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ABSTRACT

Background: Hemodialysis is a prolonged process that affects all life aspects of the patient and his family including the
physiological, psychological, functional ability, and lifestyle changes. The aim of this study was as to evaluate the effect of family
centered empowerment model on hemodialysis patients and their caregivers.
Methods: Quasi experimental design was used in this study. This study was conducted in dialysis unit in Tanta University
Hospital. Fifty hemodialysis patients and fifty caregivers attending the previous setting were included in the study. Tools of the
study: Five tools were used in this study; Pre-test data were obtained by using two socio-demographic data form for patients and
caregivers and three questionnaires tools for self-efficacy and burden level. Empowerment intervention was given to the studied
subjects then post test data was collected.
Results: The majority of the studied subjects obtained low score level of self-efficacy in relation to (autonomy, self integration,
problem solving ability and seeking social support category) pre-empowerment intervention, while post empowerment, none
of them fall in the same category and more than two thirds of them had high score regarding level of autonomy, level of self
integration and problem solving ability. Most caregivers have low self efficacy pre empowerment. While post empowerment,
more than two thirds and nearly one third of them fall in moderate and high level respectively. All caregivers obtained severe
burden level pre empowerment while post empowerment 66% falls in mild to moderate level.
Conclusions and recommendation: Empowerment of hemodialysis patients and their caregivers can assist them with the
management of health-related problems and improve their self efficacy and decrease the burden level of the caregivers so the
study recommended that before the beginning of dialysis therapy, health professionals should identify and explore patient needs
and potential caregiver in the family of patient and established empowerment programs to prepare them for the task to be carried
out, mainly in the initial phase of their activities.
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1. INTRODUCTION

End stage renal disease (ESRD) is a major public health
problem, because of high morbidity and mortality as well as
significant social and financial burden of this disease and its
increasing prevalence.[1–3] The incidence of ESRD in Egypt
is growing and reached 79.9 patient/million population in
the year 2001. The estimated number of ESRD patients in-

creased to 35,751 in 2004.[4] A significant shortage of renal
donors all over the world makes the dialysis (hemodialysis)
(HD) or peritoneal dialysis (PD) is the main route of treat-
ment rather than renal transplantation.[5] HD is a process in
which excess fluids and wastes are removed using a mem-
brane instead of a kidney as a filter and isn’t a cure. HD is a
prolonged and expensive procedure that requires following a
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specific regimen of diet and fluid so it accompanies with life
style changes.[6, 7] Further, physical and psychosocial stres-
sors facing those patients involving lack of appetite, anemia,
hypertension, sexual disorders, reduced income, social isola-
tion, dependence on caregivers and loss of sense of security,
etc.[8–10]

Hemodialysis session is usually takes hours three times a
week. Hemodialysis process needs comprehensive and col-
laborative efforts from the whole health care team. The
main core of the health care team is the patient and his fam-
ily. If the patient has adequate knowledge regarding the
management process, he can interact with his health care
team to give himself the best outcomes, and reach to full,
active life.[11] Education, problem solving approach, and
support are considered the most important empowering ap-
proaches that help HD patients and their caregivers to take a
responsibility for managing disease associated problems or
complications.[12, 13]

Family caregivers of a patient with ESRD are anxious and
frightening about their future. They also are feeling ashamed
from their sense of anger, fatigue, and frustration and being
perceived by others as bad or inadequate partners. Under-
standing disease-related changes among the affected person
in the family may help them to feel secure about the future.
Also it helps them to handle the situation within the fam-
ily.[14] It is difficult to live with an ESRD patient especially
if we have lack of insight into the disease and lack of support
from professionals.[15, 16]

Undergoing dialysis process interrupts the entire of the fam-
ily. So, family empowerment can decrease burden level
through improving physical and mental function and in-
crease self-ability.[13] Family empowerment model is de-
signed upon effectiveness of the individual and other fam-
ily member’s role on the three motivational, psychological
(self-esteem, self-control and self-efficacy) and self-problem
characteristics (like perceived knowledge, attitude and per-
ceived threat). The main goal of family empowerment model
is to strengthen the family (patient and other members) in
order to improve the health level. The model of family cen-
tered empowerment consists of four steps including: First
step: increasing knowledge level through educational ses-
sions by using educational assistive materials such as power
point, posters, model and handouts and educational meth-
ods as group discussion, question and answer and lecture.
Second step: self-efficacy improvement; third step increas-
ing self-esteem through educational participation; and fourth
step including evaluation process during the empowerment
sessions.[17]

