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Abstract: Heart failure is a chronic debilitating disease that affects all aspects of a person’s life, 

including physical, mental and spiritual dimensions. The associations among these dimensions, 

and the relationship to overall health status, have not been clearly identifi ed. The purpose of 

this quantitative, descriptive study was to explore differences between spirituality, depressive 

symptoms, and quality of life among elders with and without heart failure. A total of 44 elders 

with heart failure and 40 non-heart failure elders completed several questionnaires including: 

The Daily Spiritual Experiences Scale (DSES), Spirituality Index of Well-Being (SIWB), 

Center for Epidemiologic Studies Depression Scale (CES-D), and SF-12™ Health Survey. 

There were signifi cant differences in the groups on gender and ethnicity; thus these variables 

were controlled in the analyses related to the dependent variables. After controlling for gender 

and ethnicity, there were signifi cant differences in the physical component of quality of life 

and spiritual well-being. The heart failure patients had signifi cantly lower physical quality of 

life but more spiritual well-being than the non-heart failure patients. There were no signifi cant 

differences in daily spiritual experiences, mental component of quality of life, and depressive 

symptoms between the two groups.

Keywords: spiritual experience, spiritual well-being, heart failure, depressive symptoms, 

quality of life, elders

Heart failure is one of the most threatening and potentially disabling diseases. It is a 

chronic health problem that is typically associated with marked functional limitation 

and compromised quality of life (QOL) for the affected individuals and their families. 

It also may be coupled with clinically relevant psychological impairments such as 

depression, anxiety, uncertainty, and anger. In the US, there are approximately 5 mil-

lion individuals living with heart failure (NHLBI 2006) with 5% aged 60 to 69 years 

and 10% over the age of 70 years. There are 550,000 new patients diagnosed with 

heart failure every year in the US, predominately males (NHLBI 2006).

Several studies have explored depression in patients with heart failure. Patients with 

heart failure were more likely to have a higher rate of depression (24%) than those in 

a control group (9.7%) (Havranek et al 1999). Depressive symptoms were found in 

42% of ambulatory patients with heart failure (Skotzko et al 2000). Researchers also 

have found that depressed heart failure patients were at increased risk of mortality in 

comparison to their counterparts who did not experience depressive symptoms along 

with heart failure (Rozzini et al 2002).

Spirituality has been conceptualized as including an individual’s transcendent 

relationship with a higher being or with the universe and has been positively linked 

to hope, coping, and religiosity (O’Neill and Kenny 1998). It has been found to be 
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particularly important among older adults, and positively 

linked to self-appraised good health among elders (Daale-

man and Frey 2004).

Previous researchers have studied spirituality in heart 

failure patients. Spirituality and quality of life were studied 

among 58 persons with heart failure being treated medically 

or by transplant (Beery et al 2002). The average age of the 

participants ranged from 22 to 68 years with the majority 

being male. The sample included 90% European American 

and 10% African American. Gender differences were not 

signifi cant with regard to spirituality. Results indicated 

that spiritual well-being as measured by the Spiritual Well 

Being Scale (SWB) which included religious and existential 

well-being was signifi cantly related to global quality of 

life, and disease-specifi c (heart failure) quality of life. The 

SF-36 was used to measure the health-related quality of 

life. The mental composite score was signifi cantly related 

to spiritual, religious, and existential well-being whereas the 

physical composite score of the SF-36 was not signifi cantly 

related. Disease specifi c quality of life was measured using 

the Minnesota Living with Heart Failure Questionnaire. 

The emotional and physical symptoms on this scale were 

signifi cantly inversely related to spiritual, religious, and 

existential well-being. Berry et al suggested that spirituality 

may affect the emotional/mental response to a disease rather 

than infl uencing the symptoms of a specifi c disease such as 

heart failure.

Researchers interviewed 87 patients from two out-patient 

heart failure clinics to ascertain the role of spirituality in 

the adjustment to their illness (Westlake and Dracup 2001). 

The sample was made up of 68.9% males with an average 

age of 56.1 years (+12.9). Of the 87 respondents, 70.1% 

were Caucasian, 14.9% Latino and 6.9% African American; 

24.1% were New York Heart Association (NYHA) classes 

I and II and 75.9% were classes III and IV. In the fi ndings 

regarding spirituality, patients described regret over past 

behaviors and lifestyles, the search for meaning within the 

present experience, and hope for the future and reclaiming 

of optimism.

