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Patients with heart failure have difficulty recognizing and identifying changes in bodily sensations, despite 
the importance of symptom monitoring. The way patients with heart failure experience their bodies from 
exacerbation to recovery is poorly understood. We aimed to describe the lived bodily experience of heart 
failure from exacerbation to recovery. Participatory observations and interviews were conducted in seven 
patients admitted to the intensive care unit with worsening heart failure. Benner’s interpretive 
phenomenology was used for analysis. Four major themes were identified: a non-functional body becomes 
the central concern and an object; being conscious of bodily changes before hospitalization when asked; 
the central concern shifted to daily life and the body becomes the background; and having a feeling of 
death in the body that no longer functions or a weakened body after recovery. This study found that 
patients with heart failure were conscious and concerned about their bodies changing as they underwent 
rapid changes during exacerbations and recovery. In addition, immediately after their bodies recovered 
and until they were discharged from the hospital, they looked toward their daily lives through their bodily 
experiences during heart failure exacerbation. The lived bodily experience of heart failure, which is less 
conscious in daily life, is made conscious through storytelling in the period immediately following recovery 
from an acute exacerbation and can be the basis for subsequent self-care exploration. 
 

INTRODUCTION 
The recognition of symptoms is crucial for the successful self-management of heart failure (HF) (1–3). 

Patients who could monitor their HF symptoms have been reported to better adhere to treatment (4). Delays in 
treatment initiation due to delayed recognition and response to HF symptoms result in increased mortality and 
rehospitalization rates (5, 6). Therefore, early recognition and appropriate response to symptoms of worsening 
HF are essential for effective management. However, patients with HF have reported difficulty in recognizing 
their symptoms and might delay seeking medical assistance (7, 8). Despite the availability of intervention studies 
targeting symptom recognition, there is no consensus regarding their efficacy (9). Therefore, it is a challenge for 
medical professionals to support patients’ perception of HF symptoms and manage them appropriately. 

Enhancing body awareness is critical for patients to detect symptoms of HF exacerbation at an early stage. 
HF symptom perception involves the identification, recognition, and interpretation of bodily sensations (3). 
Some studies have reported that patients with HF primarily relied on their physical experience of “how it feels” 
in their bodies rather than on clinical symptoms of HF exacerbation (10). In other words, the subjective 
experience of HF symptoms in the body is crucial for patients to perceive the symptoms of HF exacerbations. 
Sensitivity to bodily sensations has also been associated with body awareness (7). Therefore, it is essential to 
increase body awareness to detect changes in bodily sensations that may be indicative of HF exacerbation.  

Maintaining awareness of one’s body while engaging in daily life is often challenging. People often live 
without a clear understanding of their bodies (11). Individuals with chronic illnesses may have symptoms so 
ingrained in their lives that they struggle to recognize them separately (12). Patients with HF often struggle to 
detect symptoms of exacerbations at an early stage (13–15); they can also have difficulty examining their bodies 
(16–17) and can, therefore, be unsure about the physical changes associated with HF exacerbations (18). To help 
patients with HF become more interested and aware of changes in their bodies, it is crucial that healthcare 
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providers better understand the lived bodily experiences of patients with HF and provide support that is 
consistent with those experiences. 

The experience of the body of a patient with HF may be inferred from their recovery from acute exacerbation 
to when the symptoms change rapidly. While patients with HF generally tend to overlook chronic symptoms, 
such as weight gain, edema, and other daily-life experiences (19), they are more aware of severe symptoms, such 
as shortness of breath, which may prompt a visit to the emergency room (20). Many patients with HF can 
describe their experiences of worsening HF following the resolution of an acute exacerbation. This provides two 
significant insights—first, that patients’ bodily experiences may change as their symptoms change, and second, 
that they may be able to recall gradual changes in their body and mental status, including their experiences prior 
to emergency hospitalization and during the period immediately following recovery. Therefore, gaining a deeper 
understanding of the experience of acute HF exacerbation from its onset to recovery could provide valuable 
insights into the live bodily experiences associated with patient symptoms. 

To this point, inadequate consideration has been given to the lived bodily experiences of individuals during 
the exacerbation and recuperation phases of HF, particularly those that are not explicitly recognized. Prior 
research has predominantly concentrated on how patients perceive symptoms, particularly those that they did and 
did not perceive (21–23), the obstacles and consequences of physical observation and analysis (19, 24, 25), and 
how they coped with symptoms (26–28). However, this emphasis on perceived experiences has not uncovered 
the unperceived experiences of patients (i.e., experiences in which patients are not explicitly cognizant). Patients 
with HF often experience gradual symptom intensification without conscious awareness. As the illness 
progresses, they become more cognizant of their symptoms. Hence, it is crucial to understand lived bodily 
experiences, including symptoms that patients may not perceive clearly. 

