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Investigating the predictive role of 
spiritual health, social support, and 
quality of life in self‑care behaviors 
among heart failure patients
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Abstract:
BACKGROUND: Self‑care behaviors, which have a vital role in the management of heart failure 
disease, are influenced by several factors that are of paramount importance. This study aimed to 
determine the predictive role of spiritual health, social support, and quality of life in self‑care behaviors 
among heart failure patients.
MATERIALS AND METHODS: This descriptive‑analytical study was conducted from July to 
September 2021 on 203 patients with heart failure. Samples were selected by convenience sampling 
method from six centers in Ahvaz city. Data were collected using a clinical‑demographic information 
questionnaire, the European Heart Failure Self‑care Behavior Scale (EHFScBs), the Multidimensional 
Scale of Perceived Social Support (MSPSS), the 12‑Item Short Form Health Survey (SF‑12), and 
Paloutzian and Ellison’s Spiritual Well‑being Scale. Data analysis was performed with SPSS 16 using 
descriptive and analytical statistical methods including Pearson’s correlation coefficient, regression 
analysis, independent t‑test, and analysis of variance.
RESULT: The mean and standard deviation of the age of the female and male participants were 
63.54 ± 14.03 and 62.34 ± 13.79, respectively. The majority of the participants (54.2%) were female, 
had primary education (23.2%), and were married (82.8%). Statistically significant relationships were 
observed between perceived social support and self‑care (r = −0.22, P < 0.01), between spiritual health 
and self‑care (r = −0.39, P < 0.01), and between the quality of life and self‑care (r = 0.62, P < 0.01). 
However, no such relationship was found between demographic characteristics and self‑care.
CONCLUSION: Considering the predictive role of spiritual health, social support, and quality of life 
in self‑care behaviors, it is necessary for planners to pay special attention to these factors when 
designing educational‑supportive programs for these patients.
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Introduction

Heart failure (HF) is known as the 
common final path of all heart 

disorders,[1] and about one‑third of all 
deaths worldwide are attributed to it and its 
related disabilities.[2] There is evidence that 
this disease is on the rise in Iran, and in 2017, 
its rate increased by a rate of 20% to 45%.[3]

There are many options for controlling 
HF, and self‑care is, inter alia, a case in 
point.[4] Considered an important component 
in controlling and successfully treating HF, 
self‑care in this respect includes measures 
such as management of diet and medication, 
restriction of sodium and fluid intake, daily 
weighing, regular exercise, monitoring signs 
and symptoms of disease exacerbation, and 
searching for and deciding on appropriate 
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treatment options.[4‑6] Unfortunately, studies have shown 
that HF patients do not usually have an optimal level 
of compliance with self‑care.[7‑9] In fact, the adoption 
of self‑care behaviors in these patients seems to be 
affected by several factors that need to be investigated 
and identified. Previous studies have reported factors 
such as health beliefs, economic status, and life events 
as factors influencing patient compliance by affecting 
different individual and psychological aspects of these 
patients.[10‑12]

Spiritual health is one of the four dimensions of health 
in humans, which, along with other dimensions of 
health (i.e., physical, mental, and social), promotes 
general health.[13] According to the literature, spiritual 
health has a greater effect on the quality of life when it 
comes to many chronic diseases.[14,15] The results of Jahani 
et al. and Abu et al., for instance, show that people with 
HF who are more spiritual health experience less anxiety 
and better quality of life.[16,17]

Social support, which refers to a person’s feeling and 
perception of being cared for by others, a sense of 
belonging to a social network, and a feeling of being 
of value to others,[18] has been introduced as another 
important factor in the management of chronic diseases. 
Based on the available evidence, perceived social support 
has been reported as a facilitating factor in health‑related 
behaviors which has an impact on physical and mental 
status, satisfaction with life, quality of life, and coping 
with and adaptation to stressful life conditions.[19,20]

Compared to other chronic diseases, HF has a greater 
impact on the quality of a person’s life due to the 
associated debilitating complications, and it causes 
the destruction of functional roles in social, family, 
and marital relationships and reduced professional 
performance.[6,8] An understanding of the quality of life 
of patients with HF can serve as a guide for nursing 
diagnoses, measures, interventions, assessment, and 
regulation of patient discharge.[21] In this regard, 
Abbasi et al. found in their study that patients with HF 
have a poor quality of life. In fact, an undesirable quality 
of life is associated with disease exacerbation, lower 
survival rate, increased number of hospitalization days, 
and decreased functional activities of cardiac patients.[22]

