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Abstract

Background: One of the main issues regarding the management of chronic diseases is patients’ non-adherence to treatment reg-
imens. An important factor affecting treatment adherence is social support. This qualitative study was aimed at exploring the role
of perceived social support in adherence to treatment regimens among patients with chronic diseases.
Methods: A qualitative study was carried out on 34 patients with chronic diseases, who were purposively recruited from the targeted
cities of Bushehr and Tehran, Iran. In-depth non-structured interviews were conducted for the process of data collection from June
2014 to November 2015. Data were constantly and simultaneously analyzed as they were being collected, using the content analysis
approach.
Results: The data collected in this study yielded four themes that included: having the wholehearted support of a spouse, living
with supportive family members and significant others, obtaining information, and confiding in physicians. These themes showed
the dimensions and the types of patients’ perceived social support.
Conclusions: The study’s findings imply that the most important and common sources of perceived social support among Iranian
patients with chronic illness are their spouses, relatives, and friends. According to the results, the participants realized that social
support could help them in adhering to their treatments and coping with their illness. Identifying types of perceived social support
allows health professionals, especially nurses, to use such information for developing and implementing evidence-based care plans
and organizing support systems in order to enhance patients’ adherence to treatments.
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1. Background

The success of chronic disease treatments greatly de-
pends on patients’ adherence to treatment regimens (1).
According to the world health organization (WHO), socioe-
conomic factors, is one of the most determining factors
affecting treatment adherence. An important attribute of
socioeconomic factors is social support (2). Access to ad-
equate social support can improve treatment outcomes
among patients with chronic conditions (3).

Social support is a broad term, which encompasses the
two constructs of perceived support and received support
(4). Perceived social support refers to individuals’ per-
ceptions of the level and quality of available social sup-
port; therefore, it is considered as more important than re-
ceived social support (5). However, all interpersonal rela-
tionships of an individual are not considered as social sup-
port, unless one perceives them as a significant and avail-

able source for fulfilling one’s needs (6).

Previous studies have shown that perceived social sup-
port significantly contributes to patients’ physical and
psychological well-being and their treatment (7-9). How-
ever, some other studies have shown that certain support-
ive behaviors do not contribute to patients’ well-being,
and instead can also damage it in some ways (10, 11).

Numerous studies have been conducted in the area of
social support in societies that differ in terms of cultural
and social backgrounds from the society of Iran. Cultural
diversities in expectations and norms regarding the co-
ordination of relationships can affect social support (12).
Previous studies have also reported that the type of sup-
port received by individuals greatly depends on the imme-
diate context. For instance, Grewal (2010) reported that
South Asian patients had lower levels of tangible and infor-
mational/emotional support, as compared with Caucasian
patients (13). Consequently, the priority and type of sup-
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port system are different in different cultures (14). In other
words, perceived social support can be affected by culture,
race, and ethnicity (15). Accordingly, given the differences
between the Iranian healthcare system and healthcare sys-
tems of other countries and considering the lack of ad-
vocacy campaigns and systematic home care programs in
Iran, the findings of previous studies regarding patients’
perceived social support cannot be easily generalized to
the Iranian context.

Qualitative studies can provide detailed information
about the intended phenomena, as these studies explore
individuals’ subjective perceptions, focus on dynamic as-
pects of human experiences, attempt to assess phenom-
ena in their real situations, and from people’s perspectives,
who have personally been involved (16). Review of the liter-
ature shows that no study has yet been conducted in Iran
on the perspective of patients with chronic diseases on per-
ceived social support; yet, knowing their views can greatly
contribute in designing appropriate interventions to im-
prove their support, quantitatively.

The aim of the present study was to investigate the role
of perceived social support in adherence to treatment reg-
imens among patients with chronic diseases.

2. Methods

2.1. Design

This study aimed at identifying and exploring vari-
ous sources of social support that improve adherence to
treatment regimens, which are perceived by patients with
chronic illness. To this end, a qualitative, descriptive de-
sign was employed based on content analysis. The rea-
son for implementing a qualitative approach was that pa-
tients’ perceptions of social support are based on their
first-hand daily experiences. In such situations, qualitative
studies can elicit in-depth and rich information from the
participants (17).

