL [27]. These deteriorating symptoms become major
factor for the re-hospitalization of HF patients [28].

Another factor affecting, QoL was future time anxiety and depression,
and also with the problem in concentrating on work was major
challenges and greatly affects in performing daily activities. Consistently,
we observed that large number of patients with HF was suffering from
depression, as similar findings were earlier reported [29-31]. These
psychological disturbances cause negative impact on QoL in HF patients
and have strong correlation to adhere, morbidity, and mortality [32,33].

Implementations of awareness program in the HF patients about any
intervention in disease treatment have greater impact in QoL. For
increasing patient adherence, implementation of awareness programs
has been always recommended and reported to have a major role in
decreased re-hospitalization and even mortality [34,35].

The telephonic follow-up interprets that in a period of 3 months
the patient has become regular in taking the medications regularly,
and fewer hospitalizations occur. Among them, three cases were re-
admitted because the patients developed some renal or pulmonary
comorbidity, but there was no mortality.

CONCLUSIONS

We concluded that QoL explains the outcome of both illnesses and its
treatment perceived by the HF patient. These outcomes are a key in an
important decision-making measure in all physical, mental, and social
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domains to achieve better patient compliance. The awareness among
the patients regarding the precautions taken and consideration about
symptoms that may cause aggravation of the disease severity has also
added to improving the QoL of the HF patients. The limitations of the
study are the small sample size and lack of comparison with the control
group.
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