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Abstract
Chronic heart failure (CHF) is a progressive and disabling condition that significantly 
impacts patients' daily lives. One of its effects is decreased opportunities to partici-
pate in social life, leading to reduced social interaction, loneliness, social isolation and 
lack of social support to continue with their daily life activities. This study aimed to 
explore the causes, experiences, and consequences of the impact of CHF on the so-
cial dimension of the person. According to the Arksey & O'Malley method, a scoping 
review of the literature was conducted to examine existing knowledge in the area, 
summarise existing evidence and identify gaps in the literature. The search was con-
ducted in the PubMed, CINAHL, PsychINFO, Scopus, and Web of Science databases 
from January 2010 to November 2021. Twenty-six articles were identified. The rea-
sons why CHF influences the social dimension of the person were multifactorial and 
related to physical aspects, sociodemographics, lifestyle changes and the feelings ex-
perienced by these patients. Social relationships play a key role, and the benefits of 
good social relationships and the impact of poor or inadequate social support were 
identified. Furthermore, the influence of alterations in the social dimension on the 
CHF patient's clinical outcomes was described. This approach will help to detect and 
better understand the bidirectional influence that exists in each person between 
social isolation, relationships, and support life experiences, self-care activities, and 
morbi-mortality rates. These findings have shown the importance of detecting higher-
risk groups and systematically assessing factors related to the social dimension in all 
patients with CHF.
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1  |  INTRODUC TION

Chronic heart failure (CHF) is a progressive and disabling condi-
tion characterised, above all, by shortness of breath, fatigue and 
oedema in patients (Ponikowski et al., 2016); its prevalence has been 
steadily increasing over the last three decades (Lippi & Sanchis-
Gomar, 2020), and currently, approximately 2% of the world's popu-
lation is affected, rising to more than 10% in people over 70 years 
of age (Ponikowski et al., 2016; Virani et al., 2020). Together with its 
increasing prevalence, what makes this population a priority target 
for social and healthcare is that, as with other chronic conditions, 
people with CHF live with a complex situation that significantly af-
fects their quality of life and general well-being (Olano-Lizarraga 
et al., 2021).

People with CHF, in addition to experiencing severe physical re-
strictions and rapid and unexpected decompensations, have to deal 
with complex treatment regimens, strict self-care behaviours and 
lifestyle changes that have a significant impact on their daily lives 
(Clark et  al., 2014; Müller-Tasch et  al., 2018). All of this decreases 
the opportunities they have to participate in social life, leading them 
to experience a deterioration of social interaction and loneliness 
(Chan et al., 2018), social isolation (Robins et al., 2018) and a lack of 
social support to be able to continue with their daily life activities 
(Menéndez-Villalva et al., 2015). In fact, social isolation and loneli-
ness have been related to an increased risk of mortality, at the same 
level as that produced by hypercholesterolaemia, hypertension 
and tobacco use (Holt-Lunstad et al., 2010; Pantell et al., 2013). In 
people with CHF, there is also an increased risk of hospitalisation 
(Korda et al., 2017) and cardiac events (Wu et al., 2013), as well as 
higher rates of depression (Friedmann et al., 2014), poorer self-care 
(Fivecoat et al., 2018) and a deterioration in the quality of life and 
well-being (Olano-Lizarraga et al., 2021). It has been shown that the 
decline of the social dimension is one of the most negative impacts 
of the condition on the lives of those with CHF (Leeming et al., 2014).

In the last decade, several studies have been carried out to in-
crease knowledge of the aforementioned phenomena. At this point, 
it should be noted that the concept ‘social dimension’ of the person 
includes the person's social role in the family, social and work dynam-
ics, as well as his or her responsibilities, commitments and relationships 
(Gordon,  1994). Literature reviews have provided knowledge about 
the relationship between CHF and people's social dimension through 
studies of the experience of living with CHF (Gerlich et al., 2012; Hopp 
et al., 2010; Jeon et al., 2010; Olano-Lizarraga et al., 2016), factors re-
lated to the onset of depression (Dekker, 2014; Graven & Grant, 2013), 
the relationship between social isolation and rehospitalisations 
(Heidari Gorji et al., 2019) and social aspects related to self-care (Karimi 
& Clark, 2016; Strachan et al., 2014). However, they all offer a partial 
view of this situation. It is considered necessary to obtain a broader 
understanding of the related factors, the antecedents and the conse-
quences on the social dimension to be able to provide a more complete 
and effective response to this situation. This scoping review aimed to 
explore the causes, experiences and consequences of the impact of 
CHF on the social dimension of the person.