The purpose of this study was to describe the lived bodily experiences of patients with HF from exacerbation 
to recovery and to offer recommendations for improving symptom perception in such patients. 

 
MATERIALS AND METHODS 

Design 
This study used the interpretive phenomenological methodology developed by Benner (29). The objectives of 

interpretive phenomenological research are to explore the lived experiences of particular phenomena and to 
derive existence from forgetting (30). As the bodily experiences of patients with HF are vague and patients often 
struggle to explain them clearly, this methodology was considered suitable for understanding the bodily 
experiences with worsening HF (29, 31). However, as it is difficult to perform these actions during severe acute 
exacerbation of HF, we initiated participatory observations and interviews after the patients had recovered from 
the acute stage to some extent and were able to talk. 

 
Participants 

This study was conducted in the cardiac care unit (CCU) and cardiology ward of an acute care hospital in 
Japan. The objective of this study was to explore the lived bodily experience of patients with HF from acute 
exacerbation to recovery. Therefore, a purposive sampling method was employed to select patients who had a 
previous diagnosis of HF and required hospitalization because of acute exacerbation (32, 33). The sample size 
was considered adequate when interpretations were understandable and clear and new informants revealed no 
findings and meanings different from all previous narratives (29, 31). Patients were selected according to the 
following criteria: age >20 years; HF diagnosed more than 6 months ago; emergency hospitalization for 
worsening HF; stable circulatory dynamics and capable of talking for approximately 30 min; no serious 
communication problems; and listened to the researchers’ explanation and signed the consent form. 

The CCU nursing managers and cardiovascular specialists selected the patients based on these criteria and 
referred them to the principal investigator. A female nurse who did not work in the study ward was the 
interviewer and observer (lead author). The interviewer (lead author) explained the content of the study to 
patients who were interested in participating using a study manual, answered the patients’ questions, provided 
them with the consent forms, and began participatory observation after the patients had signed the consent forms. 
None of the patients who were briefed by the interviewer (lead author) declined to participate. However, one 
female patient who signed the consent form voluntarily withdrew consent after the participatory observation. 
Another male patient withdrew his consent because his condition worsened after signing the consent form. 

 
Data collection 

Data were collected between January and June 2015. Before the interview, the patients’ sociodemographic 
data were collected (Table I). After patient registration, we conducted participatory observation (by the lead 
author) in the CCU with the participants’ consent. Participatory observations were conducted while the 
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participants were admitted to the CCU and took place in a daily living support setting and during examination 
and treatment. A participant observer (lead author) observed each scene with the participant’s consent. Brief 
notes were taken during participant observation, and immediately after the observation was completed, the scene 
and the patient were transcribed in writing and used for analysis. Interviews were conducted by the lead author. 
The first interview was conducted within 0–2 days after each patient was transferred to the cardiovascular ward, 
and the second interview was conducted between 5 and 40 days after admission when discharge was being 
considered. A third interview was conducted on another day if the interview was interrupted owing to patient 
physical considerations or examination. Each interview lasted approximately 30 min and was recorded. Two to 
three interviews were conducted with each participant. Each interview began with questions such as “What kind 
of bodily changes from before hospitalization to the present day did you notice?” The researcher asked 
participants to freely share bodily details observed during worsening HF. Interviews were recorded using a voice 
recorder (Sony IC recorder, ICD-UX543F/UX544F; Sony Corp., Tokyo, Japan) for transcription. Field notes 
(e.g., voice tones, gestures) and body position observations were also included to enhance the interpretation of 
the recording. 

 
Ethical considerations 

This study was approved (approval number: 313) by the Ethics Committee of Kobe University Graduate 
School of Health Sciences and was conducted in accordance with the Declaration of Helsinki (as revised in 
2013). The participants were allowed to decide whether to participate in the research and could opt out at any 
time. We explained that the nursing care or treatment would not be affected by not participating in the study, 
research cooperation could be suspended at any time, and personal information would be protected. Consent was 
obtained from the participants prior to their inclusion in the study; participants were also informed that their 
anonymity would be preserved. 

 
Data analysis 

The interpretive phenomenological methodology by Benner (29) was used for data analysis. Thematic 
analyses were mainly conducted by the lead and second authors. Participatory observation field notes and 
interview audio data were transcribed verbatim (31). First, the verbatim paradigm case records were read, and the 
overall meaning of the participants’ experiences was understood. The content relating to the phenomenon to be 
studied was extracted from the verbatim paradigm case records. Topics repeated or raised by the participants and 
contradictory narratives were extracted, and the meanings that emerged from key sentences were systematically 
described. 

