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Predictors of Quality of Life in the 
Chronic Hemodialysis Patient
Pamela Yvette Beavers Simmons

August 1995
This was a descriptive, correlational, predictive study 

designed to investigate the relationships between treatment- 
related stress, satisfaction with nursing care, and 
depression in the chronic hemodialysis patient and to 
determine which were predictive of quality of life (QoL). 
Demographic variables and selected clinical indicators were 
also assessed for their ability to predict QoL. The study 
sample of 45 adults included 18 males and 27 females. Most 
were Black, low income, with a high school or less 
educational background.

Five self-report instruments and researcher-developed 
demographic and medical data questionnaires were used to 
test six study hypotheses. The instruments included: the
Hemodialysis Stressor Scale (HSS), Simmons Hemodialysis 
Stressor Scale (SHSS), Caring Satisfaction Scale (CARE/SAT), 
CES-Depression Scale (CES-D), and Quality of Life Index 
(QLI). Each of the instruments demonstrated internal 
reliability of .80 or above.
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Six hypotheses were tested. Multiple regression 
analysis did not reveal a predictive relationship between 
treatment-related stress, depression, satisfaction with 
nursing care, and QoL. Pearson correlation, however, 
revealed significant relationships between QoL, treatment- 
related stress and depression. There was no demonstrated 
relationship between QoL and satisfaction with nursing care, 
demographic variables or clinical indicators, nor was there 
a predictive relationship observed between selected clinical 
laboratory indicators and QoL or depression. No difference 
in depression scores was detected between subjects whose 
predialysis weight gain was >2 kg as compared to those whose 
predialysis weight gain was <2 kilograms. Except for 
income, demographic variables failed to demonstrate a 
significant relationship with treatment-related stress, 
satisfaction with nursing care, or depression. This study 
supported previous findings suggesting that patients on 
chronic hemodialysis perceive themselves to have a 
sufficient QoL.
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CHAPTER I

INTRODUCTION

Most patients with a chronic illness are subject to 
changes in self-concept, role performance, dependence needs, 
and physiological status. Chronic renal failure patient are 
at particular risk. This type of patient faces many losses 
and a multitude of changes (Artinian, 1983; Jenkins, 1979). 
Some of the changes/stressors experienced by the person with 
chronic renal failure include: loss of job, loss of
freedom, formation of an access for dialysis, dependency on 
a machine and/or procedure, dietary restrictions, erosion of 
status within the family and at work, loss of stamina and 
sense of well being, inability to urinate, loss of financial 
security and a loss of life expectancy (Cummings, 1970; 
Goldstein & Reznikoff, 1971; Kaplan-De-Nour, 1969). Other 
stressors associated with hemodialysis include 
"complications of failing access sites, nausea, tremors, 
fear of death, rigorous dialysis schedules,...and 
overprotectiveness of family and friends" (Bihl, Ferrans & 
Powers, 1988, p. 27). Such changes represent major 
physical, social, and psychological disruptions in the

1
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2
integrity of the individual (Kennedy, Craven & Roin, 1989; 
Roy, 1984) . In order to adapt, the patient must make 
additional changes, including changes in perceived body 
image and self-concept, role performance, support systems 
and physiological status. Hemodialysis patients are at 
particular risk of experiencing increased levels of stress 
in response to the overwhelming number of stressors 
encountered on a regular basis related to the changes of 
chronic illness and its treatment. Gokcakan (1991) 
describes the event of renal failure as "traumatic....[with 
the patient experiencing] drastic changes [which] are not 
only physically disturbing, but are psychosocially 
destructive" (p. 26). In a word, stressful.

Assessing patients' stress levels is necessary if 
nurses are to plan individualized care that would promote 
and encourage adaptive responses in patients. This study 
proposes to examine the relationship between treatment- 
related stress levels, depression, satisfaction with nursing 
care and quality of life in adult chronic hemodialysis 
patients.
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Problem of Study
3

The study focused on the following problem statements: 
1) What are the relationships among treatment-related 
stress, satisfaction with nursing care, and depression in 
the adult patient on chronic hemodialysis? 2) What is the 
effect of treatment-related stress, satisfaction with 
nursing care, and depression on the quality of life of 
chronic hemodialysis patients? 3) Are demographic or 
selected clinical variables predictive of quality of life?

Rationale for the Study

There are several reasons why a study of this nature is 
beneficial for the chronic hemodialysis patient as well as 
for those who may care for or about these patients. The 
presence and duration of a stressor is generally considered 
to be a "major factor in disease and psychopathology, the 
assumption being that enduring or chronic stressors wear the 
person down psychologically and physically" (Lazarus & 
Folkman, 1984, p. 98). Bearing that in mind, one can 
ascertain there are direct and indirect "costs" associated 
with the stressors experienced by the chronic hemodialysis 
patient. There are cost to the individual and cost to the 
system. As with any chronic condition or disease there is

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



always the need to contain and, if possible, reduce the real 
dollar costs related to the treatment of maintenance 
hemodialysis. Since 1973, much of the financial burden 
incurred as a result of treating the ever-increasing numbers 
of patient's requiring hemodialysis has been borne by the 
Federal government (Peterson, 1990). It has been estimated 
that the number of end stage renal disease (ESRD) patients 
in the U. S. increases by more than 10,000-11,000 
individuals each year (Bart, Macon, Whittier, Baldwin & 
Blount, 1981; Betts & Crotty, 1988). Other estimates are 
that the hemodialysis population has grown 7%-10% each year 
(Nolph, 1991; Wright, 1991). "Currently, more than 190,000 
patients are enrolled in the Medicare ESRD program, at an 
annual cost to the government of more that $4 billion, or an 
average of just over $30,000 per patient per year for direct 
costs of ESRD treatment alone" (Harris, Luft, Rudy &
Tierney, 1993; United States, 1991). The federally funded 
Medicare ESRD Program, however, is threatened annually with 
potential cutbacks. As Peterson (1990) points out, the time 
has passed when one new hemodialysis patient came through 
the doors of the dialysis treatment center at a time. Such 
patients now come in multiples.
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There are other reasons, aside from the cost factor, 

for studying the occurrence of treatment-related stress, 
satisfaction with nursing care, self esteem, functional 
status, anxiety, and depression in the adult hemodialysis 
patient. In addition to reducing the financial impact, 
there is also a tremendous need to decrease the incidence of 
mortality, morbidity, and suicide rate of the individual 
being maintained by means of chronic hemodialysis. Losses 
are felt, not only in terms of dollars and cents, but in 
terms of the impact on the general quality of life for the 
individual on maintenance hemodialysis. Though difficult to 
document, chronic renal failure patients are reported to 
have a suicide rate 100-400 times that of the general 
population (Abram, Moore, & Westervelt, 1971; Procci,
1978). In addition, as Harris et. al. (1993) point out, 
available treatments often fail to return the individual to 
the quality of life expected or deemed acceptable, many 
patients opt to discontinue treatment— with full knowledge 
of the consequences of that action (Neu & Kjellstrand, 1986; 
Eggers, 1990). According to Eggers (1990), the average 
annual mortality rate due to voluntary withdrawal is 2.1%, 
however, this ranges from a low of 0.1% in 15-24 year olds, 
to a high of 9.9% in the 85 year old and above. These two
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factors alone, suicide and voluntary withdrawal rates, could 
serve as sufficient catalysts for encouraging research that 
would: 1) identify and refine useful methods of measuring
hemodialysis-related stress and depression; 2) validate 
current methods of measuring effectiveness of nursing care 
activities and interventions provided on behalf of the 
chronic hemodialysis patient; and 3) assist nurses and 
other health care workers in identifying interventions which 
would promote a positive quality of life for the patient.

Several authors purport the most effective method of 
maintaining the psychological adjustments of patients on 
chronic hemodialysis is some type of early psychotherapeutic 
intervention (Gokcakan, 1991). "Adjustment to hemodialysis 
is determined by how well patients manage both physiologic 
and psychosocial stressors. Physiologic stressors are 
influenced by the medical regimen, but the ability to manage 
the medical regimen is in turn influenced by a number of 
psychosocial factors" (Courts & Vacc, 1994, p. 47).
Although some patients are able to adapt to chronic renal 
failure and hemodialysis while maintaining a positive 
attitude (Kalman, Wilson & Kalman, 1983; Roy, 1990), the 
"combined stresses of the disease and its treatment are 
objectively greater for some patients than others. These
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7
patients may come to experience that combination of bodily 
suffering, psychological stress, and functional loss as 
overwhelming, irreversible, and intolerable" (Roy, 1990). 
Therefore, the need to understand the interrelationships 
among stressors and their effect on QoL is very important.

Lastly, a review of the literature determined that 
nurses have published few studies which document attempts to 
develop and/or refine instruments enabling health care 
workers to consistently identify the type and degree of 
treatment-related stress experienced by the chronic renal 
failure patient (Baldree, Murphy & Powers, 1982; Bihl, 
Ferrans & Powers, 1988; Gurklis & Menke, 1988) . Nurses 
must identify and understand the variables which may 
influence quality of life for the patient on chronic 
hemodialysis (Dunn, Lewis, Bonner & Meize-Grochowski, 1994). 
Methods to identify interventions to reduce depression and 
treatment-related stress levels while promoting a superior 
quality of life and satisfaction with nursing care must be 
developed as we come to understand more about quality of 
life in chronic renal failure patients.

As with any chronic illness, patients experiencing 
chronic renal failure are subject to changes in self- 
concept, role performance, dependence needs, and
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8
physiological status. Some of the changes occur as a direct 
result of the treatment regimen and may be viewed as 
stressors which serve to disrupt the integrity of the 
individual. Maintenance or restoration of the individual's 
integrity influences the quality of life experienced by the 
individual. Depression and poor clinical outcomes may be 
detrimental to the patient's quality of life. In addition, 
dissatisfaction with nursing care and treatment-related 
stress, that is not resolved, may be contributing factors to 
increased depression while undermining or decreasing the 
patient's perceived quality of life.

If nurses are to meet the needs of hemodialysis 
patients, meaningful methods of documenting treatment- 
related stressors, satisfaction with nursing care, and 
depression are required. In addition, nurses must also 
identify those factors which promote satisfaction with 
nursing care and increased quality of life in the chronic 
hemodialysis patient while decreasing the patient's 
depression and treatment-related stress. Given today's 
climate of continuous quality improvement (CQI), nurses must 
also be concerned with how well they are meeting the needs 
of the customer, i.e., the chronic hemodialysis patient.
Two of many reasons for this interest in meeting
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9
patient/customer needs are that (1) the need to quantify 
patient satisfaction is being driven by the Joint Commission 
on Accreditation of Healthcare Organizations (JCAHO) 
standards. Secondly, in the managed care environment, 
competition for patients/customers drives the health care 
system. Therefore, research is needed to better understand 
patient needs and customer satisfaction.

Padilla, Grant, and Ferrell (1992) suggest the 
following as the major reasons to support the necessity for 
nursing research endeavors regarding quality of life.
First, nurses need to be able to describe the psychosocial 
and physical responses of patients to specific diseases, 
such as ESRD. Secondly, it important to examine symptom 
management response to disease and treatment, i. e., what 
symptoms are associated with, and thus may be possible 
measures or indicators of, quality of life, and what is that 
relationship to the specific disease? A third purpose for 
nursing research in the area of quality of life is to 
compare patient and family responses to treatments. The 
last purpose indicates that it is imperative that nurses 
better understand and can demonstrate the effect of specific 
rehabilitative approaches and be able to identify 
potentially vulnerable periods in the health-illness
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continuum, that is, be able to anticipate the times a 
patient's quality of life is at its low points.

The costs related to loss of life and quality of life 
cannot be adequately measured. While it is difficult to 
quantify those costs, they represent a major reason for 
pursuing a study of this nature. The challenge to determine 
what stressor (s) actually impinge upon the chronic 
hemodialysis patient's sense of well-being must be accepted. 
Methods to identify interventions to decrease unacceptably 
high treatment-related stress levels cannot be developed 
until we fully understand these stressors. All members of 
the health care team have a professional responsibility to 
work with the patient and family towards obtaining these 
goals. Because nurses continue to have more opportunities 
for direct and frequent contact with the patient than most 
health care professionals, it is of utmost importance for 
nurses to be involved in the development of models for 
understanding QoL in hemodialysis patients.

Purpose of the Study

Given the problem of this study, the purpose was to:
1) describe the quality of life (QoL) of hemodialysis 

patients;
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2) determine if a relationship exists between QoL and

a) the psychologic variables: treatment-related 
stress, satisfaction with nursing care, and 
depression;
b) the demographic variables: socioeconomic 
status, marital/ employment status, living 
arrangement, length of time on chronic 
hemodialysis, income, educational level; and,
c) clinical laboratory indicators and 
interdialysis weight gains;

3) determine which of the psychologic, demographic and 
clinical variables are predictors of QoL;

4) to investigate concurrent validity and determine the 
reliability of the Simmons' Hemodialysis Stressor Scale 
(SHSS) .

Conceptual Framework

Lazarus and Folkman (1984) define psychological stress 
as the "relationship between the person and the environment 
that is appraised by the person as taxing or exceeding his 
or her resources and endangering his or her well-being"
(p.21). This definition implies there is a flux and ebb in 
the relationship which is influenced by many factors, e.g.,
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the number of stressors, degree or intensity of stressor 
impact, and individual perception. Thus, stress level 
represents the status of the flux-ebb relationship between 
the person and the environment at a given point in time.

Maslow's (1954) theory of motivation proposes a 
hierarchy of needs arranged in ascending order, which 
motivates or elicits human behavior. These needs are 
"preponent", that is, the lower need level must be satisfied 
or at least partially met before the individual is able to 
ascend to the next higher level. According to Maslow's 
(1954) theory, hierarchy of needs motivates an individual's 
behavior in all aspects of human existence. Figure 1 
depicts the relationship of internal and external stressors 
which may flux and ebb in relation to the end stage renal 
disease patient and his/her needs.

