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Abstract
Introduction: Living with heart failure is serious and call for long term rehabilitation care. Rehabilitation elements for patients
with Heart Failure are based on the recommendations from the European Society of Cardiology and focuses on self-care and
adherence in general. The aim of this study was, therefore, to test a protocol for rehabilitation of patients after completing
rehabilitation in the outpatient clinic.

Method: The study design is quasi-experimental. Patients in the control group follow the conventional rehabilitation. For the
patients in the intervention group an individual rehabilitation plan was prepared and followed up by telephone after 4 and 12
weeks. For all patients Health Status were measured with Short Form 36 and EQ5D.

Results: One hundred and sixty-two patients are included in the study of which 137 (84.6%) consented. There were no dif-
ferences in total self-care behavior between the groups at baseline and at follow-up after 4 and 12 weeks. Within the control
group no changes in the self-care score from baseline to follow-up were observed. Total EQ5D scores showed no significant
differences between the groups at baseline. Subgroup analyses showed a significant difference in usual activities and decrease
in anxiety/depression in the intervention group with a within-group increase from 34.4 percent at baseline to 51.4 percent after
12 weeks (p = .0002). No between-groups differences at 4 weeks or 12 weeks were observed.

Conclusion: No significant increase in Health Status between groups were found. Subgroup analysis showed a significant
within-group decrease in development of anxiety in the intervention group from baseline to twelve weeks. There may be a
correlation between the increase in self-care behavior in patients in the intervention group after 12 weeks and a reduction in
anxiety.
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1 Introduction

In Europe the prevalence of Heart Failure (HF) is estimated
to be 2%-3% of the population and the number of people

with HF is expected to increase over the next decade.[1] HF
is a progressing and invalidating disease leading to frequent
hospital admissions and decline in quality of life. The five

∗Correspondence: Palle Larsen; Email: pla@kliniskeretningslinjer.dk; Address: Danish Centre of Systematic Review, Clearing House, Aalborg
University, Denmark.

Published by Sciedu Press 31



www.sciedu.ca/cns Clinical Nursing Studies 2015, Vol. 3, No. 2

year mortality rate is nearly 70%.[2] Adherence to pharma-
cological and non-pharmacological advices can reduce the
progression of the disease and decline in patients’ Health
Status in everyday life. In order to slow down the progres-
sion of the disease patients need to address general cardio-
vascular risk factors, have insight into the expected conse-
quences of the disease and management of symptoms and
their impact on daily life. Increasing patients’ self-care abil-
ity is emphasized as an important intervention to increase
adherence to treatment, improve outcome of rehabilitation
and reduce costs for the health care sector.[3–8]

In order to achieve the best outcome of cardiac rehabilita-
tion tailored interventions should be carried out during the
hospital stay (phase one), during visits in out-patients clinics
(phase two), and, finally, during the transition to outpatient
rehabilitation (phase three). Multidisciplinary or nurse lead
rehabilitation carried out during the acute hospital stay and
in out-patients clinics have been shown to increase patients’
self-care ability and patients’ management of everyday life
with HF.[9–18] No studies have tested whether further im-
provement in the outcome of rehabilitation can be obtained
if patients are supported during the transition from phase
two to phase three in their rehabilitation. In general, there
is little evidence for the effect of rehabilitation interventions
after discharge from outpatient clinics.[19]

Worldwide there is a need for developing effective educa-
tional interventions[20] as only 20 to 60% of patients with
HF[21, 22] adhere to advice from health care professionals.
No single intervention seems to be effective in increasing
adherence and to support patients in making adequate be-
havioral changes during rehabilitation. Combinations of
several methods seem to be most effective and when the aim
is to motivate patients to improve self-care behaviour. Self-
care has been used as an outcome of rehabilitation but not as
a means to improving well-being and Health Status.[9–18, 23]

Planning care in respect of the individual patient’s experi-
ence of the situation to a greater extent results in changes in
patient behaviours that are regarded as positive for Health
Status and preventing disease progression.[24–27] It requires
involvement of the patient in the planning of the care pro-
cess and also that the patient is able to make decisions and
to convert knowledge acquired from the provided education
to beneficial actions in practice.