An overall interpretation of the paradigm case was described. The same procedure was used to interpret the 
second and subsequent cases. All cases and situations were analyzed to identify and describe the commonalities 
and differences in patient experiences. The formulated materials were organized into several themes. The 
original data were referred to several times to ensure that each theme was accurate. Participants did not provide 
feedback on the findings. However, at the subsequent interview, we verified the information from the previous 
interview. 

Several observations and interviews were conducted to ensure the reliability of the data, wherein topics from 
previous interviews were pursued from various angles, and a follow-up was conducted (30). There were also 
repeated discussions on the transcripts and themes within the research team, and under the supervision of a 
qualitative researcher (fifth author) and a phenomenologist (third author), we conducted a detailed discussion and 
refinement of the findings. 
 

RESULTS 
The participants in this study included two men and five women aged 62–88 (mean: 76) years. All 

participants were admitted to the CCU as an emergency, owing to worsening HF. The average length of stay at 
the CCU was 2–4 (mean: 2.7) days, and all patients were classified as New York Heart Association class IV 
(Table I). The participant observations and interview analyses revealed that patients with HF were conscious of 
their bodily changes during worsening HF. They were thinking about everyday life and life after discharge 
through such bodily experiences. The following four major themes were identified from the participatory 
observation and interview analyses. 

 
Theme 1. A non-functional body becomes the central concern and an object 

A central concern of all participants was the sensations they experienced in their bodies before and after their 
emergency hospitalization, feeling that their bodies were losing their ability to maintain life. These sensations 
were described in detail during participatory observation in the CCU and in interviews immediately after leaving 
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the CCU. For instance, they reported the following experiences: “unable to breathe,” “severe heart palpitations,” 
“unable to digest food,” and “unable to sleep.” Their narratives about the physical conditions of the time were 
detailed and sometimes objective. Some individuals provided detailed and precise descriptions of the situation.  

 
Table I. Outline of the research participants (n = 7) 

 A B C D E F G 
Age (years) 77 87 88 80 74 62 64 
Sex Male Female Female Female Female Female Male 
Prior 
hospitalization 
history for heart 
failure 

1 0 0 0 0 1 1 

NYHA class at the 
time of 
hospitalization 

Ⅳ Ⅳ Ⅳ Ⅳ Ⅳ Ⅳ Ⅳ 

Length of stay in 
the CCU  

2 days 2 days 2 days 3 days (1st) 
6 days (2nd) 

2 days 4 days 4 days 

Length of hospital 
stay 

16 days 15 days 25 days 65 days 25 days 35 days 15 days 

Re-entry to CCU No No No Yes No No No 
LVEF at the time of 
hospitalization 

60% 50% 46% 30% 40% 47% 44% 

Medical history 
excluding heart 
failure 

HTN 
CKD 

CAD 
HTN 

HTN 
DM 

HTN 
CKD 

CI 

HTN 
CKD 

CI 

DCM 
AF 

HTN 
CKD 

CI 
DM 

DCM 
SSS 
IP 

DM 
dysthyroidism 

AF, atrial fibrillation; CAD, coronary artery disease; CCU, cardiac care unit; CI, cerebral infarction; CKD, chronic kidney 
disease; DCM, dilated cardiomyopathy; DM, diabetes mellitus; HTN, hypertension; IP, interstitial pneumonia; LVEF, left 
ventricular ejection fraction; n, sample size; NYHA, New York Heart Association; SSS, sick sinus syndrome.  
 

Mr. A provided a detailed account of his breathing when the ambulance arrived, as well as his premonition of 
death without exhibiting any impatience or agitation. 
 

“The ambulance came here. I was sitting and sleeping the whole time. I would just keep breathing in. 
Breathing in, then out, in, and then out. Kept breathing in. When I was breathing in, I could breathe in when I 
tried, but when I breathed out, it would just come out in bursts, like, ‘hah,’ ‘hah,’ ‘hah,’ ‘hah’ [omitted]. I was 
just thinking, am I going to die?” (Mr. A) 

 
Ms. D recounted in detail the progressive diminishment of her capacity to eat in the days preceding her 

urgent hospitalization. 
 
“I couldn’t eat even one meal a day anymore, and even if I wanted to eat ramen, I couldn’t eat even one meal. 

