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1. Introduction

  Cardiovascular diseases are the first cause of death in the world, 

accounting for more than a third of all deaths (39%), and are also 

the most important challenge to the health system[1,2]. Global 

Burden of Disease Study also ranked cardiovascular diseases the 

first reason for causing mortality in the world[3]. Heart failure 

(HF) is one of the most prevalent chronic illnesses among the 

aging population. HF is a complex clinical syndrome with chronic, 

progressive and debilitating effect on the patients[2], which can lead 

to shortness of breath, fatigue, intolerance of physical exercise, 

Objective: To determine the effect of self-management program on the health status of elderly 
patients with heart failure.
Methods: The present study was a single-blind, randomized clinical trial, and conducted on 90 
patients with heart failure of stages II-III at one teaching hospital in eastern Iran in 2017. The 
participants were randomly assigned into two groups: the intervention group and the control 
groups, with 45 patients in each group. Self-management programs including awareness and 
recognition, problem-solving process, diet, exercise, and stress management were carried 
out. The participants were trained for six weeks and were followed for two months. Data of 
the health status were collected before, after and eight weeks after intervention by Kansas 
City Cardiomyopathy Questionnaire. Data analysis by chi-square, independent t-test, Fisher, 
ANOVA with repeated measures was conducted.
Results: Patients in both groups were matched in terms of demographic characteristics before 
the intervention. There was no significant difference in the mean scores of health status 
between the two groups (P=0.1) before the intervention. However, the second measurement 
after intervention showed a significant difference in the mean scores between the two groups 
(P=0.001).
Conclusions: Self-management program can improve the different dimensions of health 
(except in the subscale of sign and symptoms). Therefore, this supportive method can be used 
to improve the health of patients and manage problems caused by heart failure.
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mental confusion, general weakness, pulmonary and organ edema 

(swelling), chest pain, palpitations in the patients, and ultimately 

poor quality of life and high costs for the individual and society[4]. 

An estimated 38 billion dollars is spent annually on HF healthcare 

in the United States[5,6], The prevalence of HF continues to rise over 

time with the aging population. In NHANES data, an estimated 6.2 

million American adults ≥20 years of age (2.2%) had HF between 

2013 and 2016 compared with an estimated 5.7 million between 

2009 and 2012[7]. The prevalence of HF in Iran is 8%, which is 

higher than other regional and even global statistics[8]. By the year 

2030, one out of every 33 people is expected to suffer from HF, 

and the cost of the treatment will increase by 3 times[9]. The cost of 

hospitalization of these patients in Iran is estimated as 400 billion 

Rials per year, which warns us to find preventive measures with a 

lower cost. Therefore, it is important to find methods for controlling 

HF and its complications, and reducing the risk of readmission[10]. 

One of the most suitable ways to prevent the onset and progression 

of the complications is efficient self-care behaviors that play an 

effective role in reducing the rate of hospitalization and mortality of 

the patients with HF[11]. Self-care is viewed as a core component of 

disease management and is a relative process associated with targeted 

behaviors and choices reflecting the attitude and knowledge of each 

individual[10]. Therefore, regarding the treatment, more focus has 

been shifted to receiving treatment and self-care in recent years[12]. 

Compliance with self-care behaviors in HF patients can reduce the 

cost of treatment for 6 months, and increase the 5-year survival rate 

of the patients up to 50%[13]. In fact, self-management is the daily 

task that a person must take to control or reduce the physical effects 

of a disease on health conditions. These tasks and strategies are 

carried out with the help of expert physicians and other professional 

caregivers[14]. The results of a few studies have also shown that 

demographic factors, such as high age, will affect self-management 

in a negative way. Also, the socioeconomic factors, such as low 

education and low income; social factors, such as weak personal and 

family relationships; health system factors, such as dissatisfaction 

with health care and inadequate experiences of patient-based 

care, including inaccurate participatory decision-making, as well 

as poor therapy communication, have caused self-management 

process to confront with serious problems[15]. However, in this 

regard, some people will be able to handle HF self-management 

well and undertake the responsibility for disease management and 

the consequences, and successfully integrate HF self-management 

with their daily life[16]. The death rate of women and patients with 

right bundle branch block was also higher than other patients[17]. 

