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Abstract 

Background: Nepal is one of the poorest and least developed countries in the world. The 

health care is expensive and inaccessible for many, since the majority of the population lives in 

rural areas. Within the Nepalese culture, where the majority of the population are Hindus, the 

traditional family constellation is a strong unit and decisions are often collectively made within 

the family. The strong family unit underlies the social structures of Nepal’s society. Research of 

the family’s involvement in the health care shows positive health outcomes for both patient and 

family. Therefore, it was in our interest to explore nepalease nurses´ view of the family’s 

importance in health care.  

Aim: The aim of this study was to explore Nepalese nurses´ view of the family´s importance in 

health care. 

Method: A qualitative study with semi-structured interviews was used. Five nurses working at 

a hospital in Kathmandu participated in the study. For analyzing data, qualitative content 

analysis described by Granheim and Lundman (2004) was used.   

Results: The result is divided in four main categories, containing sub-categories. The main 

categories are; family as a caregiver; family´s economic situation affects the patient´s care; 

family as a decision maker and health benefits for the patient and the family.  

Discussions: The discussion is based on the study´s theoretical framework; family centered 

care. The result is also being discussed in relation to the concept of autonomy and the natural 

caregiving role.    

Keywords: Family-centered care, caring, Nepal, family unit, nurse 

 

 

 

 

 



 

  
 
 

 

 

Sammanfattning  

 

Bakgrund: Nepal är ett av världens fattigaste och minst utvecklade länder. Sjukvården är 

kostsam och otillgänglig för många då majoriteten av befolkningen bor på landsbygden. Inom 

den nepalesiska kulturen, där majoriteten är hinduer är den traditionella familjen en stark 

enhet och beslut tas ofta gemensamt inom familjen. Den starka familje-enheten ligger till 

grund för Nepals sociala strukturer i samhället. Forskning visar att familjens delaktighet i 

vården har positiva hälsoeffekter för både patient och familj. Det var därför av intresse att 

undersöka nepalesiska sjuksköterskor upplevelse av familjens betydelse i vården. 

 

Syfte: Syftet med studien var att undersöka Nepalesiska sjuksköterskors upplevelse av 

familjens betydelse i vården.  

 

Metod: En kvalitativ intervju studie med semi-strukturerade intervjuer användes. Fem 

sjuksköterskor som arbetade på ett sjukhus i Kathmandu deltog. För dataanalys användes 

kvalitativ innehållsanalys utifrån Granheim och Lundmans(2004) definition.  

 

Resultat: Resultatet är uppdelat i fyra delar med subkategorier. De fyra kategorierna är; 

familjen som vårdare, familjens ekonomiska situation påverkar patientens vård, familjen som 

beslutsfattare och hälsovinster för patienten och för familjen.   

 

Diskussion: Diskussionen utgår ifrån på studiens teoretiska utgångspunkt; familjecentrerad 

vård. Resultatet diskuteras även i relation till det vårdvetenskapliga begreppet autonomi och 

den naturligt vårdande rollen.  

 

Nyckelord: Familjecentrerad vård, vårdande, Nepal, familje-enhet, sjuksköterska     
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1 Introduction 

During our nursing education, we learned that the family’s involvement in care is 

important, both for the family and for the patient. For the patient, the family’s 

involvement might generate a feeling of wellbeing, even during illness; it may also 

contribute to a feeling of identity and kinship. In some cultures, the family might be an 

even stronger source for identity and kinship. In Nepal, the family is a strong unit and 

commonly involved in the patients’ health care. Therefore, it was in our interests to 

investigate the family’s importance for health care and gain a broader view about the 

family in care, as well as in multicultural aspects.       

2 Background 

2.1 Nepal 

Nepal is a small country, situated between India and China (Globalis, 2014). It is rich in 

nature beauty and has eight of the world’s ten highest peaks.  It is one of the world’s 

poorest countries and heavily dependent on foreign aid and loans, as well as remittances 

from Nepalese working abroad. The country is defined by the United Nations (UN, 2014) 

as one of the least developed, industrialized and urbanized countries in the world. Nepal 

has a population of approximately 28 million citizens. Large parts of the population make 

a living on agriculture, which represent 33 % of the country’s Gross Domestic Product 

(GDP). The rest of the country’s GDP constitutes of 49 % services and 14 % industry 

sector. 2013, Nepal’s per capita GDP was estimated to 1276 Purchasing power parity 

(PPP) dollar, compared with Sweden’s 34945 PPP dollar per year.  

   The under-development of Nepal’s industry, commerce, export, agriculture, as well as a 

weak juridical system has contributed to a weak economic situation and lack of work 

opportunities (United Nation Development program (UNDP), 2014). Almost a third of 

every child does not finish primary school, which has contributed to an expansive 

illiteracy among grownups (Landguiden, 2014). Human Development Index (HDI), a rate 

to measure a country’s human development through life expectancy, education and 

income per citizen. Nepal was estimated to 0,450, comparing to Sweden’s 0,898 

(Världsbanken, 2014).          

      In 1990 Nepal switched from monarchic rule to democracy, in hope for an economic 

revival (Regmi & Madison, 2009). Conflicts between Maoist guerillas and the 
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government have disrupted all aspects of Nepalese life, also its fragile health care system. 

Political conflicts and unrest has led to civil instabilities, which has obstructed the 

country’s economic and social development. Since civil unrest, poverty equality, 

combined with low education level and illiteracy, has led to a stagnated economic 

situation; it can be assumed that developing, for example within health care, work 

opportunities and environment issues have been neglected due to lack of resources and 

knowledge.  

  The population consists of 85 % Hindus; (Landguiden, 2014) the rest consists of 

Buddhists, Muslims, Christians and other minority groups. Nepal consists of different 

groups of people who are defined by caste, language, ethnicity and partly religion.  

   The caste system is an actuality in the Nepalese’s daily life. People without caste are 

exposed to discrimination and abuse (Nepal, 2014). Even women have lower social status 

than men and lower access to education, economic resources and political power (Regmi 

& Madison, 2009). 

2.2 Health Care in Nepal 

The health care system in Nepal mainly provides biomedical medicine and treatment. 

Some health care workers can also support the traditional medicine and treatment, but it 

is not highly implemented as in for example China (Gibbon, 1998). Health care services 

in Nepal are located in urban areas and delivered through hospitals (UNDP, 2014). The 

health care is unavailable for many people, due to the fact that 80-90 % of the population 

lives in rural areas where the health care is delivered by health posts. Nepal is challenged 

by the precarious political situation, which affect the progress towards the Millennium 

Development Goals (MDG). Nepal offers an intriguing case of challenges about meeting 

public health goals in post-conflict countries. The country illustrates how the public 

health agenda could be formed by social forces or political issues. It also shows that 

health is related to political issues (Tsai, 2009). 

