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AHHOTADUSA
KadecTBO XM3HH OTHOCHUTCSI K OLICHKE ITapaMeTpoB, CBSI3aHHBIX C 3a00JI€BaHHEM M HE CBS3aHHBIX C HUM, M II03BOJISIET
nuddepennnposats BIUsTHNE 3a001€BAHIS U IEISHUS Ha ICHXO0JIOTHYECKOE, YMOIIMOHAIBHOE COCTOSIHHE 1 COITHATBbHBIN CTaTyC
nanyenra. [lenbro uccneioBanus OblIa OLEHKA KaueCTBa KM3HH MALMEHTOB C XPOHUUYECKOH Cep/IeuHON HE0CTaTOUHOCTBIO
(XCH) ¢ coxpaHeHHBIM CcepAEYHBIM BEIOpocoM. MaTepuansl 1 MeTobl: OIHOATAITHOE TOIIePETHOE UCCIEI0BaHNE, KOTOPOE
Obu10 mpoBeneHo B CamapkaHie, B XOJ€ MCCIIeAOBaHMs MPpoBoImiIoch B ropoae Camapkanz ¢ 18.08.2021 mo 18.05.2022.
Bcero B uccnenoBanuu npuHsiu yyactue 153 yuacTHuka. J[1sl OLCHKHM KauecTBa JKU3HHU MCIIOJIb30BaJICs MUHHECOTCKUM
ONPOCHUK. JlaHHBIE TpenCTaBIeHb B a0COMIOTHBIX HMU(PaX M MPOIEHTaX, a TAKXKe B BHJE CPEIHET0 3HAYCHUS U €ro
95% noBepUTENBHOTO MHTEpBANa U CTAHIAPTHOrO OTKIOHEeHHUs. CpelHHE 3HAUCHUS CPAaBHMBAIUCH C HCIOJIb30BAaHHEM
t-kputepuss Ctbrofenrta. Pesynprartel: CpemHmii BO3pacT yYacTHHKOB HcciemoBaHust coctaBuin 64,6 (+11,67) roxa.
BonbIIMHCTBO PECIIOH/ICHTOB ObLIM KOpeHHbIMHU kutensmu (71,6%). ITamueHTtsl co cpeHuM 00pa30BaHHEM COCTaBUIIN
87,9%. BonbIIMHCTBO y4acTHHKOB HccienoBanus Obln reHcnonepamu (60,5%). Cpennue 3HaueHus Qpakuuy BeIOpoca
y YYacTHHKOB HccnenoBanus coctaBunn 60,7 (£5,54). Cpennue 3Ha4eHHs OOLIEr0 KOMIOHEHTa (DMU3MYECKOTO 3/J0POBbS
y4acTHHKOB uccienoBanus coctaBuian 20,8 (+8,34) 6amna. Cpennue Gauibl 10 00IIEMy IICHXOJIOTHIECKOMY KOMIIOHEHTY
3I0pOBbst cocTaBmin 6,8 (£5,16). CpenHuit 021 10 UTOTOBOM CyMMe aHKeThI cocTaBmit 42,7 (£17,45). BeiBoabl: duznyeckwii
KOMIIOHEHT 3/I0POBbsI YJaCTHUKOB MCCIIEIOBAHHS COOTBETCTBYET CPETHEMY YPOBHIO yI0BIETBOPEHHOCTU Ka4€CTBOM SKU3HM.
B T0 ke Bpems y )KEHIIMH NoKa3aTenb Gpu3ndeckoro komnoHenTa QH ObuT XyiKe, 4eM y My»UUH. Y YaCTHUKH OIpoca ObUTH
MeHee CKIJIOHHBI K ISTIPECCHBHBIM CUMIITOMaM U TPEBOXKHBIM paccTpoiicTBam. MTorosas cymMma 6aioB y4acTHHKOB OIpoca
COOTBETCTBOBAJIA CPEJHEMY YPOBHIO yaoBIeTBOpeHHOCTH FH.
KioueBsie ciioBa: KagecTBo sxi3HrM, MUHHECOTCKHH ONPOCHUK, (PU3MIECKOE 37J0POBBE, ICHXOIOTHIECKOE OJIaronoydne
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ASSESSMENT OF QUALITY OF LIFE IN PATIENTS WITH CHRONIC HEART FAILURE

