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Abstract

Heart failure is a disease that could cause a significant medical burden. This study aims to determine the relationship between social support and self-
care behaviour among heart failure patients. Thirty patients from a Clinical Training Centre participated in this cross-sectional study. Instruments used
in the study were the Multidimensional Scale of Perceived Social Support (MSPSS) and The European Heart Failure Self-care Behaviour Scale-9 item
(EHFSCBC). The results showed that there was a relationship between social support and self-care behaviour (r=0.40, p<0.05). Awareness of the
impact of social support on self-care behaviour is vital for heart failure patients and their families.
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1.0 Introduction

At present, approximately 26 million people worldwide are living with heart failure (Ponikowski et al., 2014). Limited single-centre data
in Malaysia and Singapore suggest that the prevalence of heart failure in Southeast Asian countries is higher compared with countries
globally (4.5-6.7% vs 0.5-2%, respectively) (Lam, 2015; Ponikowski et al., 2014). Symptom management was identified as a top priority
for end of life patients with a chronic illness, including those with heart failure (Singer, Martin & Kelner, 1999; Stanek et al., 2000). Non-
pharmacological interventions of symptoms of chronic heart failure include self-care reinforcement on maintaining health in daily
activities (National Heart Foundation Information, 2012). Self-care for heart failure patients is generally defined as a health monitoring
and disease management practice in which outcomes and behaviours result in maintained stability, identification of changes in condition,
and detailed responses (Riegel & Dickson, 2008; Riegel, Jaarsma & Stromberg, 2012).

Evidence showed that there are positive relationships between perceived social support and hospital readmissions, following
treatment plans, and better self-care (Chan et al., 2019; Sayer et al. 2008). Furthermore, Gallagher, Luttik, and Jaarsma (2011) explained
partners who provide a high level of support might actively promote heart failure patients’ self-care. A few studies also found that a
supportive environment was crucial to create positive emotions and to improve self-care management in patients with chronic heart
failure (Ming et al., 2011; Sebern & Riegel, 2009). Thus, it is crucial to understand the relationship between social support and heart
failure patients' self-care and whether these patients are receiving adequate social support from family members, friends, and others.
However, in Malaysia, the influences between social support towards self-care behaviour are not yet determined. The specific objectives
of this study were as follows: (i) to determine the differences between demographic variables with social support and self-care behaviour
and (ii) to establish the relationship between social support and self-care behaviour among heart failure patients.
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2.0 Literature Review

Heart failure is defined as the abnormal condition in which disturbed cardiac performance is primarily responsible for the inability of the
heart to pump blood at a rate appropriate with systemic metabolic requirements (Mason, 1976). Currently, heart failure is one of the
primary cardiovascular diseases (Heo et al., 2008) and a leading cause of death and illness in Asia (Sakata & Shimokawa, 2013). Some
of the common risk factors of heart disease include hypertension, diabetes, high cholesterol level, and smoking (Gordon & Kannel, 1982;
Kannel & McGee, 1979; Gordon et al., 1977). The symptoms of pain, oedema, constipation, nausea, dyspnea, sleep disturbance and
psychological distress were also often reported in heart failure patients (Albert et al., 2009; Barnes et al., 2006; Bekelman et al., 2007;
Carels et al., 2004). In addition to the distressing physical symptoms of heart failure, its psychosocial effects have been widely reported,
especially on well-being (Brannstrom et al. 2006).

Social support is defined as a process of interacting with others (Gottlieb, 2000), which includes emotional and informational support,
physical support, affectionate support, and positive social interaction (Sherbourne & Stewart, 1991). Without assistance from
surroundings, this will create stress and give patients a significant impact on their life. According to Mahrer-Imhof, Hoffman, and
Froelicher (2007), patients commonly have a positive relationship with their spouses. This scenario is also similar in a study by Chan et
al. (2019) in which they reported that participants had received high social support from a spouse (41.1%), followed by family (24.8%)
and friends (21.4%). This element of social support is essential and can bring a positive effect, such as in improving self- care, able to
give full commitment towards treatment plans, and to reduce ward admissions (Chan et al., 2019; Sayer et al. 2008).