Self-efficacy meaning that the person has a confidence in

his or her ability to carry out actions and to be sustained in
this actions despite of difficulties or challenges.[18, 19] Devel-
oping the perception of self-efficacy improving engaging in
health-promoting behaviors, thinking style, motivation, and
emotional wellness state.[20] Furthermore, self-efficacy im-
provement can help the person to become more experienced
and knowledgeable. This positive effect on perception can
enhance adoption of proper behavior. Sources of self-efficacy
include modeling through watching others’ behaviors, mas-
tery experiences, verbal persuasion from a significant per-
son, and physiologic feedback. Using one or all of these
self-efficacy sources through initiation and practice of self-
management tasks helps patients acquire sense of control
over the disease process.[21] Improving self-efficacy of HD
patients and their caregivers has a positive effect on chang-
ing health status, compliance with prescribed regimens and
interventions that improve disease outcomes.[22]

Family caregivers of hemodialysis patients are facing diffi-
culties to control over their daily living activities and usually
being afraid about their family member’s condition and have
a less chance to plan their own activities.[23] Nurses have an
essential role in increasing caregivers’ confidence and hope
which promotes family health and wellness. All family func-
tions can be disturbed because of concerning about patient’s
health care needs, medical and educational services, cost of
the disease, missing social opportunities, frequent absences
from work and physical and psychological problems. So, par-
ticipation of the patient in the care process alongside his/her
family caregiver is very important. Dialysis management is
considered an important objective burden associated with
ESRD patient care. Since presence of caregiver is essential
to take care of the patients on dialysis and helps them in
conducting daily living activities. Objective caregiver burden
includes tasks or burden needed to care for the patient, and
subjective burden covers to what extent the caregiver carry
out these tasks.[24] So, the aim of the present study was to
evaluate the outcome of empowerment as experienced by
hemodialysis patients and their family caregivers on their
self efficacy and burden level of caregivers.

1.1 Aim of the study
This study aims to evaluate the effect of family centered
empowerment model on hemodialysis patients and their care-
givers.

1.2 Research hypothesis
(1) Self-efficacy among hemodialysis patients will be im-

proved after implementing the family center empower-
ment.

(2) Self-efficacy among caregivers of hemodialysis pa-
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tients will be improved after implementing the family
center empowerment.

(3) Burden level on caregivers of hemodialysis patients
will be minimized after implementing the family cen-
ter empowerment.

2. MATERIALS AND METHOD
Quasi experimental study design was used. This study was
conducted in dialysis unit in Tanta University Hospital. Fifty
Hemodialysis patients and fifty of their caregivers who at-
tended the previous setting for dialysis in the morning and
afternoon shifts were included in the study. Eligibility crite-
ria included the following: subjects diagnosed with ESRD
and treated with HD for at least one year, patients who lived
at home and comes for hemodialysis (not hospitalized), had
no cognitive or psychiatric disorders and willing to partici-
pate in the study. Those who were hospitalized or have acute
illnesses were excluded.

Duration of the study: all the stages of the study, from the pre
assessment until ending the implementation and evaluation
phase, takes about three months from the start of January till
the end of March 2015.

2.1 Tools of the study
Five tools were used in this study; two tools for patients and
three tools for caregivers.

Patients tools included:

Tool I
Structured interview questionnaire sheet consisted of two
parts; part 1, socio demographic data and part 2, clinical data
such as causes and duration of renal failure of the disease,
time of starting dialysis and medication taken.

Tool II
Chronic Kidney Disease Self-Efficacy Instrument (CKD-
SE)[25] In this instrument, self-efficacy was measured by
a 25-item self-reported questionnaire. Total self-efficacy was
scored by summing the responses of the individual items
in five Likert scale. Dimensions for CKD-SE instrument
include:

Autonomy consisted of eight items covers patients’ confi-
dence to express their own concerns or questions about dis-
ease process and treatment freely and comfortably; 8 items
with score range (8-40).

Self-integration reflected patients’ confidence in adjusting
their lifestyle and implementing recommended regimens and
self-care activities in order to achieve a balanced life; 7 items
with score range (7-35).

Problem solving related to CKD six items reflected the pa-
tients’ confidence to learn disease-specific information to
achieve better disease control; 6 items with score range (6-
30).

Seeking social support four items focused on patients’ confi-
dence in seeking support from significant others to cope with
their disease; 4 items with score range (4-20). The possible
score for overall self efficacy were 25-125. Higher scores
reflected better outcomes. The levels of each category and
the overall self efficacy were categorized as Low (< 60% of
total score); Moderate (60% < 80% of total score); High (≥
80% of total score).

Caregivers Tools:

Tool I
Structured interview questionnaire sheet used to assess socio
demographic data of the caregiver and the duration that he or
she offering care to the patient.