Westlake and colleagues (2002) studied spirituality (as 

measured by the Spiritual Perspective Scale) and health 

related quality of life (HRQOL) as measured by the SF-36 

in patients with heart failure being evaluated for cardiac 

transplantation. The majority of the participants (85%) were 

either NYHA class II or III and 12% were class IV. Of the 61 

participants, 74% were male; the average age was 57 years. 

The majority of participants were Caucasian (84%), with 

15% Hispanic and 2% African American. Subjects reported 

a moderate level of spirituality; women were more spiritual 

than men. There was no signifi cant relationship between 

spirituality and HRQOL.

Hardin and colleagues (2003) studied 29 patients with 

heart failure to determine the relationship between spirituality 

and New York Heart Association (NYHA) heart failure func-

tional classes I through IV. Seventy percent of the patients 

were men; the average age was 72.76 years. Eighteen of the 

29 patients were NYHA Stage I and II; 11 were stages III 

and IV. Patients with advanced stages of heart failure had 

signifi cantly lower scores on the spiritual involvement and 

belief scale (SIBS) than patients in earlier stages of heart 

failure. Patients with late stage illness agreed signifi cantly 

with two of the statements on the SIBS compared to those 

with Stages I and II. These statements indicated that prayers 

do not really change what happens, and that they would 

probably not reexamine their spiritual beliefs. Hardin et al 

suggested that patients with late stage heart failure may be 

more concerned with physiological needs as opposed to 

spirituality. There was no signifi cant difference between men 

and women on the SIBS scores.

Research results regarding spirituality among heart fail-

ure patients are inconclusive; no two studies used the same 

measures of spirituality. No previous research is available 

comparing patients with heart failure to those without heart 

failure. Researchers who studied spirituality and quality 

of life, while concluding that spiritual factors appear to be 

related to overall physical health, found no relationship to 

mental components of health. Thoresen and Harris (2002) 

recommended additional research, particularly attention to 

psychological factors. This present study was an attempt to 

address one dimension of psychological health (depressive 

symptoms) and its relationship to spirituality in heart failure 

and non-heart failure patients.

Methods
The purpose of this study was to explore differences between 

spirituality (including spiritual experiences and spiritual 

well-being), depressive symptoms, and quality of life among 

elders with and without heart failure. This study was con-

ducted at a large urban, tertiary referral teaching hospital. 

Patients were recruited from the heart failure out-patient 

department of the main hospital and from a family practice 

clinic from the regional clinics. Institutional Review Board 

approval was obtained from the patient care facility and 

from the university.

A convenience sample of heart failure (HF) patients and 

non-HF patients who attended either the heart failure clinic, 
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for the HF group, or a family practice clinic for the non-HF 

group was obtained. Both clinics were part of a large urban, 

tertiary referral teaching hospital. Data were collected in 

early 2006. The inclusion criteria for this study were that 

all the patients were; (a) 65years or older, (b) able to speak 

and read English, In addition, the HF patients were NYHA 

classifi cation II to IV. The exclusion criteria for the study 

were (a) patients who were cognitively impaired; and (b) no 

diagnosis of HF among the non-HF group.

The physicians and nurse practitioner identifi ed potential 

subjects and invited eligible patients to participate in the 

study. The researchers explained the study to all subjects and 

informed consent was obtained prior to completion of the 

questionnaires. The questionnaires were self-administered. 

The researcher assessed the NYHA classifi cation of the 

individuals in the HF group. Following data collection, each 

subject was given $5 as a token of appreciation.

Instruments
Spirituality was measured using two instruments, the daily 

spiritual experiences scale (DSES) which measures spiritual 

experiences, and the spirituality index of well-being (SIWB) 

which measures spiritual well-being. These two spirituality 

instruments were chosen as they measured a broad range of 

spiritual dimensions, and have strong psychometric proper-

ties. Depressive symptoms were measured by the Center for 

epidemiologic studies depression scale (CES-D). Quality of 

life was measured by the SF-12™ Health Survey. Both the 

CES-D and the SF-12 have been used with older adults. The 

SF-12 was selected rather than the longer SF-36 as time for 

completion was a consideration.