2  |  MATERIAL S AND METHODS

2.1  |  Design

A scoping review was conducted to examine existing knowledge in 
the area, summarising existing evidence and identifying gaps in the 
literature (Arksey & O’Malley, 2005). Scoping reviews can provide a 
more complete overview of all the research activity related to a topic 
(Pham et  al.,  2014). As presented below, the following main steps 
were carried out: (1) the research question was formulated; (2) the 
most relevant studies were identified; (3) the studies were selected; 
(4) the data were analysed; and (5) the results were integrated and 
synthesised.

2.2  |  Search methods

The search was conducted in the PubMed, CINAHL, PsychINFO, 
Scopus and Web of Science databases in January 2021. In addition, 
snowballing was used to identify other relevant sources. English syn-
onyms for the keywords ‘chronic heart failure’, ‘social life’ and ‘expe-
rience’ were used (see Table 1), in addition to MeSH terms for words 
containing it. The search limits were restricted to publications from 
January 2010 to November 2021 and those in English and Spanish 
languages.

The selection criteria listed in Table 2 were applied and allowed 
for the inclusion of articles that made a significant contribution to 
the research question.

What is known about this topic?

•	 Chronic heart failure (CHF) is a progressive and disabling 
condition.

•	 People have to deal with complex treatments, strict self-
care behaviours and lifestyle changes that significantly 
impact their lives.

•	 CHF decreases the opportunities to participate in social 
life, leading to a deterioration of social interaction, lone-
liness, social isolation and a lack of social support.

What this paper adds?

•	 The reasons why CHF influences the social dimen-
sion of the person arise from physical aspects, socio-
demographics, lifestyles changes and some feelings of 
the patients.

•	 Inadequate social support leads to perceptions of lack of 
confidence, frustration, loneliness, fear and uselessness.

•	 The impact of CHF on person´s social dimension influ-
ences the development of depression, risk of readmis-
sion and death, emergency department and outpatient 
visits, self-care behaviours and treatment adherence.
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2.3  |  Search outcomes

One researcher (MOL) carried out the database searches after reach-
ing a consensus with the rest of the research team on the search 
strategy. Two researchers MOL and JMM independently screened 
the articles according to title and abstract based on the selection cri-
teria described at the beginning. Both the divergences in the selec-
tion and the articles that would go on to the in-depth reading phase 
were agreed upon by the research team. Thus, of the 594 eligible 
articles, 46 were read in depth (see Figure 1).

Two researchers (MOL and JMM) carried out an in-depth read-
ing of the 46 preselected articles, excluding several of them for the 
reasons presented in Figure 1. Finally, the other two researchers of 
the team (SW and AW) corroborated the inclusion of the 26 final 
studies in the review. The complete selection process is presented in 
Figure 1 and was carried out based on the Preferred Reporting Items 
for Systematic reviews and Meta-analysis extension for Scoping 
Reviews (PRISMA-ScR) guidelines (Tricco et al., 2018).

2.4  |  Data abstraction and synthesis

First, the following data were extracted: the authors, the country 
in which the study was carried out and the year of publication; the 
objective of the study; the methodology used; the sample; and the 

main results of the articles. Subsequently, a thematic synthesis of 
the data was carried out based on the method proposed by Dixon-
Wood et al. (2005) for the synthesis of qualitative and quantitative 
evidence. Two researchers (MOL and JMM) first summarised the 
evidence for each selected study and coded it under broad thematic 
headings. Then, the results of all studies were compared, identify-
ing common themes and creating higher-order categories. Later, the 
evidence collected under each theme was summarised, and several 
subthemes were identified. Finally, the similarities and differences 
between the results comprising each theme and subtheme were 
identified. This process was then reviewed and discussed by the en-
tire research team, which resulted in reconfiguring the themes and 
further summarising the results.

3  |  RESULTS

First, the characteristics of the selected studies will be described. 
Then, the results of the thematic analysis of the literature will be 
presented. The reasons why CHF influences the social dimension of 
the person will be identified. The role of social relationships in the 
lives of people with CHF will be shown and, finally, the influence of 
disturbances in the social dimension of the person with CHF on their 
clinical health outcomes will be described. Figure 2 shows a repre-
sentation of the main findings of this study.

OR OR OR

‘heart failure'a

‘cardiac failure’
Chf
‘chronic heart failure’
‘congestive heart failure’

AND ‘social life’
‘social interaction’
‘social relationships’
‘social relations’
‘social life impact’
‘social network’a

‘social isolation’a

Lonelinessa

AND experience
perception
attitudea

view
feeling
qualitativea

perspective
‘living with’
assessment

Limits: articles published from January 2010 to November 2021 and language (English and 
Spanish).
aMesh terms were used for all the concepts that had it.