2.2. Participants

Patients with the most common types of chronic dis-
eases in Iran were recruited in 2011. According to the
non-contagious disease management center of the Iranian
ministry of health and Medical education, the most com-
mon types of chronic diseases in the country in the year
2011 included diabetes mellitus, hypertension, and coro-
nary artery diseases (18). Patients were purposively re-
cruited from different hospital wards and clinics as well
as private offices of cardiologists, endocrinologists, and in-
ternal medicine specialists located in Bushehr and Tehran,
Iran. In total, 34 patients (including 16 females and 18
males) were interviewed as the participants, ranging in

Table 1. Participants’ Demographic and Clinical Characteristics (N = 34)

Variables No. (%)

Gender

Female 16 (47.06)

Male 18 (52.4)

Occupation

Employed 13 (38.23)

Housewife 10 (29.42)

Retired 11 (32.35)

Educational level

Illiterate 3 (8.83)

Primary 4 (11.76)

Below diploma 10 (29.42)

Diploma 5 (14.7)

Collage degree 12 (35.29)

Marital status

Married 23 (67.63)

Widowed 10 (29.42)

Divorced 1 (2.94)

Duration of suffering from chronic disease, Range, y, %

< 5 32.35

5 - 10 38.23

10 - 15 7.64

15 11.78

History of re-hospitalization

Yes 16 (47.06)

No 18 (52.4)

Medical diagnosis

Diabetes mellitus 13 (38.23)

Myocardial infarction 5 (14.7)

Coronary artery diseases 11 (32.35)

Hypertension 5 (14.7)

age from 33 to 88 years old. On average, the duration
of chronic diseases among the study participants was
eight/one (years/month).

Inclusion criteria consisted of presence of cardiovascu-
lar disease, diabetes mellitus, and/or hypertension, receiv-
ing medical treatments for a minimum of six months, hav-
ing the ability to speak Farsi, and being completely con-
scious. Exclusion criteria, however, included regrets after
being interviewed, and being in the acute or recovery stage
of illness. The demographic data are shown in Table 1.
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2.3. Data Collection

The data were collected within the period of 15 months
(June 2014 to November 2015). In-depth, non-structured,
face-to-face interviews were used for the process of data
collection. Each interview was analyzed prior to conduct-
ing the next interview. Interviews were conducted in a
quiet room. The time and place for interviews were deter-
mined based on patients’ preferences. The duration of in-
terviews ranged from 23 to 87 minutes with a mean of 56
minutes.

Each interview was initiated by asking the following
broad open-ended question, ‘What activities do you per-
form in order to manage your disease?’ and based on the
responses provided by the participants, the researchers at-
tempted to gather more detailed data and focus on per-
ceived social support through asking the search questions
(such as what do you mean by this? can you explain more
about this?). The findings of each interview were used as
a guide for the subsequent one. Sampling was done until
data saturation was reached and no new data was obtained
from the participants.

2.4. Analysis

The data were analyzed based on the five-step conven-
tional content analysis, as recommended by Granheimand
and Lundman (19). All interviews were recorded by an
MP3 recorder device with the participants’ consent. The
interviews were listened to several times and transcribed
verbatim after a period of 24 hours. The completed tran-
scripts were then analyzed for emergent themes. In other
words, the processes of data collection and analysis were
performed simultaneously. In the first step, the data anal-
ysis was initiated by reading all the data several times to
achieve immersion and obtain a sense of wholeness of the
participants’ experiences. In the second step, the text was
broken to meaning units, including words, sentences, or
paragraphs, and significant aspects related to the partic-
ipants’ experiences were highlighted. In the third step,
these meaning units were condensed and labeled with
codes. In the next step, the codes were sorted and classi-
fied into subcategories and categories based on similari-
ties and linkage of different codes. In the final stage, the
underlying meaning and content were extracted from the
data, and the main themes emerged. Each interview was
independently coded by the primary analyst (the first au-
thor), and then the two other researchers (the second and
third authors). The MAXQDA 10 software was employed for
data management.

