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Abstract
Introduction: Heart failure is a debilitating condition that is associated with several burdensome symptoms that impede

patients’ quality of life. However, patients’ experience of distressing symptoms and their impacts on their quality of life is

not studied in Jordan.

Objectives: To assess the severity of distressing symptoms and to assess the relationships between these symptoms and the

quality of life among patients with heart failure in Jordan.

Methods: A descriptive cross-sectional design was used. A convenience sampling approach was used to recruit the partic-

ipants. Heart failure patients (n = 167) who visited the outpatient clinics in three hospitals in Amman between July and

November 2021 were included. The Edmonton Symptom Assessment System and Short-Form 36 tool were used.

Results: Participants were more likely males with a mean age of 55.2 years (SD = 13.7). The most distressing symptoms

among patients with heart failure were tiredness (M = 4.56, SD = 3.24), worse well-being (M = 4.34, SD = 2.52), and

drowsiness (M = 3.5, SD = 3.06), respectively. Symptoms burden were negatively associated with the physical and the mental

components summary of the quality of life. Pain, tiredness, nausea, loss of appetite, anxiety, and poor well-being were signifi-

cant predictors of the physical components. The predictors of the mental components were tiredness, nausea, loss of appe-

tite, and anxiety.

Conclusions: This study revealed that patients with heart failure facing significant symptom burden. The patients showed

inadequate quality of life in both physical and mental components that were inversely associated with symptom burden.

Given the debilitating effects of symptom burden on heart failure patients’ quality of life, therefore, symptom assessment

and management have to be a priority.
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Introduction
The American Heart Association defined heart failure (HF)
as a clinical syndrome caused by impairment in the
structure and functions of the ventricles and is characterized
by the inability of the heart to pump blood effectively
(Heidenreich et al., 2022). Heart failure is clinically classified
based on the left ventricular ejection fraction (LVEF) or
according to the symptom’s impacts on patients’ functional
capacity using the New York Heart Association (NYHA)
functional classification system which classified patients
into four classes (Class I: no symptoms, Class II: slight symp-
toms of HF with ordinary activity, Class III: symptoms of HF
with less than ordinary activity, and Class IV: symptoms of
HF at rest) (Heidenreich et al., 2022).

Heart failure is one of the most prevalent cardiovascular
diseases worldwide. Approximately 64.3 million people are
living with HF worldwide (Global Burden of Disease
Collaborative Network [GBD], 2017). The prevalence of
HF is expected to witness a 50% increment in low and
middle-income countries by the year 2030 (Lippi &
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Sanchis-Gomar, 2020). This will increase hospitalization
rates and consequently increase healthcare costs (Savarese
& Lund, 2017). In the Middle East where Jordan is
located, there is a dearth of information regarding the preva-
lence of HF. Nevertheless, it was estimated that 3.75 million
patients are living with HF in the Middle East Arab region
(Elasfar et al., 2020). In Jordan, the exact prevalence of HF
is not available, however, according to the World Health
Organization (WHO) statistics, cardiovascular diseases con-
tributed to 42% of total deaths among Jordanians (WHO,
2024). In addition, evidence revealed that HF risk factors
are growing in Jordan as well as in the Middle East region
including diabetes mellitus, obesity, hypertension, and sed-
entary lifestyles (Elasfar et al., 2020; Ministry of Health,
2019). As the risk factors of HF are rising, it is anticipated
to witness an increasing number of HF patients in Jordan
as well as in the Middle East countries in the few coming
years.

Review of Literature
Heart failure is a debilitating condition that is associated with
several burdensome symptoms that occur as a result of
impaired cardiac function and treatment effects (Austin
et al., 2019). Stockdill et al. (2019) defined symptom
burden among patients with HF in a concept analysis study
as “the total subjective experience (including symptom prev-
alence, frequency, and severity) of HF symptom(s) that
produce a negative impact on the patient or the patient’s
family and is a fluid phenomenon which can be measured
over the course of their disease” (p. 1441). As HF patients
suffer from a significant symptom burden, it is important
to further understand patients’ experiences from their
perspectives.

