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Abstract
Introduction: Heart failure is the most prevalent cardiovascular disease. It is the end stage
of most cardiovascular diseases and is characterized by the reduced ability of the heart to
pump enough blood to fulfill the metabolic needs of the body. Self-care is the basis of the
management of chronic diseases such as heart failure. The aim of this study was to explore the
barriers to self-care among patients with heart failure.
Methods: This was a qualitative content analysis. Participants were fourteen patients with
heart failure and three healthcare providers who were purposively recruited from cardiac care
centers in Zanjan, Iran. Data were collected through in-depth semi-structured interviews and
were analyzed through the conventional qualitative content analysis approach proposed by Elo
and Kyngäs.
Results: Self-care barriers -care among patients with HF were categorized into three main
categories, namely personal factors, disease burden, and inefficient support system. Each
category had three subcategories which were respectively lack of self-care knowledge, heart
failure-related negative emotions, the difficulty of changing habits, progressive physical
decline, comorbid conditions, financial strain, inadequate social support, healthcare providers’
inattention to self-care, and limited access to healthcare providers.
Conclusion: Patients with heart failure face different personal, disease-related, and supportrelated barriers to self-care. Based on these barriers, healthcare providers can develop
interventions for promoting self-care among patients with heart failure.

Introduction
Heart failure (HF) is the most prevalent cardiovascular
disease. It is the end-stage condition of most cardiovascular
disease and is characterized by the reduced ability of
the heart to pump enough blood to fulfill the metabolic
needs of the body.1 The prevalence of HF has significantly
increased in recent years due to the aging of population
and improved survival of patients with coronary artery
disease.2 The prevalence of HF among people over 45
years is 1%–2% in most countries and 3%–5% in the
world. A study reported that at least 26 million people in
the world suffer from HF. 3 The prevalence of HF in Asian
countries is 1%–6% and is estimated to be 8.1% among
elderly people in Iran.4,5
Despite many advances in HF management, HF is still
associated with many different negative consequences for
patients, families, and healthcare systems. It significantly
reduces quality of life, results in frequent hospitalizations,
and causes many deaths.6 The annual death rate of
HF is 16.5%. The highest and the lowest HF-related
death rates are related to Africa (34%) and China (7%),

respectively.7 HF also negatively affects survival, so that
the five and ten-year survival rates of patients with HF are
44.5% and 24.5%, respectively.8 It also results in frequent
hospitalizations. The rates of rehospitalization during
the first six and 12 months after hospital discharge are
28% and 31%, respectively.3 consequently, a large part of
healthcare resources is used for HF management. The costs
associated with HF are 1%–2% of all healthcare-related
costs in the world.9 HF-related costs are almost four times
greater than the costs related to the management of other
health problems. A large part of HF-related costs are due
to frequent and lengthy hospitalizations, most of which
can be prevented through self-care.
Self-care is defined as a process of maintaining health
through health promotion and disease management.10
Self-care can significantly improve treatment outcomes
and reduce HF-related burden. Patients who actively
engage in self-care activities and closely adhere to
treatment regimen have a higher survival rate, a better
quality of life, and lower rehospitalization rate.11 A study
on adults with HF reported that compared with patients
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who had poor self-care, those with good self-care were
by 56% less likely to experience death, rehospitalization,
or emergency medical visits.12 Two review studies also
reported that self-care promotion can significantly reduce
mortality and rehospitalization rates and improve quality
of life.13,14 Yet, studies revealed the poor status of self-care
among patients with HF. For instance, a study into the
self-care behaviors of patients with HF in fifteen countries
reported that their self-care status was below the optimal
level, so that more than half of the participants did not
regularly perform daily weight monitoring and physical
activity.15 Studies in Iran also showed poor self-care among
patients with HF. For instance, the total mean score of selfcare in a study was reported to be 16 in the possible range
of 0–100.16 Another study reported that in the possible
range of 0–100, the mean scores of self-care maintenance,
self-care management, and self-care confidence were 33.8,
32.2, and 43.3, respectively.17
Poor self-care has many different reasons. A study
reported that factors contributing to poor self-care were
physical disability, ineffective coping with treatments,
lack of knowledge, negative emotions, and personal
characteristics.18 A study in Iran also reported economical,
sociocultural, individual, familial, environmental,
medical, and disease-related limitations as the main
factors contributing to poor self-care.19 A meta-synthesis
of qualitative studies also found that the most important
barriers to self-care were the complex symptoms of HF,
its complex treatments, lack of knowledge, psychological
problems, and lack of support.20
Identifying the barriers to self-care is a prerequisite to the
development of interventions for self-care improvement.
However, most of the studies into the factors contributing
to poor self-care were conducted in developed countries
and their findings are not generalizable to other countries
due to their different sociocultural and economical
contexts. Studies in Iran were also conducted mainly using
quantitative designs and hence, provided no detailed
knowledge about these barriers due to the complexity
and multidimensionality of the concept of self-care.
Consequently, the present study was carried out to narrow
these gaps. The aim of the study was to explore the barriers
to self-care among patients with HF.
Materials and Methods
This was a qualitative content analysis. This design is used
for poorly known phenomena and provides in-depth data
about the intended phenomenon through describing it in
detail.21
Participants were fourteen patients with HF who
were selected from the cardiac care wards of Valiasr and
Mousavi hospitals, Zanjan, Iran, as well as outpatient care
clinics in Zanjan, Iran. At the time of the study, these two
hospitals had respectively 31 and 36 beds for patients with
cardiac problems. Sampling was performed purposively
and with maximum variation respecting participants’ age,

