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Abstract: Background: One of the most chronic diseases can effect on quality of life for children and their families are 

chronic kidney diseases. It can cause direct adverse impact on children life. So, empowerment of family and children is 

essential to enhance and improve their quality of life. For this reason, the aim of this study was to evaluate the effect of the 

family empowerment model on the quality of life for children with chronic kidney diseases. It was hypothesized that children 

with chronic kidney diseases who received family empowerment model sessions will have better quality of life than children 

who did not. The design of this study was quasi experimental design. It was conducted in Menoufia University Hospital and 

Teaching Hospital in Shebin El-Kom in Menoufia governorate. For data collection, a purposive sample of 60 children with 

chronic kidney diseases and their parents was obtained from the previous mentioned settings. Tools of this study were Social 

characteristics sheet and the questionnaire of Core Ped QoL, version 4. The results of this study showed that significant 

improvement in quality of life after implementation of family empowerment model for children with chronic kidney diseases 

and their parents. It was concluded that that family empowerment model was effective in improved the quality of life for 

children with chronic kidney diseases. Therefore, this study recommended that this model to be used in inpatient and outpatient 

children's health care. 
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1. Introduction 

Chronic kidney disease (CKD) and renal failure (RF) is 

considering major health problems for children less than 18 

years. It is gradual loss of renal function that gradually which 

ultimately leads to end-stage renal disease (ESRD) [1]. 

Worldwide, there is increase in the number of patients with 

chronic kidney failure and consequent end stage renal failure. 

The annual rate of children who develop kidney failure was 1 

or 2 new cases in every 100.000 children. In the USA, each 

year three to five children per million develop CRF [2]. 

In Egypt, CRF in hospitalized children between births to 

15 years of age has been reported to be approximately 1.36% 

of all hospitalized patients [3]. Moreover, morbidity and 

mortality is highly worldwide more than 67,000 deaths occur 

each year as a result of kidney failure. It incidence is still 

increase due to poor and low socio-economic standard. 

Complications related to chronic kidney disease not develop 

to end stage renal diseases only. It can increase risk for heart 

disease, failure of growth and development and alteration of 

lifestyle for children and their parents [4]. 

Many studies support that early detection and treatment of 

chronic kidney disease–related complications are very 

important that help the patient to have better growth and 

development and better quality of life [5]. Based on the 

World Health Organization (WHO) statement, "quality of life 

(QOL) includes individuals’ perceptions from their life 

situation with regard to their culture, value system, goals, 

expectations, standards, and concerns [6]. Therefore, one of 

the most important aspects in management of a chronic 

kidney disease is promotion of patients’ QOL, in addition to 

control of disease signs. 

Chronic kidney diseases had negative impact on children 

life style and this indicates that children and their family need 

for more support to achieve adjustment [7]. Family has many 

crisis related to diagnosis of the disease and adjusting it. 
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Many families react different responses. Most of the families 

can successfully adopt themselves with chronic disease of 

their children. In contrast, some of them also may not be 

successful in adapt with it [8]. The main causes for that is the 

family has lack of access to accurate information about the 

disease, lack of enough support resources, high treatment 

costs, mental status and social damages [9]. 

On the other hand, family plays the main role in 

confirming health and well-being of the children and can 

have a significant impact on their quality of life. That is why 

nowadays the health care system continuous act to change 

care from child-centered care to family-centered one [10]. 

So, family should receive accurate information about 

diseases and participate in all the decision-makings related 

treatment and health care measures for their children [11]. 

So, one of the most important ways to change and improve 

QOL in children with chronic kidney diseases is support and 

empower of their families. Family empowerment includes the 

interaction of health team with the families, so that it causes 

change families’ life and leads to accomplishment to positive 

changes in the direction of power, ability, and enhancement 

of skills in families [12]. From this power children who with 

chronic kidney diseases have chance to diminish 

hospitalization costs and number, improve quality of their life 

(physical and psychosocial), and decrease signs and 

complications of disease and school absenteeism [13]. 