Educating patients to manage symptoms and everyday pre-
vention of progression in HF seems to be a cornerstone in
self-care management, but it is unclear whether the educa-
tion should be delivered in groups or individually.[28]

In conclusion, it appears essential that interventions are
based on education and increased adherence from the pa-
tient. Increased adherence is not achieved by education
alone but it also depend on the relationship between pa-
tient and caregiver.[3, 4] Involvement of the patient to en-
sure adherence seems to be important not only in the out-

patient clinic but also in the patient’s own setting.[21, 22, 29]

The aim of this study was therefore to test a protocol for re-
habilitation of patients after completing rehabilitation in the
outpatient clinic. The protocol was based on the principles
of Evidence Based Health Care[30–32] and tested the effect
of systematic involvement of patients in their rehabilitation
in their own home by stimulating increased self-care. Out-
comes of the Interventions were Health Status and Self-Care
ability.

2 Methods
The study included patients from cardiac wards at two
teaching hospitals in Zeeland, Denmark. Patients who were
18 years or older and diagnosed with mild to moderate Heart
Failure symptoms and who had completed hospital based
rehabilitation were included in the study. Patients who de-
clined to participate; patients who did not understand the
study information due to mental disorders, language and
hearing problems and patients diagnosed with neurologi-
cal deficits were excluded. Approximately 100-120 patients
completed the hospital based rehabilitation program yearly.

2.1 Design

The study was a controlled study[33, 34] using a quasi-
experimental design, with a control group but without ran-
domization. After completing the hospital based rehabilita-
tion program in the period from October 2010 to July 2011
patients were allocated to the control group and after com-
pleting their hospital based rehabilitation program in the pe-
riod from November 2011 to July 2012 patients were allo-
cated to the intervention group.

For all patients Health Status and self-care behavior were
measured at inclusion in the study (baseline) and after 4 and
12 weeks.

Patients in the control group were discharged to follow up
by their own GPs. Patients in the intervention group were
also discharged to follow up by their own GPs combined
with a specific nursing rehabilitation protocol carried out
by a clinical nurse specialist (“A Clinical Nurse Specialist
is prepared at the masters’- or doctorate level as a clinical
nurse specialist and is an expert clinician in a specialized
area of nursing practice. The specialty may be a population,
a setting, a disease or medical subspecialty, a type of care
or type of problem” [National Association of Clinical Nurse
Specialists, 2004.]) (see Table 1).

2.2 Sample size

To achieve sufficient statistical power the sample size was
calculated. Type I error: 5%. The expected effect rate was
estimated to 30% and minimal difference between effect
rates not to be overlooked, 30%. Type II error was esti-
mated to 20%. The calculation was based on expected im-
provements in self-care.[35] The minimum sample size was
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calculated to be 60 in each group (control and intervention),
a total of 120 patients. With an expected drop-out rate at
20%, 70 patients were included in each group. Calculations
of drop out and patient numbers are based on power calcu-
lation.[24, 36]

Table 1: Differences in rehabilitation between the control
and intervention group

 

 

 
Control 
Group 

Intervention 
Group 

Rehabilitation Phase I Yes Yes 

Rehabilitation Phase II Yes Yes 

Rehabilitation Phase III  

After discharge followed up by: 
  

GP Yes Yes 

Developing of individual rehabilitation 
care plan 

No Yes 

Telephone follow up after 4 weeks No Yes 

Telephone follow up after 12 weeks No Yes 

 

2.3 Theoretical frame of reference

The nursing intervention in this study was based on moti-
vational theories combined with a theory of development in
which the main goal is to promote and maintain patients’ ac-
tive involvement in their own care.[25] The model includes
four main elements:

(1) Assessing the patient’s normal activities in relation to
health issues and daily functioning. This assessment
is based on motivational theory and theory on sub-
jective and objective press for human activities.[25, 37]

The central element is the patient’s behavior in re-
lation to health, where actual behavior seems deter-
mined by the predispositions of the individual, the
individual’s enabling factors for achieving health-
promoting behavior and, finally, reinforcing factors
that stimulate motivation.[25, 38]

(2) Continued dialogue between patient and nurse, to
ensure information sharing, teaching and individual
care.