Tool II
Revised scale of Caregiver Self efficacy (Steffen et al.,
2002):[26] This scale developed by Steffen et al. (2002)
measuring three dimensions (categories) of caregivers’ self
efficacy: Self efficacy for obtaining respite, self efficacy for
controlling upsetting thoughts about care giving and self
efficacy for responding to disruptive patient behaviors. In
this scale, caregiver told how confident that he or she could
do each item and asked to rate his or her degree of confi-
dence using any score between 0 and 100 (10, 20, 30, etc.).
Only ten questions which cover the two categories of self
efficacy for obtaining respite and self efficacy for controlling
upsetting thoughts about care giving were taken in this study.
Questions that cover the third category related to self efficacy
for responding to disruptive patient behaviors were not taken
in this study, as they not applicable to our patients.

Tool III
Caregiver Burden Interview[27, 28] This instrument consisted
of a 22 items; it was completed by caregivers as a measure
of subjective response to care giving such as feeling stressed,
embarrassed, angry, strained and suffered because of involve-
ment with his relative care, afraid about what the future holds
for his relative, worry about effect on social life, relationships
and economic condition, afraid about inability to take care
of him more and lost control of his life since his relative’s
death.

The burden interview was scored by summing the responses
of the individual items in five point Likert scale. Higher
scores indicated greater caregiver distress.

= (0− 20)→ No burden to little
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= (21− 40)→Mild to moderate burden

= (41− 60)→Moderate to severe burden

= (61− 88)→ Severe burden

3. METHOD

• Before starting the study, an official letter was ad-
dressed from the dean of the faculty of nursing to the
director of dialysis unit to request his permission and
cooperation to collect data from the selected setting.

• The tools of the study were translated by the re-
searchers to Arabic language and were validated by
a jury to ensure the content validity of the translated
version by original one. The jury consisted of seven
experts in the community health and medical surgical
nursing fields. The required correction and modifica-
tions were carried out accordingly.

• Patients were interviewed at dialysis unit as a part of
their routine HD and caregivers were interviewed in
waiting area and sometimes in the dialysis unit beside
the patients.

• For ethical consideration; Informed consent was ob-
tained from the study subject (patients and caregivers)
to participate in the study after explanation the purpose
of the study and assurance the subjects about their pri-
vacy and confidentiality of the obtained data. The
study subjects were informed that they have a right to
withdraw from the study at any time if they wanted.

• Empowerment intervention was implemented by the
researchers.

• The general objective of the empowerment inter-
vention was to support patients and caregivers self-
confidence, informing them regarding the disease and
its limitations, empowering them against stressful situ-
ations and acquiring them with proper problem solving
technique in order to improve patients’ self care self
efficacy and caregivers’ self efficacy and burden level.

• General principles stated in this empowering inter-
vention were educating, ensuring, guidance, empathy,
encouragement and the chance to express emotions to
promote social support from others.

• The subjects were classified in two small groups in or-
der to facilitate the empowerment process, (9 groups of
patients and 9 groups of caregivers), according to their
dialysis schedule. Each group of patients or caregivers
contain from 5-6 individual.

• Empowerment intervention was performed in 6 ses-
sions twice weekly for each group of patients and care-
givers. Duration of each session ranged from 1-1.5
hours. Individual sessions were conducted sometimes

according to needs and situation.
• Before conducted the sessions, subjects were evalu-

ated by three different assessment forms, Self Efficacy
Instrument for Hemodialysis patients and Self Efficacy
care giver Revised Scale and caregivers Burden Inter-
view to identify self care problems and identify their
educational needs.

• The sessions starting by introducing group members
followed by the familiarization phase aimed at an accu-
rate diagnosis of problems with HD care, motivating
the clients and determining their needs for the care
process. The researchers coordinated a meeting which
lasted 15-30 minutes during which the patient and
his/her caregiver were familiarized with the empow-
erment process, briefed on mutual expectations and
advised to be cooperated with the researchers.

• The participants took part in counseling sessions,
group discussions, presentations and question-and-
answer sessions about the nature and diversity of needs
and problems facing the HD patient and his/her fam-
ily to diagnose new problems, and to sensitize and
motivate the participants to persevere with the process.

• The sessions focused also on managing stress, mo-
tivation, social support and coping strategies which
are problem and emotion-focused. Group discus-
sion/reflection based on life experiences of the partici-
pants and question and answer techniques were used
for making them aware of problem solving techniques
and coping strategies of their own and others.

• Muscle relaxation exercise was practiced in the care-
givers as possible as a method for stress management.

• Participants were contacted by phone to facilitate their
continuous involvement in the intervention.

• Group discussions, question-and-answer and demon-
stration for caring of dialysis site were used as teaching
methods. Real objects, flip charts, power point and
pictures were used as teaching aids.

Evaluation of the intervention
Two assessments were done to the participants in order to
assess their self efficacy and burden level of caregivers.

• First time: Before implementation of the empower-
ment intervention, (using the five study Tools).