The most important factors affecting the incidence of HF are type 

2 diabetes, hypertension, stroke, and age. The incidence of HF is 

higher in Asian countries, including Japan, China, and Malaysia than 

other parts of the world[18,19]. In these countries, it was reported that 

the incidence ranged from 3.9 to 7.6[18,20,21]. Changes of the lifestyle 

due to industrial revolution, unhealthy eating habits (binging, sugar, 

white flour, caffeine and simple carbohydrates, lack of exercise) and 

aging are significant for the increase of HF[19]. Considering that, 

studies of Radzewitz et al. is meaningful on general health, mental 

health, and quality of life of patients with HF[22]. The study of Auld 

also showed that self-management program had a positive effect on 

self-care and quality of life of advanced patients[23]. And the study 

of McDowell et al. has been effective in weight loss for patients 

with HF[24]. On this basis, due to the age increase of population and 

the undeniable side-effects of chronic diseases, especially HF, and 

the lack of sufficient management program for patients with HF in 

the educational treatment centers of the country, we conducted the 

research to determine the effect of self-management program on the 

health status of the elderly with HF. 

2. Materials and methods

2.1. Study design, registration, and outcome 

  This study was a single-blind (for patients) random clinical trial, 

and was performed among 84 elderly patients with HF the in the 22 

Bahman Hospital in Neyshabur city from February to July 2017. 

The protocol of the present study was approved by Institutional 

review board and Ethics Committee of University of Social Welfare 

and Rehabilitation Sciences (Thesis ID: 921208008, ethic code: 

IR.USWR.REC.1394.157), and the clinical trial protocol was 

registered at the Iranian Registry of Clinical Trials (IRCT-ID: 

IRCT2016052628089N1). The CONSORT checklist was used 

to report the study[25]. Written and oral informed consents were 

obtained from all participants. The main preliminary outcome was 

the health status of the elderly with HF. To enhance the quality of 

measurements, we employed trained assessor to measure the main 

outcome. 

2.2. Eligibility criteria 

  The criteria were as following: patients over 60 years old; having 

reading and writing skills; having grade 2 and grade 3 HF according 

to echocardiography (40%>EF>30%); with physician approval based 

on American Heart Association[26]; having no previous training on 

the self-management program and willingness to participate in the 

program. Patients with deterioration of disease and the emergence 

of physical disorder during the study, death due to the disease, and 

refusing to continue the program were excluded.

2.3. Procedure 

  The sample sizes were determined as 41 people in each group 

with a 95% confidence coefficient and 80% test capability, but 

considering the probability of the loss of 10% of samples, 45 

individuals were considered for each group, among whom 6 people 

were excluded from the study due to the severity of disease (2 

people) and the 4 participants refusing to continue the study were 

also excluded. Ultimately, the number of samples in each group was 

reduced to 42 people (Figure 1). This study was single-blind, and 

the patients were aware of being involved in the study, but not aware 
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of which group they were in at the time of intervention. First, the 

researcher provided explanations about the method and the objective 

of the research to all patients. And then the samples were selected by 

consecutive sampling method. Allocation of samples into two groups 

by random blocks with four blocks was conducted, and patients were 

assigned into two groups, including the intervention group (receiving 

self-management program) and the control (routine training) group. 

The control group received routine training which received education 

about using low-salt and low-fat diet.

  Before the implementation of self-management program in the 

intervention group, the researcher gave some necessary explanations 

to the participants after obtaining informed consent from them. The 

patients were asked to refer to the clinic on the given dates. Then the 

patients completed the questionnaires of demographic characteristics 

and health status. The training sessions were conducted by the 

researcher in the intervention group at the clinic site in three groups 

with 14 people each group, and the frequency is one day per week 

and each session for 90 min in 6 weeks. The content of the self-

management program, including knowledge and recognition of 

disease and treatment, diet, exercise, problem-solving methods, 

negative stresses control, and muscle relaxation, was confirmed by 

reliable sources, cardiologist and research team. During the training 

sessions, the patients actively raised their problems by designing 

examples of real-life, and were educated from the problem-solving 

process. The content of program was included: introduction of 

program and its purposes to patients, education about medications, 

diet, elimination of unhealthy behaviors, and education about 

problem-solving techniques including stress management methods, 

appropriate muscular techniques. 

