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Abstract: Psychological distress is commonly reported in patients with advanced cancer. Family is 
considered a psychological supporter for patients during their cancer journey. This study aimed to 
examine the effect of a nurse-led family involvement program on anxiety and depression in patients 
with advanced hepatocellular cancer. This is a quasi-experimental study with a two-group, pre–
post-test design. Forty-eight participants were recruited at a male medical ward in a university hos-
pital in Southern Thailand, and assigned to either the experimental or the control group. The exper-
imental group received the nurse-led family involvement program, while the control group received 
only conventional care. Instruments included a demographic data form, clinical data form, and the 
Hospital Anxiety and Depression Scale. Data analyses were performed using descriptive statistics, 
chi-square, Fisher’s exact test, and t-test. The results revealed that the mean scores of anxiety and 
depression in the experimental group at post-test were significantly lower than on the pretest and 
significantly lower than those of the control group. The results indicate that a nurse-led family in-
volvement program has a short-term effect on the reduction of anxiety and depression in male pa-
tients with advanced HCC. The program can be useful for nurses to encourage family caregivers to 
engage in patient care during hospitalization. 
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1. Introduction 
Hepatocellular cancer (HCC) is a common cancer, in which most patients have a poor 

prognosis [1]. The disease is typically discovered late in the course of the illness, as it is 
challenging to identify in the early stages [2]. It was reported that between 15–20% of 
patients with HCC arrive at the doctor’s office when they are in an advanced disease stage 
and are apt to have a survival time of only 3–4 months after diagnosis [3]. Of these patients 
with advanced HCC, 94% die while in hospital [4]. Due to poor prognosis, major hepatol-
ogy societies recommend integrating early supportive and palliative care for patients with 
HCC [1]. 

Psychosocial consequences are commonly reported among persons with cancer, alt-
hough individuals may experience depression and anxiety differently, as a result of per-
sonal, psychological, social, and environmental factors as well as the type of cancer and 
medical treatments [5]. Anxiety and depression are reflective conditions regarding adap-
tation to the illness and may indicate the patient is having difficulty coping effectively 
with stress. Patients with advanced HCC have significant psychological distress [4]. A 
recent systematic review reported that 40% of patients with metastatic HCC have anxiety 
and depression [6] with HCC progression associated with depression [7]. Several other 
factors are related to anxiety and depression in patients with HCC, including female 
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gender, higher Charlson comorbidity index scores, and liver cirrhosis [6]. In addition, ad-
vanced Barcelona Clinic Liver Cancer (BCLC) stage and undergoing liver resection are 
significantly related to more severe physical and psychological symptoms in these pa-
tients [2]. A systematic review focusing on factors associated with heightened risk for de-
pression in cancer patients found that patients without personal relationships were up to 
four times more likely to experience depression compared with patients who were in re-
lationships [8]. 

Furthermore, a recent systematic scoping review reported in patients with advanced 
cancer that higher levels of distress, depression, and anxiety were linked to higher levels 
of unmet need demands in the major domains (e.g., physical, emotional, practical) and 
across the broad spectrum of cancer types [9]. Wang et al. [10] examined unmet care needs 
of advanced cancer patients. Unmet psychological and physical needs were identified as 
two areas of focus for patients with advanced cancer, while family and friends’ support 
was the most common unmet social need. 

In Thailand, nearly 40% of patients with HCC who come to see a doctor have already 
entered an advanced stage of disease [11,12]. These patients are often hospitalized and 
receive palliative care to relieve distressful symptoms. However, being hospitalized may 
result in experiencing a sense of loneliness and social isolation. Riedl and Schüßler [8] 
reported that depression and emotional distress were consistently related to social depri-
vation and poor social support. Recently, Temtap and Nilmanat [13] found that hospital-
ized patients with advanced HCC experienced high levels of anxiety and depression. 

