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Abstract 

Purpose: The purpose of this study was to examine the learning needs of hospitalized patients 

with heart failure (HF) by identifying their current HF self-care behaviors and knowledge levels, 

while identifying relationships between clinical variables (sociodemographic data and health 

history) and their learning needs.  

Methods: A descriptive, cross-sectional design was utilized to examine a convenience sample of 

42 hospitalized patients with HF. Self-care behaviors and knowledge levels were measured using 

the Self Care of Heart Failure Index (SCHFI) V. 6.2., and the Japanese Heart Failure Knowledge 

Scale. Descriptive statistics were used to describe the learning needs and sociodemographic data. 

Pearson product moment correlation coefficient was utilized to examine relationships between 

the learning needs and clinical variables. 

Results: The mean scores of self-care were 38.6% (maintenance), 41.6% (management) and 

17.8% (confidence). The participant’s mean knowledge level score was 74.9%. Multiple HF 

hospital readmissions had a significant negative correlation with HF knowledge scores (r = -

.358, p = 0.020), suggesting the lower the knowledge score, the higher the prevalence of HF 

readmissions. There were significant positive correlations between self-care maintenance 

(r=.525, p<0.05), management (r=.435, p<.05), confidence (r=.366, p <.05), knowledge level 

(r=.752, p<.05) and not living alone. Thus, indicating that living with family support is correlated 

with better self-care and greater knowledge. The presence of multiple comorbidities revealed 

significant positive correlations (p<.05) with self-care scores (maintenance [r=.391], 

management [r=.438], and confidence r=.504]), indicating a higher number of comorbidities, 

yields lower self-care behaviors. 

Discussion: Findings reveal poor self-care behaviors in all three areas (maintenance, 

management, confidence). These findings suggest that patients have difficulty implementing 

knowledge into self-care.   

Conclusions: By identifying knowledge deficits and contributing factors to suboptimal self-care, 

the chronic care model can be used as a guideline for ideal HF education and management. 

Improving self-care behaviors can be obtained by initiating an active engagement between health 

care teams and the patient.  
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An Exploration of Learning Needs: Identifying Knowledge Deficits among Hospitalized Adults 

with Heart Failure 

Introduction 

Heart Failure (HF) or Congestive Heart Failure (CHF) results from a structural or 

functional impairment of ventricular filling or ejection of blood. Clinical complications of HF 

include but are not limited to dyspnea, fatigue or fluid retention (edema) and can result from 

disorders of the pericardium, myocardium, endocardium, heat valves, or great vessels with most 

patients suffering from impaired left ventricular (LV) myocardial function (Yancy et al., 2013).  

The American College of Cardiology Foundation (ACCF) and the American Heart Association 

(AHA) recognize the existence of risk factors and abnormalities of the heart structure are being 

associated with HF. The National Health and Nutrition Examination Survey (NHANES) reports 

traditional risk factors for HF as CHD (Congenital Heart Defect), cigarette smoking, 

hypertension, obesity, diabetes, dietary sodium intake and valvular hear disease (Mozaffarian et 

al., 2015).There are six stages of HF according to the ACCF/AHA. A progression in stages is 

associated with a reduced five-year survival. Therapeutic interventions in each stage are targeted 

at modifying risk factors and promoting self-care management of the disease (Yancy et al., 

2013). Successful management of HF incorporates symptom relief, quality of life improvement, 

and prevention of further HF progression. Long-term goals for HF patients focus on the 

prevention of myocardial structure changes and increasing long-term survival (Dahl & Penque, 

2002).  

Problem Statement 
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HF is a serious health concern that affects 5.7 million adults in the United States while 

also producing multiple implications to the healthcare system (Mozaffarian et al., 2015). An 

estimated $30.7 billion dollars is spent each year towards the treatment of HF, including total 

cost of health care services, medications and missed days of work (Center for Disease Control 

and Prevention, 2016). Compounding the economic burden of HF, research has revealed the 

substantial problem of hospital readmissions with an approximated 25% of HF patients re-

hospitalized within 30 days of discharge (Ross et al., 2010; Clarkson, Schaffer & Clarkson, 

2016; Wan et al., 2017). In addition, an average of 50% of those diagnosed with HF die within 5 

years of diagnosis (Clarkson et al., 2016).  

Heart failure is a progressive syndrome characterized by increased mortality, frequent 

hospitalizations, and a multifaceted therapeutic regimen (Boyde et al., 2012). The lifetime risk of 

developing HF in Americans over the age of 40 is 20%. The incidence of HF increases with age, 

rising from an estimated 20 per 1,000 individuals aged 65 to 69, to greater than 80 per 1,000 

individuals among those over the age of 85. Additionally, blacks or African Americans have the 

highest risk of HF, while also having a greater five-year mortality rate, compared to Caucasians 

(Yancy et al., 2013). Heart failure is cited in one in nine deaths in the United States with rates of 

cardiovascular-related deaths greatest in those previously hospitalized for HF (Mozaffarian et al., 

2015). 

Heart failure is a burdensome disease process due to several factors. One of those factors 

involves the large number of prescribed medications which requires multifaceted daily dosing 

schedules. Furthermore, adult patients with HF are likely suffering from multiple comorbidities 

such as Coronary Artery Disease (CAD), Diabetes or Hyperlipidemia (Marti et al., 2012). 

Research indicates that management of HF goes beyond medical management and requires 
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several lifestyle adjustments and nonpharmacological interventions in order to prevent disease 

progression or exacerbation. Such interventions include diet modification, exercise training, 

consistent monitoring of weight, close examination of signs and symptoms and prompt reporting 

of these signs and symptoms (Clarkson et al., 2016).  These practices illustrate the concept of 

self-care, which is defined as behaviors to promote health and well-being while managing illness 

(Schnell-Hoehn, Maimark & Tate, 2009).  

There is a projected increase of 8 million adults living with HF by year 2030 

(Heidenreich et al., 2013). With this projected increase, medical management of acute symptoms 

alone is not sufficient for patients with chronic or re-occurring HF. A person’s ability to manage 

his or her own disease, symptoms, treatment, and lifestyle changes (self-care) is essential in 

reducing the prevalence of HF among adult patients and their overall quality of life (Ter Maten-

Speksnijder, Dwarswaard, Meurs & Van Staa, 2016).  

 Hospital readmissions related to HF decompensation are expected to increase 

considerably over the next 10 years (Driscoll et al., 2016). Redesign of the health care systems is 

imperative to accommodate the needs of HF patients. According to the evidence, there is a 

confirmed need for specialized outpatient education, proper follow up and disease management 

program’s for HF patients (Case, Haynes, Holaday & Parker, 2010).  

Purpose and Aims 

The purpose of this study was to examine the learning needs of hospitalized patients with 

HF by identifying their current HF self-care behaviors and knowledge levels in addition to 

identifying relationships between patient learning needs and select clinical variables 

(sociodemographic and health history data). The specific aims of this project included: 
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1) Assess current HF self-care behaviors and knowledge levels of HF among 

adults with HF. 

2) Evaluate sociodemographic and health history data among adults with HF. 

