DOI: 10.2478/pielxxiw-2023-0039 © 2023 Author(s). This is an open access article distributed under the Creative Commons Attribution 4.0 licence
(http://creativecommons.org/licenses/by/4.0/)

I An assessment of the quality of life in chronic

heart failure patients
]

. Katka Bob¢ikova ©, Radka Buzgova

Department of Nursing and Midwifery, Faculty of Medicine, University of Ostrava, Czech Republic

Katka Bobcikova

Department of Nursing and Midwifery, Faculty of Medicine, University of Ostrava
Syllabova 19, 703 00 Ostrava

Czech Republic

e-mail: katka.bobcikova@osu.cz

A—Development of the concept and methodology of the study/Opracowanie koncepdji i metodologii badari; B — Query - a review and analysis of the literature/Kwerenda — przeglad i analiza literatury przedmiotu; C — Submission
of the application to the appropriate Bioethics Committee/Ztozenie wniosku do whasciwej Komisji Biotycznej; D — Collection of research material/Gromadzenie materiatu badawczego; E — Analysis of the research material/Analiza
materiatu badawczego; F — Preparation of draft version of manuscript/Przygotowanie roboczej wersji artykutu; G — Critical analysis of manuscript draft version/Analiza krytyczna roboczej wersji artykutu; H — Statistical analysis
of the research material/Analiza statystyczna materiatu badawczego; | - Interpretation of the performed statistical analysis/Interpretacja dokonanej analizy statystycznej; K — Technical preparation of manuscript in accordance
with the journal regulations/Opracowanie techniczne artykutu zgodne z regulaminem czasopisma; L — Supervision of the research and preparation of the manuscript/Nadzér nad przet

badan i przyg iem artykutu

9!

STRESZCZENIE
Cel pracy. Celem badan przekrojowych byta ocena jakosci zycia (QoL) oraz wybranych aspektéw pacjentéw z przewlekty
niewydolnoscia serca.
Materiat i metody. Do oceny QoL wykorzystano kwestionariusz Minnesota Living with Heart Failure. Uzyskano dane dotyczace
depresji, postrzegania choroby, wsparcia spofecznego, samowystarczalnosci oraz ciezkosci niewydolnosci serca wedtug klasyfikacji
NYHA. Dane analizowano za pomoca statystyki opisowej, testu Kruskala-Wallisa i Manna-Whitneya oraz wspétczynnika korelacji
Spearmana. Przeprowadzono réwniez analize regresji liniowe;.
Wyniki. Analiza korelacji (p < 0,05) wykazata, ze pacjenci z obnizong samodzielnoscia (r = -0,3529) oraz pacjendi z ciezsza
niewydolnoscig serca (r = 0,2642) zgtaszali gorszq QoL. Gorsze postrzeganie choroby (r = 0,4113), czestsze wystepowanie depresji
(r=10,5470) oraz gorsza subiektywna ocena stanu zdrowia (r = 0,4394) wskazywaty na gorsz3 jako$¢ zycia. Predyktorami catkowitej
punktagji QoL byty depresja (p = 0,000), postrzeganie choroby (p = 0,001), samowystarczalno$¢ (p = 0,008) oraz subiektywna ocena
stanu zdrowia (p = 0,005).
Whioski. W opiece nad chorymi z przewlekta niewydolnoscia serca konieczne jest kompleksowe podejscie z naciskiem na poprawe
jakosci zycia.

Stowa kluczowe:  jakos¢ zycia, ocena, przewlekta niewydolnosc serca, aspekty psychospoteczne

ABSTRACT
Aim. The aim of this cross-sectional study was to evaluate quality of life (QoL) and selected aspects of patients with chronic heart
failure.
Material and methods. The Minnesota Living with Heart Failure Questionnaire was used for an assessment of QoL. Data were
obtained on depression, illness perception, social support, self-sufficiency, and severity of heart failure according to NYHA classification.
Data were analysed using descriptive statistics, the Kruskal—Wallis and Mann-Whitney test, and the Spearman correlation coefficient.
Linear regression analysis was also performed.
Results. Correlation analysis (p < 0.05) indicated that patients with reduced self-sufficiency (r = -0.3529) and patients with
more severe heart failure (r = 0.2642) reported a poorer QoL. Worse the illness perception (r = 0.4113), more frequent depression
(r=0.5470) and a worse subjective assessment of the state of health (r = 0.4394) indicated a worse QoL. The predictors of the total
QoL score were depression (p = 0.000), illness perception (p = 0.001), self-sufficiency (p = 0.008), and subjective assessment of the
state of health (p = 0.005).
Condlusions. A comprehensive approach with an emphasis on improving QoL is necessary in the care of patients with chronic heart
failure.