   It is difficult and expensive for people living in rural areas to get to hospitals and 

improved access to healthcare in villages and rural areas is highly needed (Singh, 2004).    

Due to the lack of health care providers at health care facilities, the distribution of 

essential drugs and commodities has been difficult, even impossible, and the delivery of 

vaccines is not yet sustainable.   

    Owing to limited governmental founding for healthcare, patients are required to pay by 

themselves, both for services and items that are being used (Wetzig, 2004). The health 
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care stuff writes a shopping list for the family, including the medical items that will be 

used for the treatment. Treatment is not given until all the needed supplies arrive. Due to 

the high cost of treatment and medication, health care is only available for quite rich 

families. Few can afford a health care insurance in Nepal and poor people will therefore 

not have the same access to equal healthcare. There is a lack of healthcare resources and 

disposable items are therefore multiple re-used and re-sterilized. Due to the minimal 

health care system in Nepal context, the family care is commonly the only option when 

one gets ill and requires care. The more sons a family consists of, the likelihood of 

receiving care increases, due to cultural patterns of co-residence and the historic gender 

structures within the society (Yarger & Brauner-Otto, 2014).  

   Nursing is an exclusively female profession in Nepal (Wetzig, 2004). The staff has one 

day off a week and small shifts allowance. The nurses´ average daily wage is equivalent 

to housekeepers or a laborer’s daily wage, which is 200 Nepali Rupees, equal to 20 US 

dollars. Within the physical and psychological treatment, Hindu patient wish the health 

care professionals also to treat and cure their spiritual and religious needs (Waldman, 

Perlman, & Chaudhry, 2010).                  

 

2.3 Health situation in Nepal 

Nepal lacks access to sanitation and clean water, which is a common cause for spread of 

diseases (UNDP, 2014). The health care in Nepal invests to reduce the prevalence of the 

most common infectious diseases, such as leprosy, tuberculosis, malaria and diarrheal 

diseases. One of the UNs development goals is to slow the incidence of malaria, which 

Nepal has achieved according to UNDP.   

     The government of Nepal is still tackling infectious diseases and therefor lacks enough 

resources and knowledge about non-transmitted diseases (Bhandari, Angdembe, Dhimal, 

Neupane & Bhusal, 2014). Sexual transmitted diseases (STDs) are a growing issue in 

Nepal. The prevalence of HIV/AIDS increases due to the fact that so many women in 

Nepal are exposed to trafficking or sex work. Due to poverty, low educational levels and 

inequality, the work against HIV/Aids is aggravated. Non-transmitted diseases such as 

cancer, cardio-vascular diseases, diabetes and chronic obstructive lung disease have 

become a larger public healthcare issue in Nepal (World Health Organization, 2014). 

   One great challenge a developing country like Nepal is facing, is the high death rate 

associated with childbirth and pregnancies. Low demand for and access to maternity 

services; contribute to one of the country’s huge issues (Regmi & Madison, 2009). 
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Abortion was legalized in 2002 and the deaths related to pregnancies have ever since 

decreased, but the numbers of women dying during pregnancy and giving birth is still 

among the highest rates in the world (SIDA, 2014). In rural areas, over 90 % of the births 

occur at home, whereas only 8 % occurs at health facilities. The use of maternal health 

care is low in Nepal. To reduce the high maternal mortality rates, the government has 

made a great deal of efforts to improve the maternal health services, both in accessibility 

and quality (Furata & Salway, 2006). It is asserted that gender equality is an important 

factor for improving maternal health. In Nepal, women have low status and gender roles 

are suggested as a main factor for restricting women´s access to health services during 

pregnancy.  

 

2.4 The Nepalese culture and the family 

The majority of the populations in Nepal are Hindus (Shanmugasundaram, O’Connor & 

Sellick, 2010). Hinduism is a collective term for many different religious guidelines and 

traditions originating from India. In contrast to many other religious believes, the 

religiosity is individual but most Hindus share a common way of viewing life, 

philosophical principles and the belief in reincarnation of the spirit.  

    The family is a powerful and strong unit in Hindu cultures (Rolls & Chamberlain, 

2004). In Nepal, the traditional family constellation is the basis for social structures in the 

society. Also, the societal structures encourage and promote the maintenance of the 

stability and continuity of the traditional family. There is a collective view of owning 

within the family, that is, nothing is solely mine or yours. Property belongs to the whole 

family as a unit. Rules concerning behavior and conduct are strictly enforced and little 

space for privacy is given. The strong family boundaries and the family unit’s importance 

for the identity encourage cooperation, loyalty and affection within the Nepalese family. 

    Religious and cultural manners and traditions is a great part of the Hindus’ daily lives 

(Jacobsen, 2004).  Age, wisdom and lifelong experiences are equal to high status and 

authority and elders in the family are highly respected. It is important to always consult 

the elders before making any decision of one’s own, such as decisions concerning 

marriage or educational matters. Young family members are guided by their parents or by 

the elders in the family (Shanmugasundaram, O’Connor & Sellick, 2010).   

    Since the ninth century, the Hindu religion and Brahmin caste system reversed Nepali 

women’s social and cultural status (Regmi & Madison, 2009). Gender roles grew, where 

the woman have been discriminated and sub ordinated the male sex. These social and 
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cultural structures still prevails in Nepal, particularly in rural areas. Nepali woman is 

often socially and economically depended on their husbands. Commonly, Nepali 

women’s husbands or male family member make decisions for them, which affect the 

women’s independency, autonomy and decision-making, for example concerns of the 

woman’s own health care. Cultural and social norms, values and beliefs maintain the 

unequal gender roles, the benefits of being man and therefore the preferences for sons. 

Girls are therefore structurally disadvantaged and discriminated since birth and 

prostitution and sex slavery is common among Nepalese girls. 

    The family has traditionally been used as a concept for people who are bounded to 

each other, by blood or marriage (Kean & Mitchell, 2013). The conception of what a 

family is, rely on experiences as well as cultural assumptions. Even the identity could in 

some cultures be connected with the family and relatives. Research within the 

international health care is built on an assumption about a person-centered ideology, 

where the family has a legit focus in the health care.   

      

2.5 Family within health care 

Research shows that the family generally has a wish to be a part of the health care, also a 

need of good communication and a close cooperation with nurses to gain a better 

understanding about their family member’s condition (Holmgren, Emami, Eriksson, & 

Eriksson, 2014). International studies have shown that it has positive outcomes for the 

patients, if the family is involved in the care. The family can work as a decision maker 

and give a view about how the patient was before the disease. The family and the patient 

may have different perspectives and different opinions regarding the patients’ health and 

decision making about treatment. Therefore, there is a potential risk of family 

discordance and loss of the patients’ autonomy (Shin et al., 2013).  

