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Background: Knowing how heart failure affects patients’ quality of life and its associated 
factors are crucial for a better patient-centred approach and management. Therefore, this 
study aims to assess health-related quality of life and its associated factors among adult heart 
failure patients in southern Ethiopia hospitals.
Methods: The facility-based cross-sectional study design was conducted in Wolaita zone 
governmental hospitals from March to April 2018. The population was all adult heart failure 
patients in the chronic illness follow-up clinic and inpatient department. All adult heart 
failure patients on follow-up clinic and inpatient departments who have at least a 6-month 
follow-up were included in the study. In contrast, patients who had chronic comorbidities 
were excluded from the study. Minnesota Living with Heart Failure Questionnaire (MLHFQ) 
tool was used to measure the outcome variable health-related quality of life (HRQoL). 
Interviews and client medical record reviews also collected socio-demographic, clinical 
and behavioural characteristics of participants. The data were analyzed using STATA version 
14, and multiple linear regression analysis with P-value < 0.05 was used to measure the 
degree of association between HRQoL and independent variables.
Results: A total of 372 patients participated in the study. The HRQoL score for the physical, 
emotional, and total were 22.2, 7.7, and 46.37, respectively. HRQoL was significantly 
associated with gender, age, family size, occupation, residency, and recent admission within 
the past six months, New York Heart Association (NYHA) functional class, department of 
treatment, salt intake, and health perception.
Conclusion: Generally, the HRQoL for patients with heart failure was found to be low. 
Besides the variables age and gender of participants, family size, occupation, residency, 
admission history, salt intake, and NYHA class were significant factors for the HRQoL of 
patients with heart failure.
Keywords: health-related quality of life, heart failure, Wolaita zone, Minnesota Living with 
Heart Failure Questionnaire

Background
Heart failure (HF) is a chronic, progressive condition in which the heart muscle 
cannot pump enough blood to meet its blood and oxygen.1 HF is a global public 
health problem which affects approximately 26 million people worldwide.2 Heart 
failure syndrome remains a significant public health issue for many countries in 
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Sub-Saharan Africa, including Ethiopia.3 Global Burden 
of Disease report showed that heart failure is the top five 
Couse mortality in Ethiopia.4

The impact of HF on patients can be assessed using 
different approaches, like morbidity and mortality, even if 
recently using Health-Related Quality of Life (HRQoL) as 
a measurement tool also gets attention. HRQoL is an 
approach used to assess patients’ condition and well- 
being from their perspective by excluding those issues 
that have to directly linkage with health.5–11 Using 
HRQoL for HF patients helps detect the disease’s impact 
on their physical and emotional well-being, making it 
difficult to detect by using common clinical measurements. 
In recognition of this, HF management focuses on patient 
psychological support and HRQoL improvement.12–16

Heart failure affects all aspects of patients’ lives and 
leads to extreme physical, social, and functional debilita
tion and increases psychological distress17 and character
ized by significantly reduced scores in all aspects of 
quality of life compared to a healthy reference 
group.18,19 Studies that used either a disease-specific 
instrument or a general HRQoL questionnaire have 
shown patients with heart failure reported lower scores in 
all domains of HRQoL.20–23 Different works of the litera
ture showed that socio-demographic factors such as age, 
gender, educational status, and occupation significantly 
associate HRQoL among heart failure patients.24,25 Other 
studies also showed that clinical factors like NYHA func
tional class, left ventricular ejection fraction, and comor
bidities are predictors of HRQoL.26,27

Despite different studies that have been done in 
Ethiopia regarding the prevalence and epidemiologic bur
den of heart failure, the effect of this public health problem 
on the quality of life parents is now well investigated. 
Since HF management’s primary objective is to improve 
the patients’ HRQoL,28 knowing the HRQoL of patients 
and the associated factors is very important for appropriate 
patient care, approach, and management. Therefore, this 
study was aimed to assess the HRQoL among patients 
with heart failure and its associated factors.