Key words: quality of life, assessment, chronic heart failure, psychosocial aspects
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& INTRODUCTION

The incidence of heart failure has been continu-
ously increasing and has been referred to as an epidemic
since the 1970s [1]. The prevalence is around 1 to 2% in
the population, but it is likely that the actual prevalence
is even higher, as the studies work only with diagnosed
cases of heart failure [2]. Although the aetiology of chro-
nic heart failure is diverse, in general, the disease signi-
ficantly affects the patient’s quality of life due to burden-
some symptoms such as shortness of breath, related stress
intolerance, swelling, fatigue, etc. [1]. In addition, heart
failure is also associated with an increased risk of morta-
lity, recurrent hospitalisations, and high health care costs
[3], which are other factors that can affect quality of life.

The symptoms and, above all, their consequences affect
the quality of life experienced by the individual. However,
this construct is also influenced by the patient’s mood and
general mental state. The social background, integration
into society, as well as the economic background of the
family in which the patient lives, have an equally signifi-
cant influence. Some patients also mention the level of spi-
ritual needs saturation as an important factor that affects
quality of life. [4].

Without knowing the data on the patient’s quality of
life or other aspects that can affect it, it is not possible to
talk about comprehensive care. Not only the objective
indicators (such as echocardiographic data, etc.) reflect
how the patient is burdened by the disease, but also how
he or she manages the disease and how the disease is
reflected in the his/her life. Data on quality of life and the
aspects that can influence it must be known so that spe-
cific interventions can be applied that could improve the
quality of life. The systematisation of heart failure mana-
gement that emphasises the multidisciplinary character is
in its infancy in Czech clinical practice. Any evaluation
of quality of life in patients with chronic heart failure is
not a routine part of Czech clinical practice. The Czech
environment has very limited data on quality of life and
the aspects that can influence it. Foreign findings about
the quality of life for patients with heart failure may not
be universally valid around the world. The quality of life
of patients with heart failure can also be influenced by
sociocultural conditions and may differ between geogra-
phical regions [5]. Therefore, it is necessary to address this
topic also at the local level and work to improve the care of
these patients in specific local hospital facilities.

H AIM

The purpose of this cross-sectional study was to evalu-
ate quality of life and selected aspects that can be related to
it (severity of heart failure, sex, age, self-sufficiency, social
support, illness perception, depression and subjective
assessment of the state of health) in patients with chronic
heart failure.
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%] MATERIALS AND METHODS

Data collection

Data collection was carried out from July 2020 to
November 2021 in the cardiovascular ward of the chosen
university hospital. Inclusion criteria were a diagnosis of
chronic heart failure, age over 18 years, and consent to
participate in the research.

Minnesota Living with Heart Failure
Questionnaire (MLHFQ)

Quality of life was assessed using this specific tool,
which comprises a total of 21 items. In these items,
patients evaluate whether heart failure has prevented them
from living the way they would like to live during the past
month on a scale from 0 to 5 (0 - no, 5 - very much). The
physical, emotional and socioeconomic consequences are
assessed. The total score ranges from 0 to 105 points; the
higher the score, the worse the quality of life. This tool inc-
ludes two evaluation domains: physical (items 2, 3, 4, 5, 6,
7,12, 13; score 0-40) and emotional (items 17, 18, 19, 20,
21; score 0-25) [6].

Patient Health Questionnaire-9 (PHQ-9)

This 9-item tool was used to assess depression. On
a scale from 0 to 3, patients evaluate how often during
the last 2 weeks they were troubled by the given problems
(0 - not at all, 1 - several days, 2 — more than half of the
days, 3 - almost every day). The total score may range
from 0 to 27 points, and the individual categories are
determined based on the number of points obtained.
Depression is not determined if the score ranges from
0 to 4 points. Mild depression is identified if the score is
between 5 and 9 points, and moderate depression if the
score is between 10 and 14 points, moderately severe
depression is detected if the score is 15-19 points and
severe depression if the score ranges 20-27 points [7].