In patients with HF, symptoms such as fatigue, shortness
of breath, cough, edema, depression, and anxiety were found
to negatively influence patients’ quality of life (QoL)
(AbuRuz, 2018; Hayeah et al., 2017). QoL is defined by
the WHO as “an individual’s perception of their position in
life in the context of the culture and value systems in
which they live and in relation to their goals, expectations,
standards, and concerns” (WHO, 2012, p. 11). Enhancing
QoL is increasingly being recognized as an ultimate goal of
HF management (Ferreira et al., 2019). Further, it is an indi-
cator of patients’ clinical status and disease progression
(Lawson et al., 2023). Poor QoL in patients with HF
increases the risk of death and recurrent hospital admissions
(Johansson et al., 2021).

In addition to the apparent consequences on QoL, symp-
toms experienced by patients with HF are the main reasons
for emergency department visits, recurrent hospitalizations,
and deaths (Jering et al., 2021). Moreover, symptoms nega-
tively influence patients’ functional performance (Conley
et al., 2015) and impede their engagement in self-care behav-
iors (Austin et al., 2021). Given the negative impacts of

symptoms on HF patients’ overall health status and their
QoL, it is important to effectively assess and manage these
symptoms. The first step in effective symptom management
is to assess the multiple dimensions of symptoms rather
than just counting them (Alpert et al., 2017). However,
studies assessing symptom burden and their impacts on
QoL among patients with HF are largely based on studies
undertaken in developed countries (Ferreira et al., 2019).
As a result of the growing number of patients with HF in
Jordan, there is a need to provide culturally sensitive care
which involves embracing cultural differences and tailoring
the patient-centered approach taking into consideration
patients’ cultural background, religion, and origin (Claeys
et al., 2021). This requires understanding patients’ experi-
ences of symptoms and their effects on QoL. Thus, the
aims of the current study were to assess the severity of dis-
tressing symptoms and to assess the relationships between
these symptoms and QoL among patients with HF in
Jordan. A better understanding of the symptom burden and
its association with QoL will assist in the development of
interventions to decrease symptom burden and improve HF
patients’ QoL.

Methods

Design
A descriptive cross-sectional design was performed using
self-report questionnaires and reviewing patients’ medical
records.

Research Questions

(i) What are the levels of distressing symptoms among
patients with HF?

(ii) What are the relationships between distressing symp-
toms and the QoL in patients with HF?

Sample
A convenience sampling approach was used to recruit the
participants. This approach is cost-effective, easily accessi-
ble, and readily obtainable for data collection (Polit &
Beck, 2017). The required sample size was calculated
using G* power 3.1.9.7 software (Faul et al., 2007). Using
a power level of 95%, an alpha level of 0.05, and a
medium effect size of 0.3 for the Pearson correlation coeffi-
cient to identify the correlations between the distressing
symptoms, the physical component summary, the mental
component summary, and the total score of the Short
Form-36 (SF-36). The required sample size was 138 partici-
pants. To compensate for the expected missing data, the
researchers added up to 20% to the estimated sample size.
Thus, a total of 167 participants had been included in the
study.
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In Jordan, the healthcare system is comprised of four main
sectors; private, educational, governmental, and military. It
was decided to recruit participants from hospitals with the
largest capacity of patients; one hospital from each sector.
However, permission from the military sector was not guar-
anteed, accordingly, one governmental hospital (500 beds
capacity), one educational hospital (550 beds capacity), and
one private hospital (300 beds capacity) were selected. The
included hospitals are not specialized hospitals; though,
they include specialized cardiac care units and general
medical floors with an average admission number of 55
patients per hospital monthly. Patients in the outpatients’
clinics were asked to fill out self-reported questionnaires as
it was more convenient for them while they were waiting
for their turn in the clinic. Patients who attended the outpa-
tient clinics between July and November 2021 were
approached and were invited to participate in the study.

Inclusion and Exclusion Criteria
Patients who met the following inclusion criteria were
recruited: (1) Jordanian patients who were diagnosed with
chronic HF with reduced left ventricular ejection fraction
(LVEF≤ 40%) by the attending cardiologists and docu-
mented in the patient’s medical records; (2) had Classes II–
IV according to the NYHA functional classification; (3)
age 18 years or older. Patients were excluded if they have
cognitive impairment, acute illness, or general frailty as
these conditions could influence patients’ QoL.