  Subsequently, under the supervision of the inquirer, their 

performance was discussed with the objective examples of their 

status or others’ similar problems. Practical trainings in the 

classroom were proceeded through questions and answers, to 

encourage the patients to provide positive and negative experiences 

on each one of the topics, and raise issues related to controlling and 

managing probable illness-related problems. The patients also had 

time to solve the problems by the methods that combined what their 

learned and the participations of other patients. At the end of the 

sixth session, participants were asked to complete questionnaires 

about the health status again. The self-report checklist was then 

given to the patients to apply and record self-management programs 

for 8 weeks to stabilize their behaviors at home, and the researcher 

also used telephone tracking once a week to monitor the program. 

At the end of the 8th week, the interventions group and the control 

groups were asked again to refer to the clinic on a certain date and 

complete the mentioned questionnaires. The main outcomes were 

assessed three times, before the intervention, at the end of 6 weeks of 

the intervention, and 8 weeks (two months) after the intervention. In 

order to comply with the ethical standards, at the end of the research, 

the mentioned instruction booklet was also provided for the control 

group.

2.4. Instruments 

  The data were collected via the demographic characteristics 

questionnaire, which included 21 questions, with 10 personal 

information questions including (age, gender, marital status, 

educational level, employment status, etc.), and 11 questions related 

Assessed for eligibility (n=320) and 
selected  90 patients

Enrollment

Excluded (n=0)

Randomized and allocation using random block approach to two groups (n=90)

Allocated to the intervention group 

(receiving self-management program) 

(n=45)

Allocated to the control group (routine 

training) (n=45)

Allocation

Lost to follow-up (due to severity of 

disease) (n=3)

Lost to follow-up (refusing to continuing 

the study) (n=3)

Analysed (n=42) Analysed (n=42)

Follow-up

Analysis

Figure 1. Flow chart of the included patients.
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to the disease (duration of infect ion, discharge rate, disease class, 

etc.), and the Kansas City Health Status Questionnaire, specific for 

HF patients, designed by Green, et al. in the University of Missouri, 

Kansas City, in 2000[27], which is a self-report questionnaire with 

23 items in six sections that include physical constraints, heart 

signs and symptoms, disease durability and stability, self-efficacy, 

social performance, and life quality of patients with HF. Items 

are measured by Likert’s five, six, or seven-degree scale and their 

score is from 1 to 7. Total score of questioner was 0 to 100. The 

higher score indicates the desired quality of life. The reliability of 

questioner was approved using the internal consistency method with 

Cronbach’s alpha 0.88.

2.5. Statistical analysis 

  SPSS Version 18.0 for Windows (SPSS Inc., Chicago, IL, USA) 

was used to analyze the data. Normality of data was determined by 

Kolmogorov-Smirnov statistical tests. To describe the characteristics 

of research units, firstly the descriptive statistics including central 

(mean and standard deviation) indicators and frequency distribution 

were calculated, and then independent and paired t-test, Fisher, 

analysis of variance with repeated measures and Friedman test for 

the analysis of main variables were used. 

3. Results

3.1. Demographic characteristics  

  Altogether 84 HF patients participated in the present study of 

randomized clinic trial. The mean age of the participants in the 

intervention group and the control group were 70.04±8.04 and 

68.16±5.81, respectively. Most of the participants in the two groups 

were male (57.1% in the intervention group and 54.7% in the control 

group); had a medium-income (45.2% in the intervention group 

and 54.8% in the control group); had elementary level of education 

(57.1% in the intervention group and 57.1% in the control group); 

had a 1-5 years’ history of HF disease. In terms of demographic 

characteristics and disease characteristics, there was no significant 

difference between two groups (P>0.05) (Table 1). 