TA B L E  1  Combination of keywords

TA B L E  2  Selection criteria

Inclusion criteria Exclusion criteria

•	 Studies in which the sample was composed of people with CHF
•	 Addressed people's experience of social life, social roles, social 

support or social relationships

•	 Studies focussing on polypathological older patients where the specific 
influence of the CHF on the situation cannot be determined.

•	 Studies focussing on the experience of people with other cardiac 
conditions (atrial fibrillation, transplant recipients, myocardial infarction, 
Takotsubo cardiomyopathy, etc.)

•	 Studies focussing on informal caregivers and healthcare professionals
•	 Studies focussing on the experience of people of a particular culture or 

ethnicity
•	 Studies exploring other phenomena around CHF, such as self-care, self-

management, adherence to diet or treatment, physical activity, economic 
costs, thrist, etc.

•	 Patients with mechanical circulatory support
•	 Development and validation of scales
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3.1  |  Study characteristics

Twenty-four articles were identified that responded to the objective 
of this scoping review to explore the causes, experiences and con-
sequences of the impact of CHF on the social dimension of people 
with the condition. Details of the selected articles are presented in 
Table 3.

Six studies were conducted in the USA (Dekker, 2014; Graven 
& Grant,  2013; Hopp et  al.,  2010; Manemann et  al.,  2018; 
Pavlovic et al., 2021; Sacco et al., 2014), four in Sweden (Allemann 
et  al.,  2018; Årestedt et  al.,  2013; Pihl et  al.,  2011; Sundin 
et al., 2010), three in the UK (Fry et al., 2016; Leeming et al., 2014; 
Mahoney-Davies et  al.,  2017), three in Spain (Olano-Lizarraga 

et  al.,  2016, 2020, 2021), two in Canada (Karimi & Clark,  2016; 
Strachan et  al., 2014) and one in Germany (Gerlich et  al., 2012), 
Iran (Heidari Gorji et  al.,  2019), Australia (Jeon et  al.,  2010), 
Poland (Obieglo et  al., 2016), Italy (Paturzo et  al., 2016), Greece 
(Polikandrioti et al., 2019), Japan (Saito et al., 2019) and China (Zhu 
et al., 2021).

The included studies consisted of six cross-sectional studies 
(Allemann et al., 2018; Årestedt et al., 2013; Manemann et al., 2018; 
Obieglo et  al.,  2016; Polikandrioti et  al.,  2019; Saito et  al.,  2019; 
Zhu et al., 2021), seven literature reviews (Dekker, 2014; Graven & 
Grant, 2013; Jeon et al., 2010; Karimi & Clark, 2016; Olano-Lizarraga 
et  al.,  2016; Pavlovic et  al.,  2021; Strachan et  al.,  2014), five her-
meneutic phenomenological studies (Olano-Lizarraga et  al.,  2020, 

F I G U R E  1  PRISMA 2009 flow diagram
Records iden�fied through 

database searching
(n = 894; CINAHL = 167; Pubmed = 
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WOS = 125)
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F I G U R E  2  Summary of results

Impact of CHF 

• Physical 
• Socio-demographic 
• Lifestyle 
• Personal percep�on 

Social Impact 
• Isola�on 
• Involuntary 

loneliness 
• Decreased 

par�cipa�on in 
ac�vi�es 

• Loss of social 
support 
 

Health impacts 
• Depression 
• Increased hospital 

admissions 
• Mortality/morbi�ty 
• Reduced self-care 

and adherences 
behaviours 
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2021; Paturzo et  al.,  2016; Pihl et  al.,  2011; Sundin et  al.,  2010), 
two mixed methods studies (Mahoney-Davies et  al.,  2017; Sacco 
et al., 2014), two qualitative longitudinal studies (Gerlich et al., 2012; 
Leeming et  al.,  2014), one ethnography (Fry et  al.,  2016) and one 
meta-analysis (Heidari Gorji et al., 2019).

3.2  |  Why CHF influences the social dimension of  
 patients

There are multiple reasons why CHF impacts the social dimension 
of people with the condition. There are causes related to the physi-
cal impact of the disease, influenced by sociodemographic aspects, 
derived from changes in lifestyles, and related to the feelings expe-
rienced by these patients.