Methods
Study Design and Setting
An institution-based cross-sectional study was conducted 
from March to April 2018 at four governmental hospitals 
in Wolaita Zone, southern Ethiopia. In the Wolaita zone, 
there are four government hospitals to give around 

1.5 million people. A total of 620 cardiac patients attended 
services at these hospitals as the outpatient department and 
inpatient department.

Study Population and Sampling Procedure
The population was all adult heart failure patients in the 
chronic illness follow up clinic and inpatient department. 
All adult heart failure patients on follow-up clinic and 
inpatient departments who have at least a 6-month follow- 
up were included in the study. In contrast, patients with 
chronic comorbidities (patients with diabetes mellitus and 
lung disease) were excluded from the study. The sample 
size was calculated using the mean estimation of the pre
vious research done in Saudi Arabia29 using the mean 
estimation formula, and the final sample size was 388. 
A multistage sampling technique was used to select the 
study participants. A simple random sampling method was 
used to determine study units from the outpatient depart
ment, and consecutive sampling was used for patients 
from the inpatient ward.

Data Collection Tools and Procedures
The Minnesota Living with Heart Failure Questionnaire 
(MLHFQ) is one of the most widely used health-related 
quality of life questionnaires for patients with heart failure 
(HF) and validated in many countries worldwide.14,30,31 

The MLHFQ is a disease-specific HRQoL assessment tool 
that provides scores for two dimensions, physical and 
emotional, and a total score. The questionnaire was first 
adopted in the English language and translated to the local 
language, then back-translated into English to keep its 
consistency. The socio-demographic factors (age, sex, 
marital status, education level, occupation, residence, eth
nicity, religion, and wealth index) and clinical factors 
(NYHA functional class, left ventricular ejection fraction, 
duration of illness, recent admission) were included in the 
questionnaire. Besides, lifestyle (smoking, alcohol con
sumption, salt intake) and general health perception were 
also included in the questionnaire.

Data on socio-demographics, lifestyle, and HRQoL 
were collected by trained interviewers, while some clinical 
data (comorbidities, complications, NYHA classes) were 
taken from patients’ medical records.

Operational Definitions
Health-Related Quality of Life
Which is the outcome variable, was measured using the 
MLHFQ instrument, which was developed specifically for 
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measuring HRQoL among people with heart failure and 
has been validated in multi-cultural settings.32 It was a 21- 
items disease-specific measure of HRQoL, which has 
a total scale score of 105. MLHFQ reelects HF’s impact 
on HRQoL, from 0 (none) to 5 (very much). It provides 
a total score (range 0–105, from best to worst HRQoL), as 
well as scores for two dimensions, physical (8 items, range 
0–40) and emotional (5 items, range 0–25). The other 
eight items (of the total of 21) are only considered to 
calculate the total score. Heart failure patients who score 
less than 24 are labelled as having (Good) HRQoL, 24–45 
(Moderate), and greater than 45 as (Poor) HRQOL.33

Heart Failure
Patients are included in this study after being diagnosed and 
confirmed to have heart failure by physicians in the hospital.

All selected hospitals use the same criteria to diagnose 
heart failure patients, which is called Framingham criteria. 
It is the most commonly used heart failure diagnosis 
criterion presenting heart failure with two major or one 
major and two minor criteria.34

Ejection Fraction (EF)
Is a measurement determining how well the heart pumps 
out blood and in diagnosing and tracking heart failure. 
A measurement using Echocardiogram (Echo) under 40% 
may be evidence of heart failure.35

Alcohol Consumption
Alcohol consumption was measured using Alcohol, 
Smoking, and Substance Involvement Screening Test 
(ASSIST).36

ASSIST Total Score Risk Level
0–10 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Low-risk level

11–26 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. Moderate risk 
level

27+ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. High-risk 
level

Smoking
It was measured using the World Health Organization 
Guidelines to control and monitor the tobacco 
epidemic.37 At the time of the survey, a smoker was 
smoking any tobacco product either daily or occasionally. 
A non-smoker was a person who, at the time of the study, 
was not smoking at all.

Salt Intake
A person who was using salt-containing food, even one meal, 
with in the last seven days, was considered as a user of salt.