Children and their parents are often receiving incomplete, 

inaccurate and disorganized knowledge given to them by the 

physicians and nurses at the time of discharge. It is often 

forgotten which due to lack of ensuring and repetition of 

knowledge and use of medical terms in this education after 

discharge. These families should live their life in peace and 

have good quality of life from the time their children’ chronic 

disease is diagnosed. Also, they have the ability of decision-

making and determination of priorities for their own needs as 

well as their children's [14]. The parents’ skills should be 

confirmed by nurses. However, nurses are playing a valuable 

role in promoting care for children and their families. 

Therefore, nurses should be provide children and their 

families with the clinical, educational and administrative 

supports required which enabling them to adjustment [15]. 

Therefore, this study aims to evaluate the effect of family 

empowerment model on QOL of the children with chronic 

renal diseases, in order to suggest appropriate approaches for 

improve of their QOL. 

2. Aims of the Study 

This study aimed to evaluate the effect of the family 

empowerment model on the quality of life in children with 

chronic kidney diseases. 

3. Hypothesis 

It was hypothesized that children with chronic kidney 

diseases who received family empowerment model sessions 

will have better quality of life than children who did not. 

4. Operational Definition 

1. Chronic Kidney diseases: is a slow or gradually 

progressive loss of kidney function over a period of 

several years [16]. Eventually the patient has 

permanent kidney failure 

2. Quality of life is the degree of satisfaction with present 

life circumstances as perceived by the individual. It 

influenced by present as well as future experiences 

[17]. 

3. Family empowerment: is an interactive intervention 

that nurses use to help patients families and it is 

designed to aid families through the empowerment 

process, which consists of phases that correspond to the 

amount of trust and decision making a family shares 

with health professionals [18]. 

5. Subjects and Method 

This section describes research design, settings, sampling 

technique, data collection instruments, pilot study, data 

collection procedures, and data analysis. 

5.1. Research Design 

A quasi-experimental design was utilized. 

5.2. Setting 

This study was conducted at the outpatient clinic of 

Pediatrics sub-specialists of children's renal diseases in 

Menoufia University Hospital and Shebin El-Kom Teaching 

Hospital. In Menoufia University Hospital, the Outpatient 

clinic was present in the first floor. It included one room for 

pediatric patients. In Shebin El-Kom Teaching Hospital, the 

Outpatient clinic was present in the ground floor. It included 

one room for pediatric patients. 

5.3. Subjects: (Population and Sample) 

A sample of 60 children was included. A simple random 

sampling technique was used to assign them into study group 

I and study group II. Sample size has been calculated using 

the following equation: n= (z
2
×p × q)/D

2
 at CI 95% and 

power 80%. The sample size was 60 children. Study group I 

received family empowerment model sessions and study 

group II did not received sessions. Number of children who 

were selected from Menoufia University Hospital was 30 

children (15 children received family empowerment model 

sessions and 15 children no received sessions. Number of 

children who were selected from Teaching Hospital in Shebin 

El Kom was 30 children (15 children received family 

empowerment model sessions and 15 children did not 

received sessions. They selected based on the following 

criteria. 

i. Inclusion criteria: 

1. Age of children ranged from 8 -12 years old. 

2. Children were diagnosed with chronic kidney diseases 

and no history of kidney transplantation and end-stage 
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renal diseases. 

3. Free from any other chronic diseases. 

4. Parents can read and write. 

ii. Exclusion criteria: 

1. Children with special needs who cannot be educated 

or need special education such as mental retardation, 

autism, deaf and damp because they will not be able 

to communicate. 

2. Patients’ interest to stop cooperating in the study. 

5.4. Data Collection Tools 

In order to achieve the purpose of the study, two tools were 

utilized for data collection:- 

i. Tool one: Social characteristics sheet. It was developed 

by the researcher to assess information about children 

and their parents. It was divided into two parts: 

(a) Part one: characteristics of children. It includes child's 

name, age, sex, school grade and residential. 