Any improvement in treatment outcomes depends on 
knowing the factors affecting self‑care and patients’ 
ability to take care of themselves and manage the 
outcomes of treatment.[7] Therefore, enhancing self‑care 
awareness and behavior helps patients to assume more 
control over their daily lives and be able to cope with 
their social functioning, thereby improving their quality 
of life.[23] In this study, the researchers tried to study the 
simultaneous effect of three important variables on the 

self‑care of HF patients, which facilitates the necessary 
knowledge to design more effective educational 
programs to improve self‑care. Therefore, the study was 
conducted with the aim of investigating the predictive 
role of spiritual health, social support, and quality of life 
in self‑care behaviors among patients with HF.

Materials and Methods

Study design and setting
This descriptive‑analytical study involved 203 patients 
with HF referring to the cardiology clinics of Razi, 
Golestan, and Imam Khomeini hospitals (affiliated to 
the Ahvaz Jundishapur University of Medical Sciences) 
Amirul Momenin Hospital (affiliated to the Social 
Security Organization), Naft Hospital (affiliated to 
Ministry of Petroleum), and Mehr Private Hospital 
in Ahvaz. The study was conducted from July to 
September, 2021.

Study participants and sampling
The participants were selected using the convenience 
sampling method and based on the following inclusion 
criteria: ability to read and write and be interviewed, age 
over 30 years, having an active record in the mentioned 
centers, and confirmed diagnosis of HF by a specialist 
doctor. The sample size was calculated assuming a 
confidence level of 95%, a power of 80%, and a correlation 
coefficient of 0.196 according to previous studies.[17]
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Data collection tool and technique
Data collection was performed in this study using a 
demographic‑clinical questionnaire, the European 
Heart Failure Self‑care Behavior Scale (EHFScBs), 
the Multidimensional Scale of Perceived Social 
Support (MSPSS), the 12‑Item Short Form Health 
Survey (SF‑12), and Paloutzian and Ellison’s Spiritual 
Well‑Being Scale.

The demographic‑clinical information questionnaire 
included 11 questions about age, gender, marital status, 
employment status, education level, economic status, 
presence of other comorbidities, duration of illness, 
health insurance status, and smoking.

EHFScBs: This scale contains 12 questions that evaluate 
items such as daily weighing, fluid retention, exercise, 
and the level of communication with the treatment 
staff. It is scored based on a 5‑point Likert scale, 
from 1: “Totally agree” to 5: “Totally disagree”. The 
score obtained varies from 12 to 60, with lower scores 
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indicating better self‑care. Scores of 12–28, 29–44, and 
45–60 represent good, moderate, and poor self‑care, 
respectively.[18] The validity of the Persian version of the 
questionnaire in HF patients was confirmed in Shojaee 
et al.’s research and its reliability was calculated using 
Cronbach’s alpha method of 0.68.[19]

MSPSS: This self‑report scale contains 12 items which 
are scored based on a five‑point Likert scale, from 1: 
“strongly disagree” to 5: “strongly agree”. Higher scores 
indicate higher perceived social support. The overall 
score ranges from 12 and 60. A score between 12 and 24 
indicates low perceived social support, a score between 
25 and 36 represents moderate perceived social support, 
and a score above 36 characterizes high perceived 
social support.[13] The validity of this questionnaire 
was confirmed in the study of Salimi et al.’s study. 
They mentioned Cronbach’s alpha coefficient of three 
dimensions of social support received from family, 
friends, and important people in life as 0.86%, 0.86%, 
and 0.82%, respectively.[20]

SF‑12: This self‑report questionnaire includes 12 
questions and the following eight domains: physical 
activity (2 questions), physical role (2 questions), 
physical pain (1 question), general health (1 question), 
vitality (1 question), social activity (1 question), 
emotional activity (2 questions), and general mental 
health (2 questions). Different scoring methods have 
been used to score the items of this questionnaire, and 
the number in front of each option indicates the score of 
that option. The range of the quality‑of‑life score based 
on this questionnaire is between 12 and 48. A higher 
score means a better quality of life. A score between 12 
and 24 indicates a poor quality of life, a score between 25 
and 36 represents a moderate quality of life, and a score 
between 37 and 48 characterizes a good quality of life.[21] 
The validity and reliability of the Persian version of the 
SF‑12 were determined by Montazeri et al. Cronbach’s 
alpha coefficient for the physical component and mental 
component were 0.73 and 0.72, respectively.[22]