The DSES consists of 16 items in a six-point Likert-

type format. Each item asks the respondent to choose how 

often they experience the spirituality concept referred to in 

the statement. Content validity was supported by the use of 

qualitative interviews and focus groups, as well as a review 

of current spirituality scales. Reliability and validity data 

were obtained through two studies of the16 item instrument. 

The authors reported that each of the 16 items signifi cantly 

loaded on one of two factors within the tool. In the two stud-

ies, the internal consistency reliability was .94 and .95. With 

an average completion time of less than two minutes for the 

entire scale, it is very practical for both clinical and research 

administration (Underwood and Teresi 2002).

The spirituality index of well-being (SIWB) is a 12 item 

scale to measure the effect of spirituality on subjective well-

being (Daaleman and Frey 2004). Items 1 to 6 address self-

effi cacy while items 7 to 12 address life scheme. A multi-site 

cross-sectional survey with 523 adult outpatients at primary 

care clinics in the Midwest was conducted to determine the 

scale psychometrics. Study results reported a Cronbach’s 

α of .91, indicating good internal consistency. Each of the 

6 item subscales showed good reliability, α = .86 for self-

effi cacy and α = .89 for life scheme. Test retest reliability 

for the total scale was .79 and .77 and .86 for each of the 

subscales respectively. Factor analysis showed that the two 

factor model accounted for 56% of the total variance; self-

effi cacy, factor 1, accounted for 27.2% of the variance while 

life scheme, factor 2, accounted for the remaining 28.6% 

(Daaleman and Frey 2004).

The CES-D was developed to measure symptoms of 

depression in community populations. It was designed to 

measure four dimensions of depressive symptoms: depressed 

affect, positive affect, somatic and retarded activity, and 

interpersonal (Radloff 1977). The CES-D consists of 20 items 

that measure depressed mood, feelings of worthlessness, 

loss of appetite, poor concentration, sleep disturbance, and 

feelings of helplessness. It takes approximately 5 minutes to 

complete. The CES-D is a 4-point rating scale with a time 

frame for reporting symptoms in the past week. The possible 

range of total scores varies between 0 and 60, with a higher 

score indicating more depressive symptoms. A score of 16 

or higher is designated as a standard cutoff point to deter-

mine the presence of signifi cant depressive symptoms. The 

Cronbach’s alpha reliability coeffi cient for the 20 items of 

the CES-D was .85 for the general population and test-retest 

reliability values ranged from .51 to .67 (Radloff 1977). The 

CES-D has been reported to have good internal consistency 

(Cronbach's alpha) with a range of .87 to .92 in the elderly 

(Davidson et al 1994; Williamson and Schulz 1992).

SF-12™ Health Survey (Qualitymetric 2006) is a valid 

and reliable self-administered, 12-item scale developed from 

the SF-36 that measures the perceived health-related quality 

of life for eight concepts (physical functioning, role-physical, 

bodily pain, general health, vitality, social functioning, role-

emotional, and mental health) of two major domains, that of 

physical and mental health. SF-12 has been used for mea-

suring health status and monitoring health outcomes in both 

general and specifi c populations. The test-retest reliability 

was reported as .64 to .89 (Ware et al 1996), and validity 

was supported with a strong correlation (r = 0.94) with SF-36 

(Hurst et al 1998).

Results
The sample consisted of 84 subjects, 44 with HF and 40 in 

the non-HF group. In the total sample and in both groups, the 
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majority of the subjects were between 65 and 75 years old. 

More than 50% of the total sample was female. There was 

a signifi cant difference in gender between the two groups; 

in the HF group, there were signifi cantly more men (n=30, 

68.2%) (X2 = 21.84, p = .000). In the total sample, 78.6% 

were White/non Hispanic; 15.5% were Black/non Hispanic. 

All of the Black/non Hispanic subjects were in the HF group 

(n = 13, 29.5%); X2 = 14.15, p = 0.003). Table 1 includes the 

demographic characteristics of the subjects.

Fifty percent (n = 22) of the subjects in the HF group were 

classifi ed as NYHA class II; 31.8% were class III; and 18.3% 

were class IV. These results are included in Table 2.

