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Abstract

:

As with all other chronic noncommunicable diseases, adequate health literacy plays a key role in making the right decisions in the treatment of heart failure. Patients with heart failure and a lower health literacy have a reduced quality of life. A cross-sectional study among 200 patients with heart failure was conducted at a state university hospital in Belgrade, Serbia. The European Health Literacy Questionnaire, HLS-EU-Q47, was used to assess health literacy. Quality of life was measured with the generic SF-36 and the Minnesota Living with Heart Failure Questionnaire. Descriptive and analytical statistical analysis was applied. More than half of the respondents (64%) had limited health literacy. The lowest mean health literacy index (28.01 ± 9.34) was within the disease prevention dimension, where the largest number of respondents showed limited health literacy (70%). Our patients had a poorer quality of life in the physical dimension, and the best scores were identified in the emotional role and social functioning. Health literacy was highly statistically significant and an independent predictor of quality of life (physical, mental, and total quality of life). Improving health literacy can lead to better decisions in the treatment of disease and quality of life in heart failure patients.
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1. Introduction


Currently, significant effort is being invested in the operation of health systems in an attempt to satisfy the health requirements of patients. Although public health policies should provide certain preconditions for health, individuals also need to take an active role in terms of specific issues and decisions concerning health [1]. The skills required to manage our health in the best possible way also represent the essence of health literacy [2].



Over recent decades, health literacy, considered the key determinant of health, has been receiving increasing research interest [3]. As such, health literacy can be viewed from public health and medical points of view as the: “individual’s knowledge, motivation, and competences to access, understand, appraise, and apply health information in order to make judgements and take decisions in everyday life concerning health care, disease prevention, and health promotion to maintain or improve quality of life during the life course” [4].



However, there is a constant worldwide struggle against chronic noncommunicable diseases. Of all cardiovascular diseases, heart failure represents the leading cause of hospitalization, with over one million people hospitalized per year [5]. Depicted as a pandemic in the literature, heart failure is becoming a global public health problem, affecting approximately 26 million people globally [5,6]. These patients face complex manifestations of symptoms, which require their understanding and a suitable choice of therapy and commitment in order to stabilize the patient’s condition.



As with all other chronic noncommunicable diseases, adequate health literacy plays a key role in making the right decisions in the treatment of heart failure [3]. Low heath literacy is strongly associated with the diminished use of the health system, as well as with poorer outcomes [7]. Previous studies have shown that patients with heart failure and a lower health literacy have a reduced quality of life [6,8,9,10], often much worse than people who suffer from other chronic diseases [11].



Few cross-sectional studies have investigated a direct correlation between health literacy and the quality of life in patients with heart failure [9,12], while several studies [13,14,15,16,17,18] have investigated the impact of health literacy on different self-management interventions and quality of life at home or in clinical settings.



A study carried out on elderly heart failure inpatients showed that health literacy was only associated with the social component of quality of life [12]. Another study using a larger multicentre sample demonstrated that heart failure patients with low health literacy had a worse quality of life, even after adjusting for race, age, health insurance status, and subjective socioeconomic position [9]. This particular study [9] did not specify which components of quality of life were affected.



The abovementioned studies [9,12] used specific questionnaires to evaluate patient quality of life, but this practice has been criticized because it reduces the chances of comparing results between different studies [19,20]. Along with a specific questionnaire, it is recommended that such studies use generic measuring instruments to evaluate the quality of life in order to acquire a more objective picture of the patient’s life, not just disease-related problems [10,20].



Several randomized control studies [13,14,15,16] that examined self-care educational interventions in heart failure patients showed no significant difference between health literacy and quality of life, although DeWalt [16] pointed out that along with a higher level of health literacy, there was a greater improvement in quality of life. Those studies [13,14,15,16,17,18] also used specific instruments for quality of life.



It is very important to consider the problem of health literacy in patients with heart failure from a complete perspective. This is crucial because these patients spend every day of their lives recognizing disease symptoms, which deteriorate their quality of life. However, in order to completely characterize the issues involved, it is necessary to use a measuring instrument that can provide answers to investigations across all dimensions of health literacy [8]. The European questionnaire for the evaluation of health literacy, referred to as “HLS-EU-Q47”, investigates different dimensions of health literacy [3,21] and could therefore be significant in evaluating patients with heart failure, especially if we take into consideration that most previous studies investigating health literacy in heart failure have been conducted in the United States, using the Test of Functional Health Literacy in Adults–Short Form (S-TOFHLA) [8].



Furthermore, the potential influence of sociodemographic variables on the relationship between health literacy and quality of life has not been sufficiently investigated in patients with heart failure [19].



In the present study, our specific research objectives were to:



(1) Assess the health literacy and quality of life of patients treated for heart failure at the Clinical Center “Bežanijska Kosa”,



(2) Identify the factors associated with health literacy, and



(3) Investigate the connection between health literacy and various domains of patients’ quality of life.




2. Materials and Methods


2.1. Participants


This research was conducted as a cross-sectional study at the Department of Cardiology in the Clinical Center “Bežanijska Kosa”, a state university hospital in Belgrade, Serbia. The study was conducted in accordance with the ethical principles of the Declaration of Helsinki and was approved by the Ethical Committee of the Faculty of Medicine in Belgrade, (reference number: 29/III-6), and by the Ethical Council of the Clinical Center “Bežanijska Kosa” (reference number: 2574/4). The study was conducted between May 2016 and November 2017.



Our specific inclusion criteria were as follows: (1) patients diagnosed with heart failure, mild to moderate impairment of ventricular function, NYHA II and III class (New York Heart Association Classification of Heart Failure) [22] in the stable phase; (2) patients hospitalized for chronic heart failure; and (3) patients older than 18 years who offered to participate on a voluntary basis.



Our exclusion criteria were as follows: untreated malignant diseases; acute serious diseases such as acute cardiac decompensation, acute myocardial infarction, or unstable angina; pulmonary embolism; myocarditis; serious associated diseases; and psychiatric and neurological diseases (with impairments of cognitive function).