ANNOTATION
Introduction. Quality of life (QoL) refers to an assessment of disease-associated and non-associated parameters, and allows
differentiating the impact of disease and treatment on the patient’s psychological, emotional state, and social status. The aim
of the study was to estimate the quality of life in patients with chronic heart failure (CHF) with preserved cardiac output.
Materials and methods. A single-stage cross-sectional study, which was conducted in Samarkand, during The study was
carried out in Samarkand city from 08/18/2021 till 05/18/2022. Overall 153 participants took part in the study. The Minnesota
Questionnaire was used to assess QOL. Data are presented in absolute numbers and percentages, as well as the mean and its
95% confidence interval and standard deviation. Mean values were compared using Student’s t-test. Results. The mean age of
the study participants was 64.6 (+11.67). The majority of the respondents were indigenous (71.6%). Patients with secondary
education accounted for 87.9%. The majority of study participants were pensioners (60.5%). The mean ejection fraction
values of the study participants were 60.7 (£5.54). The mean values of the total physical health component of the study
participants were 20.8 (£8.34) points. The mean scores for the general psychological component of health were 6.8 (+5.16).
The mean score of the final sum of the questionnaire was 42,7 (+17,45). Conclusions. The physical component of health of
the study participants corresponds to an average level of satisfaction with QOL. At the same time, women had a worse index
of the physical component of QH than men. Survey participants were less likely to have depressive symptoms and anxiety
disorders. The final sum survey participants’ scores corresponded to an average level of satisfaction with FH.
Keywords: Quality of life, Minnesota Questionnaire, physical health, psychological well-being.
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SURUNKALI YURAK YETISHMOVCHILIGI BO’LGAN BEMORLARDA HAYOT SIFATINI BAHOLASH

ANNOTATSIYA
Hayot sifati kasallik bilan bog’liq va bog’liq bo’lmagan parametrlarni baholashni anglatadi va kasallik va davolanishning
bemorning psixologik, hissiy holati va ijtimoiy holatiga ta’sirini farqlashga imkon beradi. Tadqiqotning maqsadi yurak
yetishmovchiligi saqlanib qolgan surunkali yurak yetishmovchiligi bo’lgan bemorlarning hayot sifatini baholash edi.
Materiallar va usullari. Samarqand shahrida o’tkazilgan bir bosqichli tasavvurlar tadqiqoti Samarqand shahrida 08/18/2021
dan 05/18/2022 gacha olib borildi. Tadqiqotda jami 153 ishtirokchi ishtirok etdi. Hayot sifatini baholash uchun Minnesota
anketasi ishlatilgan. Ma’lumotlar mutlaq ragamlar va foizlarda, shuningdek o’rtacha va uning 95% ishonch oralig’i va standart
og’ishlarda keltirilgan. O’rtacha qiymatlar talabaning t-testi yordamida taqqoslandi. Natijalar. Tadqiqot ishtirokchilarining
o’rtacha yoshi 64,6 (11,67) ni tashkil etdi. Respondentlarning aksariyati mahalliy (71,6%) edi. O’rta ma’lumotli bemorlar
87,9% ni tashkil etdi. Tadqiqot ishtirokchilarining aksariyati nafagaxo’rlar edi (60,5%). Tadqiqot ishtirokchilarining o’rtacha
otish fraksiyasi qiymatlari 60.7 (5.54) edi. Tadqiqot ishtirokchilarining umumiy jismoniy salomatlik komponentining
o’rtacha giymatlari quyidagilar edi va 20,8 (8,34) ballni tashkil etdi. Salomatlikning umumiy psixologik komponenti uchun
o’rtacha ballar 6.8 (R. 5.16) edi. So’rovnomaning yakuniy summasining o’rtacha ballari 42,7 (17,45). Xulosa. Tadqiqot
ishtirokchilarining sog’lig’ining jismoniy komponenti hayot sifati bilan qoniqishning o’rtacha darajasiga to’g’ri keladi.
Shu bilan birga, ayollarda QH jismoniy komponentining ko’rsatkichi erkaklarnikiga qaraganda yomonroq edi. So’rov
ishtirokchilarida depressiv alomatlar va kasalliklari kamroq bo’lgan. Yakuniy summa so’rov ishtirokchilarining ballari FH

bilan qoniqishning o’rtacha darajasiga to’g’ri keldi.