gender, educational level, and HF severity. Patients who
had more than eighteen years old, definite diagnosis of HF
by a cardiologist, and the ability to communicate verbally
and share experiences were selected as participants.
For data collection, in-depth semi-structured interviews
were held from May 2018 to August 2019. Interviews
were guided using several open-ended questions such
as “What problems have this disease caused for you?”
“How do you manage your disease-related problems?”
“What factors cause you problems in performing selfcare?” Moreover, probing questions were used to collect
more in-depth data about participants’ experiences.
Examples of these questions were, “Can you explain
more?” and “What do you mean by this?” At the end of
each interview, the participant was asked whether he/she
wanted to add anything else. All interviews were held in a
quiet and private room in the study setting. The time and
the duration of the interviews were arranged according
to participants’ preferences and physical conditions.
Interviews were discontinued if participants reported
fatigue. The duration of the interviews ranged from 35
to 75 minutes with a mean of 45. Data collection was
continued up to data saturation. Interviews were recorded
and immediately typed and analyzed using MAQDA 10.
The conventional qualitative content analysis approach
proposed by Elo and Kyngäs was used for data analysis.21
This approach includes three main phases, namely open
coding, categorization, and abstraction. Before the
analysis of each interview, its transcript was read several
times to obtain a general understanding. During open
coding, the data were carefully read line by line and all
words, sentences, or paragraphs which were related to the
study aim were extracted and coded. In the categorization
phase, the codes were constantly compared with each
other respecting their similarities and differences and
codes with conceptual similarity were grouped together
into categories. Meanwhile, categories were combined to
form larger categories.
Trustworthiness of the data was ensured through
the criteria proposed by Lincoln, namely credibility,
transferability, dependability, and confirmability.22
Credibility was maintained by allocating adequate time
to data collection and analysis, establishing appropriate
relationships with participants, constantly comparing the
data with each other, asking participants to confirm the
congruence of the findings with their experiences, and
asking experienced qualitative researchers to confirm
the accuracy of the data analysis. Transferability was
ensured through sampling with maximum variation and
clear description of the study participants and setting.
Dependability or stability of the data was maintained
using a standard guide for the interviews and holding
and transcribing all interviews by a single person.
Confirmability was also ensured through putting aside
presumptions, documenting all steps of the data analysis,
and member checking.
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Study aims were fully explained to participants and they
were ensured that participation in the study would be
voluntary and their data would be handled confidentially.
They were also free to unilaterally withdraw from the
study and written informed consent was obtained from all
of them.
Results
Main participants were seven male and seven female
patients with HF with an age mean (SD) of 65.75 (6.8)
years in the range of 45–78. Two participants were
widowed, one was divorced, and others were married.
Their educational level varied from illiterate to Bachelor’s
degree. Besides these fourteen patients, we interviewed
a physician and two nurses. Table 1 shows participants’
characteristics.
Data analysis revealed that the barriers to self-care
among patients with HF included three main categories,
namely personal factors, disease burden, and inefficient
support system. These three categories included nine
subcategories as shown in Table 2 and explained in what
follows.
Personal Factors
This category included personal factors which affected
patients’ ability and motivation to engage in self-care
activities. The three subcategories of this category were
lack of self-care knowledge, HF-related negative emotions,
and difficulty of changing habits.