Measurements
Participants’ sociodemographic and clinical data were
obtained from patients’ medical records. Participants’ socio-
demographic data collected were age, gender, marital status,
level of education, monthly income (below and above 500
Jordan Dinars [JD]; the poverty line), type of medical insur-
ance, comorbidity status, and employment status. Clinical
data collected were NYHA functional classification, LVEF,
and most recent hospital admissions.

The Edmonton Symptom Assessment System (ESAS) was
used to assess the severity of symptoms. It was originally
developed by Bruera et al. (1991) to evaluate symptom
burden in cancer patients and has since been used in patients
with several diseases (Hui & Bruera, 2017). The ESAS con-
sists of nine items that assess the severity of the following
symptoms: pain, tiredness, nausea, depression, anxiety, drows-
iness, appetite, well-being, and shortness of breath. Each par-
ticipant was asked to rate each symptom over the past 24 hours
using a numeric scale that ranges from 0 to 10; where 0 means
(no symptom) and 10 means (worst possible severity of the
symptom). The Arabic ESAS has been demonstrated to be psy-
chometrically sound, with good internal consistency reliability
(α = 0.844), discriminant validity was 87.8%, and convergent
validity was more than 0.40 (100%) (Shamiah et al., 2018). In

the current study, the internal consistency reliability of the
ESAS was satisfactory (α = 0.77). According to the authors
of the Arabic version, no changes were made to the original
ESAS (Shamiah et al., 2018).

The SF-36 is a validated questionnaire that has been orig-
inally designed as part of the Medical Outcomes Study to be a
generic measure of QoL (Coons et al., 1998). It consists of
eight dimensions, namely, physical functioning (10 items),
role limitations due to physical problems (four items), role
limitations due to emotional problems (three items), mental
health (five items), energy/vitality (four items), bodily pain
(two items), social functioning (two items), and general
health perception (five items).

For the purpose of this study, the Arabic version of SF-36
called RAND-36 was used. It was translated and validated in
Saudi Arabia (Coons et al., 1998). Arabic version of the SF-36
was used in this study because Jordan has similar traditions,
and culture, and uses the same language as Saudi Arabia.
According to the developers’ guidelines, the scoring of the
SF-36 is a two-step process. In the first step, the precoded
numeric values were recoded per the scoring key. In the
second step, items in the same scale were averaged together to
create the eight dimensions’ score (RAND health care, n.d.).
The scoring and averaging of the scale items are illustrated
(Appendix 1). Further, the scales were summated to produce
the physical component summary (PCS) which includes the
scales of the physical functioning, the role limitation due to phys-
ical health, bodily pain, and general health. Similarly, the mental
component summary (MCS) was produced by summating the
scales of vitality, social functioning, role limitation due to emo-
tional problems, and emotional well-being.

The SF-36 questions asked patients to rate the various
dimensions of QoL for the last month. The SF-36 has demon-
strated adequate psychometric properties. The Arabic version
of the SF-36 was found to have good reliability Cronbach
alpha (0.8), test–retest reliability revealed a strong direct rela-
tionship between prescores and postscores (PCC = 0.873)
(El-Kalla et al., 2016). In the current study, the Cronbach
alpha for the SF-36 questionnaire was 0.82.

Ethical Consideration
Before conducting the study, ethical approvals were obtained
from the Academic Research Committee at the School of
Nursing (IRB#: 11.21), and from the Institutional Review
Board of the participating hospitals. Written consent forms
were signed by the participants after a full disclosure
about; research purposes, participation is anonymous, the
participant’s right to refuse the participation, and the right
to withdraw at any time.

Statistical Analysis
Data analyses were conducted using IBM SPSS software
version 21 (IBM Corp., Armonk, NY, USA). Descriptive
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statistics including means, standard deviations (SD), frequen-
cies, and percentages were used to describe participants’
demographic and clinical characteristics. To answer the
first research question, the scores for the ESAS questionnaire
were analyzed using descriptive statistics (mean and SD).
Further, distressing symptoms were described and summa-
rized in frequencies and percentages.