Paloutzian and Ellison’s Spiritual Well‑being Scale: 
This scale contains 20 items whose answers are scored 
based on a 6‑point Likert scale (from strongly agree 
to strongly disagree). This scale is divided into two 
domains: religious health and existential health, each 
of which contains ten items and gets a score of 10–60. 
The odd items are devoted to religious health, and the 
even items are related to existential health. The total 
score of spiritual health is the sum of the scores of these 
two subgroups, which will be between 20 and 120. In 
affirmative statements, the answer strongly agree gets a 
score of 6, and the answer strongly disagree gets a score 
of 1. In statements with negative verbs, the answer 
strongly agree gets a score of 1, and the answer strongly 

disagree gets a score of 6. A total score of 20–40 indicates 
low spiritual health, 41–99 shows moderate spiritual 
health, and 100–120 represents high spiritual health.[23] 
In Seyedfatemi et al.’s research (2006), the validity of the 
questionnaire after translation into Farsi was determined 
through content validity. Reliability was also determined 
through Cronbach’s alpha coefficient of 82%.[24]

Data were analyzed with SPSS 16 statistical software 
using descriptive tests including frequency and 
percentage, mean and standard deviation, and analytical 
tests including Chi‑square, independent t‑test, Pearson 
correlation coefficient, and regression analysis. The 
significance level was set at 0.05.

Ethical consideration
This study was approved by the Research Ethics 
committee of Ahvaz Jundishapur University of Medical 
Sciences (Ref. ID: IR.AJUMS.REC.1399.941). The 
participants were briefed on the research objectives, 
and informed consent was obtained from them before 
the commencement of the study. Participation in this 
study was voluntary, and no costs were imposed on 
the participants. The participants were also assured 
that the confidentiality of their personal information 
would be maintained. The study complied with ethical 
considerations in the use of sources and texts.

Results

According to the findings of the study, the mean 
and standard deviation of the age of the women and 
men participating in this study was 63.54 ± 14.03 
and 62.34 ± 13.79, respectively, and the results of the 
t‑test did not show a significant difference between 
the two groups in terms of age (P < 0.544). Also, the 
majority of the participants were female (54.2%), had 
primary education (23.2%), were married (82.8%), and 
were of poor economic status (44.2%). Also, 40.4% of 
the patients had a history of illness between 6 and 
10 years, 92.1% of them had a history of another chronic 
disease, and 97% of them had no history of smoking. 
Also, the highest percentage of patients (24.1%) were 
workers [Table 1].

The participants’ mean scores in spiritual health, 
perceived social support, and quality of life were 
62.3 ± 17.25, 34.38 ± 10.27, and 26.39 ± 7.30, respectively. 
Spiritual health had a positive and significant relationship 
with perceived social support (r = 0.22, P < 0.01) and 
quality of life (r = 0.48, P < 0.01) but had a negative 
and significant relationship with self‑care (r = 0.48, 
P < 0.01). Also, perceived social support had a positive 
and significant relationship with quality of life (r = 0.39, 
P < 0.01) but a negative and significant relationship with 
self‑care (r = 0.39, P < 0.01). Quality of life and self‑care 
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also had a negative and significant relationship with each 
other (r = −0.62, P < 0.01) [Table 2].

According to the results of Table 3, the multiple 
correlation coefficient in the third model, where all 
predictor variables are entered to predict self‑care, has a 
value of 0.67. The coefficient of determination in the third 
model is 0.45. In other words, 45% of the variance of the 
criterion variable (self‑care) is explained by the predictor 

variables (spiritual health, perceived social support, and 
quality of life). The coefficient of determination of change 
shows the amount of change at each stage of entering the 
predictor variables into the model. The F value of change 
and the significance of F change also show the statistic of 
the change value and its significance, respectively. The 
change in the coefficient of determination after entering 
each predictor variable and in each step of the model 
is significant (P < 0.01). In other words, the amount of 
variance that each predictor variable brings with its entry 
is statistically significant in predicting self‑care [Table 3].

Analysis of variance was used to determine the 
significance of the regression. The significance of the F 
value in each of the three models presented in Table 4 
shows the significance of R and R2 values   in Table 3. 
Therefore, considering the significance of all Fs in all 
three models, the values   of R and R2 calculated in Table 3 
are also significant [Table 4].