their medications, and the importance of daily weight
monitoring, limited fluid intake, regular physical activity,
and adherence to dietary regimen. The reasons for this
lack of self-care knowledge were their low educational
level, limited health literacy, and lack of comprehensive
educational programs offered by healthcare settings.
Participants reported that they had problems in acquiring,
reading, and understanding their necessary health- and
HF-related information and hence, they did not attempt to
acquire such information. Rather, they resorted to the trialand-error method to manage their problems or acquired
their necessary information from unreliable sources,
which sometimes resulted in the acquisition of erroneous
information. Patient educations by healthcare providers
were also provided unsystematically and were inefficient
due to their inapplicability and non-comprehensiveness
as well as participants’ inability to understand and use
them due to their old age, hearing impairment, and
forgetfulness. Lack of knowledge had resulted in some
misconceptions and unhealthy behaviors. For instance,
some participants believed that if they regularly took their
Table 2. The barriers to self-care among patients with HF
Subcategories

Categories
Personal factors

Lack of self-care knowledge
HF-related negative emotions
The difficulty of changing habits

Disease burden

Progressive physical decline
Comorbid conditions
Financial strain

Lack of Self-care Knowledge
Lack of self-care knowledge was a major barrier to
self-care highlighted by almost all participants. They
had no adequate knowledge about HF, its etiology,

Inefficient support system

Inadequate social support
Healthcare providers’ inattention to self-care
Limited access to healthcare providers

Table 1. Participants’ characteristics
Age
(y)

Gender

Educational level

Marital status

Occupation

Cardiac ejection fraction (%)

HF underlying cause

75

Female

Illiterate

Married

Housewife

25–30

Ischemic heart disease

78

Male

Illiterate

Married

Retired

30

unknown

63

Male

Illiterate

Married

Driver

15

Ischemic heart disease

63

Female

Illiterate

Married

Housewife

30

Aortic valve disease

70

Female

Illiterate

Widowed

Housewife

25–30

Ischemic heart disease

72

Female

Illiterate

Married

Housewife

35–40

Hypertension

60

Male

Primary

Married

Retired

25

Hypertension

61

Female

Secondary

Widowed

Housewife

30–35

Ischemic heart disease

60

Male

Primary

Married

Self-employed

25

Ischemic heart disease

55

Female

Illiterate

Divorced

Housewife

15

Ischemic heart disease

67

Male

Illiterate

Married

Retired

30

unknown

45

Female

Secondary

Married

Housewife and self-employed

35

Mitral valve disease

48

Male

Bachelor’s

Married

Teacher

35

Ischemic heart disease

51

Male

Diploma

Married

Employee

25

Ischemic heart disease

31

Female

Bachelor’s

Married

Nurse

—

—

40

Female

Bachelor’s

Married

Nurse

—

—

33

Male

Cardiologist

Married

Physician

—

—
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medications, they no would longer need to adhere to their
dietary regimen. As healthcare providers had strongly
emphasized the importance of adherence to medications
and regular medical visits, most participants reported
close adherence to their medications and had regular
medical visits.
“After taking a high-fat food, I immediately take a lipidlowering pill to neutralize its effects» (P. 8).

Disease Burden
The second main category of the study was disease burden
which related to the problems associated with suffering
from HF. The burden imposed on participants by HF
and its treatments reduced their self-care ability. This
main category consisted of three subcategories, namely
progressive physical decline, comorbid conditions, and
financial strain.