Data Processing and Analysis
The collected data were checked for completeness. Then, 
codes were given to each question and entered into SPSS 
version 20 and exported to Stata version 14 for further 
analysis. A reliability test (Cronbach alpha) was performed 
to check the reliability of the items. The reliability 
(Cronbach alpha) for ASSIST was 0.89. The study also 
indicated that the total reliability was 0.92, for the physical 
dimension was 0.9, and for emotional dimension was 0.95. 
Summary statistics were done for the outcome and inde
pendent variables. Where an item was missing, the mean of 
other items in the domain was substituted. But when more 
than two items were missing from the domain. Model 
assumptions (normality, independence, equal variance, 
Multicollinearity, and linearity) were checked. Multiple lin
ear regression was done, and variables with a P-value < of 
0.05 were considered statistically significant.

Results
Demographic and Socioeconomic 
Characteristics of Study Participants
A total of 372 patients with heart failure participated in the 
study with a response rate of 95.9%. The mean age of study 
participants was 41.9 years. Among the study participants, 
73%% were females, 56.7% protestant, 67.5% married, 
45.2% housewives, 85% Wolaita, and 59.6% rural dwellers. 
The median family size was 6 (IQR=3) (Table 1).

Clinical/Medical Characteristics of 
Respondents
The majority (82.9%) of the participants were NHYA class 
2 and above, and 76.34% had no history of recent admis
sion within the past six months. The median (IQR) dura
tion of illness month was [12 (IQR=23)], and the left 
ventricular ejection fraction was 55 (IQR=18). Almost 9 
out of 10 (90.32%) patients were getting treatment in the 
outpatient department at the time of this study (Table 2).

Lifestyle/Behavioural Characteristics and 
Health Perception of Respondents
In this study, 6.7% of study participants were smokers, and 
76.2% reported salt intake, 16% had a history of drinking 
alcohol within the past three months, and 62% were at 
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a low-risk level. The study also revealed that 68.28% of 
respondents perceived their health as poor (Table 3).

Health-Related Quality of Life of Patients 
with Heart Failure
MLHFQ assessed Health-related Quality of life showed 
that the mean physical, emotional, and overall HRQoL 
was 22.2, 7.7, and 46.37. About 50% of the participants 
were assessed as having a poor quality of life-related to 
heart failure (Table 4).

Table 1 Socio-Demographic and Economic Characteristics of 
Patients with Heart Failure in Governmental Hospitals, Southern 
Ethiopia, 2018 (n=372)

Variables Description Frequency 
(%)

Mean ± 
SD

Sex Male 108 (29.03)
Female 264 (70.97)

Age 41.87 ± 21

Religion Protestant 211(56.72)
Orthodox 107(28.76)

Catholic 18 (4.84)

Muslim 17 (4.57)
Others 19 (5.11)

Marital status Married 251(67.49)
Single 68 (18.28)

Widowed 39 (10.48)

Divorced 14 (3.76)

Occupation Housewife 161(43.28)

Farmer 46 (12.37)
Student 44 (11.83)

Merchant 42 (11.29)

Government 
employee

31(8.5)

Private employee 11(2.96)

Unemployed 9 (5.11)
Daily laborer 7(1.88)

Retired 4 (1.08)

Educational 

status

No formal 

education

189 (50.8)

Primary education 68 (18.28)
Secondary 

education

69 (18.55)

Preparatory 9 (2.42)
College and 

university

37(9.59)

Residence Rural 221(59.41)

Urban 151(40.59)

Ethnicity Wolaita 316 (84.95)

Gamo 24 (6.45)

Kambata 9 (2.42)
Others 23 (6.8)

Family size Median (IQR)=6(3)

Wealth status Poor 125 (33.6)

Medium 125 (33.6)
Rich 122 (33.8)

Abbreviations: SD, standard deviation; IQR, interquartile range.

