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Abstract 
Background: The incidence of heart failure continues to rise in the United States, with more than 600,000 new cases 
diagnosed each year. The progressive nature of heart failure predisposes individuals to physical and psychological 
sequelae, including physical activity intolerance and depressive symptoms. Coping is beneficial in assisting individuals to 
live with heart failure. Evidence suggests that how individuals cope with heart failure may influence heart failure-related 
outcomes, such as psychological well-being, self-care, health-related quality of life, and mortality. Thus, a better under- 
standing of coping styles can assist clinicians and researchers to develop interventions that improve heart failure 
outcomes. 

Purpose: To provide a systematic review and synthesis of evidence regarding the influence of coping styles in HF. A 
conceptualization of coping commonly used in heart failure-related literature within the context of stress and cognitive 
appraisal of stress is described. In addition, this review will identify what is known about: (1) individual factors that 
influence coping styles in heart failure; (2) the influence of coping styles on heart failure-related outcomes; and (3) 
interventions that promote effective (e.g., problem-focused) coping in heart failure. Methodological issues associated with 
this empirical literature and implications for clinicians and research also were discussed. 

Methods: This article provides a systematic review of current empirical evidence regarding the influence of coping styles 
on heart failure-related outcomes.  

Results: This review of empirical literature revealed several factors that may influence coping style in individuals with 
HF, including co-morbidities, personality, illness knowledge and beliefs, and sense of coherence. Additionally, the use of 
problem-focused coping strategies was found to be related to positive HF outcomes, such as psychological well-being, 
enhanced self-care, and improved health-related quality of life. Whereas, the use of emotion-focused coping strategies was 
found to be associated with negative HF outcomes, such as psychological distress, decreased health-related quality of life, 
and increased HF-related mortality. Although limited, experimental work in this area suggests that problem-focused 
coping strategies may be beneficial in improving HF-related outcomes.    

Conclusions: Effective coping aids the successful management of heart failure, specifically the management of associated 
physical symptoms and psychological sequelae that may result. Problem-focused strategies may be more beneficial than 
emotion-focused strategies in assisting individuals to cope with heart failure and improve heart failure outcomes, such as 
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psychological well-being, self-care, and health-related quality of life. Conversely, emotion-focused strategies may nega- 
tively influence heart failure outcomes, such as psychological distress, decreased health-related quality of life, and heart 
failure-related mortality. Therefore, nurses should include problem-focused coping strategies in patient and family 
education. Research on the effectiveness of problem-focused strategies is sparse, thus more experimental studies, 
particularly longitudinal designs, is warranted to determine the efficacy of problem-focused interventions throughout the 
progression of heart failure. 
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Introduction 
Heart failure (HF) is a progressive disorder that results from the inability of the heart to effectively circulate blood 
throughout the body [1]. According to the American Heart Association (AHA) [2], the incidence of HF continues to rise in 
the United States, with approximately 660,000 new cases diagnosed each year. Many of these individuals undergo 
treatment as outpatients [3], with approximately 26.8 million individuals residing in outpatient settings [2]. However, living 
with HF is often stressful due to the progressive nature of physical symptoms (e.g., dyspnea, fatigue, edema, and activity 
intolerance) and complex treatment regimens (e.g., multiple medications, fluid and dietary restrictions, and daily weight 
monitoring) [1, 4, 5].   

In addition to physical symptoms, psychological sequelae are quite common in those with HF. For example, appro- 
ximately 50% experience depressive symptoms [6] secondary to the progression of physical symptoms, decreased 
functional ability, and social isolation [7-9]. Anxiety is also common, with as many as 45% experiencing this problem [9]. 
Therefore, clinicians who care for individuals with HF are challenged to identify strategies to effectively improve HF 
symptoms and the physical and psychological sequelae associated with this disease.  

Coping can be beneficial in adapting to the psychological sequelae associated with multiple chronic illnesses [10-13]. In 
particular, evidence suggests that how individuals cope with HF may influence mortality rates, hospital readmission rates, 
psychological well-being, and self-care behaviors [14-18]. Therefore, a better understanding of coping styles in this clinical 
population can help clinicians and researchers develop interventions to improve HF outcomes.  

This article presents a systematic review and synthesis of evidence regarding the influence of coping styles in HF. A 
conceptualization of coping commonly used in the HF-related literature is described. Research questions posed were the 
following: 1) What individual factors influence coping styles in HF? 2) How do coping styles influence HF outcomes? 3) 
What interventions promote effective (e.g., problem-focused) coping in HF? Methodological issues associated with this 
empirical literature and implications for clinicians and research also were discussed. 

