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Introduction
A life-threatening illness can routinely impose huge 
physical and psychological burdens to the patient’s family 
members. Undoubtedly, the family is a very fundamental 
resource in patient care,1,2 and plays a significant role in 
keeping emotional support and helping patient recovery.3 
Among nursing audience groups, the family is described 
as both a care receiver and a care provider. Family is 
the most important human support system, and family 
members play an important role in caring of each other. 
This supportive role continues even when the person is 
hospitalized.4 Family members are faced with a variety of 
challenges against life-threatening illnesses that may either 
break their power of maintaining and deteriorating health 
or ultimately lead to their acceptance of and reconciliation 
with the problem. Different life-threatening conditions, 
such as myocardial infarction, cerebrovascular accidents, 
are examples of acute medical crises for family members.5

Coronary artery disease is a critical, sudden, unexpected, 
and often life-threatening illness that is stressful for both 
the patient and family members. In Iran, the prevalence of 

cardiovascular disease is increasing, and more than a third 
of the mortality in the country is due to cardiovascular 
problems.1 Anxiety is the overwhelming feeling of family 
members during a stay in an unknown fear, unexpected 
event, and uncontrollable condition.6 The anxiety becomes 
double particularly when the patient is admitted to stressful 
areas such as the emergency department.4 Nurses often 
work with family members who feel frustrated, feared, 
angry, failed, or confused. They usually do a lot of work to 
maintain and improve the health of the family members.6 
Nurses have the opportunities to improve the health and 
idealize the family’s function during their care period of 
the patient.7 Family members play an important role in 
improving the patient’s mental health through having 
meaningful interaction with the patient and collaborating 
with the therapist in the care process, but their ability to 
support the patient may be affected due to the tensions 
that have been inflicted on the family itself.8

Patients sometimes receive cares or attentions from their 
families with the aim of improving their conditions, but 
such behaviours are not always helpful. For example, over-
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Abstract

Introduction: A life-threatening illness can cause the involvement of family members and the 
imposition of psychological and physical stress on them. Certainly, the family is a very valuable 
resource in patient care and plays an important role in maintaining the emotional support and 
patient’s recovery. The aim of this study was to explain the family members’ supporting behaviors 
of the patient admitted to the cardiac special units.
Methods: This qualitative study was performed in the cardiac special units in Isfahan. The 
number of participants was 20, including 5 nurses, 8 family members, and 7 patients. The data 
were collected through interview and observation by purposive sampling. Then, the data were 
analyzed by Graneheim and Lundman’s qualitative content analysis method. The study lasted 
12 months.
Results: Data analysis showed that family’s support can be classified into three levels, including 
support by the therapeutic alliance (attempts to console and reassure, restoration of self-
esteem, diminishing patient’s insensitivity, commitment to the patient, and visiting the patient ), 
participatory information (obtaining reliable information from the nurse, active role in providing 
meaningful information about the patient’s prognosis), practical and instrumental support 
(searching for economic support resources, providing the patient with the necessary equipment, 
trying to do the right care taking into account the family culture).
Conclusion: Understanding family’s supportive behaviors can help improve counseling and 
planning for quality care of patients admitted to the cardiac care units (CCUs).
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protective behaviors or excessive worries about the patient 
may be considered as a helpful contribution from the family 
to the patient, while these interactions cause the patient 
to feel more physically inert and dependent. Psychosocial 
support of the patient is so important; it sometimes affects 
the instrumental support of the individual, but negative 
interactions and inappropriate communications can 
suppress the supportive actions.5 However, families can 
use appropriate supportive measures and positive and 
constructive coping mechanisms and techniques such 
as increasing the right to choose, inducing self-control, 
personal choices, expression of empathy, participation 
and affection, and closeness to the individual to promote 
their patients’ support.9 Studies show that the basic 
needs of families for offering their special cares include 
ensuring adequate care, being beside the patient, having 
clear and accurate information, and having comfort and 
support.6 On the other hand, since nurses have a unique 
status to interact with patients and family members,10 
they, in the form of family-oriented nursing interventions 
and advisors, can advise and guide family members 
and in particular carers to support their patients.11 The 
results of studies show that patients who consider their 
family members as supportive, incentive, reassuring, 
and facilitating are more involved in positive health and 
behavioral conditions.7