In addressing the need for psychological care for cancer patients, Weis [14] suggested 
a stepped-care approach, including systematic need assessment, integrated psychosocial 
care delivery by care managers that range from counseling to individual psychotherapy, 
and appropriate professional supervision. A randomized control trial of a comprehensive 
education and care program was found to be beneficial in reducing anxiety and depres-
sion in patients with hepatocellular carcinoma who underwent surgery [15]. In addition, 
a recent systematic review reported beneficial effects of psycho-oncological intervention 
on the reduction of anxiety and depression symptoms for this population [6]. 

Family support is a common form of social support and has been reported to enhance 
effective coping strategies [16,17] and reduce anxiety among patients with cancer [18]. 
Family members may be in the best position to provide emotional support to these pa-
tients during their cancer journey. It is suggested that people living with cancer may ben-
efit from psychosocial interventions that are focused on patient and family caregivers [19]. 
However, at present, family involvement in an acute care hospital setting is characterized 
by poor communication, a lack of agreement of caregiving roles, and a lack of cooperation 
and collaboration between family caregivers and nurses [20]. Culture also influences the 
level of family involvement in treatment decision making, especially for older adults with 
cancer [21]. 

To date, several psychological interventions have been conducted in patients with 
some cancer types, such as prostate cancer [22,23] and breast cancer [24,25]. However, 
there is a paucity of literature on family involvement interventions that focus on psycho-
social aspects, particularly in adult acute care hospital settings. Thailand is a family-ori-
ented society, and family caregivers are often present in healthcare facilities during a pa-
tient’s hospitalization. Frequently, family members are used for inpatient care. To our 
knowledge, no other intervention study has provided a family engagement program to 
reduce psychological distress among Thai patients with HCC. We anticipated that an in-
tervention program to promote family involvement could fulfill the care need, conse-
quently alleviating anxiety and depression in patients with advanced cancer. 
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Conceptual Framework and Literature Review 
This study used the family support concept [26] and the literature review on the 

needs of patients with HCC, as well as the roles of nurses in palliative care [17,27–30] to 
develop an intervention program, namely the nurse-led family involvement program. 
Furthermore, the family involvement program was designed and centered on facilitating 
communication within the family. Previous studies found that a communication-focused 
approach enhanced the quality of life and coping skills of family caregivers for patients 
with cancer [27]. 

People with advanced HCC experience physical symptoms as well as difficulty per-
forming daily tasks. They, therefore, have a need for assistance. Hien, Chanruangvanich, 
and Thosingha [31] examined palliative care needs among patients with HCC. They found 
that patients who have high levels of physical symptoms, anxiety, and depression but low 
social support would have high palliative care needs [31]. Palliative care support for pa-
tients with HCC includes symptom management, decisional support, care coordination, 
and psychosocial support [1,32]. Nurses can provide palliative care to patients with HCC 
and their families at any stage of the disease. 

In order to respond to the palliative care needs of patients with HCC holistically, we 
consider families as the main source of support for patients with HCC. Family support 
can be given in the form of information, emotional support, and practical assistance to 
sick persons [26]. Therefore, our program involved family members of patients with HCC 
to engage in four domains of care activities, including information sharing, care decisions, 
care provision, and psychological support. Nurses facilitate family involvement during 
visiting time. It was recommended that healthcare providers must acknowledge the pres-
ence of the family and routinely interact with them [28]. Information sharing is one of the 
education sessions. Nurses provide health education tailored to patients’ information 
needs. Evidence reveals that patients may feel difficulty comprehending disease-specific 
information provided by medical doctors [33]. Family members help patients in remem-
bering or recalling information, giving information directly to the doctor, or clarifying 
instructions from the doctor so the patient can understand and seek necessary information 
[34]. The program facilitates patients and family caregivers to interact with the nurse and 
ask questions. Furthermore, a previous systematic study found that fatigue was reported 
as the most prominent physical unmet need among patients with advanced cancer [10]. 
Fatigue was a common physical health problem experienced by patients with HCC 
[35,36]. Nurses involve families to provide bedside care for patients with HCC. 