• Second time: After the implementation of the empow-
erment intervention plan by 6 weeks, (Using Tool II
for the patient & Tool II and Tool III) for caregivers.

Statistical analysis
The data were coded, entered and analyzed using SPSS (ver-
sion 20). Descriptive statistics (frequency numbers and per-

122 ISSN 1925-4040 E-ISSN 1925-4059



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2016, Vol. 6, No. 11

centages) identified demographic characteristics and subjects
responses to the questionnaire. Chi-square test analyzes the
differences and a significant difference was set at P value <
.05%.

4. RESULTS

4.1 Patients’ results

Table 1 represents the distribution of the studied subjects by
their socio-demographic characteristics. It shows that, the
age of the studied subjects ranged from 18-65 years, with
a mean 47.18 ± 14.24 years. More than half of participant
subjects (54%) were male. About two thirds (64%) of the
subjects were married. Nearly half (48%) of them had sec-
ondary education and 40% of them were illiterate. Only one
third (34%) of subjects were worked while nearly half of
them (48%) did not work.

Table 1. Socio-Demographic characteristics of the studied
patient

 

 

Socio Demographic Characteristics No % 

Age 

18-40 years 9 18.0 

41-60 years 31 62.0 

> 60 years 10 20.0 

Range 18-65 Mean ± SD 47.18 ± 14.24 

Sex 

Male 27 54.0 

Female 23 46.0 

Marital Status 

Married 32 64.0 

Single 9 18.0 

Widow 9 18.0 

Education 

Illiterate &read and write 20 40.0 

Secondary education 24 48.0 

University education 6 12.0 

Occupation 

Work 17 34.0 

Retired 5 10.0 

Do not work 24 48.0 

Student 4 8.0 

 

Table 2 represents the distribution of the studied subjects
by their medical history. More than one half (60%) of the
subjects reported that the cause of their disease was chronic
renal inflammations followed by 20% of them related to con-
genital renal deficits, 12% related to diabetic and 8% related
to hypertension. Nearly one half (46%) of patients had renal
failure for a duration ranged from 10-15 years ago and more
than one third (36%) of them from 6-9 years with a mean
duration 8.8200 ± 3.61793. Slightly less than half (42%)
of subjects started dialysis since 6-9 years ago with a mean
duration 7.5200 ± 3.01181.

Table 3 represented score of self efficacy categories pre and
post empowerment intervention among studied patients. In
relation to level of, the majority (98% and 100%) respec-
tively of the subjects obtained low level pre-empowerment,
while post empowerment, none of the subjects fell in the
same category and 76% of them had high level. A statis-
tically significant relation was obtained between levels of
autonomy, problem solving ability and self-integration pre
and post empowerment intervention (P < .05).

As regard seeking social support category, study result shows
also that, the majority of the studied subjects (98%) had low
ability for seeking social support pre-empowerment. while
90% of the subjects obtained high ability for seeking social
support after empowerment intervention with a statistically
significant difference at level of (P < .05).

Moreover, the study result shows also that there was a statis-
tically significant difference (P < .05) between total score of
subjects’ self efficacy pre and post empowerment interven-
tion. All of the patients found to have low self efficacy pre
empowerment. While, post empowerment nearly half (42%)
and more than half (58%) of them fell in moderate and high
level respectively (see Figure 1).

Table 2. Distribution of the studied patients by their medical
history

 

 

Medical history No % 

Causes of renal failure 

Diabetic 6 12.0 

Hypertension 4 8.0 

Chronic renal inflammation 30 60.0 

Congenital renal defect 10 20.0 

Duration of disease 

2-5 years 9 18 

6-9 years 18 36 

10-15 years 23 46 

 Range 2-15  Mean ± SD 8.8200 ± 3.61793 

Starting dialysis 

2-5 years 14 28 

6-9 years 21 42 

10-15 years 15 30 

Range 2-15  Mean ± SD 7.5200 ± 3.01181 

Taking medication with dialysis 

Yes 50 100.0 

Presence of other complain 

Yes 17 34.0 

No 33 66.0 

If yes (disease or complain) (N = 17) 

Diabetic 6 35.3 

Heart disease 2 11.8 

Peptic ulcer 1 5.9 

Liver disease 4 23.5 
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Table 3. Comparison between score of self efficacy categories pre and post empowerment among studied patients
 

 

Categories 
Pre (n = 50) Post (n = 50) 

χ2 P 
N % N % 

Autonomy 

Low  49 98 0 0 

96.308 .001* Moderate  1 2 12 24 

High  0 0 38 76 

Self-integration 

Low  50 100 0 0 

100 .001* Moderate  0 0 38 76 

High  0 0 12 24 

Problem solving 

Low  49 98 1 2 

92.444 .001* Moderate  1 2 10 20 

High  0 0 39 78 

Seeking social support 

Low  49 98 0 0 

96.667 .001* Moderate  1 2 5 10 

High  0 0 45 90 

Total self-efficacy score 

Low  50 100 0 0 

100 .001* Moderate  0 0 21 42 

High  0 0 29 58 

* Significant at P ˂ .05  

 

Figure 1. Comparison between total self efficacy score pre and post empowerment among studied patients

Table 4 represents the relation between socio demographic
data and total self efficacy score among studied subjects post
empowerment. The table shows that, there was no statis-
tically significant difference found between patients’ total
self-efficacy and their age, sex, education and occupation
post empowerment.