Studies on the importance of supportive behaviors 
suggest that these behaviors by nurses and family 
members are various in different societies. In fact, the 
difference in behaviors is due to cultural differences; 
thus, specific behaviors can have different interpretations 
in different cultural contexts.12 Generally, supportive 
behavior is still a phenomenon that is not well-defined, 
and the use of the term is still in a state of ambiguity.13 This 
confusion in understanding the composition of family 
support is associated with the need for a comprehensive 
understanding of the needs and experiences of family 
members about nursing supportive interventions. Totally, 
the interventions of family members can be considered as 
supportive only when they are meaningfully perceived by 
the care receivers. Thus, research on supportive behaviors 
within the intellectual framework of family members 
based on their needs and experiences on acute and special 
diseases in adults is of great importance. Indeed, it is 
necessary to conduct a qualitative study on the behaviors 
and experiences of these families. The purpose of this 
study was to explain the family members’ supportive 
behaviors during the care process of the patient admitted 
to the cardiac care unit (CCU).

Materials and Methods
This study is a qualitative study with the aim of 
discovering and disclosing participants’ experiences of 
supportive behaviors using the qualitative content analysis 
approach. Content analysis is a research approach and a 
scientific tool which provides a new cognition of events, 

enhances the researcher’s perception of phenomena, 
and identifies operational strategies.14 This study was 
conducted with the participation of family members, 
nurses, and patients in the CCU wards of the teaching 
hospitals of Isfahan University of Medical Sciences. The 
number of participants in this study was 20, including 5 
nurses, 8 family members, and 7 patients. The duration 
of hospitalization was between 3 to 10 days. Due to the 
rich information and experiences of the participants, the 
sampling method was done purposefully. The first and 
second interviews were conducted with participants who 
had experience in providing support care for patients 
in the CCU. The data were collected by interview and 
observation. In qualitative research, researchers often face 
the challenge that respondents may respond more often 
based on their own ideas and, as a result, do not provide 
the researcher with rich and accurate information. For 
this reason, general questions were used in the first 
interview. In this regard, the first and second interviews 
were conducted without any particular structures and 
clearly defined questions. In this stage, the participants 
were only asked to speak about their experiences while 
caring of their patients. The researcher also allowed the 
participants to talk freely about their clinical experiences 
and asked them no guidance questions. However, after 
analyzing the first and second interviews, the subsequent 
interviews were semi-structured. The specific questions 
were about the conditions affecting the care and 
supportive behaviors of family members, the patient and 
the nurse, patient needs; and the type of supportive care 
carried out between the family caregiver and the patient. 
All interviews with family members and nurses were 
conducted in the offices of head nurses  and interviews 
with patients at the patient’s bedside. All interviews were 
audio recorded by the recorder and then converted into 
written texts. The duration of the interviews was between 
30 and 90 minutes. In addition to interviewing, in order to 
get a deeper understanding of the influential conditions 
and to confirm the data from the interviews, the researcher 
used the observation method to collect the data. The 
observation was performed by the researcher in various 
work shifts in the ward. After coordinating with the shift 
manager and obtaining permission from the patient, 
sometimes attended in the ward and the patient’s room. 
In the observation process, the researcher observed the 
supportive behaviors of family members who were caring 
of the patient. The focus of the observation was on the 
support of family members and the content of supportive 
behaviors between the family members and the patient. 
Fourteen formal non-participatory observation sessions 
were conducted in this study. The duration of the sessions 
was between 5 to 75 minutes depending on the patient’s 
conditions. The contents(field note) of each observation 
session were converted to written texts and then analyzed. 
The data collection was continued to saturation data so 
that in the last two interviews, the participants repeated 



Babaei and Abolhasani

Journal of Caring Sciences, 2020, Volume 9, Issue 282

the same ideas with the information extracted from 
the previous interviews and observations, and no new 
concept was created. The data saturation concept is a state 
in which no new information is extracted from the data, 
and the categories evolve with respect to their maximum 
possible characteristics. The data analysis process was 
carried out according to the proposed steps of Graneheim 
and Lundman15 as follows:

