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Abstract
Background: Appropriate self-care in patients with chronic illnesses such as Heart Failure (HF) is associated
with prevention or early detection of health problems, better overall health and quality of life, improved clinical
outcomes and reduced healthcare costs. Unfortunately, self-care among patients with heart failure is commonly
poor, and patients have considerable difficulties performing self-care. There are no studies that documented the selfcare behaviour of cardiac patients in the study area. The objective of this study was to assess predictors of
adherence to self-care behaviour among patient with chronic heart failure attending JUSH chronic follow up Clinic.
Methods: This study was conducted at JUSH chronic follow up clinic, from February 3 to March 30, 2012, using
cross sectional design employing both quantitative and qualitative methods and a total of 255 outpatients with
congested heart failure were completed the questionnaire. The sample size was calculated using a formula to
estimate a single population proportion and the data was collected by administering pretested structured
questionnaire for quantitative study and in depth interview guide for qualitative study.
Result: Out of the total 264 clients, 255 were included in the final analysis and giving a response rate of 96.6 %.
Majority of the study subjects 151(59.2%) had poor adherence to self-care behaviour. The result of multivariable
analysis also showed that knowledge of CHF, depression, duration of CHF, co-morbidity (hypertension and DM) and
medication (being digitalized) were independent predictors of poorer adherence to self-care behaviour.
Knowledgeable study subjects had 9.395 times more likely adherent to self-care when compared to study subjects
that were illiterate, [(Adjusted OR (95% CI of OR) =9.395(4.014, 21.991)] and CES-Depression scale also indicated
significant association [(Adjusted OR (95% CI of OR) =2.142(1.168, 3.928)] with adherence to self-care behaviour.
Conclusions and recommendations: The results of this study provided insights into self-care behaviour in
patients with CHF. First, patients with CHF did not fully engage in self-care behaviour. Second, important factors
including; depression, duration of CHF, co-morbidity (hypertension and DM), medication (digitalize) and knowledge
of CHF were identified as the top predictors of self-care behaviour. Therefore, nursing intervention programs
regarding knowledge of HF is recommended for enhancing self-care and Self-care strategies should target
especially patients with diabetes mellitus, depression and patient with less than one year duration of CHF.

Keywords: Heart failure; Self-care behaviour; congested heart
failure; Adherence; Ethiopia

Introduction
According to World Health Organization (WHO) estimates, about
60% of deaths in the world are now caused by chronic non
communicable diseases (WHO, 2005). The burden of chronic diseases
remains stable in high income countries, while it is increasing in low
and middle income countries as a result of (a) the epidemiological
transition, (b) the rapid onset of traditional cardiovascular risk factors
such as smoking and obesity, (c) the rapid rates of population aging,
and (d) the process of migration from rural areas [1].
Cardiovascular disorder is the leading cause of death worldwide
except in SSA, where it is surpassed by infectious and nutritional
diseases. Whereas, about 80 % of the global burden of CVD deaths
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occurs in low- and middle-income countries, and CVD is predicted to
be the leading cause of death and disability worldwide by 2020 mainly
because it will increase in low- and middle-income countries [1].
The final stage in almost any type of CVD is heart failure (HF) in
which the heart muscle weakens and is unable to pump enough blood
to the body and Heart failure (HF) is a common chronic illness
associated with substantial morbidity and mortality, poor quality of
life (QOL), and frequent hospitalizations, especially in adults over the
age of 65 years in western country [1]. Although specific statistics are
not available for every country, heart failure is believed to have
reached epidemic proportions in both developed and developing
countries [2].
As in any other developing countries, Ethiopia is also challenged by
the growing magnitude of CNCDs which created a double burden on
the population and the health system which is already hard hit by
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communicable diseases. Available population based studies indicated
high prevalence of CNCDs including hypertension, other
cardiovascular diseases in both rural and urban parts of the country
[3].
Heart failure is a chronic condition that requires a substantial
amount of self-care. Appropriate self-care is associated with
prevention or early detection of health problems; better overall health
and quality of life; and, in patients with chronic illnesses such as Heart
Failure (HF), improved clinical outcomes and reduced healthcare
costs. Unfortunately, self-care among patients with heart failure is
commonly poor, and patients have considerable difficulties
performing self-care [4]. In many parts of Africa, including Ethiopia,
the health care systems are designed to treat acute communicable
diseases, rather than CNCDs including chronic heart failure. Patients
with chronic heart failure have limited access to health care and even
those under treatment are very likely to have uncontrolled disease
conditions leading to high rate of complications and premature deaths.
Now a day the problem of chronic diseases is gaining increasing
attention in many developing countries. While many African
countries have joined the force, Ethiopia lagged behind the regional
initiative – a reflection of the low priority it has until recently accorded
to the problem of chronic diseases including chronic heart failure [5].
So important is self-care for a patient with HF that the National
Institutes of Health, currently has programs in place to promote selfcare research, but not at all gain attention in our country [6]. This
study would be the baseline for further related studies for nursing and
other professions. Farther more, the result of the study will be helpful
for Local health planners and Local health departments for improving
the health services for patients with HF. And also, helpful for
Organizations working and supporting effective planning and
implementation of health services for patients with HF.

