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Abstract
Background: Most survivors of traumatic head injury, due to functional disorders, are dependent on their family
members. In fact, these families are at the forefront of many challenges and stresses. The aim of the present study was
to investigate the effectiveness of a family-centered empowerment program on the care needs of the families of
patients with traumatic head injuries discharged from Al-Zahra Hospital in Isfahan in 2019.
Methods: The present study was a clinical trial conducted among 56 family members of patients with traumatic head
injury. The samples were randomly allocated to two groups: experiment and control. The experimental group received
an empowerment program based on the "family-centered empowerment model" through 3-5 sessions of 45-60
minutes, while the control group received routine education during discharge. Data was collected using a checklist for
demographic information as well as the standardized Family Need Questionnaire (FNQ).
Results: Based on the findings of the present study, the level that the care needs have been met regarding health
information, emotional support, instrumental support, and professional support was statistically significant higher in
the experimental group compared to the control group (p < 0.001). The average care needs related to health
information, emotional care, and instrumental support were statistically significant lower in the experimental group
compared to the control group (p < 0.05). While considering community support network, the average care needs were
statistically significant lower in the control group compared to the experimental group (p < 0.05); however, about
involvement in care, no statistically significant difference was found between the two groups of experiment and control
(p > 0.05).
Conclusion: To meet the care needs of the families of patients with traumatic head injuries discharged from medical
centers, implementation of the family-centered empowerment program is effective, and it results in improvement and
continuous providing of services at home and meeting families’ care needs. Therefore, the application of such
programs is recommended for healthcare planners.
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Introduction
Traumatic head injury is the leading cause of injuryinduced death, and it is addressed as one of the 5
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leading causes of death and disability throughout the
world, leading to about 5 million deaths per year and
16,000 deaths per day (1). According to a report
published by the Centers for Disease Control and
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Prevention, trauma affects more than 10 million
people worldwide each year, of which more than
60,000 die (2). Traumatic brain injury confronts
communities with problems and challenges in public
health and socio-economic conditions (3). In Iran,
statistics show that men are more likely than women
to suffer from traumatic head injuries (4), and their
prevalence is greater in the age group of 25-44 years
old (5).
During recent decades, advances in medical sciences
and quality improvement in providing acute care have
led to increased survival in patients with traumatic
head injuries. However, most of the survivors will
suffer from some degree of physical and cognitive
disabilities, which result in functional and social
problems as well as neurological disorders (6). In this
regard, several neurological disorders, such as
seizures, sleep disorders, and psychiatric diseases,
along with non-neurological disorders such as sexual
dysfunction, urinary incontinence, gastrointestinal
disorders and intestinal problems, and metabolic
disorders can be mentioned (7). Undoubtedly,
traumatic head injury affects not only the injured
person, but also the whole family system. Hence, their
families are also considered victims of trauma (8), and
they suffer from physical, behavioral, psychological,
and social problems.
The most important problems for the families of
patients with traumatic head injury could be the
changes in roles and tasks (9), stress and sadness (10),
tiredness and hopelessness (11), problems in marital
relationships (12), anxiety (13), psychological
disorders (14), and decreased quality of life (15).
Therefore, families should be empowered to manage
these problems. Accordingly, one of the most
comprehensive and widely used models is the "familycentered empowerment model". This model is
designed with the aim of emphasizing the effective
role of individuals and other family members
regarding the motivational, functional, and
psychological dimensions. The feeling of control over
the prevailing conditions and the positive changes
resulting from the development of family members’
performance and ability, as well as their participation,
are the basic principles of empowerment (16), since
the empowerment of family members will prevent
frequent hospitalizations of patients with injuries (17).
Therefore, the importance of this issue should be
considered by healthcare planners and managers (18).
While in Iran, the focus of most studies has been on
patients with injuries in recent years (19), and so far,
few studies have been conducted on the care needs and
the level that the care needs of the families of these
patients have been met. The present study aimed to
investigate the effectiveness of a family-centered
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empowerment program on the care needs of the
families of patients with traumatic head injuries
discharged from Al-Zahra Hospital in Isfahan, Iran in
2019.
Methods
Setting and sampling