(3) Planning of nursing care with reference to the pa-
tient’s usual activities of daily living.

(4) Use of the principles embedded in primary nursing
care (First author).

This model has been tested in studies including patients suf-
fering from various medical and orthopedic diseases and the
findings confirm that patients cared for with this model ex-
perienced more personal activity and growth during hospital
stay compared to patients receiving usual care.[24]

2.4 Intervention

When included in the study patients assessed their Health
Status and self-care behavior in relation to HF.[39] Based on
this assessment the CNS and the patients mutually devel-

oped and agreed on an individual care plan with goals for
further education and information sharing.

After 4 and 12 weeks the patients filled out and retuned the
self-administered questionnaires. Based on the scores and
the goals in the care plan, the clinical nurse specialist con-
tinued the dialogue with the patient by telephone.

2.5 Measurements

Health Status was measured with the Short Form 36 (SF-
36)[40] and EuroQol (EQ5D)[41] and self-care behavior with
the European Heart Failure Self Care Behavior Scale (EHF-
ScBS).[39]

SF-36 is a validated tool for measuring Health Status and
has been translated into Danish.[40] In the present study,
the Internal consistency reliability of the eight SF-36 scales
was above 0.70 for all scales.[40] The questionnaire con-
sists of 36 questions, summarized into eight subscales. Four
subscales can be combined into an overall measurement of
physical health (PCS) and the four subscales can be com-
bined into an overall measurement of mental health (MH)
which together produces a rating of overall Health Status.[40]

Responses are transformed into a score on a scale from zero
(lowest score) to 100 (highest score) with a higher score in-
dicating better Health Status.[40]

EuroQol (EQ5D) is translated into Danish and is a generic,
validated instrument for measuring Health Status.[41–43] It
obtains a rating of self-perceived overall health.[44] The in-
strument is descriptive and consists of five dimensions mea-
suring the individual’s Health Status. The five dimensions
are: mobility, self-care, usual activities, pain/discomfort,
and anxiety/depression/depression. Responses rate three
levels of severity (no problems, moderate problems or ex-
treme problems) within a particular EQ5D dimension. It
is combined with a visual analogue scale from zero to one
hundred measuring general health perception. EQ5D has
been tested in different populations, including patients with
cardiovascular disease, with satisfactory validity, reliability
and responsiveness.[41, 42, 45]

Self-care behavior was measured with the EHFScBS which
is a 12-item, self-administered questionnaire that covers
items concerning self-care behavior of Heart Failure pa-
tients, with a high reliability. Face-validity, concurrent va-
lidity has been established, and the internal consistency
of the scale has been tested and shows Cronbach’s alpha
0.81.[39] The instrument is a valid, reliable and practical
scale to measure the self-reported self-care behavior of HF
patients[39] based on the aspects of self-care EHFScBS mea-
sures behavior that maintains self-care. In this context self-
care is defined as the decisions and strategies undertaken
by the individual in order to maintain life, healthy func-
tioning and well-being.[39] EHFScBS measures compliance
with medical regimens, observation of edema, the ability to
respond adequately to observed progression in HF and ad-
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just daily activities in accordance with current physical abil-
ities. Each item is scored on a 5-point Likert scale. The pa-
tient can obtain a score between 12 and 60 points, where 12
points indicates a very high self-care behavior and 60 points
a very low self-care behavior. A total score is calculated by
summing all items as recommended by Jarsmaa, et al.[39] If
more than three items were missing the total score was not
obtained. In case of three missing items the value three was
used to replace the missing score per item.[39, 46] Cronbach’s
alpha in this study was 0.81.