To answer the second research question, the total score of
each subscale of the SF-36 was calculated according to the
scoring guideline (Appendix 1). The descriptive statistics
(mean and SD) were used to describe each subscale of the
SF-36, the PCS, the MCS, and the total SF-36 score.
Pearson correlation coefficient (r) was used to assess the
association between each symptom burden and the PCS,
the MCS, and the total SF-36 score. In order to identify the
predictors of the QoL, multiple linear regression was per-
formed. Symptoms burdens were entered in the model as
the independent variables, while the PCS and the MCS
were the dependent variables. All tests were conducted
using a two-tail test, and alpha = 0.05.

Results

Sample Characteristics
A total sample of 167 patients with HF was enrolled in the
study. More than one-third of the participants were recruited
from the governmental hospital (n = 61, 36.5%) and
from the educational hospital (n = 63, 37.7%), while (n =
43, 25.7%) were from the private hospital. The mean age
of the participants was 55.2 years (SD = 13.7), ranging
from 19 to 79 years. The sample included 109 (65.3%)
males and 58 (34.7%) females. Of the sample, 40 (24%) par-
ticipants had elementary education or below and 33 (19.8%)
had university degrees. The majority of the participants
(83.8%) were married and were not working or retired
(67.7%). More than one-third of the participants (n = 57)
were smokers. The demographic characteristics of the partic-
ipants are presented in Table 1. Regarding the clinical char-
acteristics, the mean LVEF was 27.1 (SD = 4.43).
According to the NYHA functional classification of HF,
36.5% of the participants (n = 61) were in NYHA class II,
41.3% of the participants (n = 69) were in NYHA class III,
and 22.2% (n = 37) were in class IV.

Severity of Distressing Symptoms Among Patients With
HF
Results showed that symptoms reported as highest intensity
were tiredness (M = 4.56, SD = 3.24), worse well-being
(M = 4.34, SD = 2.52), and drowsiness (M = 3.5, SD =
3.06) respectively. On the other hand, the lowest mean of dis-
tressing symptoms was for nausea (M = 0.81, SD = 1.79)
followed by loss of appetite (M = 1.88, SD = 2.69).
Descriptive statistics for other symptoms are presented in
Table 2.

QoL Among Patients With HF
The total score of the overall SF-36 questionnaire was calcu-
lated using the average score of all eight scales. The mean

Table 1. Description of the Sample Characteristics (N = 167).

Variable N (%)

Gender

Male 109 (65.3%)

Female 58 (34.7%)

Marital status

Married 140 (83.8%)

Not married (single, divorced, or widowed) 27 (16.2%)

Education status

Elementary education or below 40 (24.0%)

Secondary 72 (43.1%)

Diploma 22 (13.1%)

Bachelor or higher 33 (19.8%)

Employment status

Working 54 (32.3%)

Not working 73 (43.7%)

Retired 40 (24.0%)

Smoking status

Yes 57 (34.1%)

No 95 (56.9%)

Quit 15 (9.0%)

Insurance type

Private 19 (11.4%)

Governmental 116 (69.5%)

Exemption (exemption from paying treatment

fees)

15 (9.0%)

No health insurance 17 (10.1%)

Monthly income

500 Jordan Dinar or less 140 (83.8%)

More than 500 Jordan Dinar 27 (16.2%)

Comorbidity status

With other comorbid disease 97 (58.1%)

Without other comorbid disease 70 (41.9%)

Table 2. Distressing Symptoms Severity Using the ESAS

Questionnaire (N = 167).