Methods and Subjects
The study setting
Cross sectional study was conducted among cardiac follow up clinic
in Jimma University Specialized Hospital, Jimma, Ethiopia. During the
study period, there were 1,756 cardiac out patients registered for
follow up and out of this, 656 were patients with CHF. The data were
collected over a period of 30days (from February 3 to March 30, 2012)

Population
All randomly selecte6d adult patients with CHF attending in JUSH
cardiac follow-up clinic were included by considering both inclusive
and exclusive criteria. Based on this a study subjects that were on
follow up and age ≥ 15 years were included in the study however those
who were with severe illness were excluded.

Sample size
Sample size was calculated assuming 0.5% of proportion (p) of
cardiac patients with level of good adherence to self-care, 5% marginal
error (d) and confidence interval of 95%.Based on this assumption, the
sample size was calculated by single population proportion formula n=
((Zα/2)2×p (1-p))/ d2. This yield sample size of 384.Since the source
population was less than 10,000 the sample size was adjusted with
correction formula and by considering 10% non-respondent’s rate, the
final sample size was 264 cardiac patients.
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Sampling technique
Simple random sampling method was used to select patients and
first sample frame of patients with HF ≥ 15 years was prepared
according to the chronic follow up unit by their recording order. Then,
study participants were selected randomly and interviewed.
For qualitative study Purposive sampling technique was used to
gather in-depth information from key informants.

Measurements
For quantitative study
Self-care behaviour: Self-care behaviour was assessed using the
modified European Heart Failure Self-Care Behavior Scale (EHFScBS)
[7]. This was 11-item, self-administered questionnaire that covers
information on the self-care behavior of patients with HF, such as
daily weighting, fluid restriction, medication, and contacting health
care providers when they experience increased weight gain. For each
item, patients was rate their self-care behavior on a 5-point Like rt
scale from5 (“I completely agree”) to 1(“I do not agree at all”).The
total score ranges from 11 to 55 and was calculated by summing the
scores for each item. A higher score indicates good self-care behaviour.
Reliability of the EHFScBS was pretested and it was good (Cronbach’s
alpha =0.75).
Predictors of self-care behaviour: Information on predictors of selfcare behaviour were collected from patients’ medical records and
completed questionnaires.
Clinical conditions: The following variables were assessed from the
medical records: cause of HF, duration of HF, New York Heart
Association (NYHA) functional class, previous hospitalizations with
HF, and Co-morbidity such as anemia and diabetes mellitus. Patients
were asked about their alcohol (“non-drinker,” “less than 3times a
week,” or “more than 3 times a week”) and smoking habits (“yes” or
“no”).
Cognitive and psychological status: To assess patients’ knowledge
about HF, an8-item scale was developed based on earlier studies
Patients were presented with 8 statements about HF, such as “weight
check is important to evaluate fluid retention,” and were asked to
respond “yes,” “no,” or “I do not know” to each statement [7,8].
Correct answers were scored 1; an incorrect answer or an answer of “I
do not know” were scored 0. Scores for each item will be summed,
giving a range of total scores from 0 to 8. A higher score will indicate
greater knowledge about HF. The content validity of the scale was
confirmed by experts. In this study, internal consistency was assessed
in terms of Cronbach’s alpha and it was good (Cronbach’s alpha=
0.72).
Symptoms of depression were measured using the modified Centre
for Epidemiologic Studies-Depression Scale (CES-D) [9]. This is a 20item scale that measures depressive feelings and behaviours on a 4point Like rt scale ranging from 0 (“rarely or none of the time”) to 3
(“most or all of the time”). Scores for each item will be summed to give
a range of total scores from 0 to 60. A total score of more than 16
indicate the presence of depressive symptoms. Reliability of the CES-D
was pretested and it was good (Cronbach’s alpha=0.78).
Social attributes: Patients were asked about their living situation
(“living with someone” or “living alone”) and about whether they felt
free to ask questions to the medical staff, with 5 levels ranging from 1