Effective communication and shared decision making were reported as one of the 
most important elements in end-of-life care [29]. Similar to many Asian patients, Thai fam-
ilies played a crucial role in treatment decisions. These patients preferred to share deci-
sions about cancer treatments with their family [30]. A previous study found that making 
decisions alone was linked to lower emotional, social, and spiritual wellbeing among 
Asian patients with advanced cancer, whereas making decisions jointly with doctors and 
family was linked to greater social and spiritual wellbeing [37]. Spending more time dis-
cussing treatment choices with family members helps patients cope with their cancer di-
agnosis and promotes cognitive processing, both of which may eventually reduce the pa-
tient’s stress levels [38]. Psychological support is another aspect of the program. Nurses 
encourage the family to provide emotional and psychological support to their loved ones. 
It was found previously that during cancer treatment, patients frequently did not want to 
express difficult feelings with nurses [39]. Patients may be more willing to share their con-
cerns with their family members. Support, particularly emotional support, from family 
members is crucial for coping with cancer [17]. They believed that their families were cru-
cial in helping them cope with their condition and face the doubts and anxieties that came 
with receiving a cancer diagnosis [40]. 

From a literature review, the family support and palliative care concept seems to be 
appropriate for guiding an intervention to reduce anxiety and depression in patients with 
advanced-stage HCC. Therefore, we were interested in examining the effect of a nurse-
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led family involvement program to reduce anxiety and depression of patients with ad-
vanced HCC. 

2. Materials and Methods 
2.1. Design 

This study used a quasi-experimental study with a two-group, pre–post-test design. 
The purpose of this study was to compare anxiety and depression between the experi-
mental group who received a nurse-led family involvement program and the control 
group who received only conventional care. This report follows Transparent Reporting of 
Evaluations with Non-randomized Designs (TREND) [41]. 

2.2. Participants 
The authors recruited persons with HCC who met the inclusion criteria at a male 

medical unit in a university hospital in Southern Thailand. The inclusion criteria for per-
sons with cancer were (1) knowing their diagnosis of advanced hepatocellular cancer ac-
cording to the Diagnostic Statistical Manual-IV diagnostic criteria (BCLC stage C) or 
(BCLC stage D) and receiving palliative care treatments, (2) being fully conscious and able 
to communicate in Thai, and (3) having a primary family caregiver to provide care con-
tinuously in the hospital. The exclusion criteria were (1) being critically ill and experienc-
ing severely acute exacerbations such as difficulty breathing or acute renal failure, (2) de-
clining to participate in the study, and (3) having an anxiety or depression score higher 
than 11 on the Thai version of Hospital Anxiety and Depression Scale (HADs-Thai ver-
sion) [42]. 

The sample size was calculated using Polit and Beck’s [43] recommendation that the 
minimum sample size for a quasi-experimental study was 20–30 subjects. In this study, 
the sample size was determined as 20 per group, with an additional 20% in each group to 
account for any dropout of subjects. A total of 48 eligible patients were recruited (24 sub-
jects per group) by the researcher and allocated to the experimental or control groups 
using a simple random allocation method. During the study, 8 subjects were excluded 
and withdrawn from the study due to high psychological distress (3) and severity of dis-
ease (5), respectively, leaving 20 subjects per group. 

For each patient, a family member was also recruited. The inclusion criteria for the 
family members were (1) being a primary caregiver who provides care continuously for 
the patient during the cancer treatment process in the hospital, (2) being aware of the ad-
vanced stage of cancer of the patient, (3) being 18 years and older, (4) being willing to 
participate in the study and able to attend all sessions of the four-day intervention pro-
gram (for experimental group), and (5) being able to read and understand the Thai lan-
guage. 

2.3. Interventions 
All patient participants received conventional nursing care according to the clinical 

practice and palliative care guidelines in our Palliative Care Manual of the Nursing Ser-
vice Department. The conventional care included routine monitoring of vital signs and 
hemorrhage signs; routine blood and urine laboratory examinations; management of dis-
comfort symptoms, diet, activity, personal hygiene care, and so on. 