The researcher converts interviews and observations 
into written texts. Texts were then read line by line by 
the researchers. Then codes were allocated to sentences 
and concepts. Words, sentences, and paragraphs were 
considered as semantic units. Semantic units were a 
collection of words and phrases that were related to 
each other by the content. So, these units were classified 
according to their content. Then the semantic units, 
according to their latent meaning, reached the level 
of abstraction and conceptualization and were named 
by codes. The codes were compared with each other in 
terms of their similarities and differences, and were 
categorized under more abstract categories with specific 
themes.15 Finally, the contents of the data were introduced 
as the subject matter of the study by comparing the 
categories with each other. Criteria such as credibility, 
transferability, confirmation, and dependability were 
used by the researcher to verify trustworthiness. Long-
term engagement, check by the participants and the check 
and confirm by the  three colleagues familiarity with 
qualitative research were used to increase the credibility 
of the study. The researcher conducted interviews and 
repetitive meetings with the participants for an in-
depth understanding. In participatory check, a part of 
the text accompanied by the initial codes came to the 
participants’ observation and the convergence degree 
of the researcher’s extracted ideas from the data was 
compared with their observation. In, the concepts and 
categories created from the data were presented to the 
colleagues familiar with the qualitative research. Besides 
the main researcher, three other academic members also 
studied and confirmed the achieved results as external 
check. In case of disagreement between the colleagues and 
researcher, the data analysis and conceptualization were 
done again by the researcher, and results were returned 
to the colleagues until their approval and consensus was 
expressed. All crude data such as recorded tapes were 
maintained by the researcher. To increase transferability, 
the researcher proceeded to describe the study process 
in a precise manner. After performing the administrative 
procedures for introducing the researcher to the research 
environment, the researcher first explained the purpose 
of the study and its implementation to the participants, 
and after their agreement, they signed the consent form. 
During the observations, the consent form was received 
dynamically and continuously from the family members, 
nurses, and patients. The researcher was present in the 
waiting room and observed the supporting behaviors of 

the family member with the patient.

Results
Twenty people participated in the study: 4 female 
nurses and 1 male nurse, 5 male and 3 female relatives, 
4 male patients and 3 female patients. All nurses had a 
baccalaureate nursing degree, and a work experience of 4 
to 25 years. Two of the nurses were head nurses and the 
rest were shift workers. Two of them also had a job in a 
private hospital. The family members were from the age 
range of 24 to 48. The participants were 42 to 75 years old. 
The details of all participants are presented in Tables 1, 2, 
and 3.

From the perspective of the participants, supportive 
behaviors included maintaining a strong attitude of care, 
obtaining reliable information from the nurse, seeking 
economic supportive resources, and giving feedback to 
the patients to improve the symptoms of their diseases. 
Participants’ experiences reflected their patients’ need for 
support. These experiences expressed in terms of three 
pivotal concepts: support by the therapeutic alliance, 
participatory information, and instrumental support 
(Table 4).

Table 1. Demographic data of the participants (nurses)

Work experience (year) Education Age (year) Sex

4 Bachelor 30 Female

9 Bachelor 38 Female

25 Bachelor 48 Female

23 Bachelor 47 Female

20 Bachelor 43 Male

Table 2. Demographic data of the participants (family members)

Education Relationship with patient Age (year) Sex

Associate degree Child 38 Male

Diploma Child 36 Female

Primary school Brother 45 Male

Diploma Husband 48 Male

High school Sister 40 Female

Bachelor Child 24 Female

Bachelor Child 30 Male

Diploma Child 27 Male

Table 3. Demographic data of the participants (patients)