   In cultures where the family relationship is highly valued, the concept of autonomy may 

extend beyond the individual, also including the family. In most of the eastern countries, 

preserving family harmony is highly prioritized over the individual preferences. Family 

becomes a decision making unit and the patient’s autonomy changes (Shin et al., 2013).     

 

2.6 Problem Statement 

Within the work with patients, nurses often get in contact with the patients´ families. 

According to western perspective on care science, the family is seen as an important part 
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in health care, the majority of people in the western European countries have access to 

medical services. In Nepal where the health care is inaccessible and expensive for a lot of 

people, family may be seen to play another role. Due to strong family boundaries and the 

strong family unit that consists within the Nepalese culture, it may be assumed that the 

family is involved when something occur to someone in the family. In order to 

understand cultural dimensions in family care, Nepalese nurses’ perceptions of the family 

in health care was of interest.   

 

3 Aim 

The aim of this study was to explore Nepalese nurses’ view of the family’s importance in 

health care.       

 

4 Theoretical framework 

Family-centered care 

According to the science of care, the human being is seen as an un-shareable unit of 

physical, psychological, existential and social dimensions (Benzein, Hagberg & 

Saveman, 2012). Illness affects the social context the human consists in, which therefore 

also will affect the patient’s family. Within the western caring science, the family is seen 

as an important part for the health care. According to a family-centered perspective, the 

family is seen as a unit, and what occur to one family member will affect the whole 

family.      

   For this study, family-centered care defined by Benzein, Hagberg & Saveman (2012) 

was chosen as theoretical framework, which is relevant when it comes to explore the 

family´s importance in health care. A family-centered perspective focuses on the family 

as a unit; what occur to one in the family affects the whole family (Benzein, Hagberg & 

Saveman, 2012). The theory is grounded in purpose to support families in a caregiving 

role. Family, patient and health care staff is seen as mutual important parts to gain 

optimized quality within health care. According to Benzein, Persson & Syrén (2012), the 

patient is always a part of a bigger unit, its family, and the family must be considered as a 

whole, a system.  

    Family-centered care involves care planning around the whole family, not only the 

individual (Hamilton, Corlett & Dowling, 2014). This perspective can contribute to gain 

better health for the patient, as well as that more resources of the family are used. 
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However, nurses can sometimes experience hidden stress when it comes to provide care 

for both the family and the patients’ needs, which may contribute to nurses’ incapability 

to provide a family-centered care (Kean & Mitchell, 2013). The family will play a more 

significant role in the care in the future due to the fact that more patients´ will be cared 

for in their homes (Benzein, Persson & Syrén, 2012).   

   The science of caring is grounded on four concepts, which are; human, health, 

environment and caring (Wiklund-Gustin & Lindwall, 2012). For this thesis the concept 

of caring was chosen. Katie Eriksson defines caring in two dimensions; the natural 

caregiving role and the professional caring. The natural caregiving role means that the 

human being has an inherent will to care for each other and human relations. The 

professional caring refers to the patient’s fundamental, human and medical needs. The 

professional caring role also focuses to restore the patient´s health. The authors chose to 

use caring for this thesis, since the study highlights both the nurse and the family as a 

caregiver.     

   

5 Method 

For this study, qualitative method was used. Qualitative research describes subjective 

experiences and to explore every situation as new, without any preconceptions (Olsson & 

Sörensen, 2011). The purpose is to describe what characterize a phenomena, in order to 

reach understanding. The method is based on a holistic view and focuses to the entirety, 

not only the separately individual parts. Experiences are dependent on the social context 

the human being consists in, and the individuals’ reality is a result of the interpretation of 

their experiences. The method is appropriate to understand nurses’ view of family’s 

importance in health care in Nepal. 

 

5.1 Participants and procedure 

The study was performed at the private hospital in the outskirts of Kathmandu with help 

of the contact person at the hospital who was introduced to the authors through an 

international cultural exchange organization.              

 The participants in this study were five female nurses. All women were working full 

time, i.e. on average six hours a day, six days a week. Two nurses worked at general 

ward, one nurse worked at the OT (Operation Theater), one nurse worked at the 

emergency ward and one nurse in the ICU (Intensive care unit).  
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     A pre-meeting took place at the hospital in order to inform about the study’s purpose. 

The minister of administration agreed on performing the study. The head nurse of the 

hospital suggested a number of nurses who spoke English well. Hence, the choice of 

participants was based on language qualification in English. The nurses suggested by the 

head nurse were given an information letter (Appendix 1) that explained the study´s 

purpose and they were invited to contact the researchers or be contacted if they were 

willing to participate. All nurses agreed to participate, and time and place for the 

interview were scheduled. The participants decided places were the interviews would 

take place. The ambition was that it should be private without distracting or annoying 

noises, but that was hard to avoid, since there was no isolation in the rooms were the 

interviews were carried out.  

 

5.2 Data Collection 

The interviews were semi-structured, meaning the informants were asked opened-ended 

question and the same opening question was asked each informant on the basis of an 

interview guide (appendix 2). The participants were given the same opportunity to share 

their own view and opinion within the same theme and question. The interviews were 

performed by one of the authors, except for one interview, where both authors were 

present based on the wish of the informant. The interviews lasted for 20-45 minutes and 

were recorded with a recording device. The transcriptions commenced shortly after 

completing the interviews. Both authors listened to the interviews whereas one 

transcribed and one handled the recording device. 

 

5.3 Data analysis 

For analysis of the collected data, content analysis as described by Graneheim and 

Lundman (2004) was used. Content analysis is a frequently used method in research 

within nursing science. The method relies on the assumptions that one can interpret and 

experience the reality in various ways. This method consists of several steps, such as 

choosing unit of analysis, so called meaning units, condensation of meaning units, and 

further through abstraction process to formulate codes, categories and/or themes.  

    When using a qualitative method, co-operation and understanding between the 

informants and the researchers is required, thus the collected data material is value-

bound, mutual and contextual (Graneheim & Lundman, 2004). A qualitative content 
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analysis will always imply some degree of subjective interpretations, which comprises a 

risk for the trustworthiness of the result.              

     In this study, the analysis is mainly based on manifest content. Manifest content 

focuses on the visible and obvious component that means, analyzing what a text says. In 

comparison, the latent content focuses on the underlying meaning in the text, which is 

achieved through interpretation. Interpretation is used for both manifest and latent content 

but will vary in depth and grade of interpretation.  A meaning unit is a statement or 

composition of words which relate to a central meaning. Condensation is about 

shortening a text by reducing parts without any loss of quality or significance of the 

content.  

     During the analyzing process, the authors read the collected data several times to gain 

an understanding of the material as a whole. The interviews were read by the authors first 

separately and then together. Both authors constituted the meaning units together and 

codes and sub-categories were founded. A table was made where meaning units, 

abstraction, codes, sub-categories and themes were written and placed in different 

columns (Appendix 3). Thereafter, the interviews were read various times and categories 

were created. A category is a group of different contents which shares common qualities. 