Volume 2 • Issue 6 • 1000180

Citation:

Beker J, Belachew T, Mekonin A, Hailu E (2014) Predictors of Adherence to Self-care Behaviour among Patients with Chronic Heart
Failure Attending Jimma University Specialized Hospital Chronic Follow up Clinic, South West Ethiopia. J Cardiovasc Dis Diagn 2: 180.

doi:10.4172/2329-9517.1000180
Page 3 of 8
(“I can ask questions without reserve”) to 5 (“I cannot ask anything”).
Reliability was pretested and it was good (Cronbach’s alpha=0.69).

Qualitative study
Data collection tools were adapted after review of relevant
literatures. The questions and statements were grouped and arranged
according to the particular objectives that they can address.

Data collection procedure
The quantitative data were collected using structured and pretested
questioner by Five BSc Nurses through face to face interview. First,
sample frame of study subjects were prepared according to the chronic
follow up unit recording order. Then, study participants were selected
randomly by their name and card number from the cardiac clinic
patient registration book. Then, individual patient card was traced and
interviewed to fill the data collection format.
For qualitative data, by using interview guide tool for in-depth
interview, information was generated from the key informants. Besides
Voice recorders and field-notes were used to capture the information

Data analysis procedures
The data were entered in to computer, cleared, explored,
standardized and summarized using SPSS version 16.0. Descriptive
analysis was used to describe the pattern of disease and Logistic
regression was used to determine crude and adjusted OR. Bivariate
analyses was carried out to assess association between the dependent
and all the independent variables and to identify candidate for
multivariate analysis. Then, multivariable analysis was performed to
determine the independent predictors of the dependent variable.
Statistical significance was measured by p-values < 0.05 and adjusted
odds ratio (AOR) with 95% confidence interval (95% CI). The
qualitative data were analyzed first by transcribing the recorded data
from Amharic and Affan Oromo in to English verbatim, and then the
transcript was color-coded and grouped into thematic frameworks.
Concepts extracted from themes were presented in narratives and
triangulated with the quantitative results.

Data quality assurance
Pre-test was conducted on 5 % of the respondents that did not
participate in the main study and all necessary questionnaire
modifications were made according to Ethiopian situation depending
on the result of the analysis and the data was not included in the
analysis. Internal consistency of the questionnaire was tested. The
questionnaire was evaluated by one Internist and two BSc. Expert
nurse’s (Who had more than seven years of experience) in the field for
wordings and content validity. Reliability of the questionnaire was
good.

Ethical considerations
The study was approved and ethical clearance letters were written
by Ethical Committee in College of Public Health and Medical
Sciences, Jimma University and were brought to JUSH administrative
office to undertake formal investigation. A consent sheet was
prepared, translated in to local language and attached to the
questionnaire in a separate page. In the consent sheet, it was stated
that the purpose of this study was to assess predictors of adherence to
self-care behaviour and that there is no way in which participating in
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the study can cause harm to the study subjects. Oral consent was
obtained to ensure confidentiality, the consent sheet also provided
information that there was no need to put their name on the survey
questionnaire and that no individual response was reported. Statement
about voluntary characteristic of their participation was also provided.

Results
A total of 255 study subjects were included in the final analyses
giving a response rate of 96.6%.The mean age (±SD) of the study
subjects was 48.76 ± 18.76 years, Approximately, equal proportions of
males and females were involved in the study accounting for 130(51%)
and 125(49 %), respectively. The three prevalent religions were:
Muslim 175(68.6%), Orthodox Christian 56(22%) and Protestant
24(9.4%). More than half of the total study subjects, 149(58.4%) were
illiterate followed by those who attended primary school 38(14.9%).
One hundred sixty six (45.5%) of the study subjects were farmers.