Table 5 represents the distribution of the studied caregivers
by their socio-demographic characteristics. It shows that, the
age of the studied caregivers ranged from 30-65 years, with a
mean 43.18 ± 8.60 years. More than three quarters (76%) of
participant caregivers were female and the majority (94%) of
them was married. Nearly half (46%) of the caregivers had
secondary education and 34% of them were illiterate or read
and write. One third (32%) of caregivers were worked while
two thirds of them (68%) did not work. 60% of caregivers
reported that their family income was sufficient compared to

40% of them had insufficient family income.

As regards the caregivers’ relation degree to the patients,
more than half (56%) of care givers were their wives and
about one quarter (25% and 20%) were their sons or daugh-
ters and their fathers or mothers respectively. The table shows
that the period in which caregivers responsible for patient
care and companionship ranged from 2-10 years with a mean
6.26 ± 2.32. More than two thirds (71.42%) of them and
more than one quarter (28%) of those caregivers themselves
had hypertension and diabetic.

Table 6 represents the differences in the total scores of care-
givers’ self-efficacy categories in response to empowerment
intervention. In relation to level of total respect score and
self-control ability, the majority (88% and 90%) respectively
of caregivers fell in low level pre-empowerment. While post
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empowerment, none of the subjects fell in the same category
and 72% of them had moderate level of total respect and 28%

obtain high score with statistically significant difference at
level of (P < .05) (see Figure 2).

Table 4. Relation between socio demographic data and total self efficacy score among studied patients post empowerment
 

 

Categories 
Pre (n = 50) Post (n = 50) 
Low < 75 χ2

P 
Moderate 75-99  High ≥ 100 χ2 

P N % N %  N % 

Age 
18-40 years (n = 9) 9 18 

- 
5 10  4 8 

8.33 
.659 

41-60 years (n = 31) 31 62 12 24  19 38 
> 60 years (n = 10) 10 20 4 8  6 12 

Sex 
Male (n = 27) 27 54 

- 
9 18  18 36 1.810 

.179 Female (n = 23) 23 46 12 24  11 22 

Marital status 
Married (n = 32) 32 64 

- 
10 20  22 44 

4.445 
.108 

Single (n = 9) 9 18 5 10  4 8 
Widow (n = 9) 9 18 6 12  3 6 

Education 
Illiterate, read and write (n = 20) 20 40 

- 
9 18  11 22 

0.260 
.878 

Secondary education (n = 24) 24 48 10 20  14 28 
University education (n = 6) 6 12 2 4  4 8 

Occupation 

Work (n = 17) 17 34 

- 

5 10  12 24 

3.047 
.384 

Retired (n = 5) 5 10 2 4  3 6 

Do not work (n = 24) 24 48 11 22  13 26 

Student (n = 4) 4 8 3 6  1 2 

 
The study result shows that there was a statistically signifi-
cant difference (P < .001) between total score of caregivers
self efficacy pre and post empowerment intervention. Most
of caregivers (94%) found to have low self efficacy pre em-
powerment. While post empowerment 70% and 30% of them
fall in moderate and high level respectively.

Table 7 reveals caregivers’ burden level pre and post em-
powerment intervention and differences in the total burden
score. In relation to level of burden, all caregivers (100%)
obtained sever burden level pre empowerment intervention
while post empowerment, none of the caregivers fell in the
same category, 8% fell in moderate to severe level, 66% fell
in mild to moderate level and 26% of them fell in little or no
burden. There was a statistically significant difference (P <
.001) was obtained between the total mean score of burden
level pre and post empowerment intervention with a mean
difference 46.28 ± 9.05 (see Figure 3).

Table 8 shows the relation between socio demographic data
and total self efficacy score among studied care givers. There
was a significance difference found between caregivers self
efficacy and their marital status, their relation degree to the
patient pre empowerment and their education and occupation
post empowerment (P < .05). The table shows also that, there
was no statistically significant difference found between care-

givers’ total self-efficacy and their age and sex pre or post
empowerment.

Table 9 represents the relation between socio demographic
data and total burden level score among studied care givers.
There was a significance difference found between care-
giver’s burden level and their relation degree to the patient,
their educational level and the duration of responsibility for
patient care & companionship post empowerment (P < .05).
While, there was no statistically significant difference found
between caregivers’ total burden level and their age, sex and
their marital status post empowerment.