2.2. Procedure


We interviewed 200 inpatients with heart failure. Each patient completed a questionnaire on the last day of hospitalization when they were in a stable phase. Each patient provided informed written consent, which stated that they would remain anonymous, were participating on a voluntary basis, and that there was no financial arrangement for those participating in the study. All patients were covered by compulsory medical insurance.




2.3. Measuring Instruments


In this study, we used four measurement instruments to acquire detailed data of various factors. These instruments are described below.



2.3.1. European Health Literacy Questionnaire (HLS-EU-Q47)


Health literacy was assessed with the European Health Literacy Questionnaire, HLS-EU-Q47, which consists of three groups of questions (health care, disease prevention, and health promotion). These groups included 11–22 questions relating to the availability, understanding, evaluation, and implementation of information relating to health.



Our respondents were required, in accordance with the scientific and research activity of the hospital, to provide complete answers to all questions.



Answers were given on a scale featuring four levels: 1, very difficult; 2, difficult; 3, easy; and 4, very easy. Consequently, the field “I do not know” was specifically excluded. There were no answers in this category.



According to recommendations [23], we scored each questionnaire and performed the following calculation: Index = (mean (per item) − 1) × (50/3).



Health literacy indices were constructed as a general health literacy index with three dimensions: health care, prevention of disease, and health promotion. The highest final score for the health literacy index was 50, while the smallest value was 0.



Health literacy was also categorized in four levels, as “inadequate” (0–25), “problematic” (> 25 to 33), “sufficient” (> 33 to 42), and “excellent” (> 42 to 50). In an attempt to identify vulnerable groups, according to recommendations [21,23], the “inadequate” and “problematic” levels were combined as a single level, which we referred to as “limited health literacy” (0–33).



The European questionnaire has been previously validated, shows good reliability in multinational samples, and is free to use as long as specific recommendations are followed [21,23]. The questionnaire has already been used to test the literacy of specific groups of patients, such as adolescents [3], diabetics [3,24], and patients with heart failure [25]. We used the full version of the questionnaire with a cultural adaptation (linguistic validation) to the Serbian language. The value of Cronbach’s coefficient in our study showed good validity and provided the following results: total index of health literacy α = 0.949, health care domain α = 0.872, disease prevention α = 0.867, and health promotion α = 0.888.




2.3.2. Quality of Life Survey Generic Questionnaire (SF-36)


The generic questionnaire for measuring quality of life from the Medical Outcomes Study [26], Short Form 36 Item (SF-36), consists of eight groups of questions related to physical and mental health. Each of these eight groups includes two to 10 questions. Responses to the formulated questions were offered in the form of two-, three-, and five-level scales. The values of two summarized scores were referred to as the physical and mental quality of life, the minimum and maximum values of which were 0 and 100, respectively; the higher the value, the better quality of life [27]. The Serbian version of SF-36 was validated on cardiac patients [27]. In our study, Cronbach’s coefficient was calculated individually for each dimension in order to establish internal consistency [11], and the results were as follows: physical functioning α = 0.938, physical role α = 0.907, body pain α = 0.423, general health α = 0.724, vitality α = 0.889, social functioning α = 0.856, emotional role α = 0.926, and mental health α = 0.829.




2.3.3. Quality of Life Survey Specific Questionnaire (MLWHF)


A specific questionnaire, the Minnesota Living with Heart Failure Questionnaire (MLWHF) [28], was used to measure quality of life. We used a version of this form which was validated for Serbians [22,29] and featured 21 questions related to the presence of disease symptoms, signs of heart failure disease, disease-caused limitations, staying in hospital for treatment, the cost of treatment, the side effects of drugs, and emotional problems. Answers were offered in the form of six-level scales, from “no” (0) through “very difficult” to “very easy” (5). We evaluated the values of summary scores for physical, mental, and overall quality of life. A total score (minimum and maximum values of 0 and 100, respectively) was calculated by adding up the answers for each question; lower total values referred to a better quality of life. In our study, Cronbach’s coefficient was α = 0.908 for the physical dimension, α = 0.824 for the emotional dimension, and α = 0.928 for the total quality of life.




2.3.4. Patients’ Characteristics and Sociodemographic Questionnaire


An additional questionnaire featuring 14 questions was used to evaluate the sociodemographic characteristics of our respondents. Age was categorized in three categories: up to 50 years, 51–64 years, and older than 65 years. The use of alcohol and cigarettes was evaluated dichotomously. Employment and marital status were categorized dichotomously as employed/unemployed and married/unmarried. Self-perception of financial status and health status was measured with the five-point Likert scale; answers were given on a three-point scale (poor, average, and good), since there were only a few answers.



The number of visits to the doctor was examined on a three-step scale: one to four visits a month, went three months ago, and have not seen a doctor. The level of education was classified into three categories as follows: low (primary school or less than eight years of school completed); medium (secondary school, eight to 12 years of school completed); and high (college or university, more than 12 years of school completed). Blood pressure values were categorized according to specific recommendations [30] as low, normal, or elevated. Body mass index (BMI), according to the recommendation in [31], was calculated using the formula (BMI = kg/m2), the values of which were classified into three categories: malnourished (< 18.5), normal (18.5–24.9), or obese (> 25).





2.4. Statistical Analysis


Univariate and multivariate analyses were used to investigate descriptive and inferential statistics. Measures of central tendency (mean and median), rate variability (standard deviation) for continuous variables, and absolute frequencies and percentages for categorical variables were used for descriptive statistics. The χ2 test (contingency table), t-test, and analysis of variance (ANOVA) were used to test the significance of differences. In addition, linear regression was used to determine independent predictors of health literacy among respondents. Statistical analysis was conducted using the Statistical Package for the Social Sciences (SPSS) version 22.0 (IBM Corp., Armonk, NY, USA). In all cases, a p value < 0.05 indicated statistical significance.