Distressing symptoms N (%) Mean (SD)

Pain 94 (56.3%) 3.05 3.26

Tiredness 130 (77.8%) 4.56 3.24

Drowsiness 112 (67.1%) 3.50 3.06

Nausea 37 (22.2%) 0.81 1.79

Loss of appetite 71 (42.5%) 1.88 2.69

Shortness of breath 91(54.5%) 3.11 3.45

Depression 94 (56.3%) 3.02 3.24

Anxiety 110 (65.9%) 3.35 3.11

Worse well-being 146 (87.4%) 4.34 2.52

Other symptoms 57 (43.1%) 2.07 3.19
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total score of the SF-36 was 50.47 (SD ± 21.29). The highest
mean scores for the SF-36 scales were for bodily pain 67.86
out of 100 (SD ± 32.63) followed by the social functioning
scale 65.66 (SD ± 32.08). The lowest mean score was for the
role limitation due to physical functioning 29.34 out of 100
(SD ± 39.38). The mean score of the PCS is 51.27 (SD =
18.48), while the mean score of the MCS is 54.01 (SD =
24.75). Based on SF-36 scoring guidelines, the highest
score of the subscale indicates the best QoL. All SF-36
scale average scores, PCS, and MCS average scores are pre-
sented in Table 3.

The Association Between Distressing Symptoms and
QoL Among Patients With HF
Pearson correlation coefficient (r) was used to assess the
association between distressing symptoms and the PCS, the
MCS, and the total score of the SF-36. The results showed
significant negative correlations between all symptoms
burdens and the PCS. The strongest association was found
between the PCS and pain (r = .66, p < .001). Higher
symptom burdens were also associated with lower MCS,
except drowsiness that found to have no significant associa-
tion with the MCS. The strongest association was found
between depression and the MCS (r = .56, p < .001). The
overall SF-36 was negatively associated with all symptoms
except drowsiness. Pearson correlation coefficient values
for the correlations among ESAS symptoms and SF-36
domains are shown in Table 4.

Predictors of HF Patients’ QoL
To examine whether symptoms burdens are significant pre-
dictors of the PCS and the MCS, multiple linear regression
analysis was conducted. Before running the regression anal-
ysis, the assumptions of independence, normality, linearity,
and homoscedasticity were evaluated. Two separate multiple
linear regression analyses were used to determine the predic-
tors of the PCS and the MCS. In each model, the PCS and the

MCS scores were entered as the dependent variables, and
using the enter method the symptoms burdens were entered
as the independent variables.

The results of the regression analyses (Table 5) showed
that pain, tiredness, nausea, loss of appetite, anxiety, and
well-being were significant predictors of the PCS. The
model explained 63.7% of the variance in the PCS, F (10,
156) = 27.41, p< .001. In regard to the MCS, the total vari-
ance explained by the model was 50.4%, F (10, 156) =
15.82, p< .001. The predictors of the MCS were tiredness,
nausea, loss of appetite, and anxiety.

Discussion
This study aimed to assess the severity of distressing symp-
toms and to assess the relationships between these symptoms
and QoL among patients with HF in Jordan. The results
showed that patients with HF have a significant symptom
burden which negatively influences their QoL. The most dis-
tressing symptom among our sample was tiredness.
Tiredness (fatigue) is a significant symptom that is widely
reported by patients with HF (Pavlovic et al., 2022). In a
qualitative study, participants reported that fatigue was the
worst of HF symptoms (Walthall et al., 2019). Fatigue
imposes a significant adverse impact on physical, social,
and emotional aspects of patients’ lives which affects their
QoL (Ishida & Makaya, 2017; Walthall et al., 2019;
Williams, 2017). Fatigue is a multidimensional experience
that requires holistic understanding and comprehensive mea-
surements to find innovative approaches to manage patients’
suffering.

The second most prevalent symptom is worse well-being.
Worse well-being could be attributed to the high prevalence
of fatigue, anxiety, and depression among the patients. Those
symptoms were found to play a significant role in patients
with HF perceptions of their well-being (AbuRuz, 2018;
Pavlovic et al., 2022). The high impact of HF on patients’
well-being and poor QoL alerts health professionals about
the need for holistic healthcare programs which unfortunately
is lacking in Jordanian healthcare sectors.

The study results revealed that the third most prevalent
symptom is drowsiness (feeling sleepy). Sleep disorders are
prevalent in patients with HF (Javaheri & Germany, 2022).
Pain, fatigue, dyspnea, and depression were found to be cor-
related with insomnia symptoms (Gharzeddine et al., 2022).
Insomnia results in many negative consequences for patients
with HF including depression, fatigue, daytime sleepiness,
poor self-reported physical functioning, decreased exercise
capacity, cardiac events, and poor health-related QoL
(Gharzeddine et al., 2021).