3.2.1  |  Related to the physical impact of the illness

CHF-related breathlessness and fatigue induce an inability, or less-
ened ability, to participate in social events and to maintain a social 
life; it also limits relationships outside the immediate family (Gerlich 
et  al.,  2012; Mahoney-Davies et  al.,  2017; Pavlovic et  al.,  2021; 
Pihl et al., 2011; Polikandrioti et al., 2019). This situation leads pa-
tients to develop a perception of social isolation and imprisonment 
in their own home (Jeon et al., 2010; Leeming et al., 2014; Paturzo 
et al., 2016). Furthermore, the unpredictable course of this disease 
means that they do not know if they will be able to attend planned 
social events (Jeon et  al.,  2010; Leeming et  al.,  2014; Mahoney-
Davies et  al.,  2017). This diminishes the person's self-confidence 
and reduces their comfort zone to that of their own home (Leeming 
et al., 2014). Increased severity of the disease also impacts the avail-
ability and adequacy of social integration or participation in social 
groups (Årestedt et  al.,  2013), social recognition, that is, the way 
one is seen by others (Karimi & Clark, 2016) and the position in so-
ciety experienced by people with CHF (Karimi & Clark, 2016; Pihl 
et al., 2011).

3.2.2  |  Related to sociodemographic aspects

It has been shown that people living alone have low/medium lev-
els of perceived social support (Allemann et al., 2018), lower levels 
of social support (Årestedt et al., 2013) and higher social isolation 
(Saito et al., 2019). Regarding marital status, unmarried patients have 
higher rates of moderate/high perceived social isolation (Manemann 
et al., 2018), especially divorced people (Obieglo et al., 2016). There 
is controversy about how age and gender influence this. Some stud-
ies indicate that people who are younger and female have lower/me-
dium levels of perceived social support (Allemann et al., 2018) and 
moderate/higher perceived social isolation (Manemann et al., 2018). 
However, others note that age showed no significant association 
with social support (Årestedt et al., 2013), or even that people over 

60 experience higher levels of social isolation (Obieglo et al., 2016). 
Other studies show that being male is associated with lower levels of 
social support (Årestedt et al., 2013) and that women present more 
emotional support (Strachan et al., 2014).

3.2.3  |  Related to lifestyle changes

Most patients with CHF need to adopt new lifestyles and adhere 
to new medication regimens, which increases their social isolation 
(Jeon et al., 2010; Leeming et al., 2014; Olano-Lizarraga et al., 2021). 
Meeting their self-care needs, such as dietary restrictions, reduces 
participation in social events (Karimi & Clark, 2016) and limits the 
opportunities to socialise with friends and family, making those 
with CHF feel misunderstood and disrespected (Jeon et al., 2010). 
Similarly, taking medication, especially diuretics, decreases patients' 
ability to participate in recreational and leisure activities and pre-
vents people from leaving their homes and socialising, which in-
creases their social isolation (Jeon et al., 2010; Leeming et al., 2014; 
Strachan et  al.,  2014). When patients have to leave work prema-
turely, they lose interpersonal relationships and status in society 
(Olano-Lizarraga et  al.,  2016, 2020), contributing to more intense 
feelings of social isolation (Saito et al., 2019).

3.2.4  |  Related to feelings

People with CHF who feel less control over their heart condition 
perceive low/medium levels of social support (Allemann et al., 2018). 
Feeling fearful that something bad will happen or about being a 
burden to family caregivers, contribute to the experience of social 
isolation (Jeon et al., 2010; Olano-Lizarraga et al., 2021). An altered 
self-image (Leeming et  al.,  2014; Olano-Lizarraga et  al.,  2021), a 
lack of confidence (Leeming et al., 2014) and a poor acceptance of 
the illness are also associated with greater social isolation (Obieglo 
et al., 2016). The impact that CHF has on patients´ relationships and 
social roles leads them to feelings of uncertainty, sadness, frustra-
tion, low self-esteem, loss of autonomy, dependence and social 
isolation, among others (Olano-Lizarraga et al., 2021). Patients also 
experience a sense of loss due to their inability to carry out activi-
ties that previously were enjoyable and valuable to them (Mahoney-
Davies et al., 2017). All of this contributes to a state of loneliness 
(Hopp et  al.,  2010; Olano-Lizarraga et  al.,  2016) and causes deep 
discomfort, making it difficult to perceive normality in their lives 
(Olano-Lizarraga et  al.,  2020). Those who suffer from social iso-
lation also lose the meaning and purpose of their lives (Leeming 
et al., 2014).

3.3  |  The role of social relations

People with CHF receive social support mainly from family members 
and friends (Allemann et al., 2018; Fry et al., 2016; Sacco et al., 2014), 
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although housekeepers, hired caregivers, neighbours (14, 18) and 
health professionals (Sacco et al., 2014) are also mentioned. The fol-
lowing is a description of the benefits of having adequate social rela-
tionships for people with CHF, as well as the impact on them if they 
do not have sufficient social support.