3) Assess for relationships between patient learning needs and select clinical 

variables (sociodemographic and health history data). 

Clinical Question 

The current study addressed the following clinical questions: 1) what are the self-care 

behaviors and knowledge levels among adult patients with HF on an inpatient cardiac unit at an 

acute care hospital? And 2) what relationships exist between the patient’s learning needs and 

select clinical variables (sociodemographic and health history data)?  

Review of Literature 

Hospital Readmissions  

 Under the Hospital Readmission Reduction Program of the Patient Affordable Care Act, 

hospitals with HF readmission rates above the national average are receiving reductions or 

penalties in Medicare reimbursements (Kim & Han, 2013; Simpson, 2014; Centrella-Nigro et al., 

2016) Because of this, the Centers for Medicare and Medicaid Services (CMS) have made 30-

day hospital readmission rates a quality indicator with a focus on improving disease management 

in the specified areas of acute myocardial infarction, pneumonia and HF (Vesterlung, Granger, 

Thompson, Coggin, & Oermann, 2015; Clarkson et al., 2016). With the consequence of 

readmission penalties, healthcare systems are now challenged to prevent readmissions (Simpson, 

2014; Kim & Han, 2013). However, the rising number of patients with HF and the amount of 

hospitalizations is likely to raise considerably regardless of the financial penalties inflicted by 

Medicare for all-cause readmission within 30 days of discharge (Bocutti & Cassilas, 2015). 
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An estimated 50% of HF hospital readmissions are considered preventable, related to 

poor adherence with self-care recommendations, and is recognized as the contributing factor in 

readmissions (Marti etl al., 2012). Research shows that patients who are proactively involved in 

the management of their disease (self-care) and possess the ability and knowledge level to adhere 

to specialized medical regimens have better survival outcomes and reduced hospital admissions 

(Bos-Touwen et al., 2015). In particular, adherence to self-care has been increasingly 

emphasized in HF guidelines over the past decade as a means to decrease readmissions and 

improve quality of life (Boyde et al., 2012).  

Current Guidelines 

Practice guidelines have become a large part of the clinical environment and have 

become more rather than less universal. A more patient-centered validation for the development 

of guidelines has become especially common for the potentially fatal syndrome of HF (Heart 

Failure Society of America, 2010). In June 2013, the American College of Cardiology 

Foundation (ACCF) and the American Heart Association (AHA) published an updated 

“ACCF/AHA Guideline for the Management of Heart Failure: A Report of the American 

College of Cardiology Foundation/American Heart Association Task Force on Practice 

Guidelines”. The updated guidelines were developed to assist providers in decision making in the 

diagnosis and treatment of HF. According to this report, every patient with HF should have a 

clear, comprehensive, and evidence-based plan of care. Ultimately, there must be goals for 

effectively managing comorbid conditions, timely follow-up with the healthcare team, 

appropriate dietary and exercise recommendations and compliance with secondary prevention 

guidelines for cardiovascular disease. In addition, an inclusive plan of care should promote 

successful patient self-care (Buonocore & Wallace, 2014).  
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The 2010 Heart Failure Society of America (HFSA) provides an inclusive practice 

guideline that focuses on the full range of evaluation, care, and management of patients with HF. 

The HSFA guidelines on HF are presented as a “living document” which will continue to serve 

as a reliable resource for clinicians treating patients with HF. It is recommended by the HSFA 

2010 guidelines that patients with HF and their family members or caregivers receive education 

that emphasizes self-care. Moreover, the guidelines stipulated the information should be 

delivered using a team approach. It is also important to recognize that the frequency and intensity 

of patient education will vary according to the stage of illness or those who are at higher risk for 

non-adherence. It is advised that all patients be screened appropriately for literacy, psychological 

state, culture and access to social and financial resources in order to optimize HF education and 

self-care (Heart Failure Society of America, 2010).  

Importance of Self-Care 

According to Riegel, Dickson and Faulkner (2016), self-care is defined as “a naturalistic 

decision-making process that influences actions that maintain physiologic stability, facilitate the 

perception of symptoms, and direct the management of those symptoms (p. 226).  In Reigel et al. 

(2016), a revised situation-specific theory of HF self-care, a three-step process includes 1) 

maintenance, 2) symptom perception and 3) management. First, maintenance describes treatment 

adherence and healthy behaviors such as taking medications, exercising or following a low 

sodium diet. Second, symptom perception includes both the recognition of physical sensations 

and the interpretation of these sensations, e.g., identifying the buildup of fluid by increase in 

weight gain or swollen ankles (peripheral edema). Last, management defines the response to the 

symptoms at the time they occur, such as consulting with the appropriate healthcare provider or 

taking a diuretic as prescribed (Riegel et al., 2016).  
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Regular symptom monitoring has been shown to enable the performance of satisfactory 

self-care management, which may contribute to a decrease in unnecessary hospitalizations for 

HF (Lee et al., 2015).  Better adherence to self-care management of HF is associated with 

improved health status which highlights the need for further clinical research regarding self-care 

to optimize HF outcomes (Marti et al., 2012). The promotion of self-care also extends into the 

realm of self-efficacy for promoting healthy behaviors. 

Self-efficacy is the confidence that one has the capacity to complete a particular action 

and endure despite encountering obstacles. Heart Failure patients with increased self-efficacy 

report better self-care, and have better survival, psychological well-being, and improved health-

related quality of life (HRQL) (Reigel et al., 2016).  

Promotion of effectual self-care among patients with HF is vitally important to achieving 

positive patient outcomes yet it remains a difficult task for clinicians to embrace. Patient 

nonadherence to suggested self-care activities is common and self-care is fundamental to the 

maintenance of improved physiologic solidity among clients with HF (Moser et al., 2012). 

Heart Failure Education 

Education for HF patients is an intricate and multifaceted process with no gold-standard 

approach identified to date (Boyde & Peters, 2014). Traditional HF education supplied as part of 

hospital-based discharge teaching aims to take advantage of a “teachable moment” after an 

event, however, improvement in self-care using this approach is often lost after hospitalization 

(Dickson, Melkus, Dorsen, Katz, & Riegel, 2015). Even though considerable resources for 

education are accessible and related to HF, the bulk of patients do not retain or execute this 

knowledge into the management of their disease (Evangelista & Shinnick, 2008). Patient 

education is often inadequate due to time constraints and patient fatigue during hospitalization. 
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Given the breadth of education required, it is vital to prioritize the delivery of education that 

includes the perceived learning needs of patients (Ong, Foongs, Seah, Elangovan & Wang, 

2017). 

Community-based interventions have been proven effective in refining health behaviors 

correlated with self-care and knowledge retention (Dickson et al., 2015). In an unblinded 

randomized control trial among community-dwelling adults through an innovative group based, a 

skill-building approach was led by a trained health educator. The results showed that 

community-based educational interventions have far-reaching implications for helping HF 

patients to improve their self-care behaviors (Dickson et al., 2015).  