Definitions and concepts 

Stress, appraisal, and coping  
Stress, appraisal of stressful events, and coping are interrelated concepts that must be defined and discussed in tandem (see 
Figure 1). Stress results from an imbalance between environmental demands (i.e., stressors) and resources available to 
meet those demands. Therefore, stress occurs when individuals appraise that a stressor exceeds resources available to them 
to cope with these environmental demands [19]. Stressors create an imbalance, affecting their physical and psychological 
well-being and require actions to restore stability [20].  
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Table 1. Problem and emotion focused strategies and descriptions 

Problem-Focused Coping Strategies Emotion-Focused Coping Strategies 

Active 
Awareness 

Being actively aware, both physically and 
mentally, of the stressful situation  

Escape 
Avoidance/Avoi
dance  

Involves disengaging or staying away from 
stressful situations and its behavioral and 
cognitive/emotional consequences 

Acceptance 
Accepts the reality of the stressful 
situation and attempts to deal with the 
stressor 

Distancing 
A remoteness in behavior; coolness of manner; 
reserve 

Cognitive 
Analysis 

Internal efforts by individuals to manage 
how they subjectively appraise situations 
to understand them better, to solve 
problems through logical analysis, or to 
view situations from a unique perspective 

Minimization 
A process of underestimating the importance and 
relevance of a stressor  

Planful 
Problem- 
Solving 

Actively thinking about how to deal with 
stressors. Involves identifying and 
defining stressors, generating potential 
solutions, weighing alternative solutions 
according to risks/benefits, choosing a 
solution, and acting upon chosen solutions 

Mental 
Disengagement 

A variety of activities (i.e., distraction, 
daydreaming, escape through sleep or TV) that 
distract individuals from thinking about the 
behavioral dimension or goal that the stressor is 
interrupting 

Seeking 
Social 
Support 

Seeking out tangible, informational, 
appraisal, and emotional support from 
others (i.e., family, friends, and clinicians) 

Behavioral 
Disengagement  

Reducing physical efforts to deal with a stressor 
(i.e., giving up); withdrawing efforts from 
attempting to achieve a goal that is associated with 
the stressor 

Active 
Coping 

An active process involving steps to try to 
remove, circumvent, or make a stressful 
situation better 

Venting 
Focusing on stressful situations and releasing the 
associated emotions in a verbal or physical manner 

Denial 
An unconscious defense mechanism characterized 
by a refusal to acknowledge painful situations, 
thoughts, or feelings 

Positive 
Reappraisal 

A cognitive process in which individuals focus on 
the good in a stressful situation rather than the 
negative. 

 
In contrast to problem-focused coping, emotion-focused coping involves strategies that are aimed at managing the 
emotional responses generated by stressors. Strategies associated with emotion-focused coping include escape-avoidance, 
distancing, minimization, mental and behavioral disengagement, venting, denial, and positive reappraisal [26] (see Table 1). 
Whereas problem-focused strategies can be aimed at either the environment or at the self, emotion-focused strategies are 
commonly directed only to the self [23, 27]. For example, those with HF often utilize mental and behavioral disengagement 
to cope with the progression of physical symptoms and physical activity intolerance [28, 29].  

Methodology 
A systematic review was conducted to provide a synthesis of the evidence regarding the influence of coping styles in HF. 
First a computerized search of the literature on coping styles in HF was conducted using PsycARTICLES, CINAHL, and 
PubMed databases. A variety of search terms were used for this review and included the following: “coping”, “coping 
styles”, “problem-focused”, “emotion-focused”, “social support”, “problem-solving”, and “heart failure”. These words 
were combined with “outcomes”, “psychological distress”, “psychological well-being”, “depression”, “anxiety”, 
“mortality”, “health-related quality of life”, “quality of life”, “self-care”, and “interventions”. The search was limited to 
published reports after January 2000, with the exception of conceptual research, in an effort to obtain the most recent 
knowledge in this area. Reference lists from previous literature reviews were also examined to identify any relevant 
articles not previously identified in the computer search. Titles and abstracts of each article were reviewed to determine 
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relevance to the review topic. Evidence from various fields, including psychology, nursing, medicine, and other health- 
related sciences were reviewed and synthesized.  

Published articles that met the following criteria were included in the review: 1) the study was in English, 2) the study 
examined aspects of coping styles in HF, and 3) the articles were published between January 2000 and March 2013. 
Unpublished work (i.e., abstracts, student dissertations) were excluded from the review. The review was not restricted by 
study design and included qualitative, quantitative, and mixed methods studies. In an effort to reduce bias, review and 
analysis was conducted independently by two researchers. A comparison of findings was made and areas of disagreement 
were discussed until consensus of the findings was reached.  

Individual factors that influence coping styles in HF 
The progressive nature of HF necessitates the need for adequate coping; however, individual factors may influence how 
HF-related stressors are appraised and subsequently influence the coping style used. These factors include antecedents that 
are common in individuals with HF (e.g., co-morbidities and illness knowledge), as well as individual specific factors 
(e.g., personality and sense of coherence) that may influence the use of a specific coping style. The following section 
includes a discussion of these factors and how coping styles in those with HF may be influenced by these factors. 