3.3.1  |  Benefits of having social relations

Having good social support promotes the psychosocial well-
being of patients with CHF (Olano-Lizarraga et al., 2021), helping 
them overcome social isolation and maintain their quality of life 
(Strachan et al., 2014). This interaction makes them feel loved and 
allows them to express their thoughts and feelings (Dekker, 2014; 
Strachan et  al.,  2014; Sundin et  al.,  2010). It means not being 
alone, abandoned or forgotten and brings them a sense of being 
safe and secure (Sundin et al., 2010). This positive social support 
helps them cope with negative emotions and serves as a buffer 
against the stress associated with CHF (Dekker, 2014), therefore 
preventing depressive symptoms (Graven & Grant, 2013). It helps 
them accept the diagnosis of heart failure more quickly and to re-
gain some normality (Fry et al., 2016; Olano-Lizarraga et al., 2016; 
Strachan et  al.,  2014), as well as giving meaning to their lives 
(Sacco et al., 2014).

Family and friends also play a key role in supporting them in man-
aging their illness (Fry et al., 2016; Graven & Grant, 2013), mainly to 
reinforce self-care, follow treatment, manage symptoms and attend 
medical visits (Olano-Lizarraga et  al.,  2016) as well as to allowing 
them to continue with daily activities, such as shopping, dress-
ing, cleaning, preparing food, performing household tasks, going 
for walks and accessing transportation (Jeon et  al.,  2010; Olano-
Lizarraga et  al.,  2021). Socialising made participants forget about 
their fatigue symptoms during the interactions (Pavlovic et al., 2021). 
It also allows them to stay socially connected to the world, even if in 
a limited way (Hopp et al., 2010). All this gives them a sense of valida-
tion, relief, comfort and camaraderie, as well as permits overcoming 
social isolation (Jeon et al., 2010).

3.3.2  |  When there is a lack of or inadequate 
social support

A significant number of patients with CHF report that they have 
‘very’ limited social contact (Polikandrioti et  al.,  2019) and scarce 
social support (Dekker, 2014; Fry et al., 2016). This makes them feel 
concerned and lacking in confidence when facing the illness (Fry 
et al., 2016; Sundin et al., 2010), as well as abandoned, let down and/
or isolated (Jeon et al., 2010; Olano-Lizarraga et al., 2016). Some of 
them even prefer to stay in the hospital, where they feel accom-
panied and can avoid the loneliness they feel at home (Paturzo 
et al., 2016).

Although some patients have this support, they report difficul-
ties sharing their fears, worries and symptoms with their family and 

friends, as they do not want to become a burden (Dekker,  2014; 
Hopp et  al.,  2010; Olano-Lizarraga et  al.,  2021). When this hap-
pens, the communication tends to be brief and concrete, and they 
try to play the role of a strong person (Gerlich et al., 2012; Sundin 
et al., 2010). Similarly, Olano-Lizarraga et al. (2021) stated that there 
are people with CHF who think that disclosing their disease could 
negatively influence their social relationships because of the social 
stigma associated with the condition.

Changes occurring in their roles and relationships cause patients 
to feel negative emotions such as guilt, anxiety, frustration, uncer-
tainty, fear, loneliness and uselessness (Jeon et al., 2010; Pavlovic 
et  al.,  2021; Sundin et  al.,  2010). Patients felt guilt and anxiety 
about being a burden to others, and dependency caused frustra-
tion, uncertainty and fear of inadequate support provision. Some 
patients experienced being misunderstood by friends and family 
who did not appreciate the severity of their condition, which was 
interpreted as a potentially negative effect on patient quality of 
life (Jeon et al., 2010). Sometimes family members fostered depen-
dency by ‘‘doing too much’’ for patients, which could lead them to 
lower adherence to self-care in relation to diet or activity (Strachan 
et al., 2014).

3.4  |  The influence of alterations in the social 
dimension on the CHF patient´s clinical outcomes

Aspects related to the social dimension of people with CHF influ-
ence several of the health outcomes of individuals, such as the de-
velopment of depression, risk of readmission, death, emergency 
department visits and outpatient visits, and self-care behaviours and 
treatment adherence.

