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Caring in an atmosphere of uncertainty: perspectives

and experiences of caregivers of peoples undergoing

haemodialysis in Iran

Background: Chronic renal failure is one of the major

causes of mortality and disability worldwide. Although

dialysis treatment is considered as a life-saving treatment

for these patients, their caregivers face various problems

making the atmosphere of caring uncertain.

Aims: This study is aimed to explore and describe the

experiences and perspectives of family caregivers of the

patients undergoing haemodialysis.

Methods: In this study, 20 haemodialysis family caregivers

were selected by purposeful sampling. Data gathering

techniques in this research were in-depth and unstruc-

tured interview and field observation. The researchers

used an inductive thematic analysis approach to analys-

ing the interviews’ data.

Findings: Three main themes emerged from the data indi-

cating the patients’ care are conducted in a state of

uncertainty including constant struggle to learn, effort and

adherence to the divine thread, and in disease’s captivity.

Conclusions: Caring in an uncertain atmosphere leads to

decreased efficiency and quality of family caregivers’

care. To promote and improve the efficiency of care,

healthcare planners should pay attention to the chal-

lenges and perspectives of caregivers of the patients

undergoing haemodialysis.

Keywords: uncertainty, caregivers, haemodialysis,

challenges, Iran.
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Introduction

In recent centuries, the increasing prevalence of chronic

diseases and the stupendous costs needed for health care

have created critical challenges for healthcare systems

(1). Of chronic diseases, chronic renal failure (CRF) and

end-stage renal disease (ESRD) are the two main reasons

for mortality worldwide (2). The prevalence of CRF is

growing in both Western communities and developing

countries (3), so that over 1.5 million individuals world-

wide are living with haemodialysis or peritoneal dialysis

and kidney transplant, which is estimated to double in

the future decade (4, 5). In Iran with a population of 80

million, there are over 360 000 patients with ESRD

growing at a 12% rate per year (6, 7).

Although haemodialysis is considered as a life-saving

therapeutic approach for these patients (8), the patients

might later face a variety of requirements and numerous

changes in life, which could turn into a heavy burden for

their caregivers; adherence to some restrictions during

haemodialysis to maintain health could be excruciating for

the patients and caregivers, leading to different responses

(9). In such cases, the supportive caring role of family

members will become clearer, and hence, thinking of

haemodialysis patients’ family basis as the most important

supporter and exploring their requirements is necessary.

Family caregivers of haemodialysis patients are consid-

ered as critical agents of both disease management and the

patient’s quality of life promotion (10). Much care and

training is offered to the haemodialysis patients by family
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caregivers. Pressler et al. believe that over 90% of the

patients’ care is implemented by family caregivers (11).

The caregivers assist the patients at various stages of the

disease, and the physical, psychological, and mental care is

not confined to the advanced stages of the disease (12).

On the other hand, it should be remembered that many

caregivers report lack of necessary knowledge and skills to

support and help their patients and failure to receive ade-

quate guidelines from health professionals, so that they

lack satisfactory certainty and preparation to assist (13). In

addition, the interaction between healthcare team and

family members in hospitals and other supportive centres

is not satisfactory, and hence, their need for knowledge

and maintenance of health and welfare is compromised

(14). Therefore, many caregivers encounter some social

isolation and consequently excessive physical stress, dis-

ease-caused anxiety and concerns about funding issues

and are unprepared to deal with stresses (10).

Compared with other chronic disease, haemodialysis

patients’ caregivers face a variety of difficulties including

patients’ repeated admissions to hospital and use of sev-

eral medicines. They prefer the patients’ needs over their

own and finally spend less time practicing health-pro-

moting behaviours, possibly resulting in adverse effects

on their own health and quality of life (12). On the other

hand, if caregivers’ needs are not investigated and

explained adequately, the patients might be denied of

the best services received from the caregivers (12). The

need to clarify the factors influencing caregivers, and to

reduce caregivers’ burden and promote their physical and

mental health to improve the quality of life in the

patients could be a new area of study on the caregivers

of the patients with chronic diseases (10). In a review lit-

erature by Given et al., a need for investigations to

improve the knowledge and skills of the caregivers of the

patients with chronic diseases was observed. However,

use of relevant interventions is very important (13).