(b)  Part two: characteristics of parents. It includes age of 

parents, level of education, and their job. 

ii. Tool two: Core Pediatric Quality of Life (QoL), Version 

4 Questionnaire Sheet (Core Ped QoL, version 4). It 

was confirmed by varni, 1999 [19]. It included 23 

questions, and these questions covered the following 

two dimensions: - 

(a) Physical dimension: it was included 8 questions. 

(b) Psychosocial dimension: it was included 15 questions 

(5 on emotional function, 5 on social function, and 5 on 

school function). 

(c) Scoring for Core Ped QoL, version 4= items were 

reversed and linearly transformed to a 0-100 scale as 

follow 0 (Never) =100, 1(Almost never) =75, 2 

(sometimes) = 50, 3 (often) = 25, 4 (Almost always) = 

0, so that the higher scores indicated better health 

related quality of life. Total scored were sum of all the 

items over the number of items answered on all scale. 

5.5. Methods of Data Collection 

i. Written permission: 

Prior to data collection, an oral permission to carry out the 

study was obtained from the director of Menoufia University 

Hospital and Teaching Hospital in Shebin El Kom after 

explaining the purpose of the study and methods of data 

collection. 

ii. Validity 

For validity assurance, four instruments were provided to a 

jury including one professor of pediatric nursing, two 

assistant professors of pediatric nursing and two assistant 

professors in pediatrics. 

iii. Reliability: 

Reliability of the tools was done to determine the extent to 

which items in the questionnaire were related to each other 

by Cronbach's co-efficiency alpha test for the questionnaire 

(r= 0.89). 

iv. Ethical Considerations: 

A verbal consent was obtained from the care givers of 

children who meet the inclusion criteria to participate in the 

study. At the initial interview with parents and their children, 

they were informed about the purpose, procedure and 

benefits of the study and expected outcomes. An explanation 

was provided that participation in the study was voluntary 

and harmless. Also, parents were known that they can out 

from the study at any time. 

(a) Confidentiality and anonymity of patients was assured 

through coding all data and putting all paper in a closed 

cabinet. 

(b) Questionnaires were fulfilled by the researcher and 

child and his/her parents, through personal interview. 

v. Pilot study: 

It was carried out on five children and their caregivers in 

each group (10% of the sample) to test the practicability, 

applicability and to estimate the needed time to fill the 

instruments. No necessary modifications were done. 

Therefore, the pilot study was included in the total sample. 

5.6. Data Collection Procedure 

i. Data collection started from February 2015 to August 

2016. It collected during work hours one day a week 

in outpatient clinic of Pediatrics sub-specialists of 

children's renal diseases. 

(a) An official permission was obtained from the Dean 

of the faculty of nursing to conduct the study and 

collect the necessary data. 

(b) The researcher introduced herself to the child and 

his/her care giver and explained the procedure of 

research. 

ii. The researcher started to collect data about social 

characteristics of parents and their children. 

iii. The questionnaire was filled by the children and their 

parents or by researcher. They filled twice before and 

one month after implementation of family 

empowerment session in the study group I and study 

group II in identical time points. 

iv. Researcher after agreement of the participant, assessed 

needs, resources, and weak points of the of the study 

groups in a building near one of the outpatient clinic of 

Pediatrics sub-specialists of children's renal diseases, 

and designed of empowerment program content. Then, 

family empowerment model was applied based on its 

steps and stages. These steps included six sessions. 

Each session take 45minutes according to children's 

needs and tolerance. Three group discussion sessions 

were held for the parents too. 

v. Control groups no received intervention. 

vi. Family empowerment model contains four steps: the 

first step was improved and increased participants 

knowledge regarding chronic kidney failure. The 

researcher was used several teaching methods as 

PowerPoint presentations, models, posters, team 

teaching, question-and-answer sessions, and role-

playing teaching methods. These methods helped the 

researcher to increase levels of participants' 

knowledge. The participants were divided into 4-5 
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individual subgroups based on the type of disease, and 

received educational contents in a total of six 45-min 

sessions (four sessions for theory and two sessions for 

practical presentation) as follows: First session, the 

children introduced themselves. Then, researcher were 

explained the general and behavioral goals, the 

evaluation method, and the duties of the subjects in 

educational sessions. Also, they received information 

about physiology and anatomy of kidney. Second 

session, in this session the participants received 

information about causes of kidney failure, clinical 

manifestation, complications, and prognosis. Third 

session, the researcher explained more information 

about nutrition and laboratory tests and their normal 

values. Fourth session, finally, the researcher 

discussed with the children about the medication 

importance. For instance, the researcher explained the 

effect on nutrition on the disease. Then, the 

participants started discussing about it, based on their 

experiences and the researcher conducted the session. 