The level of social support available to people with CHF is sig-
nificantly associated with their quality of life (Allemann et al., 2018; 
Årestedt et  al.,  2013), especially in the emotional dimensions 
(Årestedt et  al.,  2013). Hence, participants with low/medium 
levels of perceived social support notice a lower level of control, 
feel they have less help in relation to their heart condition and 
experience more symptoms of anxiety and depression (Allemann 
et  al.,  2018). People with moderate/high perceived social isola-
tion are more likely to have depression (Manemann et al., 2018). 
Depression is negatively related to the quantity and degree of 
satisfaction with social supports (Graven & Grant, 2013). For pa-
tients experiencing depressive symptoms, the emotional, physical 
and financial support provided by family and friends helps them 
cope, manage and reduce these symptoms (Dekker, 2014; Graven 
& Grant, 2013).

Regarding the influence of the social dimension of people with 
CHF on the risk of hospital readmission, it is seen that people with high 
perceived social isolation have almost a 76% higher risk (Manemann 
et al., 2018) and a 2.5 times greater likelihood (Saito et al., 2019) of 
being readmitted; it should be taken into account that almost 50% of 
these patients report having social isolation (Saito et al., 2019). The 
study by Heidari Gorji et al. (2019) reports that having a poor social 
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network and low perceived social support are also associated with an 
increased risk of hospital readmission by 87%–98% and 50%–89%, 
respectively. Living alone is another strong predictor for readmission 
in patients with CHF (Manemann et al., 2018; Zhu et al., 2021), with 
37% and 91% higher odds for 30-day and 90-day readmissions, re-
spectively (Manemann et al., 2018). There is even an increased risk 
of death (>3 times) (Manemann et al., 2018; Zhu et al., 2021), emer-
gency room visits (70%) and outpatient visits in patients with high 
perceived social isolation (Manemann et al., 2018).

According to the study of Karimi & Clark (2016), some patients 
with CHF feel they have a social obligation to others and to soci-
ety. Therefore, some place responsibilities such as caring for chil-
dren or grandchildren, working or supporting the family above their 
self-care activities. In an attempt to maintain these roles, they may 
ignore their symptoms and delay seeking help, even delaying hos-
pitalisation. For example, a patient might prioritise his or her so-
cialisation or participation in leisure activities by attending a social 
event, such as a restaurant dinner, leading to a lack of adherence 
to the prescribed diet or fluid restriction (Strachan et al., 2014). Or 
a patient may stop taking diuretics to meet friends or go to work, 
knowing that these decisions could result in a deterioration of health 
and a worsening of symptoms. It appears that these decisions may 
stem from a desire to maintain some gender work roles, pleasure 
activities, social recognition (avoiding being judged by others) and 
independence (Karimi & Clark, 2016). It has been found that having 
higher levels of social support improves adherence to recommenda-
tions and self-care (Strachan et al., 2014).

4  |  DISCUSSION

This scoping review has allowed us to increase our understanding 
of the relationship between CHF and the social dimension of people 
with the condition, identifying the causes, experiences and conse-
quences of this phenomenon. Our findings suggest that the impact 
of CHF on the social sphere of the person depends on multiple fac-
tors, including reasons related to the nature of the illness, personal 
aspects such as age, gender and marital status, changes in lifestyles 
and the feelings of the patients themselves. In addition, the review 
also explores the roles of social relationships in the lives of these 
patients, pointing out both the benefits of having adequate social 
support and the experiences associated with inadequate or non-
existent support. Finally, the findings show the influence that the 
social dimension of the person with CHF has on several health out-
comes, such as the development of depression, the risk of hospitali-
sation and death, the frequency of emergency and office visits, and 
the development of self-care habits and treatment adherence.

The analysis of the impact of the social dimension on health out-
comes is perhaps the most relevant result of the present scoping 
review. As noted in our study, other authors have shown that re-
strictions on social participation, limited social activities and social 
isolation are linked to an increase in depressive symptoms in elderly 
people (Choi, 2020). Douglas et al. (2017) also studied the effect of 

social participation in the elderly, identifying social support and the 
sense of social cohesion with the community that most favour social 
involvement, which in turn is a key indicator of successful ageing and 
is related to mortality, morbidity and quality of life. Our review also 
shows evidence of the impact of the social aspects of the person 
with CHF on mortality. This was also pointed out by other authors, 
who stated that social isolation (Cantarero-Prieto et al., 2018; Holt-
Lunstad et al., 2015) and loneliness are associated with an increased 
risk of premature death and greater cardiovascular morbidity and 
mortality (Holt-Lunstad et al., 2010; Valtorta et al., 2016). According 
to Valtorta et al. (2016), three main pathways have been identified 
through which social relationships can affect health: behavioural, 
psychological and physiological mechanisms. Health risk behaviours 
associated with loneliness and social isolation include physical in-
activity and smoking. Loneliness is linked to lower self-esteem and 
limited use of active coping methods, while social isolation predicts 
decreased self-efficacy. Feeling lonely or socially isolated is associ-
ated with poor immune functioning and higher blood pressure.