In Iran’s healthcare context, the needs and problems of

family caregivers have not been yet addressed satisfacto-

rily and no study has been yet conducted to investigate

this issue because of lack of appropriate support and

training systems for caregivers in the country (15) and

the increased prevalence of CRF. As certain factors

including culture and socio-economic status could affect

the caregivers’ experiences and requirements, this study

was conducted to identify and understand the needs and

difficulties of family caregivers of the patients with CRF

under haemodialysis in Iran.

Materials and methods

Study design

In this study, the descriptive exploratory study design

was used. This design is an approach to conducting

qualitative research, particularly if there is little evidence

regarding the phenomenon under study (6, 16).

Participants

This study was conducted between January 2014 and

April 2015 in Isfahan, Iran. Participants consisted of 23

family caregivers. Initially, sampling was run purpose-

fully and then continued theoretically. In Iran’s health-

care context, informal caregivers are often spouses,

children, parents or first-degree family members who

identify themselves as informal caregivers. Inclusion cri-

teria were as follows: age between 18 and 75 years, being

main and informal family caregiver (24 hour taking care

of the patient and living in their own home), history of

several months or over in taking care of haemodialysis

patients, providing written informed consent, the ability

to communicate in Persian, having patients only with

CRF and no other comorbidities, and no other patient

needing care in family. The most important reason for

exclusion from the study was unwillingness to cooperate

at every step of the study.

Data gathering

Initially, the interviews were unstructured starting with

the question ‘Would you please explain about your experi-

ences of caring for your patient?’ Probing questions such

as ‘Could you say more about that?’ ‘What did you think

then?’ and ‘Could you please give an example?’ were

asked based upon the participants’ response, to further

enrich the information. Eventually, after conducting 41

interviews (2–3 different sessions for each participants),

the list of codes was merged into themes, with the analysis

continued until all the thematic categories were saturated.

All interviews were recorded by MP3 with permission

of the participants and lasted for 45-100 min. To gather

the data completely, fieldnote-taking, in addition to

recording interviews, was run.

Data analysis

A thematic analysis approach was used to identify the

patterns within the text (6, 17). To begin the data analy-

sis, the interviews were transcribed verbatim and

reviewed several times exactly so that data immersion

was assured. The first author gathered the data through

face-to-face interview, the main data collecting tool.

Through data collection, the researcher will be able to ask

more probing questions in the next interview (18, 19).

Rigor of research

The data were collected from multiple sources (inter-

views and fieldnote-taking). Each interview transcript
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and fieldnote was read several times by the researcher so

that a deeper understanding of the data could be

obtained. All interview transcripts and list of codes and

themes were reviewed and encoded by the researcher’s

colleagues and compared with the initial coding. Then,

some cases of disagreement were discussed and necessary

corrections were made. In addition, the initial coding of

each interview was returned to the interviewee through-

out analysis so that its rectitude could be confirmed and

the codes were recognised as valid. Few codes not repre-

senting the participants’ viewpoints in their own opinion

were corrected. Moreover, sampling was run with opti-

mum diversity (diversity in healthcare centres and

participants).

The ethical approval was obtained from Research and

Technology Deputy of Isfahan University of Medical

Sciences (ethics code: 93/2). The participants were

informed of the purpose of research and informed writ-

ten consent was obtained from them. Also participants

were assured that participation in the study was volun-

tary. With the participants’ agreement, a room near

haemodialysis ward was decided to be the location of the

interviews, and during the interview, they were provided

privacy and comfort.

Results

Fourteen (78.38%) family caregivers were females and 6

(21.62%) were males, with mean age of 45 years. For

marital status, 10 (47.15%) were married and the rest

were single. The majority (n = 11 [59.87%]) were house-

wives. For education, the majority (n = 12 [59.13%])

had diploma education, and most were the spouse (n = 8

[42.85%]) or daughter (n = 6 [28.57%]) of the patient.

From the statements of haemodialysis patients’ family

caregivers, some codes and themes were extracted

including three main themes and 11 subthemes. Then,

the relevant themes were explained to the caregivers and

they could support them.

In disease’s captivity

The caregivers of haemodialysis patients often spend a lot

of time taking care of their patients in hard and ambigu-

ous conditions such as delayed and/or unclear time of

kidney transplant while being in cumbersome and com-

plicated atmosphere, so that the disease holds the care-

giver and patient in captivity. The theme of in disease’s

captivity consisted of six subthemes, namely uncertain

future, permanent obsession, being in conditions’ captiv-

ity, frustration, plight and whirlpool of problems, and

channel life.