Table 2 Clinical/Medical Characteristics of Study Participants in 
Wolaita Zone Governmental Hospitals, Southern Ethiopia, 2018 
(n=372)

Variables Description Frequency 
(%)

Median 
(IQR)

Duration of illness Duration in 
years

1(1.92)

Duration in 

month

12(23)

Admission within 6 

months

Yes 88 (23.66)

No 284 (76.34)

NHYA class Class 1 62 (16.67)

Class 2 169 (45.43)

Class 3 89 (23.92)
Class 4 52 (13.98)

Ejection fraction Recent ejection 
value

55(18)

Department of 
treatment

Outpatient 336 (90.32)

Inpatient/ward 36 (9.68)

Abbreviation: IQR, interquartile range.

Table 3 Behavioral/Lifestyle/Characteristics of Study Participants 
at Selected Governmental Hospitals, Southern Ethiopia, 2018 
(n=372)

Variables Description Frequency (%)

Smoking Non-smoker 347(93.3)
Smoker 25(6.7)

Salt intake Yes 271(72.8)
No 101(27.2)

Alcohol Low-risk level 350(94.1)
Moderate risk level 16(4.3)

High-risk level 6(1.6)

Perception of health Poor 254(68.3)

Fair 8(2.2)

Good 110(29.5)
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Factors Associated with Health-Related 
Quality of Life
The study revealed that sex, age, family size, occupation, 
residency, recent admission, NYHA, department of treat
ment, salt intake, and health perception were statistically 
significant variables associated with the total score of 
HRQoL. The final model explained 68% of the total 
MLHFQ scale variation.

In this study, gender and salt intake were found to be 
statistically associated with the emotional dimension of 
HRQoL. Females and respondents who reported salt intake 
had a higher score of emotional dimensions HRQoL.

Regarding the physical dimension, variables such as 
age, family size, occupation, residency, recent admission, 
and health perception were significantly associated with 
a p-value < 05. NYHA functional class and treatment 
department were significantly associated with physical 
and emotional dimensions and aggregate scores.

Females had increase total HRQoL score by 4.3 (95% 
CI = 0.96, 7.7) and increased emotional HRQoL score by 
2.45 (95% CI=1.33, 3.57) compared to men. As age 
increase by one year, the total HRQoL score increased 
by 0.1 (95% CI = 0.01, 0.14) and increased physical 
dimension HRQoL by 0.04 scores (95% CI=0.01, 0.08). 
As family size increase by one-person total HRQoL score 
decreased by 0.7 (95% CI=−1.21, −0.19) and decreased 
physical dimension HRQoL by 0.37 score (95% CI= 
−0.64, −0.1).

Respondents who were recently admitted had increased 
total HRQoL score by 5.4 (95% CI = 2.25, 8.55) and 
increased physical dimensions HRQoL by 2.58 (95% 
CI=0.97, 4.19) compared to respondents who had no his
tory of admission. Participants who were class-II, class-III, 

and class-IV (NYHA functional classification) had 
a higher physical domain, emotion domain, and total 
HRQoL score than Class-I. Respondents who were receiv
ing treatment in the inpatient department during data col
lection had increased total HRQoL score by 15.9 (95% CI 
=10.95, 22.27) and increased score in both dimensions 
participants in the outpatient department.

Participants who used food containing salt had 
increased total HRQoL scores by 4.5 (95% CI=1.5, 7.4). 
Respondents who perceive their health is poor and fair had 
increased scores of total HRQoL by 5.2 (95% CI=1.22, 
9.1) and 10.71 (95% CI=1.05, 20.38) compared to partici
pants who perceive their health is as excellent, respec
tively (Table 5).