Simultaneous regression analysis to determine the effects 
of each of the predictor variables on self‑care showed 
that in the third and final model, all three predictor 
variables have a significant effect on the self‑care 
variable [Table 5]. To determine the strongest predictors, 
stepwise regression analysis was used. According to 
the results, quality of life (β = −0.45, P < 0.001), spiritual 
health (β = −0.23, P < 0.001), and perceived social 
support (β = −0.17, P < 0.001) are the strongest predictors 
of self‑care [Table 6].

Based on the results of the t‑test and one‑way analysis 
of variance, none of the demographic‑clinical variables 
had a significant relationship with self‑care.

Discussion

The present study was conducted to determine the 
predictive role of spiritual health, social support, 
and quality of life in self‑care behaviors among HF 
patients. The findings showed that the spiritual health 
of the studied patients was at an average level and 
had a significant relationship with self‑care. In other 
words, the higher the spiritual health, the higher the 
level of self‑care behaviors in the studied patients. 
Heidari et al. (2020) reported that spiritual health, social 
support, and psychological capital play an important 
role in increasing health‑promoting behaviors in people 

Table 2: Mean,  standard deviation,  and correlation coefficients of predictive variables and self‑care  in  the 
studied patients  (n=203)
Variables Mean±standard deviation Spiritual health (r) Social support (r) Quality of Life (r) Self‑care (r)
Spiritual health 17.25±62.3 1
Social support 10.27±34.38 **0.22 1
Quality of Life 7.30±26.39 **0.48 **0.39 1
Self‑care 10.64±36.24 **‑0.48 **‑0.39 **‑0.62 1
*P≤0.05, **P≤0.01

Table 1: Frequency distribution and percentage of 
demographic and clinical  variables  in  the studied 
patients  (n=203)
Variables Frequency Percentage 
Sex

Female 110 54.2
Male 93 45.8

Education
Illiterate 23 11.3
Elementary 47 23.2
High School 23 11.3
Diploma 33 16.3
Academic Education 24 11.8

Marital Status
Single 12 5.9
Married 168 82.8
Spouse deceased or divorced 23 11.3

Economic Status
Poor 90 44.3
Average 64 31.6
Good 49 24.1

The Duration of the Disease
1–5 Y 59 29.1
6–10 Y 82 40.4
1–20 Y 48 23.6
>20 Y 14 6.9

Comorbidity
Yes 187 92.1
No 16 7.9

Smoking
Yes 6 3.0
No 197 97.0

Employment Status
Housewife 48 23.6
Unemployed 32 15.8
Manual Worker 49 24.1
Self‑Employment 16 7.8
Employee 22 10.9
Retired 36 17.8
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with cardiovascular diseases.[25] According to Rachel 
et al. (2014), people with higher spiritual health are 
different from others in terms of their belief in health, and 
they work harder to improve their physical condition.[26] 
In other words, spirituality can not only instill in them 
the willingness to perform healthy behaviors but also 
improve their quality of life and increase their life 
expectancy.

The perceived social support of the participants in 
the current study was at an average level and had a 
significant relationship with self‑care. Thus, with the 
increase in the perceived social support of people, their 
level of self‑care also increased. The available evidence 
also confirms the role of social support in improving 

health‑promoting behaviors.[18,20] Cheraghi et al. also 
showed that there is a definite relationship between 
reduced social support and poor prognosis in patients 
with heart disease.[27] Social support encourages people 
to participate in social activities, increases the adoption 
of health behaviors, enhances satisfaction with life, and 
finally improves the quality of life and the health status 
of the individual.[28]

The quality of life of the patients in the present study 
was reported to be at an average level, and a statistically 
significant relationship was observed between the quality 
of life and self‑care. That is, an increase in the quality of 
life was associated with increased self‑care in the studied 
patients. The results of Choi et al.[29] and Sanders et al.[30] 
also indicate that there is a relationship between self‑care 
behaviors and quality of life in HF patients. The existence 
of such a significant relationship has also been reported 
in patients with hypertension.[31] However, Asadi et al.[32] 
reported no significant relationship between self‑care 
and quality of life in the patients they studied. They 
argued that cultural factors and people’s views about 
how to lead life can affect this result.