Our findings also highlighted that the adoption of new lifestyles, 
adherence to treatment and premature cessation of work are among 
the causes that have severely impacted the social dimension of peo-
ple with CHF. Increasing compliance with treatment is pivotal, as less 
than 50% of patients adhere to self-care (Chew et al., 2021), which 
has been suggested to be the origin of 40% of CHF admissions (Van 
Der Wal et al., 2010). A literature review conducted by Chan et al. 
(2018) pointed to the possible interference with socialisation in peo-
ple with CHF as one of the main barriers to maintaining adherence 
to a low-salt diet. More broadly, the study by Sedlar et al. (2017) 
described that social habits and values (especially the importance of 
work and food preferences) are among the factors that most affect 
self-care decision-making in patients with CHF. Thus, along the lines 
of our study, other investigators have seen that a person's habits are 
important facilitators for medication adherence and self-monitoring 
(Jaarsma et al., 2017). However, there may also be factors related 
to lifestyle, such as following a healthy diet, that could also be 
perceived as helping to maintain traditions and connections with 
family/friends, so their modification may not be so easy (Jaarsma 
et al., 2017). As in our study, others also found that continuing to 
work provides people with numerous social interactions and is an 
important part of their lives (Abdi et al., 2019; Sedlar et al., 2017), as 
well as a factor affecting motivation for self-care (Sedlar et al., 2017). 
All these results support, on the one hand, the need to study how 
to combine the maintenance of social relationships with adherence 
to healthy lifestyles in people with CHF and, on the other hand, the 
importance of maintaining work activities in patients who wish to do 
so, adapting both the time of dedication and the type of activity to 
each situation.

The impact of the social dimension on self-care activities of 
those with CHF constitutes, in certain situations, supports (social 
support) and in others, a barrier, for socialisation. As in this study, 
the study by Graven et al. (2018) found that the greater the social 
support available, the better CHF patients maintain their self-care 
and self-management habits. Siabani et al. (2013) also showed that 
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people who have a supportive environment and opportunities to 
share their problems and participate in social activities manifest 
better self-care. Similar results were also identified in other chronic 
populations, such as COPD, demonstrating the benefit of social sup-
port in depression, anxiety and psychological stress and an improve-
ment in self-care and self-efficacy (Barton et al., 2015). Something 
similar was seen in people with diabetes mellitus, showing that social 
support acts as a buffer, reducing the negative effects of depression 
on self-care, including insulin use (Beverly et al., 2021).

This review has shown a disparity of results regarding the in-
fluence of age and gender on the social dimension of people with 
CHF; while some studies confirm that the impact is greater in young 
women, others present opposite findings or even a lack of statistical 
significance. These findings may suggest that factors impacting so-
cial dimensions, such as social isolation and involuntary loneliness, 
are pivotal to identify, regardless of age or gender. Understanding 
this in greater depth could help identify the groups at greatest risk 
and thus act in a preventive and/or early manner. Supporting one of 
these results, Steptoe et al. (2013) and Cantarero-Prieto et al. (2018) 
stated that social isolation increases the risk of developing chronic 
diseases in the elderly (>50 years), since several events occur at the 
same time during this life stage, such as a decrease in financial re-
sources, mobility problems and the death of relatives. Other studies 
also concluded that there is a greater presence of social isolation 
(Ponikowski et al., 2016) and higher mortality associated with social 
factors in persons with CHF with advanced age (Checa et al., 2019). 
Regarding the influence of gender, the literature is not as clear, while 
some authors have found that it is not a significant factor in the de-
velopment of social isolation (Cantarero-Prieto et al., 2018), others 
have shown that being a woman protects against mortality associ-
ated with social risks (Checa et al., 2019). This could be clarified, in 
part, through the study by Yang et al. (2013), who found that when 
reviewing evidence about sex differences in social relationships and 
support received, the results are not conclusive; however, there 
seem to be differences in the physiological response to the rupture 
of social ties, with women reacting with less psychological distress 
and physical deterioration than men. Either way, professionals 
should be attentive to the gender differences that may exist when 
assessing this aspect.