2.5. Rigor and Trustworthiness

The four criteria of credibility, dependability, confirma-
bility, and transferability were used for ensuring the trust-

worthiness of the study findings. As a clinical nurse, the
first author had long experience of providing care to pa-
tients with chronic diseases and hence, the criterion of pro-
longed engagement with the study subject matter was ful-
filled. This research neither had pre-assumed conceptual
framework for the study nor did use available definitions
and theories in the area of social support. The member-
checking technique was also used for ensuring the accu-
racy of the findings. In other words, the interview tran-
scripts and related findings were returned to the partici-
pants and they were asked to confirm the congruence be-
tween the findings and their experiences. Moreover, the
interview transcripts as well as the generated codes, cate-
gories, and themes were controlled and confirmed by two
experienced qualitative researchers. Sampling was done
with maximum variation (Table 1). In addition to com-
paring the study findings with the findings of previous
studies for the purpose of establishing transferability, the
researchers presented the findings to three patients with
chronic conditions, who had not participated in the study.
They confirmed that the findings fitted their experiences.

2.6. Ethical Considerations

This study was approved by the institutional review
board and the ethics committee of the Medical faculty of
Tarbiat Modares University (52/183), Tehran, Iran. Complete
explanations about the aim and methods of the study were
provided to the participants and their verbal and written
consents for participation were obtained. They were en-
sured that their personal information would be managed
confidentially. Moreover, they were entitled with the abso-
lute right of voluntarily withdrawing from the study.

3. Results

Thirty-four participants took part in this study, of
whom 16 (47.06%) were females and 18 (52.94%) were males.
The participants’ mean age was 54.03 years old and mean
disease duration was 7/97 years. Overall, twenty-three
(67.64%) were married, 11 (32.35%) widowed, and one (2.94%)
was divorced. The participants’ demographics are summa-
rized in Table 1.

The study data yielded 383 primary codes, twelve cat-
egories, and four themes. The four themes of the study
were having the wholehearted support of a spouse, living
with supportive family members and significant others,
obtaining information, and confiding in physicians. These
themes are explained below. These themes are presented
in Table 2.
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Table 2. Meaning Unit, Condensed Meaning Unit, Sub- Themes, and Themes from Content Analysis About Patient’s Perceptions of Social Support

Meaning Unit Condensed Meaning Unit Sub-Themes Themes

My wife regularly checks between
my toes. (P12)

Considering foot care Paying careful attention to spouse

having the wholehearted support of a
spouse

She encourages me to do exercise.
She even prepares my sports shoes.
(P4)

Satisfaction from wife’s attendance to
physical activity

Satisfaction with spouse’s
performance

My husband knows how much diet
is important for my health, so, he
eats diet food according to my
preferences. (P1)

Eating diet food by spouse Understanding and helping spouse.

I read drugs leaflets. I get useful
information. (P3)

Gathering information from drug
leaflets

Active information seeking

obtaining information from reliable
sources

In our village, Behvarze comes to
my home and tells me what to do.
(P18)

Receiving information from Behvarza Inactive information acquisition

My children pay attention to my
diet. When I go to their homes, they
cook low-fat foods and change
their diet according to my
preferences. (P9)

Preparing diet foods by children Family support

Living with supportive family
members and significant others

My children warn me against using
unhealthy foods. When I have time
to visit my nutritionist and I don’t
want to do so, they take time for
me and take me there. (P16)

Warn and concern against using
unhealthy foods

Children’s concern over parents’
health

My relatives and friends know that
I’m sick. Therefore, they do not
cook high-salt or high-fat foods
when I’m their guest. (P22)

Preparation diet foods at parties Support provided by significant
others

My daughter doesn’t tell me bad
news. Sometimes they unplug the
phone, it helps me recover. (P15)

Help to recover with not saying
stressful news

Family members’ attempt to
maintain patient’s calm

The doctor doesn’t make mistakes,
because he is the most important
member in treatment, so, I
absolutely take his advice.

Doctor the most important reference
in health care system

Accepting physicians

Confiding in physicians
I do not manipulate my medicines.
I change my medicines based on
the doctor’s advice

Adherence to drug recommendations Following physicians’ orders

Abbreviation: P, Participant.
aBehvarz: Iranian rural health worker.

3.1. Having the Wholehearted Support of a Spouse

One of the main aspects of perceived social support
was having the wholehearted support of a spouse. This
category comprised of subcategories including paying
careful attention to spouse, understanding and helping
spouse, and satisfaction with spouse’s performance. Af-
ter becoming aware of their partners’ diseases, the par-
ticipants’ spouses became sensitive and attentive to their
partners’ diseases and health status. Subsequently, the
spouses strived to help their partners adhere to the recom-
mended treatment regimens.