Medical diagnostic Education Age (year) Sex

Congestive heart failure Secondary school 75 Male

Myocardial infarction Diploma 49 Male

Acute coronary syndrome Primary school 50 Female

Acute coronary syndrome Diploma 46 Female

Myocardial infarction Master 42 Male

Acute coronary syndrome Bachelor 57 Male

Myocardial infarction Illiterate 68 Female
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Support by the therapeutic alliance
Family is one of the most important sources of empathic 
support, especially in societies like Iran that are family-
oriented and have a family-centered culture. This support, 
which emphasizes the unity of the therapy with the patient, 
includes understanding emotional issues of the patient; 
having verbal communication and care, such as listening, 
empathizing, making comfort; and replacing disability and 
dependence with valuable behaviors and empowerment 
strategies. This support leads to increased coping skills, 
rehabilitation of self-esteem, and reduction of inadequacy 
and negative feelings, resulting in increased self-control in 
the patient. Family’s relations with the patient are based on 
encouragement, reassurance, enhancement of competence 
and merit, and empathic responses to the patient with 
better health outcomes. Participants’ experiences about 
support by the therapeutic alliance were categorized in 
the four sub- categories: attempt to console and reassure, 
rebuild confidence and reduce patient insensibility, have 
commitment to the patient, and visit the patient. From 
the perspective of the participants, “trying to console and 
reassure” involves being strong and having strong spirits 
that support the patient. In this regard, a man whose wife 
was admitted to CCU stated: “In order to be able to support 
my patient in these difficult conditions, I must have a strong 
spirit and give the patient a sense of comprehension, console, 
and reassurance” (Participant F4). 

The participants believe “restoring self-esteem and 
reducing insensibility” are other examples of support 
through health unification. These behaviors are in fact a 
kind of patience supporting the patient. The participants in 
this study attempted to rebuild confidence and reduce the 
patient’s inadequacy and replace disability and dependency 
with the power of induction and empowerment strategies. 
In this case, a family member, whose father was 
hospitalized, stated: “Support and sympathy with a heart 
patient means not to mention to him the disabilities and the 
problems of the treatment and care…We should give him 
confidence rather than an insensitive feeling…to induce him 
that he is a valued person” (Participant F6).

Commitment to the patient was also another important 
source of support for fellows. One of the supportive 
behaviors is the commitment of family members. 

Commitment is defined as a psychological state in the 
willingness to decide and to continue engagement. 
Behavioral commitment includes a sense of pleasure, 
commitment to support the patient, performance 
enhancement, and reduction of the stress and pressure on 
family caregivers.

In this regard, the third participant said: “As much as 
the staff-the nurses- care the patient and answer your 
questions…this will be supportive…Of course, I myself 
will meet all the needs of my patient as much as possible” 
(Participant N3).

Meeting a patient is another subcategory of empathic 
support. The meeting is in line with patient-centered 
care and supportive behaviors by family members. Due 
to the infrastructure and rules governing special sectors 
in a medical center, limited meetings occur in the CCU 
section. Meeting, in addition to reducing family anxiety, 
can play an important role in the recovery process. In this 
regard, one of the nurses said: “It is true that the meeting is 
not allowed in the CCU, but when one or two of the family 
members are visiting the patient, it reduces the anxiety and 
provides support for the patient. It also has effective role in 
the recovery process.” (Participant N1).

Participatory information
I this study, the experiences and contributions of the 

participants in participatory information were categorized 
into two subcategories: “acquiring trusted information 
from the nurse” and “the active role in providing meaningful 
information about the patient’s prognosis.” 

The participants of the study believe that nurses can 
help them have a true understanding of family members 
and provide them credible information. Nurses consider 
the conditions and benefits of the patient. Furthermore, 
receiving credible information will help the carers to 
calm down, and ultimately present better support to their 
patients. “One of the things that nurses do in support of the 
patient and family members is to understand their concerns. 
Nurses usually give us the right information about the 
patient” (Participant F6).

Participatory information includes advice, guidance, 
and giving information to the patient. The family members 
can improve the health of their patient by providing 

Table 4. Main categories and sub-categories

Main categories Sub-categories

Support by the therapeutic 
alliance

- Attempt to console and reassure

- Restoration of self-confidence and reduction of patient's insensibility

- Commitment to the patient

- Visiting patient

Participatory information - Getting trusted information from the nurse

- Having an active role in providing and increasing meaningful information about the prognosis of the patient

Practical and instrumental 
support

- Searching for economic support sources

- Providing the necessary equipment for the patient

- Trying to do the right care with respect to the family culture
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valuable information to him/her about how this/her 
disease is treated and controlled. They can even provide 
useful information about the prognosis of the disease. In 
this regard, one of the participants stated: “I support my 
patient by collecting information about the process of the 
disease, its symptoms and its treatment, and passing this 
information to him” (Participant F8).