Maslow's (1954) hierarchy of needs is arranged in five, 
ascending need categories (see Figure 1), beginning with 
physiologic needs, safety and security needs, belongingness 
and love needs, esteem needs, and needs related to self- 
actualization. The lower level needs represent "must have" 
needs while the higher level needs may never become a need 

for some who are preoccupied with attempts to satisfy the 
lower level needs.
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MaslOW’S 11954) 
Hierarchy 
of Needs

External
Stressors

Self Actualization

& Beiongingness/Love
&& Safety and Security

Patient with ESRD

Figure 1. The End Stage Renal Disease Patient in Relation 

to Hierarchy of Needs and Stressors.
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Physiologic requirements, according to Maslow, are 

identified as the most basic lower level needs, and includes 
such things as air, food, water, elimination. Physiologic 
needs are those needs necessary to sustain life. These 
needs are posited to be the starting point for human 
motivation, and are of necessity at the beginning of the 
needs hierarchy, hence, the most "preponent" of all human 
needs (Maslow, 1954). These basic needs, or drives, must 
be at least partially met before the individual is motivated 
to satisfy the higher level need.

Once an individual's physiologic needs are at least 
partially met, safety and security needs become the 
motivating needs, and the individual will attempt to satisfy 
the second level of the hierarchy. Safety and security 
needs include the need for stability, dependency, protection 
from internal and external forces, freedom from fear, 
anxiety, and chaos (Maslow, 1954). Other examples of safety 
needs are laws and limits, safe home, work, and hospital 
environment. Regulations and nursing care standards that 
insure safe patient care are also examples of safety and 
security needs.

Social and belongingness needs, as well as the need for 
love are designated as the third level in the hierarchy of
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needs (Maslow, 1954) . Maslow (1954) believed that the need 
for love was an essential part of the hierarchy, and 
included not only the receiving of love, but the giving as 
well. The need for family, friends, and friendships as well 
as the need for a sense of belongingness all correspond to 
needs found in this group. Congenial and supportive 
relationships among patients and health care providers 
within the organizational climate and culture of a 
freestanding chronic hemodialysis center could represent 
needs within the belongingness/love level of hierarchy of 
needs.

The fourth group of needs are those which incorporate 
self esteem and ego needs (Maslow, 1954). Here again, 
individuals would be more likely to attempt to satisfy these 
needs once the lower level needs, i.e., physiologic, safety 
and security, and love/belongingness needs, are met. Needs 
which are identified within this category include one's 
concern with one's own evaluation of self, self respect, and 
the esteem of others (Maslow, 1954). Likewise, the desires 
for freedom, competence, mastery and independence fall 
within this group. Other examples include desires for 
strength, status, achievement, prestige, recognition, 
praise, and competence. How an individual's body image
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changes (insertion of circulatory access, inability to 
urinate, changes in skin color and texture, to name a few) 
may alter the individual's self esteem and might be included 
in this need level. Another example might be the 
individual's ability to master the dietary regimen and stay 
within prescribed weight limits between dialysis treatments. 
In addition, loss of status, competence, prestige, etc. 
related to loss of job, may also impact the ability to 
satisfy the self esteem or ego needs.

The apex or last hierarchical level in Maslow's (1954) 
hierarchy of needs is the self-actualization level. Again, 
this level cannot, contends Maslow, be satisfied prior to 
satisfying, at least partially, the four lower levels. The 
self-actualization needs are met by the individual being all 
that he or she can be. This is usually accomplished through 
creative means or by means of self fulfilling activities or 
achievements. Maslow (1954) suggests that this need is 
highly individualized and is rarely satisfied completely. 
This need might be characterized by the individual who, 
despite a debilitating chronic illness, chooses to strive 
for a proportional high level of life, does and is all that 
he or she can be, resulting in an augmented quality of life. 
Overall quality of life is influenced by every level of
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personal need as well as those external stressors the 

individual does or does not manage every day (Figure 1).

Assumptions

The following assumptions have been made:
1. Perceptions of the subjects accurately reflect 

reality.
2. There are identifiable physical and psychosocial 

aspects of the hemodialysis treatment which influence a 
patient's perception of stress.

3. A subject's current level of stress, anxiety, and 
depression are relative to past experiences and present 
situations.

4. Enduring or chronic stressors wear the patient down 
psychologically and physically (Lazarus & Folkman, 1984, p. 
98) .

5. The format and design of the selected instruments 
can accurately capture and record the data (subject 
responses).

Hypotheses

The following hypotheses will be tested:
1. Treatment-related stress, satisfaction with nursing
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care, and depression are predictive of quality of life in 
chronic hemodialysis patients.

2. Quality of life for the adult chronic hemodialysis 
patient is not related to demographic variables as: age, 
gender, race, marital status, employment status, 
socioeconomic status, educational background, length of time 
on chronic hemodialysis, or living arrangements.

3. Clinical laboratory indicators such as serum 
hemoglobin (Hgb), serum potassium (K+), hematocrit Hct) , 
serum phosphorus (Phos), blood urea nitrogen (BUN), and 
serum creatinine (Creat)—  all common measures of dialysis 
effectiveness (Bjorvell & Hylander, 1989) are predictive of 
depression and decreased QoL in the patient on chronic 
hemodialysis.

4. Treatment-related stress, satisfaction with nursing 
care, and depression are not related.

5. Patients who consistently experience interdialysis 
weight gains of less than 2 kg will report lower stress, and 
depression scores than those who experience an average 
interdialysis weight gain greater than 2 kg.

6. Treatment-related stress, satisfaction with nursing 
care, and depression and the demographic variables are not 
related.
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Definition of Terms

Treatment-related stress: Although there are many
definitions of stress, for the purposes of this study, 
stress will be defined as the "relationship between the 
person and the environment that is appraised by the person 
as taxing or exceeding [their] resources and endangering 
[their] well-being" (Lazarus & Folkman, 1984, p. 21). The 
operational definition of treatment-related stress is the 
level of stress experienced by the patient related to the 
chronic renal failure and its treatment as demonstrated by 
the mean score achieved on the Hemodialysis Stressor Scale 
(HSS) (Baldree, Murphy, & Powers, 1982) or the Simmons' 
Hemodialysis Stressor Scale (SHSS).

Adult chronic hemodialysis patient: Subjects in this
study will be any patient 18 years or older with a medical 

diagnosis of chronic renal failure. The operational 
definition is any patient with the above definition who is 
currently being treated with hemodialysis three times each 
week at an outpatient or inpatient dialysis center.

Satisfaction with nursing care: Includes those
activities performed by the nurse during each of the patient 
visits— usually three visits/week— which the patient may 
perceive as helpful and/or caring, and thus satisfactory, or
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not helpful or caring, and therefore, not satisfactory. The 

operational definition of satisfaction with nursing care is 
the score achieved on the CARE/SAT instrument (Larson & 
Ferketich, 1993).

Depression: An emotional condition characterized by
overwhelming feelings of gloom, despair, helplessness, and 
hopelessness. The operational definition of depression is 
the score achieved on the CES-D scale.

Quality of life: "a person's sense of well-being that
stems from satisfaction or dissatisfaction with the areas of 
life that are important to him/her" (Ferrans, 1990).
Quality of life is operationally defined as the score
achieved on the Quality of Life Index (QLI) (Ferrans, 1985).

Predialvsis weight gain: The difference between the 
patient's last post-treatment weight and their weight prior 
to dialysis. The gain/loss should be within +2 kilograms of 
the medically established baseline weight.

Clinical indicators: Those laboratory values commonly
used to evaluate effectiveness of treatment, including 
hemoglobin, hematocrit, serum potassium, serum phosphorus.,, 
blood urea nitrogen, and creatinine. Clinical indicators 
were operationalized by using the most recent monthly values
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recorded in the medical record for each of the clinical 
indicators noted on the Medical Data Form (Appendix A).

Limitations

1. The subject's own tendency toward more or less 

[trait] anxiety may influence responses to items.

2. Factors unaccounted for within the physical and 
psychosocial environments of the dialysis center may affect 
the subject's responses to items.

3. Conclusions drawn from the data are generalizable 
only to those subjects sampled.

4. Self-report is dependent on the individual's 
ability to understand the items and willingness to respond 
truthfully.

5. The variables of interest will be measured at one 
point in time and could be different at other times.

6. Subjects who choose to participate in the study may 
be different from those who do not.

7. All the instruments are paper and pencil methods of 
recording responses (mono-method bias).

8. Several of the instruments use summated Likert 
scale measurements which may obscure the individual's
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pattern of response as different pattern responses may 
result in the same total score (Phillips, 1986).

Delimitations

The following delimitations will be noted for the 
study: The participant is an adult of either gender 18
years of age or older, currently being treated with 
maintenance hemodialysis, able to understand the English 
language, has no documented mental disorder and is 
physically able to complete the instruments.

Summary

This chapter has presented a discussion of the proposed 
research study which focuses on the identification and 
degree of treatment-related stress, satisfaction with 
nursing care, and depression experienced by the adult 
chronic hemodialysis patient and the impact those variables 
have on an individual's perceived quality of life.

Therefore, this chapter presents the rationale for 
studying treatment-related stress, satisfaction with nursing 
care, and depression and their relation to quality of life 
in the chronic hemodialysis patient. Problem statements and 
derived hypotheses which will guide the study, as will the
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conceptual framework, are delineated. Assumptions and 
limitations of the study are also included as well as 
delimitations and definition of terms. The next chapter 
will further develop the conceptual framework and purpose of 
the study. A  review of the literature is also presented.
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CHAPTER II

REVIEW OF LITERATURE

Much has been written about the concepts of stress and 
depression. Likewise, there is a considerable aggregate of 
literature related to the notion of quality of life in the 
chronically ill patient. Therefore, the focus of this 
chapter will be to review the relevant literature as it 
pertains to: (1) the end stage renal disease patient; (2)
stress and the chronic hemodialysis patient; (3) patient 
satisfaction with nursing care; (4) depression; (5) 
quality of life; and (6) clinical indicators and 
demographic data.

The Patient with End Stage Renal Disease
"The patient in chronic renal failure 

presents a multitude of challenges to the nurse.
As kidney function deteriorates, all body systems 
eventually become involved. A person's quality of 
life must be entirely redefined as all normal body 
functions are drastically altered. Every aspect 
of physical, social, and psychological performance 
is touched by the disease process" (Lancaster,
1983a, p. 38).
Lancaster's (1983a) perceptions accurately reflect the 

magnitude of problems associated with the medical diagnosis

24
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of chronic renal failure or ESRD. Most of the immediately 
observable stressors related to the patient in chronic renal 
failure are of a physiological nature. Yet, because of the 
vast involvement of the entire body, the physical stressors 
serve only as the foundation for the sociocultural, 
developmental, and psychological stressors. Psychological 
reactions may well determine how the patient adjusts to the 
multi-faceted stressors in his or her life. In the words of 
Burns (1983, p. 14), "helplessness, hopelessness and 
depression are words.used to describe the inevitable 
debilitating state of mind of the patient with End Stage 
Renal Disease."

Renal failure, according to Papper (1971), refers to 
the inability of an organism's kidneys to regulate its 
internal environment. Lancaster (1983a, p. 38) defines ESRD 
as "irreversible kidney disease causing chronic 
abnormalities in the internal environment and necessitating 
treatment with dialysis or kidney transplantation for 
survival." There are several conditions and disease 
processes which are responsible for causing chronic renal 
failure.

No matter the cause, the end stage renal disease 
patient will be symptomatic and at risk of death unless
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either organ transplantation or some type of dialysis is 
performed to sustain life (Lancaster, 1983a). Dialysis, 
whether it be in the form of intermittent peritoneal 
dialysis (IPD), automated peritoneal dialysis (APD), 
continuous ambulatory peritoneal dialysis (CAPD), 
hemodialysis (HD), continuous arteriovenous hemofiltration 
(CAVH), or continuous arteriovenous hemodialysis (CAVHD) 
(Winkleman, 1985; Lees, 1990), cannot mirror all the 
functions of the human kidney.

Renal failure is a stressful event. Treatment options 
are possibly as stressful as the chronic illness. All major 
body systems, both physiological and psychological, are 
involved and that the symptoms which occur are diverse 
(Butcher & Dolan, 1984; Gutch & Stoner, 1979; Lancaster, 
1983a, 1983b). The need for effective intervention, 
particularly counseling to promote the psychological 
adjustment of chronic hemodialysis patients to treatment, 
has been supported by experts on the subject (Gokcakan,
1991). Not only does the end stage renal disease patient 
experience changes in the physical sense, but the patient 
also experiences changes in perception of the environment 
and his or her place in that environment. Due to the 
changes in perception, the chronic renal failure patient
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must receive the support of the health care team in 
identifying those stressors which exceed or tax the 
individual's resources as well as assistance to cope with 
the identified stressors.

Stress and the Chronic Hemodialysis Patient
The concept of stress has been used for centuries 

(Lazarus & Folkman, 1984). In earlier times, stress was a 
term employed more in the physical sciences. Stress and 
strain were apt to be linked. When Selye (1979) introduced 
his theory of the General Adaptation Syndrome "stress" came 
to mean a reaction of a living organism in response to 

environmental demands, rather than the demand itself. Since 
that time stress has become a very popular concept, covering 
a variety of phenomena: anxiety, depression, alienation,
isolation, disturbed states of the body, environmental 
conditions, or lack. To add to the confusion, stress 
sometimes refers to the agent, while at other times, stress 
refers to the response. Although the term stress was first 

used many years ago, researchers are still unable to agree 
as to what constitutes stress. Members of an Institute of 
Medicine panel state: "...after thirty-five years, no one
has formulated a definition of stress that satisfies even a
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majority of stress researchers" (Elliot and Eisdorfer, 1982, 
p. 11). Lazarus (1966) has suggested that stress be 
conceptualized as an organizing framework for understanding 
a broad range of phenomena related to human and animal 
adaptation. Stress, he asserts, is not a single variable, 
but rather a rubric which is made up of many variables and 
processes (Lazarus & Folkman, 1984).

