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Effects of a family centered program on perceived social 
support in patients with congestive heart failure: An 
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ABSTRACT
Background and Objectives: Congestive heart failure is one of the most common 
cardiovascular diseases that have a progressive and chronic trend and influences individuals’ 
and their families’ various dimensions. Social support is one of the psychosocial factors that 
can have a positive effect on individuals’ physical, mental and social status. Despite the 
existence of evidences, revealing the importance of family’s support on patients’ condition, 
family centered supportive interventions with goal of clinical outcomes improvement have 
been less conducted among these patients. Therefore, the present study aimed to investigate 
the effect of family supportive intervention on the level of the support, received among heart 
failure patients. Materials and Methods: This is a two‑group two‑stage clinical trial, conducted 
on 64 patients with cardiac failure, referring to selected educational centers and meeting the 
inclusion criteria, who were selected through convenient sampling. They were assigned to 
study (n = 32) and control (n = 32) groups through random allocation. Data were collected 
by questioning through a two‑section medical records questionnaire and were analyzed by 
SPSS. Results: Results of the study showed that mean scores of received support score were 
13.7 (3.8) in the study and 0.8 (2.4) in the control group. Independent t‑test showed a significant 
difference in mean changes of perceived support scores after the intervention between study 
and control groups (P < 0.001). Conclusions: Based on familial dimension in social support 
have a positive effect on patients’ perceived support. Nurses, as professional members of 
health care team, and with an important role in education and care of cardiac failure patients, 
can support, educate and guide these patients through designing appropriate care plans and 
educating their family members.
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way that 70% of the involved patients are re‑hospitalized 
within the first 3 months after their discharge.[2] In this way, 
a high amount of health care system resources are wasted on 
this disease. The patients’ hospitalization annual burden is 
estimated 130 million dollars in Iran.[3] Treatment of CHF is 
very sophisticated, and in most of the cases, it is administrated 
with goal of survival increase, reduction of hospitalizations 
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INTRODUCTION

Congestive Heart failure (CHF) is one of the most common 
cardiovascular diseases, which have a progressive and chronic 
trend.[1] This disease is very disabling and costly in such a 
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and improvement of quality of life (QOL).[4] Therefore, the 
patients should be encouraged to have self‑care behavior 
such as obedience from a strict medication order and diet, 
and generally, a diet therapy, to achieve this goal.[5] Despite 
this, the research results showed that at least 50% of the 
patients do not follow treatment program that leads to their 
re‑hospitalization.[6] Therefore, different interventions and 
educational programs have been suggested to modify and 
change patients’ health behavior. Meanwhile, researches 
showed that various social factors in patients’ life have 
a high influence on their level of obedience from the 
recommendations in long‑term treatment programs, especially 
when long‑term changes in patients’ life style and behavior are 
needed.[7] Social support is one of the psycho‑social factors, 
known as a facilitator for health behavior modification,[8] 
which refers to the care, attention and help, given to the 
patients by other individuals or groups.[7] Social support 
is counted as an important factor in patients’ recovery[8] 
since it can prevent incidence of unwanted physiological 
complications in the patients, increase their self‑confidence 
and have a positive effect on their physical, psychological and 
social conditions.[9] Cassel is among the first theoreticians 
who introduced the concept of social support and stated that 
social support can improve human’s health.[10] Numerous 
studies showed a direct association between perceived social 
support and high level of patients’ obedience from treatment 
and diet therapy.[8,11‑13] Some scholars believe that social 
support is beneficial for human’s health and vice‑versa. Based 
on this theory, the more the social support is, the healthier 
the individuals will be. Therefore, being healthy is influenced 
by the level of social support.[14] Family is considered as one 
of the most important sources for social support, especially 
for the patients.[15] Family often plays a pivotal role in helping 
the patients in controlling and treating a disease. Familial 
support leads to health improvement and is counted as 
a major factor in fighting against a disease.[16] Beliefs and 
attitudes about physical, emotional and psychological health, 
and the behaviors affecting health such as nutrition, sport 
and stress management are learned and empowered in the 
atmosphere of the family. In fact, the family is the main 
health care provider for its members. On the other hand, 
paying attention to the family and its members’ participation 
in taking care of the other members has increased through 
care plans and other budget management programs. It is in 
such a way that consideration of cost efficacy of care has 
driven hospital care to home care. In this regard, family, and 
especially home caregivers, play a vital role in patients’ health 
and well‑being, and, in fact, are considered as the hidden 
health care providers.[17] Studies on CHF patients have 
reported a positive association between family support and 
these patients’ obedience from self‑care behaviors. Gallagher 
et  al. showed that the patients with higher perceived 
support had better obedience from self‑care behaviors such 
as limitation in fluid intake, regular medication, having 
physical exercises and referring to a physician in case of being 
overweight.[18] Sayers et  al. reported a notable and positive 
association between perceived support and obedience from 
medication and food diets, as well as other aspects of self‑care 