Wholehearted and informed support provided by the
spouses brought the participants great satisfaction with
their spouses’ performance. The spouses’ support influ-

enced coping with adherence to treatments.

As soon as my wife noticed that I have developed a
heart attack, she personally and effectively managed every-
thing, including my dietary regimen, our household, and
our children. She is the director of our household. It is be-
cause of her that I could cope with my disease (48y/o male).

In addition, the participants’ spouses attempted to un-
derstand and adhere to the prescribed dietary restrictions,
and also to support the participants by encouraging them
to do physical activities.

She does her best to encourage me to do physical activ-
ities. She even makes my sports shoes ready (59 y/o male).

Another aspect of support provided by the spouses
was their sensitivity to the participants’ dietary regimens.
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They cautiously and wisely prepared healthy foods. Some-
times they even cooked foods other than foods prepared
for other family members in order to help the participants
adhere to the prescribed dietary regiments. Accordingly,
the participants were confident that they were closely ad-
hering to their regimens.

Before developing this disease, I used to eat restaurant
foods. But, since developing the disease, my wife does her
best to prepare foods that are both healthy for me and ac-
ceptable to other family members. When she is going to
cook fatty food for other family members, she cooks some-
thing special for me (55 y/o male).

The participating patients were quiet sure that their
spouses are always with them and support them, particu-
larly when facing difficult situations or developing disease-
related complications. Accordingly, they had a feeling of
being supported by a kind supporter. Moreover, the par-
ticipants’ spouses even helped them in self-care and self-
monitoring activities.

Now, my wife monitors my blood sugar daily or every
other day. She is very supportive. Sometimes when my
blood sugar falls, she gives me some sugar solved in water
or a spoonful of honey. She is now more skillful than me
(44 y/o male).

Some of the spouses (especially females) strived to ad-
here to the prescribed regimens so strictly that caused the
patients to feel some sort of dissatisfaction and uneasiness.

My wife treats everything very seriously. I ask her not
to be so harsh; however, she does not pay attention to me.
She even prevents me from listening to news, claiming that
it makes me stressed. She has totally forbidden eating red
meat, albeit I have been allowed (by my physician) to eat it
occasionally (59 y/o male).

The male participants received various aspects of sup-
port (diet, exercise, stress management, medication adher-
ence, etc.) from their wives, while female’s perceived sup-
port from their husband included concerns about their
health and seeking health care.

He works for us. I do not expect him to help me in do-
ing household work. When I go to the doctor for a visit, my
husband comes with me because he is worried about my
health.

(56 y/o female).

3.2. Living with Supportive Family Members and Significant
Others

Another attribute of the participants’ perceived social
support was living with supportive family and relatives.
This main theme included categories, such as children’s
concern over parents’ health, family support, support pro-
vided by significant others, and family members’ attempt
to maintain patient’s calm. According to the participants,

children have a pivotal role in helping their parents ad-
here to treatment and dietary regimens. When their par-
ents develop a disease, children attempt to provide them
with psychological support and help them adhere to their
regimens. In addition to children, the participants’ rela-
tives and peers also tried to facilitate the participants’ ad-
herence to treatment and dietary regimens by providing
them with a supportive, comfortable, stress-free environ-
ment.

Children also supported their participant’s parents by
recalling disease risks and paying attention to diet and ex-
ercise, which had a positive impact on adherence to treat-
ment regimens.

I didn’t like sports. I just took my daughter to a gym
and waited there to take her back home. My daughter said
that she would stop doing sport if I didn’t. Therefore, I en-
rolled at a gym and started doing a sport (42 y/o female).

The participants were satisfied and pleased with receiv-
ing support from their children. They attempted to follow
their children’s advice due to having confidence in them.
They believed that their children were attempting to pro-
mote their lifestyle.

My daughter likes fast foods. Nonetheless, she doesn’t
eat fast foods and also prevents me from eating them (56
y/o female).

The participants stated that they were provided vari-
ous types of perceived support by their children. Unmar-
ried children provided greater help to their parents than
married ones. Moreover, the daughters supported their
parents in household chores and outdoors, while most
support received from the participants’ sons were related
to outdoor work, such as buying medications, etc.

All my children love me. Those of my children, who are
married, have greater problems and cannot devote time to
me as my unmarried children can. In addition, my daugh-
ters usually help in household chores and outdoors, but
my sons help me to go to the doctor and buy medicine or
anything related to my illness (68 y/o female).