Uncertain future. Experiencing the circumstances when

predicting the future of the disease and the patient is not

possible, put the caregiver in a situation of confusion and

occasional concern. One of the caregivers, in this regard,

talked of his experience:

—I don’t know what is going to happen and what

incidence happens? This ambiguity and fear of

future irritates us further— (Caregiver no. 12).

I’ve been in waiting list of transplant for two years;

it’s a mental suffering in the real sense of the word.

I don’t know my patient will be alive tomorrow or

not— (Caregiver no. 4)

Permanent obsession. The participants always talked of

their permanent obsession and concern about patients

and their problems while caring and thought of it as one

of their own bothering mental and psychological con-

cerns. One of the caregivers’ experiences in this regard

demonstrated:

—When the dearest family member is sick, then you

are always worrying, don’t understand night and

day, your mind is always involved with [the ques-

tion] my God! What should I do to make my patient

better? Where [can] I take him? Which doctor?

Which hospital?— (Caregiver no. 13)

—We most of our time are captured by concerns

and obsessions of this disease. We have a fuss and

worry about that, God forbid! An incidence may

happen that we can do nothing for it— (Caregiver

no. 17)

Being in conditions’ captivity. One of the hazards threaten-

ing patients’ caregivers was being locked up in the shad-

ows of the difficulties and problems. The experiences of

caregivers indicated that they were always engaged men-

tally in their patients’ suffering and problems so that

their routine, daily activities were always influenced by

the disease.

. . . I go to work, my brothers and sisters are with

mother but I am always obsessed with my mother at

work . . . (Caregiver no. 10)

Another caregiver recapitulated his experience as

follows:

. . . My sister is involved with her own life and my

mother has died. Only I follow his affairs. Every

week three days I took him [for] hemodialysis. I’ve

lost personal work and life. I missed so much and

colleagues complain so much. I can abandon neither

my work nor my father . . . (Caregiver no. 16)

Frustration. The participants described continuous suffer-

ing of the patient and caregiver as the final consequence

due to struggling with the disease problems, making

them frustrated and depressed.

. . .He didn’t get better and sometimes got worse, our

nerves are ruined and we suffer . . . (Caregiver no.

17)
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One of the other participants recapitulated his experi-

ence as:

. . . In the past, he was not like this, talked and

laughed so much. Now, his conditions are getting

worse day to day and no energy has left for us and

we got much ruined when we see him like this. . .

Plight and whirlpool of problems. The disease-related diffi-

culties put the caregivers in a complicated situation,

namely captivity in whirlpool of problems. The caregivers

stated that no improvement and escalation of patient’s

conditions led to their hopelessness for the patient’s

future. Moreover, the suffering tolerated by patient and

no response of pain and disease to medicine and treat-

ment occasionally forced the caregiver to yearn for the

patient’s freedom of this condition and even to feel satis-

fied with his peaceful death.

. . . At nights he moans and twists so much that I tell

myself I wish God give him some belief to feel com-

fortable [accumulation of tears in the eyes of care-

giver], then I say God forbid! It’s my father, even for

a second life without him has no worth to me. . .

(Caregiver no. 3)

Another caregiver recapitulated his experience as

follows:

. . . Treatment and drug can’t work for his pain and

suffering and he is suffering so much. Recently, he

has no sleep; [he] is just hurting so that I’m ready to

sacrifice my soul for him . . . (Caregiver no. 6)

Channel life. The cumbersome and hard care-related con-

ditions that the caregivers tolerated confined their life,

referred as channel life. These conditions forced the care-

givers to lose the authority to act and to keep on living

with the patients in a cumbersome situation. A care-

giver’s experience was as follows:

. . .The current conditions of my life are very odd.

Even, I can’t keep my eyes off her. Traveling and

touring and going to park have been closed and all

my recreation has become only around the house. . .

(Caregiver no. 11)

One of the caregivers, in this regard, told:

. . .Others tell well! Come to park for your spirit to

change but we can’t go. My mother is disturbed and

feels more comfortable at home. She has no patience

of crowd and going out and when she sees that she

can’t stand up and sit as previously did, her condi-

tions are disorganized so much and I prefer to stay

here at home. . . (Caregiver no. 10)

Permanent trying to learn

One of the most important concerns of haemodialysis

patients’ caregivers in uncertain conditions is gaining

care-related knowledge and information from informal

resources. They had to strive to learn in order to advance

their care purposes and searched for information under

any circumstances, which was naturally suggestive of

lack of an inclusive, complete and integrated information

system in formal healthcare setting. This theme consisted

of two subthemes as follows:

Learning from peers. The caregivers’ peers are an informal

source of learning. The caregivers, in their care-related

experiences, introduced their peers as a source of learn-

ing thanks to the similarity of the problem and mutual

understanding. Another caregiver told in this regard:

. . . When we come to hospital for hemodialysis, we

wait some hours. We sit next to each other and ask

each other for many things. Nutrition, weight con-

trol, diet and so on. It’s also very well because we are

comfortable with each other . . . (Caregiver no. 12)

As the patients’ caregivers spent much time accompa-

nying each other, they managed to have a bilateral, con-

structive interaction which resulted in the provision of a

learning-infused atmosphere penetrating even into home

and telephone communications.

. . . In hospital we discussed and debated with each

other very much. We sit beside each other in groups

and talked about our problems with each other. We

have each other’s [phone] number and at home we

call each other . . . (Caregiver no. 12)

Learning through trial and error, and observation. Another

learning mechanism to manage disease problems was

trial and error, and observation.

. . . For instance, for his body irritation, many times I

gave him a meal [and] it’s got worse and then I

didn’t give him that meal. I, on my own, am testing

everything to see it agrees with him or not . . . (Care-

giver no. 8)

Another participant, in this regard, told:

. . . Every time we took [him] for hemodialysis, we

learn many things from what nurses do for him. I

see what they are doing and I do the same . . . (Care-

giver no. 4)

Effort and adherence to divine thread

Patient care can be managed by an approach completely

different from available ones at a time when there is no

certainty of the current situation; remembrance of and

reliance on God always comfort hearts. The caregivers,

throughout their care-related experiences, raised effort

and adherence to divine thread as the key to success,

empathy and unity, and continuation of care process.

This theme consisted of three subthemes as follows:

Consent to divine Providence. After making many efforts

and tolerating much travail during caretaking, the
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caregivers consistently emphasised being consent to what

God desires and divine Providence. In this regard, a care-

giver stated:

. . . when I’m alone I tell God! Let everything that is

destined [by you] happen. God! [only] you are

Great. Doctor and nurse tell that this disease is

chronic and kidneys have stopped functioning but

I’m consent to your consent . . .

Another caregiver considered toleration of hardships

and travails due to a family member’s illness dependent

on the consent to divine Providence and believed that

divine Providence is superior over human’s wish, which

in turn leads to caregiver’s perseverance in fulfilling care

schedule.

. . . We are Muslim and always divine Providence

and God’s universal will is superior over humans’

desire, that’s why in this abnormal situation of the

disease we have stood like the mountains behind

the father or all travails. . . (Caregiver no. 7)

Permanent trust and appeal to the Imams. Caregivers

argued that believing in existence of the God who con-

trols the situations greatly reduced situation-related anxi-

ety so that they believed that uncontrollable conditions

of the disease could be managed in some way through

reliance on and trust to God.

. . . Having meaning and purpose in life for me who

take care of my mother is an undeniable principle,

feeling of belonging to an eternal and the hope that

I have for God’s help and assistance in my problem-

atic living conditions strengthens my heart and com-

forts me much. . . (Caregiver no. 2)

. . . In this plight, the only way I found was appeal to

the Imams and seeking for their assistance. We

always consider the Innocent Imams as sources of

mercy and forgiveness and seek for their appeal.

Even, when I took my patient to a shrine or mos-

que, he got very upset and I, myself, further. . .

(Caregiver no. 4)

Continuity of worry and hope. The caregivers’ experiences

indicated a continuity of worry and hope throughout the

process of caretaking. In fact, the conditions of uncer-

tainty suggest no fixed, managed circumstances of the

patients, and fear of and worry about incidence of new

problems have been always concurrent with escalation of

current circumstances and difficulties. In this regard, a

caregiver told:

. . . [The fact] that we don’t know what is going to

happen and what incidence will happen worries us

so much. One day the problem is with his fistula,

the other day his pressure goes up and down, every

time some problem happens to him and it can’t be

thought of in advance and managed . . . (Caregiver

no. 11)

. . . We live with him in a way that we are always in

[a state of] fear and hope. We don’t know what is

going to happen. On one hand, he’s got dependent

on instrument, that is, he should be dialyzed three

times a week. In this way, he is bothered so much

and we are always afraid of [his] getting worse . . .