The Barthel Index (BI)

Self-sufficiency in activities of daily living was assessed
using the Barthel Index. The total score ranges from 0 to
100 points, and individual categories of self-sufficiency
are determined based on the number of points obtained.
Patients are highly dependent if they reach a score in the
range of 0-40 points, the score of 45-60 points corre-
sponds to moderate dependence, the score of 65-95 points
to mild dependence, and the score of 100 points to inde-
pendence [8].

ENRICHD Social Support Inventory (ESSI)

Social support was evaluated using this 7-item instru-
ment. Patients evaluate their current situation on a scale
from 1 to 5 for the first 6 questions (1 - no, never, 2 -
rarely, 3 — sometimes yes, 4 — mostly yes, 5 - yes, always).
The last item is answered either ,,yes” (4 points) or ,,no” (2
points) by the respondent. The total score ranges from 8 to
34 points, and the higher the score, the better the patient’s
social support [9].
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The Brief lliness Perception Questionnaire
(Brief-1PQ)

This generic 9-item illness perception assessment tool
was developed from the Illness Perception Questionnaire-
-Revised (IPQ-R). The cognitive representation, emotional
perception of the disease, and causal factors are evaluated
based on the subjective impression, which are the only
ones evaluated by the last open question. The patient eva-
luates other questions on a scale of 0-10 points. The total
score ranges from 0 to 80 points, and the higher it is, the
worse the subjective perception of the given disease [10].

New York Heart Association (NYHA)

This functional classification represents the simplest
tool used to describe the severity of heart failure in terms
of symptoms [2]. The classification is based on four clas-
ses and categorises patients according to the limitations
of their physical activity caused by heart failure [11]. If
the patient is classified as class I, he or she has no limits
in terms of physical activity. Class II represents a slight
limitation of physical activity because normal physical
activity causes the patient to experience excessive short-
ness of breath, fatigue, or palpitations. Class III represents
a significant limitation of activity, as the patient’s heart
failure causes disproportionate shortness of breath, fati-
gue, or palpitations, even during less demanding activity
compared to normal activity, and thus the patient has no
problems only when he or she is resting. If the patient is
classified as Class IV, he or she cannot perform virtually
any physical activity without experiencing discomfort.
Shortness of breath, fatigue, or palpitations may be pre-
sent even at rest [2].

Data analysis

Data were analysed using descriptive statistics, the
Kruskal-Wallis and Mann-Whitney test, and the Spear-
man correlation coefficient. Linear regression analysis was
also performed. The level of significance was established at
5%, SW Stata v. 14.

Ethics approval, conflict of interest, and
funding

The study was approved by the Ethics Committee of
the Faculty of Medicine of the University of Ostrava (refe-
rence number 08/2020) and the Ethics Committee of the
University Hospital Ostrava (reference number 250/2020).
Participation was voluntary and anonymous. The authors
declare that they have no potential conflicts of interest.
This study was supported by the University of Ostrava,
project SGS01/LF/2020-2021.

B RESULTS

Sample characteristics

The research sample included 173 respondents. The
average age in the research group in our study was 71.51
years (SD = 8.62; min. 50; max. 92), 56.07% of the respon-
dents were male (Tab. 1). The mean overall quality of life
score assessed by the MLHFQ was 44.86 (SD = 19.31)

B Tab. 1. Sample characteristics

Sex n %
male 97 56.07
female 76 4393
Age (mean 71.51; SD = 8.62) n %
50-64 31 17.92
65-74 73 42.20
75-84 58 33.53
over 85 N 6.36
Marital status n %
single 16 9.25
married 9% 55.49
divorced 32 18.50
widowed 29 16.76
Living... n %
alone 4 23.70
with family member or another person 132 76.30
Education n %
primary 24 13.87
vocational 57 32.95
secondary 57 32.95
secondary professional 6 3.47
tertiary 29 16.76
New York Heart Association (NYHA) classification n %
NYHAL. 1 0.58
NYHAI. 48 27.75
NYHAII. 84 48.55
NYHA V. 40 23.12
Self-sufficiency n %
independence 49 28.32
slight dependence 86 49.71
moderate dependence 31 17.92
severe dependence 7 4,05
Depression n %
no depression 91 52.60
mild depression 54 31.21
moderate depression 17 9.83
moderately severe depression 9 5.20
severe depression 2 1.16
Subjective assessment of the state of health n %
very good 0 0
good 30 17.34
fair 69 39.88
poor 63 36.42
very poor n 6.36
Total 173 100

