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Abstract

The prevalence of CHF is increasing every year. The impact of a psychosocial condition requiring
comprehensive treatment for CHF in all aspects. One contributing factor to success is the involvement of
the family. Purpose: This study aimed to determine the differences of social support towards clients with
CHF who were receiving family psychoeducation. Method: This study used a Quasi -experimental pre-
post test without a control group”. A sample of 25 respondents and sample retrieval techniques with a
purposive sampling procedure. The instrument used was an ISSB questionnaire for measuring social
support. The intervention group was provided with family psychoeducation that performed 5 sessions.
Result and conclusion: The finding this study showed was a significant change before and after the family
support family psychoeducation (p-value 0.00<a). Characteristics of the family and the client is not
associated with social support. Family psychoeducation research way recommended developed in a public
hospital.
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INTRODUCTION

Disorders of the cardiovascular
system have an impact on the physical and
psychological client.  Psychologically,
disruption of the cardiovascular system
affects functional status, employment
status and relationships between people
(Sullivan, 2009). Clients who experience
cardiovascular  system  disorders  will
experience psychosocial problems and a
decreased quality of life (Hwang, 2012).
The occurrence of psychosocial problems
and decreased quality of life in clients with
cardiovascular system disorders is very
possible because clients often experience
rehospitalization (Sullivan, 2009).

Congestive heart failure (CHF) is
heart disease with a high mortality and
recurrence rate. High recurrence rates can
make a decrease in the quality of life of
patients. In addition, CHF requires
complex medical treatment but still has a
poor prognosis (Volz., Schmid., Zwahlen.,
Kobhls., Saner., & Barth, 2011).

Psychological factors or the
presence of psychosocial stressors that

trigger negative emotions such as depression,
anger, hostility and, anxiety affect the CHF
disease experienced by clients (Smith.,
Gidron., Kupper., Winter., & Denollet, 2009).
Psychosocial stressors trigger an uncontrolled
increase in blood pressure and in the
subsequent process will interfere with heart
contractions  (Ratnasingam, 2007). An
uncontrolled increase in blood pressure has a
6 times greater chance of experiencing CHF
(Rahajeng & Tuminah, 2009). Referring to the
conditions above, clients with CHF need good
psychosocial treatment so that the condition of
the disease experienced by the client does not
get worse.

The impact of CHF on the client's
psychosocial condition requires thorough
handling of all aspects. Psychosocial stressors
and social support significantly influence
heart disease. Clients of heart disease who
experience psychosocial problems will be
slower in the healing process, more severe
physical symptoms they experience and
longer rehabilitation process (Rathasingam,
2007). In fact, one of the factors supporting
the success of therapy is the involvement of
clients and family in the therapy process
(Brunner & Suddarth, 2009).
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Social support is an important
element in the success of family members
in performing and maintaining new health
behaviors (Glanz. Lewis & Rinner, 1997 in
Friedman, Bowden & Jones 2003). Having
and caring for family members with
cardiovascular system disorders can cause
stress and burden for the family (Hwang,
2012). Some study results write that family
(caregiver) can experience psychosocial
problems and a decreased quality of life
with illnesses experienced by clients.
Family stress can arise due to caring for
clients, in addition to stress various other
aspects also affect. These aspects are
physical, mental, social and financial
(Given, 1992; Alspach, 2009; Hwang
2012). lliness that does not heal, the threat
of death and the high cost of treatment is a
source of stress and financial burden for
families. Indeed disruption of the
cardiovascular system to cure it requires
expensive costs because some disorders of
the cardiovascular system require surgery
or continuous treatment during life
(Lubiantoro, 2011). The existence of this
reality requires the role of a mental nurse
who is able to provide nursing care to the
family by providing information and
education through therapeutic
communication.