3. Results


3.1. Sociodemographic Characteristics of the Participants in the Study


This study included 200 inpatients with heart failure, surveyed at the Department of Cardiology in the Clinical Center “Bežanijska Kosa”, a state university hospital in Belgrade, Serbia. All patients completed the questionnaires. Table 1 shows the respondents’ sociodemographic characteristics.



The sample contained more male patients, n = 119 (59.5%). Respondent age ranged from 36 to 91 years, with a mean of 70.12 ± 9.63 years. The majority of respondents were pensioners, n = 172 (86%), who lived in marital union, n = 122 (61%).



In terms of educational level, most of the respondents, n = 88 (44%), had a medium school diploma. The majority of our respondents, n = 173 (86.5%), visited their doctor on a regular basis. More than half of our respondents, n = 115 (57%), perceived their health as being bad and every second patient considered their financial status as average.



Only 9% of participants consumed alcohol, and for cigarettes, n = 36 (18%). The mean body mass index was 28.17 ± 5.18.




3.2. Respondent Health Literacy Level


Assessing health literacy level in heart failure patients, we found that more than half of our respondents had limited health literacy, n = 128 (64%). Inadequate and problematic literacy was found in 73 (36.5%) and 55 (27.5%) participants, respectively. Sufficient health literacy was found for n = 56 (28%), while only 8% had excellent literacy, as shown in Table 2.



We used the full version of the European Health Literacy Questionnaire, HLS-EU-Q47, where the mean score value of the general health literacy index was 29.23 ± 9.12.



Among the three dimensions, respondents with heart failure showed the lowest mean health literacy index (28.01 ± 9.34) within the disease prevention dimension, which represents the largest number of respondents, n = 140 (70%), who showed limited health literacy.



The respondents had the best mean health literacy index (33.03 ± 8.52) in the health care dimension.




3.3. Quality of Life of Respondent


In the present study, quality of life in heart failure patients was assessed with two questionnaires, the generic (SF-36) and specific (MLWHF), the results of which are shown in Table 3.



According to the SF-36 questionnaire, our patients with heart failure showed lower mean scores (45.01 ± 24.77) for the physical dimension, while the mental dimension displayed better mean scores (50.35 ± 25.82).



Of all eight dimensions measured with SF-36, the worst values for quality of life were evident in the dimensions of physical role, physical function, vitality, and general health. In addition to this, the best values for quality of life were in the dimensions of body pain, mental health, emotional role, and social function.



Total quality of life score, as measured by the Minnesota questionnaire, was 51.67 ± 24.10. Our patients with heart failure had higher mean scores (24.73 ± 10.87), which indicate a worse physical dimension, while the mental dimension had better mean scores (7.34 ± 6.42).




3.4. Factors Associated with Health Literacy Level


The distribution of respondent characteristics based on health literacy levels, as well as on the general health literacy level, is given in Table 4.



We identified, with regard to the sociodemographic features, a higher proportion of heart failure patients with limited health literacy among females (66.7%), between 51 and 64 (66.7%) years old and older than 65 years (63.9%), who were unmarried (70.5%), unemployed (64%), and had completed less than eight years of school (95.7%). Furthermore, limited health literacy was found among those whose perceived financial status and self-perceived health were regarded as poor in 78.4% and 78.3% of patients, respectively. In addition to this, all four participants who were malnourished had limited health literacy.



Significant associations between sociodemographic characteristics and health literacy levels were found for education level (χ2 = 110.426; p < 0.001), employment status (χ2 = 7.461; p = 0.024), self-assessment of financial status (χ2 = 17.389; p = 0.002), and self-assessment of general health (χ2 = 26.943; p < 0.001) with all examined levels of health literacy.



In addition, Table 4 shows that according to gender, males and females had similar mean values (29.60 ± 8.97 versus 28.68 ± 9.37) for the general health literacy index. Furthermore, younger respondents, up to the age of 50 years, showed better mean values for the health literacy index in comparison with those older than 65 (34.76 ± 9.45 versus 29.00 ± 9.37). Respondents with a primary (21.59 ± 7.06) and medium school education (26.68 ± 6.48) showed a lower health literacy index in comparison to those with a higher education (38.19 ± 5.69).



In addition, the value of the health literacy index was higher in employed respondents compared with unemployed respondents (34.43 ± 7.84 versus 28.71 ± 9.10). A better health literacy index was evident in respondents who perceived their financial status as good (34.27 ± 7.50 versus 29.99 ± 9.07), in people who perceived their general health as good (35.40 ± 7.03 versus 25.84 ± 8.92), in people with a normal BMI (30.90 ± 9.33 versus 28.96 ± 8.89), and in people with a normal systolic blood pressure (30.94 ± 8.97 versus 27.55 ± 9.08).



Significantly associated with all examined levels of health literacy were education level (χ2 = 110.426; p < 0.001), employment status (χ2 = 7.461; p = 0.024), self-assessment of financial status (χ2 = 17.389; p = 0.002), and self-assessment of general health (χ2 = 26.943; p < 0.001).



Significant associations with the general health literacy index were education level (F = 104.763; p < 0.001), employment status (t = 2.572; p = 0.011), self-assessment of financial status (F = 15.788; p < 0.001), self-assessment of general health (F = 24.562; p < 0.001), body mass index (F = 4.997; p = 0.008), and systolic blood pressure (F = 3.661; p < 0.027).




3.5. Association between Health Literacy and Quality of Life


We applied linear regression to investigate the connection between health literacy and various domains of patients’ quality of life, as shown in Table 5. We identified that health literacy was highly statistically significant (p < 0.001) and an independent predictor of quality of life (physical, mental, and total quality of life) in patients with heart failure, both before and after adjustment for sociodemographic characteristics (sex, age, marriage, education, employment status, financial status perception, number of visits to a doctor, smoking, and alcohol).





4. Discussion


This study was designed to assess health literacy and quality of life in heart failure patients, identify the factors associated with health literacy, and investigate the connection between health literacy and quality of life.