Cognitive and psychological attributes
Out of the total study subjects asked to respond, about their level of
knowledge about HF, more than three fourth of them 192(75.3%) were
not knowledgeable about HF. This finding was supported by
qualitative finding as one 45 years old women key informant said
“….The only thing that I monitored is the amount of salt that I used in
the diet.”. Another 50yrs man also said “…Health professionals didn’t
say anything about the liquid. I just started to drink too much liquid
which worsen the symptoms, then I was back in the hospital because
my feet got swollen. I got too much liquid and too much sodium I
asked them how do I know how much to take. They tried to tell me,
but they really did not tell me how.” The mean and SD level of
knowledge score about CHF of study subject was 41.27 ± 37.5 with
minimum and maximum response of 0 and 88.
Out of the total study subjects on CES-Ds score, more than half of
them had depressive symptom 142(55.7%). This finding was
supported by qualitative finding as one 38yrs old man key informant
said “Nothing is important too much anymore…You know what
you’re doing [letting thing slide], you hate what you’re doing, but you
do it anyway.” Another 40yrs old woman said “I started crying all the
time because I was so mad …Why I can’t, just it is so simple, but yet I
can’t figure it out.” The mean and SD CES-Depression scale score was
18.18 ± 7.248.

Clinical condition related attributes
Based on this study, 135(52.9 %) of the clients had clinical symptom
of CHF ≥ one year duration and 110(43.1 %) of the study subjects had
history of previous hospitalization once. Classification of heart failure
by symptoms related to functional capacity (NYHA) showed that
145(56.9 %) of study subjects were stage III CHF and more than half of
them were taking ACEI/ARB, diuretics and digitalis medication
180(70.6%), 199(78%) and 136(53.3%) respectively. In addition, study
subjects were taking other medication like barbiturates, insulin,
antibiotics, and analgesics. Patients with multiple Co-morbidities had
accounted 158(62%). Hypertension and DM were a common comorbidity obtained from patients card 123(48.2%) and 93(36.5%),
respectively (Table 1).
Variables

Categories

Frequency

Percent

Previous
hospitalization

≥1 times hospital admission

155

60.7
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Duration
failure

NYHA
class

three fourth of study subjects did not smoke cigarettes and did not
drink alcohol 239 (93.7%) and 239 (93.7%) respectively (Table 2).

No hospital admission

100

39.2

Total

255

100.0

120

47.1

>=1 yrs

135

52.9

Total

255

100.0

Living
someone

functional I

16

6.3

Total

255

100.0

II

66

25.9

with Poor

237

92.9

III

145

56.9

Good

18

7.1

IV

28

11.0

Total

255

100.0

Total

255

100.0

239

93.7

ACE inhibitors/ARB

180

70.6

Yes

16

6.3

Beta-blocker

136

53.3

Total

255

100.0

Digitalize

64

25.1

No

239

93.7

Diuretics

199

78.0

Yes

16

6.3

Ca channel blockers

9

3.5

Total

255

100.0

Others

171

67

DM

93

36.5

Hypertension

123

48.2

Acute Myocardial infection

12

4.7

Level of adherence to self-care behaviour

Renal disease

56

22.0

Liver disease

42

16.5

Valvular heart disease

26

10.2

Others

52

21.4

Figure one shows the percentage of level of adherence to self-care
behaviour of study subjects .More than half of them 151(59.2%) had
poor adherence to self-care behaviour and good adherence to self-care
behaviour accounts only 40.8% .The mean (± SD) of EHFScBS score
was 31.74 ± 5.85with minimum and maximum score of 16 and 44
respectively (Figure 1).

of

heart <1 yrs

Types of medication

Co-morbidity

Variables

Categories

Frequency

Percent

Living arrangement

Living alone

15

5.9

Relationship
medical staff

Do
you
cigarette?

smoke No

Do you drink alcohol?

with 240

94.1

Table 2: Social and behavioural attributes of clients with CHF
attending JUSH chronic follow up Clinic, South West Ethiopia,
February 3 to March 30, 2012GC.

Table 1: Clinical symptoms and treatment practices of clients with
CHF attending JUSH chronic follow up clinic, South West Ethiopia,
February 3 to March 30, 2012 GC.
Majorities of study subjects used four or more than four type of
medications 107(42%). This finding was supported by qualitative
finding as a 50years old man said “I have been using 14pills a
day ...Sometimes, I am embarrassed to go to the drug store.” The mean
and median of types of medication taken by study subjects were 3.28
and 3 with SD of 0.886, the number of medications taken by study
subject ranges from 1 to 6.