Family psychoeducation research
related to families who have family
members with heart disease shows that
psychoeducation provided for 2 hours in 6
weeks for 57 family participants with
family members experiencing stable
angina showed improvement in symptoms
of the disease in the client (McGillion,
Michael., Judy., Bonnie., Sandra., Coyte.,
Graham 2008). Sullivan et al (2009)
explained that family psychoeducation
provided for 2.25 hours for 8 weeks to 117
participants  with  family = members
experiencing CHF showed improvement in
CHF symptoms experienced by clients in
12 months. Nurbani (2009) conducted 5-
session family psychoeducation for 5
sessions on stroke for 45 participants (22
intervention participants) wrote that the
intervention  group  experienced a
significant decrease in anxiety (p-value
0.003). Referring to the various results of
the study, researchers wused family
psychoeducation as an intervention to see
how family support.

10

METHOD

This study uses a quasi-
experimental method, pre-post test design
without a control group with family

psychoeducation intervention.
Psychoeducation is carried out at each
caregiver for 4 days with the time agreed in
the consultation room using a workbook that
has been made. Psychoeducation is carried out
for 30 - 45 minutes each time during the 4
meetings. In conducting the study 25
caregiver  families were selected by
researchers through a purposive sampling
technique with the inclusion criteria of the
caregiver willing to participate fully, the CHF
client who was treated in a stable condition,
the caregiver was a family member and lived
in the same house as the client.

RESULTS AND DISCUSSION

Social support measuring
instrument consists of 29  statements
developed from an inventory of socially
support (ISSB). ISSB is a measuring tool to
measure enacted support. This questionnaire
was measured on a Likert scale (1-4) which
was assessed with 1 never, 2 sometimes, 3
often, 4 always. The questionnaire consisted
of 12 statements of emotional support, 6
statements for appreciation support, 6
statements for instrumental support and 5
statements for information support. Validity
and reliability tests were carried out on 30
caregivers with the results of the validity test
> 0.3.74 and reliability with a Cronbach's
coefficient alpha value of 0.909.

Family psychoeducation
interventions can increase the support sub-
variable by a difference between 2.36 - 7.52
points and change the mean total social
support to be higher by around 17.72 points.
The results of statistical tests show that there
are significant changes in emotional support,
appraisal, instrumental, information and total
family support between before with after
family psychoeducation (p-value 0.0005<a).

CHF is one of the chronic diseases
with a high risk of death (WHO, 2008). This
fact becomes a fear both for clients and
families. Problems faced by clients with CHF
are not only physical problems but also
psychosaocial problems. CHF  client
psychosocial problems can be experienced by
clients themselves or families, with the social
support of CHF clients will have a more
positive attitude to adhere to therapy
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Table 1. changes social support before and after family psychoeducation 2019 (n = 25)

Subvariable/ Intervention FPE Mean SD p value
Variable

Emotional support before 32.36 5.195 0.000
after 39.88 4.46
difference 7.52 0.74

Appraisal support before 14.68 2.996 0.000
after 19.04 2.26
difference 4.36 0.74

Instrumental support before 14.12 3.38 0.000
after 19.32 2.14
difference 5.2 1.24

Informational before 12.52 3.111 0.006
support after 14.88 2.977
difference 2.36 0.13

Social support before 73.68 10.54 0.000
after 91.40 8.48
difference 17.72 2.06

(Eversun-Rose & Lewis, 2005). Facing
family members with CHF will make the
family worry about the illness experienced
by the client ((Volz., Schmid., Zwahlen.,
Kohls., Saner., & Barth, 2011). Based on
these findings, the researcher believes that
the quality of social support in the form of
emotional support, appreciation,
instrumental and information provided by
the family can be influenced by
psychosocial problems that arise in
families who have family members who
experience CHF.

The mean emotional support in
caring for family members who experience
CHF before family psychoeducation is
done 32.36 after family psychoeducation
increases to 39.88. Meaning of
appreciation support in caring for family
members who experienced CHF before
family psychoeducation was carried out
14.68 after family psychoeducation
increased to 19.04. The mean of
instrumental support in caring for family
members who experience CHF before
family psychoeducation is 14.12  after
family psychoeducation increases to 19.32.
The mean of information support in caring
for family members who experience CHF
before family psychoeducation is 12.52
after family psychoeducation increases to
14.88. The mean total social support before
family psychoeducation was 73.68 after
family psychoeducation increased to 91.40.
The provision of family psychoeducation
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can enhance a family's ability to provide
emotional support, appreciation, instrumental
and information to family members with
CHF. This is because every caregiver has the
opportunity to express psychosocial problems
encountered while caring for and is taught
how to provide emotional support,
appreciation, instrumental and information to
family members with CHF.