According to the findings, compliance with self‑care in 
the participants was at an average level. In many studies, 
the level of self‑care compliance in HF patients has been 
reported to be moderate or low.[7‑9] Mlynarska et al. (2018), 
for example, reported that although the patients they 
studied had a relatively low ability to do self‑care during 
HF, these patients had the highest capacity in complying 

Table 4: ANOVA  results  for predicting self‑carea  in  the studied patients  (n=203)
Model Sum of Squares (SS) Degrees of freedom (df) Mean of Square (MS) F Sig.
1

Regression 5195.29 1 5195.29 59.12 0.0001
Residual 17663.36 201 87.88
Total 22858.65 202

2
Regression 7118.25 2 3559.12 45.22 0.0001
Residual 15740.40 200 78.79
Total 22858.65 202

3
Regression 10284.01 3 3428.01 54.25 0.0001
Residual 12574.65 199 63.19
Total 22858.65 202

aDependent variable: self‑care. Model 1. Predictor variables: (constant value), spiritual health. Model 2. Predictor variables: (constant value), spiritual health, 
perceived social support. Model 3. Predictor variables: (constant value), spiritual health, perceived social support, quality of life

Table 3: Regression analysis  to predict  self‑care  in  the studied patients  (n=203)
Model Multiple correlation 

coefficient (R)
The coefficient of 
determination (R2)

Adjusted 
R2

Estimated standard 
error (SE)

Coefficient of 
change (R2 Change)

F 
change

Sig. F 
change

1 0.48a 0.23 0.22 9.37 0.23 59.12 0.000
2 0.56b 0.31 0.31 8.87 0.08 24.43 0.000
3 0.67c 0.45 0.44 7.95 0.14 50.10 0.000
aPredictor variables: (constant value), spiritual health. bPredictor variables: (constant value), spiritual health, perceived social support. cPredictor variables: 
(constant value), spiritual health, perceived social support, quality of life

Table 5: Simultaneous  regression analysis  to 
determine  the effects of  each predictor  variable on 
self‑care
Model B SE β t Sig.
1

Constant Value 17.97 2.47 ‑ 7.29 0.0001
Spiritual Health 0.29 0.04 −0.48 −7.69 0.0001

2
Constant Value 9.88 2.85 ‑ 3.47 0.0001
Spiritual Health −0.25 0.04 −0.41 −6.84 0.0001
Perceived Social Support −0.31 0.06 −0.30 −4.94 0.0001

3
Constant Value 4.43 2.67 ‑ 1.66 0.098
Spiritual Health −0.14 0.04 −0.23 −3.77 0.0001
Perceived Social Support −0.17 0.06 −0.17 −2.90 0.004
Quality Of Life −0.65 0.09 −0.45 −7.08 0.0001
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with the recommended medications and low sodium diet 
in spite of having a low level of capacity in complying 
with physical activity.[33]

Based on the findings, no statistically significant 
relationship was found between the following variables 
and self‑care: gender, education level, marital status, 
economic status, having health insurance, duration 
of illness, having chronic disease, employment status, 
smoking, and age. Of course, other studies addressing 
self‑care in HF patients have reported a significant 
relationship between some demographic variables and 
self‑care. Mansouri et al. (2018), for instance, reported 
that there was a significant relationship between 
self‑care behaviors and education level and age in 
cardiac patients.[7] According to the findings of Daryasari 
et al., age is an influencing factor regarding the level 
of self‑care of cardiac patients, with younger patients 
having a better level of self‑care. They also stated that 
marriage can play a role in reducing occupational stress 
through emotional support and helping to change the 
way of life.[34] In their study on patients with blood 
pressure, Hosseinzadeh et al. concluded that married 
people have a higher level of self‑care compared 
with single people,[35] which is not consistent with the 
results of the present study. Whereas in the current 
study, no significant relationship was found between 
economic status and self‑care in HF patients, the study 
by Mohebbi et al. showed that economic status can 
predict dietary compliance in middle‑aged women 
with hypertension.[36] Perhaps the small number of 
participants is the most important factor contributing 
to this discrepancy.

In this study, the duration of the disease did not have 
a significant relationship with self‑care behaviors. 
In Boyde et al.’s study, a significant relationship was 
reported between the duration of disease and self‑care 
in patients with HF. Patients with a longer history of 
HF seem to show a greater desire for self‑care due to 
receiving more training over the years.[37] In addition, 
improved self‑care behavior may be due to the 
experience they gain and the change in their attitude 
which occurs over time.