Co-morbid conditions  
Most individuals with HF suffer from other chronic illnesses, which may decrease their ability to effectively cope with 
HF-related stressors. Findings from a large multi-site study examining 32,229 individuals admitted to the hospital with an 
exacerbation of HF provide insight into the prevalence of various co-morbid conditions experienced by this sample. In this 
study, hypertension was the largest co-morbidity (73%) followed by coronary artery disease (57%), diabetes mellitus 
(44%), and renal insufficiency (30%) [30]. However, other co-morbidities are plausible, given the average age of 
individuals with HF [2]. One of the most challenging stressors for individuals with co-morbid conditions involves poly- 
pharmacy. For those with co-morbidities, patients may take 10 or more medications [31, 32], thus potentially creating a 
stressful situation related to scheduling medications and managing polypharmacy side effects. This situation is com- 
pounded if individuals lack an understanding of their medications and how to self-adjust dosages based upon physician 
instructions, (e.g., diuretics) as the severity of HF symptoms increase (e.g., edema and weight gain) [33].  

Similarly, attempting to adhere to a HF-related dietary regimen becomes more stressful with the addition of dietary 
restrictions related to additional illnesses. Approximately, two-thirds of individuals with HF are trying to follow two or 
more different dietary regimens due to the presence of co-morbid conditions (e.g., diabetes mellitus) [34]. For example, 
individuals with HF and diabetes mellitus must limit both fluid intake and carbohydrates in order to comply with dietary 
recommendations associated with both illnesses, thus limiting the dietary choices available to them.  

Monitoring symptoms of HF is also difficult due to the presence of co-morbidities. Individuals with lung disorders, 
diabetes mellitus, and renal disease may experience symptoms similar to those caused by HF, thus creating stress when 
individuals attempt to determine whether or not to self-adjust medication dosages or seek treatment for symptoms of  
HF [31]. Additional stressors associated with the presence of co-morbidities may be overwhelming for those with HF [8], 
making it more difficult to effectively cope with HF-related stressors. Consequently, individuals with co-morbidities may 
be more likely to use emotion-focused coping strategies in an effort to deal with the emotions generated by these additional 
stressors. For example, the use of avoidance as a coping strategy (i.e., emotion-focused coping) has been reported by 
individuals with HF who also have multiple co-morbidities [17, 35]. Yet, more research is needed to fully understand the 
influence of co-morbidities on coping in HF, as the amount of research in this area is sparse.  
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Personality  
Coping style may also be influenced by individuals’ personality. Prior studies have indicated that personality influences 
how individuals cope with stressful situations [26, 36, 37]. Similarly, personality traits such as extraversion and neuroticism 
have been related to the use of specific emotion and problem-focused coping strategies, suggesting that personality plays a 
pivotal role in determining how individuals with HF cope with disease-related stressors. Specifically, in a study of 119 
individuals with HF, those who reported higher levels of neuroticism were found to be more likely to use strategies 
associated with emotion-focused coping, such as denial, venting, and mental and behavioral disengagement. However, 
those who reported more extraversion tendencies were more likely to use strategies associated with problem-focused 
coping styles, such as positive reframing and acceptance [38].  

Illness knowledge and beliefs 
Likewise, individuals’ illness knowledge and perception of HF may influence coping style. Knowledge and beliefs about 
HF have been related to the use of emotion-focused coping strategies in two studies [39, 40]. In one study of 35 women with 
HF, greater illness knowledge was related to the use of low emotional expression (i.e., tendency to withhold emotions) [40]. 
Similarly, in a study of 146 individuals with HF, having negative beliefs about the illness was related to emotion-focused 
coping strategies such as denial and behavioral disengagement [39].   

Sense of coherence 
Coping styles may also be influenced by individuals’ sense of coherence, a view that recognizes the world as meaningful 
and predictable. For example, in a study of 80 individuals with HF, the use of emotion-focused coping strategies, such as 
denial, behavioral disengagement, venting, and self-blame was associated with a lower sense of coherence. Conversely, a 
high sense of coherence was associated with use of problem-focused coping strategies, particularly acceptance [41].  

The influence of coping styles in HF 
Both coping styles, problem-focused and emotion-focused, are used by individuals with HF [15, 27, 29]. Problem-focused 
coping strategies are generally viewed as more adaptive, while emotion-focused coping strategies are typically less 
adaptive to stressful situations [23]. While Lazarus and Folkman [19] contend that effective coping requires both types of 
coping styles, findings suggest that the use of problem-focused coping strategies may be more effective in influencing 
positive HF-related outcomes versus the use of emotion-focused coping strategies [15, 27, 29, 33, 35, 38]. Therefore, the 
following discussion focuses first on problem-focused coping followed by emotion-focused coping and their effect on 
HF-related outcomes.  