5. DISCUSSION

The patient and his family are considered the most important
members of the care team. Self-efficacy of hemodialysis
patients and their caregivers are important determinates of
the of healthcare management outcome, nursing intervention
and family empowerment. Empowering patients and care-
givers during the care process may have a positive effect on
relieving associated burden and self-care self-efficacy.[29, 30]

So, the aim of the present study was to evaluate the effect
of family-centered empowerment model on self-efficacy of
both patients and their caregivers and also its effect on the
caregivers’ burden level.
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Table 5. Socio Demographic Characteristics of caregivers
 

 

Socio Demographic Characteristics No % 

Age 

30-40 years 26 52.0 

41-65 years 24 48.0 

Range 30-65 Mean ± SD 43.18 ± 8.60 

Sex 

Male 12 24.0 

Female 38 76.0 

Marital Status 

Married 47 94.0 

Widow 3 6.0 

Relation degree to patient 

Wife & husband 28 56.0 

Son & daughter 12 24.0 

Mother & father 10 20.0 

Education 

Illiterate &read and write 17 34.0 

Secondary education 23 46.0 

University education 10 20.0 

Occupation 

Work 16  32.0  

Not work 34 68.0 

Family income  

Sufficient  30 60.0 

Not sufficient  20 40.0 

Duration of responsibility for patient care and 
companionship  
2-5 years 16 32.0 

6-10 years 34 68.0 

Range 2-10 years Mean ± SD 6.26 ± 2.32 

Presence of complain or disease 

Yes 14 28.0 

No 36 72.0 

If yes (disease) N = (14) 

Hypertension 10 71.42 

Diabetic 4 28.58 

 

The age of nearly two thirds of the studied subjects were
from 40 to 60 years and this agree with Jeffery 2015 who em-
phasized that the mean age of the patient undergoing dialysis
in the United States has been steadily increasingly over the
last decades.[31] Older patients are now the rule rather than
the exception in HD, with the median age at dialysis initia-
tion at 64.4 yr old. Furthermore, the older adults people are
the fastest-growing age group of incident dialysis patients,
meaning that this median age will persistent to increase.[32, 33]

The current study reported the chronic renal inflammations
as a main cause of renal failure followed by congenital renal
deficits, diabetic and hypertension and slightly less than half
of our patients starting dialysis since 6-9 years. Whereas,

Rayyani et al. (2014) found that hypertension is the un-
derlying cause for the majority of his study’s subjects and
about two thirds of patients lived with ESRD for 1 to 5 years
and had received hemodialysis.[34] These results were in
accordance to the results of Al-Garini (2006) and El-Sayed
(2007) who found that the common underlying disease was
hypertension, diabetes mellitus, followed by cardiovascular
disorders.[35, 36]

Enhancement of self-care efficacy level increase positively
the self-care practice of the person.[37] The present study
reported a significant improvement in all self-efficacy cate-
gories for the majority of the studied subjects post empower-
ment intervention. This improvement of self-efficacy can be
characterized the features of our empowerment program such
as the provision of patient support for problem solving and
participation of family members and health care givers in the
problem solving process. Furthermore, patient engagement
in the sessions during the study intervention improves their
self- integration. This result agree with Moattari et al. (2012)
who emphasized that a combination of individual and group
empowerment counseling sessions improves self-efficacy in
hemodialysis patients. Also, Masoodar et al. (2014) stated
that empowerment based on educational needs for the studied
subjects improves their attitudes toward disease, behavioral
signs and intervention in low - economic safe and effective
method.[12] Royani et al. (2013) supported the important
and effectiveness of the empowerment model to promote em-
powerment level and self-care self-efficacy of hemodialysis
patients.[38]

The present study reported no significant difference found
between patients’ total score of self efficacy and their age
which agreement with Berns (2010) and Weng et al. (2010)
who found that, the correlation between patients’ age and his
self-care self-efficacy is negative.[39, 40]

The current study showed that age of the study’s caregivers
ranged from 30-65 years, more than three quarters of them
were female, two thirds of them did not work, more than half
of them were patients’ wives and one quarter were sons or
daughters. These findings were in agreement with Belasco
and Sesso (2002), Belasco et al. (2006) and Arechabala et
al. (2011) who reported that caregivers of elderly dialysis
patients basically were women, married, wives and sons or
daughters, without remunerated jobs with a mean age of 46
years, and with low socioeconomic level.[24, 41, 42]