There have been recent studies conducted which address 
the special concerns of chronically ill patients and their 
response to stress on a daily basis as well as that specific 
stress related to the treatment regimen. Bihl, Ferrans and 
Powers (1988) compared treatment-related stressors, quality 
of life, and health status of hemodialysis and continuous 
ambulatory peritoneal dialysis patients. Treatment-related 
stress was measured using a modified version of the HSS. 
Rather than using a 5-point Likert scale, Bihl, Ferrans and 
Powers (1988) utilized a 4-point Likert scale. The authors 
also added three additional items concerning dialysis 
equipment and the discomfort and boredom associated with the 
treatment (Bihl, Ferrans & Powers, 1988). The HSS was also 
modified for use with the CAPD patients and was called the 
CAPD Stressor Scale. Cronbach's Alpha was calculated for 
each scale: HSS (.80) and CAPD Stressor Scale (.93).
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Regarding the stressor scores, Bihl, Ferrans and Powers 

(1988) reported findings similar to those of Baldree, Murphy 
and Powers (1982). Patients experienced similar stressors 
in both studies, however, those in the Bihl et al. (1988) 
study experienced a lesser degree of stress than those in 
the study conducted by Baldree et al. (1982).

In regards to what is "most stressful" to the 
hemodialysis patient, Tietze (1984) asserts, using the 
following example, that the patient and the nurse may have 
two distinctly different agendas. "Patients may have been 
most concerned about venipunctures or 'getting their weight 
off', while nurses focused on other patient care issues.
The result was that sometimes the patient's most stressful 
concern was neither identified or dealt with" (Tietze, 1984, 
p. 13). In particular, the nurse's and the patient's 
perceptions of psychosocial distress associated with 
treatment-related stressors were often incongruent.

Using a sample of six chronic hemodialysis patients, 
Tietze (1984) conducted a study which tested an instrument 
(The Questionnaire: Stressors of Hemodialysis) which
measured degree of stress caused by certain hemodialysis- 
related stressors. Findings of the study suggest that the 
most frequent stressor was related to fluid limitations, a
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finding demonstrated in earlier studies (Baldree, Murphy & 
Powers, 1982; DeNour & Czaczkes, 1976; Procci, 1981;
Ulrich, 1981). In terms of intensity or severity, at least 
50% of the subjects reported the following stressors as 
generating at least a fair amount of stress: cost factors,
fear of access complications, decreased libido, limitations 
of physical activity, fear of death, itching, uncertainty 
about the future and angry feelings (Tietze, 1984). Lack of 
vacation or traveling options, length of treatment, food and 
fluid restrictions and sleep disturbances were selected as 
moderate to high producers of stress (Tietze, 1984). 
Unfortunately, Tietze's (1984) small sample of six patients 
does not allow for generalization to other hemodialysis 
patients.

Patient Satisfaction with Nursing Care
In the wake of continuous quality improvement or CQI, 

health care practitioners and administrators are becoming 
increasingly concerned with meeting consumer/patient 
expectations in a manner deemed satisfactory by that 
consumer. Traditionally, the concern was only for 
objectively defined medical, treatment, and peer review 
indicators. Clinical outcomes remain important, but patient 
satisfaction with care is a priority also. The Joint
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Commission on Accreditation of Healthcare Organizations 
(JCAHO) has included patient satisfaction as one of the 
domains healthcare providers must consider when measuring 
how well the institution is performing. No longer is 
quality care defined simply by the supplier of the service.

Four main areas of focus have been addressed in the 
literature in relation to studies of patient satisfaction 
with nursing care (Larson & Ferketich, 1993): 1)
congruence/incongruence with anticipated care, 2)styles of 
nursing, 3) rapport with nurses providing care, and 4) 
perceived quality of care (Courts, 1988; Ferrans, 1988; 
Risser, 1975). However, the major portion of satisfaction 
studies deal not only with the patient's perceptions of 
nursing care, but with quality of medical care and 
physician interaction, as well as quality of care rendered 
by ancillary services (Abramowitz, Cote & Berry, 1987;
Carey & Posvac, 1982; Cleary, Keroy, Karapanos, & McMullen, 
1989; Guzman, 1988; Linn, 1975; Littlefield & Adams,
1987; Nelson & Niederberger, 1990; Nelson, 1989; Noon & 
Davero, 1987; Pienschke, 1973; Wiggers, Donovan, Redman, & 
Sanson-Fisher, 1990).

Patient satisfaction is a reflection of patient 
expectations, personal preferences and the realities of care
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(Larsen & Rootman, 1976; Mechanic, 1968; Ware, Snyder, 
Wright & Davies, 1983). Several authors support the notion 
that patient opinion and input related to satisfaction with 
care is an essential component to considered when evaluating 
effectiveness of care provided (Ferrans, Powers & Kasch, 
1987); Locker & Dunt, 1978; Ware et al., 1983). They 
contend that care falls short of the mark if patients are 
dissatisfied, no matter how high the quality of care as 
defined by the provider (Locker & Dunt, 1978).

In their study of satisfaction with health care of 
hemodialysis patients (n=416), Ferrans, Powers, and Kasch 
(1987) found satisfaction with care was most highly 
correlated with satisfaction with medical (£=.74) and 
nursing care (£=.74). Satisfaction with care was only 
moderately correlated with quality of life (£=.42) and 
satisfaction with health and functioning (£=.42) (Ferrans, 
Powers & Kasch, 1987). Weaker correlations were observed 

between satisfaction with care and socioeconomic aspects of 
life (r=.31), psychological/spiritual aspects (r=.32), and 
family (r=.27) (Ferrans, Powers & Kasch, 1987). Ferrans, 
Powers, and Kasch (1987) also found that patients who had 
been treated with hemodialysis for shorter periods of time 
and who had less education were more satisfied with care.
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Depression

Depression is one of the most frequently occurring 
psychiatric disorders. It is characterized by a negative 
alteration in mood which may range in severity from a mild 
sadness to an overwhelming, debilitating despair (Lewis, 
Grainger, McDowell, Gregory & Messner, 1989). It has been 
described as "the expression of one's reaction to perceived 
loss" (Lewis, et. al., 1989, p. 40). Depression can be 
pathological, caused or exacerbated by certain medications, 
triggered by certain medical conditions or life/situational 
events.

According to Weissman, Merikangas and Boyd (1987), 
depression in the general population can be observed in 8%- 
12% of males and 20%-26% of females. In a 1977 article, 
Weissman and Klerman (1977) reported a significantly higher 
incidence of depression in females over males in the United 
States and various other parts of the Western world for a 
period of 40 years. The authors suggested the higher 
incidence could be explained in one of several possible 
ways: males under-report depression; females have
biological or genetic predisposition for depression; 
presence of psychosocial factors; or female-learned 
helplessness (Weissman and Klerman, 1977). Based on an
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extensive review of available evidence derived from four 
sources, the authors concluded that gender differences in 
depression in Western societies were not an artifact of 
reporting practices or health care behaviors (Weissman and 
Klerman, 1977).

Depression in the physically ill is common, with some 
level of depression seen in about 85% of patients (Lewis et. 
al., 1989). Studies describing the frequency of depression 
occurring in chronic renal failure patients report estimates 
varying as high as 70%-100% and as low as 5% (Kennedy,
Craven & Roin, 1989; Sacks, Peterson & Kimmel, 1990;
Smith, Hong & Robson, 1985). The high incidence of reported 
depression in chronic renal failure patients may be related 
to the difficulty in distinguishing somatic symptoms related 

to the disease process (i.e., bowel, sleep and appetite 
disorders) from the somatic symptoms associated with 
depression (Sacks, Peterson & Kimmel, 1990). As Smith, Hong 
and Robson (1985) point out, the symptoms often considered 
classic for depression are similar to, even mimic, the 
psychosomatic symptoms experienced by the "typical dialysis 
patient."

Sacks, Peterson and Kimmel (1990) report that levels of 
depression were more strongly correlated with patients'
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perception of illness than with actual physical indicators 
of illness. Based on the findings of their study, it is 
believed that therapeutic interventions which focus on 
improving patient perception of illness might reduce 
depression while improving quality of life and patient 
compliance with medical regimen (Sacks, Peterson & Kimmel, 
1990).

Depression has also been linked with decreased rates of 
survival among patients with chronic renal failure (Burton, 
Kline & Lindsey et al, 1986). Although researchers and 
clinicians have often found it difficult to differentiate 
between somatic symptoms of depression and those of the 
chronic illness, one could question whether in fact 
diminished rates of survival are actually related to the 
severity of the illness rather than the depressive state, 
identifying and treating depressive states becomes important 
in light of how the depression may influence a patient's 
ability or willingness to comply with treatment or present 
for hemodialysis treatments.

Quality of Life

Padilla, Grant, and Ferrell (1992) reviewed the nursing 
quality of life literature for the years covering 1983 
through 1991. Although the literature review was not
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exhaustive, the search did indicate that quality of life 
issues are a high area of interest for the nursing 
community. Over 1,000 references were captured with 
approximately 20% of those references identified as research 
(Padilla, Grant & Ferrell, 1992). The bulk of the 
literature regarding quality of life during the period 
between 1983 to 1991 focused on the psychosocial and 
psychological domains, while fewer references involved the 
social domain (Padilla, Grant & Ferrell, 1992). 
Traditionally, quality of life has been measured by the 
health care provider. Objective attempts to measure the 
quality of life of chronic hemodialysis patients have 
suggested that patients experience unfavorable alterations 
in employment and financial status, marital and family life, 
sexual performance, body image, and functional ability 
(Stegman et al., 1985).

Quality of life is a multifaceted construct, intensely 
personal, and laden with subjective value for the 
individual— all of which make it difficult to measure (Cain 
& Henke, 1975; Ferrans, 1990; Ferrans & Powers, 1992;
Grant et al., 1990; Lubkin, 1986; Young & Longman, 1983). 
Four components of the human experience influence quality of 
life: the physical, the psychosocial, the spiritual, and
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the cultural (Lubkin, 1986). Similarly, four components of 
quality of life have been identified as crucial by George 
and Bearon (1980). They include life satisfaction, self
esteem, health & functioning and socioeconomic status, with 
life satisfaction being the critical indicator of subjective 
quality of life (George & Bearon, 1980; Evans et al.,
1985). Ferrans (1990) recognizes four other domains, which 
are again, similar to previously identified domains. They 
include health and functioning, socioeconomic, 
psychological/spiritual, and family.

Several authors have attempted to define quality of 
life. Figure 2 provides a list of a few of the theoretical 
definitions of quality of life noted in the literature, 
while Figure 3 furnishes a list of operational definitions.

Ferrans & Powers (1985a) developed the Quality of 
Life Index (QLI) which measures satisfaction with and 
importance of: health care, physical health and
functioning, marriage, family, friends, stress, standard of 
living, occupation, education, leisure, future retirement, 
peace of mind, personal faith, life goals, personal 
appearance, self-acceptance, general happiness and general 
satisfaction. Freidenberg, Gordon, Hubbard, Diller (1980)
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Theoretical Definitions of Quality of Life

I Author Definition
Ferrans (1990) A  person's sense of well-being that stems from satisfaction or 

dissatisfaction with the areas of life that are important to him/her".
Grant, Padilla,
Ferrell & Rhiner(1990)

"A personal statement of the positivity or negativity of attributes that 
characterize one's life".

Young & Longman (1983) Individual aspirations, frustrations, attitudes and perceptions— "the 
degree of satisfaction with perceived present life circumstances".

Lewis (1982) Personal control.
Goodinson & Singleton 
(1989)

"Freedom of action, a sense of purpose, achievement in one's work or family 
life, self-esteem, integrity and the fulfillment of some fundamental 
aspects of biological and psychosocial function in relation to activities 
of daily living and the maintenance of health".

Lewis (1982) "The degree to which one has self-esteem, a purpose in life and minimal 
anxiety".

Hornquist (1982) "The degree of need-satisfaction with the physical, psychological, social, 
material and structural areas of life".

Dalkey and Rourke 
(1973)

"A person's sense of well-being, his satisfaction/dissatisfaction with life 
or happiness/unhappiness in dimensions of health, activity, stress, life- 
goals, self-esteem, depression, social and family support".

Campbell et al. (1976) — Satisfaction with marriage, family life, friendships, standard of living, 
finance and religion.

Cohen (1982) "The plan and the inter-related purposes of a person that give his/her life 
what unity it has and bring us to regard them and ourselves as individuals 
who are irreplaceable".

CO00



R
eproduced 

with 
perm

ission 
of the 

copyright 
ow

ner. 
Further 

reproduction 
prohibited 

w
ithout 

perm
ission.

Fayos & Beland (1981) "The ability of patients to manage their lives as they evaluate it".
DeHaes & van 
Knippenbe rg (1982)

"An overall evaluation of the subjective experience of life".

Szalai (1980) "The global evaluation of the good or satisfactory character of people's 
lives".

cont'd - Figure 2. Theoretical definitions of quality of life.
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Operational Definitions of Quality of Life

Author Definition
McCorkle and Young (1978)

i
Symptom Distress Scale

Benoliel, McCorkle, & Young (1980) Social Dependency Scale
Ferrans & Powers (1985a) Quality of Life Index (QLI)
Padilla, Presant, Grant,et al. (1983); Padilla 
& Grant (1985); Padilla, Mishel & Grant (1992)

Multidimensional Quality of Life 
Scale (formerly the Quality of 
Life Index)

Frank-Stromberg & Wright (1984) Health Survey Instrument

Figure 3. Operational definitions of quality of life.
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evaluated QoL indirectly by measuring the extremity of 
change in physical discomfort, medical treatment, hospital 
service, mobility, housework, vocational activities, 
financial, family, social, worry, affect, body image, and 
communication.

Frank-Stromberg & Wright (1984), using a Health Survey 
instrument, examined quality of life in terms of the 
patient's perception of and attitude toward the severity of 
change due to disease and the subsequent alteration in 
lifestyle. Includes such items as: demographic data,
physical and psychological impact of disease/treatment, 
health professional and patient relation items. Several 
authors describe QoL as a multidimensional construct 
characterized by psychological well-being, physical well
being, symptom control, nutritional concerns, social 
concerns, and affective states which they measured using the 
Multidimensional Quality of Life Scale (formerly the Quality 
of Life Index) (Padilla, Presant, Grant,et al., 1983/
Padilla & Grant, 1985; Padilla, Mishel & Grant, 1992).
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Clinical Indicators and Demographic Data

There is some research which suggests psychosocial 
demographic factors play at least as important a role as 
physical factors in the maintenance of employment among 
hemodialysis patients (Rasgon et al, 1993). Factors such as 
level of education (Ferrans & Powers, 1985b; Gutman, Stead 
& Robinson, 1981; Kutner & Cardenas, 1981; Sherwood, 1983; 
Walker, 1976), predialysis work status (Ferrans & Powers, 
1985b; Gutman, Stead & Robinson, 1981), and attitudes 
toward working (Antonoff & Mallinger, 1990; Kutner & 
Cardenas, 1981) have previously predicted the likelihood 
that patient on chronic hemodialysis would be employed 
(Rasgon et al., 1993).