in heart failure patients.[19] Although the conducted research 
showed a positive association between types of social support, 
given from the side of the family, and components of health 
including improvement of self‑care behavior, most of them 
do not know what care is beneficial for their patients or 
how their patients should be encouraged and supported to 
have self‑care behavior.[20] Families can take appropriate 
supportive actions and seek positive and constructive coping 
mechanisms as well as some techniques such as increasing the 
right of selection, self‑control domination, personal selection, 
expression of sympathy, participation and feel of belonging 
and a companionship toward the individuals to improve their 
patients’ support.[21] Unfortunately, despite the existence of 
evidences on the importance of family support in clinical 
outcomes and self‑care in heart failure patients, fewer family 
centered studies have been conducted on these patients to 
improve such clinical outcomes. Meanwhile, as nursing is a 
profession in the field of health, and with regard to its crucial 
role in support, education and care of these patients and their 
caregivers,[22] it is potential to design appropriate care plans 
through educating the family members concerning supporting, 
educating and guiding these patients, and taking effective 
steps in improvement of their self‑care behavior. Designing 
administration, evaluation and application of such programs 
and educational and supportive interventions can reveal the 
important role of the nurses in promotion of patients’, their 
families’ and consequently, society’s health behaviors and 
self‑care. Therefore, the present study aimed to investigate 
the effect of family supportive intervention on the level of the 
support, perceived among heart failure patients.

MATERIALS AND METHODS

This is a two‑group two‑stage clinical trial, conducted 
in Isfahan, Iran in 2011  (No.  390458). The effect of the 
independent variable of family centered support on the 
dependent variable of perceived support was investigated in 
CHF patients. Subjects were selected from the CHF patients 
who are referring to four selected educational hospitals 
university. The inclusion criteria were being in heart failure 
classes 2, 3 or 4, based on classification of American Heart 
Association, being involved in CHF at least for 1‑year, being 
conscious and able to make communication, age over 21 years 
and absence of any other additional chronic and progressive 
diseases, the diseases acting as a risk factor for cardiac 
diseases  (hypertension, diabetes, hyperlipidemia), having a 
family, and not living alone. The caregivers were a member of 
patients’ family who had the highest participation in patients’ 
care and were aged over 18  years, had reading and writing 
literacy, and were interested in attending the study. Through 
Dunbar et  al.[23] and Piette et  al.[24] and with consideration 
of confidence level of 95% and power of 80%, 64 heart 
failure patients referring to university clinics and meeting the 
inclusion criteria were selected through convenient sampling. 
Then, by random numbers table, they were assigned to 
two groups of study and control  (n  =  32, n  =  32). After 
subjects’ random allocation to study and control groups, their 
caregivers were also assigned to the same groups. Sampling 
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lasted for 4 months to reach the target sample size (January 
2012 to May 2012).

Data were collected by questioning and with the help of a 
two‑section questionnaire and patients’ medical documents. 
Section one included two parts. The first part contained 
patients’ demographic data  (age, sex, level of education, 
marital status, history of heart failure disease and other 
diseases as well as the number of hospitalizations). The second 
section included patients’ medical evidences including cardiac 
ejection fraction, disease class, and consumed medications.