Discussion
This study aimed to assess the HRQoL and associated 
factors among HF patients in the Wolaita zone, Sothern 
Ethiopia. The findings from this study show that HF had 
an impact on HRQoL patients. Socio-demographic factors 
such as gender, age, family size, occupation, and resi
dency; Clinical/Medical/factors such as recent admission 
within the past six months, NYHA functional class, 
department of treatment; and Behavioral/Lifestyle/factors 
such as salt intake and health perception had a significant 
association with aggregate HRQoL. Improving the 
life year gain is not the only aim of HF management, but 
also improving the quality and minimizing patients’ 
disability.38,39

The mean score of the total HRQoL score was 46.37, 
which pointed out the disease’s influence on the HRQoL. 
In this study, HRQoL results are lower than studies done 
from Brazil with a mean HRQoL score of 34.940 and 

Table 4 Health-Related Quality of Life of Study Participants at Selected Governmental Hospitals, Southern Ethiopia, 2018 (n=372)

Domains of MLHFQ Mean ± SD 95% CI Cronbach’s Alpha

Total MLHFQ score (range 0–105) 46.4±20.63 44.27,48.47 0.95

Physical dimension score (range 0–40) 22.2±9.7 21.22,23.2 0.92

Emotional dimension score (range 0–25) 7.7±5.3 7.19,8.2 0.90

Level of health-related Quality of life Frequency Relative frequency

Good 58 15.6%

Moderate 128 34.4%

Poor 186 50%

Abbreviations: SD, standard deviation; CI, confidence interval.
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North Carolina with a mean HRQoL score of 32.341 using 
the same measurement tool showed better HRQoL. This 
could be due to a better quality of health care services in 
these countries.

This study showed that females were found to experi
ence emotional symptoms and reduced total HRQoL com
pared to males. This is similar to a comparative study done 
in Spain42 and the USA43 in which females felt more 
socially limited and reported lower HRQoL. This could 
be due to females are expected to take care of their 
families despite their illness and are economically depen
dent on their spouse or family member.44

Patients from rural areas had lower overall HRQoL and 
physical dimension activities than urban dwellers, consis
tent with a study conducted in California 2014.45 Lower 
HRQoL in rural patients is possibly attributed to greater 
distance and limited access to health care services, which 
results in rescheduling and skipping of appointment visits, 
which may lead to worsening, readmission, and poor 
HRQoL.46

Patients in this study, who had a history of recent 
admission, had reduced physical HRQoL and overall 
HRQoL compared to patients who did not have recent 
admission. This is similar to the finding from Spain.42 

A possible explanation might be hospitalization, and re- 
hospitalization reflects disease burden, disease progres
sion, and poor HRQoL.47

This study showed a significant association between 
the NYHA functional class with all dimensions of 
HRQoL and the total HRQoL. Higher functional class 
indicated reduced HRQoL, which agrees with most 
studies.40,48–50 This is because distress and severity affect 
patients’ everyday lives with heart failure and lead to 
a diminished HRQoL.17

In this study, patients from the inpatient department 
had lower HRQoL in all dimensions. Compared to patients 
in the outpatient department, the aggregate is similar to 
finding a Norway study, which shows reduced HRQoL 
among hospitalized patients.50 This might be due to 
patients admitted to the inpatient department; the severity 
and exacerbation of their illness would be high, highly 
associated with HRQoL.

Patients who used to eat salt-containing food had 
reduced HRQoL compared to those who did not. The 
possible explanation may be salt/sodium results in fluid 
retention, which will lead to shortness of breath, fatigue, 
swelling, and acute exacerbation of heart failure.51

Limitation of the Study
Minnesota Living with Heart Failure is HF-specific instru
ments that measure the specific problems of disease and 
sensitive enough to detect small but essential changes in 
the effect of illness on QoL. However, this instrument is 
not generic and does not allow for comparisons across 
diverse conditions or diseases and interventions. This 
study was not supported by laboratory diagnostic tests 
like Red blood cell count or Hematocrit to indicate the 
association between anaemia and HRQoL.

Conclusion
Heart Failure has an impact on the patients’ HRQoL. 
Around half of the heart failure patients in this study 
assessed as having poor HRQoL. Being female, living in 
rural, higher in age and lower family size, history and 
current admission, salt intake, and higher NYHA classes 
were associated with worsen HRQoL. Giving psychologi
cal support for females besides the medical intervention 
and more individualized education and treatment adjust
ments helps them manage their daily lives for patients with 
severe functional class and elders.
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MLHFQ, Minnesota Living with Heart Failure 
Questionnaire; NYHA, New York Heart Association; 
WHO, World Health Organization.
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