Practical or instrumental support
Practical or instrumental support includes giving direct 
services or material assistance to the patient. Assisting the 
patient in timely control and diagnosis of symptoms, the 
provision and receipt of medication, and assistance in daily 
activities or personal care are examples of practical support 
that the family can offer the patient. This category consists 
of three subcategories; the search for economic supportive 
resources, the provision of the necessary equipment for the 
patient, and an attempt to take proper care with respect to 
the family culture. A number of participants believed that 
a part of the support was to seek financial and economic 
resources and insurance assistance for the patient. In 
this regard, he stated: “My dad who is in the CCU has an 
inadequate economic condition. We need to be supported by 
the insurance, and aid associations. These days, I’ve visited 
some of these associations...” (Participant F2).

Although vital medicines are available in special sectors, 
especially in the CCU, participants in this study considered 
the availability of medicines and the provision of the 
necessary supplies for the patient by family members as 
an essential support. In this relation, a participant stated: 
“The nurse suddenly called me and asked to provide a 
medicine for our patient quickly ... Or take it out of the 
pharmacy ... I sometimes even bring my meal to the hospital 
from home...” (Participant F4).

In the CCU, the presence of a caregiver for long time 
is usually prohibited, but depending on the patient’s 
conditions, sometimes older patients need a caregiver in 
this unit. Family members believe that they are trying 
to take the proper care in respect to the family culture. 
According to one of the participants: “…My mother was 
always used to cleaning herself with water after urination. 
So, I cleaned her with a damp pad with due respect to the 
nurses and by their permission…This is a kind of support. 
….That is how she feels better” (Participant F6).

“…The daughter washed her sick mother’s hand on the 
bed and put the food in her mouth…” (Observation).

Discussion 
The participants’ experiences of this study were categorized 
in the form of three core concepts of support including 
the therapeutic alliance, participatory information, and 
instrumental support. One of the family’s functions for 
the patient was support by the therapeutic alliance. At the 
time of admission, the family members tried to support 
the patient due to his/her critical circumstances. Wetzig 
and Mitchell16 showed that support of the patient was one 

of the family members’ demands. One of the supportive 
measures taken by the family members in this study was 
to console and reassure the patient. Family members 
with a continuous presence in the intensive care unit and 
attention to the patient tried to console and reassure the 
patient. Moreover, family members in the Al-Mutair et al., 
study stated that their presence in the intensive care unit 
would increase the morale of the patient and strengthen 
his/her feelings of love and belonging.17 Additionally, 
Mckiernan and McCarthy indicated that being alongside 
the patient is considered as reassuring to him/her, so 
that the patient feels that someone is with him/her and 
supports him/her.18

The patient’s being in critical condition and 
hospitalization in the intensive care unit caused concerns 
for family members. So, they felt committed to the patient, 
and one of their functions at this critical moment was to 
visit the patient and care of him/her. The results of Blom et 
al., showed that it was important for the family members 
of the patient hospitalized in the intensive care unit to 
attend this unit and to participate in the care process of 
their patient.19 Wetzig and Mitchell16 also revealed that 
family members need to engage in the care of the patient 
physically. In Al-Mutair et al., study, it was important for 
the family members to stay alongside the patient because 
they wanted to be close to the intensive care unit to see the 
patient repeatedly and to know their patient’s condition 
at any moment and to be able to meet him at any time.17 

Moreover, Frivold et al., demonstrated that presence in the 
patient’s bedside indicates the participation of the family 
members in the care process.20

Another function of family members was to provide 
supportive care to patients through participatory 
information. One of the actions of family members in this 
regard was to receive reliable information from the nurse. 
Due to the fact that the patient was hospitalized in the 
intensive care unit and the family had lack of information 
on the conditions and treatment of the patient; so, family 
members were trying to receive reliable information from 
the nurse. Nurses were one of the important sources of 
information received by family members due to full-time 
attendance at the patients’ bedside and awareness of the 
treatment process and patients’ conditions. Carlson et 
al., indicated that family members’ information needs 
were not fully met by the staff and they needed to receive 
further information.21 In several studies, family members 
have stated that they need to receive honest information 
about the patient. The results of Blom et al., study showed 
that giving honest information to family members by the 
staff creates a sense of responsibility in providing patient 
care.19 Wetzig and Mitchell also found that family members 
needed to have honest and understandable information.16 