The nurse-led family involvement program was developed by the research team 
based on a literature review regarding the needs of patients with advanced cancer and the 
concept of family support and palliative care [17,26–30]. The program contents and activ-
ities were reviewed and validated by three experts and revised as recommended before 
implementation. The nurse-led family involvement program intervention focused on four 
aspects of family involvement, including information sharing, care decisions, care provi-
sion, and psychological support. Both the patient and family member received the inter-
vention together on the first day of hospitalization and continued for four days in a row. 
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Each session was held at the patient’s bedside and took between 30–60 min during family 
visiting time. A member of the research team provided the intervention. In addition, a 
caregiver booklet on caring for patients with advanced HCC was provided. The content 
of the booklet included the caregivers’ role in supportive caring activities, self-care activ-
ities, symptoms, and symptom management in HCC. The details of the program are pre-
sented in Table 1. 

Table 1. Schedule and contents for the 4-day nurse-led family involvement program. 

Day Duration 
(Minutes) 

Key Aspects of 
Involvement Activities 

1 15–20  Pretest 
- Collecting HADs questionnaire from patients by 

RAs 

 30–40  

- Infor-
mation 
sharing 

- Care provi-
sion 

- Psychologi-
cal care 

- Establishing relationship and building trust with 
the patient and their family caregiver 

- Encouraging them to share experiences and to 
express feelings and thoughts related to illness 
and care needs 

- Addressing the significant roles of family care-
givers along the cancer journey 

- Providing information about the disease, treat-
ment plans, and care demands of patients to the 
patient and their family caregivers 

- Providing family caregivers a booklet on caring 
for patients with advance HCC  

- Encouraging family caregivers to engage in care 
provision of the patients, including personal hy-
giene care, comfort care 

2–4 40–60 

- Infor-
mation 
sharing 

- Care deci-
sions 

- Care provi-
sion 

- Psychologi-
cal care 

- Involving family caregivers during providing 
health information to the patients and encourag-
ing them to ask questions if there are any 

- Explaining about patients’ symptoms, treatment, 
and care plan, and encouraging family caregiv-
ers to review about patient’ s problems 

- Involving family caregivers in conversations 
with the physicians  

- Facilitating open discussion among family and 
listening attentively 

- Consulting the family physician to initiate a fam-
ily meeting and share any decisions 

- Encouraging family caregivers to be involved in 
care provision for the patients such as bed baths, 
comfort care 

- Providing information related to psychological 
care activities to family caregivers, such as listen-
ing, use of touch, being present, using positive 
words, or relaxation techniques 

5 15–20  Post-test - Collecting HADs questionnaire from patients by 
Ras 
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2.4. Instruments 
The instruments utilized to gather data on demographic characteristics of patients 

and family caregivers as well as clinical data were developed by the PI for the purposes 
of the study. The items collected data on (1) patient characteristics, including age, reli-
gious affiliation, educational level, marital status, occupation, sufficiency of income to 
cover current expenses, and types of health insurance; (2) family caregivers’ characteris-
tics, including gender, age, educational level, occupation, and relationship with patient; 
and (3) patient clinical data, including Thai Palliative Performance Scale score [44], the 
severity of the disease with Child Pugh score [45], and times since diagnosis. 

The instrument used to collect anxiety and depression data was the Hospital Anxiety 
and Depression Scale (HADS), developed by Zigmond and Snaith [46]. This self-rating 
scale has two subscales: one measures depression with seven items and the other 
measures anxiety with seven items. Each item is scored on a 4-point (0–3) Likert scale and 
rates how the individual has been feeling in the past week. The scores of 0–7 indicate 
“normal”, while 8–10, 11–14, and 15–21, “indicate mild”, “moderate”, and “severe”, re-
spectively. In this study, the Thai version of HADs was used [42], and the Cronbach’s 
alpha coefficient was found to be 0.89 for the anxiety subscale and 0.82 for the depression 
subscale. 