HF-Related Negative Emotions
HF-related negative emotions were a major barrier to selfcare among patients with HF. Fear was one of the most
common emotions reported by participants. They noted
that they and their family members always feel fear and
apprehension due to disability, their uncertain future,
unpredictability and aggravation of their disease, and lack
of confidence in their abilities. Fear reduced their ability to
independently perform self-care activities. Moreover, they
had fear over others’ judgment about their abilities and
its subsequent social stigma. Therefore, they attempted to
hide their illness from others, which required them not to
perform some self-care activities or incompletely perform
them.
«In parties, I eat whatever they serve. I don’t want to be
different» (P. 2).
Hopelessness was another negative emotion among our
participants which had been caused by HF chronicity and
its incomplete management. Hopelessness in most cases
had resulted in depression, impatience, anger, disinterest
in life, and preference of death over life. Accordingly, some
participants did not adhere to their medications and did
not perform self-care activities due to hopelessness, which
resulted in HF aggravation.
«I noticed several times that I didn’t make meaningful
recovery and hence, I developed mood problems. Then,
I decided to abandon my treatments and didn’t take my
drugs» (P. 8).

Progressive Physical Decline
Most participants reported progressive physical decline as
one of the major barriers to self-care. According to them,
HF is a chronic disease which progressively deteriorates
the patients’ conditions. Most participants complained
about physical weakness and having no energy for doing
their activities. Reduced physical ability had prevented
them from easily performing their activities or caused
them weakness, fatigue, and dyspnea during activities.
The severity of physical ability impairment varied from
mild to severe. Participants with server physical ability
impairment experienced problems even during light
activities and needed frequent and long courses of rest
during their activities. These problems had caused them
negative psychological effects over time.
«Now, I get tired and get out of breathe very soon. I can’t
go walking» (P. 5).

The Difficulty of Changing Habits
Changing unhealthy habits and engaging in new healthy
behaviors were difficult for most participants. While
attempting to change their habits, they were either
unsuccessful or returned to their previous habits after a
while. For instance, they noted that they adhered to selfcare activities while their symptoms aggravated or when
they were hospitalized and then, they returned to their
previous habits after their symptoms were alleviated or
they were discharged from hospital. The most difficult
habits to change were dietary habits and cigarette smoking.
The most important reasons for their inability to change
their dietary habits were the fact that low-salt and low-fat
foods were not tasty for them.
«I used to eat high-salt and high-fat foods since youth
and hence, I got used to eating these foods. Now, I have
reduced salt and fat intake though my foods are still highsalt and high-fat» (P. 1).