Means, standard deviations (SD), and ranges were com-

puted for the dependent variables of spiritual experiences, 

spiritual well-being, quality of life (physical and mental), and 

depressive symptoms in the total sample, the HF group, and 

non-HF group. The HF group reported more daily spiritual 

experiences and more spiritual well-being than the non-HF 

group. The HF group reported more depressive symptoms 

than the non-HF group. Physical and mental quality of life 

were lower in the HF group. These results are presented in 

Table 3.

As described above there were signifi cant differences 

between the HF and non-HF groups on gender and ethnic-

ity. Further analyses controlled for the effects of these two 

variables. Only two ethnic groups, White and Black, were 

included in these analyses. After controlling for gender and 

ethnicity, spiritual well-being and physical component of 

quality of life were signifi cantly different between the HF 

groups and the non-HF group. The HF group had signifi cantly 

Table 1 Characteristics of the sample

 Total (n = 84) HF (n = 44) Non HF (n = 40)
Characteristics N (%) N (%) N (%)

Gender   
Male 37 (44.0) 30 (68.2) 7 (17.5)
Female 47 (56.0) 14 (31.8) 33 (82.5)

Race/Ethnicity   
American Indian/Alaskan Native 2 (2.4) 1 (2.3) 1 (2.3)
Black/Non Hispanic 13 (15.5) 13 (29.5) 
Hispanic 3 (3.6) 1 (2.3) 2 (5.0)
White/Non-Hispanic 66 (78.6) 29 (65.9) 37 (92.5)

Age   
>65–75 51 (60.7) 27 (61.4) 24 (60.0)
76–85 29 (34.5) 14 (31.8) 15 (37.5)
>86 4 (4.8) 3 (4.8) 1 (2.5)

Marital Status   
Married 53 (63.1) 29 (65.9) 24 (60.0)
Widowed 20 (23.8) 9 (20.5) 11 (27.5)
Single 11 (13.2) 6 (13.7) 5 (12.5)

Highest level of education   
≥Some college 48 (57.2) 26 (59.2) 22 (52.5)
7th grade to 12th grade 32 (38.2) 14 (31.8) 18 (32.5)
Less than 7 years of school 3 (3.6) 3 (6.8) 1 (2.5)

Joint annual income of your family?   
Under $50,000 46 (54.8) 27 (61.4) 19 (47.5)
$50,000 to $74,999 14 (16.7) 7 (15.9) 7 (17.5)
≥$75,000 12 (14.4) 6 (13.5) 6 (15.0)

Religion   
Christian 76 (90.5) 36 (81.8) 40 (100.0)
Judaism 4 (4.8) 4 (9.1) 
Islam 2 (2.4) 2 (4.5) 
No Religious Affi liation 1 (1.2) 1 (2.3)

Table 2 NYHA functional class in the heart failure group (N = 44)

NYHA class N %

II 22 50.0
III 14 31.8
IV 8 18.3
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more spiritual well-being than the non-HF group (F = 5.48, 

p = 0.02). These results are presented in Table 4.

While controlling for gender and ethnicity, the physical 

component of quality of life in the HF group was signifi cantly 

lower than that of the non-HF group (F = 13.14, p = 0.001). 

These results are presented in Table 5.

After controlling for gender and ethnicity, there were no 

signifi cant differences in daily spiritual experiences, mental 

component of quality of life, and depressive symptoms 

between the HF and non-HF groups.

Discussion
The overall percentage of males in the sample was 44%. 

However, 68.2% of the HF group was male compared to 

17.5% in the non-HF group. This fi nding is comparable to 

similar studies. Westlake and Dracup (2001) had 68.9% 

males from two heart failure clinics in their study. Hardin 

et al (2003) had 70% males in their study of 29 heart failure 

patients. Also heart disease is more common or at least diag-

nosed more frequently in men rather than women. Almost all 

(92.5%) of the non-HF group were White/non-Hispanic. This 

can be accounted for as the family practice clinic was situated 

in a predominately white neighborhood. In the heart failure 

group, 29.5% were Black/non Hispanic. The present study 

has a larger percentage of Black subjects compared to any of 

the previous studies of HF patients. In the study conducted 

by Westlake and Dracup, 70% of the sample was Caucasian 

while 7% was African American. Beery et al (2002) had a 

predominately Caucasian sample as 90% were European 

American and 10% African American. Westlake et al (2002) 

had a sample with Caucasian (84%), 15% Hispanic, and 2% 

African American when they investigated quality of life in 

HF patients.