Problem-focused coping and HF outcomes 
Several studies indicate that the use of problem-focused coping strategies are employed by those with HF to cope with 
everyday challenges (e.g., fatigue and dietary restrictions) associated with HF treatment, progression of physical 
symptoms, and decision-making regarding treatment [5, 15, 16, 33, 42, 43]. Current evidence suggests that problem-focused 
coping strategies have a positive impact on several HF-related outcomes, including psychological well-being [27, 29, 44, 45], 
self-care [42, 46], and quality of life [46-48]. Thus, the following HF outcomes are reviewed in more detail.  

Psychological well-being. The influence of coping on psychological distress, primarily depressive symptoms 

and anxiety, has been examined in several studies. Eight studies (five correlational and three qualitative), examined the 
influence of problem-focused coping strategies, such as seeking social support and planful problem-solving, on 
psychological well-being in individuals with HF. These studies indicated that the use of problem-focused coping strategies 
was related to decreases in psychological distress [8, 27, 29, 38, 42, 44-46]. For example, in a study of 75 outpatients, those who 
reported seeking social support and planful problem-solving also reported fewer depressive symptoms [27]. Similarly, 
acceptance, as a coping strategy, was also related to psychological well-being (i.e., decreased depressive symptoms) [29, 44]. 
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Furthermore, evidence suggests that decreased use of problem-focused coping strategies has a negative influence on 
psychological well-being. For example, in a study of 222 outpatients, increases in psychological distress (i.e., depressive 
symptoms) were related to a decreased use of problem-focused strategies (e.g., decreased acceptance and problem- 
solving) [29]. 

Self-care. Problem-focused coping strategies have also been found to enhance HF self-care in several studies. Thirteen 

studies (eight correlational, two qualitative, one mixed methods, one random control trial, and one secondary analysis) 
investigated the influence of problem-focused coping strategies on self-care in those with HF, yet findings were not 
congruent among the studies [16, 33, 42, 43, 49-57]. Findings of ten studies suggested that strategies such as seeking social 
support, problem-solving, and seeking information play critical roles in improving and maintaining self-care [16, 33, 42, 43, 49, 

52, 53, 55-57]. For instance, in a correlational study of 333 individuals by Gallagher and colleagues [16], individuals with high 
levels of social support reported better self-care. Likewise, in a qualitative study of 26 individuals, problem-solving was 
reported to be beneficial in adjusting to HF-related functional limitations, such as using a shower chair and hand held spray 
nozzle to combat fatigue during a shower [42].  

Adherence to dietary and medication regimens were also associated with the use of problem-focused coping strategies, 
particularly the use of social support, in four studies [16, 43, 56, 57]. In one study examining 74 individuals, family, particularly 
spouses, were instrumental in providing support with medication and dietary regimens [56], while in another study of 134 
individuals, perceived support was related to medication adherence [43]. Lastly, symptom assessment and management also 
appears to be influenced by problem-focused coping strategies, particularly through the incorporation of social support 
and use of problem-solving skills [33, 56]. For example, in a study of 212 individuals hospitalized with HF, family (89.2%) 
was reported to be the most common source of support, providing assistance with symptom assessment and treatment- 
seeking decision making [33]. 

Conversely, three studies [50, 51, 54] found that the use of problem-focused coping strategies, particularly the use of social 
support, did not significantly enhance self-care in individuals with HF. For example, in a study of 66 individuals, the use of 
social support was not found to be a significant predictor of self-care [50]. These findings were consistent with that of its 
parent study [54], as well as those of Heo and colleagues [51].  

Health-related quality of life. Health-related quality of life (HRQoL) is a subjective multi-dimensional concept 

that is dynamic and includes three domains that influence individuals’ perception of their well-being, including physical, 
social, and psychological domains [58, 59]. Graven and Grant [60] reported on sixteen studies (12 correlational and four 
qualitative) that examined the influence of coping styles and related strategies on HRQoL in individuals with HF, with 13 
of these studies investigating coping styles and psychological HRQoL, two studies examining coping styles and physical 
HRQOL, and one study on both psychological and physical HRQOL. Evidence from nine of these studies suggests that 
HRQoL is enhanced with the use of problem-focused coping strategies, specifically psychological and physical  
domains [60]. Seven of those studies indicated that psychological HRQoL is positively influenced when problem-focused 
strategies, such as action/acceptance, planful problem-solving, and seeking social support are used [8, 27, 29, 42, 45, 46]. For 
instance, in a study of 202 outpatients with HF, active coping was negatively related to depressive symptoms, thereby 
influencing the psychological domain of HRQoL [45]. Subjective well-being, a similar concept, was also found to be related 
to coping styles in a study of 60 individuals, with higher subjective well-being related to the use of problem-focused (i.e., 
task-focused) coping strategies [61].  

Two studies examined the relationship between coping styles and physical HRQoL, specifically the influence of coping 
styles on symptom status and management [14, 47]. Findings from these studies suggest that the use of problem-focused 
strategies influences individuals’ symptoms and their response to symptoms, thus enhancing the physical domain of 
HRQoL. For example, in one study of 58 outpatients, the use of problem-focused coping (e.g., action/acceptance) was 
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related to the experience of less physical symptoms [14], while in another study of 20 participants, social support, as a 
problem-focused coping strategy, was used to adapt to the progression of physical symptoms [47].  