At the end of each session, the given materials were 

finalized and the questions were answered, and finally, 

the data and goal of the next session were determined. 

In each session, two questions were asked to the 

children in relation with the subjects of former 

sessions to evaluate the level of their learning. 

vii. The Second step was aimed to enhance and improve 

self-efficacy to all participants. It included two 

sessions were held involving demonstrations. In this 

step, the researcher was explained practice that 

required for measuring weight and blood pressure and 

these practices were taught to the children by 

demonstration and re- demonstration teaching 

methods. 

viii. Third step was help participants to increase their self-

esteem through educational participation. In this step, 

the researcher helped the children to participate with 

hem/here in training their parents to know more about 

chronic kidney failure. Also, to ensure the parents 

were understand the basic knowledge and teaching 

content through their children’s training, the researcher 

involved them in three 45-minute training sessions 

about chronic kidney disease, diet, physical activity, 

treatment and complications of diseases. After two 

weeks the last session, the researcher called all the 

participants to follow up on the implementation of the 

skills learned and to ensure that the taught materials 

were being implemented. Furthermore, the participants 

were given the researcher’s telephone number to ask 

any questions, if necessary. 

ix. Fourth step was the evaluation process of participant, 

the researcher evaluated knowledge at the beginning 

of each session. The children were orally asked some 

questions from the previous session. Also, Self-

efficacy was evaluated by asking the children to 

demonstrate two learned practical skills. Meanwhile, 

self-esteem was assessed by the level of the children’s 

cooperation in the participatory training when giving 

back the training cards comprising their parents’ notes. 

x. Final evaluation which assessed one month after 

completion of intervention, the questionnaires was re-

evaluated by the same tools to both groups. 

xi. For moral purpose, the handbook give to the group I 

was also give to the group II after the questionnaires 

had been filled out. 

5.7. Data Analysis 

The Statistical Package for Social Studies (SPSS) version 

20.0 was used. Data were coded and summarized using means 

and standard deviation for quantitative variables and 

percentage distribution for qualitative variables. Comparison 

of means was performed using paired t-test, independent t-test. 

6. Results 

Table 1. Distribution of children regarding their social characteristics. 

Items 
Group I Group II 

Test of significance &p-value 
No = 30 % No = 30 % 

Children Age (Mean± SD) (11.53±2.45) (11.79±2.58) 0.76 ns 

Gender 

0.44 ns Male 16 53.3 20 66.6 

Female 14 46.6 10 33.3 

Residential 

0.39 ns City 10 33.3 8 26.6 

Village 20 66.6 22 73.3 

Educational level 

0.96 ns Elementary school 21 70.0 18 60.0 

Primary school 9 30.0 12 40.0 

NB: ns means p>0.05 not significant 

Table 1 showed demographic characteristics of studied 

children. It was obvious from this table that the mean and 

standard deviation of studied children age was (11.53±2.45 

and 11.79±2.58) in the two study groups respectively. 

Regarding children gender, approximately more than one half 

of studied children were males (boys) (53.3%, 66.6%) in the 
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two study groups. According to the children and family 

residential the majority (66.6%, 73.3%) of studied children in 

both groups live in village. Also, the same table revealed no 

statistical significance differences between the studied groups 

regarding all items. 

 
Figure 1. Distribution of the mother regarding their occupation. 

Figure 1 revealed that the majority (80.0%, 83.3%) of mothers were house wife in the study group 1 and study group II 

respectively. 

 

Figure 2. Distribution of the fathers regarding their occupation. 