I thought I’d eat some porridge (while making small circles with her hands) in the morning. I thought it would be 
better to eat spinach, but I couldn’t eat it at all. Milk and things like that were fine, but I couldn’t eat rice or 
other foods like that. Even if I felt like I should eat something, all I could eat was sakuramochi（steamed bun with 
a sweet bean paste filling) and tea.” (Ms. D) 

 
The narratives concerning the period just before emergency hospitalization, wherein participants experienced 

pain so severe that they thought they would die, were somewhat objective and often spoken of as if they were 
about another person. Additionally, although the circumstances were urgent, patients would speak in what could 
be interpreted as an easy-going tone, with phrases, such as “Ah, this was bad,” or “I was just thinking what an 
ordeal.”  
 

Ms. B described the sound of her breathing when she was having difficulty breathing as if “something” other 
than herself was making the sound. 
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“I was very, very still, but after a while, a ‘hee, hee, hee, hee,’ that came out was almost like a flute. Every 
time I breathed, a ‘hee, hee, hee, hee’ [imitating sound], something like that, and I was just so surprised.” (Ms. 
B) 
 

Ms. C was hospitalized due to severe palpitations that prevented her from sleeping. When asked about the 
reason for the emergency hospitalization, she said “The Dr. told me to come to the hospital.” 

 
“I had heart palpitations so bad I couldn’t sleep at night. My lungs were pounding. I thought, ‘Ah, this was 

bad, I wonder why,’ so I called Dr., and he came to see me. Well, I came here because he said, ‘I can’t handle it, 
so you’ll have to go into the hospital.’” (Ms. C) 

 
Theme 2. Being conscious of bodily changes before hospitalization when asked 

After sharing their bodily experience of emergency hospitalization, when asked, participants also mentioned 
vague bodily discomfort unrelated to their known HF symptoms that occurred several months to weeks before 
their emergency hospitalization. This vague bodily discomfort included factors such as urine properties and 
volume, foot edema, and blood pressure, in addition to a subtle malaise that would not be noticed unless paid 
attention to daily. Participants described such discomfort using expressions such as “something strange 
happened” instead of reporting HF symptoms.  

During our conversation, Ms. D indicated that she was not experiencing any symptoms. However, upon 
further reflection, she remembered how exhausted she was. 

 
“Well, I woke up to go to the toilet and urinated, but I didn’t really notice any symptoms. Since I was 

sleeping, I didn’t get enough exercise, so I thought I was exhausted. I was surely exhausted. I was a little 
exhausted.” (Ms. D) 

 
Ms. F. said that she was not exhausted. However, as she continued speaking, she recalled that she had some 

discomfort in her throat. 
 
“I was not exhausted. I thought my throat was slightly swollen. By the time the evening came around, I felt a 

little hot. Maybe my throat felt sore. It didn’t hurt, but it felt like it’s a strange feeling.” (Ms. F) 
 

Mr. G reportedly experienced a hoarse voice and a little difficulty speaking prior to the onset of his breathing 
difficulties. 
 

“I can breathe normally. But, I’m feeling like my voice has become hoarse and it’s bothering me. [omitted] 
This was not originally the case. When I’m not feeling well, I feel something like this. It’s like it’s hard for me to 
talk about it myself.” (Mr. G) 

 
Some participants gradually remembered the bodily changes they experienced before emergency 

hospitalization during the interview. The participants did not think that their vague bodily discomfort was a 
symptom of HF. The participants reported that they were trying to understand the meaning of their vague bodily 
discomfort in the context of their experience and from what they heard from others. Examples included kidney 
disease, lack of exercise, and food consumption.  

During Ms. B’s reflection on the physical changes preceding her hospitalization, she remembered that several 
months prior, her urine had exhibited peculiar characteristics. She then tried to understand her own experience. 
 

“Last year, I think it was around springtime, my urine volume decreased. [omitted] There was foam in my 
urine, sort of just bubbling foam, you see, and I was thinking, how strange. Is it supposed to be foamy? I have 
never really heard about that, and I have never really seen that.” (Ms. B) 
 

Ms. C was aware of the feeling that things were difficult but vaguely thought it was due to a lack of exercise. 
 

“I was able to go to the bathroom, and I could pee, so [there were no] subjective symptoms. I was sleeping, 
so the most I thought of it was that things were difficult because of a lack of exercise.” (Ms. C) 
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Theme 3. The central concern shifted to daily life and the body becomes the background 
In interviews, when discharge became a reality, most participants’ narratives were about daily life and less 

about the body as an organ, with decreased focus on symptoms, signs, and physical sensations. All participants 
could walk, use the toilet, have a shower, and do other daily activities, and felt that they were recovering 
physically. However, they also realized that it was not enough to return to life after discharge, and their focus 
was mainly on whether they could carry out their daily life with their body at that time.  