3.2. Main outcome measure 

  Regarding to health status, the average score showed no significant 

difference between the two groups (P>0.05) before the program. 

However, after the implementation of the program, the results 

showed that there was a significant difference in health status during 

the three measured periods between the two groups. The LSD post 

hoc test indicated that self-management training program had a 

positive impact on the average health status of the patients in the 

intervention group, and it improved the health status of the elderly 

with HF and this difference was statistically significant (P<0.05) (Table 2).

  About health status subclasses, Friedman test was used to compare 

the mean of these variables in three times, and the results showed 

that there was no significant difference in the mean of all subscales 

of self-efficacy, social function, quality of life and severity of 

symptoms at different time points in the control group (P>0.05). 

The differences were significant at different time points in the 

intervention group (P=0.001). And the findings showed that the self-

management program had a positive effect on patient self-esteem 

and improved self-efficacy and quality of life for elderly patients 

with HF (Table 3).

Variables Intervention group Control group P
Age (mean±SD)(years) 70.04±8.04 68.16±5.81 0.2
Gender [n (%)]
  Male 24 (57.1) 23 (54.7)

0.8
  Female 18 (42.9) 19 (45.2)
Income [n (%)]
  Low   6 (14.2)   5 (11.9)

0.7  Medium 19 (45.4) 23 (54.8)
  High 17 (40.4) 14 (33.3)
Education [n (%)]
  Elementary 24 (57.1) 24 (57.1)

0.8
  Guidance 10 (23.8) 12 (28.5)
  Diploma   6 (14.3)   2 (4.7)
  Academic   2 (4.8)   4 (9.5)
History of HF [n (%)]
  Less than one year   9 (21.4) 13 (31.0)

0.1  1-5 year (s) 19 (45.2) 23 (54.8)
  6-10 years 14 (33.3)   6 (14.3)

Table 1. Demographic and disease information of the two groups.

HF: heart failure.

Groups Before intervention At the end of 

intervention

Two months after 
intervention

Control 80.57±10.07 81.40±9.71 81.09±9.68
Intervention 77.07±15.42 87.11±13.99 85.54±12.86
P-value   0.20   0.03   0.07

Table 2. Average health status before, immeidately after and two months 

after the intervention in elderly patients with heart failure.

Groups SE SP QL SS
Intervention
  Before intervention 1.02 1.06 1.16 1.20
  After intervention 2.94 2.67 2.50 2.51
  Two months later 2.04 2.27 2.34 2.29
Control
  Before intervention 1.83 2.13 2.02 2.10
  After intervention 1.90 1.83 1.88 1.76
  Two months later 2.26 2.04 2.10 2.14

SE: Self-efficacy; SP: Social performance; QL: Quality of life; SS: Severity 

of symptoms.

Table 3. Subscales of health status of elderly patients with heart failure at 

different time points. 
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4. Discussion 

  HF is a major cause of hospitalization, therefore, prevention of 

hospitalization in patients with HF is a key priority[26]. The aim of 

this study was to determine the effect of self-management program 

on health status of elderly patients with HF. The findings showed 

that the self-management program was effective on the elderly 

with HF. Also, in other aspects of health status, such as severity of 

symptoms, self-efficacy, social function, and quality of life in the 

intervention group increased. The findings of the present study are 

consistent with the findings of Meng et al.[28], Sol et al.[29], Liou 

et al.[30], Shin et al.[31], Shao et al.[32], and Mosca et al.[33] studies. 

A study performed by Shively et al., in the United States which 

evaluated the effect of behavioral management on quality of life 

at the baseline, 4, 10, 16 months later. The results showed that in 

respect to physical performance, a significant improvement was 

showed in the intervention group, although no significant changes 

were obtained in the psychological dimension[28]. Also, the results 

of the present study were consistent with some previous studies 

that assessed the effect of self-management program on health 

status of different sample participants[34-40]. 

