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Background: Self-care behavior is essential for achieving good outcomes among patients 

with heart failure. Understanding the factors associated with self-care over time is important 

for the provision of appropriate and targeted interventions. However, little is known regarding 

the changes and factors associated with post-discharge self-care behaviors among Chinese 

patients with heart failure.

Objective: To investigate the changes and factors of self-care behaviors during the first 3 months 

following discharge among patients with heart failure in the People’s Republic of China.

Methods: A descriptive design with a convenience sample was utilized in this study. Patients 

(N=128) from two hospitals, West China Hospital and Angjin Hospital, in Chengdu, People’s 

Republic of China, were recruited from June 2013 to June 2014. The instruments used in the 

study included the following: the Social Support Rating Scale, the Hospital Anxiety and Depres-

sion Scale, the Self-Efficacy for Managing Chronic Disease 6-Item Scale, and the European 

Heart Failure Self-Care Behaviour Scale. Multivariate linear regression analyses were used to 

identify the factors related to self-care behaviors at baseline, 1 month, and 3 months following 

discharge.

Results: Patients’ self-care behaviors were poor and decreased significantly over time (F=4.09, 

P,0.05). The factors associated with self-care behaviors at baseline included the following: 

education level, comorbidities, and social support. The factors related to self-care behaviors at 

1 and 3 months following discharge included the following: education level, comorbidities, social 

support, and self-efficacy. The variances in self-care behaviors attributed to these factors were 

43%, 46%, and 42% at baseline, 1 month, and 3 months following discharge, respectively.

Conclusion: Additional support should be provided to patients with heart failure with low 

educational levels and patients with multiple comorbidities. Follow-up, continuity of care, and 

family caregiver integration following discharge are necessary for the said patients to improve 

their self-care behaviors and obtain better outcomes.
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Introduction
Heart failure (HF) is a group of complicated syndromes resulting in frequent 

hospitalizations, high mortality rates, and reduced quality of life.1 In the People’s 

Republic of China, over four million patients are afflicted with HF.2 The readmission 

rate associated with HF has been as high as 58.4% in a year.3

In Western countries, HF readmissions are one of the primary causes of health care 

spending.4 Approximately 23% to 31% of readmissions may have been prevented via 

improved self-care, including improved medication adherence, early symptom recogni-

tion, and timely responses to escalating symptoms.5 Improvements in self-care among 
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patients with HF are important with respect to patient out-

comes. The effect of self-care on patients’ health outcomes 

is comparable with that of medical therapy.6,7 Effective 

self-care behavior has been linked to better health status, 

reduced readmission rates,8 decreased mortality rates,8 and 

lower health care costs.9

In spite of the vital role played by self-care in the manage-

ment of HF, many factors affect self-care among patients with 

HF, including patient characteristics (eg, age, health literacy, 

socioeconomic status, symptoms, and comorbidities),10,11 

social support, psychological status (eg, depression and 

anxiety),10,11 and self-efficacy.12 Additionally, a lack of dis-

charge planning and follow-up, as well as inadequate patient 

and caregiver education, is associated with poor self-care.13,14 

In the People’s Republic of China, a single study from Beijing 

determined that social support and psychological status were 

the primary factors influencing self-care behaviors among 

patients with HF.15

The literature from Western countries has demonstrated 

that self-care behavior is essential for achieving good 

outcomes for patients with HF.8,9 However, self-care in 

both US and European populations with HF is not ade-

quate.16 As self-care behaviors differ among diverse patient 

populations from different countries,17 it is important to 

understand self-care behaviors from a Chinese perspective. 

To date, little is known regarding the factors associated  

with self-care among Chinese patients with HF. Addition-

ally, there is a lack of available studies exploring changes 

in self-care behaviors over time among post-discharge HF 

patients in the People’s Republic of China. Understanding 

the factors associated with self-care over time is important 

with respect to the provision of appropriate and targeted 

interventions for HF populations at different time points as a 

means of improving their self-care behaviors. Therefore, the 

objectives of this study were to: 1) investigate the changes in 

self-care behaviors among patients with HF in the People’s 

Republic of China at baseline (discharge), 1 month, and 

3 months following discharge and 2) identify the factors 

(demographic characteristics, social support, self-efficacy, 

and psychological status) associated with self-care behaviors 

at the three follow-up time points.