(Caregiver no. 1)

Discussion

In Iran’s healthcare context, health caretaking of

haemodialysis patients is conducted by their family care-

givers in uncertain conditions. The present study indi-

cated that most family caregivers of haemodialysis

patients in Iran were female with under diploma educa-

tion. They were near their patients on average 9 hours

per day and took care of them in circumstances such as

in disease’s captivity, restriction of social cycle, continu-

ous striving to learn, and effort and adherence to divine

thread in uncertain conditions.

Caregiver’s captivity by disease was a significant find-

ing of the present study. The caregivers’ experiences sug-

gested the frustration and captivity due to disease-related

problems’ complication and difficulties in coping with

them as well as tolerance of the permanent suffering of

the patent to caregiver, with difficulties and frustration

escalating over time. In this line, Chang et al. identified

coping strategies and stressful sources in haemodialysis

patients and their families. The challenge of concern for

and uncertainty of future as well as inferiority is shared

by all patients and caregivers in any cultures and health-

care contexts, which is characteristic of the chronic

patients undergoing haemodialysis, leading to family’s

and caregiver’s captivity by and surrender to disease

(20).

In disease’s captivity could be reflected on in similar

works, as well. Hagren et al. demonstrated that

haemodialysis instrument as a vital way of survival

resulted in losing freedom, and being dependent on

others and isolated from spouse, family and commu-

nity. They showed that haemodialysis instrument

caused an excruciating pressure for patient’s family and

social life. In fact, the present study, as with Hagren

et al. study, demonstrated denial of independency and

hence patient’s and family’s captivity by disease,

because the only way of survival in CRF conditions is

dialyser (21).

Hagren also indicated that time-consuming treatment

and experience of treatment-associated limitations and

repeated referring to healthcare centres increased emo-

tional distance from caregivers and led to family vulnera-

bility. Overall, the present study indicated that

participants, in addition to making effort to manage life

limitations, considered the disease as violating their time

and spatial territory, and healthcare personnel were not
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aware of emotional distance from caregivers and the

patients’ vulnerability (22).

Discovering and explaining care challenges helps care-

givers and other health professionals contribute to

patients’ better living as much as they are able. Polaschek

and Kaba argue that gaining experience of taking care of

haemodialysis patients gives further insight to offer ser-

vices to the patients and facilitates satisfactory investiga-

tion of their needs (8, 23). An understanding of cultural

influences and caregivers’ desires could be basis of a

comprehensive and culturally holistic nursing care (24).

Generally, haemodialysis patients and their family

members need healthcare team’s assistance, guidance,

information supply and support (25). These patients’

caretaking should be inclusive to support the patient

alongside family (26, 27). Tackling with the patients’

uncertainties ahead and disease leads the caregivers

towards frustration. On the other hand, there is no inte-

grated and codified system to support the caregivers in

Iran’s healthcare context and the caregivers themselves

have to strive to answer their questions and remove their

concerns, which, if persists, culminates in permanent

obsession and excessive confusion due to absence of

expertise and variety of difficulties.

The restriction of caregivers’ social cycle is another

concern derived from the present study. The caregivers,

because of being engaged in taking care of haemodialysis

patients, consistently affirmed that the disease incidence

to a family member led to decline in vitality in and inter-

action among family members and between them and

community. Hagren argues that ESRD shortens not only

longevity but also life’s width and one has to live a nar-

row life. In fact, family’s whole interactions and commu-

nications undergo variations and the caregiver’s and

other family members’ social cycle grew limited and nar-

row (21). In the present study, consistent with Hagren

et al. study, the patients’ caregivers interpreted the cur-

rent conditions as being in conditions’ captivity due to

the complications and pointed to the intervention of

care-related roles in other roles such as working or

parenting, being a challenge for giving tactful and com-

prehensive care.

Ziegert et al. indicated that the changes in life of a

patient with chronic disease caused variations in the life

of other family members living in the same social and

mental setting (28). Family members support each other

when one of them acquires a chronic disease, so that

they better assist the patient with empathy and utilise

supportive relevant sources. But, the present study

demonstrated that the caregivers in Iran’s healthcare

context gradually developed functional restriction due to

having no social support preparing them to deal with

hard conditions of the disease and sometimes aban-

doned treatment and care. Hence, the main burden of

care was imposed on first-degree relatives leading to

restricting family’s social cycle. On the other hand,

Johnson, Hagren and Polaschek argue that persistent

care causes tension and changes in the course of

patient’s and his family’s life, which disintegrates the

course of family and social life and hence affects the

community (21, 23, 29). These experiences are consis-

tent with those derived in the present study represent-

ing the complication of the problems, namely whirlpool

of problems, and therefore, healthcare team should sup-

port caregivers socially.