In a study of clinical correlates of functional status, 
as measured by the Sickness Impact Scale (SIP), in patients 
with chronic renal insufficiency, no effect for commonly 
used clinical indicators of renal function, such as blood 
urea nitrogen (BUN) or creatinine, was found (Harris et al., 
1993). This finding is supported by Ferrans & Powers 
(1985b) who found there were no significant differences 
between employed (n=20) and unemployed (n=20) hemodialysis 
patients as measured by seven commonly used illness related 
variables (Lowrie, Laird, Parker & Sargent, 1981) :
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predialysis serum potassium, blood urea nitrogen, serum 
phosphorus, mean arterial pressure, serum creatinine, 
hematocrit, and interdialytic weight gain. Demographic 
variables used, such as education, income, vital signs, 
gender, serum sodium showed varying degrees of correlation 
(Harris et al., 1993).

Summary

Stress, depression, and quality of life are broad, 
rather intangible, sometimes difficult to define, and even 
more difficult to measure concepts. However, each are 
critical components of the chronic illness experience. End 
stage renal disease patients comprise one of the largest 
groups of individuals with a chronic illness. They 
experience a variety of stressful demands, many of which can 
be attributed to the treatment they must undergo in order to 
continue living.

This chapter presented a review of selected literature 
relative to the ESRD patient, stress, satisfaction, 
depression, and quality of life. In the next chapter, the 
methodology of the research is presented in detail.
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CHAPTER III

PROCEDURE FOR COLLECTION AND
TREATMENT OF DATA

To describe and examine treatment-related stress, 
satisfaction with nursing care, and depression in chronic 
hemodialysis patients in relation to perceived quality of 
life, a predictive correlational design was used. Included 
in this chapter is a description of the research design, 
setting, sample selection, protection of human subjects, 
instrumentation, and procedures for data collection and 
analysis.

Methodology

In order to investigate the questions of this study, a 
predictive correlational research design was selected. A 
design of this type investigates the degree to which changes 
in one variable correspond to changes in another (Waltz & 
Bausell, 1981). The variables, whose interrelationships 
were examined, are treatment-related stress level, 
satisfaction with nursing care, depression, quality of life 
and demographic data. Although this design is

44
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nonexperimental and cannot explain causality, it does have 
some distinct advantages for the clinical setting.
A correlational research design:

1. "permits the assessment of several 
variables and their interrelationships 
simultaneously" (Waltz & Bausell, 1981, p. 131).
2. "is an efficient and effective means of 
collecting a large amount of data about a problem 
area" (Polit & Hungler, 1983, p. 182) .
3. is useful in instances where the problems of 
interest are not amenable to experimentation as 
often is the case in clinical research (Polit &
Hungler, 1983; Walt & Bausell, 1981) .
4. can be conducted in the clinical or 
"realistic" setting (Polit & Hungler, 1983; Walt 
& Bausell, 1981).

Setting

The data collection occurred in a freestanding 
outpatient dialysis center and a hospital-based acute care 
only hemodialysis center located in a southern city of about 
250,000. The centers have the same medical director, are 
less than a mile apart, and have different nursing staffs.
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The freestanding center is privately owned and is a for- 
profit enterprise. The hospital-based acute unit is a not- 
for-profit, public agency. Primarily, the freestanding 
center provides peritoneal and chronic hemodialysis. It is 
a new facility, having been in operation for less than six 
months. However, the patient population and many of the 
staff members are an established group. Several of the 
teaching hospital staff elected to move to the new dialysis 
center as did most of the patients— all of whom transferred 
from the large 499-bed academic health science center which 
now houses only an acute unit. Services offered by the two 
centers are dissimilar in that, although both units provide 
hemodialysis services, the freestanding center does not 
provide acute services or routinely do access or line 
placement procedures. The acute unit does not perform 
routine chronic hemodialysis nor are peritoneal dialysis 
services available. Peritoneal dialysis is done elsewhere 
in the teaching facility, by other specially trained 
medicine nurses. Patients in this acute setting are 
patients who are routinely dialyzed at the above mentioned 
freestanding center or possibly one of two other 
freestanding, privately-owned centers— both approximately 2 
miles from the hospital-based program.
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The setting for the administration of the selected 
instruments, medical data form and the demographic 
questionnaire was at the patient's chairside or bedside, 
unless the individual elected to complete the forms while 
waiting to get on dialysis (n=0)•or after the hemodialysis 
treatment had been completed (n=3). In all cases, the 
research assistants facilitated the data collection period 
by insuring the subject had adequate lighting and space to 
complete the instruments in relative privacy. The subject 
was provided a writing area (a clipboard or lapboard) if a 
surface was not already available on which to complete the 
forms. The subject was also provided a pencil with an 
eraser. Although having the potential to be a stressor, 
conditions that the researcher was not able to control for 
included room temperature and extraneous noise, due to the 
fact several persons share the large dialysis areas (nurses, 
technicians, and patients).

Population and Sample

The target population included those individuals with 
the medical diagnosis of chronic renal failure or end stage 
renal disease (ESRD). For the proposed study, subjects
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included in the sample were required to meet the following 
conditions:

1. 18 years of age or older.
2. On hemodialysis.
3. Able to understand the English language.
4. Alert and oriented to time, place, and person.
5. Have no current documented diagnosis of mental 

disorders.
6. Able and willing to complete the study packet.

Any chronic renal failure patient willing to participate in 
the study and who met the five other requirements outlined 
above was eligible to become a part of the sample. Thus, 
the sampling technique was nonprobability.

Although probability sampling techniques are preferred 
by most research scientists, nonprobability sampling 
techniques are more frequently employed by members of the 
health science community (Polit & Hungler, 1983 & 1989/ 
Rubinson & Neutens, 1987; Wilson, 1989). In cases where 
nonprobability sampling techniques are used, all elements of 
the population are rarely known. The various sampling 
techniques are non-random, therefore, the results obtained 
for the sample are generalizable only to that sample.
There are a number of reasons researchers in the health
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community choose to use the inferior sampling technique.
Constraints related to time, expense, and subject
availability are the most common reasons for using any one
of the many nonrandom sampling techniques.

Furthermore, when dealing with special population
groups, such as the chronically ill, there are ethical and
practical problems in addition to the more commonly
encountered ones (Wilson, 1989). Sexton (1983) identified
the following areas of concern when the population comprises
the chronically ill:

identification of subjects and their reluctance to 
participate in studies— a problem of sufficient sample 
size;
implementation of certain designs (a panel study, 
longitudinal, experimental, or correlational) due to 
the exacerbations, remissions, and mortality of the 
illness— a problem of limited study design;
consideration of the feasibility of the energy and 
the abilities required of the patient for each type 
of data collection— a problem of data collection 
(Wilson, 1989, p. 268).

The proposed study used a nonprobability sampling 
technique— convenience sampling. The most influential 
reason for this choice of sampling method was patient 
availability. Lack of time and funds were also major 
factors influencing the choice of sampling style. In 
addition, difficulty obtaining support from freestanding
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center administrators who expressed concern regarding 
liability related to the potential for researcher exposure 

to infectious diseases and/or blood products proved to be a 
major and burdensome obstacle. In order to attempt to obtain 
a sufficient sample of participants, the research assistants 
were instructed to approach each hemodialysis patient as a 
potential candidate, screen those who agreed to serve as 
volunteers and determine eligibility based on the inclusion 
criteria specified earlier.

For the purposes of this study, all available members 
of the population, approximately 48 patients in the 
freestanding center and unknown in the acute setting, were 
invited to participate. A  total of 55 patients were asked 
to participate and of those, 45 agreed to consent to the 
study. Although there are no formulas for estimating 
adequate sample size when nonprobability sampling techniques 
are used (Polit & Hungler, 1989; Rubinson & Neutens, 1987; 
Wilson, 1989), Polit & Hungler (1989) recommend using a 
minimum of 10 subjects for each subdivision of the data, or 
cell of the design (p. 426). While ten subjects are 
considered the acceptable minimum— 20 or 30 subjects per 
cell of the design are preferable.
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The proposed study was submitted for review and 
approval to two Human Subjects Committees. First, the 
proposal was submitted to the Institutional Review Board 
(IRB) of Louisiana State University Medical Center- 
Shreveport. Once approved, it was submitted to the Human 
Research Review Committee at Texas Woman's University prior 
to initiating any aspect of the study. In addition, agency 
approval was obtained as required prior to submitting the 

proposal to either of the respective Denton and Shreveport 
Human Subjects Committees. All approvals were documented in 
written form.

Prior to the collection of patient information or 
administration of the selected instruments, participant 
consent was obtained using a written consent form (see 
Appendix B). The consent form outlined, briefly, a 
description of the study and expectations required of the 
participants. To insure that the consent form was read in 
its entirety, the data collector reviewed the contents of 
the document with each subject. It was made clear to each 
subject that participation was strictly voluntary and that 
they retained the option to withdraw from the study at any 
time during the administration of the tests. To insure
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confidentiality, a coding system was used to identify each 
instrument but did not indicate the identity of the subject. 
The coded consent forms were kept in the investigator's 
possession in a locked file cabinet. Identifying materials 
will be destroyed within two years after the completion of 
the study.

Instruments

It is important to ascertain the measurement framework 
of an instrument in order to "guide the design and 
interpretation of the measurement" (Waltz, Strickland &
Lenz, 1984, p.3). Therefore, the researcher must ask are 
the instrument(s) norm- or criterion-referenced. Waltz and 
Bausell (1981) also contend that in addition to identifying 
the measurement framework, it is necessary to determine 
whether the instrument is objective or subjective.

Objective instruments are those instruments which 
contain items that have a predetermined, constructed 
response set (Waltz & Bausell, 1981). Subjects are, 
therefore, limited as to how they may answer or respond to 
an item. Subjective measures allow the subject freedom in 
responding to items as the response is not pre-constructed 
(Waltz & Bausell, 1981).
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A criterion-referenced instrument is one used to 

determine whether an individual has acquired or mastered a 
predetermined set of behaviors (Waltz, Strickland & Lenz, 
1984). In contrast, the norm-referenced instrument is used 
when the subject's performance is to be evaluated relative 
to the group's performance (Waltz, Strickland & Lenz,
1984). The norm-referenced tool should, if constructed 
well, discriminate between subjects possessing different 
amounts of the characteristic (Waltz, Strickland & Lenz, 
1984).

For the purposes of this research study, the 
instruments were objective and the data obtained from each 
measure was interpreted using the norm-referenced approach. 
Each subjects' scores were compared to and evaluated in 
light of the group's statistics.

In order to explore the relationship between treatment- 
related stress, satisfaction with nursing care, depression 
and quality of life in the hemodialysis patient, subjects 
were asked to complete the Ferrans and Powers Quality of 
Life Index (QLI), dialysis version (Ferrans, 1990/ Ferrans 
& Powers, 1985a; Ferrans & Powers, 1992), Larson's Caring 
Satisfaction Scale (CARE/SAT) (Larson, & Ferketich, 1993), 
the CES-Depression Scale (CES-D), the Hemodialysis Stressor
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Scale (HSS) (Baldree, Murphy, & Powers; 1982) and the 
Simmons Hemodialysis Stressor Scale (SHSS). In addition to 
the study instruments, each of the subjects were also asked 
to complete a demographic data questionnaire soliciting 
information on age, ethnicity, gender, living arrangements, 
marital status, length of time on chronic hemodialysis, 
employment history, presence and type of family support, 
income, educational status and concomitant diseases.
Clinical and laboratory data such as hemoglobin, hematocrit, 
serum phosphorus and potassium, etiology of the renal 
failure and interdialytic weight gains was also collected by 
the investigator.

Each participant study packet contained the CES-D 
(Appendix C), the HSS (Appendix D), the SHSS (Appendix E), 
the CARE/SAT (Appendix F), and the QLI (Appendix G). Also 
included in the study packet was a demographic data 
questionnaire (Appendix H) and a freshly sharpened pencil 
with an erasure. The arrangement of the instruments was the 
same for all packets: cover page with code, general
instructions and research assistant initials (Appendix I), 
HSS, CES-D, SHSS, CARE/SAT, Demographic Data questionnaire, 
and QLI. Two copies of the consent form were included in 
the packet. One copy was signed and returned to the
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research assistant. The other copy was made available to 
the subject as a personal copy, to be kept or discarded at 
their discretion.

It was expected that the average participant would 
complete all forms in one hour, however, subjects were 
allowed as much time as they required. Some subjects 
completed all documents in as little as 20 minutes, while 
others required up to 90 minutes. When the subject 
indicated that he/she had completed all the forms, final 
instructions were to return the packet of instruments to the 
manila envelope in order to promote confidentiality. Only 
then did the research assistant collect the packet.

The Hemodialysis Stressor Scale

The Hemodialysis Stressor Scale (HSS) is a 29-item, 
self-report, five-point Likert-scaled instrument which 
measures the degree and type of stress experienced by the 
hemodialysis patient. Individuals were asked to rate how 
stressful each item was on a scale of "l=not at all" to "5=a 
great deal." The participant's score was determined by 
summing the score for all items.
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Validity
Although Gurklis and Menke (1982) discussed reliability 

of the HSS and JCS, no mention of validity was made. 
Fortunately, Murphy, Powers & Jalowiec (1985) as well as 
Baldree, Murphy and Powers (1982) did address the validity 
of the HSS. Content validity was assessed using literature 
review, nurse experts and a patient pilot study (Baldree, 
Murphy and Powers, 1982).