There are several studies that have investigated a correlation between health literacy and quality of life in patients with heart failure [9,12,13,14,15,16,17,18].



Furthermore, health literacy has not been studied in Serbian patients with heart failure, although in this country, heart failure is one of the 10 most common causes of death [32].



The results of our study revealed limited health literacy in just over half (64%) of our respondents. These results are very similar to a previous study in Taiwan, which was also conducted in an urban hospital involving inpatients diagnosed with NYHA II and III heart failure, and in which 60.2% of the respondents showed inadequate health literacy [12]. A previous study [25] conducted in Spain showed a higher level of limited health literacy (79.6%) in patients with heart failure in the primary health care sector.



According to a systematic literature review [8], previous studies of health literacy in patients with heart failure were mostly undertaken in the United States using the S-TOFHLA questionnaire and showed that, on average, 39% of patients (range: 17.5%–97%) had low levels of health literacy.



Previous studies have highlighted the need to use a comprehensive health literacy measuring instrument which can provide answers to investigations across all dimensions of health literacy [8]. In our study, we used the European Health Literacy Questionnaire, which enabled us to demonstrate the value of the health literacy index at different sublevels, and this specifically targeted the domains in which patients are least likely to cope [21].



Among the three explored dimensions, this examination showed that patients with heart failure had the lowest literacy in the area of disease prevention, which is consistent with the fact that heart failure can be prevented [6]. Furthermore, previous studies showed that the use of preventive services was diminished in people with reduced literacy [7].



Our respondents had the best health literacy skills in the health care dimension. One possible reason for this could be that patients are covered with compulsory insurance, with available access to general practitioners.



In the present study, the mean health literacy index was 29.23 ± 9.12, which represented a somewhat better health literacy than in the Spanish study (25.4 ± 9.1) [25]. Although low health literacy is associated with an increased number of hospitalizations related to heart failure [8], one possible reason as to why our inpatients had a somewhat better health literacy than outpatients was the conditions under which our patients were interviewed. For example, our patients completed their questionnaire on their last day of hospitalization in a stable state and in a quiet environment provided by a hospital room. Furthermore, our patients did not have any comorbidities, as such patients were excluded from our study.



Another aim of our study was to highlight the reports of both generic and specific questionnaires relating to quality of life, thus affording us the possibility of comparing studies involving the quality of life of cardiovascular patients [10,19,20]. This was particularly important because only a few previous studies have used two quality of life questionnaires to investigate patients with heart failure [33]. Along with a specific questionnaire, it is recommended that such studies use generic measuring instruments to evaluate quality of life in order to acquire a more objective picture of the patient’s life, not just disease-related problems [10,20].



Our current results, using two questionnaires to acquire data relating to quality of life, showed that our patients had a poorer quality of life in the physical dimension. This was very similar to a previous study [34] involving patients with heart failure in the primary health care sector in Spain, which also used the same questionnaires relating to quality of life. Furthermore, when considering individual dimensions of quality of life, as measured by the SF-36, the worst values in our study were related to the physical role and physical functioning, which has been proven in patients with heart failure compared to other serious chronic diseases [11]. These results are in accordance with the fact that patients with heart failure usually have a poor quality of life in the physical dimension due to the very nature of the disease [11]. Many previous studies [5,6,10,11,33] have shown that heart failure has a particularly strong effect upon quality of life.



The best scores for quality of life in our present study were identified in the emotional role and social functioning. This was also shown in a previous study [34], except that values relating to the emotional dimension of quality of life were somewhat better in our study. One possible reason for this could be that we excluded patients with psychiatric disorders, as well as those with impaired cognitive functions. Previous studies [10,29] have shown that depression is very common in people with heart failure.



A study carried out by Gonzales and colleagues highlighted a lack of research relating to the impact of educational level, demographic variables, and other sociodemographic characteristics on health literacy in cardiovascular patients [19].



The mean age of our respondents was 70.12 ± 9.63 years. Our patients were all over 18 years of age and 73.5% of our study population was older than 65 years of age. This is in accordance with the global literature [6], which shows that over 80% of patients with heart failure are older than 65 years. Our study showed that health literacy worsened with increasing age, although this was not statistically significant. The same finding has been reported in many previous studies of patients with heart failure [8].



Our respondents with a poorer health literacy had a statistically significantly lower level of education, were unemployed, and their financial status was assessed as poor, which is in line with other studies of patients with heart failure [8,9,12].



Self-perceived health in general has been rarely examined in other similar studies. However, our results showed that heart failure patients who perceived their health as being poor had a lower level of health literacy. Sorensen and colleagues also came to the same conclusion in their study [21].



In our study, BMI was statistically associated with health literacy index; this result was similar to that of previous studies of the European population [21]. We also found that increased systolic blood pressure was also significantly associated with the health literacy index; previous studies reported that this specific parameter was a significant predictor of mortality in patients with heart failure [5].



When we investigated the connection between health literacy and quality of life, the results showed that health literacy among our heart failure patients was highly statistically significant and was an independent predictor of quality of life, and its physical and mental dimensions, as well as the overall quality of life. This was the case both before and after adjustment for sociodemographic characteristics (sex, age, marriage, education status, visits to the doctor, smoking, and alcohol).



Previous articles [8,9,12] also showed that age, sex, level of education, and financial status represented independent predictors of low health literacy in patients with heart failure.



Our results demonstrated a correlation between health literacy and quality of life in patients with heart failure, as seen in previous studies [9]. In addition, our results were in agreement with previous studies of a European population that used the HLQ-EU-Q47 and SF-36 measuring instruments [23].



Limitations


This study was conducted as a cross-sectional study and can only therefore be interpreted in relation to an urban environment in a city in Serbia. Furthermore, our investigations were limited to inpatients in the cardiology department of a specific hospital. We also used specific exclusion criteria, which may have had an impact on the emotional aspect of quality of life, as well as some of the other variables examined. Our exclusion criteria thus enabled us to select typical patients with heart failure without the presence and impact of severe comorbidities. We only selected NYHA II and III patients in the stable phase.