This study was a randomized controlled clinical trial
that was conducted using two groups (experiment and
control). The follow-up was performed in three stages
(before, immediately after, and one month after the
intervention). The required sample size was
determined to be 28 in each group.
In the pre-intervention stage, after obtaining the
required permission from the Vice Chancellor for
Research and Medical Ethics Committee of Islamic
Azad University of Khorasgan Branch and presenting
it to the Vice Chancellor for Research of Isfahan
University, permission to enter Al-Zahra Hospital in
Isfahan, Iran, was obtained. Then, permission to
conduct the study was obtained by presenting the
permission to the manager of the center. The study
population consisted of all the family members of
patients with traumatic head injuries who were
discharged from the hospital from mid-March 2019 to
September 2019. The samples were selected through a
convenient sampling method first, then they were
randomly allocated into two groups of intervention
and control using a sample randomization method.
The inclusion criteria were willingness to participate
in the study, ability to read and write, having a firstdegree relationship with the patient (parents, spouse,
sister, brother, child), caring for the patient with a
moderate-to-severe traumatic head injury, having not
participated in any empowerment program, and living
in Isfahan. The exclusion criteria were unwillingness
or withdrawal to participate in the study, and the
patient’s death.
Data collection

After collecting the demographic information from the
patients' files and selecting 56 eligible samples
(considering the dropouts), the researchers made a
phone call with all participants, introduced
themselves, explained the objectives of the study,
provided explanations about the importance of the
study, emphasized the objectives of the study, and
obtained their consent. After holding an introductory
session, the questionnaires were distributed among
both groups.
Questionnaire

2

Family-centered empowerment care program for families of traumatic head injury patients

The questionnaire consisted of two parts. The first part
included the patient’s personal, clinical, and
demographic information (including age, sex, marital
status, level of education, cause of traumatic head
injury, residence, type of residence, existence of an
elevator, clinical status, and type of health insurance),
and the caregiver’s personal information (including
age, sex, marital status, relationship with the patient,
occupation, family income, and number of children).
The second part was the standardized Family Needs
Questionnaire (FNQ) (20). This questionnaire was
first developed in 1989 by Kreutzer and Marwitz. The
assessment of needs were done through six subscales
of health information, emotional support, instrumental
support, professional support, community support
network, and involvement in care. The questionnaire
consists of 40 items: Health Information (1, 4, 5, 6, 7,
11, 12, 13, 14, and 18), Emotional Support (29, 30, 34,
36, 37, 38, 39, and 40), Instrumental Support (22, 23,
24, 25, 26, and 27), Professional Support (15, 16, 17,
19, 20, and 21), Community Support Network (9, 10,
31, 32, 33, and 35), and Involvement in Care (2, 3, 8,
and 28). The questionnaire is administered in two
steps. First, it measures the importance of the needs
through a Likert scale from 1-4 (1=not important,
2=slightly important, 3=important, and 4=very
important); and second, it measures the extent to
which each need has been met (1=not met,
2=relatively met, and 3=met) (20). This questionnaire
was translated and validated into the Persian language
before (21). The respondents could also choose any
item as “Not Applicable” based on their
circumstances. At the end of the questionnaire, an
open-ended question is provided for family members
to express needs that are not included in the
questionnaire.
By analyzing the data obtained in the pre-intervention
stage, which led to the identification of family
members’ resources, limitations, needs, and strengths
and weaknesses in various fields, the empowerment
program was modified and implemented based on the
needs and wants of the participants.
After performing the pre-intervention stage, the
intervention was performed only for the experimental
group, and the control group received only the routine
education and program.
The family-centered empowerment program

