Quality of life – an important parameter of cardiac rehabilitation in heart failure patients
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Abstract
Heart failure is a significant healthcare problem, because of its impact at the individual and populational level, through multiple
rehospitalizations and increased morbi-mortality. At the individual level, the multidimensional impact of this clinical condition and
its treatment on patients' daily lives is reflected in the quality of life (QoL). QoL needs to be accurately measured, because it’s
related to high hospitalization and mortality rates and provides valuable information that cannot be directly obtained using clinical,
biological or imaging measurements. For these reasons, QoL evaluation (global score, subscale scores, answers to various items,
etc.) is a significant parameter for assessing the impact of and for structuring the cardiac rehabilitation programs (exercise training,
nutritional counseling, psychosocial support and interventions, etc). In order to increase the long-term efficiency, these programs
need also to include strategies to optimize and increase adherence to lifestyle changes and to medical therapy.
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Introduction
Heart failure (HF) – a possible end-stage of every
cardiac disease – is found in 1-2% of adults
worldwide and a significant topic in health care.
Moreover, despite significant progress in therapy, the
increased prevalence of HF is dramatic. Living with
HF causes a significant stress that patients have to
cope with [1], frequent rehospitalizations – 4-5 /year
and on average 25% in the first year following
diagnosis- [2], increased comorbidities and high
mortality rate [3]. There are several prognostic factors
– some of them modifiable – that influence the
outcome of HF[4-8]. However, clinical trials have
shown that this disabling condition has a modifiable
course and a large potential for improving using
cardiac rehabilitation programs. These programs vary
but in order for them to be efficient they need to be
multidisciplinary and comprehensive, similar to
rehabilitation programs for other conditions such as
diabetes [9, 10]. Their goals are to recover (and
restore) the physical, social and mental well-being,
thus improving the outcomes and correcting the risk
factors that influene the incidence (and outcome) of
cardiovascular diseases [11, 12].
HF has a detrimental effect on daily routine through
various physical simptoms, psychological reactions
and their treatment, thus lowering the quality of life
(QoL) [13]. WHO [14] defines Quality of Life as
individuals' perception of their position in life in the
context of the culture and value systems in which they

live and in relation to their goals, expectations,
standards and concerns. QoL - defined as the presence
of a physical, mental and social well-being that allows
a fulfilling personal life, not merely the absence of
disease - has become a significant parameter in
healthcare practice and research[15].
Measurement of QoL is a subjective self-evaluation
of the multidimensional impact of clinical status and
therapy in patients' daily life [16, 17]; it does not
reflect objectively the clinical or psychological status
[13], but provides very valuable data that cannot be
obtained using clinical, biological or imagistic
measurement
[5].
Therefore,
the
various
questionnaires that allow measurement of QoL in
patients with HF have become extremely valuable
instruments. The most widely used in clinical trials
and the one who has shown the best psychometrical
qualities is the Minnesota Living with Heart Failure
Questionnaire (MLHFQ)[18, 19]. Using the global
score and various scores that reflect the impact on
physical, emotional and social status, the MLHFQ
allows to measure the current status and to monitor
the evolution of QoL[20].
It is extremely necessary to adequately measure the
QoL because a decrease in OoL is associated with
frequent rehospitalizations and (increases) cost of
healthcare, while the severity of its impairmend is a
strong predictor of mortality and morbidity after
hospital discharge[21]. Therefore, maintaing a good
QoL is as important as survival for patients with

288

progressive chronic diseases[22], including those
with HF.
Moreover, patients with symptomatic HF perceive a
QoL impairment similar to those undergoing dialysis
but greater than those with chronic pulmonar diseases
or chronic arthritis[13, 15]. The level of QoL
impairment increases with the level of HF and
correlates with NYHA class and 6-minute walking
test but not with ejection fraction[13]. The increase in
NYHA class increases the global impairment of QoL
that is additional to decreased physical and emotional
status[13].
QoL is influenced not only by the severity of
symptoms (left ventricular dysfunction, NYHA class
etc.) but also by individual parameters
(demographical – sex, age etc., psychological –
coping with stress, anxiety, depression, mental status,
motivation, personality, behavioral parameters
etc.)[20] and environmental parameters (such as
social, emotional and social support)[23-25].
Severity of symptoms is responsible for 20% of the
decrease in QoL, while psychological factors such as
vitality and mental health account for 34%[13].
Female sex, young age, rural background, low socioeconomic status, lesser education, lack of partner,
anxiety and depression are associated with a higher
decrease in QoL[23]. [QoL is evaluated differently by
the patiens with HF, their doctors and patients with
other chronic conditions [26, 27] .
Several studies/trials have shown that participating in
a cardiac rehabilitation (CR) program is influenced by
several individual and context-related factors such as
male sex, age under 65 years, perceptions about the
program and owning a vehicle. Women tend to report
more physical limitations and depressive symptoms
than men[20], therefore they are more predisposed to
quit
CR
programs
[28].
They
have
personal/intrapersonal reasons (self-reported mental
health, health beliefs), interpersonal reasons (family
caregiver role, work conflicts/conflicts at work),
logistical reasons (transportation, distance), CR
program-related reasons (perception of the objective
of CR, exercise component, inconvenient timing, CR
equipment) and healthcare reasons (financial support
for transportation, long waiting list); some of these
reasons could also be characteristic to men as well.
Therefore, psychological evaluation and counseling
should represent essential components of CR,
especially for patients with depressive symptoms,
because they quit CR more frequently, in addition to

a flexible and modular schedule and improvement in
financial support (for transportation etc.)[29].
Because patients with an active involvement in care
feel they can control disease symptoms and evolution
and therefore have a higher physical status and higher
QoL[25], there have been designed and implemented
programs for self-management. Within these
programs, patiens receive support related to symptom
monitoring, enhancing problem-solvin and decisionmaking skills for medical treatment management and
healthy lifestyle). A meta-analysis by Jonkman and
colleagues has shown the efficiency of these
programs depends on their duration rather on their
content. These programs should include family
members as well and provide tailored solutions that
are accessible and beneficial to patients with low
socioeconomic and educational level[30, 31].
Beside exercise training, nutritional counseling,
psychosocial support and intervention these programs
should include strategies to optimize and increase
adherence to lifestyle changes and medical treatment
in order to achieve sustained benefits for patients in
CR programs, improving their physical and
psychoemotional well-being and terefore increasing
their QoL.
Clinicians should understant the whole range of
issues affecting QoL in patients with HF because the
patients' uncertainty regarding the disease outcome is
as significant as psychosocial aspects.
In conclusion, living with chronic heart disease
requires an important cognitive and behavioral effort
and significantly affects QoL in all patients, subject to
cultural and social factors affecting them. Accurate
measurement of QoL is extremely important because
it provides significant data for the rehabilitation.
Adequate knowledge of resources and demands of
heart failure patients is relevant to the cardiac
rehabilitation process, to the emotional and wellbeing and also has practical consequences in guiding
the therapy. Addressing these, often neglected,
aspects of care can be important to the rehabilitation
process and the emotional and mental well-being of
these patients.
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