Ms. D, who could hardly eat anything prior to her hospitalization felt recovered at mealtime. 
 
“Sometimes I find the food I’m served (hospital food) delicious, and sometimes I find it’s lacking. Well, 

whatever I eat is delicious. When I feel that way, I think, oh, I’ve recovered. I shouldn’t say that, but hospital 
food can’t possibly be that delicious, but it tastes delicious.” (Ms. D)  

 
As Ms. B was able to walk, she began to worry about whether she would be able to make it to the 

supermarket. 
 

“I can walk, but I can’t go to the supermarket. That’s why I said, ‘Doctor, I’m fine, but I can’t go to the 
supermarket. I have to be able to walk to the supermarket.’ Then the Doctor said ‘It’s okay, Ms. B.’ So, from 
tomorrow or today, I will rehabilitate on the 3rd floor (rehabilitation) or something (go).” (Ms. B) 
 

When Ms. E was able to walk freely around the ward, she wanted to be able to walk and run longer distances. 
However, she was worried about sudden movements. 

 
“I’ll do it to the best of my ability. Don’t say more than that. It’s not good to run all at once. If you keep 

increasing the number of kilometers, it will happen again. It’s the same thing. I think I’ll be careful.” (Ms. E) 
 

Theme 4. Having a feeling of death in the body that no longer functioned or a weakened body after 
recovery 

Most participants said they “thought they were going to die” regarding the symptoms that they experienced 
immediately before and after emergency hospitalization. Furthermore, many spoke with an awareness of death 
even after their symptoms were alleviated, and they had begun to think about daily life after being discharged 
from the hospital.  

Ms. E. said of her disease: “The heart is scary.” 
 

“The heart is scary. It is all over if it goes bad, even just a little bit.” (Ms. E) 
 
Mr. A, who mentioned how his systolic blood pressure had risen to 220 mmHg immediately before 

hospitalization, said that his experience was similar to that of a family member who died of hypertension. 
 
“It’s scary. My parents had high blood pressure after all. Yes, that’s why I thought the cause was genetic. My 

parents died from blood pressure, and my older brother died from blood pressure. Actually, my sister also had 
blood pressure and collapsed at the entrance.” (Mr. A) 

 
During the second interview, many participants expressed the remaining time they had left in their lives as a 

fixed period of 5 or 10 years. Some participants mentioned that they could live for another 10 years as they could 
move their body parts. Other participants could not move as they wished and experienced physical deterioration, 
resulting in an expectation that they would have a shortened life.  

Ms. F felt the sensation of not being able to turn over as she wished, felt that she would never be able to 
return to her original body, and described the rest of her life as 5 to 10 years. 

 
“This means that I am unable to return to my former body. Being able to roll over with my own strength 

[omitted]. I would like to be able to do my own things by myself. I am not quite at the age where I can rely on my 
children in terms of age. I do not know if this would be the case if I was 72 (years old) or something else. I think 
I would like to live for at least 5 to 10 years.” (Ms. F) 

 
Mr. G thought he would never have HF again, but he realized that was not the case. He also described his 

heart as a battered engine and thought the only way to keep it running was to trick it with drugs. 
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“I thought that if I just watched the progress, I wouldn’t suffer from HF or anything like that. That’s not the 
case. [Omitted] I don’t know what to say, but basically, it’s not getting better. I’m suffering from HF and my 
pulse is fast, but I think it’s basically dilated cardiomyopathy, which means that the engine is no longer 
functioning properly. So, it’s like, I can trick it with drugs or something and see how many kilometers I can run.” 
(Mr. G) 
 

DISCUSSION 
This study found that patients with HF were conscious and concerned about their bodies changing as they 

underwent rapid changes during exacerbations and recovery. In addition, immediately after their bodies 
recovered and until they were discharged from the hospital, they looked toward their daily lives through their 
bodily experiences during HF exacerbation. 

When everyday life was disrupted because of severe symptoms and the body began to lose functions, the 
central concern of participants shifted to the body, and they were clearly conscious of their body and objectified 
it. Benner and Wrubel stated that in the presence of a symptom, even as the person’s attention becomes focused 
on the bodily sensation of the symptom, he or she begins to interpret it and form his or her own diagnosis (34). 
Prior research has reported that severe HF symptoms were easily recognized (10, 35, 36), and HF was reported to 
be the cause (37, 38). This may be because the loss of bodily functions due to deterioration of HF shifted the 
central concern of the body and facilitated the objectification of the body and the interpretation of changes in it. 