SD — standard deviation
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B Tab. 2. Correlation analysis between analysed aspects

Spearman’s e . . . .
rank correlation | Self-sufficiency | Age assessment Ql{allty il Qu.allty o Qu'a Lol Depression =0a] IIInes§ NYHA
coefficient of the state of | life-PD life-ED life-TS support | perception
health

Self-sufficiency 1

Age -0.4238* 1

Subjective assessment ) % %

of the state of health 03194 0.2114 !

QoL-PD -0.4489* 0.1629* 0.4572* 1

QoL-ED -0.2610% 0.0807 0.3845* 0.6834* 1

QoL-TS -0.3529% 0.1209 0.4394* 0.9187* 0.8263* 1

Depression -0.3871* 0.1625% 0.4520* 0.5322% 0.4497* 0.5470% 1

Social support 0.1658* -0.0847 -0.1488 -0.0219 -0.136 -0.0639 -0.2439% 1

lliness perception -0.2490% 0.1628* 0.4426* 0.3642* 0.4751* 0.4113* 0.5371* | -0.2333* 1

NYHA -0.4252% 0.1956* 0.2004* 0.2913% 0.0636 0.2642* 0.2749% 0.0857 0.1914* 1

QoL-PD — quality of life physical domain; QoL-ED — quality of life emotional domain; QoL-TS — quality of life total score; NYHA — New York Heart Association; * p < 0.05
M Tab. 3. Differences in quality of life according to self-sufficiency, age and NYHA

Quality of life score | n | mean | median | SD | min. | max. | p-value.
Self-sufficiency
severe + moderate dependence MLHFQ-PD 38 28.00 30 8.04 N 40
slight dependence MLHFQ-PD 86 21.40 21.50 8.71 2 38 0.0001*
independence MLHFQ-PD 49 17.10 17 8.68 0 32
severe + moderate dependence MLHFQ-ED 38 10.20 10 542 0 21
slight dependence MLHFQ-ED 86 8.60 7 5.46 0 23 0.0491*
independence MLHFQ-ED 49 7.40 7 4.76 0 19
severe + moderate dependence MLHFQ-TS 38 56.00 57 16.41 21 84
slight dependence MLHFQ-TS 86 43.30 40 18.59 9 85 0.0002*
independence MLHFQ-TS 49 39.00 39 19.43 0 73
Age
50-64 MLHFQ-PD 31 19.90 19 7.05 7 33
65-74 MLHFQ-PD 73 20.50 20 9.46 0 40
75-84 MLHFQ-PD 58 22.60 24 9.27 3 40 0.0224%
85+ MLHFQ-PD 1 28.80 33 11.74 2 40
50-64 MLHFQ-ED 31 7.80 7 3.63 2 19
65-74 MLHFQ-ED 73 8.00 7 459 0 18
75-84 MLHFQ-ED 58 9.30 8 6.62 0 23 02220°
85+ MLHFQ-ED 1" 11.60 12 5.32 2 19
50-64 MLHFQ-TS 31 4330 40 15.02 21 73
65-74 MLHFQ-TS 73 41.80 39 18.92 0 81
75-84 MLHFQ-TS 58 47.20 49.5 20.11 10 84 0.0690°
85+ MLHFQ-TS n 57.60 65 23.69 12 85
NYHA dlassification
[+ MLHFQ-PD 49 17.40 17 10.34 0 38
1l MLHFQ-PD 84 2240 22 8.46 5 40 0.0007*
v MLHFQ-PD 40 2530 25 7.96 1 40
I+ MLHFQ-ED 49 8.10 7 5.61 0 23
1l MLHFQ-ED 84 8.80 8 5.06 0 21 0.6866
v MLHFQ-ED 40 9.00 7 5.59 0 21
[+ MLHFQ-TS 49 37.10 33 21.91 0 85
Il MLHFQ-TS 84 46.10 43 17.47 16 84 0.0028*
v MLHFQ-TS 40 51.70 53 16.65 21 84