Kalit so’zlar: hayot sifati, Minnesota so’rovnomasi, jismoniy salomatlik, psixologik farovonlik

INTRODUCTION. According to WHO experts,
quality of life (QOL) “is the individual’s relationship to his
or her position in society in the context of its culture and val-
ue systems of that society with the individual’s goals, plans,
abilities and degree of general well-being. plans, capabilities
and degree of general disorder”. WHO has developed the
fundamental criteria for QOL and their components: physical
(strength, energy, fatigue, pain, discomfort, sleep, rest); Psy-
chological (positive emotions, emotions, thinking, learning,
remembering, concentration, self-esteem, appearance, neg-
ative experiences); level of independence (daily activities,
ability to work, dependency on treatment and medication);
social life (personal relationships, social value of the subject,
sexual activity); environment (well-being, safety, everyday
life, security accessibility and quality of health and social
care social services, availability of information, accessibility
of education and training, leisure environment (well-being,
safety, everyday life, accessibility and quality of medical and
social care, availability of information, access to training
and professional development, leisure time, ecology). It is a
broad concept defined by the totality of physical health of an
individual, his or her psychological psychological state, per-
sonal beliefs, social attitudes and personal attitudes towards
environment.

The concept of quality of life in clinical medicine is
narrower, reflecting its dependence on the presence of a par-
ticular pathological condition. In modern medicine, the term
“health-related quality of life” (HRQL) is widely used.

The term  “health-related quality of life”
(HRQL-health-related quality of life), which refers to the as-
sessment of parameters associated and not associated with
the disease, and allows for a differentiated determination of
the impact of the disease and treatment on the psychological,
emotional state of the patient, his social status. The concept
of “quality of life” is multidimensional in its basis. Its com-
ponents are: psychological well-being, social well-being,
physical well-being, and spiritual well-being.
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One of the major problems of modern medicine in
terms of prevalence, morbidity, mortality and use of health
services is chronic heart failure (CHF).

(CHEF). It affects between 2% and 3% of the popula-
tion, and its prevalence increases with age, affecting about
10% to 20% of the population over 65 years of age. And in
developed countries the prevalence of heart failure is increas-
ing due to an ageing population, increasing survival rates and
the effectiveness of secondary prevention.

The presence of clinically significant CHF is asso-
ciated with a significant reduction in QOL, which is more
pronounced than for other common chronic conditions. The
presence of clinically significant CHF is associated with a
significant decrease in QOL, which is more pronounced than
for other common chronic conditions. which low tolerance
to exercise, poor quality of life and a high need for rehospi-
talisation. the need for repeated hospital admissions is high.

Improvement of QOL is considered to be an impor-
tant goal of therapeutic The improvement of QOL is consid-
ered to be an important goal of therapeutic interventions in
patients with CHF. Instruments for QOL offer the possibili-
ty to gain information about How CHF affects the patient’s
daily life and well-being of the patient, this data cannot be
These data cannot be obtained from clinical and laboratory
examinations. Therefore, improving QOL is an important ob-
jective in the For this reason, improving QOL is an important
objective in the treatment and rehabilitation of patients with
chronic heart failure. heart failure. In recent decades dozens
of questionnaires have been developed and are being imple-
mented have been developed and introduced over the last
decades to assess the quality of life in patients with chronic
heart failure. Among them one of the most widely known and
used is the Minnesota Quality of Life Questionnaire of pa-
tients with chronic heart failure (MLHFQ - Minnesota Living
with Heart Failure), which has been translated and adapted
into at least 34 languages in at least 34 languages and has
also demonstrated good psychometric qualities in numerous



studies. The questionnaire reflects QW during the during the
last month. It may be filled in by the client/tangata whai ora
themselves. by the patient. Although the questionnaire is not
categorised and the result is an overall The questionnaire
is not categorised and the result is an overall Although the
questionnaire is not categorised, and the use of the question-
naire produces an overall QOL score which is the result of
simply The analysis of the questions, however, allows us to
divide them into six categories, The analysis of the questions
is able to divide them into 6 symptoms of CNS (5 questions),
limitations in daily life due to CNS (5 questions), limitation
of daily life due to day-to-day life due to CVS (6 questions),
quality of quality of sleep (1 question), social consequenc-
es of the disease (4 questions) social consequences of the
disease (4 questions), sexual disorders (1 question), psycho-
logical consequences of the disease (4 questions). The worst
QOL corresponds to an overall value of 105, and the best — 0.

The aim of the study was to assess the quality of life
of patients with chronic heart failure with preserved cardiac
output.