When creating categories, data related to the purpose should always be included in the 

result, even though there is a lack of suitable category. Any data should fit in to more 

than one category. Further abstraction can divide a category into subcategories, but the 

subcategories can also be abstracted into a category (Graneheim & Lundman, 2004). 

 

6 Ethical Considerations 

The study was approved by the Research Ethic Committee at the Department of Health 

Care Science at Ersta University College (1505/A). Prior to the interviews, the 

participants were given oral and written information about the study assuring 

confidentiality and anonymity. The information also contained information that the 

participation in the study were voluntarily and the right to terminate the participation at 

any time without explanation. The participants were informed that the collected data only 

would be used for this study and that it would be destroyed after finishing the study. 

Before the interviews begun, the informants were once again assured about 

confidentiality and anonymity. The informants were compensated for loss of working 
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time. Four of the informants accepted the compensation, while one of the informants 

declined. The study was approved by the minister of the administration at the hospital.  

 

7 Result 

7.1 The Context of the Study 

The authors’ observation during the time at the hospital in Nepal was that the family is 

managing most of the patients’ daily care. Commonly, in the wards, there are many 

family members around the patient at the same time, and staying overnight. In Nepal, 

there is electricity blackout thirteen to sixteen hours a day, which complicates the daily 

work for the health care stuff. At the hospital where the study took place, no elevators 

existed which delays transportation in emergencies and acute situation. In these 

situations, the family is vital for the patient´s displacement. The result consists of four 

categories (Appendix 3).   

 

7.2 Family as a caregiver  

Most care is provided by the family 

The participants described that the family care for the patient´s physical needs. 

In general, the informants described the family as a life-long supportive unit. Thus, 

within the family, the family members are always supporting each other, without 

exceptions, when someone needs hospital care. The family will be there and care for the 

family member during hospitalization. Several participants expressed that the family 

caring for the patient is expected in the health care. The participants highlighted the 

context of Nepal, were it is common that nurses have the responsibility for a lot of 

patients. Not seldom, there could be forty patients on one nurse.  

They (family) are automatically involved…also they will come and ask can we do this can we do 

that, and do this or not, they are involved. (4)  

even though we are older we are with our families so whenever we get sick or we are in some 

problems there are always our family members to help us. So family is very important here (5) 

According to the participants, the family is the one who provide most care to the patient. 

The participants shared an apprehension that the family is needed for various purposes in 

the care, such as to provide medicine, feeding and care for the patient’s bodily needs. The 

participants described that the family operates as a practical caregiver. This could 
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implicate helping the patient to switch position, help toileting, moving and eating. 

Accordingly, the family will support the patient in all the bodily needs one can require 

while admitted to hospital.  

Family cares for the patient’s emotional and psychological needs 

The participants expressed that the family also gives care beyond physical needs. 

Generally, the informants had a view of the patient as a spiritual and cultural being, with 

emotional and psychological needs. Several of the participants described the family´s 

caregiving role as more than caring for the patient’s bodily needs. The participants 

described that the family’s caring role extends beyond giving medical support, which is 

the care that nurses substantially provide. The family has a crucial role as a supportive 

source for the patient. The supportive role and the care beyond physical needs could be 

signified in a way that the family cares for the patient’s psychological and emotional 

needs.    

The patient they are bounding with their visitors(family) and the patient emotionally and 

psychologically  it is very important that the family is also a part to care for that/…/ to give them 

moral support to give them emotional and psychological support, the family is also involved (3) 

 

Yes visitors (family) come to help, patients are also spiritual and cultural  

 

Further on, the participants highlighted the importance that the family gives emotional 

and psychological care, and the participants described that the family are the most 

advantageous caregiver for psychological and emotional care. The participants described 

that during hospitalization, the patient will not think clear, therefore caring for these 

dimensions is an essential part for the patient to get   

 

Family help nurses in caring 

Further on, the participants described that the family shows a wish for involvement in the 

care. According to the participants, the family members always ask if there is something 

to do, or anything they could help the nurses with in caring situations. The participants 

expressed that the family wishes to participate was helpful for the staff, seeing that the 

nurse had too many patients to look after. During hospitalization, the family is constantly 

by the patient’s side, and would accordingly report to the nurses and inform them if the 

patient’s condition would change. This was seen as a great help, since the nurses not 
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always are able to see if the patient’s condition would change.  

   

     

There are a lot of patients and one sister and the cure is provided by visitors(family) also, like 

helping with daily routines. (4) 

 

because they (family) are just by the patients side all the time, what they need…that is a great 

help for us that they are informing us about the patients care, that helps a lot” (4) 

 

I know that you (the nurse) are very busy, so what can we(family) do, please inform 

us....he(family member) was very cooperative and it was very appreciated that he helped us, 

he was involved taking care of family.  

 

The participants also shared a belief in the family; a reliance of the family as caregiver 

and a belief that family can give good care for the patient. The participants expressed that 

the care that is given by the families should be supervised by the professional health care 

personals. However, the nurses shared an assumption of the family as self-evident care 

provider and as a help for the nurse in caring. 

 

Having family is important to get care 

It emerged that the family’s involvement and caring is crucial for the patient´s asset of 

care during hospitalization. In general terms, the participants described the importance of 

having a family within the health care. If some of the patient’s family is absent or not 

existing, another patient’s family is required to care for that patient. The hospital would 

also provide special care for that patient, which the participants described as a 

compulsory since the nurses are not able to be available at the ward all the time.  

  

if they are not having their family…Family members helps a lot with that patient and we give a 

special care for them who don’t have family members with them so they may need anything at 

any time, we should be available over there (4) 

 

7.3 The family’s economic situation affects the patient’s care 

Family as an economic provider  

The participants spoke about the family as the economic provider for the patient. They 

explained that all financial issues concerning the healthcare were supported by the family 
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members, such as buying medicine and pay for treatment. The health care in Nepal was 

described to be expensive and thereby not affordable for each and everyone in the 

population. The participants highlighted what a decisive role the family plays as 

economic support and provider for the patient’s healthcare.  

         

It is very difficult to get health care. Most of the time the family pays for the health care(5) 

 

Further on, it was described that all economic matters concerning the healthcare are done 

by the patient’s family members. Since the economic provision is crucial for whether the 

patient gets care or not and which quality of healthcare the patient is given. 

Consequently, the interviews exposed a view on the family as highly determinant for the 

patient’s healthcare.  