5. Conclusions


Our current analysis showed that the level of limited health literacy in hospitalized patients with heart failure was 64%. Health literacy was also shown to be a highly statistically significant and independent predictor of the quality of life of patients with heart failure. The value of the health literacy index was 29.23. Lower levels of education, unemployment, higher BMI, increased systolic blood pressure, poor financial status, and poor health were generally found to be significantly associated with health literacy.







Author Contributions


Conceptualization, M.J., A.J.V., and M.Z.; Methodology, M.J., A.J.V., and D.S., Formal Analysis, D.S.; Investigation, M.J. and M.Z; Resources, M.Z.; Writing-Original Draft Preparation, M.J.; Writing-Review & Editing, A.J.V.; and M.Z.; Supervision, A.J.V.




Acknowledgments


This work was supported by the Ministry of Science and Technological Development, Serbia, through contract No. 175025.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Kickbusch, I.; Wait, S.; Maag, D.; Banks, I. Navigating Health: The Role of Health Literacy Alliance for Health and the Future; International Longevity Centre: London, UK, 2006. [Google Scholar]

	



Jović-Vraneš, A.; Bjegović-Mikanović, V.; Marinković, J.; Kocev, N. Health literacy in a population of primary health-care patients in Belgrade, Serbia. Int. J. Public Health 2011, 56, 201–207. [Google Scholar] [CrossRef] [PubMed]

	



WHO Europe. Health Literacy: The Solid Facts; WHO Regional Office for Europe: Geneva, Switzerland, 2013; Available online: www.euro.who.int (accessed on 4 February 2016).

	



Sørensen, K.; Van den Broucke, S.; Fullam, J.; Doyle, G.; Pelikan, J.; Slonska, Z.; Brand, H. Health literacy and public health: A systematic review and integration of definitions and models. BMC Public Health 2012, 12, 80. [Google Scholar] [CrossRef] [PubMed]

	



Ambrosy, A.P.; Fonarow, G.C.; Butler, J.; Chioncel, O.; Greene, S.J.; Vaduganathan, M.; Nodari, S.; Lam, C.S.P.; Sato, N.; Shah, A.N.; Gheorghiade, M. The global health and economic burden of hospitalizations for heart failure: Lessons learned from hospitalized heart failure registries. J. Am. Coll. Cardiol. 2014, 63, 1123–1133. [Google Scholar] [CrossRef] [PubMed]

	



Ponikowski, P.; Anker, S.D.; AlHabib, K.F.; Cowie, M.R.; Force, T.L.; Hu, S.; Jaarsma, T.; Krum, H.; Rastogi, V.; Rohde, L.E.; et al. Heart failure: Preventing disease and death worldwide. ESC Heart Failure 2014, 1, 4–25. [Google Scholar] [CrossRef] [PubMed]

	



Berkman, N.D.; Sheridan, S.L.; Donahue, K.E.; Halpern, D.J.; Crotty, K. Low health literacy and health outcomes: An updated systematic review. Ann. Inter. Med. 2011, 155, 97–107. [Google Scholar] [CrossRef] [PubMed]

	



Cajita, M.I.; Cajita, T.R.; Han, H.R. Health Literacy and Heart Failure: A Systematic Review. J. Cardiovasc. Nurs. 2016, 31, 121–130. [Google Scholar] [CrossRef] [PubMed]

	



Macabasco-O’Connell, A.; DeWalt, D.A.; Broucksou, K.A.; Hawk, V.; Baker, D.W.; Schillinger, D.; Ruo, B.; Bibbins-Domingo, K.; Holmes, G.M.; Erman, B.; et al. Relationship Between Literacy, Knowledge, Self-Care Behaviors, and Heart Failure-Related Quality of Life Among Patients With Heart Failure. J. Gen. Intern. Med. 2011, 26, 979–986. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Berry, C.; McMurray, J. A review of quality-of-life evaluations in patients with congestive heart failure. Pharmacoeconomics 1999, 16, 247–271. [Google Scholar] [CrossRef] [PubMed]

	



Hobbs, F.D.R.; Kenkre, J.E.; Roalfe, A.K.; Davis, R.C.; Hare, R.; Davies, M.K. Impact of heart failure and left ventricular systolic dysfunction on quality of life: A cross-sectional study comparing common chronic cardiac and medical disorders and a representative adult population. Eur. Heart J. 2002, 23, 1867–1876. [Google Scholar] [CrossRef] [PubMed]

	



Tung, H.H.; Lu, T.M.; Chen, L.K.; Liang, S.Y.; Wu, S.F.; Chu, K.H. Health literacy impact on elderly patients with heart failure in Taiwan. J. Clin. Gerontol. Geriatr. 2014, 5, 72–76. [Google Scholar] [CrossRef]

	



Nesbitt, T.; Doctorvaladan, S.; Southard, J.A.; Singh, S.; Fekete, A.; Marie, K.; Moser, D.K.; Pelter, M.M.; Robinson, S.; Wilson, M.D.; et al. Correlates of Quality of Life in Rural Patients With Heart Failure. Circ. Heart Fail 2014, 7, 882–887. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Baker, D.W.; DeWalt, D.A.; Schillinger, D.; Hawk, V.; Ruo, B.; Bibbins-Domingo, K.; Weinberger, M.; Macabasco-O’Connell, A.; Grady, K.L.; Holmes, G.M.; et al. The effect of progressive, reinforcing telephone education and counseling versus brief educational intervention on knowledge, self-care behaviors and heart failure symptoms. J. Card. Fail 2011, 17, 789–796. [Google Scholar] [CrossRef] [PubMed]

	



DeWalt, D.A.; Malone, R.M.; Bryant, M.E.; Kosnar, M.C.; Corr, K.E.; Rothman, R.L.; Sueta, C.A.; Pignone, M.P. A heart failure self-management program for patients of all literacy levels: A randomized, controlled trial [isrctn11535170]. BMC Heal. Serv. Res. 2006, 6, 30. [Google Scholar] [CrossRef] [PubMed]