  Considering that in the present research, the participants have 

all been elderly, and individual differences, cultural, social and 

economic factors, as well as other underlying illnesses of the health 

status of patients could be raised as confusing problems, which 

are beyond the control of the researcher, and can affect the results 

of the research. With the functional decline and the increasing 

age, the elderly usually had complication with one or two chronic 

diseases that can lead to the loss of autonomy, and dependence on 

the people around, and hence a decline in their quality of life and 

the sustainability of education. The increase and improvement in 

health status observed in the intervention group proved the effect of 

self-management program training. The phenomenon of aging and 

age-related deficits include reduction of vision strength, hearing 

impairment, bending, slowness in mobility, decreased muscle 

strength, disorder and disturbances in memory and perception, 

disturbance in navigation, decreased capacity and efficacy of the 

lungs and the cardiovascular system. The elderly HF patients 

looking for meaning of the life at the end of his life, all of these 

factors, along with other diseases that the elderly may face with are 

among the reasons that could impact on the success of performing 

self-management programs in promoting self-care behaviors[41].

  Among the limitations of this research, the individual differences 

in response to health care as well as psychosocial and mental 

support and performing care by family members in each patient 

can be different and hard to monitor, which can affect the results 

of the research. In addition, the living environment is effective in 

implementing home-based interventions that it would be impossible 

for the researcher to assimilate it. According to the findings of the 

present research, it is hoped that the self-management program for 

HF would be considered as an intervention with the easy, low-cost, 

and effective implementation in the treatment plan for patients with 

HF. It is also suggested that similar studies should be conducted 

with a long-term follow-up (6, and 12 months) to assess the 

sustainability ratio of self-management interventions.

  The findings of the present study showed that self-management 

interventions have been effective in promoting the health status 

of patients with HF. Therefore, it is recommended to use self-

management programs to change the behaviors and promote health 

status of patients with HF. One of the clear points of this study is 

the exploitation of a community-oriented approach to implement a 

self-management program. 

Conflict of interest statement

  The authors report no conflict of interest.

Acknowledgments  

  We would like to thanks for all supports of patients, colleagues 

in 22 Bahaman Hospital. This article was taken from the student’s 

thesis in Social Welfare and Rehabilitation Sciences. 

References

[1]  �Roth GA, Johnson CO, Abate KH, Abd-Allah F, Ahmed M, Alam K, et 

al. The burden of cardiovascular diseases among US states, 1990-2016. 

JAMA Cardiol 2018; 3(5): 375-389.

[2]  �Lelieveld J, Klingmüller K, Pozzer A, Pöschl U, Fnais M, Daiber A, et 

al. Cardiovascular disease burden from ambient air pollution in Europe 

reassessed using novel hazard ratio functions. Eur Heart J 2019; 40(20): 

1590-1596. 

[3]  �Faber J, Wingerter A, Neu MA, Henninger N, Eckerle S, Münzel T, et 

al. Burden of cardiovascular risk factors and cardiovascular disease in 

childhood cancer survivors: data from the German CVSS-study. Eur H J 

2018; 39(17): 1555-1562.

[4]  �Packer M. Heart failure: the most important, preventable, and treatable 

cardiovascular complication of type 2 diabetes. Diabetes Care 2018; 

41(1): 11-13. 

[5]  �Kasper D. Harrison’s principles of internal medicine. New York: McGraw-

Hill Professional Publishing; 2018.

[6]  �Fivecoat HC, Sayers SL, Riegel B. Social support predicts self-care 

confidence in patients with heart failure. Eur J Cardiovasc Nurs 2018; 17 

(7): 598-604.

[7]  �Benjamin EJ, Muntner P, Alonso A, Bittencourt MS, Callaway CW, 

Carson AP. Heart disease and stroke statistics-2019 update: a report from 

the American Heart Association. Circulation 2019; 139(10): e56-e528.

[8]  �Ahmadi A, Soori H, Mobasheri M, Etemad K, Khaledifar A. Heart 

failure, the outcomes, predictive and related factors in Iran. J Mazandaran 
Univ Med Sci 2014; 24(118): 180-188. 

[9]  �Heidenreich PA, Albert NM, Allen LA, Bluemke DA, Butler J, Fonarow 

GC, et al. Forecasting the impact of heart failure in the United States: A 

policy statement from the American Heart Association. Circ Heart Fail 
2013; 6(3): 606-619.



