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Abstract Objective: Heart failure (HF) is a complex and difficult disease to manage. The patients’ use of coping
methods and their level of strength may affect the control of the disease. This study investigated the
relationship between HF patients’ level of empowerment and their religious coping.

Methods: The data of the study were obtained with the Heart Failure Empowerment Scale (HFES) and the
Religion Coping Scale (RCS).

Results: The mean duration of the diagnosis was 5.77±5.78 years. The patients had mean scores of 9.35±2.41
for negative religious coping and 24.02±4.04 for positive religious coping. The mean HFES total score was
92.07±9.96. It was determined that smoking, symptom severity, and disease duration affected religious
coping levels. Patient empowerment was found to be influenced by the following factors: smoking, regular
physician control, gender, education, employment status, disease awareness, and perception of health
status.

Conclusion: A weak and negative correlation was observed between religious coping and patient empow<
erment in individuals with HF, suggesting that higher reliance on religious coping may be associated with
lower levels of empowerment.
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INTRODUCTION
Cardiovascular diseases are among the chronic diseases

that are increasing in prevalence worldwide. Heart failure (HF),
one of these conditions, is notable for having a high morbidity
and fatality rate. In the United States of America, 6.2 million
persons suffer from HF, with an incidence of 2.1% beyond the
age of 65 (1<2). According to the Heart Failure Prevalence and
Predictors in Turkey (HAPPY) study, the prevalence of HF in
Türkiye was found to be 2.9% (3). Depending on the underlying
aetiology, patients with HF may experience a wide range of
chronic physical and emotional symptoms. These symptoms
often impair patients' daily physical and social functioning,
limiting their independence and negatively impacting their
psychosocial well<being (4, 5). Symptom control is one of the
main goals of treatment. However, despite the use of modern
treatments, the disease can progress, and the symptoms get
worse over time, significantly affecting the health<related
quality of life of individuals (2,6).

The concept of patient empowerment has been especially
emphasised in the effective management of chronic diseases.
Empowerment is critical for successfully managing the
symptoms of individuals with HF and increasing their health<
related quality of life (7). With empowerment, it is ensured that
individuals are willing to participate in care, adapt to diseases,
and cope with the problems they encounter (8). For this
purpose, the evaluation of the level of strength in motivating
the patients constitutes a critical step (7,9).

In addition to the impact of work, social, and family
relationships on the chronic disease process, the weariness of
the treatment process has a significant impact on individuals'
lives (10). Individuals suffering from serious illness may
turn to religion and spirituality to help them cope with
a various stressors (11). Religious coping is the use of
religious principles or practices to reduce stress and deal with
issues in daily life. (12). Individuals may adopt positive or
negative religious coping methods, and this may affect health
differently. Efforts to cope with the disease are important
factors that affect the course of the disease and the success
of treatment. While these efforts can enable people to stand
strong in the processes, they can worsen the adaptation
and treatment process if they are weak (10). According to
Brewer et al. (2022), intermediate or optimal cardiovascular
health was linked to higher levels of religiosity (13). Upon
reviewing the literature, it was found that no studies had
examined the relationship between religious coping and
patient empowerment. The goal of this study was to evaluate
the religious coping and empowerment levels of individuals
with HF and to determine the relationship between them.

METHODS

Study population and procedure

This study was designed as descriptive and, cross<
sectional. The study was conducted in the cardiology clinics of
a training and research hospital in Istanbul between August
2022 and January 2023. The surveys were conducted face<to<
face with individuals and took an average of 10<15 minutes.
The minimum sample size in the population was determined
by power analysis with the programme G*Power (v3.9.7). In
the calculation performed to obtain a 0.05 significance level
(α) and an 80% statistical test power (1<β), the effect size
was calculated as 0.30, and a minimum sample size of 97
was found according to the standard deviation value. The
study sample included patients aged 18 years who had
been diagnosed with heart failure (HF) and consented to
participate. Patients with communication difficulties, those
awaiting heart transplantation, or those with a ventricular
assist device were excluded from the study.

Measures

Data colllection form

The researchers prepared the data collection form in
light of a literature review (7<8,10,15). This form consisted
of 18 questions regarding socio demographic (age, gender,
education level, marital status, working status, etc.) and
clinic characteristics (New York Heart Association<NYHA class,
duration of illness, comorbidities, regular use of medication,
regular physician follow<up, etc.).