MLHFQ-PD — Minnesota Living with Heart Failure Questionnaire physical domain score; MLHFQ-ED — Minnesota Living with Heart Failure Questionnaire emotional domain score; MLHFQ-TS — Minnesota Living with Heart
Failure Questionnaire total score; NYHA — New York Heart Association; * Kruskal-Wallis test
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in our study. In the physical domain of the MLHFQ, the
mean score was determined at 21.65 (SD = 9.34) and in the
emotional domain at 8.64 (SD = 5.32). The mean score of
self-sufficiency according to BI was 82.17 (SD = 18.86), and
the mean score of illness perception was 42.70 (SD = 9.95).
The mean PHQ-9 depression score was 5.65 (SD = 4.61)
points, with depression identified in 47.40% of the patients.

Differences in quality of life accordinﬁ to self-
sufficiency, age, sex, education, and NYHA
classification

The relationships between quality of life and sex and
education were not significant. Our research found a stati-
stically significant relationship between quality of life and
self-sufficiency, also between quality of life in the physical
domain and age, between NYHA and quality of life in the
physical domain, and also between NYHA and total score
of quality of life. The trend of these relations was shown
by Spearman correlation coefficient (Tab. 2). Patients who
reported a poorer quality of life had a poorer self-suffi-
ciency (r = -0.3529; p < 0.05). Older patients reported
a worse quality of life in the physical domain than younger
patients (r = 0.1629; p < 0.05). Patients with more severe
heart failure (which means an increase in NYHA class)
reported a poorer quality of life in the physical domain
(r = 0.2913; p < 0.05). The same was true for the total
quality of life score and the NYHA classification (r =
0.2642; p < 0.05). The description of the quality of life mean
scores in relation to these variables is mentioned in Tab. 3.
(for the interpretation of the description of the mean
quality of life score in NYHA classes was combined
NYHA I and II, in self-sufficiency was combined severe
and moderate dependence also due to the low representa-
tion of respondents in these categories).

The connection between quality of life and
other aspects

In the correlation analysis using the Spearman cor-
relation coefficient, a relationship was found between
depression and the total quality of life score (r = 0.5470;
p < 0.05), a relationship between the total quality of life
score and illness perception (r = 0.4113; p < 0 .05), and
the relationship between the total quality of life score and
subjectively assessed health status (r = 0.4394; p < 0.05).
Significant links were also found between scores within
the individual domains of quality of life, depression, ill-
ness perception, and subjectively assessed health status.
The worse the quality of life, the worse was the illness per-
ception, the subjective assessment of the state of health,
and depression also occurred more frequently. Illness
perception was also correlated with the subjective percep-
tion of health status (r = 0.4426; p < 0.05). The worse the
patients perceived their disease, the worse they also asses-
sed their general state of health (Tab. 2).

Predictors of quality of life

Based on the variables that were significant in the uni-
variate analyses, a linear regression analysis was perfor-
med (Tab. 4). Three models were created: the first model
included the total quality of life score, the second model

included the total score in the physical domain, and the
third included the total score in the emotional domain.
Statistically significant predictors of the total quality of life
score were depression, illness perception, self-sufficiency,
and subjective assessment of the state of health. The pre-
sence of depression, worse illness perception, reduced
self-sufficiency, and a worse subjectively assessed state
of health predicted poor quality of life. The presence of
depression, worse illness perception, reduced self-suf-
ficiency, and worse subjectively assessed state of health
statistically significantly predicted poor quality of life in
the physical domain as well. The statistically significant
predictors of the quality of life in the emotional domain
were only the presence of the depression and worse illness
perception.

B Tab. 4. Linear regression analysis

Model 1 F(7,165) = 18.04; Prob > F = 0.0000, R-squared = 0.4336
Qol total score | Coefficientp | 95% confidence interval | P> |t|
Depression 1.098495 0.4951791 1.70181 0.000
Social support 0.3361266 | -0.2848662 0.9571193 | 0.287
IlIness perception 0.4668569 0,1834966 0.7502173 | 0.001
Self-sufficiency -0.2013932 -0.350285 -0.0525013 | 0.008
NYHA 1.911484 -1.594627 5417594 | 0.283
Age -0.1703471 | -0.4517229 0.1110287 | 0.234
Subjective