184 Tayebe Aghamohammadi et al./ J Acute Dis 2019; 8(5):  

[10]�Raghfar H, Sargazi N, Mehraban S, Akbarzadeh MA, Vaez Mahdavi MR, 

Vahdati Manesh Z. The economic burden of coronary heart disease in 

Iran: a bottom-up approach in 2014. J Ardabil Univ Med Sci 2018; 18(3): 

341-356.

[11]�Seid MA, Abdela OA, Zeleke EG. Adherence to self-care 

recommendations and associated factors among adult heart failure 

patients. From the patients’ point of view. PloS One 2019; 14(2): 

e0211768.

[12]�Hadi A, Callihan M, Neiswender S, Murali S. Multifaceted care model 

for CHF improves health system and patient economic outcome. J 
Cardiac Fail 2019; 25(8): S129-S130.

[13]�Taylor CJ, Ordóñez-Mena JM, Roalfe AK, Lay-Flurrie S, Jones NR, 

Marshall T, et al. Trends in survival after a diagnosis of heart failure in 

the United Kingdom 2000-2017: population based cohort study. BMJ 

2019; 364: l223.

[14]�Lainscak M, Blue L, Clark AL, Dahlström U, Dickstein K, Ekman I, et 

al. Self-care management of heart failure: practical recommendations 

from the Patient Care Committee of the Heart Failure Association of the 

European Society of Cardiology. Eur J Heart Fail 2011; 13(2): 115-126.

[15]�Kneipp SM, Horrell L, Gizlice Z, Smith ML, Linnan L, Brady T. 

Predictors of health self-management program preference among lower-

to-middle wage employed adults with chronic health conditions. Am J 
Health Promot 2019; 33(2): 172-182.

[16]�Pendyal A, Rosenthal MS, Keene D. Challenges to self-management of 

heart failure among homeless individuals: a qualitative study. Circulation 

2019; Suppl 112(1): A165-A165.

[17]�Negarandeh R, Zolfaghari M, Bashi N, Kiarsi M. Evaluating the effect 

of monitoring through telephone (tele-monitoring) on self-care behaviors 

and readmission of patients with heart failure after discharge. Appl Clin 
Inform 2019; 10(2): 261-268.

[18]�Tankumpuan T, Asano R, Koirala B, Dennison-Himmelfarb C, Sindhu 

S, Davidson PM. Heart failure and social determinants of health in 

Thailand: An integrative review. Heliyon 2019; 5(5): e01658.

[19]�Fernando E, Razak F, Lear SA, Anand SS. Cardiovascular disease in 

South Asian migrants. Can J Cardiol (2015); 31(9): 1139-1150.

[20]�Sakata Y, Shimokawa H. Epidemiology of heart failure in Asia. Circ J 
2013; 77(9): 2209-2217.

[21]�Guo Y, Lip GY, Banerjee A. Heart failure in East Asia. Curr Cardiol Rev 
2013; 9(2): 112-122. 

[22]�Shimokawa H, Miura M, Nochioka K, Sakata Y. Heart failure as a 

general pandemic in Asia. Eur J Heart Fail 2015; 17(9): 884-892. 

[23]�Auld JP, Mudd JO, Gelow JM, Hiatt SO, Lee CS. Self-care moderates 

the relationship between symptoms and health-related quality of life in 

heart failure. J Cardiovasc Nurs 2018; 33(3): 217-224.

[24]�McDowell K, Petrie MC, Raihan NA, Logue J. Effects of intentional 

weight loss in patients with obesity and heart failure: a systematic review. 

Obes Rev 2018; 19(9): 1189-1204.

[25]�Schulz KF, Altman DG, Moher D. CONSORT 2010 Statement: updated 

guidelines for reporting parallel group randomised trials. BMC Med 2010; 

8(1): 18.

[26]�Yancy CW, Jessup M, Bozkurt B, Butler J, Casey DE, Drazner MH, et al. 

2013 ACCF/AHA guideline for the management of heart failure: a report 

of the American College of Cardiology Foundation/American Heart 

Association Task Force on Practice Guidelines. J Am Coll Cardiol 2013; 

62(16): e147-e239.