In a later psychometric evaluation, construct validity 
was addressed by Murphy, Powers, and Jalowiec (1985). It 
was felt that although a two-factor solution explained 27% 
of the variance, loading on Factor I were the physiologic 
items and psychosocial items on Factor II, it was too 
simplistic (Murphy, Powers, & Jalowiec, 1985). Therefore, 
an unrestricted factor solution was run with an eight-factor 
solution the result. While the eight-factor solution, when 
subjected to Varimax , explained 45% of the variance, the 
authors note that of the eight factors, only three satisfied 
Kaiser’s criterion (an eigen value of >1) for significance 
(Murphy, Powers, & Jalowiec, 1985).

Based on their analysis, a three-factor solution 
subjected to Varimax rotation, provided the best fit for 
the data set, explaining 31% of the variance. The three
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factors loaded as psychobiologic (Factor I), psychosocial 
(Factor II), and dependency/restriction (Factor III)(Murphy, 
Powers, & Jalowiec, 1985).

Reliability
In the following table are some examples of the 

reliability estimates obtained in previous studies for the 
HSS (Table 1). Two studies have reported reliability 
estimates for the total HSS and its physiological and 
psychosocial subscales (Murphy, Powers & Jalowiec, 1985/ 
Gurklis & Menke, 1988). Reliability estimates for the 
psychosocial subscale were consistently high, .88 and .89 
(Murphy, Powers & Jalowiec, 1985; Gurklis & Menke, 1988). 
However, reliability estimates for the physiological

TABLE 1
Reliability Estimates.for the Hemodialysis Stressor
Scale (Cronbach's Alpha)___________________________________

Physiological Psychosocial
SQ.U-r.Cg_________ Total Subscale________ Subscale______ N _
Murphy et al
(1985) .89 .69 .88
Gurklis & Menke
(1988)__________j_90_________,63_____________^89

174

68
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subscale were much lower, .69 and .63 (Murphy, Powers & 
Jalowiec, 1985; Gurklis & Menke, 1988). Murphy, Powers and 
Jalowiec (1985) suggest that the low physiological subscale 
coefficient may have been due to the subscale's small number 
of items. Reliability estimates for the total stress scale 
were also consistently high: .89 and .90 (Murphy, Powers &
Jalowiec, 1985).

Simmons' Hemodialysis Stressor Scale

The Simmons' Hemodialysis Stressor Scale is a 50-item, self- 
report, four-point Likert scale that was intended to measure 
type and degree of treatment-related stress experienced by 
the chronic hemodialysis patient. Patients were asked to 
rate the degree of stress experenced in regards to each of 
the 50 items on a scale of "l=the item never bothers me" to 
"4=the item constantly bothers me." Total score was 
achieved by summing the individual items. There was no 
reliability data for the SHSS. Content validity was 
assessed by means of an extensive literature review. 
Concurrent validity was investigated by determining the 
relationship with the HSS. This provided a validity 
coefficient.
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Larson's Caring Satisfaction Scale (CARE/SAT) (Larson,
& Ferketich, 1993) is a visual analog scale consisting of 
29-items. Larson and Ferketich (1993) have completed 
extensive psychometric evaluation on the CARE-Q, the 
instrument upon which the CARE/SAT is based, however, the 
CARE-Q was limited in its use as it only allowed 
participants to rank the caring behaviors considered 
important in the nurse. For the CARE/SAT instrument, the 
patient was asked to mark an "X" along the 100-centimeter 
line to indicate how much or how little they agreed or 
disagreed with the particular nursing behavior or attitude 
(Larson & Ferketich, 1993). The CARE/SAT was scored by 
summing the individual scores which ranged from 0=strongly 
disagree to 10=strongly agree. The possible range was 0 to 
290. The negatively worded items were reversed scored.

Validity
The CARE/SAT is the fourth phase of a study program 

conducted by Larsen (1993). To assess construct validity, 
Larson and Ferketich (1993) administered the CARE/SAT along 
with the Risser Patient Questionnaire (Hinshaw & Atwood, 

1982). The reported correlation of r=.80 was significant at
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£=.05, n=40. Construct validity was also demonstrated by 

means of factor analysis using responses of 264 subjects 
(Larson & Ferketich, 1993). A three-factor solution emerged 
following Varimax rotation. To be considered, the factor 
had to load with a eigenvalue >1. Larsen and Ferketich 
(1993) reported that Factor I accounted for 34.8% of the 
variance (eigenvalue, 10.09), Factor II explained 7.3% of 
total variance (eigenvalue, 2.11), and Factor III explained 
4.8% of the variance (eigenvalue, 1.4). The resulting 
three subscales were respectively identified as Assistive, 
or basic nurse caring behaviors; Benign Neglect, or 
noncarative nursing behaviors; and Enabling, nurse behaviors 
which assist the patient in the understanding and management 
of his/her illness.

Reliability

The internal consistency of the CARE/SAT was assessed 
using Cronbach's alpha, for which a 0.94 was achieved 
(Larson & Ferketich, 1993). No measures of stability were 
reported. The CARE/SAT has been used only in hospitalized 
patients or those recently discharged (Larson & Ferketich, 
1993).
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CES-Depression Scale

The Center for Epidemiologic Studies Depression Scale 
(CES-D) is a 20-item scale measuring depression. The scale 
consists of a four-point Likert-type scale, ranging from 
zero to three, where individuals were asked to rate how 
often they experienced each of twenty symptoms during the 
past week. Responses could range from "0=less than 1 day" 
to "3=5 to 7 days". Four of the self-report items were 
positively worded and were reversed scored. The 
individual's score was determined by calculating the sum for 
all items. Subjects that achieved a total score of 16 or 
greater were considered depressed.

Validity
Content validity for the CES-D has been demonstrated. 

Items for the CES-D were selected from several sources, 
including the Beck Depression Inventory and the Zung 
Depression Scale. Item selection was driven by eight 
components of depression generally accepted as 
representative of depression that were identified through 
literature search and factor analysis. Those components 
included "depressed mood, feelings of guilt and 
worthlessness, feelings helplessness and hopelessness,
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psychomotor retardation, loss of appetite, and sleep 
disturbance" (Radloff, 1977, p. 386).

Extensive support has been demonstrated regarding the 
concurrent validity of the CES-D. The CES-D has been 
correlated with the Hamilton Rating Scale, the Raskin 
Depression Scale, and the Symptom Checklist (SCL- 
90)(Weissman, Sholomskas, Pottenger, Prusoff & Locke; 1977). 
Using a sample of 406 psychiatric patients, divided into 
five groups (acutely depressed, formerly depressed, drug- 
addicted, alcoholics, and schizophrenics), alpha 
coefficients ranged from .28 to .87, £=<.05 (Weissman, 
Sholomskas, Pottenger, Prusoff & Locke; 1977). The CES-D 
was able to discriminate between these groups, however, 
further investigation lead the authors to believe that the 
CES-D is a useful tool for screening for the presence of 
major depressive symptoms, but it cannot differentiate to a 
such a degree as to be a diagnostic tool (Myers & Weissman; 
1980).

Reliability

In a series of epidemiological studies, spanning a 
period of about 18 months, the Center for Epidemiologic 
Studies, conducted four household surveys using the CES-D. 
Over 3800 individuals participated in the surveys. Radloff
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(1977) reported coefficient alphas of .85, .85, .84, and .90 
for each of the surveys, respectively. Using the same data, 
split-halves £ were calculated (.77, .7 6, .77, and .85) as 
well as coefficients resulting from analysis using Spearman- 
Brown (.87, .86, .87, .92) (Radloff, 1977).

Ferrans* Quality of Life Index

The Quality of Life Index (QLI) is a 64-item scale 
measuring quality of life in the general population (Ferrans 
& Powers, 1985a). The Quality of Life Index-dialysis 
version (Ferrans and Powers, 1985a) is a 70-item measure 
composed of two parts. Part I measures subject satisfaction 
with the domains of life; part II measures the importance 
of those domains to the individual (Goodinson & Singleton, 
1989). Subjects were asked to indicate their satisfaction 
with or the importance of each of the items by rating each 
item on a 6-point Likert scale. A 6-point Likert scale was 
used in order to increase discrimination (Goodinson & 
Singleton, 1989). For part I, the scale ranged from "very 
satisfied or 6 to very dissatisfied or 1". For part II, the 
scale ranged from "very important (6) to very unimportant 
(1)". Quality of life scores were calculated by adjusting 
satisfaction scores with the corresponding importance score,
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thereby, producing the highest score for items that had both 
high satisfaction and high importance. Quality of life 
scores were calculated for the entire instrument as well as 
subscale scores.

Items assessed by the QLI were health care; physical 
health; marriage; family; friends; stress; standard of 
living; occupation; education; leisure; future 
retirement; peace of mind; life goals; personal faith; 
appearance; self-acceptance; general happiness; and 
general satisfaction. The four domains were (a) health and 
functioning, (b) socioeconomic, (c) psychological/spiritual, 
and (d) family (Ferrans, 1990). The QLI has been used with 
elderly populations, general populations, graduate students, 
spouses of CAPD patients, and chronic hemodialysis patients 
with acceptable reliability.

Validity
Content and criterion-related validity of the QLI has 

been supported (Goodinson & Singleton, 1989). Content 
validity was determined based on an extensive literature 
review and on the domains that patients (£=37) and graduate 
student volunteers (n=88) identified as satisfying 
components of life (Ferrans & Powers, 1985a; Ferrans & 
Powers, 1992) . In addition, using a panel of seven experts,
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Oleson (1990) evaluated the content validity index of the 
QLI. To be considered a valid instrument, the instrument 
needed to achieve a score of 80% at the p-value level of 
significance of .05 (Oleson, 1990). The instrument achieved 
87%, thus supporting its content validity (Oleson, 1990).

Criterion-related validity was assessed by asking 
subjects to respond to an overall satisfaction with life 
question and comparing that response with the responses 
achieved on the QLI. The resulting validity coefficients 
were 0.75 for graduate students (n=69) and 0.65 for dialysis 
patients (n=37) (Ferrans & Powers, 1985a). Construct 
validity has been demonstrated by results of a factor 
analysis using a sample of 349 in-unit dialysis patients 
(Ferrans & Powers, 1992). Ferrans and Powers (1992) found 
that correlations between factors were greater than .30 
whether a three-, four-, five-, or six-factor solution was 
used; however, only the four-factor solution met all five 
criteria established by the authors to assist them in 
determining how many factors to extract. The four-factor 
solution explained 91% of the total variance, with factor 
eigenvalues for the four factors as follows: 2 6.02, 3.96,
2.78, and 2.28 (Ferrans & Powers, 1992). The four factors
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were labeled, respectively: health and functioning,
socioeconomic, psychological/spiritual, family (Ferrans & 
Powers, 1992).

Reliability
The QLI has extensive reliability data. Initial 

psychometric assessment of the instrument revealed internal 
consistency of 0.93 (graduate students) and 0.90 (dialysis 
patients). Test-retest reliability at 2-weeks was .87 
(graduate students, n=69) and 0.81 at one month with the 
dialysis patients, n=20 (Ferrans & Powers, 1985a). Support 
for the internal consistency (Cronbach's alpha) of the QLI 
was achieved: 0.93 for the graduate students (n=69 and 0.90
for the dialysis patients (n=20) (Ferrans & Powers, 1985a).

In a later study, Ferrans (1990) reported a coefficient 
alpha at 0.95 for the entire instrument while the subscales1 
internal consistency ranged from 0.66 - 0.93; 0.90 for the 
health and functioning subscale, 0.84 for the socioeconomic 
subscale, 0.93 for the psychological/spiritual subscale, and 
0.66 for the family subscale (see Table 2). For the 
dialysis version of the instrument, Ferrans & Powers (1992) 
reported Cronbach alphas 0.93 for the entire scale and 0.87,
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Reliability Estimates for the Quality of Life Index
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(Cronbach's Alpha)

Total SS 1 SS 2 _.SS 3 SS 4 N
Ferrans & .93 --- --- *69
Powers(1985a) .90 --- -- --- --- 20

Ferran (1990) .95 .90 .84 .93 .66 --

Ferrans &
Powers (1992) .93 .87 .82 .90 .77 349

  = data not available *=graduate students
SubScales: 1-Health and Functioning

2-Socioeconomic
3-Psychological/spiritual
4-Family

0.82, 0.90, and 0.77 for the health and functioning, 
socioeconomic, psychological/spiritual, and family 
subscales, respectively.
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Demographic Data Questionnaire

In addition to the study instruments, each of the 
subjects were also asked to complete a demographic data 
questionnaire (Appendix H) soliciting information on age, 
race, gender, living arrangements, marital status, length of 
time of chronic hemodialysis, income, educational background 
and employment status.

Data Collection

The study was designed to measure the relationship of 
four variables on QoL in the chronic hemodialysis patient. 
Each participant was asked to complete all instruments (HSS, 
SHSS, CARE/SAT, CES-D, QLI, and a demographic questionnaire) 
during one session. The total number of items each 
participant was expected to complete was about 213. A 
written consent addressed participant requirements and 
risks/benefits of the study. For patients who could not 
read, the research assistant read the items aloud. It was 
expected that all forms could be completed in about one 
hour, but subjects were allowed as much time as they 
required.

Data was collected by seven research assistants—  

associate degree (n=l), baccalaureate (n=3) and masters-
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prepared (n=3) nursing personnel employed in staff 
development or infection control departments at a large 
academic health science center. All were females, with a 
range of nursing experience of nine to more than 20 years. 
Most of the research assistants had worked together on 
projects before. The principal investigator met with each 
of the nurse research assistants and discussed the nature of 
the study, expectations of each assistant, methodology and 
data collection procedures. The investigator also reviewed 
administration instructions for each instrument with the 
research assistants and how the instrument should be 
completed. A review of patient rights, including 
confidentiality and the right to decline to participate at 
any time, and the coding system was discussed. During data 
collection procedures, the principle investigator was 
available to answer questions for the research assistants 
and/or study participants. She was within walking distance 
and available by phone and beeper.