 

Family’s economic situation affects the quality of the patient’s care 

Due to expensive health care in Nepal, the participants expressed that the family’s 

economic situation is crucial for the patient’s care. According to the participants, the 

family pays for most of the patient’s care. The healthcare was described as difficult to 

get, due to health care costs. The care given to a patient commonly depends on the 

family’s economic financial situation. When care is not affordable for the family, the 

patient will not be provided care or treatment. Also, the quality of the patient’s care 

highly depended on the family’s economy. The participants explained that a patient’s 

family can decline vital care for the patient, due to economical strains. Such situations 

where described by the participants to be tragic and generated the feeling of 

insufficiency, not being able to help the patient and the family. 

 

            It feels very sad not be able to help them (patient).” (5) 

 

The participants described that the family’s economy can result in no treatment for the 

patient. Consequently, if the patient is aware about the family’s bad economy, the patient 

can feel like an economic burden for the whole family and therefor decline necessary 

health care. 

 

               In Nepal context the economic condition is not good/…/They(family) will always say they don’t      

               have enough money, “what should we(family) do”? 
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7.4 Family as decision maker 

Family decides about the patient’s care 

The participants asserted the family to be the main decisions maker regarding the 

patient’s care. The family members were asked ahead of the patient, what care to perform 

or not, whereas the family was seen to be the obvious decision maker. The participants 

described situations where the treatment could be vital for the patient. Due to economic 

conditions or other circumstances such as cultural aspects, the family decides whether the 

patient would get care or not, even if the treatment is considered crucial.   

 

In all cases here, family are involved in decision-making. If we are about to perform a surgery, we 

ask their family member, if they say yes then we do the surgery if they say no we don’t do the 

surgery (5) 

             

Most of the decisions are taken by the family members. Even though if the patient says, I don’t want    

to take that, I don’t want to get admitted in the hospital and the family members say they have to 

stay, they stay(5) 

 

The participants explained that the family took part in decisions concerning the patient’s 

stay in the hospital. Due to the strong family boundaries, decisions are made by the 

family as a unit or by the family solely excluding the patient from the decision making.  

Consequently, the family occasionally takes decisions against the patient’s will.  

 

7.5 Health benefits for the patient and the family  

Patient’s recovery 

In general, the participants described the family to be crucial for the patients’ health and 

recovery. It was expressed that the family´s homemade food hade great importance for 

the patients’ health and recovery process. All of the participants shared a common belief 

in positive health outcomes that homemade food brings to the patient. Commonly, the 

patients’ families daily provide food to the patient. The participants described that the 

food that the hospital could provide were not healthy for the patient. They illuminated the 

importance of homemade food and highlighted it as an essential part for the patients’ 

recovery.  
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          Patient’s party (family) also provide feed therapy(3) 

           

 

The family’s provision of food could contribute to the patients’ health, both for the 

healthy aspects of food that are being cooked in their homes, also the feeling of 

recognition and maintaining ordinary daily habits.  The participants went on saying to 

provide the patient with food was seen as an essential part of caring for the patient, which 

will also have positive outcomes for the patients’ health and recovery.  

    

…and also involve patient’s party(family), it helps for patients to recover fast(3) 

 

Giving strength to the patient 

The participants described positive outcomes when the family members were involved in 

the patient’s care. When the patient’s family member is closely involved with the patient 

and care about the patient, the sense of familiarity occurs to the patient who will get 

strengthen by the family’s presence. 

    Most of the patients when they are with their family they are strong enough to ask questions. (5) 

Further on, one of the participants pointed out the family’s encouraging role. When the 

patient has the family by their side, they get strong and brave. Due to the strong family 

boundaries, the patient gets motivated to get better for the family´s sake. The participants 

expressed the strengths and power that are being gained for the patient when they are 

together with their family. When the patient is strengthened by their family they are more 

courageous to participate in their own care. The participants described that in situations 

where the family is absent, the patient is not courageous enough to ask questions about 

the care, and are therefore at risk to be less informed than a patient with their family 

present. Thereby, with the family’s involvement, the patients’ participation in the care 

increases and the patients’ health will improve.  

Patient´s wellbeing 

All of the participants narrated about the care and the presumption of the family´s 

involvement in the care. According to the participants, the family´s involvement increases 

the patent’s feeling of wellbeing. Over and above the practical care the family provides, 
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such as providing food and taking vitals, they also support the patient on an emotional 

level. By being present for the patient, the family´s involvement can bring forth a feeling 

of calmness, safety and confidence upon the patient.         

 

               If they(patient) will have the family involved it will feel nice and it will very much effect the    

               health for the patient.(4) 

 

               And even the patient will feel better when the family is helping caring about them, by helping     

               them.   

   

 Some of the families assumed that the caring was the nurses´ business. The participants 

described that some families don’t want to get involved with the medical issues. Whereas 

the nurse felt confident to trust the family with the medical tasks, and was convinced that 

all the care could be given by the families. Several participants shared the conception that 

the patient would feel better when the family helped caring for them.    

 

8 Discussion 

8.1 Discussion on method  

The trustworthiness of the study could be put in question, due to the fact that the selected 

participants were based on a third personas suggestion. To assure the trustworthiness of 

the study and to avoid that the selection should have been made on preconceived 

information and cognizance about the participants, the selection should have been made 

by the authors themselves.      

   The purpose of the study was to explore nurse´s experience of the family´s importance 

for the health care; therefore the authors found qualitative method suitable. The number 

of participants in qualitative content analyses should be restricted, to catch a quality and a 

deeper understanding of phenomena (Olsson & Sörensen, 2011). Therefore the authors 

found that five participants would be suitable. On the one hand, a larger amount of 

participants could have increased the representability of the study and make the result 

more applicable. On the other hand, a fewer amount of participants could have deepened 

the analyses and the understanding of the phenomena. In addition, due to the limitation of 

time a fewer amount of participants could have been considered and thereby a deeper 

understanding could have been achieved.   

   The selection was based on English language qualifications. All the participants spoke 
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English but with some limitations. Due to a limited vocabulary and difficulties to hear 

and understand the Nepalese accent, the interviews demanded repetitions and 

explanations to understand the meanings and content of the statements. The linguistic 

differences also contributed to some difficulties and misinterpretations for the 

participants to understand and comprehend the content of the questions. The authors were 

aware about the eventual impacts of these factors and were taking them into 

considerations while transcribing the interviews and during the analyzing process. 

Despite some difficulties hearing everything the participants said on the recordings, the 

authors were extra careful not to miss out on any particular words that could of have 

significance for the meaning and content of the narratives.  

   The trustworthiness of the study can increase with cognizance concerning one’s own 

preconceptions and misinterpretations. Prior to the study, the authors talked through their 

thoughts, views and pre-understandings to minimize the risks of bias. The awareness of 

this followed the authors through the whole process. Yet, the possibility that the author’s 

preconceptions may have affected the analyzing cannot be disregarded (Olsson & 

Sörensen, 2011). There is also a potential risk that the authors’ interpret the answers to fit 

the aim of the study. The authors had awareness about this, during the analyzing process.  