Social and behavioural attributes
From total study subjects (255), more than half of them live with
someone 240(94.1%). Mean and median value of relationship with
medical staff to get necessary information about CHF were 37.25 and
40 with SD of ±17.3, and the maximum and minimum value were 100
and 20. About 237(92.9%) of the total study subjects had poor
relationships with medical staff. This finding was supported by
qualitative finding as a 45yrs old women said “…Someone telling me
what to do? If he/she did not give me a medication,“Approximately

J Cardiovasc Dis Diagn
ISSN:2329-9517 JCDD, an open access journal

Figure 1: Level of adherence to EHFScBS among clients with CHF
attending JUSH chronic follow up clinic, south west Ethiopia,
February 3 to March 30, 2012 GC.
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Factors associated with adherence to self-care behaviour
Binary logistic regression was made between outcome variable and
factors that affect adherence to self-care behaviour. Some of the sociodemographic variables showed statistically significant association with
adherence to self-care behaviour at 5% significance level.
Patients with age of 15-24 years were 69.7% less likely adherent to
self-care behaviour [(crude OR (95% CI) = 0.313(0.100, 0.981)] and
patients with age 45-54years were 2 times more likely adherent to selfcare behaviour [(crude OR (95% CI) =2.091(1.09, 3.995)]. The finding
of this study also showed that educational level had significant
association with adherence to self-care behaviour. Clients with write
and read only were 2.51 times more likely adhere to self-care [(crude
OR (95% CI) =2.51(1.067, 5.908)] and study subject with primary
school had 3.294 times more chance of adherence to self-care when
compared to study subjects that were illiterates [(crude OR (95% CI) =
3.294(2.116, 4.747)].

Not knowledgeable
CES-Depression
scale
Have no depression
0.014
symptom

2.142

Have a depression
symptom

1

< 1yrs

VARIABLES

P-VALUE

ADJUSTED OR

95.0% C.I.

Knowledge level
Knowledgeable

<0.001

9.395

4.014

21.99

Fairly knowledgeable

0.982

0.987

0.313

3.109
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0.351

0.045

0.198

1.965

7.757

0.199

0.821

2.966

16.14

1

Hypertension
No

Yes

Variables that showed significant association in bivariate analysis
including; background variables (age and educational level), variables
related of clinical attributes (NYHA functional classification and
previous hospitalization) and medication (ACEI and ARI) had showed
no significant association at this level in multivariate analysis at 95%
confidence level (Table 3).

3.928

Co-morbidity

Predictors of adherence to self-care behaviour

Regarding clinical attributes, duration of CHF, Co-morbidity and
medications remained in the final model. Patients with CHF with less
than one year of duration were 0.554 times less likely adhered to selfcare behaviour when compared to patients with heart failure with
duration of CHF ≥ one years, [Adjusted OR (95% CI) =0.554(0.045,
0.198)], at 95% confidence level. Patients having co-morbidity of
hypertension and DM had showed significant association in
multivariate analysis. Patients not taking digitalize medication were 7
times more likely adherent to self-care behaviour when compared to
those patient that had used digitalize medication [(Adjusted OR=
(95% CI of OR) =6.919(2.966, 16.138)] .

0.041

≥ 1yrs

Yes

The result of the analysis showed that cognitive and psychological
attributes, knowledge level and CES-Depression scale, had significant
association at 95% confidence level. Knowledgeable study subjects
were 9.395 times more likely adherent to self-care when compared to
study subjects that were illiterate , [(Adjusted OR (95% CI of OR)
=9.395(4.014, 21.991)] and CES-Depression scale also indicates
significant association [(Adjusted OR (95% CI of OR) =2.142(1.168,
3.928)] with adherence to self-care behaviour of the study subjects .

1.168

Duration of CHF

On the other hand, residency, sex, ethnicity, occupation and income
had no significant association with adherence to self-care behaviour at
95% confidence level.

Multivariable logistic regression analysis was fitted to determine
predictors of adherence to self-care behaviour .Factors that showed
significant association on bivariate analysis were interred together in
multivariable analysis.

1

<0.001

3.904
1

DM
0.012

No

0.404
1

Medication
Digitalis
No
Yes

<0.001

6.919
1

Table 3: Multivariable logistic regression Analysis of predictors of selfcare behaviour and clients adherence to self-care behaviour among
patients with CHF attending JUSH chronic follow up clinic, South
West Ethiopia, February 3 to March 30, 2012 GC.