Figure 2 showed that the largest percentage (36.6%) of fathers were employee in the study group I respectively, while the 

largest percentage (43.3%) of fathers were farmer in the study group II respectively. 
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Figure 3. Distribution of mothers regarding their education. 

Figure 3 showed that approximately less than half (40.0%, 43.3%) of mothers in the study group I and study group II had a 

secondary educational respectively. 

 
Figure 4. Distribution of fathers regarding their education. 

Figure 4 showed that approximately less than half (36.6%, 43.3%) of fathers in the study group I and study group II had a 

secondary educational respectively. 

Table 2. Means and SD of children quality of life on pre-intervention (before family empowerment sessions) in the two studied groups. 

QOL dimension Study group I no=( 30) Study group II no=( 30) t- test P –value 

Physical (Mean± SD) 79.5±12.8 78.1±16.3 0.37 0.71 ns 

Psychosocial (Mean± SD 78.1±13 77.0±14.1 0.31 0.68 ns 

Total 79.5±13 78.1±12.8 0.42 0.72 ns 

NB: QOL: Quality of life ns means p>0.05 not significant 

Table 2 showed mean of children quality of life on pre- 

intervention (before family empowerment sessions) in the 

two studied groups. As indicated in the table, there was no 

statistically significant difference in the mean scores of QOL 

in the both study groups regarding physical (P = 0.71), 

psychosocial (P = 0.68) dimensions and the total score of 

QOL (P = 0.72) before intervention. 
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Table 3. Means and SD of children Quality of life on post-intervention (one month after family empowerment sessions) in the two studied groups. 

QOL dimension Study group I no=( 30) Study group II no=( 30) t- test P –value 

Physical (Mean± SD) 85.8±8.3 78.4±14.1 2.49 < 0.01* 

Psychosocial (Mean± SD 86.0±6.5 77.8±15.0 2.75 < 0.005** 

Total 86.8±7.1 78.1±13.8 1.71 < 0.05* 

QOL: Quality of life P value < 0.05 *= significantly **= high significantly 

Table 3 showed mean and SD of children quality of life on 

post intervention (one month after family empowerment 

sessions) in the two studied groups. The table clarified that 

there was a statistically significant difference between study 

group I and study group II after conducting the family 

empowerment sessions regarding physical, psychosocial 

dimensions and the total score of QOL ( 0.01, 0.005, 0.05) 

respectively. 

Table 4. Mean and SD of children quality of life in study group 1 on pre-intervention (before family empowerment sessions) and post-intervention (one month 

after family empowerment sessions). 

QOL dimension 
pre-intervention (before family empowerment 

sessions) 

post-intervention (one month after family 

empowerment sessions) 
t- test P –value 

Physical  79.5±12.8 85.8±8.3 2.26 < 0.05 * 

Psychosocial 78.1±13 86.0±6.5 2.98 < 0.005** 

Total 79.5±13 86.8±7.1 2.7 < 0.005** 

NB: QOL: Quality of life P value < 0.05 *= significantly **= high significantly 

Table 4 showed mean and SD of children quality of life in 

study group I on pre-intervention (before family 

empowerment sessions) and post-intervention (one month 

after family empowerment sessions). The table illustrated 

that children had better mean scores of quality of life 

regarding physical dimension, psychosocial dimension and 

total mean scores of QOL on post-intervention (one month 

after family empowerment sessions) in study group1 

(17.8±7.6, and 17.96±7.759), (17.6±7.81and 18.32±7.44) 

respectively. So, there were statistical significant differences 

between two groups regard mean scores of children quality 

of life at 1% and 5% level of statistical significance. 

7. Discussion 

A chronic kidney disease is considering one of the major 

health problems in children who are age under 18 years. It is 

a very complicated disease that causes life threatening. 

Children with chronic kidney diseases like chronic kidney 

failure need continuous supportive care that helps them to 

cope with this disease. Empowerment of the families is the 

effective way that helps children to have improved QOL. 