Heart Failure Empowerment Scale (HFES)

The Heart Failure Empowerment Scale (HFES) is a scale
developed to evaluate the level of strength of HF patients by
Karaman et al. (2017) by adapting the Diabetes Empowerment
Scale to individuals with HF (7). The five<point Likert<type
scale, consisting of 28 questions, has three sub<dimensions
(self<awareness<managing the psychological aspects of the
illness, the ability to reach the goal, and the ability to set
goals). A "low level of empowerment" is indicated by a score
between 28 and 65, a "medium level of empowerment" by a
score between 66 and 103, and a "high level of empowerment"
by a score between 104 and 140 (between 28 and 140 points).
The total Cronbach's alpha value of the scale was 0.93, and it
was found to be 0.84 in this study.

Religious Coping Scale (RCS)

The Religious Coping Scale (RCS) is a tool designed to
evaluate how individuals use religious beliefs and practices to
manage stressful or challenging life events. Initially developed
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by Abu<Raiya, Pargament, Mahoney, and Stein in 2008 and
later translated and validated for Turkish populations by
Eksi and colleagues in 2016, the scale consists of 10 items.
These items are categorised into two subdimensions: positive
religious coping and negative religious coping. A higher score
on the positive subscale suggests a stronger engagement in
constructive, faith<based coping mechanisms, while a higher
score on the negative subscale indicates a tendency towards
less adaptive or distress<related religious responses. The
Cronbach's alpha value of the scale was 0.91 for the positive
religious coping sub<dimension and 0.86 for the negative
religious coping sub<dimension. In this study, the Cronbach's
alpha value was found to be 0.86 for the positive religious
coping sub<dimension and 0.87 for the negative religious
coping sub<dimension.

Ethical aspects of the study

The study conforms with the ethical principles outlined
in the Declaration of Helsinki. Appropriate permissions were
obtained from the institution where the study was conducted.
The University Institutional Review Board (IRB date and
number: 05.08.2022/2022.13) approved the study. Patients who
fulfilled the study requirements gave their written and verbal
(informed consent) consent.

Statistical analysis

Continuous variables were expressed as means ± SD,
and categorical variables were expressed as percentages.
The patients’ HFES and RCS scores were compared across
the socio<demographic and clinical characteristics of the
patients using Student’s t<test and one<way analysis of
variance (ANOVA). Post hoc analyses were performed where
appropriate using the Bonferroni correction. The correlation
between variables was analysed using Pearson correlation
analysis. For all tests, two<sided P values <0.05 were
considered significant. Statistical analysis was performed
using the Statistical Package for the Social Sciences (SPSS)
version 20.0 for Windows (SPSS Inc., Chicago, Illinois, USA).

RESULTS
The mean age of the patients included in the study was

69.09±10.96 years and the mean duration of the illness was
5.77±5.78 years. Nearly all of the patients were male (53.5%),
married (98.8%), non<smokers (86.6%), with NYHA class IV
(50.0%), with comorbidities (90.7%), and rated their health
status as "moderate" (62.8%) (Table 1).

The patients’ mean religious coping scores were 9.35±2.41
for negative religious coping and 24.02±4.04 for positive
religious coping. While the HFES total score average was

92.07±9.96, the HFES sub<dimension “target determines the
ability” had the highest mean (32.35±4.67) (Table 2).

Table 1. Patients’ socio<demographic and clinical characteristics (N = 172)

Age (year) Mean±SD (Min-Max) 69.09±10.96 (31-91)

Duration of illness Mean±SD (Min-Max) 5.77±5.78 (1-38)

n %

< 65 years 53 30.8Age (year)