The use of multimedia educational interventions such as DVD’s in combination with a 

written manual has resulted in reducing unplanned HF readmissions (Boyde et al., 2017). Well-

written education materials or workbooks allow patients to learn at their own pace and can be 

used as an ongoing reference (Boyde & Peters, 2014). A patient-centered approach that uses a 

combined method of education can be effective in engaging patients in self-care and improve 

patient outcomes (Boyde et al., 2017).  

HF Management 

 The importance of post-discharge follow-up care following a hospital admission related 

to HF is crucial in ensuring that vulnerable populations receive proper care (Soufer, Riello, 

Desai, Testani, & Ahmad, 2017). Strategies that focus on HF management and improvement in 

HF readmission rates include a variety of models. Inpatient approaches include the use of clinical 

pathways or specialized models used throughout the patients’ hospital stay. Outpatient-focused 

approaches include varying forms of Disease Management Programs (DMP’s), specialized HF 

clinics, home health and tele monitoring (Kim & Han, 2013). 
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 Clinical pathways are evidence-based strategies that organize, regulate, and enhance 

quality of care and identify health care efficiencies. Several studies have provided evidence that 

HF pathways may decrease the length of stay and influence organization efficiencies (Cannon, 

2016). The initiation of nurse educator-delivered teaching meetings at the time of hospital 

discharge may result in enhanced clinical outcomes, improved self-care, and reduced cost of care 

in addition to a decreased risk of hospital readmission or death. Additionally, the assimilation of 

a pharmacist in discharge support has also proved to be advantageous in reducing 30-day 

mortality and HF-related readmissions (Cyrille & Pate, 2017; Soufer et.al, 2017).  

 A recent study by Di Palo, Patel, Assafin and Pina (2017) has shown a significant 

increase in education and follow up among HF patients with the use of a nurse navigator team. 

The nurse navigator team follows the patient from admission to discharge and receives 

interventions tailored to health literacy and social needs. The 30-day all-cause readmission rate 

was 8% lower than the rate for patients not involved in the program. 

Disease management programs (DMP) are outpatient-focused approaches to minimize 

hospital readmissions by providing a multidisciplinary approach to care for HF patients (Kim & 

Han, 2013). Examples of DMP’s include: outpatient clinic interventions, home care (home 

health), structured telephone support, and tele monitoring. No exact type of program has 

demonstrated a consistent benefit in reducing hospital readmissions, but rather evaluate the rate 

at which the DMP have been successful in shifting the process of care in HF patients (Gorthi, 

Hunter, Mooss, Alla, & Hilleman, 2014). In the DIAL trial, HF patients received either routine 

care or care involving an explanatory workbook and recurrent telephone contact over the course 

of one year. The intervention resulted in a lower hospital readmission rate for HF patients 

compared with usual care at 16 months (26.3% vs. 31%) (GESICA Investigators, 2005). In 
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contrast, home visits from home health agencies were less effective in decreasing all-cause 

hospitalizations compared to outpatient visits (Gorthi et al., 2014).  

The use of HF clinics have demonstrated significant reductions in readmissions (Howlett 

et al., 2009). Multidisciplinary HF clinics focusing on post-hospitalization follow up have been 

associated with substantial reduction in both 30-day and 90-day HF readmissions. (Jackevivius et 

al., 2015; Koser, Ball, Homa & Mehta, 2018). In one study, HF patients who attended a HF 

clinic over a six-month period had lower mortality rates and a significant reduction in their 

systolic and diastolic blood pressure compared to those who did not visit the clinic (Cheng et al., 

2016). 

Patient-level Barriers  

 Regardless of the benefits of self-care, HF patients, particularly among the elderly, face 

various difficulties and barriers in performing optimum self-care behaviors. Misconceptions due 

to insufficient knowledge has been associated with self-care barriers in several aspects including 

dietary adherence, weighing, symptom recognition, medication adherence, and help-seeking. 

Furthermore, patient perceptions of instructions often differ which causes an inability of patients 

to fully understand the instructions provided by his or her doctor. (Siabani, Leeder & Davidson, 

2013). 

 There are age-related factors, the presence of comorbidities, and situational aspects that 

contribute largely to an individual’s ability to recognize and interpret symptoms of HF. One 

explanation for impaired symptom recognition is impaired interoception, or the manner by which 

sensory nerve receptors receive stimuli that originate inside the body. Research suggests that 

older adults (age 73 or older) have more difficulty distinguishing and interpreting symptoms 

such as shortness of breath (Moser et al., 2012). Studies have also demonstrated that race, 
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ethnicity, and socioeconomic status affect hospitalization outcomes in HF patients (Blood, 

Fraiche, & Eapen, 2017). It was found that black and Hispanic patients were more likely to be 

admitted at 30-day and one-year follow up intervals than white patients and mortality was lower 

in black and Hispanic populations. 

 Depression, anxiety and hopelessness have been found to be negative components of self-

care, whereas positivity or confidence in the future could act as a catalyst for self-care (Siabani et 

al., 2013). Poor self-care has also been associated with inadequate family support. In fact, a 

supportive environment is imperative for building a positive outlook and improving all self-care 

components in patients with HF (Siabani et al., 2013).  

Provider-level Barriers 

 The inability for the provider to deliver ideal patient education is often associated with 

several organizational, inter-professional, communication issues, and lack of resources. Some 

factors affecting the provision of patient education include lack of education materials, low 

confidence levels related to lack of training, unaccommodating management or confining 

environment (Lambrinou, Protopapas & Kalogirou, 2014).  

In a systematic review conducted by McEntee, Cuomo & Dennison (2009), three studies 

reported inadequate knowledge of HF management among providers. Furthermore, two studies 

disclosed that the wealth of available HF data available was a cause of stress for providers, with 

time restrictions limiting what could feasibly be discussed (McEntee, Cuomo & Dennison, 

2009). The self-care regimen is characterized as “work” for both providers and patients in a 

qualitative descriptive study on the adherence to a chronic HF regimen. Specifically, providers 

perceived patients as not understanding what his or her regimen required of them, therefore 
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necessitating more repetition of knowledge-based teaching (Granger, Sandelowski, Tashjain, 

Skedberg & Ekman, 2009).  

Theoretical Framework 

The chronic care model (presented in Appendix D) is a guide to improved chronic illness 

management and identifies six key components: 1) community resources and policies; 2) self-

management support; 3) health care organization; 4) delivery system design; 5) decision support; 

and 6) clinical information systems. In order to improve chronic care, provider organizations 

require linkages to community-based resources and should have structured goals. Furthermore, 

providers must view chronic care as a priority and detach acute care from planned management 

of chronic diseases. (Bodenheimer, Wagner & Grumbach, 2002).  

Heart failure management requires the use of combined systems within the healthcare 

realm as well as active patient participation. The chronic care model blends patient self-

management (self-care) support with health system change to accomplish productive interactions 

between a proactive health care team and an activated patient (Bekelman et al., 2013). A 

multidisciplinary approach to self-care (self-management), along with close monitoring of 

clinical constraints may have beneficial effects on the outcome of patients with chronic HF 

(Willemse, Adriaenssens, Dilles, & Remmen, 2014). By identifying knowledge deficits and 

contributing factors to suboptimal self-care, the chronic care model can be used as a guideline for 

ideal HF education and management. 