Family empowerment is interaction of health professionals 

with the families, that it causes a sense of control of families’ 

life and leads to getting to positive changes in the direction of 

power, ability, and enhancement of skills in families [20]. 

The current study hypothesized those children with 

chronic kidney diseases who received family empowerment 

model sessions will have better quality of life than children 

who did not. In relation to hypothesis, the present study 

illustrated that there was no significant difference in the mean 

total scores of QOL before intervention in the two groups, 

this can be interpreted that patients and theirs family don’t 

have enough knowledge and skill about family empowerment 

model that can help children to have enough confidence and 

better quality of life. 

This result was consistent with Allahyari et al., (2006) who 

found that family empowerment model in children with CKD 

would enhance their self-confidence as well as improve their 

self-management skills [21]. 

The current study showed that there was statistical 

significant difference between two groups regarding the total 

mean scores of QOL after intervention. It is inferred that the 

family empowerment model helped children with chronic 

kidney disease and their family to improve their quality of 

life by improve physical and psychosocial, decrease 

hospitalization rates and costs and decrease school 

absenteeism. 

This result was consistent with Zohreh et al., (2014) who 

found that results of their study administration of family 

empowerment model can increase the QOL of children of 

age 8-12 years with chronic renal diseases [22]. Also their 

results as well as many others clearly confirmed the 

effectiveness of educational intervention in children with 

chronic kidney disease management. Moreover, well-

designed educational programs, which were correctly applied 

for children and parents together, should be considered a part 

of good clinical care in in children with chronic kidney 

disease. 

The result of the present study revealed that, children with 

CKD had lower quality of life regarding physical dimensions 

pre intervention. This could be rationalized as such a finding 

might be due to difficulties followed by the CKD. These 

patients usually suffer from many physical symptoms and 

side effects. This result was consistent with Elsayed et al., 

(2012) who found that the daily activity of most of children 

with CKD declined and rate of physical complaints in these 

children was more than healthy Children [23]. 

Moreover, these results came in agreement with Rambod 

et al., (2011) who documented that children with CKD could 

not obtain an appropriate score in physical dimension of 

quality of life [24]. So, the necessity of knowing physical 
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needs in these children is determined more than ever. Also, 

training program and attention to these patients should be 

done even up to in small village. 

The result of the present study clarified that, there was 

improvement in physical domains after implementing the 

family empowerment model session was obvious. This result 

was supported by Marzieh et al., (2016) who indicated that 

quality of life of these patients had a significant difference in 

physical domain after the training [25]. 

In the same context the present study revealed that children 

with CKD had poor quality of life in psychosocial dimension 

before implementing the family empowerment model session. 

This finding was related to many causes such as children body 

image compared to their peers, recurrently referred to the 

hospital, side effect of disease, and fatigue from elongated 

treatments that affect patients mentally and emotionally and 

socially. In this regard Park, (2012) showed that the major 

effective problems of treatment follow-up related to mental 

and emotional problems such as fatigue [26]. It caused by the 

prolongation of treatment, hopelessness toward future, lack of 

confidence to do treatment affairs and lack of will to continue 

the treatment. In addition, it was shown that psychological 

problems were of higher importance than social and economic 

problems in treatment follow-up. 

In this respect Pakpour et al., (2006) documented that 

almost half of the patients with chronic diseases had 

problems in self-care due to psychological problems and this 

caused reduction in their quality of life [27]. Moreover, the 

current study results revealed that there was improvement in 

psychosocial domains after implementing the family 

empowerment model session was obvious. These result were 

consistent with the study of Nygårdh, (2013), it was indicated 

that quality of life of these patients had a significant 

difference in psychosocial domain after the training [28]. 

8. Conclusion 

Based on the findings of the present study, the following is 

concluded: implementation of family empowerment model 

improved and increased the quality of life for children with 

chronic kidney diseases. 

Recommendations 

In the light of the findings obtained from the current study and 

its conclusion, the following recommendations are suggested: 

i. Family empowerment model should be used in inpatient 

and outpatient children's health care. 

ii. Conduct further study in other age groups and for other 

chronic diseases. 
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