Emotion-focused coping and HF outcomes 
Individuals with HF use emotion-focused strategies, such as escape-avoidance, behavioral and mental disengagement, 
denial, and venting as a means of coping with the emotions that accompany HF-associated life changes, such as activity 
intolerance and social isolation [15, 27-29]. The complexity of treatment regimens and progressive nature of HF is  
stressful [5, 47, 62]; therefore, individuals may use these strategies to cope with emotional responses that occur in HF. 
However, the use of emotion-focused coping strategies have been related to negative HF outcomes, specifically 
psychological distress (i.e., depressive symptoms and anxiety) [15, 27-29, 38, 39, 63, 64], decreased HRQoL [11,14], and HF-related 
mortality [17, 35].   

Psychological distress. Findings of ten studies (nine correlational and one qualitative) indicated that psycho- 

logical distress, particularly depressive symptoms and anxiety, are related to the use of emotion-focused coping strategies, 
such as escape-avoidance, behavioral and mental disengagement, venting, self-blame, and denial [8, 11, 15, 27-29, 38, 44, 63, 64]. 
For example, in a study of 84 individuals, avoidance was found to be a predictor of anxiety and depression [15]. Similarly, 
denial and self-blame were found to be predictors of depression in a study of 80 individuals [28]. However, qualitative 
findings from a study of 10 individuals with a self-reported history of current or past depressive symptoms, suggest that the 
use of emotion-focused strategies, such as distraction and mental disengagement, may actually assist individuals in coping 
with depressive symptoms and improve their outlook on life. In this study, participants described these strategies as having 
a positive influence on their psychological well-being and assisting in decreasing their depressive symptoms [8]. 

Health-related quality of life. Twelve studies examined the influence of emotion-focused coping on HRQoL, 

specifically psychological and physical domains [8, 11, 14, 15, 27-29, 38, 44, 62-64]. Ten (nine correlational and one qualitative) of 
these studies investigated the influence of emotion-focused strategies on the psychological domain of HRQoL, one 
correlational study examined the physical domain, and one correlational study investigated both psychological and 
physical domains. Findings from these studies primarily suggest that psychological HRQoL is negatively influenced by 
the use of emotion-focused coping strategies, such as self-distraction, denial, self-blame, and behavioral and mental 
disengagement. Specifically, emotion-focused coping was related to increases in psychological distress (i.e., depressive 
symptoms and anxiety) [11, 15, 27-29, 38, 44, 62-64]. For example, Trivedi and colleagues [29] reported that in a study of 222 
participants, behavioral disengagement, denial, and venting was related to increases in depressive symptoms. Also, the use 
of emotion-focused strategies was associated with less subjective well-being in a study of 60 individuals [61]. Additionally, 
findings suggest emotion-focused coping strategies influence the physical domain of HRQoL. Although these findings are 
limited, one study of 58 participants suggests that strategies, including focusing solely on symptoms and distraction, were 
related to increases in the physical symptoms of HF [14].  

Mortality. Lastly, HF-related mortality also appears to be influenced by use of emotion-focused strategies. Although 

work in this area is sparse, longitudinal data suggest that use of emotion-focused coping strategies may actually increase 
an individual’s risk of HF-related mortality. In a six-year longitudinal study using proportional hazard models, the use of 
behavioral disengagement was associated with an increased risk of mortality in 119 individuals, both at baseline [35] and 
six-years later [17]. Although limited, this evidence suggests that how one copes with HF-related stressors may influence 
life expectancy.  

Problem-focused coping interventions and HF outcomes 
Studies are limited that investigate the efficacy of problem-focused coping interventions in those with HF. These studies 

have focused primarily on stress management techniques, including relaxation techniques and Mindfulness Based Stress 
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Reduction (MBSR) techniques, a meditative practice that involves present awareness of mental processes and physical 
states. These stress management techniques are considered problem-focused strategies because they promote an active 

awareness of stressors [65, 66] within individuals. Primary HF-related outcomes investigated in these experimental  
studies [67-69] have focused on psychological well-being, physical/functional status, and quality of life.  

Stress management and relaxation interventions appear to be beneficial in promoting stress reduction and aid in the coping 

process. Stress management and relaxation training are psychosocial practices that help to decrease sympathetic stimu- 
lation and have been useful in both primary and secondary prevention of coronary artery disease [65]. Luskin and collea- 

gues [67] found that stress management techniques improved levels of depression (p = .02), perceived stress (p = .001), 
functional status (p < .001) and emotional status (p = .02) in a diverse sample of 33 participants. These findings were 

supported in a larger study by Sullivan and colleagues [68], in which 217 individuals receiving an intervention using  
MBSR [66], reported decreases in depression (p < .05) and anxiety (p < .05) over a 12-month period. However, Sullivan and 

colleagues [68] found that quality of life only improved at the 12-month follow-up period, suggesting that use of MBSR 

may be more beneficial as a long-term coping strategy versus a short-term strategy. Conversely, Yu and colleagues [69] 
investigated the effects of relaxation therapy, a behavioral therapy that promotes the release of bodily tensions and positive 

thoughts as a means of coping with stressful situations [70]. Using a sample of 121 Chinese, Yu and colleagues [69] found 
that psychological well-being (p = .01) and HRQoL (p = .02) improved in those participating in the four month therapy 

program.  