	



Dewalt, D.A.; Schillinger, D.; Ruo, B.; Bibbins-Domingo, K.; Baker, D.W.; Holmes, G.M.; Weinberger, M.; Macabasco-O’Connell, A.; Broucksou, K.; Hawk, V.; et al. Multisite randomized trial of a single-session versus multisession literacy-sensitive self-care intervention for patients with heart failure. Circulation 2012, 125, 2854–2862. [Google Scholar] [CrossRef] [PubMed]

	



Dickson, V.V.; Chyun, D.; Caridi, C.; Gregory, J.K.; Katz, S. Low literacy self-care management patient education for a multi-lingual heart failure population: Results of a pilot study. Appl. Nurs. Res. 2016, 29, 122–124. [Google Scholar] [CrossRef] [PubMed]

	



Yehle, K.S.; Plake, K.S.; Nguyen, P.; Smith, D. Health-related quality of life in heart failure patients with varying levels of health literacy receiving telemedicine and standardized education. Home Healthc. Now. 2016, 34, 267–272. [Google Scholar] [CrossRef] [PubMed]

	



González-Chica, D.A.; Mnisi, Z.; Avery, J.; Duszynski, K.; Doust, J.; Tideman, P.; Murphy, A.; Burgess, J.; Beilby, J.; Stocks, N. Effect of health literacy on quality of life amongst patients with ischaemic heart disease in Australian general practice. PLoS ONE 2016, 11, e0151079. [Google Scholar] [CrossRef] [PubMed]

	



Guyatt, G.H. Measurement of Health-Related Quality of Life in Heart Failure. J. Am. Coll. Cardiol. 1993, 22, 185A–191A. [Google Scholar] [CrossRef]

	



Sørensen, K.; Pelikan, J. M.; Röthlin, F.; Ganahl, K.; Slonska, Z.; Doyle, G.; Fullam, J.; Kondilis, B.; Agrafiotis, D.; Uiters, E.; et al. Health literacy in Europe: Comparative results of the European health literacy survey (HLS-EU). Eur. J. Public Health 2015, 25, 1053–1058. [Google Scholar] [CrossRef] [PubMed]

	



Terzić, Z.; Marinković, J.; Draganić, G.; Ljubić, B.; Seferović, J. Measuring quality of life in patients with heart failure. Srp. Arh. Celok. Lek. 2005, 133, 412–416. [Google Scholar] [CrossRef]

	



HLS-EU CONSORTIUM. Comparative Report on Health Literacy in Eight EU Member States. The European Health Literacy Project 2009–2012; Ludwig Boltzmann Institute for Health Promotion Research: Vienna, Austria, 2012; Available online: www.HEALTH-LITERACY.EU (accessed on 19 January 2016).

	



Finbråten, H.S.; Pettersen, K.S.; Wilde-Larsson, B.; Nordström, G.; Trollvik, A.; Guttersrud, Ø. Validating the European Health Literacy Survey Questionnaire in people with type 2 diabetes: Latent trait analyses applying multidimensional Rasch modelling and confirmatory factor analysis. J. Adv. Nurs. 2017, 73, 2730–2744. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Santesmases-Masana, R.; González-de Paz, L.; Real, J.; Borrás-Santos, A.; Sisó-Almirall, A.; Navarro-Rubio, M.D. Health literacy in patients with heart failure treated in primary care. Aten. Primaria 2017, 49, 28–34. [Google Scholar] [CrossRef] [PubMed]

	



Ware, J.E.; Sherbourne, C.D. The MOS 36-item short-form health survey (SF-36). I. Conceptual framework and item selection. Med. Care 1992, 30, 473–483. [Google Scholar] [CrossRef] [PubMed]

	



Zdravković, M.; Ristić, M.; Milić, N.; Zdravković, D.; Krotin, M.; Randjelović, T. Preoperative echocardiographic parameters influencing quality of life five years after coronary artery bypass graft surgery. Vojnosanit. Pregl. 2009, 66, 718–723. [Google Scholar] [CrossRef] [PubMed]

	



Rector, T.S.; Cohn, J.N. Assessment of patient outcome with the Minnesota Living with Heart Failure questionnaire: Reliability and validity during a randomized, double-blind, placebo-controlled trial of pimobendan. Pimobendan Multicenter Research Group. Am. Heart J. 1992, 124, 1017–1025. [Google Scholar] [CrossRef]

	



Erceg, P.; Despotović, N.; Milosević, D.P.; Soldatović, I.; Zdravković, S.; Tomić, S.; Marković, I.; Mihajlović, G.; Brajović, M.D.; Bojivić, O.; et al. Health-related quality of life in elderly patients hospitalized with chronic heart failure. Clin. Interv. Aging. 2013, 8, 1539–1546. [Google Scholar] [CrossRef] [PubMed]

	



Greenland, P.; Peterson, E.D. The New 2017 ACC/AHA Guidelines “Up the Pressure” on Diagnosis and Treatment of Hypertension. JAMA 2017, 318, 2083–2084. [Google Scholar] [CrossRef] [PubMed]

	



World Health Organization. Body Mass Index–BMI Categories. Available online: http://www.euro.who.int/en/health-topics/disease-prevention/nutrition/a-healthy-lifestyle/body-mass-index-bmi (accessed on 6 December 2016).

	



Health Statistical Yearbook of the Republic of Serbia 2014. Institute of Public Health of Serbia “Dr Milan Jovanović Batut”. Belgrade. Report No. 2217–3714. 2015, pp. 20–55. Available online: http://www.batut.org.rs/download/publikacije/pub2014.pdf (accessed on 10 December 2016).