Discussion
The results of this study provide insights into self-care behaviour in
patients with CHF. First, patients with CHF did not fully engage in
self-care behaviour such as daily weighing, eating a low sodium diet,
getting regular physical activity and maintaining current body weight.
Second, important factors including; depression, duration of HF, comorbidity (hypertension and DM), medication (being digitalized) and
knowledge of CHF were identified as the top predictors of self-care
behaviour that may contribute for the improvement. These insights
provide important information for developing effective interventions
to improve self-care behaviour in patients with CHF in JUSH chronic
follow up clinic.
Overall, the finding of this study demonstrates that more than half
of study subject with CHF 151(59.2%) had poor adherence to self-care
behaviour. This finding is consistent with other studies, used the same
self-care measuring instruments (EHFScBS), among patient with CHF
in Vietnam Thai Nguyen General Hospital which was 50.9% [10].
The mean age of the study subjects in this study were 48.7 years
similar with the finding in south western Nigeria which was 56.01
years [11].Increasing age (≥55yrs) was associated with relatively better
CHF self-care behaviour at bivariate analysis in this study. Prior
studies of age and self-care have yielded contradictory results. In a
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study by Levanthal and Prohaska, the elderly, defined as those 60 years
and older, tended to attribute symptoms such as fatigue and weakness
to normal aging[12]. In persons with CHF, attributing fatigue and
weakness to age rather than fluid overload would be evidence of poor
self-care. Conversely, Spitzer et al, found that older patients were more
likely to depend on themselves for solutions to their health problems
and to feel greater satisfaction with their solution, provided the
severity of symptoms was not too great[13]. Further research is needed
to explain why increasing age was associated with better CHF self-care
and whether symptom severity interacts with age as a predictor of
CHF self-care.
Gender is another factor rarely studied as a contributor to CHF selfcare, but the results of this study indicates that gender was not
important predictor of self-care behaviour, Contrary to the results of
Riegeland Gocka which found that females reported taking better care
of themselves than males [14]. However, Lee et al. found that older
CHF patients were associated with worse self-care, especially response
to symptoms which occur for both men and women [15]. Thus, it may
be explained why gender had no relation to self-care behaviour.
This study also revealed that most of patients 149(58.4%) were
illiterate; this finding was supported by Nguyen N.H., Pornchai J. et al.
study that most of patients (66.2%) had low educational level [10].
Bivariate logistic regression finding showed association and is
consistent with that of other investigators. In an early comprehensive
review of the compliance literature, Macabasco A. and colleagues
found a positive association between education and compliance with
self-care behaviour Participants with adequate literacy reported higher
self-care behaviour scores than those with low literacy (mean score 5.3
vs. 4.2, adjusted difference 0.59 [CI 0.96, 0.22]) [16]. Overall, Bettereducated persons may be more likely to engage in self-care than those
who are poorly educated [16].
It is important that the relationship between education and self-care
not be interpreted as suggesting that a person who is poorly educated
cannot learn self-care. Self-care is a process that can be taught. It takes
time to learn the process, and the poorly educated may simply need
more time to learn self-care than do those who are better educated.
One of the major finding of this study was knowledge is the
potential predictor of self-care behaviour. Majority of Patients in this
study had low levels of knowledge 192(75.3%) about the specifics of
HF self-care, which suggests the need for creative approaches to
provide information to patients with this condition. Despite the low
levels, knowledge was significantly associated with self-care behaviour
(p<0.001), highlighting the importance of any level of CHF specific
knowledge. This finding was supported by studies among patients with
CHF in Vietnam Thai Nguyen General Hospital, Knowledge of CHF
correlates with self-care behaviour (r=0.66, p <0.01) (20) .This finding
is also in keeping with Orem’s theory that proposes that knowledge is a
power that enables self-care; it must be specific and organized around
the meeting of known self-care requisites. In this study, the impact of
knowledge on self-care behaviour among patients with HF is clear.
Even though it is recognized that knowledge is necessary for self-care,
it is not a sufficient condition. To help patients meet their
requirements for self-care, greater attention needs to be given to
understanding the inhibiting and promoting effects of BCFs on selfcare performance.
Recently, the role of depression in patients with HF has been
underscored [15].This finding showed high percentage 142(55.7%) of
patients with depressive symptoms. This finding was in keeping with