assessment of the 4552528 1.38029 7.724766 | 0.005
state of health

Model 2 F(7,165) = 19.48; Prob > F = 0.0000, R-squared = 0.4525
doior:-lg:s):)i;&:lcore Coefficient B | 95% confidence interval | P> |t|
Depression 0.4516276 0.1645613 0.738694 | 0.002
Social support 0.2100351 -0.0851264 0.5058285 | 0.162
lness perception 0.1864278 0.0516008 0.3212548 | 0.007
Self-sufficiency -0.1457751 | -0.2166201 -0,0749302 | 0.000
NYHA 0.9652752 -0.702984 2.633534 | 0.255
Age -0.0598112 -0.193694 0.0740715 | 0.379
Subjective

assessment of the 2.320847 0.8114493 3.830245 0.003
state of health

Model 3 F(7,165) = 13.79; Prob > F = 0.0000, R-squared = 0.3691
doionl;ee:;?::\oslglre Coefficientp |  95% confidence interval | P> |t|
Depression 0.274201 0.0986899 0.4497122 | 0.002
Social support 0.0266205 | -0.1540331 0.2072742 | 0.771
llness perception 0.1858199 0.1033873 0.2682526 | 0.000
Self-sufficiency -0.032434 | -0.0757483 0.0108803 | 0.141
NYHA -0.8797056 -1.899672 0.1402607 | 0.090
Age -0.0121589 | -0.0940142 0.0696965 | 0.770
Subjective

assessment of the 0.8752456 -0.0475936 1.798085 0.063
state of health

QoL — Quality of Life; NYHA — New York Heart Association
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B DISCUSSION

Heart failure cannot be assessed without the social,
psychological, and behavioural aspects of the disease. It is
a complex issue that requires a comprehensive and multi-
dimensional assessment to be applied in patient care when
considering the best approach to heart failure manage-
ment [12]. According to Hobbs et al., heart failure tends to
worsen quality of life to a greater extent than other chro-
nic diseases [13]. The reason may be the high burden with
symptoms such as shortness of breath, loss of appetite,
fatigue, pain, depression, or anxiety [14, 15]. Therefore,
improving the quality of life should be one of the main
goals of care of these patients. In addition to addressing
physical symptoms, these patients also need to address
spiritual issues, which supports the importance and need
for holistic care. The quality of life of patients, especially
those with advanced heart failure, is related to psychologi-
cal, and existential well-being [16].

In our study, a significantly worse overall quality of life
score was found according to the MLHFQ (44.9 points),
compared to other studies [17,18]. In our opinion, the
difference in results can be caused, for example, by the
different age composition of the sample group and the
different environment in data collection. In these studies
[17,18] the analysed population was significantly younger
and worked with outpatients. Our results in terms of the
overall mean quality of life score are closest to the study
in the United Kingdom [19], where the overall mean
MLHEFQ score of 40.9 was found. However, this study also
worked with outpatients in tertiary care. These results may
indicate that the patient’s current hospitalisation may not
have a direct effect on quality of life.

Depression is a recognised comorbidity of heart failure
[2], with a prevalence from 10 to 79%, with a mean of
approximately 29% [20]. In patients with heart failure,
it also leads to a significant deterioration in quality of
life [21], which was also confirmed in our study, where
depression was a predictor of poor quality of life. We
identified depressive symptoms in approximately 47%
of patients, a result close to the study by Jani et al. [22].
According to Albus et al. [23], all patients diagnosed with
congestive heart failure should be tested for depression
and anxiety disorders. If the screening is positive, spe-
cialised diagnostics with subsequent treatment must be
initiated. Among other things, psychotherapy, especially
cognitive behavioural therapy, and additional exercise tra-
ining should be considered as part of a therapy. Routine
screening is also recommended in the American College
of Cardiology and the American Heart Association guide-
lines [24]. However, depression screening is almost non-
-existent in the Czech environment, even though depres-
sion has the potential to worsen some of the patient’s cli-
nical results.