Methodological issues: Strengths and weaknesses 
The majority of work in this field is a product of cross-sectional, correlational studies. While correlational studies have 
provided strong evidence for relationships between problem- and emotion-focused coping strategies and positive and 

negative HF outcomes, respectively [15, 27, 35, 42, 45, 46, 71], a lack of longitudinal studies prevents an examination of the 

influence of coping and coping styles on HF outcomes over time. Further, knowledge of how individuals’ coping needs 
and coping styles may change as HF progresses also is limited.  

A limitation of most of these correlational studies was the lack of a conceptual/theoretical framework, although some 
studies [11, 27, 41] did use the theoretical framework for coping by Lazarus and Folkman [19]. Additionally, several studies 

investigating coping and psychological distress failed to differentiate between depressive symptoms and depression, even 
though differences in these terms exist [27-29, 38, 44, 45, 63, 64]. Similarly, anxiety is closely related to depressive symptoms and 

overlap of symptoms is plausible [72]; yet many studies did not account for this similarity [27-29, 38, 44, 45].   

The majority of correlational studies used valid and reliable instruments. For example, Kristofferzon and colleagues [11] 
used the Jalowiec Coping Scale, with internal consistency > 0.80 and Carels [44] used the Ways of Coping Questionnaire, 

with internal consistency coefficients > 0.80. However, one instrument with consistently low internal consistency 
coefficients (i.e., the Coping Orientation for Problem Experiences) was used in some studies [28, 38]. 

While more experimental work is needed to confirm findings of existing experimental studies to strengthen the inference 

of causality [73], studies cited in this review [67-69] did add to the body of knowledge regarding the influence of coping 
interventions on coping styles in HF and illustrate that stress management techniques may be a beneficial problem-focused 

coping strategy in this population. However, intervention periods in these studies were brief (i.e., eight to 12 weeks) and 
follow-up periods were short (i.e., ≤ one year). Additionally, one experimental study used a pre/post design without also 

assessing intervening process variables during the intervention which were thought to contribute to outcome variables; so 
it is questionable as to whether the intervention actually caused the effect in that study [67]. Furthermore, no experimental 

studies addressed steps taken to enhance intervention fidelity, nor did these studies use a conceptual/theoretical framework 

to guide the intervention. Despite convenience sampling, random assignment was reported to be used in these studies to 
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balance key characteristics of participants in all but one of the experimental studies [67]. Likewise, valid and reliable 
instruments were used to measure outcome variables in these experimental studies. 

A limitation noted with both cross-sectional and experimental studies reviewed is that samples were not characteristic of 
national HF statistics. Current statistics indicate that the incidence of HF is most common in African American males over 

the age of 65, followed by Caucasian males [2, 74], primarily due to increased rates of hypertension. However, the majority 

of cross-sectional studies used samples comprised primarily of Caucasian males, while samples used in experimental 
studies were mostly Caucasian women, with the exception of two studies. Yu and associates [69] used an all Chinese sample 

while Luskin and colleagues [67] included a diverse sample of approximately half Caucasian and half African American, 
Asian, and Latino participants. This lack of sample diversity among the body of literature examining coping styles in HF 

limits the generalizability of findings to a larger population of individuals with HF [75].  

Given these strengths and weaknesses, the current knowledge suggests that effective coping is a vital component in 

maintaining physical and mental well-being in individuals with HF. Problem-focused coping strategies appear to be 

related to better HF outcomes versus emotion-focused coping strategies. The use of social support, particularly family 
support, as a problem-focused coping strategy is pivotal in influencing positive HF outcomes (i.e., psychological well- 

being, self-care, and HRQoL). Additionally, evidence suggests that stress management techniques, such as MBSR and 
relaxation therapy, may be effective problem-focused coping strategies; however, the limited number of studies prevents 

the inference of causality.   

Implications for clinicians and research 
Although the majority of research in this area is relatively new, empirical evidence indicates that the use of 
problem-focused coping strategies is related to improved HF outcomes, such as self-care, psychological well-being, and 

decreased mortality. Given that use of problem-focused coping strategies have been successful in other populations, such 

as diabetes mellitus [10, 13], end stage renal disease [11], and multiple sclerosis [12] in assisting adaptation to life changes 
associated with chronic illness, clinicians should assess for and consider using problem-focused coping strategies with 

their patients, such as planful problem-solving, identifying alternative solutions, and seeking social support to assist in 
coping with physical and psychological stressors associated with living with HF at each health care visit (see Table 2). 