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Martje H.L and Vander Wal1, which was (41%). This finding also
indicates patients with no depression symptom had more chance for
adherence to self-care behaviour as compared to study subjects that
had a depression symptom [(crude OR= (95% of CI) =1.684(1.017,
2.790)] [8].This finding was supported by Riegel and Gocka, Patients
with CHF with minor depression reported significantly lower levels of
self-care than those patients with CHF with non depressive symptom
(P=0.001) [14].
The other finding of this study was that patients with more severe
symptoms (NYHA stage III & IV) more likely adhere to self-care
behaviour in bivariate analysis. This finding was supported by Chriss
et al, which showed that patients with more severe HF tended to have
higher adherence to self-care behaviour [17]. As functional status
worsened, understanding of the importance of various signs and
symptoms of HF improved. In addition, a person with more severe
disease may be more motivated to learn and engage in self-care with
the intention of preventing disease exacerbation than a person with
mild disease who fails to see the importance of attending to self-care.
This finding was different from that of Nagy and Wolfe that severity of
symptoms negatively affects self-care [18].The influence of severity of
symptoms on self-care requires further exploration, especially in how
it relates to a person’s ability and motivation to learn self-care.
In this study, subjects with less duration of heart failure (<1yrs)
were less likely adherent to self-care behaviour when compared to
patients with more duration of CHF (≥ 1 yrs) and it is an important
predictor of self-care behaviour. This finding was supported by
Carlson et al., which showed that patients newly diagnosed with HF,
experienced greater difficulty in recognizing their HF symptoms;
therefore, the duration of HF was positively related to adherence to
self-care .This may be due to experience which produced better
understanding of the importance of self-care in a change from baseline
health status.
Virtually, all individuals with HF have other illnesses. In this study,
patients with hypertension and DM Co-morbidity had association
with self-care behaviour. A study by Moses K and Olufunke O., On a
ten-year retrospective cohort review of the 202 CHF case notes from
the Medical Records in South western Nigeria found that 34.7% of the
patients had diabetes mellitus, 37.6% were hypertensive, 5% had
vascular disease, 8.9% had kidney disease, 5.9% had liver disease, 6.4%
had myocardial infarction and 4.5% had corpulmonale [11].The
presence of co morbidities contributes to difficulties in self-care in
four major areas: Medication taking, dietary adherence, symptom
monitoring, and decision making about how to manage multiple
conditions [19].
Surprisingly, living arrangement (family support) was not a
significant predictor of adherence to self-care behaviour, based on the
main or direct effect hypothesis of family support. The main effect
hypothesis states that support enhances health irrespective of stress
level. That is, support is likely one of the mechanisms that has a direct
impact on changing health-promoting behaviour and outcomes.
Several studies of persons with HF have suggested that social support
should be a significant predictor of HF self-care. For example, Happ et
al found that the absence of strong family support contributed to poor
treatment adherence [20]. In the study of Artinian et al, it was showed
that patients who lived alone were less likely to ask for help if HF
worsened than other patients [21]. In a recent study, Dunbar and
colleagues found HF self-care, especially diet adherence, to be better in
patients randomized to a family-centred educational intervention and
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also they found that support from family and friends was an important
influence on adherence to self-care[22].
Generally, in this study, depression, duration of HF, co-morbidity
(hypertension and DM), medication (being digitalized) and knowledge
of CHF were identified as the top predictors of self-care behaviour. A
study in Vietnam Thai Nguyen General Hospital showed that;
Knowledge of HF and social support (r =0.66, and r =0.53, p <0.01,
respectively) were independent predictors [10]. A study in Japan also
revealed that DM and being employed were independent predictors of
poorer adherence to self-care. Behaviour (P= 0.03, P= 0.02,
respectively) [23]. Martje H.L. & van der Wal also found that;
Knowledge (OR ¼ 5.67; CI 2.87-11.19), duration of CHF (AOR 1.78;
CI 1.18-2.69), and depressive symptoms (AOR 0.53; CI 0.35-0.78) were
independent predictors of self-care behaviour [24].

Limitations of the Study
First, the patient population was relatively small and the patients
were limited to outpatients at a single hospital. Self-care behaviour
might vary under different circumstances or in different groups of
patients. Self-care behaviour was measured only by self-reporting
(Recall bias might have occurred). Second, scarcity of reference
materials on specific topic which this study fails to benefit from
previous experiences and compare our result. Third, because of the
cross-sectional nature of this study, cause–effect relationship was not
tested.
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