Methodology and Implementation 

Study Design 

 A descriptive cross-sectional design was used in this study. The use of three 

questionnaires were used to assess the learning needs of participants.  Approval for this study 
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was granted through the hospital research committee where the study was performed, as well as 

the University’s Human Subjects Committee. 

Sample and Setting  

 A convenience sample of 42 patients with a history of HF were recruited. The study was 

carried out on a 40-bed adult cardiac unit in an acute care hospital located in Southwest Florida 

from January 2018 to March 2018. Patients were recruited by scanning the unit census and 

accessing each patient’s medical record individually, searching for individuals with a history of 

HF. Inclusion criteria were participants with a clinical diagnosis of HF, displayed as “Heart 

Failure”, “Congestive Heart Failure”, “HF” or “CHF” documented in their medical record by a 

physician, Nurse Practitioner or Physician Assistant. To avoid surveying patients with new onset 

HF, or those being ruled out for the disease, the diagnosis would have to be documented in a 

record from a previous hospital visit. Additional inclusion criteria for this study included: 1) age 

18 years or older and 2) able to read, write, and speak English.  Individuals were excluded if they 

were currently enrolled in any kind of formal HF program. 

Instruments/Tools 

 The Self Care of Heart Failure Index (SCHFI) V. 6.2 (Appendix A) and the Japanese 

Heart Failure Knowledge Scale (Appendix B) were used to investigate the learning needs of 

patients with HF. Sociodemographic and health history data were obtained using a 22- item 

questionnaire (Appendix C) generated with influence from the Behavioral Risk Factor 

Surveillance System (BRFSS). The BRFSS is used by the CDC to collect state data about U.S. 

residents regarding their health-related risk behaviors, chronic health conditions, and use of 

preventive services (Centers for Disease Control and Prevention, 2014). Multiple areas of 
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interest were explored such as income level, history of hospital admissions related to HF, 

whether they lived alone or not, and the presence of comorbid disorders, among others.  

 The Self-Care Heart Failure Index. The SCHFI V 6.2 is a 22-item instrument 

comprised of three scales that measure theoretically derived components of HF self-care: 

maintenance, management, and confidence (Riegel et al., 2009). The self-care maintenance scale 

assesses symptom monitoring and adherent behaviors implemented to prevent HF exacerbation. 

The self-care management scale calculates the patients’ ability to recognize symptoms as they 

occur, treatment interventions in response to symptoms and treatment evaluation. The self-care 

confidence scale measures the patient’s perceived capacity to engage in each phase of the self-

care process (Vellone et al., 2013). Each scale utilizes a 4-point Likert scale in a self-report 

response format: 1 (never or rarely), 2 (sometimes), 3 (frequently) or 4 (always or daily). Each 

scale is altered through the use of a specific scoring algorithm to produce a standardized score 

from 0 to 100; higher scores indicate better self-care. When the SCHFI V.6.2 update was 

published, Cronbach alpha was reported to be .55 for self-care maintenance, .60 for self-care 

management, and .83 for self-care confidence (Riegel et al., 2009). In a recent study, the SCHFI 

v 6.2 was found to have evidence of construct validity, contrasting groups’ validity, internal 

consistency and test-retest reliability, which support its further use in research (Vellone et al., 

2013).  

 Japanese Heart Failure Knowledge Scale. The Japanese Heart Failure Knowledge 

Scale is a 15-item true or false survey that evaluates the knowledge of patients regarding HF 

pathophysiology, symptoms, treatment, and self-care. This tool was chosen among numerous 

pre-existing HF knowledge assessment tools as a result of acceptable validity and reliability, 

demonstrated in a recent study, with Cronbach’s alpha for internal consistency at 0.79 (Kato et 
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al., 2013).  Scores for each item are summed to produce a ranging, from 0 to 15, and then are 

translated into a percentage out of 100. Higher scores denote greater knowledge about HF (Kato 

et al., 2016).   

Procedure 

 The (Principal Investigator) PI identified all eligible participants through electronic chart 

review and approached patients in person during their inpatient stay. Potential participants were 

provided with a study information packet which included the following items: an explanation of 

the purpose of the study, informed consent and questionnaires. The potential subjects were given 

the opportunity to ask questions at any time. If the potential participant agreed to participate in 

the study, an informed consent was obtained and questionnaires were completed. After 

participants completed the three questionnaires, the entire study packet was returned to the PI 

and kept in a locked and protected location. All study packets were collected after the 

questionnaires were completed and the participants were not allowed to keep them overnight. 

The duration of each data collection session ranged between 15 to 45 minutes. No identifiable 

data was recorded in the questionnaires and participation was voluntary. No data from this study 

was part of the patient’s permanent medical record. Additionally, no incentive was provided to 

participants for the completion of this study.  

Data Analysis 

 The Statistical Package for the Social Sciences (SPSS) The promotion of self-care also 

extends into the realm of self-efficacy for promoting healthy behaviors.  software, Version 24.0 

(IBM Inc., Armonk, NY, USA), was used for data entry and analysis. Descriptive statistics were 

used to summarize and describe the learning needs and sociodemographic data of the 

participants. Pearson product moment correlation coefficient was utilized to assess relationships 
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between learning needs and sociodemographic and health history data. An alpha value of .05 was 

used for statistical significance. 

Results 

Demographics 

 There were 77 patients that were approached throughout the data collection time for 

participation in the study, which yielded a total of 42 patients that participated. The average age 

of participants was 70.83 (SD = 10.070) with a minimum age of 43 and a maximum age of 93 for 

an age range of 50 years.  As seen in Table 1, most participants were male (57.1%), non-

Hispanic (97.6%), White (76.2%), married or divorced (28.6%, 40.5%), with a high school 

degree or above (92.8%), retired (73.8%), and earn less than $50,000 a year (64.3%). 

Table 1: Demographics 
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Other Clinical Variables of Interest 

 Healthcare access.  As seen in Table 2, the majority of participants had some form of 

healthcare (81%), in particular Medicare (69%). Additionally, most participants had more than 

one healthcare provider (81%), had seen a provider in the last 12 months for a routine check-up 

(88.1%), and experienced no delays in getting medical care anytime within the past one year 

(71.4%). The most common reason for delayed medical care was lack of transportation (23.8%) 

and 26.2% of participants could not see a doctor when needed in the past year due to cost. 

Table 2: Healthcare Access 

 

 Health history.  More than half of the participants reported their general health as only 

“fair” (57.1%) with the remainder of participants reporting it as “good” (42.8%). Most 
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participants were told they have had HF for less than 5 years (59.5%) and many did not know 

how long they have had the disease (26.2%). Less than half of the participants were hospitalized 

within the past 30 days for illness related to HF, however, 64.3% of participants were 

hospitalized 1 time or more for HF decompensation within the past year. The highest reported 

comorbidities were hypertension (95.2%) and hyperlipidemia (71.4%) with the majority of 

participants reporting three or more comorbidities present (88.1%). Additionally, more than half 

of the participants reported living alone (57.1%). The participants’ health history characteristics 

are presented in Table 3. 