Study design
A cross-sectional descriptive design with a convenience 

sample was utilized in this study. The current survey is a 

secondary analysis. The parent study was an intervention 

for patients with HF (funded by the Science and Technology 

Bureau of Chengdu 2014-RK00-00013-ZF).18 The current 

descriptive study could provide useful information for the 

development of the parent intervention study. The patients 

were recruited from two hospitals, West China Hospital and 

Angjin Hospital, in Chengdu, People’s Republic of China. 

This study was approved by the Ethics Committees of 

Sichuan University and the two hospitals mentioned above 

(K2014041). Written informed consent was provided by all 

patients, who were informed that they could withdraw from 

the study at any time.

Sample
Patients with HF were recruited from June 2013 to June 2014. 

The inclusion criteria were as follows: 1) a primary diagno-

sis of HF for at least 6 months; 2) 18 years of age or older; 

3) The New York Heart Association (NYHA) classifications 

I to III; 4) no major surgery within the last 6 months; and 

5) ability to speak Chinese. Patients with mental disorders 

such as schizophrenia or major depression, as well as patients 

with severe cognitive impairment, were excluded. Patients 

with NYHA class IV HF were excluded due to the sever-

ity of their illness. In this study, we used the Mini-Mental 

Status Examination to assess the cognitive function of the 

potential participants.19 The cutoff points for the Chinese 

Mini-Mental Status Examination are based on the patients’ 

educational level as follows: scores of less than 17 (illiteracy), 

20 (primary school), and 24 (junior high school or above) 

were indicative of severe cognitive impairment.20

Measures
Patients’ baseline data were collected upon discharge and 

included their demographic characteristics, social sup-

port, self-efficacy, and psychological statuses. The data 

at 1 and 3 months following discharge were collected 

at clinics and included the patients’ social support, self-

efficacy, and psychological status. We scheduled appoint-

ments with the participants via a telephone call prior to 

their visits. Clinical data were collected from the patients’ 

medical records. The participants completed surveys; survey 

questions were read by the researchers and recorded for the 

patients who could not read or write due to either illiteracy 

or physical limitations. The participants who completed each 

survey received 10 Yuan (~2 US dollars) as a reward.

The instruments used in this study were as follows: 1) A 

demographic survey; 2) the Social Support Rating Scale; 

3)  the Hospital Anxiety and Depression Scale (HADS); 

4) the Self-Efficacy for Managing Chronic Disease 6-Item 

Scale (SES6G); and 5) the European Heart Failure Self-Care 

Behaviour Scale (EHFScBS).
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Demographic questionnaire
The demographic data collected included the following: sex, 

age, education level, marital status, employment, financial 

resources for treatment, monthly income, NYHA classifica-

tion, duration of HF symptoms, and comorbidities.

The social support rating scale
Social support was measured using the 10-item Chinese 

Social Support Rating Scale,21 as well as three subscales, 

including objective support, subjective support, and 

the degree of social support utility. Higher scores were 

indicative of better support with total scores ranging from 

0 to 66. The scale has adequate reliability and validity among 

Chinese patients.22 The test–retest reliability coefficient and 

the internal consistency of the scale were 0.92 and 0.88–0.94, 

respectively.

The HADS
The psychological statuses of the patients were measured 

using the 14-item HADS,23 as well as two 7-item subscales, 

including anxiety and depression. The HADS consists of a 

4-point scale ranging from 0, “not present,” to 3, “consid-

erable.” Higher scores were indicative of higher levels of 

symptoms, with total scores ranging from 0 to 21 for each 

subscale. A score of eight or above indicated that an indi-

vidual suffered from probable symptoms of either anxiety or 

depression. The HADS has adequate reliability and validity.24 

The Chinese version of the HADS has adequate reliability 

and validity among Chinese patients suffering from chronic 

diseases.25

The SES6G
The patients’ self-efficacy was measured using the SES6G,26 

a self-reporting instrument designed to evaluate the degree 

of confidence for patients suffering from chronic disease 

as a means of managing their disease. The SES6G consists 

of a 10-point scale ranging from 0, “not at all confident,” 