Scores were calculated on self-perceived overall health us-
ing the forms from EuroQol secretary.[47] Heart Failure was
clarified by a cardiologist using the New York Heart Failure
scale (NYHA).[48] The cardiologist was blinded for the allo-
cation of the patients to the interventions or control group.

Information on gender, age, marital status, dependence of
help, was self-reported by patients. We obtained Infor-
mation on weight and height from the patients’ medical
records.

2.6 Ethical considerations

Patients were included in the study after giving informed
consent. They were ensured that they could withdraw from
the study at any time without any consequences for their fur-
ther treatment. The experiment are reported to the research
ethics committee (2013-41-1935), Danish Data Surveillance
Authorities and www.clinicaltrial.gov (NCT01239667).

2.7 Stastictics

Data were analyzed using SPSS version 20.[49] Ratio-scale
data from both groups were tested by F-test for distribution.
Normally distributed data were compared by the Student’s t
test. Nominal scale data were compared by chi-square tests
or by the use of the 95% confidence intervals.[36] All cal-
culations were based on “intention to treat” analysis.[50, 51]

Cronbach’s alpha was used to assess the reliability of the
questionnaires used in the study. Level of significance was
set at p < .05.

Missing data were replaced by mean scores where possi-
ble and by last observation carried forward where mean
scores were not available within the control and interven-
tion groups respectively.[51–53] We used logistic regression
analysis to examine variables associated with increased self-
care. Pearson’s correlation analyse were carried out in order
to tests for correlations between ratio scale data.

3 Results
A total of 162 patients were included in the study of whom
137 (84.6%) completed the study (see Figure 1). The groups
were similar with regard to gender, age, NYHA classes’,
body mass index, living alone and dependence on help (see
Table 2). Drop out analysis showed no differences between

those who withdrew from the study and those who com-
pleted the study in relation to demographic variables (p =
.106 – .907).

Figure 1: Flow chart

There were no difference in total self-care behavior between
the groups at baseline (p = .161). After four weeks the to-
tal self-care score for the control group was 25.3 vs. 22.2
in the intervention group (p = .049). After twelve weeks
the self-care score in the control group was 26.8 vs. 22.6
in the intervention group (p = .007) (see Table 3). The fre-
quency of patients in the control vs. the interventions group,
who had a positive change in self-care score from baseline
to four weeks after allocation to phase 3 rehabilitation was
37% vs. 73% (p < .000), and twelve weeks after baseline the
frequency of patients who had a positive changes in self-care
scores were reported to be 33% in the control group vs. 69%
in the intervention group (p = .000).

Changes in total SF-36 were analyzed in subgroups related
to gender, degree of HF, marital status or dependency of help
in daily living from baseline to three month after inclusion
in the study. No differences were detected in changes in the
total score either in the control or the interventions group
(see Table 3). No correlation between age and changes in
total self-care score were detected in either the control or
intervention croup (r = -.118, r = -.190)
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Table 2: Baseline characteristics of participating patients
 

 

 Control 
N = 92 

Intervention 
N = 70 

p 

Gender    

Male N (%) 68 (73.9)  49 (70)  0.600 

Female N (%) 24 (26.,1) 21 (30)  

Age    

Mean (SD) 67.8 (10.8) 66.3 (11.3) 0.833 

(min.-max.) (37-89) (39-89)  

NYHA    

Class II  67 (72,8)  56 (80) 0.355 

Class III 25 (27.2)  14 (20)  

BMI kg/m2 (SD) 27.7 (5.1)  27.6 (5.2)  0.759 

(min.-max.) (15.6-46.4) (18.2-46.2)  

Living alone    

Yes N (%) 19 (20.7)  15 (21.5)  1.0 

No N (%) 73 (79.3) 55 (78.6)  