The second part of the questionnaire was a researcher made 
perceived support questionnaire, which was prepared by 
various related tools such as multi‑dimensional perceived 
social support,[25] social support,[26] questionnaire of care 
atmosphere in the family[27] and experts’ indications. This 
questionnaire contained 15 items to evaluate making 
the patients to participate in decision making, patients’ 
encouragement, giving appropriate feedback to the patients, 
expression of empathy and love, practical support and help 
to the patient, and generally, overall family support to the 
patients concerning having self‑care behavior and disease 
control. The items were answered in a five‑point Likert’s scale 
from never  (Score 0) to always  (Score 4). There were four 
negative items in this tool, which were scored inversely. The 
scores of the questions ranged 0–60 points. To establish and 
calculate the face and content validity of perceived support 
questionnaire, it was distributed among 10 academic members 
from various departments in Isfahan University of Medical 
Sciences, and necessary modifications were made based on 
their indications. To establish reliability, the questionnaires 
were distributed among 10 qualified subjects in a pilot 
study and Cronbach’s alpha was calculated (alpha = 0.74). 
These 10 subjects were left out of the study. Researcher, 
after presenting his letter of introduction and explanation 
of research goals to the authorities of selected clinics and 
obtaining their agreement and cooperation, administrated 
sampling and collected the data. The selected main caregiver 
had active cooperation in all care aspects such as making 
an appointment with the physician and accompanying the 
patient to visit the physician, prepare medication, control 
diet obedience, and generally, cooperate with the patient in 
all decisions related to the disease and its treatment. After 
the allocation of the subjects in study group, group sessions 
including three educational sessions were conducted for 
two 10‑member and one 12‑member groups of caregivers. 
These 1–1.5 h sessions were held once a week in one of the 
educational classes of above‑mentioned centers based on the 
following schedule.

In the first session, the subjects were familiarized with the 
definition and process of heart failure, causes and treatments, 
importance and methods of self‑care skills and behaviors 
administration and importance of family centered care and 
the role of family members in patients’ support. At the end 
of the sessions, a guideline booklet of CHF patients self‑care 
was given to each caregiver not only to read but also to review 

the important points with other members of the family and 
to answer the questions concerning the disease and self‑care 
behavior at the end of the booklet with cooperation of the 
patient. There were also asked to write down their questions 
and deliver them to the researcher in the following session.

In the second session, patients’ and their caregivers’ responses 
to the questions in the booklet were picked up, the related 
issues were educated, and the administration of education 
was measured. Then, necessary guidance was given to the 
caregivers. Next, the importance and role of the family in 
disease control and patients’ care were explained. Caregivers 
conducted group discussion about living with a CHF patient 
and the ways to support him/her, and in order to increase 
patients’ emotional support, they explained about effective 
communication skills. Case scenarios, role play of presented 
strategies, group discussion, and supportive dialogues were 
conducted to reinforce and practice the already learned skills. 
At the end of session, each caregiver was given a booklet 
about the importance and methods of practical and emotional 
support of the patients’ families, and they were asked to pass 
it out to other members of the family to study.

In the third session, caregivers gave examples about 
application of the strategies and communicational methods, 
which could support the patient as well as the prohibiting 
and facilitating factors during the past week. Then, other 
scenarios were used to modify and reinforce the skills. In the 
end, some points about the way of self‑care were explained to 
the caregivers, and some indications were made to finalize the 
discussed issues during the sessions and reach a conclusion.

Finally, contact phone numbers were given to the caregivers 
to answer their questions concerning the disease and self‑care 
behaviors. Two weeks after the end of group sessions, necessary 
guidance was given, in addition to the evaluation of transfer 
of information and skills concerning patients’ care and family 
support to the caregivers through follow‑up phone calls.

The questionnaires of perceived support were completed by 
the subjects in both groups 1‑month after. In this study, for 
the control group, simultaneously underwent two educational 
sessions about the needed care of CHF patients and were 
given an educational booklet with regard to the importance 
and role of family support.

Collected data were analyzed by descriptive and 
analytical  (independent t‑test, paired t‑test) statistical tests 
through SPSS 20 (SPSS Inc: Chicago), and significance level 
was considered P < 0.05.