2.5. Ethical Considerations 
The study was conducted in accordance with the Declaration of Helsinki and was 

approved by the Institutional Review Board of the Faculty of Medicine, Prince of Songkla 
University (EC 62-131-15-7). All eligible subjects were informed of the objectives and pro-
cesses of the study, the benefits and potential risks, time required, rights to privacy, con-
fidentiality, and ability to withdraw without losing healthcare service benefits. They were 
given opportunities to ask questions. All subjects signed consent forms before the study 
participation. Furthermore, written informed consent has been obtained from the patients 
to publish this paper. 

2.6. Data Collection and Intervention 
After IRB approval, ward nurses informed the research team about new admission 

of patients with HCC. A member of the research team (ST) then recruited patients who 
met the inclusion criteria and agreed to participate in the study. She subsequently intro-
duced herself to the patients’ family caregivers and invited them to participate in the 
study. Participants in both groups were informed about the study before signing the in-
formed consent form. 

After consent was obtained, patients and family caregivers were asked to complete 
the demographic data. The experimental group then received the family involvement pro-
gram and conventional care. The PI (SK) provided the intervention to the experimental 
group. The control group received conventional care. 

Two research assistants (RA) who were nurses from the internal medicine ward and 
trained for data collection and research ethics collected the data. The RA completed the 
clinical data form and HAD questionnaires in both patient groups at the pretest on the 
first day of hospitalization and post-test on the fifth day of hospitalization. RAs were un-
aware of the group assignment. 

Of the 48 patients with advanced HCC assessed for eligibility, all were invited to 
participate in the study. However, only 23 patients in the experimental group and 22 pa-
tients in the control group met the inclusion criteria. During the study, three participants 
in the experimental group and two in the control group withdrew because of progression 
in severity of disease. A total of 40 participants completed the study, with 20 in the ex-
perimental group and 20 in the control group (Figure 1). Data were collected from July 
2019 to August 2021. 
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Figure 1. Flow diagram of the participants in the study. 

2.7. Data Analysis 
Data were analyzed using R program. Descriptive analysis was performed for all 

variables and presented as mean and standard deviation, count (percentage), or median 
and interquartile range. To compare differences between the two groups at baseline, chi-
square statistical analyses and Fisher’s exact test were employed. Comparison between 
groups was determined by paired t-test, independent-sample t-test, Chi-square test, or 
Wilcoxon rank sum test depending on the type of data. 

3. Results 
Forty participants completed the study. Twenty participants were in both the exper-

imental and control groups. Demographics regarding age, marital status, educational 
level, occupation, age of caregivers, relationship with caregiver did not differ statistically 
between experimental and control groups. For clinical data, PPS scores, Child Pugh 
scores, and time since diagnosis were not significantly different between the two groups 
(Table 2). 
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Table 2. Basic characteristics of patients with HCC in the experimental and control groups (N = 40). 

Characteristics Group  Statistic 
Results p-Value 

 Intervention (20) 
n(%) 

Control (20) 
n(%) 

  

Religious affiliation #   
0.404 0.525 Buddhism 10 (50) 12 (60) 

Islam 10 (50) 8 (40) 
Educational level #  

6 (30) 
8 (40) 

 
6 (30) 

 
5 (25) 
9 (45) 

 
6 (30) 

0.150 0.928 
Primary school 

Secondary school/high 
school/diploma 

Bachelor degree/or higher 
Marital status ##   

1.619 0.695 
Single 1 (5) 1 (5) 

Married 17 (85) 14 (70) 
Widowed/divorced/separated 2 (10) 5 (25) 

Occupation ##   

0.648 0.878 
Unemployed 15 (75) 13 (65) 

Government officer 3 (15) 5 (25) 
Merchant 2 (10) 2 (10) 

Caregivers’ age (years) #   
0.784 0.661 <60 16 (80) 18 (90) 