Provision of therapy as many as 4
meetings for 5 psychoeducation sessions. The
provision of therapy is carried out in
accordance with the frequency and intensity
of therapy in previous studies that have used
family psychoeducation for physical problems
treated in hospitals. Researchers observations
after conducting psychoeducation sessions 1
and 2 (assessment of family problems and
family education on how to care for clients
with CHF and provide family support to
clients with CHF) families express more
diligently to remind sick family members to
take medicine, abstinence from food and
families feel more understanding signs and
symptoms experienced by the client. In
addition, the researcher also observed that
after the psychoeducation session 1 and 2
families openly revealed the problems they
experienced related to their care and personal
problems and that most of the families were
able to explain how to care and provide family
support. After being given session 3 (family
stress management) the family revealed being
able to independently take deep breaths and
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Table 2. Analysis of the relationship between age and income with social
support 2019 (n=25)

Support Variabel R p value
Emotional age 0.36 0.08
Income 0.07 0.75
Appraisal age 0.196 0.35
income 0.10 0.63
Instrumental age 0.28 0.17
income 0.31 0.13
Information age 0.11 0.59
income 0.196 0.35
Social support age 0.29 0.16
income 0.02 0.93

the 5 finger technique. According to the
family, the method taught can help them to
reduce anxiety and even annoyance when
caring for clients who are difficult to
manage. After being given session 4 and
session 5 (burden management and family
empowerment) the family was able to
mention the potential possessed by the
family and the alternatives carried out to
overcome the burden. Based on an
evaluation of the overall psychoeducation
results, the family revealed that what was
done with the specialist nurse as a therapist
was very beneficial.

Previous studies using family
psychoeducation therapy on physical
problems that cause psychosocial problems
have been conducted by Nurbani (2009) in
families of stroke patients with a sample of
22 intervention group families and 23
control group families. Psychoeducation
has carried out as many as 5 sessions in 5
meetings with a meeting time of 45
minutes every day. From the results of the
study found that there was a significant
decrease in anxiety in families who care
for family members with stroke after
receiving family psychoeducation.

In addition, the results of
Rahayu's (2011) study on the families of
leprosy patients with a sample of 21
intervention group families and 21 control
group families. Psychoeducation has
carried out as many as 5 sessions in 3
meetings with a meeting time of 45
minutes every 2 weeks. From the results of
the study, it was found that there were
significant  differences in  family
psychosocial support in families caring for
family members with leprosy after
receiving family psychoeducation.
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Based on the results of research
Nurbani (2009) and Rahayu (2011), it can be
concluded that  the provision of
psychoeducation can improve the ability of
families to provide family support to family
members with CHF. That is because at every
psychoeducation session conducted can help
families in increasing emotional support,
appreciation, instrumental and information. In
addition, the implementation of family
psychoeducation conducted in public hospitals
can be given consecutively every day for each
session. However, the place of the entire
psychoeducation session for families with
physical ailments must still be considered
because it could be a place that can affect the
psychological condition of the family. This,
research experienced at 7 caregivers who
completed meeting 4 (session 5) at home
because family members had gone home. The
family revealed that it felt more relaxed when
doing therapy at home.

Family psychoeducation program in
chronic diseases is very important because
psychoeducation enables families to manage
themselves against diseases experienced by a
family member so that it will reduce burden
disease and improve the quality of family life
(Cooper, Booth, Fear & Gill, 2001). It was
further written that family psychoeducation on
chronic illness is a nursing intervention with
the aim of providing families with information
and skills regarding diet, physical activity and,
stress management for self-care for system
disorders experienced. Educational
interventions  include  psychobehavioral
methods, exercise, biofeedback, meditation
and, psychosocial support.