Comorbid Conditions
Comorbid conditions were another disease burden-related
barrier to self-care among patients with HF. The most
important comorbid conditions among participants were
hypertension, diabetes mellitus, respiratory problems,
osteoarthritis, and gastrointestinal disorders. To manage
these conditions, participants needed to have different
medical visits with different medical specialists, undergo
different laboratory tests, and take numerous medications.
They were dissatisfied with the large number and the side
effects of their medications and hence, they sometimes
avoided taking some of their medications or changed
their doses. They also complained of confusion due to
the numerous and different medical recommendations
of different medical specialists and were unable to make
appropriate decisions. Moreover, they had problems in
differentiating among the symptoms of their comorbid
conditions and hence, they had problems in having
appropriate medical visits in case of symptom aggravation.
«I have heart problem and diabetes mellitus and my
kidneys do not work well. Therefore, I need to go to
different doctors. Taking different drugs and controlling
all these diseases are very difficult for me» (P. 7).
Financial Strain
Financial strain was also a barrier to self-care, though
its effects on participants varied. HF may result in
employment loss and thereby, reduce income. Meanwhile,
periodical medical visits, laboratory tests, medications,
Journal of Caring Sciences, 2021, Volume 10, Issue 4
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dietary regimens, frequent hospitalizations, and frequent
transportations increase patients’ expenses. Income
decline and expense increase may impose financial strain
on patients and limit their self-care ability. Participants
noted that due to financial problems, they needed to
prioritize medical procedures and self-care activities. Such
prioritization might cause the low priority of some aspect
of self-care.
«If I afford, I will have a medical visit at the time
determined by my doctor. Otherwise, I avoid medical
visit and just buy my drugs from pharmacy» (P. 10).
Inefficient Support System
The third main category of the barriers to self-care among
patients with HF was inefficient support system. This
category pertained to factors which negatively affected the
support available for self-care. The three subcategories of
this category were inadequate social support, healthcare
providers’ inattention to self-care, and limited access to
healthcare providers.
Inadequate Social Support
Because of their difficult conditions, patients with HF
need strong support for self-care. Support services for
these patients should aim at their empowerment. Yet,
participants were dissatisfied with the inadequacy of
social, familial, governmental, and healthcare support.
They reported the need for both financial and emotional
support, though assigned higher priority to financial
support. The only source of support for them was their
family members, particularly their male children.
«All of my children deals with their own lives and hence,
my wife and I are now alone. My disease-related costs
are very heavy. I wouldn’t need to work hard if the
government supported us» (P. 9).
Healthcare Providers’ Inattention to Self-care
The starting point of self-care is healthcare settings.
Effective self-care will not happen until healthcare
systems take systematic measures for self-care promotion.
Healthcare providers’ inattention to self-care was
mainly due to problems such as their heavy workload,
limited professional autonomy, lack of comprehensive
hospital discharge programs, and limited accountability
to discharged patients. Such inattention and limited
professional support for self-care caused participants
problems in understanding the importance of self-care
and performing self-care activities. Lack of comprehensive
self-care promotion also caused healthcare providers not
to feel responsibility towards self-care promotion.
«In our system, nobody values self-care. Nobody will
punish me if I don’t take any measure for self-care
promotion» (P.15).
Limited Access to Healthcare Providers
Participants’ limited access to healthcare providers was
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also a barrier to self-care. Patients with old age and
financial problems as well as those who were alone or lived
in distant areas had difficulties in accessing healthcare
providers and services.
«I can’t have a visit with a medical specialist because I
need to go a long way and have no private vehicle. There
is a healthcare center in our village. I take my drugs there
and ask a general physician to re-prescribe them» (P. 10).
Moreover, care continuity was not maintained due to the
lack of family physicians and community health nurses.
Therefore, patients were not monitored after hospital
discharge and did not adhere to self-care activities.
«In our country, nobody is responsible for monitoring the
conditions of community-dwelling patients. Moreover,
we don’t have community health nurses or a system