≥60 4 (20) 2 (10) 
Relationship with patients #   

0.114 0.736 Spouse  14 (70) 13 (65) 
Daughter/son 6 (30) 7 (35) 

Caregivers’ gender ##   
0.173 0.500 Female 16 (80) 17 (85) 

Male 4 (20) 3 (15) 
Caregivers’ occupation #   

3.552 0.314 
Farmer/gardener 9 (45) 12 (60) 

Merchant 9 (45) 4 (20) 
Government officer 2 (10) 3 (15) 

Unemployed 0 1 (5) 
PPS ##   

1.726 1.000 
End-of-life phase 0 (0) 1 (5) 
Transition phase 18 (90) 18 (90) 

Stable phase 2 (10) 1 (5) 
Severity of disease (Child Pugh    

0.100 0.752 
score) #   

Child Pugh score B 11 (55) 10 (50) 
Child Pugh score C 9 (45) 10 (50) 

Duration since diagnosis with    

1.245 0.776 

advanced stage (days) ##   
≤30 4 (20) 6 (30) 

31–60 8 (40) 5 (25) 
61–90 5 (25) 5 (25) 
>90 3 (15) 4 (20) 

# Pearson Chi-square test ## Fisher’s exact test. 

The means and standard deviations for anxiety and depression in both groups at 
baseline are presented in Table 3. The independent t-test was used to compare the scores 
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of two outcome variable measures at baseline. There were no significant differences in the 
overall mean scores for anxiety and depression between experimental and control groups. 

Table 3. Comparison of anxiety and depression scores at baseline between experimental and control 
groups (N = 40). 

Variables  Group  Mean SD df t p-Value 
Anxiety Experiment 10.65 0.67 19 0.24 0.813 

 Control 10.70 0.65    
Depression Experiment 10.40 0.82 19 1.59 0.119 

 Control 9.70 1.78    

Following the intervention program, the experimental group’s mean scores for anxi-
ety and depression decreased significantly at post-test compared to baseline (Table 4). 

Table 4. Comparison of anxiety and depression scores at each point of measurement in experimental 
group (n = 20). 

Variables Time Point Mean SD df t p-Value 
Anxiety       

 Pretest 10.65 0.67 19 7.55 0.000 * 
 Post-test 9.15 0.81    

Depression       
 Pretest 10.40 0.82 19 5.44 0.000 * 
 Post-test 8.80 1.10    

* p < 0.001. 

The post-test comparison between the experimental and control groups found that 
the mean scores for anxiety and depression in the experimental group were significantly 
lower than those of the control group (Table 5). 

Table 5. Comparisons of anxiety and depression scores after intervention between experimental 
and control groups (N = 40). 

Variables  Group Mean SD df t p-Value 
Anxiety Experiment 9.15 0.81 38 4.05 0.000 * 

 Control 10.15 0.74    
Depression Experiment 8.80 1.10 38 2.59 0.013 ** 

 Control 9.80 1.32    
* p < 0.0001, ** p < 0.005. 

4. Discussion 
This study was undertaken to evaluate the effectiveness of a program given to pa-

tients with advanced cancer and family caregivers for reducing anxiety and depression in 
patients. Hospitalized patients are apt to have high psychosocial distress, and family 
members are in a good position to influence that distress. Especially in Thailand, there is 
a large presence of family members in the hospital. Findings from this study demon-
strated that the family involvement program reduced anxiety and depression in patients 
with advanced HCC. The program consisted of four aspects of family involvement, in-
cluding health information sharing, care provision, decision making on treatments, and 
providing psychological support. 

In this program, nurses were encouraged to build rapport and establish trusting re-
lationships with patients and family during the first day of hospital admission. This is 
aimed at affirming an important role of families [28]. The nursing activities included en-
couraging patients and their caregivers to be open and share concerns as well as impacts 
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of the cancer experiences on all family members. In the information sharing session, the 
nurse provided education and support tailored to patients’ needs and preferences for the 
level of required information. She also invited family caregivers to participate and pro-
vided the booklet for patients and other family members to learn. Family members could 
help patients manage physical symptoms and cope with psychological concerns. In addi-
tion, the nurse supported family members to engage in conversations with the physician. 
A previous study reported that health information assists patients in coping with the im-
mediate and long-term physical, emotional, and social impacts of cancer [47]. 