The
psychoeducation

that
reduce

results showed
interventions can
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anxiety, depression, reduce the duration of
acute disease episodes, improve quality of
life, increase knowledge, improve the
family atmosphere and increase adherence
to therapy (Cartwright, 2007). Some other
studies show that family psychoeducation
therapy can reduce hospitalization by
about 50% - 80% (Dixon et al 2001,
Steinglass 1995 in Varcolis, 2006).

Family psychoeducation research
related to families who have family
members with heart disease shows that
psychoeducation provided for 2 hours in 6
weeks to 57 family participants with
family members experiencing stable
angina showed improvement in symptoms
of the disease in the client (McGillion,
Michael., Judy., Bonnie., Sandra., Coyte.,
Graham 2008).

Sullivan et al (2009) explained that
family psychoeducation provided for 2.25
hours for 8 weeks to 117 participants with
family members experiencing CHF
showed improvement in CHF symptoms
experienced by clients in 12 months.
Nurbani (2009) conducted  5-session
family psychoeducation for 5 sessions on
stroke for 45 participants (22 intervention
participants) wrote that the intervention
group experienced a significant decrease in
anxiety (p-value 0.003). In line with
Nurbani (2009), Rahayu (2011) explained
that family psychoeducation of family
members  with  leprosy significantly
affected family psychosocial support,
referring to the various results.

Psychoeducation can help
caregivers in increasing family support,
reducing family stress and improving
family coping (Pargament, 1998; Kennedy,
2002 in Sullivan et al, 2009). The main
purpose of family psychoeducation therapy
is to exchange information about mental
health care due to physical illnesses
experienced, help family  members
understand the physical illnesses of family
members such as symptoms, treatment
needed to reduce symptoms and others
(Varcolis, 2006). A family is a place of
health and care behavior. In other words,
the family has the function of promoting
health and care for sick family members
(Friedman, 2010).

Based on the results of the analysis
it appears that social support after the
intervention provided by  family
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psychoeducation increased. The results of this
study are in line with the literature writing that
in principle psychoeducation can help
caregivers in increasing family support,
reducing family stress and improving family
coping (Pargament, 1998; Kennedy, 2002 in
Sullivan et al, 2009). The main purpose of
family psychoeducation therapy is to
exchange information about mental health
care due to physical illnesses experienced,
help family members understand the physical

ilinesses of family members such as
symptoms, treatment needed to reduce
symptoms and others (Varcolis, 2006).

Providing information to the client and family
about the disease and the use of coping
mechanisms that effectively reduce the client's
tendency to relapse and the effect of the
disease on other family members (Towsend,
2009).

A family is a group of people who are
emotionally connected in togetherness to
develop patterns of interaction and
relationships (Carter & Mc Gldrick, 2005 in
Boyd, 2008). Family participation in
accompanying medication, diet, physical
exercise and positive leisure time filling is a
form of active participation in the successful
management of CHF (Eversun-Rose & Lewis,
2005). As the main support system for CHF
clients, families are expected to be able to
fulfill 5 family functions and family duties in
the health sector. In families with one member
experiencing CHF, the health care function is
needed by the client. Clients who have high
support have the ability to undergo therapy
well compared to clients who receive little
social support (Gallagher, Luttik & Jaarsma,
2011).

In families, family members can be
found to play an important role in caring for
sick family members. A caregiver or family
carer is someone in a family who provides
care for other people who are sick, even
usually the person is very dependent on his
caregiver (Oyebode, 2003). The presence of
family is very meaningful and makes feeling
more comfortable for sick family members.

There is no significant relationship
between age with the support of appraisal,
instrumental, information and total social
support (p-value> o). While for emotional
support there is a relationship between age
and family support (p-value 0.08 <a).
However, when seen from r = 0.36 indicating
a moderate relationship with a negative
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pattern, the more age the lower the

emotional support provided.

Individual perception related to the
support received can protect individuals
from stressors, strengthen self-efficacy and
individual values. Individual perceptions
about the support or social support
received by individuals are very beneficial
for the health and well-being of individuals
(Ghazarian & Roche, 2010).