Providing relevant and reliable information, both oral and written, about HF symptoms by nurses and other health 
providers, as well as discussing treatment options and their advantages and disadvantages are important so that patients 

feel they can take control of the unknown and decrease potentially stressful situations. 

Even though experimental evidence is sparse, findings thus far illustrate the usefulness of stress management techniques to 
improve coping in HF. Based upon these findings, clinicians should consider incorporating stress management techniques 

(i.e., meditation, relaxation therapy, structured relaxation techniques) into patient education, as an optional coping 
strategy.  

Lastly, better assessment of patients is recommended. Individuals with HF often have multiple co-morbid conditions 

which may exacerbate stress and make effective coping more difficult. These patients should be seen routinely in a clinic 
and assessed for signs of ineffective coping, such as depressive symptoms and anxiety. Individuals exhibiting evidence of 

psychological stress may need additional support in order to cope effectively with HF-related stressors [76]. Those patients 
exhibiting signs of psychological stress may need to be referred for further testing and treatment. Therefore, clinicians 

should assess and evaluate support needs at each visit to determine whether outside referrals for assistance are needed to 
support their physical and mental well-being.  

 



www.sciedu.ca/jnep                                                                                     Journal of Nursing Education and Practice, 2014, Vol. 4, No. 2 

Published by Sciedu Press                                                                                                                                                                                     237

Table 2. Examples of how health providers may facilitate the use of problem-focused coping strategies by HF patients 
Problem-Focused 
Coping Strategies* 

Examples 

Active Awareness 

Explore with patients situations in their daily lives that are stressful. This may include internal (e.g., HF 
symptoms) as well as external stressors to them (interpersonal relationships). 
“Tell me about how you spend your typical day.” 
“Describe for me people you enjoy being around or hobbies/activities that you really enjoy doing because they 
promote peaceful and good feelings.” 
“Describe people you are around or situations you are involved in, but had rather not be, because they are 
emotionally upsetting.” 

Acceptance 

Explore with patients useful strategies for living with their HF diagnosis and associated symptoms and 
treatment regimens on a daily basis. 
Allow adequate time for patients to deal with the reality of their HF diagnosis, supporting them both 
therapeutically, as well as emotionally. 
Talk about how their HF can be managed, even though it can’t be cured. 
Discuss with patients how their lives are the same and different than from before their HF diagnosis.   

Cognitive Analysis 

Work with patients to understand that how they view their disease may affect their behaviors used to manage HF 
symptoms and treatment regimens.  
“When you are faced with challenges, how do you usually react? Do you think you’ll be able to handle them? Or 
do they make you feel overwhelmed?” 
 “When your symptoms are worse, what changes do you make to your usual activities?” 

Planful  
Problem-Solving 

Explore with patients strategies that may be useful in dealing with HF symptoms and treatment regimens. 
Identify specific situations that are viewed as stressful (e.g., knowing what foods are lower in sodium, 
monitoring fluid status). 
Identify what specifically is most stressful about these situations (e.g., they feel they can’t enjoy eating foods 
and drinking fluids they previously enjoyed). 
Identify 3-6 possible solutions to incorporate into their weekly schedules (e.g., obtaining a list of foods lower in 
sodium from a dietician or health provider; identifying a list of restaurants that would offer a reasonable 
selection of these foods; explore reliable sources of information regarding foods lower in sodium; make a list of 
foods that would not be good choices; read labels regarding sodium intake when they buy groceries at the 
grocery store; monitor weight daily at home). 
Weigh the advantages and disadvantages of potential solutions.  
Choose a solution they wish to implement first, second, third, etc. 
Implement the specific solution (e.g., obtaining a list of foods lower in sodium from their dietician or health 
provider; monitoring daily weight). 

Seeking Social Support 

Explore with HF patients strategies they may use to obtain instrumental support from their family, friends, and 
health providers. 
Examine transportation options to the clinic, such scheduling return appointments the same day a friend is going 
to the clinic, identifying transportation sources through local churches, and calling the transportation system for 
transit schedules in their neighborhood. 
Investigate how to obtain potential cost reductions in prescriptions through local pharmacies. 
Identify potential sources to facilitate their completing ADLs and IADLs, such as going with friends to buy 
medication colored coded pill boxes to handle complex medication regimens, asking for assistance in setting 
up/establishing electronic bill payments; identifying names of people who could assist them with cleaning their 
house. 
Offer HF patients information that allows them to make an informed decision on their own or encourages them 
to feel they have more control. 
“These are acceptable treatment options that are available to you. Let’s talk about the advantages and 
disadvantages of these different options as you decide what is best for you and your situation.” 
“You are doing what is right for you in handling ____ (e.g., your fatigue in the afternoon).” 
Encourage HF patients to ask informational questions about their HF symptoms and treatment regimens. 
“Do you have any questions I can answer related to your medications?” 
“Do you have any questions I can answer related to symptoms you are experiencing?” 
Encourage patients to seek support from their family, friends, and health providers. 
“How are you feeling?” 
“Do you have family or friends who support you emotionally?” 
“Do you have family and friends with whom you can discuss how you are feeling?” 