Table 3: Health History 
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Learning Needs of Patients with HF 

Descriptive statistics such as percentages, means and standard deviation were used to 

characterize the learning needs (self-care behaviors and knowledge level) of participants. Both 

self-care behaviors and knowledge level were scored on a scale from 0 to 100 (%). Each scale of 

self-care (maintenance, management and confidence) were scored individually. The measures of 

central tendency can be seen in Table 4, with the higher the mean, the more competent. A higher 

score indicates increased mastery of self-care management skill or knowledge level. Among the 

three self-care scales, participants performed the highest in self-care management (41.6%), 

second highest in self-care maintenance (38.6%), and lowest in self-care confidence (17.7%). 

The average score of HF knowledge among the participants was 74.9%.  

Table 4: Measures of Central Tendency 

 

 Specific questions from the SCHFI were examined regarding the self-care concepts of 

maintenance, management, and confidence. As seen in Table 5, each section (A: Maintenance, 

B: Management, and C: Confidence) are represented as percentage of participants (n= 

frequency). In addition, questions from the Japanese Heart Failure Knowledge Scale were 

analyzed individually and are displayed in Table 6. The HF knowledge level questions were true 

or false so the percentage wrong can be easily inferred. 
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Table 5: SCHFI Results 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 6: Knowledge Results 
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Relationship between Learning Needs and Clinical Characteristics  

 The mean scores of the learning needs (self-care behaviors and knowledge level) were 

taken and measured for relationships with participant characteristics using Pearson’s correlation 

(Table 7). The three specific variable of interests chosen to evaluate for relationships with the 

learning needs were: 1) history of any HF admissions within the past year, 2) whether the 

participant lives alone and, 3) the presence of three or more comorbidities. 

Table 7: Pearson’s Correlation 

 

 There were no significant correlations between self-care maintenance, management, or 

confidence and having any HF admissions within the past year (p > .05). However, there was 

significant negative correlation between HF knowledge scores (r = -.358, p = 0.020) and HF 

admissions within the past year. In this case, the lower the HF knowledge score, the higher the 

number of HF admissions. (Figure 2). 

             To measure the relationship between living alone and the learning needs, the question 

“Do you live alone?” was coded as “no” =1 and “yes” = 0.  As seen in Table 7, there were 

significant positive relationships between self-care maintenance (r=.525, p<0.05), management 

(r=.435, p<.05), confidence (r=.366, p <.05), knowledge level (r=.752, p<.05) and not living 

alone. Thus, not living alone, i.e. living with a spouse or family member (family support) is 
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associated with increased scores of self-care behaviors (maintenance, management, confidence), 

and HF knowledge.  

                 Having three or more comorbidities present revealed significant positive correlations 

(p<.05) with self-care scores (maintenance [r=.391], management [r=.438], and confidence 

r=.504]). There was a non-significant relationship with HF knowledge (p>.05, r= .277). These 

results indicate that that the presence of three of comorbidities is associated with lower self-care 

scores.    

Discussion 

 This study sought to examine the present learning needs of adult patients with HF. 

Findings revealed poor self-care behaviors in all three areas (maintenance, management and 

confidence) as evidenced by low self-care means. The mean score of HF knowledge among 

participants was significantly higher than the mean scores of self-care behaviors, but has room 

for improvement. These findings indicate that patient’s may understand their disease process but 

have difficulty implementing their knowledge into self-care. This supports previous literature 

that has found that patients with HF express difficulty with translating knowledge into 

understanding how to engage in self-care activities and behaviors (Harkness, Spaling, Currie, 

Strachan, & Clark, 2015). 

Demographics 

 Gender differences were slightly notable with a higher percentage of male participants 

versus female. Although not explored in this study, previous literature has shown no consistent 

gender-specific differences in self-care practices (Reigel, Dickson, Kuhn, Page & Worral-Carter, 

2010). Employment status, marital status, income and level of education had a relatively even 

range of distribution. Likely related to the geographic location of the hospital, there were a 
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higher amount of elderly participants (average age was 70), as well as number of retired 

participants (73.8%), therefore resulting in a higher number of participants who had health 

insurance (Medicare). Surprisingly, even though most participants had some form of health 

insurance (81%), self-care behaviors were still alarmingly low. This implies that poor self-care is 

probably not related to the lack of health insurance, according to this particular patient 

population.  

Learning needs 

 Areas of strength. Although self-care behavior scores were less than ideal, there were 

several areas of self-care and knowledge wherein participants reported proficiencies. The 

majority of participants reported they performed the following self-care activities well 

(frequently or always): 1) keeping doctor’s appointments (93%), using a pill box or reminder 

system to take medications (81%), call their doctor or nurse for guidance if they notice swelling 

or shortness of breath (67%), and are confident in following the treatment advice given to them 

(57%). Additionally, 100% of participants stated they never or only sometimes forget to take 

their medications. These findings are comparable to conclusions in a systematic review which 

revealed HF patients reported greatest adherence to keeping follow up appointments and taking 

medication as prescribed (McEntee et al., 2009).  

 Medication compliance. Medication nonadherence in HF is usually related to an 

increased risk of clinical effects like mortality and hospitalization (Moser et al., 2012). The 

results of this study suggest that patient’s adhere well to medication regimens, are comfortable 

following the advice they are given, and seek help when needed. Consistent with previous 

literature, adherence was also reported with medications (Mart et al., 2013). Heart failure 

patients should be able to identify the dosage, frequency, and reason for taking the medication. 
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They should also be able to read labels, open bottles, and distinguish physical traits of their pills. 

These abilities are useful in the self-management of medications, particularly in the elderly 

population (Hope, Jingwe, Tu, Young & Murray, 2004).  

 Symptom recognition. The most common sign that provokes emergency department 

visits among HF patients is dyspnea (Moser et al., 2012). Participants in this study indicated that 

they were knowledgeable about the signs and symptoms of HF by recognizing that shortness of 

breath or difficulty breathing is an indication of worsening HF (100%). This finding does not 

support the literature which reveals that older adults (age 73 or older) have more difficulty 

distinguishing and interpreting symptoms such as shortness of breath (Moser et al., 2012). 

Additionally, in a previous study, knowledge on how to identify symptoms was high but not 

satisfying (Stromberg, 2005). It is important to consider that although all of the participants 

recognize shortness of breath as a primary sign of worsening HF, 24% of patients reported in the 

self-care management subscale that they do not recognize swelling or shortness of breath as a 

symptom of HF.  

 Knowledge strengths. The majority of participants revealed they understood the 

following characteristics of HF: 1) Sodium causes water retention (100%); 2) Diuretics remove 

water from the body (88%); 3) Heart failure patients should not eat a high-salt diet (100%); 4) 

Heart failure is a condition in which the heart is not able to pump blood through the body in 

sufficient amounts (95%); and 5) smoking is bad for you if you have HF (100%). Consistent with 

previous literature, HF patients were able to accurately describe the mechanisms of HF and 

recognized that a high-salt diet was bad for them (McEntee et al., 2009; Stromberg, 2005).  It is 

important to value that increased knowledge does not always correlate with improved adherence, 

however, it is assumed that education improves knowledge, which therefore accomplishes higher 
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self-care behaviors (Stromberg, 2004). It is evident that the study sample understands some key 

characteristics of HF, however, further teaching may be required regarding how these 

fundamentals are translated into the form of self-care and how they lead to HF decompensation if 

not fully comprehended. 