Social support is the availability of
people who are trusted by individuals, on
which individuals can depend, and feel
cared for and valued as individuals. This
means that social support provided by the
family caregiver is an activity and effort
physically, mentally and emotionally to be
involved in caring for, responding to, and
supporting patients (Chappell & Funk,
2011).

Older caregivers provide support
without looking at it as a burden. Older
people are more experienced in handling
stresses from additional responsibilities.
Older caregivers may have more time and
experience to develop more effective
coping skills (Mitchell & Knowlton,
2012).

The characteristics of the CHF
caregiver in the study showed the average
age of middle adults with average income
above the Regional Minimum Wage of
Bandung. There is no significant
relationship between age with the support
of appraisal, instrumental, information and
total social support.

Based on the results of data
analysis, it can be shown that there is no
difference in age and income with the
support of awards, instrumental,
information and total social support due to
caregivers in middle-aged adults. The
Caregiver considers that providing social
support is a responsibility for older family
members. Moreover, with caregiver
income above the minimum wage in the
city of Bandung, the caregiver in
socioeconomic status is not a problem in
providing social support.

Emotional support there is a
relationship between age ( r = 0.36)
indicating a moderate relationship with a
negative pattern, the more age the lower
the emotional support provided. The
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existence of these results shows that
emotional support is associated with age with
a negative pattern, researchers assume that in
the context of the local community's culture
which has the view that older people will
think of disease is something that must be
accepted with increasing age.

There is no significant difference in
the average family support provided by

caregivers based on gender, educational
background, occupation and  caregiver
relationships with patients. p value> a,

meaning there is no relationship between sex,
level of education, occupation and patient
relationship with social support in caring for
family members who experience CHF. Social
support is a protective factor against blood
pressure. People who have more social
support don't get stressed easily. People who
live under pressure and have a minimum
social support system have much higher blood
pressure. Poor cardiovascular health can occur
in people who are exposed to stress and do not
have social support. The family is important
as a provider of social support. Families have
a protective effect from stress experienced by
family members and reduce the risk of
hypertension. Family support can stabilize
blood pressure in old age (Al-Kandari, 2011).

Family caregivers often experience
stress not only by giving care assignments but
also with a myriad of other difficulties in daily
life. The caregiver can experience stress
proliferation, where initial  caregiving
demands cause secondary stressors such as
increased excessive roles or caregiver burden.
The primary role of caregivers may not be
primarily stressful, but their role can trigger
secondary stress effects, such as lack of time
and energy to engage in other social roles and
feelings of appreciation (Mitchell &
Knowlton, 2012).

The results showed no differences in
gender, education level, employment and
caregiver relationship with social support.
According to the researchers, this is due to the
fact that the caregiver is more female, the last
education is more highly educated, the
caregiver is more not working and the
caregiver is the nuclear family of the patient.
The opinion of researchers in accordance with
the culture of the local community girls from
nuclear families have the responsibility to care
for parents and caregivers who were
respondents in the study revealed that girls are
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responsible for caring for parents who are
sick. A high caregiver educational
background makes it easy to receive
information from the health team so that it
helps the caregiver in providing
information support. Researchers see that
further research can be done by expanding
the relationship between caregivers and
patients

LIMITATIONS

It was difficult looking for the CHF client
who was treated in a stable condition and
the caregiver was a family member and
lived in the same house as the client. These
are common challenges to applied research
in the community.
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CONCLUSION

Family psychoeducation can be provided
to families who have family members with
CHF to increase family support in caring
for these family members. As an effort to
strengthen the results obtained, in addition
to family psychoeducation can be given
further therapy in the form of self-help
groups that will facilitate CHF clients and
families who are both experiencing similar
problems so that the benefits of providing
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therapy can be felt by the community on an
ongoing basis. For the Hospital to develop
mental health programs in hospitals that can

facilitate

the handling of psychosocial

problems experienced by clients and families
who are treated with CHF by involving the
counseling department in the hospital.
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