   The interview method was semi-structured. Semi structured interviews contains opened 

ended questions and gives the respondent an opportunity to express themselves freely. 

The authors prepared the interview guide by writing the interview questions. After 

several readings, the authors both added and reformulated some of the questions, to make 

them suitable for the study´s aim and more comprehensive for the participants. The 

electronic recording device was not tested prior the interviews but operated without 

remark. Prior to the interview, one of the contact persons of the hospital proofread the 

questions without any further remarks. During the interviews some of the questions had 

to be rephrased, due to difficulties of understanding for the participants. No test interview 

was conducted. By pre testing the interview questions, rephrasing could have been 

avoided. To encourage good relation between the participants and the authors, time was 

spent at the hospital prior to the interviews. Good relation could be beneficial for the 

interviews and therefore increase the trustworthiness of the study.   

     The authors used Graneheim & Lundman´s (2004) qualitative content analysis 

concept. This was used as an outline for analyses and to create a table for meaning units, 

abstraction, codes, sub-categories and themes. The table was a help for structuring and 

organizing and to gain a broader visual comprehension of analysis. Sub-categories were 
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found to all themes. One can argue that the large amount of sub-categories in this study, 

could risk missing out the deep essential meaning of the study´s quality.  Even though the 

four-steps analyzing were time-demanding and demanded a lot of re-reading, it helped 

the authors to reach a result that embraced the essentiality and therefore put forward 

trustworthiness in this study.    

 

8.2 Discussion on result           

The result confirmed that the patient’s family is highly important in many aspects in the 

health care in Nepal. In the interviews, the family was seen as a strong unit, and highly 

involved in the patients care. The study’s theoretical framework; family-centered care, 

focuses on the family as a unit and intends to support the family in a caregiving role. 

According to previous research about the family’s involvement in health care, the concept 

of autonomy as well as the family’s natural caregiving role is often discussed. The 

discussion of the result below is therefore presented in relation to the concept of 

autonomy and the family’s natural caregiving role as well as to Benzein’s theory of 

family-centered care. The discussion is also based on relating relevant scientific articles 

to the result.  

 

8.3 Main findings 

In the result, the participants described the patient as a holistic being, that will say as a 

being with both physical, psychological and existential needs. The informants also 

mentioned the patient as spiritual and cultural being. The result highlighted that all these 

dimension needs equal care and for this care the family was described as the main care 

giver and the significance of the family for these dimensions was underlined.  

    It emerged that the nurses experience the patient’s family as the main caregiver for the 

patient. The family provides the patient with the bodily care such as helping with the 

patient’s daily routines, feeding, washing, clothing, taking vitals etc. The result shows the 

family to be automatically involved in the care. The family’s caregiving role may also 

extend to be a help for the nurse even though the family’s help in caring was considered 

as expected. Nevertheless, the participants expressed gratefulness, whereas the nurses had 

a lot of patients to look after, and the family’s involvement helped to unburden the 

nurses. However, little was said about the family’s experiences of being the most caring 

part. Due to the fact that the family´s caregiving role is expected, an assumption could be 

made that for some family member a feeling of expectation and pressure could occur. 
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This could in turn conduce to anxiety and disorder within the family. According to 

Benzein, Hagberg & Saveman (2012), the family will always be affected by a sick family 

member and therefore the stability within the family is important. Unrest within the 

family might cause negative experiences of the health care for both patient and family. 

The result shows a strong believe and reliance in the family as a caregiver for the patient.  

   The result of this study confirmed previous research related to the family´s involvement 

in the care in Nepal. According to Wetzig (2004) the health care in Nepal requires a high 

degree of family´s involvement. Further, she describes the family´s involvement not only 

to be encouraged by the nurses but, it was also expected. The family was a main provider 

in the basic care. With the family´s present, the patient appeared to be provided with a 

sense of familiarity, which also emerged in this study. Since the family is a great help for 

the nurse, it can be assumed that it is compulsory for the nurse to rely on the family 

members as caregivers. This creates a mutual trust and benefits collaboration between the 

parties and creates the familiarity in the health care. Pursuant to the participants, they 

experienced that the patients felt confident and secure when having the family caring for 

them. In addition, the participants expressed the family’s involvement also benefit the 

families’ wellbeing. The families’ own will is to participate and care for their family 

member according to the participants. They also expressed a belief that the family was 

able to give good care to the patient. 

      According to O´shea, Wheaters & MacCarthy (2014) the relationship between nurse-

family improves if the nurse believes in the family as a caregiver. In turn, this will 

increase the family´s participation in the care. According to this knowledge, it is 

beneficial when the nurse believes and supports the patient in the caregiving role. The 

natural caregiving role in Nepal context is encourage and therefore easy to practice. 

Whereas a result of a Swedish article by Hertzberg, Ekman & Axelsson (2003) shows 

that nurse´s consider the family as recourse, but with restrictions, meaning the family 

should not be required to provide health care work. The relationship to the family was 

also experienced as complicated due to the nurse´s lack of time and could therefore not be 

given priority. However, in this study, nothing was mentioned as problematic concerning 

the family´s involvement. On the contrary, several participants clearly stated that nothing 

could be negative regarding the family´s involvement.  

     Due to the joint family that consists in Nepal, an assumption could be made that the 

family´s caregiving role is seen as a help in caring situations, whereas in Sweden the 

family could be seen as a stress factor or a burden for the nurses in similar caring 
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situations. Even though it may be considered to be in the human nature to automatically 

care about and provide care to our beloved one’s, the care provided by family members in 

the countries compared may be practiced differently. This might be due to cultural and 

social structures within the health care as well as the nurses’ attitudes and approaches of 

how to handle and act in caring situations. None of these aspects can be considered 

separately; they all affect each other and must therefore be observed in relation to one 

another. Hence, the natural caregiving role is not only found in Nepal, it is a universal 

inherent instinct and behavior for human beings. It can, however, be interpreted that the 

natural caregiving role is easier and more obvious to practice within joint family societies 

which emerged in the result of the study.  

     Occurring social and economic changes in Nepal, it has been shown that it also change 

the system of the informal family care and support. This development is referred to as a 

part of modernization, also development to individualism for new generation, compared 

to a former collective and a joint family society. Two commonly used theories explain the 

pattern of caregiving and receiving. One of the theories explains that the family members 

naturally care for each other’s wellbeing, which was described by the informant in this 

study. The second theory explains the family´s caregiving role with underlying 

expectations of favors or gifts in exchange (Yarger & Brauner-Otto, 2014).      

   The participants narrated about the family`s encouraging role for the patient. They 

described the family´s encouraging role as important for the patient’s recovery process. 