  Other areas of interest. Other areas of self-care and knowledge that participants scored 

adequate in were 1) checking your ankles for swelling (48%), identifying that short-term weight 

gain is one of the signs of worsening HF (55%), and recognizing HF medications can be taken 

with or without food (52%). In previous studies, patients were able to recognize swelling and 

weight gain as early signs of exacerbation (McEntee, 2009).  

 Low-performing areas. The mean scores of self-care in this study were below 

satisfactory (less than 70% in each scale). Less-than desirable adherence to individual HF self-

care recommendations has been described previously (Marti et al., 2012). The poorest areas of 

self-care maintenance were: 1) weighing yourself daily (40% never or rarely, 43% sometimes), 

2) doing some physical activity (40% never or rarely, 50% sometimes), and eating a low salt diet 

(25% never or rarely, 55% sometimes). Similarly, in previous studies, HF patients have reported 

the lowest adherence with exercise, daily weighing, dietary guidelines such as salt restriction, 

and fluid restriction (McEntee et al., 2009).  

 Understanding their diagnosis. One particular aspect of this study that was incidentally 

measured was the amount of participants who were unaware that they had “Heart Failure, or 

“Congestive Heart Failure”. Of the 42 participants surveyed, 14 individuals (33%) could not 

certainly say they had the diagnosis, even though it was documented in their medical history 

record. Several participants stated they “think” HF is what they have, confirming they had “heart 

problems”, but did not recognize the term “Heart Failure” or “Congestive Heart Failure” 
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specifically. Often, after the words “swelling”, or “shortness of breath” were spoken to describe 

their disease process during the pre-study interview, the patient could then confirm this is what 

they have. These results support previous findings that a large percentage of HF patients are 

likely not aware of their diagnosis and know little about their disease (Lambrinou et al., 2014). In 

one study, 20% of patients with moderate to severe HF did not know they had been diagnosed 

with HF (Stromberg, 2004). This lack of awareness could indicate the need for increased 

teaching when defining their disease process and differentiating it from other heart-related 

problems such as heart attack or arrhythmia.  

 Sodium restriction. In relation to not eating a low-salt diet, 71% of participants report 

they are not likely to reduce salt in their diet if they develop swelling or shortness of breath. 

Interestingly though, 100% of participants acknowledged that salt causes water retention as well 

as they should not be eating a high-salt diet. These findings may indicate a lack of knowledge 

regarding the benefits of eating a low-salt diet, and its impact on HF decompensation. A previous 

study has shown that patients who self-report following a low-salt diet had better health 

outcomes compared to those who reported never following a low-salt diet (Song, Moser, Kang, 

& Lennie, 2016). 

 Daily weights. Researchers have remarked that the amount of patients that weigh 

themselves daily and record their weights in a logbook, as recommended in HF guidelines, is 

very low and the majority of patients do not understand the importance of daily weighing 

(Caldwell, Peters & Dracup, 2005; Stromberg, 2005). Additionally, more than half of patients 

with HF do not weigh themselves daily (Lee et al., 2015). In relation to participants reporting 

low adherence to performing daily weights, only 55% of participants in this study reported the 

fact that short-term weight gain is a primary sign of worsening HF. The connection between 
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weight gain and HF decompensation may not be fully understood and is important to emphasis in 

patient teaching. It is important to consider that although patients do not weigh themselves daily, 

does not indicate they are not aware of this fact. For example, many patients may not be able to 

afford a weight scale.  

 Fluid intake. In a previous study, 39% of HF patients discharged from the hospital had 

premature clinical decompensation due to failure to restrict fluid (Wang, Lin, Lee, & Wu, 2011). 

The results of the current study showed that participants may not fully understand the importance 

of fluid restriction in the management of their disease, as indicated by 71% of participants 

reporting that HF patients should drink as much water as healthy people. This result is consistent 

with a previous study which revealed that one third of patients believe they should drink a lot of 

fluids (Stromberg, 2005). Additionally, only 9% of participants in this study were either likely or 

very likely to decrease their fluid intake if they were experiencing shortness of breath or 

swelling. Although fluid restriction is not recommended for all HF patients according to the 

HFSA guidelines, it may be considered in patients that have difficulty preventing fluid retention 

despite high use of diuretics and restriction of sodium (Heart Failure Society of American, 2010).  

 Physical activity. Previous studies have suggested that most HF patients have more 

difficulty adhering to exercise than compared to other areas of self-care (Marti et al., 2012). In 

congruence with this, only 9% of participants in this study reported doing some sort of physical 

exercise either frequently or daily and 57% of participants believed they should not perform 

exercise regardless of the severity of their HF. These findings suggest that many patients may not 

recognize the importance of physical activity. Nonadherence to exercise has been found 

associated with increased risk of HF readmission and mortality and according to the AHA and 
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ACC, exercise is a beneficial adjunct to treatment for patients with current of prior symptoms of 

HF (Moser et al., 2012; Reigel et al., 2009).  

 Self-care confidence. Of the three scales, self-care confidence was the least proficient 

area of self-care among participants (overall mean = 17.7%). A total of 36 participants (85%) 

were only somewhat confident, or not confident at all that they could keep themselves free from 

HF symptoms. In previous studies, the self-care confidence mean was above 60%, suggesting 

moderate self-efficacy (Schnell-Hoehn et al., 2009; Dickson et al., 2015). It has been shown that 

patients who have higher self-care confidence scores not only perceive their health better, but 

also have better quality of life (Britz & Dunn, 2010).  

 Relationship among heart failure admissions, living alone, and comorbidities 

 HF admissions. Less than half of participants of this study were readmitted to the 

hospital for HF within the past 30 days, however, 57.1% reported being hospitalized due to HF 

one or more times within the past year. The results of this study suggest that the less the patient 

knows about their disease (poorer knowledge level), the higher frequency of HF hospital 

admissions. This is consistent with previous literature that has found that patients with a history 

of multiple HF exacerbations accompanied by frequent hospital visits have lower knowledge 

levels and often delay seeking appropriate medical care (Sethares, Chin, & Jurgens, 2014). 

Knowledge is a minimum requirement for the behavior changes and self-care strategies needed 

to avoid frequent hospitalizations and high mortality (Dracup et al., 2014). 

 Living alone. Many patients with HF live alone and are incapable of accessing 

established social services (Reigel et al., 2009). This study reveals a significantly positive 

correlation between lower self-care and knowledge level scores and not living alone. This 

correlation indicates that living without a social support system or caregiver would produce 
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poorer self-care and knowledge level scores, resulting in sub-optimal disease management. 