Dependent of help    

Yes N (%) 13 (14.1)  9 (12.9)  1.0 

No N (%) 79 (85.9) 61 (89.1)  

 

Patient’s scores in EQ5D scores are presented in Table 3.
Total EQ5D scores showed no significant differences be-
tween the groups at baseline (see Table 3). Subgroup anal-
yses showed a significant difference in usual activities in
the intervention group with a within-group increase from
34.4 percent at baseline to 51.4 percent after 12 weeks (p
= .0002). Similarly, anxiety/depression decreased signifi-
cantly within the intervention group from baseline to follow-
up. We found no between-groups differences at 1 month or
3 months.

Both the control and intervention groups reported lower
within-groups scores at 12 weeks compared to baseline (see
Table 4). The within group scores in the control group de-
clined with a mean of 0.14 (and in the intervention group
with a mean of 0.06 (p = .014)

We performed a binary logistic regression analysis to ex-
amine associations between the number of patients report-
ing anxiety after 12 weeks and group allocation, difference
in Self-care from base line to 12 weeks; age; dependent of
help; NYHA and weight (see Table 5). The results showed a
significant association between “binary outcome” and being
in the intervention group (p = .001) difference in self-care
(p = .045) and age. No significant results for the other items
showed changes between or within groups from baseline to
twelve weeks.

4 Discussion
Significantly higher within-group scores were found in to-
tal self-care behavior in the intervention group after twelve

weeks, and subgroup-analyses showed significantly reduced
development of anxiety. The intervention group and the
control group were similar regarding demographic vari-
ables, such as age, gender, living alone and dependency on
help, NYHA classes and self-care behavior at inclusion in
the study. These factors are also factors that might inter-
act with the patients’ health status on an individual level.
Therefore, patients need suggestions to cope with the conse-
quences for in order to achieve a positive outcome of the re-
habilitation. As the binary logistic regression analysis iden-
tified that being in the intervention group had the strongest
association for preventing developing of anxiety during the
rehabilitation period this might suggest that the intervention
had been truly individualized.

In a systematic review based on 35 studies[18] subgroup
analysis has not been carried out. Therefore it can be dif-
ficult to evaluate whether individualizing was truly carried
out and difficult to compare our results with others.

Furthermore we found that patients rated their Health Status
to be moderate (scoring range from 0 to 100). The physical
and emotional dimensions of Health Status were also in the
middle of the possible scoring ranges. The Health Status
score had a large SD of 25, indicating that the patients had
a highly variable Health Status.

According to Total EQ5D scores there were no significant
differences between the groups at follow-up. However, it
is interesting that we found an increase in scores on usual
activities and a reduction in the number of patients’ with
anxiety/depression at 12 weeks in the intervention group. In
the logistic regression analysis we found a significant asso-
ciation between reduction in anxiety/depression and being
in the intervention group (OR = .324, CI = .112 -.555) (p =
.01) and increased self-care behavior (OR = .468, CI = .199
- .983, p = .045). This association indicates a possible bene-
ficial effect of the intervention. After phase two of the reha-
bilitation, patients are transferred to continued rehabilitation
in their own municipality. Our intervention indicates that
having access to a healthcare professional may reduce the
number of patients who develop anxiety/depression. Evi-
dence to support a link between self-care in patients with HF
and health outcomes is limited.[19, 54] The results from our
study are in line with the results from the study by Tung, et
al.[19] Furthermore we found a correlation between self-care
behavior and reduced anxiety/depression. It has previously
been asserted that there is a clear relationship between de-
pression and poor Health Status, a relationship which seems
to be associated with poor self-care.[55] To our knowledge
this is one of the first studies which have actually shown this
possible correlation.