Trying to know and gain the knowledge of health care

was a serious concern of the caregivers. In this regard,

Masoudi et al. have explained the care-related challenges

in multiple sclerosis patients’ caregivers and demonstrated

that the caregivers were always seeking for resources to

learn further and offer better care. They reported use of

hospital’s clinical atmosphere, discussions and debate with

healthcare team, and use of internet and TV as their source

of learning to give helpful care to their patients and always

sought for learning healthcare fundaments (30). Lack of

healthcare knowledge of chronic diseases such as multiple

sclerosis, haemodialysis, etc. is likely a main concern of

health caregivers in Iran’s healthcare context, which rep-

resents uncertainty.

On the other hand, Baker demonstrated that the care-

givers of the patients with chronic diseases usually face a

plethora of disease-related information, all of which is

general not specialised, which further confuses them

because they seek for reliable scientific, practical and

updated information to more efficiently take care of the

patients. Such information assists them in caretaking by

engaging their family members and also supports family

relationships (31). These findings confirm our study’s

findings on the necessity of further coherence and con-

sideration of informational and care-related support for

family caregivers. Given et al. also believed that many

caregivers lacked satisfactory knowledge and skills and

consequently adequate confidence and preparation to

take care of the patient and did not receive necessary

guidance from healthcare team so that they did not

know to play caretaking role, the type and amount of

the care required and the supportive source they should

use and how to accomplish it (13). The findings of all

these studies, in agreement with the present study, indi-

cate the existence of an uncertain healthcare context for

caregivers necessitating the development of an integrated

plan for empowering caregivers and offering helpful care

knowledge to remove uncertain conditions in caretaking

atmosphere of the patients.

One of the important findings of this study was the

caregivers’ effort and adherence to the divine thread to

manage the disease-caused problems in uncertain condi-

tions. In Iran’s healthcare and cultural context with
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predominantly Muslim population, the relation with God

is one of the most important elements to resist against

problems, especially excruciating problems due to disease,

in uncertain conditions. Experiences of caregivers indi-

cated that they consistently paid attention to God to meet

the requirements and always sought for his assistance.

They believed that an individual in such cases feels no

need for others and resists against a mountain of prob-

lems. Chang et al. indicated that the effective factor on

individuals’ capability for adjustment was positive atti-

tude, so that the optimist patients who believed in super-

natural power were more capable of resolving the

problems (20).

Caixeta et al. also argue that religion is an important

supportive element for the patients and God is the best

family’s shelter in dealing with patient and disease.

Caixeta et al. study demonstrated that religion was a

route that led them towards churches where recogni-

tion of their innocence was achieved. In addition, cop-

ing capacity is further developed in them so that they

can cope with the disease and reasonably justify and

hence accept it. They described spirituality and religion

as two rich sources of support and argued for address-

ing these two in care plans (32). In fact, facing a

chronic disease makes the family be engaged in a big

challenge and the caregivers and patients always com-

fort through God’s remembrance and consent to his

Providence to get free of these problems throughout

ups and downs of the disease. In addition, caregivers

obtain the richest supportive energy source to take care

of their patients by means of trust in God and appeal

to the Imams.

Cheraghi et al. believe that spiritual dimension of care-

taking influences other dimensions of caretaking and

relief caregivers should think of all dimensions of the

patients and always consider spirituality, trust in God,

and appeal to the Imams as one of the most important

components of care (33). The present study demon-

strated the spiritual dimension including feeling of satis-

faction and peace with remembrance of God and divine

Providence as an important promoter of caregivers’ abil-

ity to take care of haemodialysis patients in uncertain

conditions.

Although the study was exploratory and the research-

ers did their best to enrol the participants from various

age groups, gender, economic status, education levels

and different healthcare centres, the participants were

selected from three public healthcare centres, which

could influence the generalisability of data. The present

study could act as a basic inquiry to collect useful infor-

mation, gain insight and generate further research ques-

tions. The data obtained may lay the groundwork for

more rigorous research in this area such as design

empowerment plans and supportive and educative

programmes.

Conclusion

The caregivers of haemodialysis patients in Iran take care

of their patients in an uncertainty-infused atmosphere.

Therefore, development and implementation of interven-

tions to promote the caregivers’ knowledge and skills

regarding the disease and patient’s treatment process is

one of the most important duties of policymakers and

professionals of health system.
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