These findings are consistent with previous research that shows poor self-care has been 

associated with inadequate family support and that supportive environments can provide better 

adherence to treatment (Siabani et al., 2013). Caregivers are a vital contribution to patient’s self-

care and many patients with HF depend on the support of their families or social network 

(Jaarsma, Cameron, Reigel, & Stromber, 2017).   

 Presence of comorbidities. Among the population sampled, there appears to be a 

correlation between poor self-care scores and the presence of comorbidities. This indicates that 

the more comorbidities that exist, the harder it is for patients to perform efficient self-care. In 

previous studies, there have been significant relationships between comorbid conditions and self-

care (Chriss, Shposh, Carlson, & Reigel, 2004; Reigel et al., 2016). Additionally, individuals 

with better-perceived health have reported having less comorbid conditions (Britz & Dunn, 

2010). Confusion about numerous comorbid conditions and difficulty interpreting healthcare 

providers’ instructions for multiple diseases poses barriers to efficient self-care decision making 

(Riegel et al., 2009). 

Limitations 

 This study included a small sample size, which restricts the ability to represent a larger 

population of HF patients and produce higher statistical significance. The study did not test for 

literacy or level of cognition which could skew perception and produce inaccurate reporting. 

Otherwise eligible patients who could not speak, read or write English were not included. There 

was a relatively high refusal rate (45%) affected by several possible factors such as patients with 

limited concentration (elderly), altered mental status, high acuity or general disinterest in 
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participation. Additionally, it is probable that some patients gave imprecise answers due to lack 

of recall or mild cognitive impairment.  

Implications for practice 

  In order to achieve positive health outcomes among patients with debilitating, chronic 

diseases such as HF, it is crucial to first identify the population’s learning needs. This study 

provides important findings on the knowledge deficits among patients with HF and indicates the 

need for increased education, with emphasis on improving self-care. The results of this study will 

be used to provide insight to participating staff members of the hospital of the learning needs of 

patients with HF. Participating staff members will include Registered Nurses, nursing managers, 

nursing administration and physicians. Evidence-based recommendations on future management 

and education of HF will be provided. 

 Specific areas of self-care that would benefit from improved HF teaching are sodium 

intake, physical activity, fluid restriction, monitoring daily weights, symptom recognition, and 

symptom management. Effective education about self-care focuses on providing patients with 

the skills they need for successful management of their disease, not simply the knowledge 

(Moser et al., 2012). Furthermore, identifying factors associated with HF self-care and 

knowledge levels could be of high practical relevance for health-care providers as it serves as the 

first step in determining what patient characteristics need to be targeted in patient teaching 

(Sedlar et al., 2017). 

 The use of the chronic care model can be used to drive HF management by providing 

self-care support and education within the health care system. The goal is to maximize clinical 

outcomes by creating positive interactions between a multidisciplinary health care team and a 

stimulated patient (Beckelman et al., 2013). Future recommendations to improve self-care and 
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bridge the knowledge gap among HF patients should be aimed at the use of evidence-based care 

models. In order to boost patient engagement during HF education, it is crucial to formulate a 

patient centered approach tailored to the learning needs of the individual (Ong et al., 2017).  

 Heart failure care models, also called DMP’s, are inspired by the chronic care model and 

have traditionally focused outpatient-based approaches to HF management. The focus lately has 

shifted toward multidisciplinary programs. These programs concentrate on clinical pathways or 

nurse navigator programs from the time of hospital admission to discharge and the transition of 

care from inpatient to outpatient (Comin-Colet et al., 2016). 

 Patient education and self-care are integral parts of HF care models. Evaluation and 

promotion of self-care skills is crucial in executing a successful management system 

(Andrikopoulou, Abbate, & Whellan, 2014). By identifying high risk patients and helping 

patients and clinicians comply with proven treatment strategies, quality of care and improved 

health outcomes can be achieved. 

Conclusion 

 The findings of this project recognize the crucial need for improved disease management 

among patients with chronic HF. Although the population demonstrated adequate knowledge of 

their disease process in some key areas, poor self-care behaviors were identified among most 

individuals and it is evident that significant knowledge deficits exist.   

 Improving self-care behaviors can be obtained through effective screening and by initiating 

an active engagement between health care teams and the patient. Achieving positive health 

outcomes among HF patients is attainable with the use of care models that foster a 

multidisciplinary approach. The use of HF care models and disease management programs have 

been shown to improve self-care capabilities and improve knowledge.  
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Appendix A 

Self-Care of Heart Failure Index 

Think about how you have been feeling in the last month as you complete these items.  

 

Section A – MAINTENANCE 

Listed below are common instructions given to persons with heart failure. How routinely do you do the following? 
 

 Never or 

rarely 

Sometimes Frequently Always or 

daily 

1.   Weigh yourself? 1 2 3 4 

2.   Check your ankles for swelling? 1 2 3 4 

3.   Try to avoid getting sick (e.g., flu shot, avoid ill 
people)? 

1 2 3 4 

4.   Do some physical activity? 1 2 3 4 

5.   Keep doctor or nurse appointments? 1 2 3 4 

6.   Eat a low salt diet? 1 2 3 4 

7.   Exercise for 30 minutes? 1 2 3 4 

8.   Forget to take one of your medicines? 1 2 3 4 

9.   Ask for low salt items when eating out or visiting 
others? 

1 2 3 4 

10. Use a system (pill box, reminders) to help you 
remember your medicines? 

1 2 3 4 

 

Section B - MANAGEMENT 

Many patients have symptoms due to their heart failure. Trouble breathing and ankle swelling are common symptoms of 
heart failure.  
 
In the past month, have you had trouble breathing or ankle swelling? Circle one. 

0) No 

1) Yes 

 
Listed below are remedies that people with heart failure use. If you have trouble breathing or ankle swelling, how likely 
are you to try one of these remedies? 

 
(Circle one number for each remedy) 

 Not Likely Somewhat 

Likely 

Likely Very Likely 

1. Reduce the salt in your diet 1 2 3 4 

2.     Reduce your fluid intake 1 2 3 4 

3.     Take an extra water pill 1 2 3 4 

4.     Call your doctor or nurse for guidance 1 2 3 4 
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5. Think of a remedy you tried the last time you had trouble breathing or ankle swelling,   
(Circle one number) 

 I did not try 

anything 

Not Sure Somewhat 

Sure 

Sure Very Sure 

How sure were you that the remedy 

helped or did not help? 0 1 2 3 4 

 

Section C- CONFIDENCE 

In general, how confident are you that you can:  

 

 

 

 

 

 

 

 

 

 

 

 Not 

Confident 

Somewhat 

Confident 

Very 

Confident 

Extremely 

Confident 

1. Keep yourself free of heart failure 
symptoms? 1 2 3 4 

2. Follow the treatment advice you have been 
given? 1 2 3 4 

3. Evaluate the importance of your symptoms? 
1 2 3 4 

4. Recognize changes in your health if they 
occur? 1 2 3 4 

5. Do something that will relieve your 
symptoms? 1 2 3 4 

6. Evaluate how well a remedy works? 1 2 3 4 



AN EXPLORATION OF LEARNING NEEDS  47 
 

Appendix B 

The Japanese Heart Failure Knowledge Scale 

 
Please circle “True” or “False” for the following questions. 
 