4.1 Limitations

In an Evidence based health care practice we work with
the elements of Best available evidence, patients prefer-
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ences and available professional skills, expertise and clin-
ical judgment.[30] The Randomized Controlled trial (RCT)
is considered to be the strongest design in testing hypothe-
ses, due to the randomized allocation of patients and con-
trol over the experimental situation which includes control
group and manipulation according to whether the patient re-
ceives treatment or not. An important issue is, that optimally

patients as well as staff should be blinded.[56–58] Blinding is
an important part of a RCT. If blinding is inadequate, re-
sults may be biased.[59] The main goal of our study was to
generate the best possible evidence for an effect of an indi-
vidualized rehabilitation intervention for patients with HF.
In our study we did not judge it possible to blind patients or
investigators due to the nature of the intervention.

Table 3: Self-care behavior scores, EQ5D scores and functional scores SF-36
 

 

 Control Intervention p 

Self-care behavior Total score (SD)    

Baseline 26.5 (8.0) 28.4 (7.2) .161 

After 4 weeks 25.3 (7.4) 22.2 (7.7) .049 

After 12 weeks 26.8 (8.9) 22.6 (8.2) .007 

EQ5D Total score (SD)    

Baseline .81 (.14) .78 (.16) .2 

After 4 weeks .8 (.15) .8 (.16) .55 

After 12 weeks .66 (.22) .71 (.22) .21 

Functional scores SF 36 (SD)    

PCS    

Baseline 39.31 (9.6) 41.24 (9.5) .207 

After 4 weeks 40.7 (8.9) 41.2 (8.8) .738 

After 12 weeks 40.0 (10.6) 40.3 ((9.5) .838 

MCS    

Baseline 49.8 (9.5) 47.9 (9.3) .214 

After 4 weeks 48.0 (11.9) 50.1 (8.8) .276 

After 12 weeks 49.6 (9.1) 48.2 (9.4) .364 

 

In this study we consecutively included patients first in the
control group, and afterwards in the intervention group. We
did this to eliminate the risk of contamination between the
groups and to minimize the risk of performance bias caused
by ward staff. Patients in the study corresponded to the pa-
tient population in Denmark with regard to gender, age and
diagnosis at admission. Thus, the patient group in the study
represented patients discharged after admission for HF. The
patients who did not participate were no different from those
participating in terms of age and gender. The criteria for in-
clusion enhanced the probability of a homogeneous study
group in respect to diagnoses and treatment. Number of pa-
tients needed was calculated and the consecutive allocation
to the study eliminated that differences would be due to dif-
ferences in co-morbidity in population. The rehabilitation
program and treatment of the patients in the hospital part
was not changed during the study period. Health Status was
recorded and calculated for patients in both the interven-
tion and control group. In order not to affect the treatment,
transferring results to subscales and calculations were not
done until the end of the study. Quasi-experimental stud-
ies are vulnerable to confounding.[60] This entails that the
groups may be unequal due to unknown factors affecting
exposure/intervention and outcomes. Therefore causal rela-

tionships cannot be determined in this type of study.

4.2 Strengths

The strength of the study is that validated tools were
used,[39–41] and that the Danish SF-36 seems to be the best
to use among people with chronic diseases, in terms of reli-
ability, and the discriminatory power of the instrument.[40]

It was developed as a short-form measure of functioning
and well-being in the Medical Outcomes Study[61] which
matches the goal in our study.

Drop out is well known, and in similar studies the dropout
rate is described to be between 15%–50%.[24, 62] In this
study the dropout rate was 17.3%. The drop out analy-
sis showed, that there were no differences between patients
who dropped out of the study and patients who completed
the study in relation to demographic data. There were a
higher number of dropouts from the control group than from
the intervention group, which may be due to the fact that
control patients did not receive telephone follow up after 1
and 3 months. Telephone follow up after 1 and 3 month
may in itself motivate patients to continue in the interven-
tion group.[24]
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Table 4: EQ5D scores
 

 

 

Baseline 4 weeks  12 weeks 

Control  
n = 92 (%) 

Intervention 
n = 70 (%) 

Control 
n = 92 (%)