MATERIALS AND METHODS

A single-stage cross-sectional study, which was con-
ducted in Samarkand, during The study was carried out in
Samarkand city from 08/18/2021 till 05/18/2022. Overall
153 participants took part in the study. The Minnesota Ques-
tionnaire was used to assess QOL. Data are presented in ab-
solute numbers and percentages, as well as the mean and its
95% confidence interval and standard deviation. Mean val-
ues were compared using Student’s t-test.

QOL was assessed using the Minnesota Quality of
Life Questionnaire (MLHFQ), which is recommended for
evaluating patients with this pathology. The questionnaire
contains 21 items, each of which is rated on a six-point Lik-
ert scale, representing different degrees of impact of heart
failure on health-related QOL (HRQoL), from 0 (none) to
5 (very much), the higher the score, the worse the quality of
life. The questionnaire calculates an overall score (ranging
from 0 to 105, best to worst) related to health, quality of life,
and scores on two dimensions: physical (8 items, range 0-40)
and emotional (5 items, range 0-25). The remaining eight
items (out of a total of 21) are considered only for calculating
the overall score. All questionnaire data was coded, and con-
fidentiality was maintained. In general, it took 10-15 minutes
to complete the questionnaires. Identified ambiguities and
shortcomings in the respondents’ answers were corrected on
the spot by checking the answers to the questions. Validity
and internal reliability testing of the questionnaire was valid-
ity of the questionnaire was pre-tested on 20 patients. Data
are presented in absolute numbers and percentages as well as
the mean and its 95% confidence interval and standard de-
viation. Comparison The mean values of the two independ-
ent groups were compared, with a normal distribution, using
Student’s t-test. The results were statistically processed using
SPSS (Statistical Package for the SPSS (Statistical Package
for Serial Sciences) version 20.0 for Windows.

RESULTS

The characteristics of the participants in the study
are presented in Table 1. There were 306 participants in the
study, of whom 55.2% (n=85) were men and 44.8% (n=68)
were women.

The mean age of patients was 64.6 (95% CI:63.3-
65.9) years, CO=11.67. The youngest study participant was
17 years old and the oldest was 89 years old. The mean age
of men was 62.3 (95% CI:61.2-64.7) years, CO=11.53. The
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youngest study participant was 22 years old, the oldest 84
years old. The mean age of women was 66.6 (95% CI1:64.8-
68.6) years, CO=11.57. The youngest study participant was
17 years old and the oldest was 89 years old. The majority
of respondents were indigenous people (71.6%). There were
87.9% of patients with secondary education. The majority of
study participants were pensioners (60.5%).

The mean ejection fraction values in the study par-
ticipants were 60.7 (95% CI:60.1-61.3), CO=5.54. The mini-
mum values were 50.0, maximum 75.0. At the same time, in
men the mean

ejection fraction values were 60.0 (95%DI:59.1-
60.8), CO=5.65. The minimum values were equal to 50.0,
maximum 74.0, in women the mean values were equal to
61.5 (95% CI: 60.6-62.4), CO=5.30. The lowest score was
50.0 and the highest was 74.0.

DISCUSSION

The determining factor influencing the quality of life
of patients with CHF is, on the one hand, physical discomfort
with a concomitant persistent reduction of functional capac-
ity, and on the other hand, the psychoemotional factor due
to social maladaptation and psychological burden, expressed
anxiety associated with the perception of their disease. A sig-
nificant contribution to the subjective symptoms of dissatis-
faction with QOL is low tolerance of physical activity. Many
studies have found a reduction in the physical component of
quality of life in patients with CHF.