that monitors patients after hospital discharge to check
whether they adhere to their treatment regimens.
Consequently, discharged patients are re-hospitalized
after several weeks or months» (P. 13).
Discussion
This study explored the barriers to self-care among
patients with HF. Findings came into three main
categories, namely personal factors, disease burden, and
inefficient support system.
As one of the personal factors, lack of self-care
knowledge was the most common barrier to self-care.
Previous studies on patients with HF also reported this lack
and introduced it as a barrier to self-care.20,23 our findings
also showed limited patient education by healthcare
providers and patients’ low health literacy as the main
factors contributing to such lack of self-care knowledge.
Two earlier studies also showed that self-care had a
significant relationship with patients’ health literacy.24,25
adequate knowledge about HF and its management is the
basis of successful self-care.26 Therefore, comprehensive
educational programs are needed to improve patients’
self-care knowledge and thereby, improve their self-care
ability.
Another personal barrier to self-care was HF-related
negative emotions. This barrier negatively affected both
self-care knowledge and behaviors. In line with this
finding, a study reported that patients with HF experience
fear, social isolation, and loss of control, which cause
them psychological distress, depression, anxiety, and
hopelessness.27 Similarly, several other studies reported
the association of psychological distress with poor selfcare behaviors.26,28 Negative emotions can reduce patients’
motivation and mental energy for self-care and reduce the
effectiveness of educational interventions. Given the high
prevalence of psychological distresses among patients
with HF, their early diagnosis and management can help
promote patients’ self-care and improve their quality of
life.26,29
The difficulty of changing habits was the third personal
barrier to self-care in the present study. Moreover, while
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some patients were successful in changing some of their
unhealthy habits, they were unable to adhere to new
habits over time. In line with this finding, patients with
HF in former study reported changing unhealthy habits
and integration of self-care recommendations into daily
activities as a constant struggle and a difficult task.10
Another study also reported that counseling programs
for behavior modification are not routinely implemented
because they are time-consuming and hence, new
approaches are needed for changing unhealthy habits and
behaviors.30 The most important barriers to change habits
are socioeconomic status, age, cultural beliefs, educational
level, comorbid conditions, and mental disorders.31
Changing unhealthy habits and behaviors needs not only
knowledge improvement, but also active involvement of
patients and their family members through providing
them with practical training and improving their selfefficacy.32
Disease burden was the second main category of the
barriers to self-care. One of the subcategories of this
category was progressive physical decline. It restricted
participants’ ability to perform their daily activities
and made them dependent on others for performing
their self-care activities and adhering to the treatment
regimen. Consequently, they were unable to perform selfcare activities without others’ help in case of symptom
aggravation. A former study also reported physical
limitations as a barrier to self-care among patients with
HF.19 impaired physical functioning is one of the main
consequences of HF. It is associated with poor prognosis,
loss of independence, and low quality of life.33 Patients
with HF have low physical health status which limits their
physical ability and gives them a sense of uselessness.34
A study showed that one third of patients with HF had
limited levels of physical activity and did not perform the
regular physical activity due to physical deterioration.35
Functional deterioration reduces patients’ physical and
mental energy for doing activities and thereby, reduces
their functional capacity. Reduced functional capacity
reduces their engagement in physical activities which
in turn further lowers their physical and mental energy.
Well-designed programs and interventions are needed to
stop this vicious circle. Contrary to our findings, a former
qualitative content analysis study did not report reduced
physical functioning as a factor affecting self-care.36 This
contradiction may be due to the fact that compared with
our participants, participants in that study were younger
and had less severe physical problems.
The second subcategory of the disease burden main
category was comorbid conditions. In addition to HF,
most participants suffered from other health problems
and hence, experienced greater difficulty in performing
self-care activities. In line with this finding, a former
study reported a significant relationship between the
number of comorbid conditions and self-care ability, so