The present study reported a significant improvement in all
self-efficacy categories for the majority of the studied care-
givers post empowerment intervention. This results was
emphasized also by Józef (2010) who stated that family-
centered empowerment model is very important, because
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through empowerment programs the information and knowl-
edge which are the best indicators of progress of a society,
may be passed on to the next generation. Community educa-
tion, especially community empowerment which is consid-
ered a national investment, is expected to increase individ-

uals’ skills, and knowledge of the society. Family-centered
care programs will be able to play an essential role in the
management of physical and mental health of patients by em-
powering patients’ families and improving their adherence
to the therapeutic regimens.[43]

Table 6. Comparison between score of self efficacy categories pre and post empowerment among studied care givers
 

 

Items 
Pre (n = 50) 

 
Post (n = 50) χ2 

P N % N % 

Self-Efficacy for Obtaining Respite 

Low 44 88  0 0 
79.429 
.001* 

Moderate 6 12  36 72 

High 0 0  14 28 

Self-Efficacy for Controlling Upsetting Thoughts about Care giving

Low 45 90  0 0 
82.439 
.001* 

Moderate 5 10  36 72 

High 0 0  14 28 

Total self-efficacy 

50 Low 47 94  0 0 
88.682 
.001* 

Moderate 2 4  35 70 

High 1 2  15 30 

* Significant at P < .05 

 

Figure 2. Total self-efficacy score pre and post empowerment among studied care givers

Table 7. Caregivers burden level pre and post empowerment intervention and differences in the total burden score
 

 

Burden level 
Pre empowerment Post empowerment χ2 

P  N % N % 
Little or no burden (0-20) 0 0 13 26.0 

100 
< .001* 

Mild to moderate burden (21-40) 0 0 33 66.0 

Moderate to severe burden (41-60) 0 0 4 8.0  

Severe burden (61-88)  50 100.0 0 0 
Range 
Mean ± SD 
Median 

63-88 
72.34 ± 7.86 
71 

18-47 
27.06 ± 7.26 
24  

Mean Difference 
t-test 
P  

46.28 ± 9.05 
36.12 
< .001* 
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Figure 3. Caregivers burden level pre and post empowerment intervention

Table 8. Relation between socio demographic data and total self efficacy score among studied care givers
 

 

Categories 

Pre (n = 50) Post (n = 50) 
≤ 50 
Low 

51-74 
Moderate 

≥ 75 
High χ2 

P 

51-74 
Moderate 

≥ 75 
High χ2 

P 
N % N % N % N % N % 

Age 
30-40 years 25 50 0 0 1 2 3.116 

.211 
16 32 10 20 1.847 

.174 41-65 years 22 44 2 4 0 0 19 38 5 10 

Sex 
Male 11 22 0 0 1 2 3.807 

.149 
7 14 5 10 1.023 

.312 Female 36 72 2 4 0 0 28 56 10 20 

Marital status 
Married 46 92 0 0 1 2 

32.647
.001* 

33 66 14 28 
0.017 
.897 Widow 

1 
 

2 2 4 0 0 2 4 1 2 

Relation degree 
to patient 

Wife 28 56 0 0 0 0 
11.489
.02* 

21 42 7 14 
1.111 
.574 

Son/daughter 11 22 0 0 1 2 7 14 5 10 

Mother/father 8 16 2 4 0 0 7 14 3 6 

Level of 
education 

Illiterate/read and 
write 

15 30 2 4 0 0 
5.161 
.271 

13 26 4 8 
9.699 
.008* Secondary education 22 44 0 0 1 2 19 38 4 8 

University education 10 20 0 0 0 0 3 6 7 14 

Occupation 
Work 15 30 0 0 1 2 3.066 

.216 
8 16 8 16 4.482 

.034* Not work 32 64 2 4 0 0 27 54 7 14 

* Significant at P ˂ .05 

Hemodialysis procedure usually occurs three times a week
for at least 3 to 4 hours per day. Caregivers help hemodialy-
sis patients in many daily activities at home, including trans-
portation to the dialysis centers and other places, symptoms
management, mobility, dressing, and preparing an appro-
priate renal diet. Nurses should be trained enough to help
caregivers how they manage patients at home.[24] Most of
the research has been concentrated and interested on the
hemodialysis patients, while their caregivers spouse and part-

ners who help in their treatment, and experience losses and
potential changes were neglected.[44]

The study results revealed that all caregivers obtained severe
burden level on assessment pre empowerment intervention.
These findings were in accordance with Bayoumi (2014) and
Mashayekhi et al. (2015) reported that, caregivers categorize
burden as moderate to severe.[44, 45] Other research reported
that majority of the unpaid caregiver having extremely high
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perception level of burden.[46] Alnazly and Samara (2014)
found that, as a result of care giving, caregivers found to
be socially isolated, with their health deteriorating, over-
whelmed with the responsibility, and having little time for
self-care.[47] Given the high level of burden that is associated

with care giving to patients receiving hemodialysis such as
emotional and physical impacts. Interventions to target those
co morbidities as part of hemodialysis care giving are still
needed.