The main concern of elderly patients can often be, for
example, functional limitations and altered conditions
that lead to problems in daily activities [25]. In our study,
it was found that a poorer quality of life is significantly
related to a lower self-sufficiency of the patient. Lower
self-sufficiency even predicted a poor quality of life, which
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is consistent with other studies [26, 27]. In our study,
older patients reported a poorer quality of life in the phy-
sical domain. We believe that this finding is related to the
ageing process during which physical functions decline.
Wang and Yang also determined a similar finding [28].
However, there are also studies [29,30] that have shown
that patients younger than 65 years have a poorer quality
of life compared to older patients, which does not corre-
spond to the results of our study. We also did not find a
statistically significant difference in quality of life by sex.
However, other studies have shown a poorer quality of life
in women [29]. The heterogeneity of the results is proba-
bly due to the disproportionate representation of respon-
dents under the age of 65 compared to older respondents
in our sample. Despite the fact that the inclusion crite-
rion in our study was an age over 18 years, the youngest
respondent in our sample was 50 years old. Our sample
also included just under 18% of respondents under the age
of 65 years.

The severity of heart failure also plays an important
role in the deterioration of quality of life [31]. The con-
nection between a worsening quality of life and a higher
NYHA class has been demonstrated in a number of stu-
dies [17,26,32,33]. More severe heart failure was associa-
ted with a poorer quality of life in our study. Poor quality
of life is generally associated with heart failure classified by
severity in NYHA class IIT [34] and NYHA IV [35].

Worse quality of life was associated with a more fre-
quent occurrence of depression, worse illness perception,
and worse subjective assessment of the state of health.
According to AbuRuz [36], patients with heart failure
generally have a poor quality of life, accompanied by a
high incidence of depression and anxiety, which are also
predictors of a poor quality of life. The most important
correlates of illness perception are, among other factors,
poor quality of life, anxiety, depression, or negative affecti-
vity [37]. The belief in serious consequences, strong iden-
tity of the illness, stronger emotions and fears are associa-
ted with poor quality of life, depression, etc. [38].

Quality of life has been shown to be a significant pre-
dictor of mortality and hospitalisation in patients with
heart failure. Therefore, it is a simple and inexpensive pro-
gnostic indicator that is useful to assess the severity and
prognosis of symptoms in patients with heart failure [39].
Worse quality of life in terms of the overall score and the
score in the physical domain was predicted by both more
frequent depression, worse illness perception, and worse
subjective assessment of the state of health. The presence
of depression was also, according to Warraich et al. [27],
a strong predictor of poor quality of life. Other studies
have also confirmed the importance of these psychosocial
aspects in the context of predicting certain outcomes in
patients with heart failure [38,40]. Subjective health asses-
sment data can provide useful information. For example,
self-reported assessment of health status as excellent or
very good is associated with a lower long-term mortality
in patients with heart failure [41].

Exercise-based cardiac rehabilitation can have a posi-
tive effect on quality of life in patients with heart failure
[3]. In addition to interventions in the field of exercise
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programmes and palliative care interventions, supportive
care or psychospiritual interventions also appear to be
effective in terms of improving quality of life [42]. Future
research should focus on finding other interventions
that can improve the quality of life of patients with heart
failure. There is also a need to focus on the application of
these interventions in clinical practice.

This study has several limitations, including sample
size and data collection in a single hospital. However,
to our knowledge, this is the only study realized in the
Czech Republic that evaluated more psychosocial aspects
in addition to the severity of heart failure in the context
of quality of life. The results indicate the need for a holi-
stic approach with multidisciplinary elements for these
patients, which is not widely used in Czech practice. This
approach to the patient must combine both the assessment
of objective parameters that relate to heart failure and the
patient’s state of health in general, with the assessment of
indicators that reflect the patient’s subjective view of their
own condition and life. However, due to unicentric data
collection, the results cannot be generalized to the entire
Czech population.

I CONCLUSIONS

Poor quality of life was predicted by reduced self-suf-
ficiency, the presence of depression, worse illness percep-
tion and subjective assessment of the state of health, which
indicates the necessity of a comprehensive approach to the
care of patients with chronic heart failure. Only a com-
prehensive solution to physical, psychosocial, and spiri-
tual problems is the way to improve the quality of life of
these patients. Palliative care intervention, exercise-based
cardiac rehabilitation, supportive care, or psychospiritual
intervention appear to be effective according to current
knowledge. Patients with reduced self-sufficiency, the pre-
sence of depression, and patients who perceive their dise-
ase and health status more poorly could benefit more from
these interventions.
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