Functional capacity is the body’s ability to carry out
daily work, to participate in social life, it also includes the
intellectual and emotional aspects of life, and the ability to
create economic security. Perception includes a person’s
views and judgements about the value of these components;
the patient’s perception of overall health, well-being and
satisfaction with life is of great importance. Symptoms are
the consequence of underlying or comorbid conditions and
are reduced or eliminated by the intervention, which is the
third important component of quality of life. However, new
symptoms may appear as a result of treatment, due to the
side-effects of medication. Symptoms that occur as a result
of adverse drug reactions may affect or significantly limit the
potential outcome of treatment, impairing the patient’s qual-
ity of life. Symptoms can affect functional ability and per-
ception, while these three components are also interrelated.
Quality of life in our study participants was assessed using
the Minnesota Quality of Life Questionnaire. The question-
naire assesses the extent to which heart failure affects quality
of life, with the higher the score, the worse the subject’s qual-
ity of life. An overall score is calculated, as well as scores
for the physical health component and the emotional domain.
According to our study, the mean scores of the total physi-
cal component of health of the study participants were 20.8
(95% C1:19.9-21.8) points CO=8.34, p=0.008. The minimum
score was 1.0 and the maximum score was 40. This indica-
tor corresponds to the average level of satisfaction with the
quality of life on the physical component. The mean score of
the total physical component of health in men was 19.7 (95%
CI:18.3-21.0) points CO=8.72, p=0.009. The minimum score
was 1.0 and the maximum score was 40. In women, the score
was 22.3 (95% CI:21.0-23.6) points CO=7.6790, p=0.219.
The minimum score was 4.0 and the maximum was 39. The
mean score of the physical component of health in wom-
en was 2.61 (+0.938) points higher than in men (t=2.780,
df=301.89, p=0.000), the difference in mean values was sta-
tistically significant. This suggests that the women index of



the physical component of QOL is worse than in men.

Many studies have demonstrated a significant asso-
ciation between the severity of clinical haemodynamic and
functional abnormalities and the emotional status of patients,
particularly depressive and anxiety disorders in patients with
CHF.

According to our study, the mean score of the general
psychological component of health was 6.8 (95% CI:6.2-7.3)
points CO=5.16, p=0.000. The minimum score was 0.0 and
the maximum was 25. This index indicates that participants
in our study were less likely to suffer from depressive symp-
toms and anxiety disorders. The mean score of the general
psychological component of health in men was 5.7 (95%
CIL:4.9-6.5) points CO=5.04, p=0.000. The minimum score
was 0 and the maximum score was 20. In women, the score
was 8.1 (95% CI:7.236-8.939) points CO=5.04, p=0.000.
The minimum score was 0 and the maximum was 25. The
mean score of the psychological component of health was
2.38 (x0.579) points higher in women than in men (t=4.103,
df=304, p=0.000), the difference in mean values being statis-
tically significant. This suggests that women are more sus-
ceptible to CCS-related psychological distress.

The mean score on the final sum of the questionnaire
was 42.7 (95% CI:40.7-44.7) scores CO=17.45, p=0.000.
The minimum score was 5.0 and the maximum was 124.
This indicator corresponds to the average level of satisfac-
tion with the quality of life among survey participants. The
mean sum score for males was 41.2 (95% CI:38.3-44.1)
points CO=19.07, p=0.000. The minimum score was 5 and
the maximum was 124. In women, the score was 44.5 (95%
CL:42.0 47.1) points CO=15.10, p=0.049. The minimum
score was 14 and the maximum was 92. The mean total score
for women was 3.31 (£1.953) points higher than for men
(t=1.699, df=303.85, p=0.090), the difference in mean values
being statistically insignificant. This suggests that there is
generally no difference between men and women in satisfac-
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tion with quality of life in patients with CHF. This one-stage
cross-sectional study has a number of limitations that need
to be considered when interpreting the results. Questioning
study participants is always subjective and may affect the
overall results of the study. Re-interviewing the study par-
ticipants after a certain period of time would have improved
the results, but the work was done as part of a Master’s the-
sis and had time constraints. Despite these shortcomings, the
work has its merits. The questionnaire used was the Minne-
sota Life Quality Questionnaire (MLHFQ), whose validity
and relevance has been proven in many international studies.
This questionnaire is recommended as one of the best tools to
assess the quality of life of patients with chronic heart failure.
The questionnaire measures different degrees of impact of
heart failure on health-related quality of life. Quality of life
is assessed using both physical and emotional dimensions to
enable rehabilitation measures to be taken at both an individ-
ual and population level.

CONCLUSIONS

Quality of life is an important aspect in the care and
treatment of patients with chronic heart failure as it encom-
passes medical, social and emotional aspects of life.

According to our study, the mean scores of the gen-
eral physical component of the health of the study partici-
pants correspond to an average level of satisfaction with their
quality of life. However, women had a worse index of the
physical component of quality of life than men. The study of
the psychological component of health showed that survey
participants were less likely to be depressed and have anxiety
disorders. At the same time, women were more susceptible
to psychological distress related to chronic heart failure than
men. The final sum of the survey participants’ scores corre-
sponds to an average level of satisfaction with their quality of
life. Overall, there is no difference between men and women
with regard to satisfaction with quality of life among patients
with chronic heart failure.
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