Potential candidates who met the pre-established 
criteria for age, treatment by means of hemodialysis, and 
orientation and who lacked a diagnosis for mental disorders 
and could understand the English language, were asked, one- 
on-one, to participate in the study. The brief verbal
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explanation, based upon the contents of the consent form, 
addressed participant requirements and risks/benefits of the 
study. Each subject who volunteered was asked to read and 
sign a "consent for participation" form (Appendix B). The 
research assistants reviewed the form with the patient and 
answered any resulting questions. Participants were 
assured, throughout the testing procedure, that they 
retained the right to withdraw from the study at any point.

Prior to completing the test packet, each individual 
was asked to read the instructions for each instrument and 
proceed as directed. A sample item was included for most 
instruments to insure clear directions. Each packet 
contained the HSS, the SHSS, CARE/SAT, CES-D, QLI, a 
demographic data questionnaire and a freshly sharpened 
pencil with an eraser. The arrangement of the instruments 
was such that the demographic data questionnaire and QLI 
were last. The CES-D separated the HSS and SHSS. The 
CARE/SAT followed the SHSS. If a suitable writing surface 
was not available, a clip board was provided.

It was expected that the average participant would 
complete all forms in one hour, however, subjects were 
allowed as much time as they required. When the subject 
indicated that he/she had completed all the forms, final
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instructions were to place the packet of instruments in the 
manilla envelope and return the packet to the research 
assistant, who then collected the packet.

To cue individuals that the form was changing and thus 
the instrument directions, the title headings were enlarged 
significantly with all except the CARE/SAT and QLI. Because 
the ESRD patient is often visually impaired, and may require 
large type print, the investigator provided for each 
patient, when possible, large print versions of the 
instruments. Where this was not available or possible, as 
in the case of the CARE/SAT, the research assistants read to 
or assisted the patient as necessary.

Treatment of Data

The data was analyzed using descriptive and inferential 
statistics. Reliability coefficients were reported for each 
of the instruments. The SHSS was examined for internal 
consistency as well as equivalence and homogenicity. 
Exploratory data analysis was used to determine if the data 
met the assumption of normality. Regression procedures were 
performed to analyze which of the independent variables were 
the best predictors of quality of life in hemodialysis
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patients. Correlational statistics were performed to 
determine what relationships, if any, exist between the 
independent variables.

All analyses were performed using SAS version 6.08.
All tests were performed at the alpha =0.05 level of 
significance. Analysis where there were only two groups 
(e.g. sex, predialysis weight gain) being compared, were 
performed using a two-tailed t-Test for independent groups 
(see Figure 4).

Reliability of the study instruments (CES-D, HSS, SHSS, 
CARE/SAT, and QLI) were tested using Cronbach Alpha 
coefficients. This was performed both overall and by 
subscales. Pearson correlation coefficients were also 
calculated for the correlation of the CES-D scale with the 
HSS and SHSS scales. These coefficients were also 
determined for the QLI correlated with the CES-D, HSS, SHSS, 
and CARE/SAT scales. The p-values associated with the 
Pearson correlation coefficients only test whether the 
correlation is significantly different from zero and not 
whether the correlation itself is significant.
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hypothesis variable level o f data instrument statistical analysis

H i 1. Quality o f life
*

1. Interval 1. QLI Multiple Regression

2. Treatment-related stress
*

2. Interval 2. HSS Pearson Correlation

3. Treatment-related stress
*

3. Interval 3. SHSS

4. Satisfaction w/nursing care
*

4. Interval 4. CARE/SAT

5. Depression
*

5. Interval 5. CES-D

h2 1. Quality of life
*

1. Interval 1. QLI Pearson Correlation

2. Demographic variables: age, gender, 
race, marital status, employment status, 
education, income, length of time on 
dialysis (LOTOD), living arrangement

2. Nominal
(age to employment, living 
arrangement)

Ordinal 
(education, incoipe) 

Interval 
(LOTOD)

2. DDSa

h3 1. Quality of life
*

1. Interval 1. QLI Multiple Regression

2. Depression
*

2. Interval 2. CES-D

3. Clinical laboratory data: Hgb, H ct,K +, 
BUN, creatinine, phosphorus, predialysis 
weight gain

*
3. Interval 3. MDFb

(continued- next page)
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h 4 1. Treatment-related stress
*

1. Interval 1. HSS Pearson Correlation

2. Treatment-related stress
*

2. Interval 2. SHSS

3. Depression
*

3. Interval 3. CES-D

4. Satisfaction w/nursing care
*

4. Interval 4. CARE/SAT

H5 1. Depression
*

1. Interval 1. CES-D Two group t-Test

2. Pre-dialysis weight gain 2. Ratio 2. MDFb

He 1. Treatment-related stress
*

1. Interval 1. HSS Pearson Correlation

2. Treatment-related stress 2. Interval 2. SHSS

3. Satisfaction w/nursing care
*

3. Interval 3. CARE/SAT

4. Depression
*

4. Interval 4. CES-D

3. Demographic variables: age,gender, 
race, marital status, employment status, 
education, income, length of time on 
dialysis (LOTOD), living arrangement

5. Nominal
(age to employment, living 
arrangement)

Ordinal 
(educatioq, income) 

Interval 
(LOTOD)

5. DDQa

*̂
 Data were assumed to be o f  equal interval (Kerlinger, 1986, p. 402). 
Demographic Data Questionnaire Medical Data Form

Figure 4. Data analysis of study hypotheses.
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Summary

The design, setting, population and sample for this 
descriptive, correlational study of predictors of quality of 
life in chronic hemodialysis patients were discussed. 
Protection of human subjects and the measures to insure it 
were also examined. A discussion of the instruments used in 
the study was provided and the procedures for collection and 
treatment of data were addressed.
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CHAPTER IV

ANALYSIS OF DATA

This descriptive, correlational, predictive study was 
designed to answer the following: What are the
relationships among treatment-related stress, satisfaction 
with nursing care, and depression in the adult patient on 
chronic hemodialysis? What is the effect of treatment- 
related stress, satisfaction with nursing care, and 
depression on the quality of life of chronic hemodialysis 
patients? Are demographic and/or selected clinical 
variables predictive of quality of life? This chapter 
contains a description of the sample and the findings from 
this study of predictors of quality of life in the 
hemodialysis patient. Demographic data, the six hypotheses, 
and instrument performance are discussed. Additional 
findings are enumerated. A summary concludes the chapter.

Description of the Sample

Data were collected over a three-month period of time 
(January 26, 1995 through April 14, 1995)from a convenience 
sample using self-report instruments. A total of 55

76
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patients were asked to participate in the study. Of those 
asked, 45 (81.82%) consented to be part of the study and 
completed the instrument packet. Another individual agreed 
to participate, however, he did not meet the criteria for 
age as he was 17.3 years old. Several of the individuals, 
particularly those in the acute setting, expressed a 
willingness to participate, but for various medical reasons, 
were too sick to do so. One elderly woman agreed to 
complete the self-report instruments, however, was unwilling 
to sign the consent without her daughter being present, and 
therefore, could not participate.

The demographic data questionnaire was used to collect 
data regarding: age, length of time on dialysis, employment
history, marital status, ethnicity, gender, living 
arrangements, family support, education, income, and 
concomitant diseases.

Forty-five subjects completed the demographic data 
questionnaire. Twenty-eight (62.2%) of those agreeing to 
participate were patients at the freestanding chronic 
hemodialysis unit and 17 (37.8%) were patients admitted to 
the large teaching hospital and receiving hemodialysis 
treatments in the acute unit. The age of the sample ranged 
from 22 to 92 year of age with a median age of 46 years.
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The mean age was 49 years. Eighteen (40%) of the 
participants were male and 27 (60%) were female. The 
predominant ethnic origin was Black/African American 
(91.1%), followed by Caucasian (6.7%), and American Indian 
(2.2%). Forty-four (97.8%) of the participants responded to 
the item regarding marital status. Fourteen (31.8%) of the 
subjects reported never having married. Ten (22.7%) of the 
subjects were married, eight (18.2%) were widowed, six 
(13.6%) were divorced, five (11.4%) were separated from 
their partners, and one (2.3%) indicated "other" as their 
marital status. Responses (n=44) to the question regarding 
living arrangements were varied: 19 (43.2%) lived either
with a spouse and/or their children; ten (22.7%) lived with 
their parents; six (13.6%) lived alone and five (11.4%) 
lived with friends or non-relatives. Four (9.1%) of the 
individuals wrote in their response to living arrangement: 
three (6.8%) of the four indicated they lived with a sister 
while one (2.3%) lived in a nursing home. One (2.3%) 
individual elected not to respond to this item. A summary 
of dialysis center type, age, gender, ethnicity, marital 
status, and living arrangement is presented in Table 3.
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Table 3
Summary of Sample (N=45) Characteristics for Patient
Location, Acre, Gender, Ethnicity, Marital Status and
Livina Arranaement

Variable n (%) Valid n
Center Type:

Freestanding, chronic 28 62.2 45
Hospital, acute 17 37.7

Age (years):
20-29 6 13.3 45
30-39 9 20.0
40-49 10 22.2
50-59 8 17.8
over 59 12 26.7

Gender: male 18 40.0 45
female 27 60.0

Ethnicity:
American Indian 1 2.2 45
Asian 0 0
Black 41 91.1
Caucasian 3 6.7
Hispanic 0 0

Marital Status:
no response 1 0 44
never married 14 31.8
separated 5 11.4
married 10 22.7
widowed 8 18.2
divorced 6 13.6
other 1 2.3

Table 3 continued next page
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Table 3, cont'd
Summary of Sample (N=45) Characteristics for Patient 
Location. Acre, Gender, Ethnicity, Marital Status. and 
Living Arrangement

Variable_______________________ n____ (JJ_____ Valid n
Living Arrangement: 44

no response 1 0
lives alone 6 13. 6
spouse/children 19 43.2
parents 10 22.7
friend/nonrelative 5 11.4
sister 3 6.8
nursing home 1 2.3

Subjects were asked to indicate the highest educational 
level achieved. Most of the subjects (n=26, 57.8%) 
completed the 9th-12th grade education level while ten 
(22.2%) completed 8th grade or less. Seven (15.6%) subjects 
reported having some college or trade school experience.

One (2.2%) individual was a college graduate and one (2.2%) 
had attended graduate school. Most of the subjects were 
unemployed (n=35), either retired (n=12, 26.7%) or not 
working at this time (n=23, 51.1%). Ten subjects were 
employed either full-time (n=7, 15.6%) or part-time (n=3, 
6.7%). Several subjects (n=33), reported having worked a 
number of years prior to starting dialysis, with a mean of
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18.14 years and a range varying from one to 51 years.
Forty-four subjects responded to the combined household 
income question with 70.5% (n=31) reporting an income of 
$10,000 or less. Eight (18.2%) had an income of $10,001 to 
20,000. Only five individuals reported incomes of $20,001- 
30,000 (n=3, 6.8%) and $30,001-40,000 (n=2, 4.5%). Table 4 
is a summary of the sample characteristics concerning 
education, employment, work history, and income demographic 
data.

Table 4

Summary of Sample (N=45) Characteristics for Education, 
Employment, Work History, and Combined Household Income
 Variable________________________n %_____ Valid N

Education:
<8th grade 10 22.2 45
9th - 12th grade 26 57.8
some college/trade 7 15.6
college graduate 1 2.2
graduate school 1 2.2

Table 4 continued on next page
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Table 4, cont'd

Employment, Work History, and Combined Household Income

Variable n q,'o Valid N
Employment:

full-time 7 15.6 45
part-time 3 6.7
not employed 23 51.1
retired 12 26.7

Work history:
no response 4 0 41
did not work 8 19.5
1-10 years 9 21.9
11-20 years 12 29.3
21-30 years 10 24.4
31-51 years 2 4.9

Combined household income : 44
no response 1 0
< $10,000 31 70.5
$10,001-20,000 8 6.8
$20,001-30,000 3 6.8
$30.001-40.000 2 ..4,5
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Forty-one, or 91.1% of the sample, responded to the 

length of time on dialysis question. Of the 41, the 
majority (n=30, 73.2%) had received hemodialysis treatments 
for less than two years. Six (14.6%) subjects had received 
hemodialysis treatments for two to three years and five 
(12.2%) greater than three years. Some patients had only 
recently begun hemodialysis (one week). The patient who 
had been dialyzing the longest time, reported five years. 
Forty-three (95.6%) of the subjects responded to the item 
asking the number of times hemodialysis treatments were 
received each week. Most of the patients, if they reported, 
dialyzed an average of 3.2 hours. However, the range is 
from one hour to four plus hours. Thirty-seven participants 
routinely received three treatments per week. Five 
individuals (11.6%) received hemodialysis treatments twice 
each week and one (2.3%) received treatments more than three 
times each week. Table 5 provides a summary of the 
subjects' characteristics regarding length of time on 
dialysis and number of treatments per week.
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Table 5
Summary of Sample (N=45) Characteristics for Length of

Variable n Q."O Valid N

Length of time on dialysis: 41

no response 4 0
less than 2 years 30 73.2
2 to 3 years 6 14.6
over 3 years 5 12.2

Hemodialysis treatments/week: 43
no response 2 0
twice a week 5 11.6
three times a week 37 86.0
> three times a week 1 2.3

Regarding the presence of family support, 44 (97.8'
subjects responded positively, indicating that they felt 
they had sufficient family support. One subject (2.2%) 
responded negatively. Forty-four subjects (97.8%) responded 
to the item that measured type of family support by their 
indication of what they felt it encompassed. Twenty-seven 
(60.0%) participants felt family support included emotional, 
financial, physical, and spiritual components, while nine
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(20%) felt that family support encompassed some, but not all 
of the components. Seven individuals indicated that family 
support encompassed only one of the components: emotional
(n=4, 8.1%), spiritual (n=2, 4.9%), physical (n=l, 2.2%).
One (2.2%) individual felt that none of the characteristics 
were components of family support and one made no response.
A summary of the samples' characteristics regarding presence 
and type of family support can be found in Table 6.