In the present study, the family-centered
empowerment model was performed in four steps
(step by step). The 4 steps included: increasing
perceived threat through increasing knowledge,
promoting a sense of self-efficacy using problem-
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solving strategies, enhancing self-esteem through
educational participation, and assessment.
The intended outcome of this model was to meet the
needs of the families of patients with traumatic head
injuries by increasing the perceived threat through
group discussion, group problem solving, and
practical demonstration. This process was performed
during 3-5 sessions to mentally and practically
convince the family members that they are able to take
an important step towards meeting the needs of their
patients and themselves through self-control and
adopting appropriate behaviors. For this reason, in
order to implement the program to its fullest, an
attempt was made to gain the cooperation, the
responsibility, and the active participation of the
family members of patients with traumatic head
injuries in designing the methods and the content of
the education, so that, in addition to the knowledge and
the skills, the perceived threats and the sense of selfefficacy of the family members of patients increase in
order to meet the needs of their patients and
themselves, and a positive attitude develops towards
caring for the patients. The caregivers are expected to
believe that they are capable of helping to implement
the empowerment program to meet the needs of
themselves, and can effectively assist the family in
adopting caring behaviors for the patient. Therefore,
regarding the given introduction, which is a summary
of the implementation of the family-centered
empowerment model, the executive and practical steps
of the model are as follows.
Step 1: The aim of perceived severity is to make family
members aware of the most important needs of the
family, so that by recognizing these needs, one can
understand how serious the possible dangers and
complications might be and feel threatened about
them. At this stage, the participants’ knowledge and
attitudes towards the nature of traumatic head injury,
the definition, the risk factors, the symptoms, the
treatment, medical and nursing care, and the prognosis
were discussed and reviewed through group
discussion with family members for 45 to 60 minutes
based on the physical, mental, and psychological
conditions of the participants. The number of sessions
was different based on the level of the ability and talent
of family members to receive and participate
effectively in the discussion and exchange of views.
Step 2: The aim of this part is to make one believe that
he/she can be effective in accomplishing a task. In
other words, self-efficacy refers to one’s belief in one's
ability to succeed in specific situations or accomplish
a task.
To this end, group problem-solving sessions were held
with the participation of the family members. In these
sessions, attempts were made to seek the help of other
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family members of patients with injuries who have
already been successful in meeting the needs of
themselves. At this stage, the family members actually
encounter their problems, the needs of the family, and
the problem-solving process. Family members
discussed the needs of the family under the constant
and direct supervision of the researchers. During one
session of 45-60 minutes, thoughts and experiences
were practically exchanged through educational
pamphlets, self-care booklets on how to care for the
patient, educating how to perform suctioning,
educating how to feed through the nasogastric tube,
physiotherapy, changing the patient's position in order
to prevent pressure injuries, personal hygiene in
practice, and choosing the solutions.
Step 3: Since in the family-centered empowerment
model, which is influenced by the systemic attitude
and the family systems theory, the family plays a
powerful role in decision making, increasing their
participation and sense of self-efficacy is essential.
Therefore, the more informed and responsible this
participation is, the better the results can be hoped for.
Since patients with traumatic head injuries are
partially or completely dependent on family members
due to long-term complications, the program should be
designed in such a way that the family enters the
implementation phase by starting the first stages of
learning the empowerment program.
According to the principles of self-efficacy theory, one
is empowered through observing success by receiving
small rewards such as a pen and a notebook. Hence,
the level of self-efficacy has increased step by step,
and receiving awards emphasizes the tangible feeling
of self-efficacy and the transformation of this feeling
from a mental state to an object that is related to the
feeling of self-esteem. However, the important point is
the continuation of behavior. Therefore, empowering
family members as an effective element in meeting the
needs of patients with injury and their families is
highly important.
Step 4: The aim of the assessment process is to
encourage as many family members as possible to be
independent and take an active part in meeting the
needs of themselves and the patients. Generally
speaking, the assessment was considered throughout
the implementation of the model and family members
were constantly assessed during the intervention.
At the end of the intervention, the specific
questionnaires regarding the
family-centered
empowerment program were completed again in the
experimental group, and the collected data was
analyzed. Family members were given one month to
practice the skills learned and then completed a
questionnaire, the results of which indicated whether
the family members’ needs were met or not.
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For the interventional group, the post-intervention
stage was performed one month after the intervention;
and for the control group, it was performed one month
after the pre-intervention stage. To this end, the
Family Needs Questionnaire was completed again by
the participants. The questionnaire was completed by
referring to the patients' houses. The procedure was
that the questionnaires were delivered to the patients
at home, and the questionnaires were collected the
next day. At this stage, no sample loss was observed,
and all the questionnaires were collected.
Data analysis