≥ 65 years 119 69.2

Female 80 46.5Gender

Male 92 53.5

< High school 155 90.1Education level

≥ High school 17 9.9

Married 170 98.8Marital status

Single 2 1.2

Working 24 14.0Working status

Not working 148 86.0

Income more than
expenses

120 69.8

Income partially covers
expenses

46 26.7

Economic status

Income less than expenses 6 3.5

Yes 23 13.4Smoke

No 149 86.6

Yes 2 1.2Alcohol

No 170 98.8

Living alone 9 5.2Home status

Living with a family
member

163 94.8

II 9 5.2

III 77 44.8

NYHA Class

IV 86 50.0

≤ 5 years 106 61.6Duration of the
illness > 5 years 66 38.4

Yes 156 90.7Presence of
comorbidities No 16 9.3

Hypertension 116 67.4

Diabetes Mellitus 82 47.7

Chronic obstructive
pulmonary disease

37 21.5

Chronic renal failure 36 20.9

Type of
comorbidity*

Hyperlipidaemia 32 18.6

Yes 148 86.0Regular use of
medication No 24 14.0

Yes 128 73.8Regular physician
follow-up No 45 26.2

Yes 19 11.0

Some 103 59.9

Knowledge about
the disease
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Age (year) Mean±SD (Min-Max) 69.09±10.96 (31-91)

Duration of illness Mean±SD (Min-Max) 5.77±5.78 (1-38)

No 50 29.1

Good 2 1.2

Moderate 108 62.8

Overall health
assessment

Poor 62 36.0

Yes 157 91.3Emergency visit
within the last year No 15 8.7

Yes 169 98.3Hospitalisation
within last year No 3 1.7

NYHA: New York Heart Association., *More than one option selected

Table 2. Religious Coping Scale and Heart Failure Empowerment Scale scores
of patients

Scale Mean±SD (Min-Max) Score range

Religious Coping Scale  

Positive Religious Coping 24.02±4.04 (7<28) 46935

Negative Religious Coping 9.35±2.41 (3<12) 45994

Heart Failure Empowerment Scale
(Total)

92.07±9.96 (59<113) 28<140

Self<awareness<manage the
psychological aspects of the
disease

30.21±4.23 (19<41) 16681

Target reach capability 29.51±2.78 (18<35) 16681

Target determines the ability 32.35±4.67 (20<41) 18537

It was found that smoking, symptom severity, and duration
of the illness affected religious coping levels. It was found
that the patients’ gender, education level, employment status,
smoking, regular physician control, knowledge of the disease,
and perception of their health status were the factors affecting
their empowerment levels (p<0.05).

There was a statistically significant difference between
those who had knowledge about the disease and those who
did not when the empowerment level of the patients was
assessed (p<0.001). There was also a statistically significant
difference between those who reported their health status as
"good" and those who reported it as "poor" (p<0.001) (Table 3).

When the relationship between religious coping and
empowerment levels of HF patients was examined, a very
weak negative correlation (r=<0.175, p=0.02) and a weak
negative correlation (r=<0.218, p=0.004) were found between
empowerment level and positive coping and negative coping,
respectively (Table 4).

DISCUSSION
Heart failure is a tough ailment to manage due to patients'

poor quality of life and frequent hospitalisations. In addition,
the progressive nature of the disease makes it difficult for

individuals to accept the stages of the disease and to control
symptoms. This process wears out individuals physically,
socially, and psychologically (4<5). The literature shows that
religious methods for coping are frequently employed by
heart patients (16<18). In this study, the evaluation of religious
coping and empowerment levels of HF patients and the
relationship between them were discussed.

A factor affecting adherence to illness and treatment
in individuals with chronic disease is religious coping (10).
Positive or negative religious coping methods can affect
health differently, and on the contrary, difficulties in the
management of the disease can cause positive or negative
religious attitudes (10<18). In their study of individuals with
chronic diseases, Coşgun and Tokur (2022) discovered that
religion provided both direct and indirect positive effects in
the fight against the disease. Positive coping refers to a secure
relationship with God, to gaining strength from him, and to
believing that there is meaning in life. Negative coping is
associated with anger at God, weak relationships with God,
and feelings of punishment (10). Mangolian Shahrbabaki et al.
(2017) stated that a spiritual strategy helps patients cope with
HF (6). In their systematic review, Park et al. (2017) found that
religion and spirituality were inversely proportional to disease
development and had a positive effect on recovery (19). When
the religious coping level of the patients was examined in our
study, it was shown that both positive and negative religious
coping mean scores were high. The quality of life of HF
patients is closely affected by the changes in their symptom
status from time to time. As a result of the aggravation of
the symptoms, there may be questions about the troubles
experienced, and it can trigger the feelings of helplessness
and loneliness they feel in the face of situations that they
cannot afford. On the other hand, positive feelings can be
reinforced by asking for help for themselves, without asking
God whom they see as the most powerful being, in times
of physical, mental, social, and economic difficulties (10,20).
These results were associated with the patients’ frequent
experiences of ambivalent and volatile emotions.