Self-care is ‘a range of care activities deliberately engaged throughout life to promote physical, mental, and emotional health,
maintain growth, and prevent disease performed by the individual on their behalf, for their families, or communities, and includes care
by others’ (Godfrey et al., 2011). Self-care behaviours in heart failure include compliance to medication, exercise, and diet plans, leading
a healthy lifestyle and preventing obesity, controlling the signs and symptoms of the illness (Riegel et al., 2009). However, self-care is
frequently difficult for patients and several studies reported that patients struggle to perform self-care because of depression, comorbid
conditions, sleep disturbances, poor health literacy, problems with healthcare systems and impaired cognition (Riegel et al., 2009; Jones
etal., 2012)

The American College of Cardiology Foundation and the American Heart Association stated that self-care in heart failure is the key
to improve life quality and reduce mortality rates (Yancy et al. 2013). Gallagher, Luttik, and Jaarsma (2011) believe that social support
can have an impact on better self-care to heart failure patients. A study reported that improvements in perceived social support enhance
self-care behaviours in heart failure patients (Khaledi et al. 2015). A study by Daus et al. (2018) reported that social support significantly
moderated the relationship between comorbidities and self-care in which social support accounted for 6% of the variance in self-care
maintenance and 8% of the variance in self-care monitoring. Additionally, a study by Gallagher, Luttik & Jaarsma (2011) also reported
that high social support is associated with better self-care behaviour in aspects of medication adherence, exercise, weight consultation,
and restricting fluids intake.

3.0 Methodology

3.1 Study Design
A cross-sectional design was selected for this study. The proposed study was conducted at a public university’s clinical training centre
in Sungai Buloh, Malaysia.

3.2 Sample Size and Sampling

Participants selected were patients that were diagnosed with heart failure. Purposive sampling method was chosen for this research
with a sample size of 30. Roscoe (1975) stated that for a cross-sectional study, a minimum of 30 participants is required. The inclusion
criteria of participants for this study are 1) heart failure patients aged 18 years old and above and are classified as class Il, lll or IV
according to the New York Heart Association (NYHA) functional classification, 2) participants should also be able to understand English
as the original language of the instruments are in English, 3) participants must have a Left Ventricular Ejection Fraction (LVEF) rate of
below 40%. Heart failure patients who have physical disabilities or have been diagnosed with any mental illnesses are excluded from
the study.

3.3 Instruments

All authors of the instruments adopted for this study gave their permission for use. Two instruments used for this study are The
Multidimensional Scale of Perceived Social Support (MSPSS) and The European Heart Failure Self-care Behaviour Scale (EHFSCBS)
-9 item.

The MSPSS is an assessment to assess an individual's perception of the social support that the one receives from family, friends,
and significant others. It measured by using the 7 points self- rating Likert scale (ranging from 1= Very strongly disagree- 7=Very strongly
agree) and can be completed in 10 minutes or less. The scoring is done by summing the total score. The overall score can be calculated
by adding all the 12 items and then dividing by 12. In general, a higher score indicates higher perceived social support(Zimet, Dahlem,
Zimet & Farley, 1988). In addition to this, any mean scale score ranging from 1 to 2.9 could be considered low support; a score of 3 to
5 could be regarded as moderate support; a score from 5.1 to 7 could be viewed as high support. Most investigations have revealed
MSPSS to be a three-factor construct that demonstrates good to excellent internal consistency and test-retest reliability (Pedersen,
Spinder, Erdman & Denollet 2009; Zimet, Dahlem, Zimet & Farley 1988).
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The EHFSCBS-9 item version is an assessment to assess self-care behaviour in heart failure patients and comprised of nine items
rated on a 5-point scale between 1 (I completely agree) and 5 (I completely disagree). The total raw scores are then converted to a
standardized score from 0 to 100 with a higher score indicating better self-care (Jaarsma, Arestedt, Martensson, Dracup & Stromberg
2009; Wagenaar et al., 2017). This scale has Cronbach alpha's values ranging from 0.69 to 0.93, and the total Cronbach alpha of this
assessment was 0.80, with excellent internal consistency (Vellone et al. 2014). The reliability of this assessment showed a good
coefficient level in three factors, which are 0.77 for the provider- based adherence, 0.82 for the autonomous- based adherence, and
0.95 for consulting behaviours factors (Vellone et al. 2014).