RESULTS

In the present study, firstly 276 CHF patients referring to 
university clinics of the research environment who met 
inclusion criteria were primarily investigated during 3 months. 
Among them, 81 patients met the needed qualifications of 
whom 17 did not attend the study either due to irregular 
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attendance in the sessions, progression of their diseases or 
not attending the study from the very beginning. Finally, the 
data of 64 family caregivers were analyzed. As presented in 
Table  1, comparison of the subjects characteristics showed 
no significant difference between two groups concerning 
patients’ age, sex, marital status, level of education, class of 
the disease, history of hospitalization as well as caregivers’ 
sex, age and level of education, their relationship with the 
patient and the length of caring the patients.

Most of the subjects in both groups were male, married and in 
class 3 of the disease with 1–2 times history of hospitalization 
due to CHF. Most of the subjects in study group were illiterate 
while, in the control group, they had an education lower than 
high school diploma. Most of the caregivers in both groups 
were women with education levels of high school diploma 
and under. With regard to family relationship, the caregivers 
were mostly patients’ children.

As presented in Table  2, mean scores of perceived support 
before intervention in study and control groups were 
37.4  (3.9) and 37.8  (4.2), respectively. Independent t‑test 
showed no significant difference in mean scores of perceived 
support between study and control groups before the 

intervention  (P = 0.74). Mean scores of perceived support 
1‑month after intervention were 51.2 (4.9) and 38.6 (3.9) in 
study and control groups respectively.

Independent t‑test showed a significant difference in mean 
scores of perceived support between study and control 
groups after the intervention  (P  <  0.0001). The obtained 
results showed that mean scores of perceived support were 
13.7  (3.8) and 0.8  (2.4) in study and control groups after 
the intervention, respectively. Independent t‑test showed 
a significant difference in mean score changes of perceived 
support between study and control groups after the 
intervention (P < 0.001).

DISCUSSION

Although the present study focused on the familial 
dimension of social support, it revealed the effect of all 
dimensions of social support on patients’ perceived support, 
consistent with other studies focusing on emotional or 
informational dimensions of social support. As our obtained 
results showed, supportive interventions could lead to 
improvement of perceived support in patients, especially 
when the family members administrated the support. Davari, 
in a study on the effect of social support on QOL in patients 
with heart failure, showed a significant difference in mean 
scores of perceived social support between study and control 
groups after intervention.[28] Duhamel reported that spouses’ 
behavior changed toward encouragement of the patients 
for diet therapy obedience. They also reported an increase 
in the support given to the patients after administration 
of a family centered nursing intervention, counseling and 
the follow‑up phone calls made with the patients and 
their spouses concerning the interactions between the 
patients and their family members.[29] Their results are 
in line with those of the present study as in the present 
study; interventions to improve interactions between the 
caregivers and the patients were designed and administrated 
in form of group sessions, which resulted in an increase 
in patients’ support. Piette et  al., in a study on improving 
heart failure self‑management support by actively engaging 
out‑of‑home caregivers, showed that even the support, given 
by nonrelatives and out‑of‑home caregivers, could lead to 
satisfaction with administration of intervention in 98% 
of the patients receiving support from their caregivers.[24] 

Table 1: Demographic characteristics of samples in 
control and interventional groups
Variable Control 

(n=32)
Intervention 

(n=32)
P

Sex patients
Male 17 (53/1) 18 (56/2) 0/8
Female 15 (46/9) 14 (43/8)

Marital status
Single 1 (3/1) 0 0/13
Married 22 (68/8) 28 (87/5)
Widowed 9 (28/1) 4 (12/5)

Education level
Illiterate 18 (56/2) 15 (46/9) 0/83
High school 13 (43/8) 17 (53/1)

Disease grade
II 2 (6/2) 3 (9/4) 0/39
III 18 (56/2) 20 (62/5)
IV 12 (37/5) 9 (28/1)

Number of hospitalization
1-2 18 (56/2) 13 (40/6) 0/28
3-4 6 (18/8) 9 (28/1)
>4 8 (25) 10 (31/2)

Sex of caregivers
Male 5 (15/6) 7 (21/9) 0/52
Female 27 (84/4) 25 (78/1)