that patients with more chronic conditions had lower
self-care ability.37 Comorbid conditions complicate
treatments, increase costs, necessitate frequent medical
visits and hospitalizations,38,39 reduce patients’ selfefficacy, and thereby, undermine their self-care ability.37
Specialist HF nurses can provide patients with tailored
education and facilitate communication among different
healthcare providers, particularly for managing patients’
comorbid conditions.40 A comprehensive approach to the
management of HF and comorbid conditions can improve
prognosis.38 Yet, a study reported that healthcare providers
do not pay adequate attention to comorbid conditions
among patients with HF.41 Therefore, clear clinical
guidelines and close collaboration and coordination
among different healthcare providers are needed for the
effective management of all problems of patients with HF.
Financial strain was the third subcategory of the
disease burden main category. HF imposes heavy costs on
patients and their families and thereby reduces patients’
self-care ability. Moreover, as HF is not considered as a
special disease in Iran, afflicted patients do not receive
governmental or organizational support and experience
different financial problems. A former study also reported
financial problems as one of the barriers to treatment
adherence.42 Financial problems are also associated with
low quality of life, poor health status, lengthy recovering,
limited medication adherence, and hence, increase
the number of medical visits and hospitalizations.43
Low socioeconomic status was one of the reasons for
financial strain in the present study. Similarly, an earlier
study reported a significant relationship between poor
socioeconomic status and disease burden.44 Contrary
to our findings, a study showed that financial strain had
limited effects, if any, on health-related behaviors.45 An
explanation for this contradiction is the fact that most of
our participants were retired or unemployed and hence
had limited income, while most participants in that study
were employed and had less financial concerns.
Inefficient support system was the third main category
of the barriers to self-care among patients with HF.
Inadequate social support was one of the subcategories
of this category. In line with this finding, a former study
reported lack of appropriate social support as a barrier to
self-care.46 Patients need support from their families in
order to effectively perform self-care activities. Although
our participants were relatively satisfied with their
family support, this support did not cover all aspects
of self-care and was not constant. Similarly, a previous
study showed that patients with HF receive weak social
support.47 Moreover, our participants were dissatisfied
with the support provided to them by their relatives,
society, and healthcare system. As social support has a
direct relationship with self-care ability,48 patients who
receive strong support from their support system face
limited barriers to treatment adherence.49 In other words,
Journal of Caring Sciences, 2021, Volume 10, Issue 4
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support can empower patients for self-care and reduce
their dependence on others. Yet, support should not be
overwhelming so as to make patients passive in self-care
and make them dependent on others.
Limited access to healthcare providers was another
subcategory of the inefficient support system. We found
that patients who lived in suburban and distant areas
and those with low socioeconomic status had limited
access to healthcare providers and services. Although
most self-care activities are performed by patients, some
self-care aspects are guided and supported by healthcare
providers.10 Therefore, patients need to have easy
access to healthcare providers and hence, managerial
and organizational barriers to such access should be
identified and removed.50 Clinical guidelines also
highlight the importance of facilitating patients’ access
to multi-level and multidisciplinary healthcare services
in order to improve their health and reduce the number
of hospitalizations.51 Patients and family members in
a former study also reported that periodical visits and
access to healthcare providers were important to support
self-care.52 Therefore, healthcare systems need to develop
strategies to make specialized healthcare services easily
accessible.
Healthcare providers’ inattention to self-care was the
third subcategory of the inefficient support system main
category. Participants reported that they received limited
support for self-care from healthcare providers and
system. Self-care has many benefits not only for patients,
but also for healthcare systems. One of the main goals of
healthcare systems is to improve health for all. Self-care
can help achieve this goal without imposing heavy strain
and costs on patients and healthcare systems. Effective
self-care needs the systematic support of healthcare
system in order to improve patients’ knowledge, skills,
and self-efficacy.53 Healthcare providers’ emphasis on the
effectiveness and the importance of self-care can positively
affect patients’ engagement in self-care activities.54
Thereby, healthcare providers can play a significant role
in empowering patients for self-care. Yet, organizational
and educational limitations as well as limitations related to
their job description are barriers to healthcare providers’
engagement in self-care promotion activities.55 Changes
in the philosophy of healthcare systems are needed to
increase the importance of self-care and encourage
patients to seriously engage in self-care and decisionmaking activities.55
Among the strengths of the study were its qualitative
design and data collection through in-depth interviews,
both of which helped obtain a deep understanding of
patients’ experiences of the barriers to self-care. Meanwhile,
the study had several limitations. For instance, as sampling
was done in public healthcare centers, most participants
were illiterate or barely literate and had moderate to low
socioeconomic status. Therefore, findings may not be
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generalizable to patients with high educational levels and
high socioeconomic status. Further studies on patients
with high educational levels and high socioeconomic
status are recommended to explore their experiences of
the barriers to self-care.
Conclusion
Patients with HF face different personal, disease-related,
and support-related barriers to self-care which can be
categorized as personal barriers, disease burden, and
inefficient support system. Exploration of these barriers
in the present study can be considered as the first step
to their removal. Healthcare providers, managers, and
authorities can use these findings to conduct contextbased educational interventions, psychological counseling,
and financial support to promote self-care among patients
with HF and thereby, improve HF treatment outcomes
and patients’ quality of life.
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Research Highlights
What is the current knowledge?
•
•
•

Self-care has many advantages for patients with HF.
HF patients face numerous barriers in achieving optimal selfcare.
Self-care barriers should be considered as the most important
issue in improving self-care in patients with HF.

What is new here?

•
•
•

Self-care barriers in HF patients include personal, diseaserelated, and support-related barriers.
Based on the results of this study, it is suggested that health care
providers should consider well-known barriers to self-care.
Researchers would conduct a tailored intervention for
overcoming to personal, disease-related, and support-related
barriers of self-care.

Barriers to self-care
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