to 10, “totally confident.” Higher scores were indicative of 

greater confidence in disease management, with total scores 

ranging from 0 to 60. The scale has adequate reliability and 

validity.26,27 The Chinese version of the SES6G has adequate 

reliability and validity among Chinese patients suffering from 

chronic diseases.28

The EHFScBS
The self-care behaviors of patients with HF were evaluated 

using the 12-item EHFScBS.29 The EHFScBS consists of 

a 5-point scale ranging from 0, “completely agree” to 4, 

“completely disagree.” Total scores ranged from 12 to 60; 

higher scores were indicative of worse self-care behaviors. 

The EHFScBS has adequate reliability and validity in diverse 

populations.30,31 The Chinese version of the EHFScBS has 

adequate reliability and validity among Chinese patients 

with HF.32 The content validity index with the item and the 

scale of the Chinese version EHFScBS were 0.96 and 0.89, 

respectively, with Cronbach’s alpha 0.82.32

Data analysis
The SPSS 17.0 statistical analysis package was used to ana-

lyze the data. Prior to analysis, data entry was checked twice 

by two researchers to ensure accuracy. Descriptive statistics 

were used to describe the patients’ demographic and clinical 

data. Independent t-tests and one-way analyses of variance 

were used to detect self-care differences among subgroups 

of patients’ characteristics. Correlation analyses were used 

to identify relationships among self-behaviors and social 

support, self-efficacy, and psychological status. Multivariate 

linear regression analyses were used to determine the fac-

tors associated with self-care behaviors and the degree of 

variances in self-care behaviors at baseline, 1 month, and 

3  months following discharge. Significant variables from 

the univariate analyses and the correlation analyses were 

entered into the regression models as independent variables, 

and the self-care behavior scores were entered as dependent 

variables. All tests were two-tailed, and P,0.05 was con-

sidered statistically significant.

Results
Among 128 patients who agreed to participate in the study, 

five patients dropped out due to a change of residence (three) 

and changes in contact method (two) at 1 month following 

discharge, another patient withdrew due to physical reasons, 

and two patients declined to participate due to changes in their 

contact methods at 3 months following discharge. A total of 

120 participants completed three sections of the surveys.

Sample characteristics
As shown in Table 1, the average age of the enrolled patients 

was 64.6 years (SD =14.8), and the age range was 23 to 86 

years. More than half of the patients (71.9%) were older 

than 60 years. The majority were men (59.4%), and 103 

patients (80.5%) were married. More than half (53.9%) had 

an educational level equivalent to primary school or below. 

More than half of the patients (58.6%) were employed. 

The majority (80.5%) had medical insurance or some other 

form of insurance for treatment. The majority (81.2%) had 
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increased significantly over time (F=4.09, P=0.017). Higher 

scores on the EHFScBS were indicative of worse self-care 

behaviors. The participants’ self-care behaviors decreased 

during the follow-up period. The worst self-care behavior 

time point occurred at 3 months following discharge.

Differences in self-care behaviors in 
the patients’ subgroups
The univariate analyses demonstrated that there were signifi-

cant relationships between the self-care behaviors and the 

characteristics of the patients, including age, education level, 

monthly family income, and comorbidities (Table 3). Addi-

tionally, patients of older age, with lower education levels, 

lower monthly incomes, and higher numbers of comorbidities 

exhibited higher scores on the EHFScBS, indicating worse 

self-care behaviors (Table 3).

A correlation analysis of self-care 
behaviors and social support, self-
efficacy, and psychological status
A Pearson correlation analyses demonstrated the existence 

of a significant inverse relationship among self-care behav-

ior scores and social support and self-efficacy at baseline, 

1 month, and 3 months following discharge. However, there 

were no significant relationships between self-care behavior 

scores and psychological status at any of the three time points 

(Table 4).