Anxiety and depression are highly prevalent among
patients in our study. These findings are consistent with pre-
vious studies showing that anxiety and depression were com-
monly reported by patients with HF, with a prevalence of five
times higher than that reported in the general population

Table 3. Quality of Life in Patients With Heart Failure (N = 167).

Subscales of Short Form-36 questionnaire Mean (SD)

Physical functioning 45.22 (31.39)

Role limitation due to physical functioning 29.34 (39.38)

Bodily pain 67.86 (32.73)

General health 45.39 (17.53)

Vitality (energy) 46.62 (22.98)

Social functioning 65.66 (32.08)

Role limitation due to emotional functioning 51.49 (47.80)

Mental health 61.24 (22.30)

Physical component summary 51.27 (18.48)

Mental component summary 54.01 (24.75)

Total score of Short Form-36 50.47 (21.29)
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(Abu Ruz, 2018; Denfeld et al., 2020). Despite the high prev-
alence of anxiety and depression and their negative impacts
on patients with HF, they are usually under-recognized and
undertreated in clinical practice (Celano et al., 2018).

QoL Among Patients With HF
Consistent with the findings of other studies worldwide, this
study showed that patients with HF have a substantial impair-
ment in QoL in both physical and mental components
(Hayeah et al., 2017; Johansson et al., 2021). These findings
were congruent with previous studies conducted in Jordan
and globally (AbuRuz, 2018; Hajj et al., 2020). For instance,
an international study that included 40 countries reported that
patients with HF had inadequate QoL (Johansson et al.,
2021). Yet, optimal QoL for those patients is still unmet
which resulted in an increase in hospital admissions, high
motility rate, and poor prognosis (Johansson et al., 2021;
Yeh & Shao, 2021). As QoL is an essential indicator of
patients’ health outcomes and the effectiveness of treatment,
it is important to give more attention to improving manage-
ment practices that promote QoL among patients with HF.

In regard to the eight domains of the SF-36, role limitation
due to physical functioning had the lowest scores, which
reflects the significant burden that HF imposes on patients’
lives. Similar findings were found by Alharbi et al. (2022).
These findings could be attributed to patients’ experience
of high symptoms burden of fatigue, drowsiness, and
dyspnea which influenced patients’ ability to carry out activ-
ities of daily living (Nesbitt et al., 2014).

Pain and social functioning had the highest scores in our
study. These findings are consistent with a study conducted
in Saudi Arabia (Alharbi et al., 2022), which has a compara-
ble cultural context. Social support for well and ill persons is
considered a keystone in Arabic and Islamic culture. Family
members provide continuous psychological and social
support for ill persons (Alananzeh et al., 2021).

Correlation Between Symptom Burden and QoL
Our study revealed that symptoms burdens are negatively
associated with the PCS and the MCS. The strongest associ-
ation was found between pain and the PCS. Pain has been
increasingly acknowledged as an important symptom in
patients with HF with prevalence ranging between 77%
and 85% (Feng et al., 2021; Haedtke et al., 2019). Despite
the obvious negative effects of pain on patients’ health and
QoL, pain is often unrecognized and undertreated (Alpert
et al., 2017). Therefore, further efforts are needed to effec-
tively assess and develop new strategies to manage pain in
patients with HF (Kang et al., 2021).

The second strongest association was found between
fatigue and PCS. This reflects the devastating effect of
fatigue on physical functioning among patients with HF.
This finding was in accordance with the existing literature.T
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For instance, a study conducted in the United States of
America showed that fatigue was a significant predictor of
PCS among patients with HF (Hajj et al., 2020). Fatigue
hinders patients’ abilities to perform self-care behaviors
(Kessing et al., 2016), and impedes patients’ abilities to
start and complete physical activities which makes them
feel frustrated (Whitehead, 2017). The substantial contribu-
tion of fatigue in worsening the physical domains of the
QoL escalates healthcare providers’ attention to the impor-
tance of routinely assessing fatigue and developing innova-
tive interventions to help patients adjust their activities
according to the intensity of fatigue.