A characteristic of the narratives of bodily experiences in everyday life was that patients vaguely 
remembered them but could explain them when asked. Patients with HF had difficulty recognizing early 
symptoms of HF (17, 39) and were able to identify or name the feeling that something was wrong before the 
initiation of symptoms (23, 40). However, the reason for this is unclear. This study’s results suggest that, as 
proposed by Merleau–Ponty, in daily life, patients cope with illnesses and symptoms through their habitual 
bodies (41). In this way, the body is submerged in the background of everyday life, so it may be extremely 
difficult to objectively perceive, interpret, and give meaning to the symptoms in everyday life. 

Once the participants were able to live their daily lives and began to think about discharge, the focus of their 
concerns shifted to their daily lives, but their bodies were always in the background. In other words, they were 
thinking about their daily lives after discharge and their death through their bodies. Previous studies reported that 
patients with chronic HF reevaluated the meaning of their lives, developed a new perspective on chronic HF, and 
discovered deeper meaning through their hospitalization experience (42). Our study findings revealed that 
patients’ HF perceptions of post-discharge daily lives and death were conducted through their bodily experiences. 
In other words, bodily experience is considered a central experience in reinterpreting post-discharge daily life 
and death. 

Experiencing lived bodily experiences alone is insufficient for effective symptom perception. In this study, 
participants thought about their daily lives after discharge through their bodies but did not directly link these 
experiences to HF. Previous research has also indicated that hospitalization for acute exacerbation is insufficient 
to improve symptom perception. Patients who were hospitalized for HF delayed seeking treatment (7). Moreover, 
a literature review on symptom perception revealed that the relationship between HF hospitalization experience 
and symptom perception was inconsistent (43). In other words, mere experience is not sufficient to relate 
symptom experience with appropriate symptom perception. However, if healthcare professionals could educate 
patients with HF about HF experience, they may realize and make sense of it as the beginning of worsening HF 
when they experience similar symptoms after discharge from the hospital. 

The study findings have two significant implications for nursing support. First, during the immediate 
post-recovery period from an acute exacerbation of HF, healthcare providers should inquire about patients’ 
bodily experiences with HF and connect these experiences to their bodies. The study revealed that patients with 
HF discussed their bodies during this period when asked and that they became more aware of changes in their 
bodies upon prompting. Therefore, by asking about bodily experiences and attributing them to worsening HF, 
healthcare providers can help patients interpret the changes in their bodies as symptoms of HF. Additionally, as 
discharge becomes a more tangible prospect, patients may benefit from discussing how they can notice changes 
in their bodies during their daily lives. This may increase their awareness of less noticeable changes in their 
bodies and improve their ability to perceive symptoms in daily life after discharge. Therefore, healthcare 
providers should consider focusing on and questioning patients’ bodily experiences and link these experiences to 
HF when their interest in their body and daily life is changing. 

 
Limitations 

A limitation of this study is that participants recalled their acute exacerbation experiences after recovery. We 
believe that the patient’s experience from acute exacerbation to the interview may influence their narrative of the 
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experience. Additionally, the participants in this study were individuals who presented with severe symptoms, 
necessitating admission to the CCU. The lived bodily experiences of patients with HF who have never been 
hospitalized for HF or have limited experience with subjective HF symptoms may vary. Therefore, future studies 
should consider including patients with HF who have never been hospitalized or who did not experience 
subjective symptoms at the time of hospitalization for HF. 

 
Conclusions 

This study described the bodily experiences of patients during emergency hospitalization owing to worsening 
HF. When the body became non-functional due to worsening HF, patients began to objectify their body and, 
through their descriptions, captured it clearly and in detail. Patients with HF could remember and talk about 
bodily changes of which they had not been clearly conscious before admission when asked. Even after their 
central concern shifted to their daily life, their body was still salient in the background of their consciousness, 
and they were always looking through the lens of their body at their everyday life and life after discharge. 

 
ACKNOWLEDGMENTS 

The authors are very grateful to the nurses and cardiologists who helped recruit participants and collect data 
for all participants. We would also like to thank Editage (www.editage.com) for English language editing. 

This research was supported by JSPS KAKENHI Grant Number JP15K20699/21K10683. None of the 
authors has any conflicts of interest or any financial ties to disclose. 