3.4 Data Procedure and Collection

Ethical approval was granted from the Research Ethics Committee, Universiti Teknologi MARA, in Shah Alam, Malaysia. The data was
collected by identifying participants that fulfilled the inclusion and exclusion criteria. The participants were then explained about the study
in detail and asked whether if they would like to participate. Participants who gave verbal consent and have agreed with the terms of
participating in the study were asked to sign a written permission before proceeding to ensure the confidentiality of all the information
gathered. The questionnaires were given to the participant to fill up, and a researcher was present to assist the participants if they had
any difficulty in understanding and answering the questions. Both the questionnaires used in this study are self-administered. Thirty
questionnaires of participants were successfully collected.

3.5 Data Analysis

All the statistical analyses in this study were performed using the Statistical Package of Social Science (SPSS) software version 21. The
data had been analysed for normality, and the results showed that the data is normally distributed (p>0.05). Thus, parametric analyses,
namely T-test, ANOVA, and Pearson, were conducted.

4.0 Findings

4.1 Demographic Data

The total of the participants of this study was 30 heart failure patients, which is consists of 21 males and nine females. 66.7% of the
participants were Malay. Many of the participants were married (n=27, 90%) and had a household income of below RM3855 (n=23,
76.7%). 93.3% (n=28) of participants had an ejection fraction value of 20-40%. The sociodemographic data of participants are shown in
Table 1.

Table 1. Distribution of the demographic characteristic among the participants

Characteristic Frequency (n=30) Percentage %
Gender

Male 21 70.0

Female 9 30.0
Race

Malay 20 66.7

Non-Malay (Chinese and Indian) 10 33.3
Age

30-49 8 26.7

50-69 17 56.7

70 and above 5 16.6
Education

No Formal Education 4 13.3

Primary/Secondary 21 70.0

Tertiary 5 16.7
Marital Status

Married 27 90.0

Single/Widowed 3 10.0
Household Income

<RM3855 23 76.7

RM3865-8319 7 233
Ejection Fraction

<20% 2 6.7

20-40% 28 93.3
Health Status

No illness 5 16.7

Diabetes 10 333

Hypertension 7 233

Both 8 26.7
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4.2 Social Support
Meanwhile, Table 2 shows the mean score of social support. Based on our findings, family support received the highest mean score for
social support. Overall, the participants had high social support.

Table 2. Mean score of social support

Type of Support Mean (SD)
Significant others (spouse, partner) 5.96 (1.41)
Family 6.33 (0.81)
Friends 4.47 (1.40)
Total Score 5.58 (0.86)

4.3 Differences between demographic variables with social support and Self Care Behaviour
All the demographic variables showed no significant differences with social support and self-care behaviour (p>0.05). Table 3 shows
the differences between demographic variables with social support and self-care behaviours.

Table 3 Differences between Demographic Variables with Social Support and Self -Care Behaviour

Social Support Self-Care Behaviour
Variable p-value p-value
Gender 0.10 0.38
Age 0.10 0.37
Race 0.22 0.91
Education Level 0.78 0.80
Household Income 0.50 0.66
Health Status 0.71 0.63

*statistical significance (p<0.05)

4.4 Relationship between Social Support and Self-Care Behaviour
There was a significant positive relationship between social support and self-care behaviour (r=0.40, p<0.05), which indicates a
moderate correlation. Table 4 reports the correlation between social support and self-care behaviour.