Overall, the results of the present study suggest the need to take 
more account of the social variables of people with CHF to reduce 
the observed impact. One way to improve this situation could be 
to include family and friends in the care process so that they can 
learn more about the patient's experience and achieve their collabo-
ration. In addition, support groups led by professionals, peer support 
or volunteer services could be designed (Årestedt et al., 2013), to-
gether with the activation of community social services (Manemann 
et al., 2018). However, despite promising strategies to improve social 
relationships, such as technology applications, video calls, mindful-
ness, tai chi and meditation, interventions to reduce the social iso-
lation of people with CHF remain scarce (Heidari Gorji et al., 2019; 
Saito et al., 2019). It should be known in depth what the social im-
pact of the illness is on each patient and their family and what their 

experience is to help them define new social, family and work roles, 
providing a more optimistic and less frustrating perspective of their 
situation based on their capabilities and wishes (Olano-Lizarraga 
et al., 2016).

However, most of the current care models for people with CHF 
do not contemplate the attention of their social dimension in a spe-
cific way (Comín-Colet et al., 2016; Takeda et al., 2012), even though 
they are predominantly based on the Chronic Care Model (CCM) 
proposed by Wagner et al. (2001). One way to lead the change in 
this healthcare paradigm would be to promote a person-centred 
health approach (Donaldson & Rutter, 2017; Pronovost et al., 2018). 
When healthcare is provided with person-centred care as a frame-
work, personal experiences, life stories, family, environment and 
the goals and desires that each person has are taken into account 
when planning health-related aspects (Ekman et al., 2011). The sub-
jectivity of each person, how people are integrated into their envi-
ronment, what their strengths and weaknesses are, their plans for 
the future, and their rights should be considered. Patients’ needs 
are recognised, but above all, they are seen as having capabilities, 
resources and expert knowledge about their daily lives, goals and 
motivations (Britten et  al.,  2020). Moreover, care is cocreated be-
tween the patient, the family and professionals, thus allowing active 
decision-making by all those involved in the process. Specifically, 
the application of the University of Gothenburg Centre for Person-
Centred Care (GPCC) framework has been shown to have a positive 
impact in several clinical trials with people with CHF, with an impact 
on the length of hospital stays and the ability to carry out activities 
of daily living (Ekman et al., 2012), self-efficacy in caregiving (Fors 
et al., 2018), healthcare costs (Hansson et al., 2016) and treatment 
adherence (Markgren et al., 2019), among others. For all these rea-
sons, it would be considered appropriate and necessary to design 
an intervention to reduce the impact that CHF has on the social di-
mension of the person based on this person-centred care approach.

4.1  |  Limitations

There are a number of limitations and strengths of this review. The 
analysis of the results was performed through journal publications 
and not using the original data of the studies, so some of the infor-
mation may have been lost. In addition, it should be noted that the 
methodological quality of the studies included in the review was not 
analysed because it is not considered a reason for exclusion in this 
type of review (Arksey & O’Malley, 2005; Pham et al., 2014), but it 
may have affected, in some way, the synthesis and validity of the 
results.

Nevertheless, it should be noted that this study has followed a 
rigorous process of search, selection and synthesis, agreed on first 
among peers and then with the entire research team. In addition, 
it offers a complete perspective on the topic for the first time in 
the literature. Our scoping review is based on evidence from 26 sci-
entific studies (five cross-sectional studies, six literature reviews, 
five hermeneutic phenomenological studies, two mixed methods 
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studies, two qualitative longitudinal studies, one ethnography and 
one meta-analysis), of which 16 are original studies. Fourteen of 
the latter were carried out in various geographical areas of Europe: 
countries located in the north, centre, south and east of the conti-
nent (n = 2570). Thus, it is reasonable to assume that the results of 
this review are transferable to the European adult CHF population.

5  |  CONCLUSIONS

This scoping review has yielded comprehensive knowledge that 
helps to understand, in a single study, the origin, experiences and 
consequences of the impact experienced by people with CHF on 
their social dimension. It has shown the importance of detecting 
higher risk groups and systematically assessing factors related 
to the social sphere in all patients with CHF. This will help de-
tect and better understand the bidirectional influence that exists 
in each person between social isolation, social relationships and 
social support, life experiences, self-care activities and morbid-
ity and mortality rates. This, in turn, will be the starting point for 
the cocreation of interventions that address this situation from a 
person-centred perspective.

6  |  RELE VANCE TO CLINIC AL PR AC TICE

The knowledge provided by this review will help health profession-
als to be more aware that social disruption involves both negative 
experiences associated with a lack of adequate social support and 
a negative impact on readmission and death rates, medical visits, 
development of depression, self-care behaviours and treatment 
adherence. These findings have shown the importance of detect-
ing higher-risk groups and systematically assessing factors related 
to the social dimension in all patients with CHF. This review will also 
serve as a starting point to define the focus of future interventions.
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