The collected data was then entered into the SPSS
software (version 22), and analyzed. The effectiveness
of family-centered empowerment on the care needs of
the families of patients with injury in both groups was
compared. After completing the sampling, the data
was analyzed at two levels using SPSS software
(version 22). The first level was related to descriptive
statistics (frequency, mean, percentage, and standard
deviation) and the second level was related to
inferential statistics (Kolmogorov-Smirnov test,
Mann-Whitney test, Chi-square test).
Results
Based on the results of the present study, 48.2% of the
caregivers were female, and the rest (51.8%) were
male. 84.2% of the caregivers were married. 73.3% of
the caregivers had a high school diploma, while 26.3%
of them had a university education. Of those, 23
people were self-employed, 17 were government
employees, and 17 were unemployed. The mean age
was 43.28 years. 43.9% of the caregivers were the
patients’ spouses, and 36.8% were the patients’
parents. The cause of trauma and head injuries were
reported accidents in most cases (56.1%). In terms of
clinical status, 43 patients (75.45%) were partially
dependent, and most of them (98.2%) had health
insurance.
The Kolmogorov-Smirnov tests have been shown in
Table 1. According to the results of the Man-Whitney
test on the average distribution of patients’ family
needs, the difference between the average care needs
of patients' families regarding health information,
emotional care, and instrumental support were lower
in the experimental group compared to the control
group, and this difference was statistically significant
(p < 0.05). Also, the difference between the average
care needs of patients' families regarding professional
support, community support network, and
involvement in care was not statistically significant (p
> 0.05).
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According to Table 2, the difference between the
levels that the care needs of patients' families have
been met regarding health information (p < 0.05),
emotional support, instrumental support, professional
support, community support network, and
involvement in care was statistically significant
between the two groups of intervention and control (p
< 0.001). The results also showed that the number of
positive responses (met) to the needs of all subscales,
mentioned in the experimental group, was much
higher than in the control group.
Discussion
The results of the present study showed that the
empowerment program was effective in meeting the
needs of the families of patients with traumatic head
injuries in most domains, including health
information, emotional support, instrumental support,
professional support, and community support
network. In the family-centered empowerment
program, patients’ families are empowered based on
their needs and they play a powerful role in decision
making.
Alhani and colleagues investigated the effect of a
family-centered empowerment model on patients with
iron deficiency anemia (22). The results of this study
revealed that the implementation of this model during
three months of follow-up was effective on several
indicators, especially the quality-of-life of these
patients. The findings of the present study are
consistent with the findings of Alhani’s study, since in
both studies, the nature of the disease was chronic and
required a series of steps for the patients as well as
their family members to realize the importance of the
issue, and in this regard, to take steps to improve their
education and skills (22).
The findings of the present study are consistent with
the results of the study conducted by Mohagheghi and
colleagues (20). In their study, the most important
needs were related to health information, and the least
were related to involvement in care. There was a
statistically significant difference between the
importance of caregivers’ needs and the caregivers'
employment status, patients’ age, and patients' clinical
status (20).
Kheirollahi and colleagues reported the effect of the
intervention of family-centered empowerment on the
perceived severity of threat in caregivers of patients
with stroke (23). The results revealed that there was no
significant difference between the mean scores of
perceived severity of threat in the groups before the
intervention. However, significant differences were
observed in the mean scores of perceived severity of
threat in the three dimensions (the social, physical, and
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spiritual dimensions) in the control group compared to
the intervention group, one month after the
intervention. As a conclusion, it can be said that
family-centered empowerment interventions can
reduce care pressures, physical and mental stress, and
social isolation in caregivers of patients with stroke
(23).
The results of one study conducted with the aim of
investigating the effect of a family-centered
empowerment model on the knowledge, attitudes, and
skills of multiple family caregivers of multiple
sclerosis patients by Rabiei and colleagues showed
that the two groups were similar in terms of knowledge
before the intervention (24). However, after the
educational intervention, there was a significant
difference between the knowledge of the two groups.
Regarding patients' attitudes, the Mann-Whitney test
showed similarity between the two groups before the
intervention. However, after the educational
intervention, 100% of the patients in the experimental
group had positive attitudes towards the subject, while
there was no change in the attitudes of the control
group. In terms of skills, the Mann-Whitney test
showed no significant difference between the two
groups before the intervention. However, after the
intervention, there was a significant difference
(p<0.001). As a conclusion, it can be said that
empowering patients with multiple sclerosis leads to
improving their knowledge, attitudes, and skills (24).
The results of another study conducted by Doser and
Norup among the families of patients with severe brain
injury in Denmark entitled “Family needs in the
chronic phase after severe brain injury in Denmark”
showed that the subscale of health information had the
highest mean importance rating (Mean=3.5,
SD=0.73), while the subscale of emotional support had
the lowest (Mean=3.07, SD=79) (25). In this case,
when combining importance and met ratings, it was
found that the five most important needs were only
met in 41-50% of the total sample. The employment
and co-habitation status of the relatives were
significantly affected by the brain injury. A high
number of relatives reported family needs not being
met in the chronic phase. This requires an
interventional approach for families to get these needs
fulfilled individually, even after rehabilitation (25).
Murray and colleagues also showed that the subscale
of health information had the highest mean importance
rating, while the subscale of emotional support had the
lowest (26). Krutzer and colleagues conducted a study
entitled “A preliminary investigation of the brain
injury family intervention” in Virginia in 2009 (27).
The results of this study showed that the
implementation of a family-based intervention
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program compared to before its implementation
significantly increased the needs met regarding the