Table 4. Relationship between Social Support and Self-Care Behaviour

Variables Social Support (r-value)

Self-Care Behaviour (r-value) 0.40*

The statistical coefficient refers to Pearson’s correlation coefficient.
*statistical significance (p<0.05)

5.0 Discussion

5.1 Social Support

This study reveals that family support has the highest mean score when compared to other sources of support, followed by significant
others. As 90% of the participants are married, this is evident that individuals who stay together with their partner or family received
greater support (Sayers et al. 2008). Furthermore, living alone can result in lower levels of social support (Arestedt et al., 2013). Besides
family support, a study by Mahrer-Imhof, Hoffman, and Foelicher (2007) also reported that social support from a spouse has a high
impact on heart failure patients' self-care and wellbeing. Additionally, a study by Gallagher, Luttik, and Jaarsma (2011) reported that
most patients rated their partners’ support at a high level for practical support (82%), emotional support (87%), and attention to symptoms
(95%). The types of social support that are given to heart failure patients include emotional or informational support, tangible support,
affectionate support, and positive social interaction (Yunus and Sharoni, 2016).

5.2 Differences in demographic data on Social Support and Self Care Behaviour
Based on this study’s findings, demographic variables with social support showed no significant differences. This result is in line with
previous studies by Yunus and Sharoni (2016), who also reported that in their study, age, gender, race, education level, and disease
duration did not influence and give any impact to social support.

This study also found out that there were no significant differences between self-care behaviour with gender, age, race, income,
educational level, and health status. This is because there was a small number of participants in the study. Thus, most of the groups
within variables had to be recategorised (e.g., for race, instead of Malay (n=20) Chinese (n=6) and Indian (n=4) respectively, the
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researcher reclassified to Malay and Non-Malay for analysis). This result is similar to a study by Gallagher, Luttik, and Jaarsma (2011)
that reported that no demographic or clinical characteristic was associated with self-care behaviour.

5.3 Relationship between Social Support and Self-Care Behaviours

Social support and self-care behaviour were found to have a moderate correlate in this study (r= 0.40, p<0.05). A study by Khaledi et
al. (2015) and Gallagher, Luttik and Jaarsma (2011) also reported similar findings that showed a positive relationship between perceived
social support with self-care behaviour, the higher the perceived social support, the better the self-care behaviour among heart failure
patients. The individual who received tremendous social support was able to accomplish healthy self-care behaviours.

5.4 Limitation and Recommendations of the study

There are a few limitations to the study. The sample size of the study is relatively small; hence, most of the groups within the variables
had to be recategorised for analysis. Although it was normally distributed, a small size can limit the generalization of the population. It
is recommended to conduct similar research on a larger scale and investigate the prevalence of heart failure patients in Malaysia.
Another limitation was that the research instruments were not available in the Malay language. This made it difficult to recruit participants
as many of the heart failure patients were unable to understand English and must be excluded from this study.

Future recommendations for this study are to include measures of functional status, psychological well-being, and quality of life of
heart failure patients as self-care behaviour is depended on several factors. Investigation of the types of social support given to the
patients, such as financial support, is also warranted as it could also influence self-care behaviours. Self-efficacy of patients should also
be investigated as it is an essential factor for an older adult to maintain health and improve quality of life to preserve their daily living
with better health-promoting behaviour despite the iliness that they have (Mohamad, Abdul Mulud, Ibrahim, & Damanhuri, 2019).

6.0 Conclusion

Considering the findings of the present study, and regarding the role of social support towards self-care behaviour, it is essential to
improve awareness and education of the importance of establishing good social support for patients with heart failure. Caregivers,
especially family members and partners, should be involved in the management and care of heart failure patients.
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