Intervention 
n = 70 (%) 

 
 

Control 
n = 92 (%)

Intervention 
n = 70 (%) 

Mobility        

I have no problems in walking about 51 (55.4) 46 (65.7) 58 (63) 46 (65.7)  64 (69.6) 46 (65.7) 

I have some problems in walking about 41 (44.6) 24 (34.3) 34 (37.0) 24 (34.3)  28 (30.4) 24 (34.3) 

I am confined to bed  0 (0) 0 (0) 0 (0) 0 (0)  0 (0) 0 (0) 

Self-care        

I have no problems with self-care  81 (88.0) 66 (94.3) 82 (89.1) 65 (92.9)  79 (85.5) 66 (94.3) 

I have some problems washing or dressing 
myself 

11 (12.0) 4 (5.7) 10 (10.9) 5 (7.1)  13 (14.1) 4 (5.7) 

I am unable to wash or dress myself 0 (0) 0 (0) 0 (0) 0 (0)  0 (0) 0 (0) 

Usual Activities         

I have no problems with performing my usual 
activities 

46 (50.0) 34 (34.4) 45 (48.9) 30 (42.9)  47 (51.1) 36 (51.4)* 

I have some problems with performing my 
usual activities 

44 (47.8) 38 (54.3) 40 (43.5) 31 (44.3)  39 (42.4) 39 (42.9) 

I am unable to perform my usual activities  2 (2.2) 8 (11.4) 7 (7.6) 9 (12.9)  6 (6.5) 4 (5.7) 

Pain/Discomfort        

I have no pain or discomfort 49 (53.3) 36 (51.4) 46 (50.0) 39 (55.7)  41 (44.6) 38 (54.3) 

I have moderate pain or discomfort 42 (45.7) 30 (42.9) 44 (47.8) 29 (45.1)  49 (53.3) 30 (42.9) 

I have extreme pain or discomfort 1 (1.1) 4 (5.7) 2 (2.2) 2 (2.9)  2 (2.2) 2 (2.9) 

Anxiety/Depression        

I am not anxious or depressed 69 (75.0) 51 (72.9) 65 (70.7) 47 (67.1)  54 (58.7) 57 (81.4)* 

I am moderately anxious or depressed 23 (25) 19 (27.1) 26 (28.3) 23 (30.2)  38 (41.3) 13 (18.6) 

I am extremely anxious or depressed 0 (0) 0 (0) 1 (1.1) 0 (0)  0 (0) 0 (0) 

* Significant increase in intervention group related to usual activities and anxiety 

Table 5: Results of regression analysis
 

 

Variables in the Equation 

Anxiety B S.E. Wald df Sig. Exp(B) 
95% CI for EXP(B) 

Lower Upper 

Group -1.391 .409 11.565 1 .001 .249 .112 .555 

Self care -.817 .408 4.007 1 .045 .442 .199 .983 

Age -.037 .019 3.937 1 .047 .963 .928 1.000 

Dependent of help -.938 .533 3.096 1 .079 .391 .138 1.113 

NYHA .195 .453 .185 1 .667 1.215 .500 2.955 

Weight -.028 .011 5.971 1 .015 .972 .951 .994 

Constant 5.239 2.123 6.089 1 .014 188.539   

 

5 Conclusion

We found no significant increase in Health Status between
the groups. Subgroup analysis showed a significant within
group decrease in development of anxiety in the intervention
group from baseline to twelve weeks. There may be a corre-
lation between the increase in self-care behavior in patients
in the intervention group after 12 weeks and a reduction in

anxiety.

5.1 Implications for further research

Further research is needed especially to detect the level of
Anxiety/depression and its relation to level of self-care be-
havior. We suggest a cluster randomized design for future
research.
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5.2 Implications for practice

This intervention is cheap and can be recommended to pri-
mary and community care settings to avoid patient anxi-

ety/depression and to stimulate an increase in the ability to
perform usual activities of daily living.
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