The NYHA classification is the most widely used system
for determining the severity of symptoms patients with HF.
While NYHA class I refers to asymptomatic patients, symptoms
and prognosis worsen as the class increases. NYHA class
IV is the most advanced stage of HF (5). In the study, it
was determined that the increase in the symptom severity
of the patients significantly increased their level of negative
religious coping (p = 0.04). Negative religious coping increases
the depressive tendency by affecting the process of gaining
meaning and control together with the increase in anxiety and
stress (20). Psychological disorders such as depression can
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Table 3. Factors affecting patients’ religious coping and empowerment

RCS- Positive RCS- Negative Total Score of HFES

Mean ± SD t, F p Mean ± SD t, F p Mean ± SD t, F p

Age (year) < 65 years

≥ 65 years

23.07±4.68

24.44±3.66 −2.061* 0.06

9.00±2.54

9.50±2.35 −1.267* 0.20

94.13±10.08

91.16±9.81 1..819* 0.07

Gender Female

Male

24.17±4.20

23.88±3.91 0.476* 0.63

9.37±2.59

9.33±2.26 0.132* 0.89

89.34±10.58

94.46±8.77 −3.468* 0.001

Education level < High school

≥ High school

23.99±4.11

24.23±3.42 −0.234* 0.81

9.26±2.42

10.12±2.26 −1.387* 0.16

91.40±9.79

98.23±9.63 −2.736* 0.007

Marital status Married

Single

24.02±4.06

24.00±2.83 0.006* 0.99

9.35±2.43

9.50±0.71 −0.089* 0.92

92.05±10.02

94.50±0.71 −0.345* 0.73

Working status Working

Not working

22.96±3.84

24.19±4.06 −1.389* 0.16

9.17±2.41

9.38±2.42 −0.397* 0.69

96.42±10.68

91.37±9.70 2.331* 0.02

Economic status

Income more than expenses

Income partially covers expenses

Income less than expenses

24.22±3.79

23.83±4.44

21.33±5.35 1.545¥ 0.21

9.57±2.41

8.93±2.32

8.00±2.83 2.168¥ 0.11

92.47±9.93

91.24±10.15

90.50±10.33 0.331¥ 0.71

Smoke Yes

No

21.69±4.52

24.37±3.85 −3.033* 0.003

8.13±2.68

9.54±2.32 −2.645* 0.009

96.65±10.53

91.37±9.71 2.400* 0.01

Alcohol Yes

No

20.00±9.90

24.06±3.97 −0.580* 0.66

10.00±2.83

9.34±2.42 0.383* 0.70

82.50±4.95

92.19±9.96 −1.371* 0.17

Home status Living alone

Living with a family member

22.44±6.84

24.10±3.81 0.722* 0.49

9.67±3.20

9.33±2.37 −0.405* 0.68

86.44±10.96

92.39±9.85 1.753* 0.08

NYHA Class II

III

IV

24.89±3.72

24.44±3.58

23.44±4.50 1.475¥ 0.23

8.86±2.61

9.22±2.11

9.80±2.18 3.206¥ 0.04

85.55±6.63

92.71±10.60

92.19±9.49 2.119¥ 0.12

Duration of illness ≤ 5 years

> 5 years

23.61±4.36

24.67±3.39 −1.771* 0.07

8.95±2.46

9.98±2.21 −2.779* 0.006

92.11±10.03

92.01±9.93 0.063* 0.95

Presence of comorbidities Yes

No

23.96±4.02

24.56±4.27 −0.566* 0.57

9.33±2.46

9.50±1.93 −0.319* 0.75

91.76±9.69

95.19±12.24 −1.315* 0.19

Regular use of medication Yes

No

24.07±3.84

23.71±5.19 0.403* 0.68

9.26±2.42

9.87±2.38 −1.152* 0.25

92.53±9.95

89.29±9.76 1.481* 0.14

Regular physician follow-up Yes

No

23.96±3.93

24.18±4.36 −0.309* 0.75

9.17±2.51

9.84±2.07 −1.610* 0.10

94.12±9.20

86.31±9.87 4.800* <0.001

Knowledge about the disease Yes

Some

No

24.79±2.93

23.78±4.01

24.22±4.46 0.590¥ 0.55

9.84±2.48

9.27±2.31

9.32±2.62 0.449¥ 0.63

100.84±7.06

92.58±9.76

87.70±8.93 14.21¥ <0.001

Overall health assessment Good

Moderate

Poor

27.50±0.71

23.59±4.37

24.64±3.32 2.117¥ 0.12

11.00±0.00

9.17±2.63

9.61±2.00 1.148¥ 0.32

101.00±12.73

94.99±9.41

86.71±8.56 17.14¥ <0.001

Emergency visit within the last year

Yes

No

23.87±4.12

25.53±2.75 −1.528* 0.12

9.30±2.43

9.87±2.29 −0.869* 0.38

92.37±10.02

89.00±9.04 1.254* 0.21

Hospitalisation within the last year

Yes

No

24.07±3.98

21.00±7.21 1.308* 0.19

9.38±2.39

7.33±3.51 1.463* 0.14

92.20±9.92

85.00±12.12 1.243* 0.21