The informants expressed that when the patients are with their family, they will have the 

confidence and strength to ask questions about their health care, which is also seen as a 

benefit for the patient to get better. It also emerged that the family helps to evoke 

confidence in the patient during hospitalization; this was showed in the patient´s 

wellbeing. Another factor that emerged to be crucial for the patient’s health was the 

family´s homemade food. Several participants expressed that the homemade food was 

essential for the patient´s ability to recover. To provide the patient with homemade food, 

might both be seen as the natural caregiving role, it could also signify a cultural view of 

the meaning of health and what will bring positive health outcomes for the patient. 

However, little is written about the significance of food related to health care and health 

outcomes, but according to traditional Chinese medicine is food used as therapeutic 

treatment and traditional healing practices (Ornstein & Baum, 2008).   

     Thus, it was highly valued that the family provided the patient with food, since the 

canteen food was not seen as healthy for the patient. It was also found that providing the 
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patient with homemade food was also essential for the family´s feeling of involvement 

for the patient’s care and recovery process. It can be assumed that religion, cultural and 

belief in the family could extend beyond hygienic and other vital aspects that for example 

western caring science would not ignore.  

     It occurred that the family was crucial for the patient to recover, as well as the 

patient’s feeling of wellbeing. The nurses shared the belief that the family could forth 

bring positive health results for the patient and contribute to the recovery process. 

Nevertheless, nothing was said about the patient´s experiences of the family being so 

closely involved. Due to strong belief in the family as well as the family´s natural 

caregiving role, this was never considered.  

     The participants described the family as a main decision maker regarding the patients 

care and hospitalization. The family could take decisions about vital treatments, such as 

surgery or whether the patient should be admitted to hospital or not. Due to the fact that 

the family operates as a determinant decision maker, decisions can sometimes be made 

against the patient´s will, which one of the informants disclosed. The participants 

highlighted that decisions are taken within the family as a unit, and not by the patient 

alone. However, very little was said about the patient’s autonomy on the subject of 

decision-making. According to Shin et al (2013) there is a risk for family discord and loss 

of the patient’s autonomy when the family has an advantage regarding decisions, 

simultaneously the patient and the family can have contrary opinions about the care. To 

respect the patient’s autonomy regarding decision-making about medical issues, health 

care professionals must be ensured that the patient understand different choices of 

treatments and potential outcomes, as well as explaining the reason, benefits and purpose 

to the patient (Lin, Pang & Chen, 2012). 

      In western societies, the concept of autonomy mainly concerns the patient as an 

individual and the focus is on the patient-health care relationship. However, in cultures 

where the family boundaries are strongly valued, the patient´s autonomy may also include 

the family, meaning the patient’s autonomy extends beyond the individual, meaning the 

family operates as a unit. An assumption can be made that the nurses may have a belief 

that the autonomy does not exist only for the individual, thus even within the family due 

to the strong belief in the family unit. This can explain why the participants in this study 

did not mention the patient’s autonomy concerning decision-making as an individual 

matter. Consequently, the patient-family-doctor model used in joint family cultures can 

thereby acknowledge and strengthen the patient’s autonomy.  
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      Decisions related to treatment could also depend on the family´s economic condition. 

Several participants described the family as the main economic provider for the patient, 

meaning buying medicine and paying bills from the hospital. In Nepal, the governmental 

founding for health care is limited, that is every item and services that the patient needs 

they are required to pay for themselves. The hospital hands a shopping list with all the 

items that the patient requires. Thereby, the decision lies on the family; whether the 

patient will get the treatment or not. No care will be given until the family decides about 

the treatment and the required items have arrived (Wetzig, 2004). Consequently, the 

patient´s autonomy may be at risk, since the care is limited by the family´s economic 

resources.  

 

9 Clinical implications 

A multicultural society generates challenges for nurses to provide adequate care to a 

diverse patient population. Consequently, nurses in today’s health care need a high 

cultural competence to provide family centered care. They need to adjust the health care 

for the patient and the family´s individual and collective believes and values within their 

specific cultural context (Hart & Mareno, 2013).  A family centered care is beneficial for 

both the patient, the family as well as for nurses. Due to strong family boundaries in 

several developing countries, there may be much to take advantage of and learn from 

nurse colleagues from developing countries, and to implicate their knowledge into 

western health care.  

     Due to an increased multicultural society, different cultural backgrounds will not only 

occur among the patients, but also among the nurses. The view and definition of health 

and disease could vary within different cultures and thereby influence the health care. 

Therefore, it would be beneficial to implement family centered care in the health care. 

Used as a guideline, it could optimize the care for the patient and the family, which also 

may generate a cultural adapted health care for families. 

 

 

10 Further research 

When searching articles for this study, the family’s involvement and importance within 

the healthcare in general were found in many articles. Both autonomy and the natural 

caregiving role are often discussed. However, little research was found discussing 
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potential underlying social structures of the natural care-giving role within the family in 

each culture and society. 

     The authors noticed that several nurses described the family’s natural caregiving role. 

When searching for articles for this study, discussions between the authors occurred 

concerning if gender roles and inequality in Nepal could affect the natural care giving 

role. Questions emerged such as; is the natural care giving role affected by stereotypic 

gender role within the society or is the natural care-giving role a natural-biological given 

quality within the human being? Since inequalities between men and women are 

described to be a great issue in Nepal, it can be interpreted that gender roles can affect the 

health care in many ways.  

     For further research, the authors suggest to broadening the knowledge within the 

natural caregiving role, by using a family-centered perspective, and examining nurses´ 

experiences of men and women as caregivers. Thus, the family could be seen not only as 

an operative unit, but also view the different parts that constitute the family, that will say 

gender roles and underlying family structures in the care-giving role.   

 

11 Conclusion 

The result implicated that the health care system in Nepal depends on the family´s 

participation in a high extent to be functioning. The family in Nepal operates both as a 

caregiver, as an economic provider and as a support for the nurses in their daily work. 

The result showed that the family in Nepal plays a crucial role both for the health care 

system and for the patient’s care and health.    
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Appendix 1. Request for participation 

                             Request for participation in a study.  

             This request is for you who are health care professional. 

This is a request for participation in a study. The aim with the study is to explore nurses’ 

view of the family’s importance for health care and we hope to broaden our views and 

increase our knowledge about the family’s importance in health care. Our study is based 

on interviews, which we hope to accomplish at the hospital.  

With the following information, we would like to ask you to participate in this study.  

If you would like to participate you will be part of an interview. The interview is carried 

out as a normal conversation and will last for maximum an hour. With your permission 

the interview will be recorded. The interviews will then be transcribed into text material. 

You will be interviewed individually by Lisanja Askesjö or Hedvig Boreson. We will 

ensure you confidentiality and anonymity. No names or other personal information will 

be shown in the study. The names will be coded by numbers. The recorded material will 

be saved on a memory card (USB). Collected material will be stored secured. When the 

report is written, the memory card and the recorded material will be destroyed. The report 

will be available in both paper and electronic form through Ersta Sköndal University 

College library.  