	



Sousa, M.M.; Oliveira, J.D.S.; Soares, M.J.G.O.; Araújo, A.A.; Oliveira, S. Quality of life of patients with heart failure: Integrative review. J. Nurs. UFPE On Line Recife 2017, 11, 1287–1289. [Google Scholar]

	



Rilo, J.C.N.; Juárez, D.D.; Zurutuza, L.F.; García, M.A.R.; Gutiérrez, F.R.; Blanco, A.R. Quality of life in patients with heart failure: The perspective of primary health care. Gac. Sanit. 2012, 26, 436–443. [Google Scholar]








[image: Table] 





Table 1. Sociodemographic characteristics of the respondents in the study.






Table 1. Sociodemographic characteristics of the respondents in the study.





	
Sociodemographic Characteristic

	
No.

	
%






	
Total sample size

	

	
200

	
100




	
Gender

	
Male

	
119

	
59.5




	
Female

	
81

	
40.5




	
Age

	
≤50

	
5

	
2.5




	
51–64

	
48

	
24




	
≥65

	
147

	
73.5




	
Marital status

	
Married

	
122

	
61




	
Unmarried

	
78

	
39




	
Education

	
Low ≤ 8

	
47

	
23.5




	
Medium 8–12

	
88

	
44




	
High > 12

	
65

	
32.5




	
Employment

	
Employed

	
18

	
9




	
Unemployed

	
182

	
91




	
Financial status perception

	
Poor

	
51

	
25.5




	
Average

	
96

	
48




	
Good

	
53

	
26.5




	
Self-perceived health

	
Poor

	
115

	
57




	
Average

	
44

	
22




	
Good

	
41

	
20.5




	
Number of visits to the doctor

	
1–4

	
173

	
86.5




	
3 months ago

	
18

	
9




	
Have not seen

	
9

	
4.5




	
Cigarettes

	
Yes

	
36

	
18




	
No

	
164

	
82




	
Alcohol

	
Yes

	
18

	
9




	
No

	
182

	
91




	
BMI

	
Kg/m2

	
28.17 ± 5.18

	




	
Blood pressure

	
Systolic

	
126.83 ± 22.47

	




	
Diastolic

	
78.46 ± 14.20
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Table 2. Health literacy score of the respondents according to HLS-EU-Q47.
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Question Number from HLS-EU-Q47

	
Dimensions from

HLS-EU-Q47

	
Mean, SD a

	
Categorized Level of Health Literacy

	
Value of Health Literacy Score (%)






	
Q1–47

	
GENERAL HEALTH LITERACY INDEX

	
29.23 ± 9.12

	

	




	

	
1. Excellent > 42–50

	
16 (8%)




	

	
2. Sufficient > 33–42

	
56 (28%)




	

	
3. Problematic > 25–33

	
55 (27.5%)




	

	
4. Inadequate 0–25

	
73 (36.5%)




	

	
5. Limited (3 + 4) 0–33

	
128 (64%)




	
Q1–16

	
HEALTH CARE

	
33.03 ± 8.52

	

	




	

	
1. Excellent > 42–50

	
31 (15.5%)




	

	
2. Sufficient > 33–42

	
74 (37%)




	

	
3. Problematic > 25–33

	
54 (27%)




	

	
4. Inadequate 0–25

	
41 (20.5%)




	

	
5. Limited (3 + 4) 0–33

	
95 (47.5%)




	
Q17–31

	
PREVENTION OF DISEASE

	
28.01 ± 9.34

	

	




	

	
1. Excellent > 42–50

	
17 (8.5%)




	

	
2. Sufficient > 33–42

	
43 (21.5%)




	

	
3. Problematic > 25–33

	
66 (33%)




	

	
4. Inadequate 0–25

	
74 (37%)




	

	
5. Limited (3 + 4) 0–33

	
140 (70%)




	
Q32–47

	
HEALTH PROMOTION

	
30.46 ± 9.69

	

	




	

	
1. Excellent > 42–50

	
24 (12)




	

	
2. Sufficient > 33–42

	
62 (31%)




	

	
3. Problematic > 25–33

	
44 (22%)




	

	
4. Inadequate 0–25

	
70 (35%)




	

	
5. Limited (3 + 4) 0–33

	
114 (57%)








a Mean of score of the general health literacy index and three subindices. Score of the general health literacy index was 50, while the smallest value was zero.
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Table 3. Scores on quality of life from SF-36 and MLWHF.
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Quality of Life Questionnaire

	
Dimensions of Quality

of Life

	
Mean (SD)

	
Minimum Score

	
Maximum Score

	
Median (Range)






	
SF-36 *

	
Physical functioning

	
38.77 (30.64)

	
0

	
100

	
32.50 (58.75)




	
Physical role

	
33.12 (41.63)

	
0

	
100

	
0 (75.00)




	
Body pain

	
61.99 (35.54)

	
0

	
100

	
62.00 (69.00)




	
General health

	
49.57 (24.45)

	
0

	
100

	
45.00 (40.00)




	
Vitality

	
42.37 (28.27)

	
0

	
90

	
35.00 (53.75)




	
Social functioning

	
50.26 (30.44)

	
0

	
100

	
50.00 (50.00)




	
Emotional role

	
50.50 (46.80)

	
0

	
100

	
67.00 (100.00)




	
Mental health

	
59.04 (25.25)

	
4

	
100

	
60.00 (40.00)




	
Total physical dimensions

	
45.01 (24.77)

	
0

	
97

	
40.00 (39.50)




	
Total mental dimensions

	
50.35 (25.82)

	
1

	
97

	
49.00 (47.50)




	
Minnesota **

	
Physical dimension

	
24.73 (10.87)

	
1

	
40

	
26.00 (19.50)




	
Emotional dimension

	
7.34 (6.42)

	
0

	
25

	
6.00 (25.00)




	
Total quality of life

	
51.67 (24.10)

	
4

	
98

	
50.00 (40.00)








* SF-36: Higher values speak in favour of a better quality of life; ** Minnesota: Lower values speak in favour of a better quality of life.
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Table 4. Respondents’ sociodemographic characteristics by health literacy levels.
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Sociodemographic Characteristics

	
Level of Health Literacy

	
p *

	
Mean (SD)