Significant difference at p<0,05; value in bold: significant; ANOVA¥, Students t test* HFES: Heart Failure Empowerment Scale, NYHA: New York Heart Association,
RCS: Religious Coping Scale.
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Table 4. Relationship between patients' religion coping and empowerment

HFESRCS

Self-awareness-manage the
psychological aspects of the disease

Target reach capability Target determines the ability Total

r −0.121 −0.136 −1.184 −0.175Positive

p 0.11 0.07 0.01 0.02

r −0.164 −0.169 −0.216 −0.218Negative

p 0.03 0.02 0.004 0.004

r: correlation coefficient; using Pearson’s correlation analyses, HFES: Heart Failure Empowerment Scale, RCS: Religious Coping Scale

be seen frequently in patients in the advanced stages of HF
(5). In this study, it was also observed that the duration of
the illness increased significantly in parallel with the negative
religious coping level (p = 0.006). It was found that the
negative attitudes of the patients increased as the clinical
picture worsened with the worsening of the prognosis. Indeed,
Zulgarnain et al. (2022) found, in their study of individuals
with chronic diseases (diabetes, cancer, and coronary heart
diseases), a negative relationship between depression and
positive religious coping (21). With the worsening the
symptoms, the difficulty in managing of the disease made us
think that the patients may tend to depression.

Empowerment plays a vital role in the development of
behaviours such as health protection, self<care, and self<
control in individuals (8,22). It increases compliance with
the disease process, especially in individuals with chronic
diseases such as HF, and enables them to cope with
the problems they encounter by creating motivation (7,23).
According to Daniati et al. (2020), the patients' empowerment
levels were interpreted as low in the study (24). Kohler et al.
(2018) found that patients levels of empowerment were found
to be high (25). In this study, the level of empowerment of the
patients was determined to be moderate (92.07±9.96).

When the relationship between patients’ empowerment
and religious coping levels is explored, it is shown that an
increase in both negative and positive religious coping levels
reduces empowerment. In severe diseases, the meanings
attributed to the disease, the responses and coping efforts of
individuals may vary according to individual and situational
characteristics. The type and stage of the disease, the general
condition of the patient, social and economic status, and
internal and external motivation sources play a decisive role
in the effects of the disease on the person and his life (10).

Limitation

The fact that the study was conducted with volunteer
HF patients who were admitted to a single hospital during
a specific period creates a limitation in terms of the

generalizability of the results. In addition, information on
religious coping and empowerment is based on self<reports.

CONCLUSION
In this study, the religious coping level of HF patients

was found to be high, and the level of empowerment was
found to be moderate. There was a weak and negative
relationship between religious coping and empowerment
levels. It is essential to consider the psychosocial aspects
of healthcare professionals when evaluating patients from a
holistic perspective. In this respect, the use of religious coping
methods will be beneficial in the symptom management
of HF patients. It is recommended that interventions that
boost religious coping and empowerment, as well as
physician follow<up of patients, be included in the symptom
management of HF patients.
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