[27]�Green CP, Porter CB, Bresnahan DR, Spertus JA. Development and 

evaluation of the Kansas city cardiomyopathy questionnaire: a new health 

status measure for heart failure. J Am College Cardiol 2000; 35(5): 1245-

1255.

[28]�Meng K, Musekamp G, Schuler M, Seekatz B, Glatz J, Karger G, et al. 

The impact of a self-management patient education program for patients 

with chronic heart failure undergoing inpatient cardiac rehabilitation. 

Patient Educ Couns 2016; 99(7): 1190-1197.

[29]�Sol BG, van der Graaf Y, Brouwer B, Hickox SM, Visseren FL. The 

effect of a self-management intervention to reduce vascular risk factors in 

patients with manifestations of vascular diseases. Eur J Cardiovasc Nurs 
2010; 9(2): 132-139.

[30]�Liou HL, Chen HI, Hsu SC, Lee SC, Chang CJ, Wu MJ. The effects of a 

self-care program on patients with heart failure. J Chin Med Assoc 2015; 

78(11): 648-656.

[31]�Shin NM, Ji-Won Y, Jiwon C, Younghee P, Songi J. A pilot study of APN-

led self-management program to improve cardiovascular health status 

among Korean women with risk factors. Kor J Adult Nurs 2016; 28(2): 

237-245.

[32]�Shao JH, Chen SH. Randomized control trial of a self-management 

intervention for heart failure older adults in Northern Taiwan. Collegian 

2019; 26(2): 288-294.

[33]�Mosca L, Mochari H, Liao M, Christian AH, Edelman DJ, Aggarwal B. 

A novel family-based intervention trial to improve heart health: FIT heart 

results of a randomized controlled trial. Circ Cardiovasc Qual Outcomes 
2008; 1(2): 98-106.

[34]�Crosby LE, Joffe NE, Peugh J, Ware RE, Britto MT. Ware, and Maria 

T. Britto. Pilot of the chronic disease self-management program for 

adolescents and young adults with sickle cell disease. J Adolesc Health 
2017; 60(1): 120-123.

[35]�Talboom-Kamp EP, Verdijk NA, Kasteleyn MJ, Harmans LM, Talboom 

IJ, Looijmans-van den Akker I, et al. The effect of integration of self-

management web platforms on health status in chronic obstructive 

pulmonary disease management in primary care (e-vita study): 

Interrupted time series design. J Med Internet Res 2017; 19(8): e291. 

[36]�Zuidema R, van Dulmen S, Nijhuis-van der Sanden M, Meek I, van 

den Ende C, Fransen J, et al. Efficacy of a web-based self-management 

enhancing program for patients with rheumatoid arthritis: explorative 

randomized controlled trial. J Med Internet Res 2019; 21(4): e12463.

[37]�Federman A, O’Conor R, Mindlis I, Hauser D, Hoy-Rosas J, Lopez R, et 

al. A comprehensive self-management support program improves asthma 

control and quality of life among older adults: results of a randomized 

controlled trial. Am Thor Soc 2018; A2714-A2714.

[38]�Haslbeck J, Zanoni S, Hartung U, Klein M, Gabriel E, Eicher M, et al. 

Introducing the chronic disease self-management program in Switzerland 

and other German-speaking countries: findings of a cross-border 

adaptation using a multiple-methods approach. BMC Health Serv Res 
2015; 15(1): 576.

[39]�Sutherland G, Andersen MB, Morris T. Relaxation and health-related 

quality of life in multiple sclerosis: the example of autogenic training. J 
Behav Med 2005; 28(3): 249-256.

[40]�Kafami F, Mohammadi F, Norouzi K, Rahgozar M. The effect of self-

management program on the health status of multiple sclerosis patients. J 
Res Dev Nurs Midwif 2012; 9(1): 24-33.

[41]�Li CC, Chang SR, Shun SC. The self-care coping process in patients with 

chronic heart failure: A qualitative study. J Clin Nurs 2019; 28(3-4): 509-

519.