General Health Literacy Index

	
p **




	
Limited (0–33), %

	
Sufficient (> 33–42), %

	
Excellent

(> 42), %






	
Gender

	
Male

	
74 (62.2%)

	
37 (31.1%)

	
8 (6.7%)

	
0.416

	
29.60 (8.97)

	
0.485




	
Female

	
54 (66.7%)

	
19 (23.5%)

	
8 (9.9%)

	
28.68 (9.37)




	
Age (years)

	
≤50

	
2 (40%)

	
2 (40%)

	
1 (20%)

	
0.361

	
34.76 (9.45)

	
0.382




	
51–64

	
32 (66.7%)

	
15 (31.3%)

	
1 (2.1%)

	
29.34 (8.28)




	
≥65

	
94 (63.9%)

	
39 (26.5%)

	
14 (9.5%)

	
29.00 (9.37)




	
Marital status

	
Married

	
73 (59.8%)

	
39 (32%)

	
10 (8.2%)

	
0.270

	
29.93 (9.14)

	
0.174




	
Unmarried

	
55 (70.5%)

	
17 (21.8%)

	
6 (7.7%)

	
28.13 (9.04)




	
Education

	
Low ≤8

	
45 (95.7%)

	
1 (2.1%)

	
1 (2.1%)

	
<0.001

	
21.59 (7.06)

	
<0.001




	
Medium 8–12

	
74 (84.1%)

	
14 (15.9%)

	
0 (0%)

	
26.68 (6.48)




	
High >12

	
9 (13.8%)

	
41 (63.1%)

	
15 (23.1%)

	
38.19 (5.69)




	
Employment

	
Employed

	
7 (38.9%)

	
10 (55.6%)

	
1 (5.6%)

	
0.024

	
34.43 (7.84)

	
0.011




	
Unemployed

	
121 (64%)

	
46 (25.3%)

	
15 (8.2%)

	
28.71 (9.10)




	
Financial status perception

	
Poor

	
40 (78.4%)

	
10 (19.6%)

	
1 (2%)

	
0.002

	
29.99 (9.07)

	
<0.001




	
Average

	
65 (67.7%)

	
25 (26%)

	
6 (6.3%)

	
28.69 (8.72)




	
Good

	
23 (43.4%)

	
21 (39.6%)

	
9 (17%)

	
34.27 (7.50)




	
Self-perceived health

	
Poor

	
90 (78.3%)

	
20 (17.4%)

	
5 (4.3%)

	
< 0.001

	
25.84 (8.92)

	
< 0.001




	
Average

	
23 (52.3%)

	
17 (38.6%)

	
4 (9.1)

	
32.32 (7.16)




	
Good

	
15 (36.6%)

	
19 (46.3%)

	
7 (17.1)

	
35.40 (7.03)




	
Number of visits to the doctor

	
1–4

	
109 (63%)

	
51 (29.5%)

	
13 (7.5%)

	
0.454

	
29.43 (8.93)

	
0.370




	
3 months ago

	
14 (77.8%)

	
2 (11.1%)

	
2 (11.1)

	
26.49 (9.8)




	
Have not seen

	
5 (55.6%)

	
3 (33.3%)

	
1 (11.1%)

	
30.89 (11.41)




	
Cigarettes

	
Yes

	
24 (66.7%)

	
11 (30.6%)

	
1 (2.8%)

	
0.439

	
28.41 (9.34)

	
0.555




	
No

	
104 (63.4%)

	
45 (27.4%)

	
15 (9.1%)

	
29.41 (9.09)




	
Alcohol

	
Yes

	
15 (83.3%)

	
3 (16.7%)

	
0 (0%)

	
0.162

	
25.15 (8.29)

	
0.046




	
No

	
113 (62.1%)

	
53 (29.1%)

	
16 (8.8%)

	
29.63 (9.1)




	
BMI

	
< 18.5

Malnourished

	
4 (100%)

	
0 (0%)

	
0 (0%)

	
0.313

	
16.47 (4.54)

	
0.008




	
18.5–24.9

Normal weight

	
26 (52%)

	
18 (36%)

	
6 (12%)

	
30.90 (9.33)




	
> 25

Obese

	
95 (66.9%)

	
37 (26.1%)

	
10 (7%)

	
28.96 (8.89)




	
Blood pressure

	
Systolic

	
Low

	
3 (75%)

	
1 (25%)

	
0 (0%)

	
0.153

	
26.58 (7.44)

	
0.027




	
Normal

	
57 (57%)

	
33 (33%)

	
10 (10%)

	
30.94 (8.97)




	
Elevated

	
68 (70.8%)

	
22 (22.9%)

	
6 (6.3%)

	
27.55 (9.08)




	
Diastolic

	
Low

	
2 (66.7%)

	
1 (33.3%)

	
0 (0%)

	
0.583

	
22.73 (13.89)

	
0.127




	
Normal

	
53 (60.9%)

	
25 (28.7%)

	
9 (10.3%)

	
30.50 (8.63)




	
Elevated

	
73 (66.4%)

	
30 (27.3%)

	
7 (6.4%)

	
28.40 (0.30)








* χ2 test; ** t test and ANOVA.
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Table 5. Association between health literacy and quality of life.
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Quality of Life

Questionnaires

	
Health Literacy




	
β Unadjusted

	
Coefficient

(95% CI)

	
p

	
β

Adjusted

	
Coefficient (95% CI)

	
p






	
SF-36

	
Physical dimension a

	
0.534

	
1.13; 1.77

	
<0.001

	
0.42

	
0.71; 1.57

	
<0.001




	
Emotional dimension a

	
0.513

	
1.11; 1.79

	
<0.001

	
0.38

	
0.62; 1.55

	
<0.001




	
Minnesota

	
Total quality of life a

	
-0.417

	
-1.44; -0.76

	
<0.001

	
-0.30

	
-1.25; -0.33

	
0.001








а Adjusted to gender, age, marriage, education, employment status, self-assessment of financial status, number of visits to the doctor, smoking, and alcohol.
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