In the present study, most of the patients were workers, 
and no significant relationship was found between the 
type of occupation and self‑care behavior. This finding 

was consistent with the results of Lee et al.’s study. 
Alkady et al. found a significant relationship between 
people’s employment and their self‑care, with people 
having a suitable occupation having a more favorable 
level of self‑care and better self‑care behaviors compared 
to other patients.[38,39]

The findings showed that the three variables of spiritual 
health, social support, and quality of life predict 
the adoption of self‑care behaviors in HF patients. 
More specifically, 45% of the variance of the criterion 
variable (self‑care) is explained by the predictor 
variables (spiritual health, perceived social support, and 
quality of life). In other words, HF patients need social 
support and spiritual health to cope with the conditions 
brought about by heart disease and improve their quality 
of life, because with the right support, these patients can 
be turned into active members of society and their mental 
well‑being can be improved accordingly. In a systematic 
review, Mohebbi et al. stated that interventions based 
on health education theories that include intra‑ and 
interpersonal variables are associated with improving 
outcomes such as self‑care behavior and adherence to 
treatment in patients with cardiovascular diseases.[40] 
These findings confirm that self‑care behaviors in HF 
patients can be influenced by many individual and 
interpersonal factors.

Limitation and recommendation
The present study is worthwhile in that it investigated 
the simultaneous effect of three variables. However, it 
suffered from some limitations. First, the questionnaires 
used in the present study included many questions and 
were time‑consuming to complete, and this was a factor 
in reducing the willingness of patients to participate in 
the study. The researchers minimized this limitation by 
providing plenty of time to the patients and encouraging 
them to participate in the present study. The second 
limitation was that the sample size was small. Maybe 
this has led to the non‑significance of the relationship 
between demographic‑clinical variables and self‑care 
behaviors. Thirdly, self‑care behaviors were evaluated 
by self‑report and based on the participants’ statements, 
which may have led to incorrect results in the study. It 
is suggested that future studies be conducted with a 
larger sample size and based on the structural equation 
model, taking into account mediating and environmental 
variables.

Table 6: The  results of  step‑by‑step  regression analysis  to determine  the strongest predictors of  self‑care
Criterion variable: Self‑care predictor variables B S.E β t Sig.
Constant Value 67.57 2.67 ‑ 25.34 0.0001
Quality of Life −0.65 0.09 −0.45 −7.08 0.0001
Spiritual Health −0.14 0.04 −0.23 −3.77 0.0001
Perceived Social Support −0.17 0.06 −0.17 −2.90 0.004
R=0.67, R2=0.45, F=54.25, P<0.000
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Conclusion

The results showed that promoting spiritual health along 
with social and family support improves the quality of 
life and self‑care ability in patients with HF. Self‑care 
is a multidimensional behavior that is influenced by 
several factors, the effects of some of which, such as 
social support, spiritual health, and quality of life, were 
examined and confirmed in this study. The findings 
showed that these variables simultaneously play a 
greater role in predicting patients’ self‑care compared 
to when they are considered alone. It is necessary for 
planners and providers of health services to take into 
account multiple predictive factors when developing 
care programs and designing educational interventions 
to improve self‑care in patients with HF.

Abbreviations
Heart failure (HF), European Heart Failure Self‑care 
Behavior Scale (EHFScBs), Multidimensional Scale of 
Perceived Social Support (MSPSS), 12‑Item Short Form 
Health Survey (SF‑12).

Acknowledgement
This paper was extracted from Mahboobeh Amini’s 
Master’s thesis which was financially supported by the 
Research Center for Nursing Care in Chronic Diseases, 
Ahvaz Jundishapur University of Medical Sciences, 
Ahvaz (Ref. ID: IR.AJUMS.REC.1399.941). The authors 
would like to thank the sponsor of the project as well 
as all patients who sincerely cooperated in this study.

Financial support and sponsorship
This paper was financially supported by the Research 
Center for Nursing Care in Chronic Diseases, Ahvaz 
Jundishapur University of Medical Sciences, Ahvaz (Ref. 
ID: IR.AJUMS.REC.1399.941).

Conflicts of interest
There are no conflicts of interest.

References

1. Thibodeau JT, Drazner MH. The role of the clinical examination 
in patients with heart failure. JACC Heart Failure 2018;6:543‑51.

2. Shahsavari S, Nazari F, Karimyar Jahromi M, Sadeghi M. 
Epidemiologic study of hospitalized cardiovascular patients 
in Jahrom hospitals in 2012‑2013. Iran J Cardiovasc Nurs 
2013;2:14‑21. [Persian].

3. Sarrafzadegan N, Mohammmadifard N. Cardiovascular disease 
in Iran in the last 40 years: Prevalence, mortality, morbidity, 
challenges and strategies for cardiovascular prevention. Arch 
Iran Med 2019;22:204‑10. [Persian].