subscales of health information, professional support,
emotional support, and involvement in care (27).

Table 1. The care needs of patients' families regarding the subscales of the questionnaire among the two groups of
intervention and control
Intervention
Mean
SD
Health information
30.71
2.58
Emotional support
24.36
1.66
Instrumental support
15.93
2.57
Professional support
18.85
1.48
Community support network
16.71
2.12
Involvement in care
11.82
1.39
* Man-Whitney test (p-value<0.05), SD: standard deviation
Variable

Control
Mean
SD
33.28
2.78
22.79
3.19
12.17
4.74
19.14
1.92
15.90
2.66
11.38
1.85

p-value
0.002
0.040
0.006
0.378
0.176
0.258

Table 2. The level that the care needs of patients' families has been met among the two groups of intervention and
control
Items
Health information

Not met
Relatively met
Completely met
Emotional support
Not met
Relatively met
Completely met
Instrumental support
Not met
Relatively met
Completely met
Professional support
Not met
Relatively met
Completely met
Community support network
Not met
Relatively met
Completely met
Involvement in care
Not met
Relatively met
Completely met
**chi-square test (p-value<0.001)
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Intervention N (%)
2 (1.8)
79 (32.9)
227(82.5)
0
74 (38.5)
150 (73.2)
1 (5.3)
54 (40)
113 (60.1)
0
57 (36.1)
111 (85.4)
0
57 (41.3)
111 (63.1)
0
31 (34.8)
81 (80.2)

Control N (%)
110 (98.2)
161(67.1)
48 (17.5)
59 (100)
118 (61.5)
55 (26.8)
18 (94.7)
81 (60)
75 (39.9)
54 (100)
101 (63.9)
19 (14.6)
28 (100)
81 (58.7)
65 (36.9)
38 (100)
58 (65.2)
20c(198)

P value
0.001

0.001**

0.001**

0.001**

0.001**

0.001**
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In another study conducted by Alah Yari and
colleagues, the results showed that the implementation
of a family-centered empowerment model was
effective in increasing the quality of life of school-age
thalassemic children (28).
Conclusions
This study showed that the mean scores of caregivers'
needs in the control group were much higher than in
the experimental group, which confirms the great
needs of caregivers after discharge. Besides, the
average score of meeting the needs in the experimental
group was higher, which confirms that the needs of
caregivers in the experimental group were met after
the implementation of the empowerment program.
Therefore, the implementation of the empowerment
program to improve the quality of life of these people
was effective.
Given the significant relationship between the level of
patients' clinical status and the importance of needs,
there is no doubt that factors related to traumatic head
injuries, such as GCS score at admission, damage to
other organs, and length of hospital stay, can affect the
importance of needs and their satisfaction. Hence, it is
suggested that in future studies, the effect of these
variables on the needs of families should be examined.
Also, considering the importance of health
information in this study, it is suggested that
educational programs or booklets related to traumatic
head injuries and their complications, rehabilitation,
and other issues related to them be prepared and
implemented for families and their patients, and the
effects of these programs be examined on the
importance and satisfaction of the needs.
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