Besides close relatives, significant others also strived to
support the patients by introducing qualified physicians
to them, accepting and valuing their dietary restrictions,
alleviating their stress, and highlighting the importance of
following healthcare professionals’ advice.

My relatives and friends know that I have this problem.
Therefore, they try not to cook high-salt or high-fat foods
when I’m their guest (48 y/o male).

However, the participants realized that received fam-
ily support decreased over time. They expressed that their
family members became tired and annoyed of helping
them to remain in adherence with treatment regimens.

I understand that it’s hard for my children to eat diet
food, and it’s also difficult for my wife to prepare two kinds
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of food. So, I do not expect to receive any further help from
them (63 y/o male).

3.3. Obtaining Information

The third theme of the study was obtaining informa-
tion. The two main attributes of this theme were active
information seeking and inactive information acquisition.
The participants’ experiences showed that obtaining infor-
mation from reliable sources was an important source of
support for them, particularly at the early phases of their
disease. After receiving the definite diagnosis of their prob-
lems, the study participants started to gather information
concerning their diseases, preventive strategies, self-care
activities, medication use, side effects of medications, and
complementary therapies. They gathered necessary infor-
mation from credible sources, such as physicians, nurses,
other healthcare professionals, friends, media, health cen-
ters, and clinics.

During medical visits, I ask all my questions from my
doctor. For instance, I ask him questions about developing
health problems after taking certain medications or about
what I can eat and what I should avoid eating. Sometimes,
my wife asks the doctor those questions that I forget to ask
(56 y/o male).

Another source of information for the participants was
community-based rural primary healthcare workers, who
are locally called ‘Behvarz’ in Iran. Villager participants
had limited access to information resources and hence, re-
ferred to Behvarz workers to fulfill their educational needs.

Behvarz workers are very good (source of information).
Physicians aren’t readily accessible in our village. When
you aren’t sure what (food or medication) you need to take,
you can refer to Behvarz workers, who are always accessi-
ble. They always provide me with useful information (69
y/o female).

Health centers and clinics, such as cardiac rehabilita-
tion clinics or diabetes mellitus care centers were other
sources, which provided information to the participants
(in the form of educational pamphlets and booklets or ver-
bal educations), particularly during the early phases of
their diseases.

The sources of my information are books provided by
the Iranian diabetes society. I referred to the Society several
times. They gave us books on nutrition, which contained
information about factors behind developing diabetes and
strategies for managing it (44 y/o male).

Participants with diabetes reported that the diabetic
education program in diabetes clinics is only held in the
morning so they are not able to attend. Limitation to ac-
cessing reliable sources causes poor adherence.

I’m a worker and need my job; I work in the morning,
the diabetic clinic is only open in the morning. If I have a

question, no one ever responds to my telephone calls (58
y/o male).

3.4. Confiding in Physicians

The final main source of perceived social support avail-
able to the participants was having confidence in their
physicians, which included the two dimensions of accept-
ing physicians and following physicians’ orders. The par-
ticipating patients highlighted that they confided in their
physicians and viewed them as the central authorities in
healthcare systems. It is noteworthy that the participating
patients’ confidence in physicians rooted in their child-
hood. As they confided in their physicians, the partic-
ipants received educational support from them and fol-
lowed their orders and advice. Following physicians’ or-
ders was associated with closer adherence to treatments,
better perceived outcomes, and higher satisfaction with
physicians’ performance. Sometimes, they searched for
and referred to more qualified physicians and sought med-
ical advice from them. While they found new physicians’
advice as congruent with their own physician, they gained
greater confidence in their own physicians.

When my doctor said that treatment regiments were
not effective and I needed to inject insulin, I referred to sev-
eral other doctors. They also confirmed insulin injection.
Therefore, I found that my first doctor was right (because)
all physicians study same courses. Then, I gained greater
confidence in my physician and obeyed all his orders (58
y/o male).

However, some other patients had experienced physi-
cians’ inattentiveness during hospitalization and hence,
were dissatisfied with them. These patients highlighted
that due to fatigue and heavy workload, attending physi-
cians did not allocate adequate time to their patients and
did not educate them and hence, caused them consider-
able confusion and distress.