A multivariate regression analysis of 
the patients’ self-care behaviors
Three multivariate linear regression analyses were used to 

determine the factors associated with the patients’ self-care 

behaviors at the aforementioned three follow-up points. The 

EHFScBS scores served as dependent variables. The sig-

nificant variables in the univariate and correlation analyses, 

including the ages of patients, patients’ education levels, 

monthly family income, numbers of comorbidities, social 

support, and self-efficacy at the different time points, were 

entered into the model as independent variables. As shown 

Table 1 Characteristics of patients with HF at baseline (N=128)

Characteristics N (%)

Sex
Male
Female

76 (59.4)
52 (40.6)

Age of patient (years)
#60
61–74
$75

36 (28.1)
52 (40.6)
40 (31.3)

Educational level
Primary school or below
Junior high school
Senior high school
College or above

69 (53.9)
26 (20.3)
12 (9.4)
21 (16.4)

Marital status
Married
Spinsterhood/divorced/widowed

103 (80.5)
25 (19.5)

Employed
Yes
No

75 (58.6)
53 (41.4)

Financial source for treatment
Medical insurance and other insurance 103 (80.5)
Self-support 25 (19.5)

Monthly income (in Yuan)
#1,000 20 (15.6)
1,001–1,999 37 (28.9)
2,000–2,999 47 (36.7)
$3,000 24 (18.8)

NYHA classification
I 41 (32.0)
II 65 (50.8)
III 22 (17.2)

Duration of HF (years)
,1
$1

56 (43.8)
72 (56.2)

Numbers of comorbidities of patients
#1
2
$3

41 (32.0)
51 (39.9)
36 (28.1)

Abbreviations: HF, heart failure; NYHA, New York Heart Association.

Table 2 Changes in scores of self-care at three time points

Time n Self-care
Mean (SD)

F P-value

Baseline 128 28.56 (5.63) 4.090 0.017*
1 month following discharge 123 28.82 (5.57)
3 months following discharge 120 30.41 (5.58)

Note: *P,0.05.
Abbreviation: F, statistic from an analysis of variance.

a monthly income of less than 3,000 Yuan (500 US dol-

lars). NYHA Classification distributions among the patients 

were as follows: Class I, 41 patients (32.0%); Class II, 65 

patients (50.8%); and Class III, 22 patients (17.2%). Most 

of the patients (56.2%) had suffered from HF for more than 

1 year. The majority of patients (68%) suffered from more 

than one comorbidity.

Self-care behaviors among patients 
with HF
As shown in Table 2, the patients’ mean self-care behav-

ior scores at baseline, 1 month, and 3 months following 

discharge were 28.56 (SD =5.63), 28.82 (SD =5.57), and 

30.41 (SD =5.58), respectively. The self-care behavior scores 
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Table 3 Significant differences in self-care behaviors in the patients’ subgroups at three time points

Characteristics of  
patients

Self-care (T0)
Mean (SD)
(n=128)

Self-care (T1)
Mean (SD)
(n=123)

Self-care (T2)
Mean (SD)
(n=120)

Age
#60 23.86 (5.76) 24.80 (6.39) 26.00 (5.54)
61–74 28.43 (5.62) 28.55 (5.44) 30.35 (5.52)
$75 29.06 (3.29) 29.63 (4.13) 31.00 (3.46)
F 7.96** 6.09* 6.87*

Educational level
Primary school or below
Junior high school
Senior high school
College or above
F

31.04 (4.33)
27.41 (5.05)
24.75 (4.51)
24.00 (6.43)
14.91**

31.32 (4.32)
27.81 (5.14)
25.16 (4.32)
24.02 (5.95)
16.06**

32.65 (4.39)
29.64 (5.54)
27.08 (4.72)
25.90 (5.99)
12.49**

Monthly family income (in Yuan)
#1,000
1,001–1,999
2,000–2,999
$3,000
F

32.00 (1.09)
31.67 (3.75)
31.30 (4.14)
27.43 (5.85)
5.56**

32.67 (1.96)
31.44 (3.39)
31.30 (4.10)
27.55 (5.58)
4.52**

34.16 (1.47)
33.17 (3.45)
32.85 (4.69)
29.46 (5.67)
4.83**

Numbers of comorbidities
#1 24.45 (5.31) 25.24 (5.56) 26.63 (5.30)
2 28.57 (3.23) 28.43 (3.37) 30.13 (3.69)
$3 32.75 (0.96) 33.25 (1.25) 34.75 (2.21)
F 39.84** 33.27** 33.48**

Note: *P,0.05, **P,0.01.
Abbreviations: F, statistic from an analysis of variance; T0, at baseline; T1, 1 month after discharge; T2, 3 months after discharge; SD, standard deviation.