4. Son YJ, Shim DK, Seo EK, Seo EJ. Health literacy but not frailty 
predict self‑care behaviors in patients with heart failure. Int J 
Environ Res Public Health 2018;15:2474.

5. Liljeroos M, Kato NP, van der Wal MH, Brons M, Luttik ML, 
van Veldhuisen DJ, et al. Trajectory of self‑care behaviour in 

patients with heart failure: The impact on clinical outcomes and 
influencing factors. Eur J Cardiovasc Nurs 2020;19:421‑32.

6. Pirzadeh A, Peyman T, Hassanzadeh A, Mostafavi F. Adherence 
to self‑care behaviors among hypertensive patients. J Health Lit 
2019;4:17‑24.

7. Mansouri KH, Hasavari F, Kazemnejad LE, Gholipour M. Self‑care 
status and its related factors in patients with heart failure. J Health 
Care 2018;19:232‑41.

8. Kessing D, Denollet J, Widdershoven J, Kupper N. Fatigue and 
self‑care in patients with chronic heart failure. Eur J Cardiovasc 
Nurs 2016;15:337‑44.

9. Bahmani R, Olyaie N, Darvishi S, Sheikhakaryaee N. Investigate 
the relationship between self‑care, health literacy and social 
support in patients with hypertension referring to the specialized 
heart clinic of Tohid Hospital in Sanandaj. Avicenna J Nurs 
Midwifery Care 2021;29:190‑200.

10. Adeghi Afkham M, Ghafoori F, Mardi A, Refahi S. Factors affecting 
readmission in patients undergoing coronary artery bypasses 
surgery at Tehran Heart Center. SJIMU 2019;26:154‑61. [Persian].

11. Pasebani Y, Alemzade Ansari MJ, Ghaffari Nejad MH, 
Khaleghparast S. Factors affecting adherence to treatment in 
people with cardiovascular disease: A review study. Iran J 
Cardiovasc Nurs 2020;9:226‑32.

12. Osokpo O, Riegel B. Cultural factors influencing self‑care by 
persons with cardiovascular disease: An integrative review. Int 
J Nurs Stud 2021;116:103383.

13. Khoshbakht Pishkhani M, Mohammadi Shahboulaghi F, 
Khankeh H, Dalvandi A. Spiritual health in Iranian elderly: 
A concept analysis by Walker and Avant’s approach. Salmand: 
Iranian Journal of Ageing 2019;14:96‑113.

14. Shahabian M, Majidi A, Ashjaei E, Allahyari F, Hosseini Nejad SJ. 
Relationship between spiritual health and quality of life in patients 
with multiple sclerosis. JRH 2020;8:11‑8. [Persian].

15. Arbabi H, Mansouri A, Shahdadi H, Nooshirvani S, 
Poodineh Moghadam M. The relationship between spiritual 
health and quality of life in patients with type II diabetes referring 
to diabetes clinic of Zabol. J Diabetes Nurs 2017;5:212‑22.

16. Jahani A, Rejeh N, Heravi‑Karimooi M, Hadavi A, Zayeri F, 
Khatooni AR. The relationship between spiritual health and 
quality of life in patients with coronary artery disease. Islamic 
Life Center Health 2013;1:17‑21. [Persian].

17. Abu HO, Ulbricht C, Ding E, Allison JJ, Salmoirago‑Blotcher E, 
Goldberg RJ, et al. Association of religiosity and spirituality with 
quality of life in patients with cardiovascular disease: A systematic 
review. Qual Life Res 2018;27:2777‑97.

18. Saleh Sadeqpour B, Asadi M, Miri M. The Relationship between 
Essential Needs and Social Support in Social, Academic and 
Emotional Adjustment of Student. Journal of Psychology 
2011;14 (Winter): 401‑416. [Persian].

19. Shojaee F Asemi S, Najaf Yarandi A Hosseini F. Self – care 
behaviors in patient with heart failure. Payesh 2009;8:361‑9.

20. Salimi A, Jokar B, Nikpour R. Internet communication in 
life: Examining the role of perceived social support and 
loneliness in using the Internet. Journal of Psychological Studies 
2009;5 (3):81‑102. [Persian].

21. Mansoreye N, Poursharifi H, Taban Sadegi MR, Seirafi MR. The 
correlation between social support and self‑care in patients with 
heart failure: The mediating role of illness perception. J Health 
Promot Manag 2017;6:43‑50. [Persian].

22. Abbasi K, Mohammadi E, Sadeghian H, Gholami Fesharaki M. 
Quality of Life in Patients with Heart Failure. IJNR. 2016; 
11 (2):10‑23. [in Persian].