Advance care planning is a key component of palliative care for patients with HCC 
[29]. Our nurse-led program facilitated family caregivers to become involved in decision 
making through providing and sharing information with the patient, coordinating care 
with medical doctors for consultation, and setting family meetings among the patient, 
family members, and healthcare providers. Patients often viewed their family members 
as supporters to help cope with cancer and treatment options and identify preferences [21] 
and mentioned that it was important to discuss or share any decisions made with their 
caregivers [48]. Therefore, these nursing activities would alleviate patients’ psychological 
distress. 

Another aspect of our nurse-led program was to encourage family caregivers to be 
involved in care provision. Based on PPS assessment, most of our study participants were 
in the transition phase. For the most part, these patients were unable to perform activities 
of daily living. Encouraging family caregivers to be involved in daily patient care such as 
bathing, grooming, or eating can fulfill the physical needs of their loved ones. Further-
more, during care involvement, patients and family caregivers spend time together, which 
can enhance the intimate relationship and promote a sense of connectedness and alleviate 
feelings of loneliness [40]. 

Our findings confirmed the previous systematic review, which reported that psycho-
oncological intervention can alleviate depressive symptoms and anxiety in patients with 
HCC [6] and patients with prostate cancer [22,23] and with breast cancer [24,25]. This 
nurse-led program is appropriate for an inpatient setting. In general, the length of stay of 
hospitalized patients with HCC in the selected hospital was five to six days. Therefore, 
our brief one-on-one family involvement program could be beneficial for both health care 
providers and patients as well as their family. It can be provided during hospital visiting 
times each day. It has been reported that a brief intervention, delivered by lay persons, 
can promote adjustment among newly diagnosed cancer patients at high risk of develop-
ing anxiety or depressive disorders [49]. Nurses take roles to facilitate interaction and 
communication among patients, family, and health care providers. Based on our observa-
tions during implementation of the program, we witnessed happy moments and saw the 
sparking eyes among patients. Instead of lying on their beds all day, these patients looked 
energized. Our study participants also reflected that they spent their time together mean-
ingfully. When all aspects of the intervention are provided in a synchronized manner, 
they can alleviate psychological distress as experienced by these patients. 

5. Limitation of the Study 
There are some limitations in this study. The participants were family caregivers of 

male patients with advanced HCC in the university hospital, Southern, Thailand. There-
fore, generalization to other settings and female patients is limited. This study was con-
ducted during the COVID-19 pandemic, hence there was a limited number of eligible par-
ticipants in the study. It would be valuable to repeat the study with a larger sample as 
well as with a female patient sample. Finally, the outcomes were assessed immediately 
after the program completion. Interventions cannot be assumed to have long-term effects. 
Moreover, only patient outcomes were measured. Further studies should be undertaken 
to examine the outcomes on family caregivers and measure the outcomes over a more 
extended period in both patients and family caregivers. Due to the complexity of care 
demands among other hospitalized patients, implementing the program in other inpatient 
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settings may require adjusting the intervention to make it more practical in real-world 
settings. 

6. Conclusions and Implications 
Depression and anxiety are common among patients with HCC. The study addressed 

the significance of family involvement in alleviating anxiety and depression in hospital-
ized patients with advanced HCC. The results show that our nurse-led family involve-
ment program had a short-term effect of reducing anxiety and depression symptoms im-
mediately after intervention. This program was delivered successfully by registered 
nurses to patients with moderate levels of psychosocial distress. In the future, to imple-
ment the program in medical settings, nurses will require preparation for screening psy-
chological distress and providing the intervention through orientation to the program ac-
tivities. 
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