In regard to the MCS, the symptom with the strongest
association with the MCS is anxiety. In a similar vein, a
Jordanian study demonstrated that anxiety was an indepen-
dent predictor of poor MCS (Alemoush et al., 2021).
Anxiety is very common among patients with HF, it was
60% higher in patients with HF compared to healthy
elderly (Alhurani et al., 2015). The presence of other symp-
toms, such as breathlessness, contributes to the increased
anxiety level (Alpert et al., 2017). Anxiety has been linked
to adverse medical and functional outcomes in HF patients
(Celano et al., 2018), and it was associated with higher suici-
dality (Polikandrioti et al., 2018). Although evidence showed
the negative impacts of anxiety on health outcomes, the asso-
ciation between anxiety and health outcomes among patients
with HF is still less clear (Celano et al., 2018). Furthermore,
routine assessment of anxiety is highly recommended in
patients with HF to identify their needs and to provide appro-
priate psychosocial interventions.

The second highest association was found between the
MCS and fatigue. Evidence revealed a strong relationship
between fatigue and the indicators of emotional well-being
such as anxiety and depression. In a retrospective study,
depression had the strongest association with fatigue in
4,827 patients newly diagnosed with HF (Williams, 2017).
However, several studies reported a reciprocal effect
among fatigue, anxiety, and depression where each
symptom affects the other regardless of the primary cause
(Pavlovic et al., 2022; Polikandrioti et al., 2018). For
example, depression causes sleep disturbance and lack of
motivation to perform physical activity which in turn esca-
lates the level of fatigue (Alpert et al., 2017). Further research
is needed to better understand the mutual relationship
between anxiety, depression, and fatigue. This will enhance
the development of effective management interventions
that address fatigue and influence emotional and mental well-
being as well.

Symptoms Predictors of QoL
The current study revealed that pain, fatigue, nausea, loss of
appetite, anxiety, and well-being were significant predictors
of PCS. These findings were consistent with Hwang and col-
league’s (2014) study showed that worse physical symptoms
were significant predictors of poor QoL. Physical symptoms
limit HF patients’ abilities to perform daily activities and
decrease their sense of control over their lives which
impairs patients’ QoL (Pelegrino et al., 2011).
Unfortunately, physical symptoms are inevitable in patients

Table 5. Multiple Linear Regressing Physical (PCS) and Mental (MCS) Summaries of QoL Among HF Patients.

Physical component summary Symptoms B SE Beta (β) T p value

Pain −2.53 0.32 −4.5 −7.9 <.001

Tiredness −1.38 0.38 −0.24 −3.67 <.001

Nausea −1.75 0.59 0.17 2.97 .003

Loss of appetite −0.93 0.391 −0.135 −2.38 .018

Anxiety −0.789 0.394 −0.133 −2.003 .047

Well-being −0.871 0.383 −0.119 −2.27 .024

Drowsiness −0.36 0.300 −0.06 −1.19 .24

Depression −0.003 0.364 −0.001 −0.008 .993

Shortness of breath −0.442 0.354 −0.083 −1.25 .213

Other symptoms −0.688 0.314 −0.119 −2.190 .030

Mental component summary Tiredness −1.526 0.591 −0.200 −2.58 .011

Nausea 2.106 0.921 0.153 2.287 .024

Loss of appetite −1.99 0.612 −0.216 −3.25 .001

Anxiety −2.201 0.617 −0.276 −3.566 <.001

Pain −0.678 0.502 −0.089 −1.349 .179

Drowsiness −0.068 0.470 −0.008 −0.145 .885

Shortness of breath −0.267 0.555 −0.037 −0.482 .631

Depression 1.075 0.571 −0.414 −1.881 .062

Well-being −0.775 0.601 −0.079 −1.289 .199

Other symptoms −1.157 0.493 −0.149 2.349 .020

Abbreviations: QoL = quality of life; PCS = physical component summary; MCS = mental component summary.
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with HF due to decompensated heart function. However,
optimizing QoL within the limitations imposed by HF is a
primary goal of HF management guidelines. Considering
the determinants of QoL in patients’ care is important to
translate guidelines into empirical steps using innovative
interventions.