Education level of caregivers
Under high school 13 (40/6) 13 (40/6) 1
High school 19 (59/4) 19 (59/4)

Relation to the patient
Husband 10 (31/2) 9 (28/1) 0/94
Children 15 (46/9) 15 (46/9)
Other 7 (21/9) 8 (25)

 Table 2: The comparison between perceived support 
mean scores of the subjects in the intervention and 
control groups before and after the intervention
Group Time (mean±SD) Independent t‑test

Before 
intervention

After 
intervention

t P

Control 37.8 (4.2) 38.6 (3.9) 0.99 0.54
Intervention 37.4 (3.9) 51.2 (4.9) 20.3 <0.001
Paired t‑test

t 0.34 11.2 ‑
P 0.74 <0.001

SD: Standard deviation
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Sayers et al. concluded that the administration of supportive 
and educational programs for CHF patients and their 
family members improved self‑care behaviors.[19] Although 
numerous studies reported the effect of interventions based 
on patients’ caregivers participation on perceived social 
support, there are few studies reporting controversial results. 
Riegel et al. reported no significant difference in mean scores 
of perceived support between study and control groups after 
the intervention.[11] In their study, the support was given 
by the peers, but not by the patients’ family members. In 
addition, the patients’ diseases were not restricted to CHF, 
and there were patients with diabetes and hypertension. 
They indicated that poor intervention, high mean age of 
the subjects, subjects’ numerous physical problems and 
living alone were the causes for inefficacy of the conducted 
intervention on perceived support. Their results are not 
consistent with the present study. The difference may have 
been resulted from their different adopted interventions, 
higher age of their subjects and the higher number of the 
subjects living alone in the above‑mentioned study. Agren 
et  al., in a study on investigation and assessment of the 
effects of administration of heart failure patients and their 
partners, reported no significant difference in mean scores 
of self‑care behaviors between study and control groups 
after intervention. Their care program included cognitive, 
psychosocial and behavior treatments for the patients and 
their caregivers. In their study, conducted on 155 subjects 
and their caregivers in Sweden, several tools were adopted 
to evaluate the depression  (Beck), self‑care behaviors, 
QOL, attitude control criterion and care giving burden. 
The effects of the interventional program were evaluated 
3 and 12 months after patients’ discharge, and no effect of 
the intervention on self‑care and QOL was observed.[30] 
Their study was different from the present study with regard 
to the sample size, interventional program, longer posttest 
time and filling different questionnaires. Dunbar et al.,[23] in 
a study on 61 patients with heart failure in USA, conducted 
two methods of patients mere education, and education in 
addition to family participative intervention, administrated 
by the nurses, physicians and a nutritionists and reported 
no change in mean scores of perceived support 3  months 
after intervention in mere education group. Meanwhile, 
although there was a difference in mean scores of perceived 
support in family participation group, it was not significant. 
One of the interesting findings of the present study that is 
originated from Iranian culture is that most of the caregivers 
were patients’ children in the first rank and their spouses in 
the second rank. On the contrary, the studies, conducted 
in other countries such as the study of Gallagher et al.[18] in 
Netherland and Dunbar et al.[23] in USA reported that most 
of the caregivers were patients’ partners.

CONCLUSION

The results of the present study showed the pivotal role of 
social support, especially the support given by the family 
members, in CHF patients’ perception from their received 
support.

Therefore, the nurses, as the professional members of health 
domain and with regard to their important role in support, 
education and care of CHF patients and their caregivers can 
support, educate and guide CHF patients by designing appropriate 
care plans through educating the patients’ family members. They 
can take efficient steps toward improvement of patients’ perceived 
social support, especially family support, and promotion of their 
self‑care behaviors. Designing, administration and application of 
such educational and supportive programs, based on patients’ 
families participation, can reveal the role of the nurses in 
involvement of the families in improvement of the patients’ and 
the society’s health behaviors. As family‑participation‑based 
interventions can lead to feeling more support among the 
patients by making a change in the atmosphere of the family, it 
is suggested to design and administrate such interventions and 
conduct more studies to improve self‑care and change health 
behaviors in other chronic diseases patients.
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