In this study, in the HF group, 50% were class II NYHA 

and 50% were Classes III and IV combined. However, as 

the total HF group included only 44 patients, inter-group 

comparisons were not made on any of the main variables. 

Westlake and Dracup (2001) had two-thirds of their sample in 

classes III and IV heart failure. In the Westlake et al’s (2002) 

study, the majority of patients being evaluated for cardiac 

transplantation were either NYHA class II or III.

Spiritual Well-Being was higher in the HF group than the 

non-HF group, even after controlling for gender and ethnicity. 

Previously researchers have identifi ed spiritual dimensions 

among heart failure patients at different stages of their illness. 

This present study is the fi rst to compare spirituality among 

HF patients and non-HF patients. This fi nding of higher 

spiritual well-being may be related to the illness experience. 

It is of note that there were no differences in daily spiritual 

experiences once gender and ethnicity were controlled.

On the SF-12, the physical component scores were 

lower in the HF group. This is not an unexpected fi nding 

Table 3 Descriptive statistics on main variables

Variables Total (n = 79) HF (n = 42) Non HF (n=37)

 M SD Range M SD Range M SD Range

Daily spiritual 34.60 15.54 9.00 35.90 17.3 9.00 33.1 13.2 15.00 
 experiences   84.00  8 84.00 1 3 69.00 
Quality of life _ 37.77 12.55 15.03 31.58 9.48 15.03 44.6 12.0 15.89 
 physical   62.95   49.62 3 3 62.95 
Quality of life _ 51.29 9.75 25.36 50.65 10.3 27.78 52.0 9.10 25.36 
 mental   64.54  7 64.54 0  63.21 
spiritual index 46.81 9.56 18.00 43.29 10.3 18.00 50.7 6.76 36.00 
 of well being   60.00  9 60.00 0  60.00 
Depressive 9.77 7.66 .00 11.07 8.18 1.00 8.35 6.88 .00 
 symptoms   38.00   38.00   23.00 

Table 4 comparison in spiritual well-being between the HF group and non HF group after controlling for gender and ethnicity

 Type III df Mean square F test Signifi cance
 Sum of squares

Corrected model 1325.62 3 441.87 5.73 0.00
Intercept 3348.35 1 3348.35 43.42 0.00
Gender .31 1 0.31 0.00 0.95
Ethnic 255.92 1 255.92 3.32 0.07
Group 422.74 1 422.74 5.48 0.02
Error 5706.49 74 77.12
Total 177927.00 78
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as these patients are likely to have more physical symp-

toms than the non-HF group. However, one limitation 

of this study is that co-morbidities or medications were 

not measured in either group. There were no differences 

between the two groups for the mental composite scores 

once gender and ethnicity were controlled. A previous 

study found that the mental composite score was signifi -

cantly related to spiritual, religious, and existential well-

being while the physical composite score was not related 

(Beery et al 2002). In addition, there were no differences 

in depressive symptoms after controlling for gender and 

ethnicity. In previous research, patients with HF had high 

rates of depression and depressive symptoms (Havranek 

et al 1999; Skotzko et al 2000).

In summary, this study extends previous research on 

spirituality and well being among elders. Controlling for 

the effects of gender and ethnicity in this sample, differ-

ences between elders with HF and those without HF were 

found on spiritual well-being and physical quality of life. 

Several measures of spirituality were used in previous 

studies. Also, previous studies and this study included 

predominately Christian Caucasian subjects. The current 

study has the largest percentage of Blacks with heart failure, 

thus adding to the literature. Future research is needed to 

further clarify dimensions of spirituality, including spiritual 

well-being and spiritual experiences and their relationship 

to quality of life in older persons. Also, it is recommended 

that future studies include persons from different cultural 

and ethnic backgrounds. This study and previous studies 

were of heart failure patients who were outpatients. For 

comparison purposes, future research should address heart 

failure patients who are hospitalized as well as those who 

are outpatients.
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