When the attending physician comes to visit me, he
just writes something in my medical records and says
something to nurses. If I call him, he does not pay atten-
tion to me and just says that, ‘I will answer your questions
later; I’m very busy now’. However, the time ‘later’ never
comes (62 y/o female).

4. Discussion

The findings of the study indicated that for closer ad-
herence to regimens, the participants attempted to gather
information. Moreover, the participants’ spouses and mar-
ital partners had attempted to support them in adher-
ing to recommended regimens. Besides spouses, the par-
ticipants had also received psychological and functional
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support from their family members and significant oth-
ers, who strived to create a comfortable environment for
them. The performance and the practice of the partic-
ipants’ physicians were also supportive and confidence-
building. Khosravizadeh Tabasi et al. (2014) (20), Vaccaro
et al. (2014) (21), and Miller and Dimatteo (2013) (8) also re-
ported family members and peers as two main sources of
support, which can enhance patients’ adherence to treat-
ments.

In two review studies, Barth et al. (2010) and Scheurer
et al. (2012) divided social support to functional and struc-
tural constructs (5, 22). The current findings covered
all these constructs and sub-constructs, except for finan-
cial support and social networks. This finding can be at-
tributed to limited support provided by Iranian insurance
providers. This is in line with the findings of other stud-
ies conducted in Iran (23, 24). Financial cost of treatment,
especially in patients with inadequate health insurance or
low income, can have a negative impact on adherence, es-
pecially medical adherence and impose a burden on pa-
tients in remaining adherent to their treatment regimens,
therefore, increase non adherence (25). Moreover, lack
of social associations and foundations for supporting pa-
tients with chronic diseases might also have contributed
to this finding.

The current participants’ strongest perceived social
support was related to their spouses’ wholehearted sup-
port. This type of support was of paramount importance
to the participants. Previous studies also showed that pa-
tients considered their marital partners as the most im-
portant source of support to them (11, 23, 26, 27). Spouses
are uniquely positioned in their partners’ medical regi-
mens. They are frequently involved with their chronically
ill partners, often by promoting greater treatment adher-
ence (23). Spouses attempt to enhance their partners’ ad-
herence to treatments by controlling their unhealthy be-
haviors and supporting their healthy behaviors (26). Un-
derstanding patients’ illness experiences plays a key role
in helping them deal with their chronic illness, which can
be facilitating and enhance nursing supportive interven-
tion programs to accommodate with their diseases (28).

They feel greater responsibility for their partners’
treatment adherence, which can place an extra burden on
them (23). Burden of care is related to adverse spousal out-
comes in the context of managing chronic diseases (23),
which also influences quality of care and intervention de-
velopment.

It is noteworthy to mention that the degree of support
provided by spouses is different to the extent that some
spouses even provide extravagant support. Spouses’ ex-
travagant support is harmful and associated with lower
self-efficacy, lower perceived control over the underlying

disease, and greater risk for experiencing anxiety and de-
pression (27). This finding is consistent with the findings
of another study conducted in Iran (28). However, the cur-
rent research found no difference between males and fe-
males regarding perceived social support. The reason be-
hind this finding could be explained by the unique struc-
ture of Iranian families. In the Iranian culture, there exists
strong and sincere relationships among family members
and individuals’ needs are mainly satisfied within families
(29). Accordingly, both males and females feel committed
to fulfill their marital partners’ and other family members’
needs. Therefore, this information will enable health care
providers to use social support as an opportunity to im-
prove care plans and strengthen patients’ perceived sup-
port in order to improve patient adherence.

The current research also found that another source of
support available to the participating patients was living
with their supportive family members and significant oth-
ers. In other words, the participants’ family members and
significant others, particularly their children, were sensi-
tive to the participants’ health and supported them in ad-
hering to prescribed regimens through reminding them
of the consequences of their diseases. Such practice of
family members and significant others brought the partic-
ipants great satisfaction. Rosland et al. (2010) also found
that after marital partners, the most important sources of
support for patients was their children, siblings, other fam-
ily members, and friends (11). Other studies also confirmed
this finding (7, 23). Family members, especially spouses,
play an important role in supporting the patients with
chronic illnesses in their treatment regimen. Patient edu-
cation (education on diet and medication, etc.) should be
patient/family-centered. Nurses pay attention to patients’
education about treatment regimen and their education
should be focused on patient/family habits, behaviors, and
values. Thus, nurses can facilitate greater durability of ad-
herence.