Fatigue, anxiety, loss of appetite, and nausea were signifi-
cant predictors of the MCS in our study. Fatigue has previ-
ously been found to significantly influence emotional and
psychological HF patients’ health; it resulted in feelings of
frustration, depression, helplessness, and lack of motivation
(Walthall et al., 2019), which in turn negatively affected
patients’ QoL. Regarding anxiety, similar to our finding,
Alemoush et al. (2021) found that anxiety was a significant
predictor of MCS among patients with HF. Also, Andreae
and colleagues (2021) found that in addition to its association
with low QoL, loss of appetite was associated with fatigue
and depression.

Strengths and Limitations
This study is one of the few studies in the Middle East
region that sheds light on various simultaneous symptoms
experienced by patients with HF and their impacts on
patients’ QoL. However, some limitations of this study
should be acknowledged. Firstly, the use of a cross-
sectional design limits the ability to infer causal relation-
ships between symptom burden and QoL. Secondly, this
study was conducted in limited settings in Jordan,
however, the selected hospitals have more than 1,000
beds capacity and represent the three healthcare sectors in
Jordan. Finally, a convenience sampling approach was
used to recruit the participants. This approach is subject
to selection bias which may restrict the generalizability of
the findings (Polit & Beck, 2017).

Implications for Practice
Complete freedom from HF symptoms may not be a realistic
expectation during HF trajectory. Therefore, healthcare pro-
viders have to focus their care on minimizing the burden of
HF symptoms to the extent possible to ultimately ensure
better QoL. Nursing care plans for patients who are diag-
nosed with HF should be based on careful assessment of
symptoms that affect patients QoL. These plans are directed
toward individualized care taking into consideration the most
prevalent symptoms. Understanding these symptoms will
facilitate the application of better comfort measures that
decrease patients’ suffering through their chronic illness
trajectory.

Conclusion
The findings of this study showed that patients with HF
facing significant symptom burden. Fatigue, worse well-

being, and drowsiness were the most burdensome symp-
toms to patients with HF. In the current study, patients
with HF showed inadequate QoL in both PCS and MCS
that were inversely associated with symptom burden. The
symptoms burdens with the strongest association with
PCS were pain, fatigue, and shortness of breath. While,
anxiety, fatigue, and depression were the symptoms
burden with the strongest association with the MCS. The
symptoms burden that significantly predict PCS are
fatigue, pain, nausea, loss of appetite, anxiety, and well-
being. On the other hand, fatigue, anxiety, loss of appetite,
and nausea were predictive of the MCS. Given the debili-
tating effect of symptom burden on HF patients’ QoL,
therefore, symptom assessment and management have to
be a priority in patients with HF.
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Appendix

Table A1. Recording Items of the Eight Domains of Short Form-36

(SF-36) (Step One).

Item number

Change the original

response categorya
To recorded

value:

1, 2, 20, 22, 34, 36 1 → 100

2 → 75

3 → 50

4 → 25

5 → 0

3, 4, 5, 6, 7, 8, 9, 10, 11, 12 1 → 0

2 → 50

3 → 100

13, 14, 15, 16, 17, 18, 19 1 → 0

2 → 100

21, 23, 26, 27, 30 1 → 100

2 → 80

3 → 60

4 → 40

5 → 20

6 → 0

24, 25, 28, 29, 31 1 → 0

2 → 20

3 → 40

4 → 60

5 → 80

6 → 100

32, 33, 35 1 → 0

2 → 25

3 → 50

4 → 75

5 → 100

Note: a Precoded response choices as printed in the questionnaire.

Table A2. Averaging Items to Form Scales (Step Two).

Scale

Number

of items

After recoding, average

the following items

Physical functioning 10 3 4 5 6 7 8 9 10 11 12

Role limitations due to

physical health

4 13 14 15 16

Role limitations due to

emotional problems

3 17 18 19

Energy/fatigue 4 23 27 29 31

Emotional well-being 5 24 25 26 28 30

Social functioning 2 20 32

Pain 2 21 22

General health 5 1 33 34 35 36
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