Table 9. Relation between socio demographic data and total Burden level score among studied care givers empowerment
 

 

Categories 

Pre (n = 50) Post (n = 50) 
61-88 
Severe χ2 

P 

0-20 
Little 

21- 40 
Mild 

41-60 
Moderate χ2 

P 
N % N % N % N % 

Age 
30-40 years 26 52 

- 
9 18 17 34 0 0 

5.883 
.053 41-65 years 24 48 4 

 
8 

16 32 4 8 

Sex 
Male 12 24 

- 
4 8 8 16 0 0 1.591 

.451 Female 38 76 9 18 25 50 4 8 

Marital status 
Married 47 94 

- 
12 24 32 64 3 6 3.142 

0.208 Widow 3 6 1 2 1 2 1 2 

Relation degree to patient 

Wife 28 56 

- 

6 12 21 42 1 2 
9.600 
.048* 

Son/daughter 12 24 4 8 8 16 0 0 

Mother/father 10 20 3 6 4 8 3 2 

Level of education 

Illiterate/read and write 17 34 

- 

4 8 9 18 4 8 
16.730 
.002* 

Secondary education 23 46 3 6 20 40 0 0 

University education 10 20 6 12 4 8 0 0 

Occupation 
Work 16 32 

- 
7 14 9 18 0 0 5.073 

.079 Not work 36 72 6 12 24 48 4 8 
Duration of responsibility 
for patient care and 
combination 

2-5 years 16 32 
- 

6 12 7 14 3 6 19.062 
.039* 6-10 years 34 68 7 14 26 42 1 2 

* Significant at P ˂ .05 

 
The current study reported also a significant improvement in
the total mean score of burden level post empowerment inter-
vention. This can be leaded to an increase in confidence on
care-related knowledge and apply of active coping strategies
significantly. Also conducting exercises help for relaxation
and decreasing stress level.

The researchers of this study found difficulties to find other
similar studies in their literature review of HD. Most of the
family centered empowerment programs for family care-
givers’ burden level were done on chronic diseases other
than chronic renal disease and hemodialysis. Shahram 2014,
found that caregiver burden decreased after the intervention
up to the end of the program in the intervention group. How-
ever, the control group during the same period had substantial
increases in their burden scores. They concluded that this
program facilitated the humanistic care and increased satis-
faction among congestive heart failure (CHF) family care-
givers.[48] This result was in accordance with other studies

evaluating empowerment family programs for caregivers of
schizophrenia and mood disorders[49] multiple sclerosis.[51]

In the present study, a significance difference found between
caregivers’ burden level and their relation degree to the
patient, their educational level and the duration that care-
givers spent in their patient care. This agrees with Belasco
(2002)[51] who emphasized that caregiver burden associated
with the relationship between patient and caregiver and their
gender. On the other hand the results of the study that was
done by Bayoumi (2014) found a negative significant corre-
lation between total burden score of caregivers and their age
and educational level.[45] While, Suri et al. (2011) illustrated
that there was no significant correlation between perceived
caregiver burden and their demographic factors.[46]

At the end of our discussion, it can illustrated that hemodial-
ysis affected negatively on physical, psychological, cognitive
and social status of the patients and their caregivers and need
a comprehensive approach of nursing intervention. Patients
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and their caregivers should be included and encouraged to
participate actively in the care process. Empowerment inter-
ventions that directed toward increasing knowledge, aware-
ness, motivation, skills and developing self-efficacy, self-
esteem and self-control support adopting preventive behav-
iors and increases self-care self-efficacy of HD patients and
their caregivers and relieving burden level upon caregivers.

6. CONCLUSION AND RECOMMENDATION
Based on our study findings, we can conclude that presence
of person have chronic renal diseases and go on hemodialysis
interrupt the entire of the family unit and leave serious effect
on patients and their caregivers. Empowerment of hemodial-
ysis patients and their caregivers in hemodialysis department
can assist patients and their caregivers with the management
of health-related problems of the patients and improve their
self efficacy and decrease the burden of their caregivers. So,
we can recommend that:

(1) Before the beginning of dialysis therapy, health profes-
sionals should identify and explore patient needs and
potential caregiver in the family of patient with chronic
kidney failure. Empowerment programs should be es-

tablished to prepare them for the task to be carried out,
mainly in the initial phase of their activities.

(2) Services that provided to hemodialysis patients and
their caregivers should respond to their needs at differ-
ent stages.

(3) Caregivers should be monitored in relation to their bur-
den and depression signs, and, when necessary, inter-
ventions should be implemented to offer psychosocial
support.

(4) Further researches needed to emphasize the effect of
empowerment interventions on relieving burden level
upon HD patients and their caregivers.
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