Table 4 Correlation analyses of self-care behaviors and social 
support, self-efficacy, and psychological status at three time 
points

Variables Scores of self-care behaviors

T0 T1 T2

Social support (T0) -0.474** -0.469** -0.492**
Social support (T1) -0.459** -0.366** -0.368**
Social support (T2) -0.456** -0.461** -0.383**
Self-efficacy (T0) -0.379** -0.313** -0.331**
Self-efficacy (T1) -0.403** -0.388** -0.461**
Self-efficacy (T2) -0.401** -0.441** -0.450**
Depression (T0) 0.042 0.027 0.009
Depression (T1) 0.033 0.036 0.007
Depression (T2) 0.045 0.037 0.034
Anxiety (T0) 0.044 0.040 0.010
Anxiety (T1) 0.032 0.031 0.015
Anxiety (T2) 0.050 0.038 0.032

Note: **P,0.01.
Abbreviations: T0, at baseline; T1, 1 month following discharge; T2, 3 months 
following discharge.

Table 5 Multivariate analysis of the patients’ self-care behaviors 
at three time points (N=128)

B SE B* t P-value

Factors at T0 (n=128)
Educational level -2.056 0.384 -0.310 -5.349 0.000**
Numbers of comorbidities 2.154 0.324 0.359 6.641 0.000**
Social support -0.344 0.037 -0.487 -9.254 0.000**
Factors at T1 (n=123)
Educational level -1.293 0.387 -0.197 -3.341 0.001**
Numbers of comorbidities 1.197 0.327 0.202 3.662 0.000**
Social support -0.277 0.039 -0.386 -7.185 0.000**
Self-efficacy -1.668 0.291 -0.356 -5.735 0.000**
Factors at T2 (n=120)
Educational level -1.120 0.419 -0.171 -2.676 0.009**
Numbers of comorbidities 1.513 0.356 0.255 4.248 0.000**
Social support -0.201 0.040 -0.287 -4.996 0.000**
Self-efficacy -1.915 0.302 -0.401 -6.343 0.000**

Notes: **P,0.01. Adjusted R2=0.434 at T0, P,0.000. Adjusted R2=0.457 at T1, 
P,0.000. Adjusted R2=0.423 at T2, P,0.000.
Abbreviations: B*, standardized coefficient; T0, at baseline; T1, 1 month following 
discharge; T2, 3 months following discharge.

in Table 5, at baseline, patients’ education levels (b=-0.310, 

P,0.01), numbers of comorbidities (b=0.359, P,0.01), and 

social support (b=-0.487, P,0.01) correlated significantly 

with self-care behavior. In all, 43% of the variances in self-

care behavior were explained by these factors. At 1 and 

3 months following discharge, however, patients’ education 

levels (b=-0.197, P,0.01; b=-0.171, P,0.01), numbers 

of comorbidities (b=0.202, P,0.01; b=0.255, P,0.01), 

social support (b=-0.386, P,0.01; b=-0.287, P,0.01), 

and self-efficacy (b=-0.356, P,0.01; b=-0.401, P,0.01) 
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correlated significantly with self-care behaviors. At both 

1 and 3 months following discharge, the variances in self-

care behaviors accounted for by these factors were 46% and 

42%, respectively (Table 5).