23. Maunder RG, Nolan RP, Park JS, James R, Newton G. Social 
support and the consequences of heart failure compared with 
other cardiac diseases: The contribution of support received 
within an attachment relationship. Arch Cardiovasc Dis 
2015;108:437‑45.



Amini, et al.: Predicting self‑care behaviors in heart failure patients

8 Journal of Education and Health Promotion | Volume 12 | December 2023

24. Seyedfatemi N, Rezaie M, Givari A, Hosseini F. Prayer and 
spiritual well‑being in cancer patients. Payesh 2006;5:295‑304.

25. Heidari Sabet F, Mirza‑Hosseini H, Monirpour N. Health 
promoting behavior model based on spiritual health, social 
support and mental capital in people with cardiovascular disease. 
Iran J Cardio Nurs 2020;9:24‑35. [Persian].

26. Rachele JN, Cuddihy TF, Washington TL, McPhail SM. The 
association between adolescent self‑reported physical activity 
and wellness: The missing piece for youth wellness programs. 
J Adolesc Health 2014;55:281‑6.

27. Cheraghi MA, Davari Dolatabadi E, Salavati M, Moghimbeigi A. 
Association between Perceived Social Support and Quality of Life 
in Patients with heart failure. Iran J Nur (2008‑5923). 2012; 25 (75): 
21‑31. [Persian].

28. Barutcu CD, Mert H. The relationship between social support 
and quality of life in patients with heart failure. J Pak Med Assoc 
2013;63:463‑7.

29. Choi EY, Park JS, Min D, Lee HS, Ahn JA. Association between 
self‑management behaviour and quality of life in people with 
heart failure: A retrospective study. BMC Cardiovasc Disord 
2022;22:90.

30. Sanders JJ, Robinson MT, Block SD. Factors impacting advance 
care planning among African Americans: Results of a systematic 
integrated review. J Palliat Med 2016;19:202‑27.

31. Bairami S, Fathi Y, Mohammadinasab S, Barati M, Mohammadi Y. 
Relationship between self‑care behaviors and quality of life among 
hypertensive patients visiting comprehensive health centers in 
Hamadan, Iran. J Educ Community Health 2017;4:20‑7.

32. Asadi P, Ahmadi S, Abdi A, Shareef OH, Mohamadyari T, Miri J. 
Relationship between self‑care behaviors and quality of life in 
patients with heart failure. Heliyon 2019;5:e02493. [Persian].

33. Mlynarska A, Golba KS, Mlynarski R. Capability for self‑care of 
patients with heart failure. Clin Interv Aging 2018;13:1919‑27.

34. Daryasari GA, Karkezloo NV, Mohammadnejad E, Vosooghi MN, 
Kagi MA. Study of the self‑care agency in patients with heart 
failure. Iran J Crit Care Nurs. 2012;4:203‑8.

35. Hosseinzadeh M, Mahdavi N, Valizadeh S, Fooladi MM, 
Rahmani F, Ghanouni F, et al. Self‑care behavior and self‑care 
agency in lowering salt consumption in hypertensive older 
patients based on Orem’s self‑care theory. Soc Health Behav 
2019;2:89‑95. [Persian].

36. Mohebbi B, Tafaghodi B, Sadeghi R, Tol A, Yekanenejad MS. 
Factors predicting nutritional knowledge, illness perceptions, 
and dietary adherence among hypertensive middle‑aged women: 
Application of transtheoretical model. J Edu Health Promot 
2021;10:212.

37. Boyde M, Peters R, New N, Hwang R, Ha T, Korczyk D. Self‑care 
educational intervention to reduce hospitalisations in heart 
failure: A randomised controlled trial. Eur J Cardiovasc Nurs 
2018;17:178‑85.

38. Lee KS, Moser DK, Dracup K. Relationship between self‑care 
and comprehensive understanding of heart failure and its signs 
and symptoms. European Journal of Cardiovascular Nursing. 
2018;17(6):496‑504.

39. Elkady AA. Self‑Care management, emotional distress and 
self‑efficacy: Relationships with health‑related quality of life 
among patients with type 2 diabetes. Psycho‑Educational 
Research Reviews. 2019(7):73‑84.

40. Mohebbi B, Sabouri M, Tol A. Application of health education 
and promotion theory‑based interventions on patients with 
cardiovascular disease: A systematic review. J Edu Health Promot 
2021;10:236.