 
REFERENCES 

1. McDonagh TA, Metra M, Adamo M, Gardner RS, Baumbach A, Böhm M, et al. 2021 ESC Guidelines for 
the diagnosis and treatment of acute and chronic heart failure: Developed by the Task Force for the 
diagnosis and treatment of acute and chronic heart failure of the European Society of Cardiology (ESC). 
With the special contribution of the Heart Failure Association (HFA) of the ESC. Eur J Heart Fail. 
2022;24(1):4–131. 

2. Heidenreich PA, Bozkurt B, Aguilar D, Allen LA, Byun JJ, Colvin MM, et al. 2022 AHA/ACC/HFSA 
guideline for the management of heart failure: executive summary: A report of the American College of 
Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines. Circulation. 
2022;145(18):e876–94. 

3. Riegel B, Dickson VV, Faulkner KM. The situation-specific theory of heart failure self-care: revised and 
updated. J Cardiovasc Nurs. 2016;31(3):226–35. 

4. Vellone E, Riegel B, D’Agostino F, Fida R, Rocco G, Cocchieri A, et al. Structural equation model testing 
the situation-specific theory of heart failure self-care. J Adv Nurs. 2013;69(11), 2481–92. 

5. Sethares KA, Chin E, Jurgens CY. Predictors of delay in heart failure patients and consequences for 
outcomes. Curr Heart Fail Rep. 2015;12:94–105. 

6. De Luca L, Abraham WT, Fonarow GC, Gheorghiade M. Congestion in acute heart failure syndromes: 
importance of early recognition and treatment. Rev Cardiovasc Med. 2006;7(2):69–74. 

7. Jurgens CY. Somatic awareness, uncertainty, and delay in care-seeking in acute heart failure. Res Nurs 
Health. 2006;29(2):74–86. 

8. Okada A, Aoki Y, Fukawa M, Matsuoka S, Tsuchihashi-Makaya M. Symptom perception, evaluation, and 
response and care-seeking delay among patients with heart failure. J Cardiovasc Nurs. 2016;22(8):S80–1. 

9. Zhao Q, Chen C, Zhang J, Ye Y, Fan X. Effects of self-management interventions on heart failure: 
systematic review and meta-analysis of randomized controlled trials - Reprint. Int J Nurs Stud. 
2021;116:103909. 

10. Spaling MA, Currie K, Strachan PH, Harkness K, Clark AM. Improving support for heart failure patients: a 
systematic review to understand patients’ perspectives on self-care. J Adv Nurs. 2015;71(11):2478–89. 

11. Merleau-Ponty M. Phenomenology of perception. London and New York: Routledge; 2012. p. 176–249. 
12. Benner P, Wrubel J. The primacy of caring stress and coping in health and illness. Reading (MA): 

Addison-Wesley Publishing Company; 1989. p. 195–222. 
13. Carlson B, Riegel B, Moser DK. Self-care abilities of patients with heart failure. Heart Lung. 

2001;30(5):351–9. 
14. Evangelista LS, Dracup K, Doering LV. Treatment-seeking delays in heart failure patients. J Heart Lung 

Transplant. 2000;19(10):932–8. 
15. Jurgens CY, Hoke L, Byrnes J, Riegel B. Why do elders delay responding to heart failure symptoms? Nurs 

Res. 2009;58(4):274–82. 



J. SHOGAKI et al. 
 

E54 
 

16. Andersson L, Eriksson I, Nordgren L. Living with heart failure without realising: a qualitative patient study. 
Br J Community Nurs. 2012;17(12):630, 632–7. 

17. Gallagher R, Sullivan A, Hales S, Gillies G, Burke R, Tofler G. Symptom patterns, duration and responses 
in newly diagnosed patients with heart failure. Int J Nurs Pract. 2012;18(2):133–9. 

18. Lee S, Riegel B. State of the science in heart failure symptom perception research: an integrative review. J 
Cardiovasc Nurs. 2018;33(3):204–10. 

19. van der Wal MH, Jaarsma T, Moser DK, van Gilst WH, van Veldhuisen DJ. Unraveling the mechanisms for 
heart failure patients’ beliefs about compliance. Heart Lung. 2007;36(4):253–61.  

20. Patel H, Shafazand M, Schaufelberger M, Ekman I. Reasons for seeking acute care in chronic heart failure. 
Eur J Heart Fail. 2007;9(6–7):702–8. 

21. Luo H, Lindell DF, Jurgens CY, Fan Y, Yu L. Symptom Perception and Influencing Factors in Chinese 
Patients with Heart Failure: A Preliminary Exploration. Int J Environ Res Public Health. 2020;17(8):2692. 

22. Riegel B, Dickson VV, Lee CS, Daus M, Hill J, Irani E, et al. A mixed methods study of symptom 
perception in patients with chronic heart failure. Heart Lung. 2018;47(2):107–14. 