Table 6
Summary of Sample (N=45) Characteristics for Presence

and Tvpe of Family Support

Variable n 0,”o Valid N
Presence of family support: 

yes 44 97.8
45

no 1 2.2
Type of family support: 

no response 1 0
44

emotional only 4 8.1
financial only 0 0
physical only 1 2.2
spiritual only 2 4.9
some but not all 9 20.0
all of these 27 60.0
none of these 1 2.2
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Additional information collected on the demographic 
data sheet related to presence of concomitant and chronic 
illnesses. Thirty-seven (82.2%) of the subjects reported 
having hypertension, while eight (17.8%) denied having that 
chronic illness. Less than half the group (n=19, 42.2%) 
reported diabetes as a chronic illness they lived with, and 
26 (57.8%) indicated they were not diabetic. One third of 
the group (n=15) reported some form of heart disease, with 
66.7% (n=30) denying a history of heart disease. Other 
concomitant diseases reported included asthma (n=l, 2.2%) 
and rheumatoid arthritis (n=2, 4.4%) . A summary of chronic 
and concomitant illness appears in Table 7.

Table 7

Chronic and Concomitant Illnesses Reported in Sample________
Subjects (N=45)
Variable___________________________________ n____________|_______
Chronic Illnesses: 

hypertension 
yes

__________ nq_______

Table 7 continued on next page

37
8

82.2
17.8
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Table 1. cont'd
Chronic and Concomitant Illnesses Reported in Sample________
Subiects (N=45) 
Variable n 0.

■O

diabetes mellitus
yes 19 42.2
no 26 57.8

heart disease
yes 15 33.3
no 30 66.7

Concomitant
asthma 1 2.2
rheumatoid arthritis 2 4.4

The research assistants completed a Medical Data Form 
(Appendix A) for each of the subjects they interviewed. 
Recorded on the Medical Data Form were the most recent 
laboratory and clinical data available on the medical 
record. Laboratory parameters included hemoglobin, 
hematocrit, potassium, phosphorus, blood urea nitrogen, and 
creatinine. Clinical data included the predialysis weight 
gain and primary etiology of the patient's renal failure as 
documented on the medical record. The group means were as
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follows: hemoglobin, 9.48; hematocrit, 28.52; potassium,
4.46 mEq/L; phosphorus, 6.24 mEq/L; blood urea nitrogen, 
60.05 mg/100 ml; creatinine, 10.10 mg/100 ml; predialysis 
weight gain, 2.33 kg. Findings related to the group 
clinical and laboratory data characteristics are presented 
in Table 8.

Table 8

Descriptive Summary of Laboratory and Clinical Data, N=45

Variable Valid N Mean STD Min Max
Hemoglobin 45 9.48 1.29 6.70 12.40
Hematocrit 45 28.52 3.92 20.20 37.50
Potassium (mEq/L) 45 4.46 0.81 2.20 6.40
Phosphorus (mEq/L) 45 6.24 1.89 2.80 11.90
Blood Urea
Nitrogen(mg/lOOml) 44 60.05 22.5 20.00 111.00
Creatinine
(mg/100 ml) 45 10.10 4.08 3.00 25. 60
Predialysis
Wt. Gain (kcr) 39 2.33 1-60 0.00 7.10
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Differences among means between male and female groups 

were compared using a two group £-test. The mean values for 
the male group were as follows: hemoglobin, 9.16;
hematocrit, 27.64; potassium, 4.70 mEq/L; phosphorus, 6.55 
mEq/L; blood urea nitrogen, 58.47 mg/100 ml; creatinine, 
11.61 mg/100 ml; predialysis weight gain, 2.66 kg. The mean 
values for the female group were as follows: hemoglobin,
9.70; hematocrit, 29.10; potassium, 4.31 mEq/L; phosphorus, 
6.04 mEq/L; blood urea nitrogen, 61.04 mg/100 ml; 
creatinine, 9.09 mg/100 ml; predialysis weight gain, 2.11 
kg. None of the means were statistically significant at the 
0.05 level of significance. Findings related to the 
comparison of group means for laboratory and clinical data 
by gender are presented in Table 9.

Also noted on the Medical Data Form were beginning and 
ending times of the dialysis treatment, beginning and ending 
times of the data collection process, and researcher 
initials. Length of treatment time was reported for 28 
(62.2%) of the subjects. Dialysis treatment times ranged 
from a low of 1.5 hours to 4.3 hours, with a mean of 3.2 
hours observed. The data collection process referred to the 
time it took the patient to complete the self-report
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Table 9
Summary of Laboratory and Clinical Data for Male (n=18) and Female (n==27) Subiects

Variable Mean STD Min Max T-value P-Value Valid N
Hemoglobin: 45

male (n=18) 9.16 1.32 7 11
female (n=27) 9.70 1.24 8 12 -1.391 0.1715

Hematocrit: 45
male (n=18) 27. 64 4.08 20 34
female (n=27) 29.10 3.78 21 38 -1.232 0.2247

Potassium: 45
male (n=18) 4.70 0.96 2 6
female (n=27) 4.31 0.67 3 6 1.618 0.1131

Phosphorus: 45
male (n=18) 6.55 2.02 4 12
female (n=27) 6.04 1.81 3 11 0.884 0.3817 (cont'd) <
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Table 9. cont'd
Suinmarv of Laboratory and Clinical Data for Male (n=18) and Female (n=27’1 Subiects

Variable Mean STD Min Max T-value P-Value Valid N
Blood Urea Nitrogen : 44

male (n=17) 58.47 26.46 20 111
female (n=27) 61.04 20.18 32 108 -0.364 0.7178

Creatinine: 45
male (n==18) 11.61 5.02 3 26
female (n=27) 9.09 3.00 3 15 1.918 0.0666

Predialysis Wt Gain • 39
male (n=16) 2.66 2.66 0 7
female (n=231 2.11 1.18 0 5 0.958 0.3484

# P-value was taken from analysis using the two group T-test.
* Indicates statistically significant at the 0.05 level of significance.

VO
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instruments and ranged from 15 to 90 minutes with a mean 
time of 54 minutes (n=41, 91.1%).

The research assistants recorded the etiology of the 
renal failure documented on the medical record, if 
available. Diagnoses included hypertension, diabetes 
mellitus, drug and alcohol abuse, AIDS nephropathy, 
glomerulonephritis, lupus, nephrosclerosis, and medication 
induced. Chart documented diagnoses were unavailable for 7 
of the patients and six records indicated more than one 
cause. Table 10 summarizes the frequency of medically 
documented and self-reported diagnoses as cause of renal 
failure.

Table 10
Reported frequency of renal failure Etiology in Subjects
(N=45)

Variable frequency
Etiology:

no response/not available 
did not know 
hypertension
diabetes___________________

Self-report Chart 
7 7
3

25 24
7__________12

Table 10 continued next page

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



93
Table 10, cont'd
Reported frequency of renal failure Etiology in Subjects
(N=45t
V&r_iaklg___________________________________frequency*

AIDS/ AIDS nephropathy 1 1
drugs (i.e., cocaine) 1 2
drinking (i.e., alcohol) 1 1
glomerulonephritis 0 1
nephrosclerosis 0 1
kidney disease 1 0
lupus 0 1
hepatitis 1 0
pregnancy 1 0
medicine 1 1
weight 1 0
diet 1 0

* Some individuals/charts reported multiple causes.

Lastly, there was space available for the research 
assistants to make any pertinent comments. Only three 
comments were made. One indicated that the subject was four 
weeks pregnant. Another researcher commented, in response 
to the patient's comment that she had lost a lot of weight,
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indicated that the patient now weighed 525 pounds. The last 
comment referred to the difficulty one researcher had in 
getting the patient not to use the forms differently than 
instructed. The patient wanted and did rate both the acute 
unit and the chronic unit she normally attended on the 
CARE/SAT. However, because the patient was currently an 
inpatient, the marks indicated for the acute unit were used.

Findings

In this section, a summary of the data obtained in the 
study is presented for each of the five instruments and six 
hypotheses. The statistics were performed by computer 
method utilizing the SAS version 6.08. Instrument total 
scores were used unless otherwise noted.

Instruments

Five instruments and the demographic and medical data 
forms were used to test the six study hypotheses. They 
included the Hemodialysis Stressor Scale (HSS), the Simmons 
Hemodialysis Stressor Scale (SHSS), the Caring Satisfaction 
Scale (CARE/SAT), the CES-Depression Scale (CES-D), and the 
Quality of Life Index (QLI). Each of the instruments is 
discussed in the following sections.
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Hemodialysis Stressor Scale

The Hemodialysis Stressor Scale is a 29-item, five- 
point Likert scale which assessed three domains of 
treatment-related stress: psychobiologic, psychosocial, and
dependency/restrictive. Numbers of items within each of the 
domains ranged from five to 14. Each item was scored from 
one to five, with five indicating a great deal of stress and 
one indicating no stress. Scores for all items were summed 
to obtain a single score, the higher the score, the higher 
the treatment-related stress. The possible range for summed 
scores was 29 to 145 with a group mean of 66.89 +23.4. The 
group range was 34 to 119. The mean score for male subjects 
was 67.28, while women tended to report a slightly lower 
stress with a mean of 66.63 (see Table 11). The Cronbach 
alpha coefficient for the total HSS was 0.913. For the 
three subscales, Cronbach alpha was 0.840 for the first 
subscale, psychobiologic; 0.849 for the second, 
psychosocial; and 0.702 for the dependency/ restrictive 
scale.
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Table 11
Summary of differences between means for male (n=18)and___
females (n=27) for the HSS. SHSS, CES-D, CARE/SAT, and OLI

Variable Mean STD Min Max T-Value P-value
HSS

male
female

67.28 
66. 63

23.58
23.65

34 / 109 
34 / 119 0.090 0.9286

SHSS
male
female

96.56
93.04

19.4
23.9

67 / 132 

59 / 155 0.520 0.6058
CARE/SAT 

male 
female

192.49
190.24

35.3
49.7

115/244 
15 /259 0.166 0.8689

CES-D
male
female

17.50
20.96

8.12
10.3

8 / 3 5
2 / 4 9 -1.201 0.2380

QLI
male
female

20.30
22.48

5.36
3.52

11 / 28 
16 / 29 -1.655 0.1052

Based on subject responses, the ten most troublesome 
treatment-related stressors that were indicated on the HSS
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included: limitation of physical activity, length of
treatment, fatigue, decrease in social life, uncertainty 
concerning future, limitation of food, muscle cramps, sleep 
disturbances, limitation of fluid, and changes in bodily 
appearance. Table 12 provides a summary of the ten highest 
ranked stressors selected from the HSS with the rank and

Table 12
Ten Highest Ranked Treatment-related Stressors as Measured
bv the Hemodialvsis. Stressor Scale (HSS) of Male (n=18) and
Female (n=27) Subiects

Stressor Rank Mean Valid N
limitation of physical activity 1 2.98 45
length of treatment 2 2.82 44
fatigue 3 2.81 45
decrease in social life 4 2.80 42
uncertainty concerning future 5 2.71 45
limitation of food 6 2.60 45
muscle cramps 7.5 2.57 44
sleep disturbances 7.5 2.57 44
limitation of fluid 9.5 2.56 45
chancre in bodilv appearance 9.5 .2.56 45
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item means noted. Items determined to produce the least 
amount of stress for the group were: decreased ability to
have children, reversal of family role with spouse, fear of 
being alone, and limited to styles of clothing.

Simmons Hemodialysis Stressor Scale
The Simmons Hemodialysis Scale is a 50-item, self 

report, 4-point Likert scale which assesses treatment- 
related stress. Each item was scored from one to four, with 
four indicating a great deal of stress and one indicating no 
stress. Scores for all items were summed to obtain a single 
score, the higher the score, the higher the treatment- 
related stress. The possible range for summed scores was 50 
to 200. The group range was 59 to 155 with a group mean 
score of 94.44 ±22.1. The mean score for male subjects 
(n=18) was 96.56, while women (n=27) tended to report a 
slightly lower stress with a mean of 93.04 (see Table 11). 
The Cronbach alpha coefficient for the total SHSS 
was 0.919.

Based on subject responses, the ten most troublesome 
treatment-related stressors that were indicated on the SHSS 
included: thirst, finances, low energy level, feeling ill,
having a chronic illness like renal failure, feeling tired, 
inability to travel freely, fluid restriction, dependence on
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others, and constipation. Table 13 provides a summary of 
the ten highest ranked stressors selected from the SHSS with 
the rank and item means noted. Items determined to produce 
the least amount of stress for the group were: resentment/
anger towards staff or family, lack of staff, family or 
spousal support, and decreased ability to have children.

Table 13

bv the Simmons Hemodialvsis Stressor Scale (SHSS) of Male
(n=18) and Female (n=27) Subiects
Stressor Rank Mean Valid N
thirst 1 2.73 44
finances 2.5 2.53 45
low energy level 2.5 2.53 45
feeling ill 4 2.47 45
having a chronic illness 5 2.44 45
feeling tired 6 2.36 45
inability to travel freely 7 2.32 44
fluid restriction 8.5 2.31 45
dependence on others 8.5 2.31 45
constipation 10 2.27 45
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In order to estimate concurrent validity of the SHSS 

instrument, a Pearson Correlation was done to measure how 
well the SHSS correlated with the HSS, an instrument that 
had demonstrated reliability. A comparison of treatment- 
related stress as measured by the HSS to treatment-related 
stress as measured by the SHSS resulted in an r value of 
0.664 and a statistically significant p value of 0.0001. 
There is a statistically significant correlation between the 
HSS and the SHSS although at a level less than .70.

Larson's Carina/Satisfaction Scale
The Caring Satisfaction Scale (CARE/SAT) is a 29-item, 

visual analog scale which assessed patient satisfaction with 
nursing care in three domains: assistive, benign neglect, 
and enabling. Each item was scored by placing an "X" on the 
100-centimeter line adjacent to the statement being measured 
to indicate the amount of agreement or disagreement the 
subject experienced regarding the item. Each item response 
could range from 0=strongly disagree to 10=strongly agree. 
Negatively worded items were reverse scored. Scores for all 
items were summed to obtain a single score, the higher the 
score, the higher the satisfaction with nursing care. The 
possible range for summed scores was 0 to 290. The group 
range was 15.20 to 259.80 with a mean score of 191.14 +44.
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The mean score for male subjects (n=18) was 192.49, while 
women tended to report a slightly lower satisfaction with 
nursing care with a mean of 190.24 (see Table 11). The 
Cronbach alpha coefficient for the total CARE/SAT was 0.898. 
For the three subscales, Cronbach alpha was 0.916 for the 
first subscale, assistive; 0.777 for the second, benign 
neglect; and 0.599 for the enabling scale.