Patient’s education and awareness can reduce their 
worries and stress and enable them to participate in their 
caring process.22 One way to get information about the 
patient’s conditions is the family members’ attendance in 
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the doctors and nurses’ visiting of the patient. Au et al., 
indicated that family members had positive experiences 
with their participation in the doctors and nurses’ round of 
their patient. They got information during the round and 
had an opportunity to get the answer of their questions. 
They also had the chance to share information about the 
patient with doctors and nurses.23

Among the information that the family members 
sought to achieve in this study were awareness of the 
patient’s prognosis because of the patient’s presence in the 
intensive care unit and the acute and critical conditions 
of the disease. Frivold et al., indicated that many of the 
concerns experienced by relatives of patients were related 
to the patient’s condition and prognosis. The patient’s 
relatives wanted to know what had happened to the 
patient.20 Family members were seeking information in 
this regard because they were not routinely provided with 
information. The results of the Al-Mutair et al., study also 
indicated that the family was seeking honest information, 
regardless of the good and bad news.17 Family members 
need information about medicines, vital signs, surgical 
procedures, or any procedures performed for their patient. 
In the Keenan  and Joseph study, family members also 
needed information about the patient’s conditions and 
prognosis.24 Hsiao et al., and Sayin & Aksoy also indicated 
that family members were worried about caring of their 
patients and were interested in receiving information 
about the care procedures.25,26

Family members, in spite of their own need for support 
from health care workers, tried to have an instrumental 
support of their patients. One of the supporting functions 
of family members was the search for economic supportive 
resources. Family members needed economic support due 
to hospitalization costs and, in some cases, patient’s bad 
economic conditions, and were in the process of receiving 
this kind of support. The Wetzig and Mitchell study also 
found that family members needed different supports, 
such as financial one.16 In the study of Al-Mutair et al., 
family members stated that their needs were not met and 
they were not aware of the available community services 
in the hospital.17 Also, the results of the Babaei et al., 
study revealed that charity organizations can not cover all 
people in the community, or their contributions are not 
sufficiently effective to meet the needs of patients.12 

One of the other functions of the family was to offer the 
right care. Family members tried to provide their patients 
with cares based on the family culture. The results of the 
Al-Mutair et al., study showed that many family members 
wanted to have contributions in the care process and 
thought that they were able to support the patient and 
create a sense of calm in the patient by their presence.17 

Blom et al.,19 and Wetzig & Mitchell16 showed that it was 
important for family members to have contributions in 
the care process of their s who were in the ICU. Moreover, 
Frivold et al., demonstrated the active role of family 
members in the routine care of the patient.20

What is the current knowledge?
Nurses should consider family’s supportive care of the patient 
admitted to the CCU as an important component of patient-centred 
care. Family’s supportive care of the patient should be considered 
in nursing and practical educational programmes. To develop the 
family’s supportive care of the patient, it is vital to make changes 
in the dominant philosophy and culture of caring environments. 
Nurses should receive appropriate training with focus on family and 
patient-centred approaches.

What is new here?
Family’s supportive care of the patient plays an important role in 
the quality of patient care. Family’s supportive care of the patient in 
health centres should be routine. Furthermore, family’s supportive 
care of the patient can improve working environments and empower 
nurses to offer high-quality care.

Research Highlights

Conclusion
In order to strengthen the family’s supportive behaviors, 
special attention needs to be paid to their psychological, 
physical, and financial conditions during the care of 
their admitted patients in the CCU. Furthermore, 
family members need to adapt themselves to the current 
conditions for an effective support of their patients. 
Some of them try to support their patients through the 
therapeutic alliance, some other through participatory 
information, and some by instrumental tools. Nurses play 
an important role in training family members about how to 
care and support patients. They can also encourage family 
members to help and support their patients by establishing 
appropriate and solid communication during the care 
process with them, providing information and opening 
their mental nodes, and paying particular attention to 
strengthen their supportive behaviors. Also, the results 
of this study can be used by researchers, managers, and 
planners to make decisions based on supportive, caring, 
and evidence-based treatment needs. This study was 
limited to the family members of the special cardiology 
unit. Thus, it is suggested to conduct research separately 
in the ICU, neurology, trauma, and respiration units, as 
the supporting behaviors of family members in other units 
can be different of their behaviors in the present study.
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