23. Reeder KM, Ercole PM, Peek GM, Smith CE. Symptom perceptions and self-care behaviors in patients 
who self-manage heart failure. J Cardiovasc Nurs. 2015;30(1):E1–E7. 

24. Herber OR, Bücker B, Metzendorf MI, Barroso J. A qualitative meta-summary using Sandelowski and 
Barroso’s method for integrating qualitative research to explore barriers and facilitators to self-care in heart 
failure patients. Eur J Cardiovasc Nurs. 2017;16(8):662–77. 

25. Sethares KA, Sosa ME, Fisher P, Riegel B. Factors associated with delay in seeking care for acute 
decompensated heart failure. J Cardiovasc Nurs. 2014;29(5):429–38. 

26. Dickson VV, Riegel B. Are we teaching what patients need to know? Building skills in heart failure 
self-care. Heart Lung. 2009;38(3):253–61. 

27. Hargreaves S, Hawley MS, Haywood A, Enderby PM. Informing the design of “lifestyle monitoring” 
technology for the detection of health deterioration in long-term conditions: a qualitative study of people 
living with heart failure. J Med Internet Res. 2017;19(6):e231. 

28. Riegel B, Carlson B. Facilitators and barriers to heart failure self-care. Patient Educ Couns. 
2002;46(4):287–95. 

29. Benner P. Interpretive phenomenology: embodiment, caring, and ethics in health and illness. Thousand 
Oaks (CA): Sage Publications; 1994. p. 65–82. 

30. Heidegger M. Being and Time: A Revised Edition of the Stambaugh Translation (SUNY series in 
Contemporary Continental Philosophy). New York: State University of New York Press; 2010. p. 1–13． 

31. Crist JD, Tanner CA. Interpretation/analysis methods in hermeneutic interpretive phenomenology. Nurs Res. 
2003;52(3):202–5. 

32. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful Sampling for 
Qualitative Data Collection and Analysis in Mixed Method Implementation Research. Adm Policy Ment 
Health. 2015;42(5):533–44.  

33. Patton MQ. Qualitative research & evaluation methods: integrating theory and practice-Fourth edition. 
Thousand Oaks (CA): Sage Publications; 2015. p.264–272. 

34. Benner P, Wrubel J. The primacy of caring stress and coping in health and illness. Reading (MA): 
Addison-Wesley Publishing Company; 1989. p. 200–1 

35. Bekelman DB, Havranek EP, Becker DM, Kutner JS, Peterson PN, Wittstein IS, et al. Symptoms, 
depression, and quality of life in patients with heart failure. J Card Fail. 2007;13(8):643–8. 

36. Asai K, Hatamochi C, Minamimura F. Association between illness perception and care-seeking intention in 
patients with chronic heart failure. Clin Nurs Res. 2023;32(3):669–76. 

37. Liu X, Liu L, Li Y, Cao X. The association between physical symptoms and self-care behaviours in Chinese 
patients who poorly manage their heart failure: a cross-sectional study. BMC Cardiovasc Disord. 
2023;23(1):205. 

38. Samir A, Nour W. Self-management among Egyptian heart failure patients. Int J Nurs Pract. 
2011;17(3):221–30. 

39. Lin CY, Hammash M, Mudd-Martin G, Biddle MJ, Dignan M, Moser DK. Older and younger patients’ 
perceptions, evaluations, and responses to worsening heart failure symptoms. Heart Lung. 
2021;50(5):640–7. 

40. Heo S, Moser DK, Lennie TA, Grudnowski S, Kim J, Turrise S. Patients’ beliefs about causes and 
consequences of heart failure symptoms. West J Nurs Res. 2019;41(11):1623–41. 

41. Merleau-Ponty M. Phenomenology of perception. London and New York: Routledge; 2012. p. 245–13. 
42. Li CC, Chang SR, Shun SC. The self-care coping process in patients with chronic heart failure: A 



LIVED BODILY EXPERIENCE OF HEART FAILURE 
 

E55 
 

qualitative study. J Clin Nurs. 2019;28(3–4):509–19. 
43. Santos GC, Liljeroos M, Dwyer AA, Jaques C, Girard J, Strömberg A, et al. Symptom perception in heart 

failure: a scoping review on definition, factors and instruments. Eur J Cardiovasc Nurs. 2020;19(2):100–17. 


	Introduction
	MATERIALS AND METHODS
	RESULTS
	DISCUSSION
	ACKNOWLEDGMENTS
	REFERENCES