However, in the long run, the support process for pa-
tients with chronic disease to remain adherent to their
treatment regimens can impose a burden on family mem-
bers, and consequently, may lead to severe stress situations
within a family (10, 11). This issue not only places a great
burden and stress on caregivers, yet, actually worsens pa-
tients’ conditions as well.

In Iran, when diagnosed with chronic disease, patients
receive high levels of family support. Therefore, support
decreases over time, and chronic patients and their fami-
lies lose faith in the future (30). Therefore, families do not
always play a supportive role in treatment adherence.

Obtaining information from reliable sources was an-
other source of support for the participants, which had a
positive effect on their treatment adherence. The effects
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of information gathering were more positive particularly
at the early phases of participants’ diseases. After receiv-
ing the definite diagnosis of their diseases, the study par-
ticipants started to gather their necessary information and
clarified disease-related ambiguities through adopting ac-
tive information seeking and inactive information acqui-
sition strategies. Generally, patients need information and
education about their problems in order to make wise and
critical decisions, and cope with the complications of their
diseases. Consequently, informational support helps them
understand their diseases and problems, and facilitates
decision-making and coping processes among them (31).

Changes in healthcare delivery to chronically-ill pa-
tients, such as the introduction of community-based care,
along with medical advances, have shifted care delivery
from hospitals to patients’ own homes. Accordingly, pa-
tients now receive a great deal of care services at their
homes and from their own family members, most of whom
have limited health-related information, if any (31). Previ-
ous studies have also shown that despite having limited
health information (32, 33), family members are involved
in performing complex clinical procedures and even mak-
ing independent critical decisions (31). However, the cur-
rent findings showed that both the participants and their
close family members and relatives attempted to gather
credible information for enhancing treatment adherence.

One of the main sources for obtaining health-related
information was community-based rural health assistants
or Behvarz workers. Behvarz workers provide primary
health care services in rural health houses (34). The cur-
rent findings as well as the findings reported by Farzadfar
et al. (2012) showed that Behvarz workers can strongly sup-
port patients with cardiovascular disease, diabetes melli-
tus, and hypertension (35). Therefore, attention to educat-
ing Behvarz workers is one useful approach to provide this
support to patients residing in remote areas and villages in
Iran.

The participants had confided in treating physicians
due to their support, which was mainly informational. The
outcome of confiding in physicians and receiving support
from them was greater adherence to treatment. Asgari
et al. (2011) also reported on the positive effects of physi-
cians’ informational support on treatment adherence (23).
Patients’ confidence in physicians, who are considered as
the central healthcare authorities, is among the most sig-
nificant factors contributing to treatment adherence, par-
ticularly among patients with chronic diseases (36). On
the other hand, patients with unsupportive physicians are
reluctant to adhere to and continue the prescribed treat-
ments (37). The results showed that some of the partic-
ipants experienced their physicians’ inattentiveness dur-
ing hospitalization, which caused them considerable con-

fusion and distress.

4.1. Limitations

This study had some limitations. The researchers tried
to include different patients with chronic disease in this
study, yet did not explore experiences of unmarried adults;
their perceived social support might have been different
from that of married adults. Moreover, based on the nature
of qualitative studies, the participants were purposively se-
lected; thus, this survey does not represent the population.

Some of the interview sessions with the participants
were conducted in their homes while their families were
present, and hence, the participants may have given so-
cially desirable responses under the influence of their fam-
ilies; and it is possible that not all aspects of the phe-
nomenon were completely identified.

4.2. Conclusion

The most important and common sources of perceived
social support among patients with chronic diseases in
Iran are their spouses, relatives, and friends. Moreover, in
a developing country like Iran, the type of support and the
patients’ perceptions of support are different from other
countries, in that patients neither receive instrumental so-
cial support (for instance, from institutions and insurance
providers) nor have the support of social networks. Con-
sequently, their perceived social support is mainly tradi-
tional and informal. Given the high costs of managing
chronic diseases, cost-free and easily-accessible informal
social support, which is provided by family members, rela-
tives, and friends, is of paramount importance to patients
with these diseases. The current researchers recommend
replicating this study in other patient populations, includ-
ing chronically-ill children, adolescents, and unmarried
adults.

Footnote
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