Discussion
We observed that the EHFScBS scores in Southwest China 

were higher than those noted in a previous study in a Western 

country,30 a finding indicative of worse self-care behavior in 

our sample. Culture plays an important role in the development 

of self-care practices.33 Individuals’ experiences, perceptions, 

and behaviors during an illness are influenced by cultural 

norms.34 The poor self-care behavior observed in our sample 

may have been related to the sick role,35 as Chinese patients 

are passive recipients of care as opposed to active participants 

and are more likely be dependent on health care providers and 

family caregivers.35,36 The provision of care and aid for an 

ill family member is of greater importance than self-care; 

therefore, patients may ignore the importance of self-care. 

Meanwhile, self-care behavior is poorer among patients with 

HF in developing countries compared with developed countries 

due to insufficient resources.37 Our study was conducted in an 

underdeveloped district of Southwest China. Therefore, a lack 

of resources may have resulted in poorer self-care behaviors, 

as well as a poor awareness and understanding of HF, among 

Chinese patients.38 For example, most patients have never got-

ten a flu shot and believe that daily weight monitoring makes 

no sense.15 The majority of the patients enrolled in this study 

had no education beyond primary school. Low education levels 

may also explain the poor self-care behaviors noted in our 

sample, as discussed later. Given these findings, cultural values 

must be incorporated into self-care education. Health provid-

ers must provide education for both patients and caregivers 

to enhance their understanding of the importance of self-care. 

Knowledge and skills are also essential for the performance 

of successful self-care. Additionally, health providers should 

recommend and guide appropriate self-care regimens for both 

patients and their caregivers after assessing the said patients’ 

abilities and available resources.

Additionally, we observed that our patients’ self-care 

behaviors declined significantly during the first 3-month 

following discharge. The best and worst self-care behav-

iors were observed at baseline and 3 months following 

discharge, respectively. Although there was a significant 

difference between these results, their clinical significance 

is questionable. However, the results are similar to those of 

a previous study conducted in Beijing.15 The better self-care 

behaviors at baseline may be attributed to the health education 

provided to patients both during their hospitalizations and 

upon discharge. In the People’s Republic of China, patients 

do not obtain transitional care services following discharge. 

Therefore, they are more likely to ignore the importance of 

self-care without the supervision and assistance of medical 

care providers following discharge. The findings of this 

study are reminders of the necessity of promoting self-care 

behaviors following discharge. The strategies intended to 

improve self-care behaviors include nursing education and 

skill training during the follow-up period.

Education level was associated with self-care behavior 

in this study. Patients with higher education levels exhibited 

better self-care behaviors compared with patients with lower 

education levels. These findings were consistent with those of 

previous studies.37,39 Higher education levels are associated 

with better learning capabilities and superior recognition 

of worsening symptoms.40 Additionally, higher education 

levels are linked to high self-efficacy with respect to the 

ability to adhere to self-care regimens;39 therefore, patients 

with higher education levels may more easily engage in self-

care and comply with regimens consistently compared with 

patients with poorer education. In our sample, the majority 

of the patients were older than 60 years of age and had a 

primary school education or below. Additional education and 

interventions are necessary to improve these patients’ self-

care behaviors. Given the interdependence noted above, an 

excellent strategy with which to improve self-care behaviors 

entails the inclusion of family caregivers as they may have 

the power to facilitate self-care regimens.

The number of comorbidities was associated with self-

care behavior at all three time points. The patients with 

more comorbidities exhibited poorer self-care behaviors, 

findings that are similar to those of prior studies.41,42 The 

presence of multiple comorbidities makes it difficult for 

patients to differentiate symptoms of HF from those of 

other comorbidities, which may result in a delay in seeking 

medical assistance for worsening sypmtoms.36,43 Addition-

ally, patients with more comorbidities may be more frustrated 

by the additional costs and increased requirements of self-

care compared with patients with fewer comorbidities.36,43 

In our sample, the majority of our patients had at least one 

comorbidity. Therefore, it is important for medical provid-

ers to help patients recognize the symptoms of existing 

comorbidities beyond HF. Additionally, as it is difficult for 

patients to distinguish the symptoms of HF from those of 

other comorbidities, telemetry and other types of follow-up 

are effective supplements to self-care in terms of safety for 

patients suffering from multiple comorbidities.36
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Social support had correlated positively with self-care 