Active Coping 

Explore with HF patients useful strategies to improve or lessen their HF-related symptoms. 
Resting when they become fatigued. 
Spacing ADLs and IADLs throughout the day. 
Identifying situations in which it is more difficult to restrict their prescribed treatment regimen. 

Notes. *There is overlap among these different coping strategies. 
           ADLs: Activities of Daily Living; IADLS: Instrumental Activities of Daily Living; HF: Heart Failure 
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Further research is needed in several key areas to advance knowledge in this field of research. First, perhaps most vital to 
the progression of knowledge regarding coping in HF, as well as patient care, is the need for more longitudinal and 
experimental studies. Given that HF is a progressive disorder, individuals’ coping requirements may change as HF-related 
stressors evolve and increase in intensity. Therefore, the evaluation of coping requirements and style over time is needed. 
Incorporating longitudinal designs into future studies will provide a better understanding of how individuals cope with a 
progressive disorder such as HF and subsequently provide information upon which to build interventions to improve 
HF-related outcomes across the progression of the disease process. Further, studies to identify the value of different types 
of emotion-focused coping, such as positive reappraisal, are needed. For example, can emotion-focused positive 
reappraisal be therapeutic in certain situations, such as when patients with HF have significant symptoms (e.g., extreme 
fatigue)? Also, given that depression and anxiety are closely related, often with an overlap of symptomatology, and that 
the majority of previous studies failed to differentiate between these two concepts, it will be important to make that 
distinction in future studies when examining these as outcome variables. Lastly, given that the majority of research in this 
area is correlational in nature, the direction of causality cannot be determined. For example, while it appears that the use of 
problem-focused coping strategies are associated with better HF-related outcomes, such as less psychological distress, it is 
also plausible that individuals experiencing less psychological distress will be better able to employ problem-focused 
coping strategies versus emotion-focused coping strategies.  

Second, more experimental studies are needed. Thus far, experimental studies evaluating coping strategies have focused 
primarily on psychological well-being as an outcome, with a few studies also examining quality of life and physical/ 
functional status. Since evidence suggests a relationship between effective coping and self-care [42, 56] and that individuals 
with better self-care have fewer hospital readmissions and decreased mortality [71, 77], more experimental studies are 
needed to assess the efficacy of problem-focused coping strategies on self-care in this population. Likewise, longer 
intervention periods are needed with an increased number of contacts, as well as longer follow-up periods in order to 
strengthen and assess behavioral changes over time, as the disease progresses.  

Third, researchers should strive to recruit samples that are representative of the target population, as the majority of 
samples used to investigate coping in HF have been comprised primarily of either Caucasian males or females. Few 
studies were found that included representative samples according to both gender and race. Also, the use of a conceptual/ 
theoretical framework is recommended when designing any research study [75] and is considered an important component 
in intervention research design [78].  

Finally, the inclusion of hospital readmission and mortality rates as study outcomes is also recommended. Readmission 
and mortality rates are important indicators of effective self-care and will influence how health care professionals are 
reimbursed for HF-related care in the future. Currently, readmission and mortality rates are high for individuals with HF 
and create an economic burden on the patient as well as the health care industry [2, 79]. Therefore, more research is 
necessary to determine whether coping interventions are effective in reducing readmission and mortality rates. 

Conclusion 
Effective coping is vital in successfully managing HF, including the associated physical symptoms and the psychological 
sequelae that may result [8, 27, 29, 80]. However, individuals’ cognitive appraisal, as well as factors such as co-morbid 
conditions, personality, and illness knowledge may influence coping style (i.e., problem-focused vs. emotion- 
focused) [21, 38-40]. Given that, findings of this review suggest that problem-focused coping strategies may be more 
beneficial in assisting individuals in the coping process and are associated with positive HF outcomes, such as 
psychological well-being, self-care, and HRQoL [8, 27, 42, 45] as compared to emotion-focused coping strategies. Findings of 
this review also indicate that some emotion-focused strategies (e.g., denial and behavioral and mental disengagement ) 
may specifically be related to negative HF outcomes, such as psychological distress, decreased HRQoL, and HF-related 
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mortality [14, 15, 17, 27, 29, 63]. Considering this and previous work in other chronic illness populations [10-12], nurses should 
contemplate including problem-focused coping strategies into patient and family education as a means to cope with HF. 

Nursing research has contributed greatly to our understanding of the relationships between coping styles and HF 
outcomes, yet little experimental research exists investigating the effectiveness of problem-focused interventions. 
Therefore, more experimental research is needed in this area. Additionally, given that HF is a progressive disorder, future 
experimental studies should strive to include longitudinal designs so that the efficacy of problem-focused interventions 
throughout the progression of HF can be evaluated.  
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