1) Exchange of oxygen and carbon dioxide occurs in the heart True False 
2) Heart Failure is a condition in which the heart is not able to pump blood through the 

body in sufficient amounts 
True False 

3) Difficulty breathing and shortness of breath are symptoms of Heart Failure True False 
4) One of the symptoms when the lungs become congested with fluid is shortness of 

breath 
True False 

5) Some patients with severe Heart Failure become breathless when they lie flat and 
feel much better when they sit up 

True False 

6) Short-term weight gain is one of the signs of worsening Heart Failure True False 
7) Overwork and stress sometimes cause Heart Failure to get worse True False 
8) Sodium causes water retention True False 
9) Diuretics remove fluids from the body True False 
10) Heart Failure patients are discouraged from taking medications without food True False 
11) Heart Failure patients had better drink more water than healthy people True False 
12) Heart Failure patients had better take a high-salt diet True False 
13) Smoking is good for patients with Heart Failure because it promotes the circulation 

of blood 
True False 

14) Heart Failure patients should not perform exercise regardless of their severity of 
Heart Failure 

True False 

15) Heart Failure had better take a hot bath to promote blood circulation True False 
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Appendix C 

Demographic and Health History Questionnaire 

 

To answer the questions you will mark an “x” in the bracket [ ] or you will need to write in your answer. 

 

Demographics 

 
1.  What is your age? ________ 

 

2.  Are you? 

     [  ] Male 

     [  ] Female 

 

3.  Are you Hispanic, Latino/a, or Spanish origin? 

     [  ] Yes 

     [  ] No 

 

4.  Which one of these groups would you say best represents your race? 

     [   ] White  

     [   ] Black or African American  

     [   ] Asian 

     [   ] Native Hawaiian or Other Pacific Islander 

     [   ] American Indian or Alaska Native 

     [   ] Other 

 

5.  Are you…? 

   [  ] Married 

   [  ] Divorced 

   [  ] Widowed 

   [  ] Separated 

   [  ] Never married 

 

6.  What state do you reside in? _____________________ 

   

7.   What city do you live in? _______________________ 

 

8. What is the highest grade or year of school you completed? 

      [  ] Grades 9 through 11 (Some high school) 

      [  ] Grade 12 or GED (High school graduate) 

      [  ] College 1 year to 3 years (Some college or technical school) 

      [  ] College 4 years or more (College graduate) 

 

9. Are you currently...? 

      [  ] Employed  

      [  ] Self-employed 

      [  ] Out of work for 1 year or more 

      [  ] Out of work for less than 1 year 

      [  ] A student 

      [  ] Retired 

 

 

10. Is your annual household income from all sources--   

      [  ] Less than $10,000 

      [  ] Less than $15,000 ($10,000 to less than $15,000) 

      [  ] Less than $20,000 ($15,000 to less than $20,000) 

      [  ] Less than $25,000 ($20,000 to less than $25,000) 

      [  ] Less than $35,000 ($25,000 to less than $35,000) 

      [  ] Less than $50,000 ($35,000 to less than $50,000) 

      [  ] Less than $75,000 ($50,000 to less than $75,000) 

      [  ] $75,000 or more 
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Health Care Access 

The following questions concern your access to health care: 

 

1. Do you have any kind of health care coverage, including health insurance, prepaid plans such as 

      HMOs, or government plans such as Medicare, or Indian Health Service? 

      [  ] Yes 

      [  ] No 

 

2. Do you have Medicare? (Medicare is a coverage plan for people 65 or over and for certain  

      disabled people.)  

      [  ] Yes 

      [  ] No 

 

3. Do you have one person you think of as your personal doctor or health care provider?  

      [  ] Yes, only one 

      [  ] More than one 

      [  ] No 

    

 

 4. Was there a time in the past 12 months when you needed to see a doctor but could not because 

       of cost? 

       [  ] Yes 

       [  ] No 

 

5. About how long has it been since you last visited a doctor for a routine checkup? [A routine 

      checkup is a general physical exam, not an exam for a specific injury, illness, or condition.] 

      [  ] Within past year (anytime less than 12 months ago) 

      [  ] Within past 2 years (1 year but less than 2 years ago) 

      [  ] Within past 5 years (2 years but less than 5 years ago) 

      [  ] 5 or more years ago 

      [  ] Never 

 

6. Have you delayed getting needed medical care for any of the following reasons in the past 12  

      months? Select the most important reason. 

      [  ] You couldn’t get through on the telephone 

      [  ] You couldn’t get an appointment soon enough 

      [  ] Once you got there, you had to wait too long to see the doctor 

      [  ] The (clinic/doctor’s) office wasn’t open when you got there. 

      [  ] You didn’t have transportation 

      [  ] No, I did not delay getting medical care/did not need medical care 

 

Health History 

The following questions relate to Heart Failure and your health history: 

 

1.   Would you say that in general your health is -- 

      [  ] Excellent 

      [  ] Very good 

      [  ] Good 

      [  ] Fair  

      [  ] Poor 

 

2. How long have you been told you have Heart Failure or Congestive Heart Failure? 

 [  ] 1 year or less 

 [  ] 2-5 years 

 [  ] 6-10 years 

 [  ] 11-20 years 

 [  ] More than 20 years 



AN EXPLORATION OF LEARNING NEEDS  50 
 

 [  ] Not sure 

 

3. Have you been hospitalized within the last 30 days for illness related to Heart Failure or Congestive Heart Failure? 

 [  ] Yes 

 [  ] No 

 

4.  How many times in the past 1 year have you been hospitalized for illness related to Heart Failure or Congestive Heart Failure? 

 [  ] None 

 [  ] 1 time 

 [  ] 2 times 

 [  ] 3-5 times 

 [  ] More than 5 times 

 [  ] Not sure 

 

5.  Do you currently, or have you ever had in the past, any of the following? (Select all that apply) 

 [  ] Diabetes 

 [  ] Hypertension (High Blood Pressure) 

 [  ] Coronary Artery Disease (Plaque build-up in your heart’s arteries) 

 [  ] Heart Attack 

 [  ] Hyperlipidemia (High Cholesterol) 

 [  ] Kidney Disease  

 [  ] COPD (Including Asthma) 

 [  ] None 

 

6. Do you live alone? 

 [  ] Yes 

 [  ] No 
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Appendix D 

 The chronic care model, as presented in Figure 1, was created based on a broad literature 

review on best practices, expert opinion and comparison among quality improvement 

interventions in chronic disease management. The model was generated with the aim of bridging 

the gap between best care and traditional care in the setting of rising burden of chronic 

conditions (Gagnon et al., 2011). 

Figure 1. 

 


	Think about how you have been feeling in the last month as you complete these items.
	Frequently
	Always or daily

	Sometimes
	Many patients have symptoms due to their heart failure. Trouble breathing and ankle swelling are common symptoms of heart failure.
	In the past month, have you had trouble breathing or ankle swelling? Circle one.
	5. Think of a remedy you tried the last time you had trouble breathing or ankle swelling,
	Not Confident