behaviors, a finding similar to those of previous studies.44,45 

The patients receiving higher levels of social support exhibited 

better self-care behaviors. Social support from family and close 

friends contributes to the development of self-care skills among 

patients with HF.46 Additionally, social support exerts positive 

effects on coping with stress,47 medication compliance,44 and 

dietary adherence.48 Enhancing social support is an effective 

means of maximizing self-care. Due to the absence of suf-

ficient medical resources in the People’s Republic of China, 

the primary support offered to patients following discharge is 

emotional support from family caregivers. Although family 

caregivers play an important role in disease management in 

the People’s Republic of China, knowledge regarding HF 

is poor among Chinese family caregivers49 that may reduce 

the quality of the support provided to patients.50 Therefore, 

health care providers should provide family caregivers with 

the knowledge and skills necessary to care for patients with 

HF. The strategies promoting social support include offering 

continuity of care and providing support groups.

We observed that self-efficacy was associated with 

self-care behaviors at 1 and 3 months following discharge; 

however, there was no significant correlation between self-

efficacy and self-care at discharge, which may be explained 

by the fact that patients improve their self-care during their 

hospitalizations via various resources, including doctors, 

nurses, and other medical staff. However, a significant rela-

tionship was observed between self-efficacy and self-care at 

both 1 and 3 months following discharge. The patients with 

high self-efficacy exhibited better self-care behaviors, a find-

ing that was consistent with those of other studies.39,51 Self-

efficacy may influence medication adherence and responses 

to stress.39 Patients with high self-efficacy are confident in 

their abilities and are more likely to engage in and adhere to 

self-care regimens in spite of obstacles.52 The findings of this 

study indicate that it is important for medical staff members 

to enhance patients’ self-care behaviors to improve their 

self-efficacy during the transition from the hospital to home. 

The strategies intended to promote self-efficacy include the 

following: patients experiencing personal success, providing 

patients with peer role models, and educating both patients 

and caregivers. Medical care providers must utilize these 

hands-on strategies to improve patients’ self-efficacy.

Another finding of our study was that there was no sig-

nificant relationship among self-care behaviors, anxiety, and 

depression, which was inconsistent with the results of previ-

ous studies.10,11 The discrepancies may be related to sample 

inclusion. Patients with NYHA class IV HF were excluded 

from this study because of the severity of their symptoms, 

as they are different from the patients with NYHA classes I 

to III HF. Additionally, patients with NYHA class IV HF may 

suffer from more anxiety and depressive symptoms compared 

with patients with NYHA classes I to III HF. Therefore, our 

inclusion criteria may have affected our results. Additional 

studies are warranted to determine the relationship among 

self-care behaviors, anxiety, and depression among Chinese 

patients with HF.

Limitations
This study was limited by the use of a convenience sample 

recruited from only two hospitals in Chengdu, which may 

have affected the sample’s representativeness. Another 

limitation was that our 3-month follow-up period provided 

information regarding only short-term changes in self-care 

behavior. Moreover, other potential variables such as cog-

nitive function and family relationships must be included 

as these may also affect self-care behavior. Self-reporting 

and recall bias were also limitations of this study and must 

therefore be considered when interpreting our results.

Conclusion
In summary, this study provided information regarding 

self-care behaviors among patients with HF in the People’s 

Republic of China. According to our findings, self-care 

behaviors among the said patients were poor and declined 

significantly over time following discharge. Low education 

levels, more comorbidities, and low social support were asso-

ciated with poor self-care behaviors at baseline, 1 month, and 

3 months following discharge. Meanwhile, low self-efficacy 

was associated with poor self-care behaviors at both 1 and 

3 months following discharge. For patients with HF with 

low education levels and multiple comorbidities, additional 

instructional support and follow-up are warranted. Mean-

while, strategies designed to improve patients’ self-efficacy 

and social support such as providing continuity of care fol-

lowing discharge and offering support groups are potential 

areas in which to promote self-care behaviors. Given the 

interdependence commonly observed in the People’s Repub-

lic of China, family caregivers should be included in self-care 

regimens to maximize the said regimens’ benefits.
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