  

Your participation in this study is voluntarily and you are able to cancel your 

involvement at any time without explanation. If you would like to participate and agree to 

these terms of use, you can choose by two alternatives:  

Option 1. You contact Lisanja Askesjö or Hedvig Boreson for agreement for time and 

place for the interview. 

Option 2. Lisanja Askesjö or Hedvig Boreson will contact you for agreement for time and 

place for the interview. 

The study has been approved by The Research Ethics Committee, the Department of 

Health Sciences at Ersta Sköndal University, Stockholm, Sweden 2015, Dnr 1505/A 
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If You have any questions about this study, please contact any of the persons below. 

 

Vera Dahlqvist, PhD                                              Lisanja Askesjö, bachelor candidate 

Tel: 0046-855505082                                              Tel:  

Email: vera.dahlqvist@esh.se                                Lisanja.askesjo@student.esh.se 

                                                                                

                                                                                Hedvig Boreson, bachelor candidate 

                                                                                Tel:  

                                                                                Hedvig.boreson@student.esh.se 
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Appendix 2 - Interview Guide 

Introductory questions 

How does an ordinary day at work look like? 

(Can you give an example, situation?) 

 

-What do you find most important in your role as a nurse?  

 

Interview questions 

1 How do you experience the patients family?  

(Keywords: support, resource, stress factor, etc.) 

 

2 Could you describe your contact with your patients’ family?  

-Could you give any example?  

 

3 Could you tell me about a situation when the family has been involved in the care?  

(Keywords: conversation, caring-situation, treatment) 

- How did you experience the patients’ family in that situation?  

 

4 How did you experience the patient in that situation? 

  

5 What could be positive with the familys involvement in the health care?  

 

6 What could be negative with the familys involvemnet in the health care? 

(eventuall follow-up questions, in case of unclearness for the informant: positive alt. 

Negative for you as a nurse, for the patient, for the family, in any other way?) 

       

Final question 

7 Is there something else you would like to add? 
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Appendix 3. Matrix with examples from the analysis 

Meaning units  Abstraction Code Sub-category Category  

“The patient they are bounding 

with their visitors and the 

patient emotionally and 

psychologically it is very 

important that the family is also 

a part to care for that” (3) 

Involved in 

moral, 

psychological, 

emotional 

support 

Moral support for 

the patient 
Family care for the 

patients 

emotionally and 

psychologically 

needs   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Family as a caregiver 

“They (family) help in moving, 

toileting, keeping them fresh, 

eating” (1) 

 Family help with 

the bodily care 
 

“If any patient they are limited 

to the hospital, then one of their 

family member is required for 

taking care” (2) 

Family is 

required for care 

  

“They (family) are really help 

for us (nurses), in every context 

they help us (in 

caring)…because they are just 

by the patients side all the time, 

what they need…that is a great 

help for us that they are 

informing us about the patients 

care, that helps a lot” (4)  

In every context 

they(family) help 

us(nurses) 

Family help 

nurses  
Family help nurses 

in caring 

They (families) are very 

important because they do most 

of the work here, in our context 

because even though we are 

older we are with our families 

so whenever we get sick or we 

are in some problems there are 

always our family members to 

help us. So family is very 

important here(5) 

 

Family is very 

important they 

do most of the 

work here 

Family do most 

care in Nepal 

context 

Most care is 

provided by the 

family 

“,.. if they are not having their 

family…Family members helps 

a lot with that patient and we 

give a special care for them 

who don’t have family members 

with them so they may need 

anything at any time, we should 

be available over there” (4) 

Not having 

family, special 

care 

Without family´s 

care, the patient 

gets very 

dependent on the 

nurse. 

Having family is 

important to get 

care 

“Its all owned by the family, 

buying food, buying medicine, 

paying bill of the hospital it’s 

all done by the family 

members.” (5) 

All paying of the 

hospital is done 

by the family 

members 

Family take care 

of economy  
Family as an 

economic provider 
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“They (family) will also show 

the economic condition to the 

patient, when the economic 

condition is not good, they 

(family) they will also make the 

patient know that. Ok, the 

economic condition is not good, 

so I (patient) think I should stop 

the treatment, meaning should I 

go home or not.” (4) 

The patient will 

know the 

family´s 

economic 

condition 

Economy affect 

the patient´s care 
Family´s economic 

situation affects the 

quality of the 

patient’s care  

 

 

The family´s 

economic situation 

affects the patient’s 

care 

 

 

 

 

 

 

 

 

 

 

 

 

“It is very difficult to get health 

care. Most of the time the 

family pays for the health 

care…sometimes it’s sad when 

the patient has to walk away 

without getting care, because 

they(family) can’t afford it. It 

feels very sad not be able to 

help them.” (5) 

Family pays for 

the health care, 

sometimes they 

cannot afford 

Not affordable, 

no care 
 

“In all cases here, family are 

involved in decision-making. If 

we are about to perform a 

surgery, we ask their family 

member, if they say yes then we 

do the surgery if they say no we 

don’t do the surgery” (5) 

Family are 

involved in 

decision-making 

in all cases 

   

 

 

 

 

 

 

Family as a decision-

maker 

“yes, the patient doesn’t decide 

alone. Most of the decisions are 

taken by the family member. 

Even though the patient says, I 

don’t want to take that, I don’t 

want to get admitted to the 

hospital and the family 

members say they have to stay, 

they stay.” (5) 

Most decisions 

are taken by the 

family members 

Family take 

healthcare 

decisions  

Family decides 
about the patient’s 
care 

“I think it brings positive 

results when they (patient) are 

with their families…they have 

this courage to get well better. 

For the family sake.”(5) 

For family sake, 

patient get better 

Family encourage 

the patient to 

recover 

  

 

 

 

 

 

 

 

 

Health benefits for 

the patient and 

family 

“ most of the patients when 

they are with their family they 

are strong enough to ask 

questions, like if they are in 

ICU they cannot ask question 

like oh, why are you giving this 

medicine to me and why am I 

not getting better, when they 

with their families they are 

courageous and ask so many 

questions” (5) 

With family they 

are strong, 

courage’s 

Patients get 

encouraged by 

family  

Giving strengths to 
the patient  

“If the patients’ party (patients 

family)  are available they also 

involve in the patients care and 

helps to confident the patient” 

(3) 

Family Involve. 

Confident the 

patient 

Family help the 

patient to feel 

secure 

 

 

Patient’s wellbeing 

“They have to eat canteen food Family provide Food providers Patient’s recovery 
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which are not healthy for them, 

if the family members are there 

they also provide homemade 

food, which is very essential for 

recovery for the patient. It is 

very essential for the family to 

participate in the care for the 

patient” (3) 

food, essential 

for recovery 

 

 

for the patient  

        



 
  

 

 