CE.S-Depression Scale
The CES-Depression Scale (CES-D) is a 20-item, self 

report, 4-point Likert scale which assesses presence of 
depression. Each item was scored from zero to three, with 
three indicating that the patient experienced an item most 
of the time during the past week and zero indicating the 
patient experienced the item few, if any, time during the 
week. Scores for all items were summed to obtain a single 
score, the higher the score, the more depressed the 

individual. Positively worded items were reversed scored. 
The possible range for summed scores was 0 to 60. The group 
range was two to 49 with a group mean score of 19.48 +9.55. 
The mean score for male subjects (n=18) was 17.50, while 
women (n=27) tended to report somewhat higher depression 
scores with a mean of 20.96 (see Table 11). The Cronbach 
alpha coefficient for the total CES-D was 0.825.
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Ferrari's Quality of Life Index

The Quality of Life Index is a two-part, 70-item, six-
point Likert scale which assessed four domains of quality of 
life in the patient on dialysis. The four subscales were 
health and functioning, socioeconomic, psychological/ 
spiritual, and family. Each item was scored from one to 
six, with six indicating a great deal of satisfaction (part 
one) or importance (part two). A score of one indicated 
very dissatisfied (part one) or very unimportant (part two). 
Scores for all items on part one (satisfaction) were recoded 
and weighted by the corresponding importance score in accord 
with author instruction. The calculations produced a single 
total score, the QLI score. The higher the score, the 
higher the subject's perceived quality of life. The 
possible range for summed scores was 0 to 30. The group
range was 11.48 to 29.12. The group mean was 21.61 +4.43.
The mean score for male subjects (n=18) was 20.30, while 
women (n=27) tended to report a slightly higher quality of 
life with a mean of 22.48 (see Table 11). The Cronbach 
alpha coefficient for the total QLI was 0.923. For the four 
subscales, Cronbach alpha was 0.854 for the first subscale, 
health and functioning; 0.719 for the second, socioeconomic;
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0.904 for the third, psychological/spiritual; and 0.749 for 
the family scale.

Some participants did not answer all the items for 
every instrument, however, no patterns were noted in 
responses except for six items on parts one and two of the 
QLI. For both parts, items 5, 9, 11, 12, 22, and 23 had six 
or more subjects who gave no response. The six items 
referred to satisfaction with or importance of 
transplantation, ability to have children, relationship with 
spouse or significant other, sex life, job if employed, and 
lastly, not having a job. Table 14 summarizes the items 
which had a high "no response" rate.

Table 14

Selection by Subjects (N=45)

Item number
Subscales 

Satisfaction Importance
n (%) n(%)

5. Transplantation 10(22.2) 7(15.6)
9. Children 9(20.0) 9(20.0)

11. Relationship w/spouse 7(15.6) 7(15.6)
12. Sex life________________ 7 (15.6)________ 6(13.3) cont'd)
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Table 14,cont'd
Summary of items on the QLI with frecruent 'no response'

Selection by Subjects (N=45)

Item number
Subscales 

Satisfaction Importance
n (%) n (%)

22. Job, if employed 21 (46.7) 21 (46.7)
23. Not having a job 8 (17.8) 9 (20.0)

Reliability of the Instruments

Reliability coefficients for internal consistency were 
calculated for each instrument and its respective subscales. 
Cronbach alpha coefficients were estimated and are 
summarized for each of the instruments in Table 15.

The HSS had a reliability coefficient of 0.913. The 
psychobiologic, psychosocial, and dependency/restrictive 
scales had Cronbach alpha coefficients of 0.840, 0.849, and 
0.702, respectively. The SHSS had a reliability coefficient 
of 0.919. Reliability coefficients of 0.70 are considered 
acceptable for beginning stages of research and basic 
research (Nunnally, 1978). Table 15 provides a summary of 
the reliability information for the HSS and the SHSS.
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Table 15
Reliability Estimates for the HSS. SHSS, CES-D, CARE/SAT 
and QLI Instruments and Subscales (N=45)

Instrument___________________________ Cronbach's alpha
Hemodialysis Stressor Scale (HSS) 0.913

Psychobiologic 0.840
Psychosocial 0.849
Dependency/Restrictive 0.702

Simmons' Hemodialysis Stressor Scale 0.919
CES-Depression Scale (CES-D) 0.825
Larson's Caring/Satisfaction Scale 
(CARE/SAT) 0.898

Assistive 0.916
Benign Neglect 0.777
Enabling 0.599

Quality of Life (QLI) 0.923
Health and Functioning 0.854
Socioeconomic 0.719
Psychological/spiritual 0.904
Familv 0.749

*Indicates statistically significant at the 0.05 level of 
significance.
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The CARE/SAT had a reliability coefficient of 0.898. 

Each of the subscales, assistive, benign neglect, and 
enabling, had the following alpha coefficients calculated: 
0.916, 0.777, and 0.599. The reliability coefficient for 
the CES-D was 0.825. Reliability coefficients for the 
CARE/SAT, its three subscales, and the CES-D are summarized 
in Table 15.

Reliability coefficients for the QLI and its 
respective subscales generated the following alpha 
coefficients. Reliability for the total instrument was 
0.923. Cronbach alpha values for the four scales, health 
and functioning, socioeconomic, psychological/spiritual, and 
family, produced coefficients ranging from 0.719 to 0.904. 
Reliability coefficients for the QLI and the four subscales 
are outlined in Table 15. The measures for treatment- 
related stress, as measured by the HSS and SHSS; 
satisfaction with nursing care, as measured by the CARE/SAT; 
depression, as measured by the CES-D; and quality of life, 
as measured by the QLI were shown to demonstrate sufficient 
internal consistency such that Hi through H6 could be 
tested.
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In this section, the findings for each of the six 
hypotheses will be discussed.

Hypothesis One

The first hypothesis for the study was: Treatment-
related stress, satisfaction with nursing care, and 
depression are predictive of quality of life in chronic 
hemodialysis patients. As a first step in the analysis of 
this hypothesis, Pearson coefficients were calculated to 
test for the presence of a relationship for the dependent 
and criterion variables. The level of significance was at 
the alpha=0.05 level of significance for all calculations. 
Those data are summarized in Table 16.

TablP 16

Summary of Pearson Correlation Coefficients for QLI
with HSS. SHSS. CARE/SAT. and CES-D

Variable r P*
QLI with 
OLI with

HSS -0.318 
SHSS -0.410

0.033*
0.005*

Table 16 continued on next page
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Table 16. cont'd
Summarv of Pearson Correlation Coefficients for OLI
with HSS. SHSS. CARE/SAT. and CES-D

Variable r P*
QLI with CARE/SAT -0.129 
OLI with CES-D -0.369

0.400
0.01.3*

^Indicates statistically significant at the 0.05 level of 
significance.

Statistical analysis produced three correlation 
coefficients which were statistically significant, 
suggesting a relationship between quality of life and 
treatment-related stress as well as depression: HSS with
QLI, r-value of -0.318 and a p-value of 0.033; SHSS with
QLI, r-value of -0.410 and a p-value of 0.005; CES-D with
QLI, r-value of -0.369 and a p-value of 0.013. Satisfaction
with nursing care tended not to show a significant 
relationship with the quality of life measure, therefore, 
one might conclude for this sample of chronic hemodialysis 
patients, that satisfaction with nursing care was not 
related to the individual's perceived quality of life. As 
treatment-related stress or depression increased for the 
sample, quality of life scores decreased, an inverse
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relationship one might expect. Table 16 summarizes the 
Pearson coefficients and companion p-values for each of the 
independent variables.

Following the exploration of the relationships of the 
variables, hypothesis one was submitted to statistcal 
analysis using simple multiple regression. The data did not 
support hypothesis one (treatment-related stress, satisfac
tion with nursing care, and depression are predictive of 
quality of life in chronic hemodialysis patients),therefore, 
it was rejected. Although the Pearson correlations 
suggested that treatment-related stress and depression were 
related to quality of life, the data did not support a 
predictive relationship. A  summary of the regression 
analysis is presented in Table 17.

Because the Pearson correlations were moderately 
strong, the researcher elected to do a stepwise multiple 
regression. The test was conducted post hoc and is 
considered "data snooping" (Kerlinger, 1986/ Tabachnick & 
Fidell, 1983). Although the data must be interpreted with 
caution, data snooping can aid in ferreting out "insights
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Table 17
Summary of Regression Analysis for Variables Predicting_____
Quality of Life in Chronic Hemodialysis Patients (N=45)_____

Variable__________ g________ SE B_______ Beta_____ T_____ Sicr T
SHSS -0.05 0.04 -0.26 -1.31 .1970
HSS -0.01 0.04 -0.07 -0.35 .7298
CES-D -0.11 0.09 -0.20 -1.20 .2363
CARE/SAT -0.01 0.01 -0.10 -0.70 .4893
^Indicates statistically significant at the 0.05 level of 
significance. R =.21362 Adjusted R =.13498

and clues" imbedded in the data (Kerlinger, 1986). The 
results of the stepwise multiple regression analysis (see 
Table 18) suggests that treatment-related stress as measured 
by the SHSS is predictive of quality of life in this sample 
(N=45) of chronic renal failure patients, accounting for 
14.6% of the variance (£=.0054). However, the data must be 
interpreted cautiously as it does not account for the 

probable multicollinearity occurring between the HSS and 
SHSS. In addition, one must bear in mind the fact that the 
sample size was small.
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Table 18
Summary of Stepwise Regression Analysis for Variables_____
Predicting Quality of Life in Chronic Hemodialysis________
Patients (N=45)

Variable________ B________ SE B_______ Beta T Sia T
SHSS -0.08 0.03 -0.41 -2.93 .0054*
Variables that did not enter into the equation:
HSS
CES-D
CARE/SAT_____________________________________________________

* Indicates statistically significant at the 0.05 level of 
significance. R2=.16630 Adjusted R2=.14691

Hypothesis Two
The second hypothesis for the study was: Quality of

life for the adult chronic hemodialysis patient is not 
related to demographic variables as: age, gender, race,
marital status, employment status, socioeconomic status, 
educational background, length of time on chronic 
hemodialysis, or living arrangements. Hypothesis two was 
accepted. Each of the relationships was tested using 
Pearson's Correlation, with the statistical analyses
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resulting in nine correlational coefficients, none of which 
were statistically significant. Table 19 summarizes the 
Pearson Correlation Coefficient for each relationship in

Table 19

Summary of Pearson Correlation Coefficient Determination 
for the OLI Score as Compared to Selected Subject (N=45) 
Demographic Data

Correlation Pearson r p-value
QLI with age -0.056 0.715
QLI with gender 0.245 0.105
QLI with LOTOD 0.072 0.640
QLI with marital 0.004 0.977
QLI with income - 0.111 0.473
QLI with education -0.082 0.591
QLI with employment -0.095 0.536
OLI with living arrangement -0.105 0.499

hypothesis two. Hypothesis two (quality of life for the 
adult chronic hemodialysis patient is not related to 
demographic variables as: age, gender, race, marital
status, employment status, socioeconomic status, educational
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background, length of time on chronic hemodialysis, or 
living arrangements) was accepted as there was no 
significant relationship between QLI and any demographic 
variables.

Hypothesis Three
The third hypothesis for the study was: Clinical

laboratory indicators such as serum hemoglobin (Hgb), serum 
potassium (K+), hematocrit Hct), serum phosphorus (Phos), 
blood urea nitrogen (BUN), and serum creatinine (Creat)—  

all common measures of dialysis effectiveness (Bjorvell & 
Hylander, 1989) are predictive of depression and decreased 
QoL in the patient on chronic hemodialysis. Hypothesis 
three was rejected. Selected clinical laboratory indicators 
were not related to quality of life or depression, nor were 
they predictive of those two variables. Pearson Correlation 
and simple multiple regression statistical analysis was 
conducted and revealed no significant relationship between 
this sample's clinical laboratory indicators and their mean 
depression or quality of life scores. Tables 20 and 21 
summarize the data for hypothesis three.
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Table 20
Summary of Regression Analysis for Variables Predicting 
Quality of Life in Chronic Hemodialysis Patients (N=45)

Variable_______ B_______ SE B______ Beta________ T_______ Sicr T
BUN .02 .05 .09 .38 .7082
CREAT -.03 .24 -.03 -.12 .9027
HCT -.01 .76 -.01 -.02 .9884
HGB .15 2.38 .04 .06 .9498
K+ 1.19 1.19 .22 1.00 .3222
PHOSP -.04 .53 -.02 -.08 .9395
PREDIAL .03 .64 .01 .05 .9576
* Indicates statistically significant at the 0.05 level of

2 2 significance. R =..05545 Adjusted R =-.12325
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Table 21

Summary of Regression Analysis for Variables Predicting 
Depression in Chronic Hemodialysis Patients (N=45)

Variable_______ B_______ SE B______ Beta________ T_______ Si a T
BUN .030 .09 .09 .39 .6967

CREAT .44 .42 .22 1.04 .3041

HCT 1.66 1.32 .82 1.25 .2176

HGB -5.10 4.15 -.82 -1.23 .2274

K+ -1.12 2.07 -.11 -.54 .5917

PHOSP -1.30 .93 -.31 -1.40 .1695
PREDIATi -.48 1.12 -.09 -.43 .6680

^Indicates statistically significant at the 0.05 level of 
significance. R2=.11286 Adjusted R2=-.05497

Hypothesis Four
The fourth hypothesis for the study was: Treatment-

related stress, depression, and satisfaction with nursing 
care are not related. Pearson coefficients were calculated 
to test the presence of a relationship among the variables 
in H4- The hypothesis was partially rejected as statistical 
analysis demonstrated significant correlation between 
treatment-related stress and depression, however, no
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relationship was demonstrated for satisfaction with nursing 
care. Table 22 summarizes the data for Hypothesis 4.

Table 22
Summary of Pearson Correlation Coefficients for OLI________
with HSS. SHSS. CARE/SAT. and CES-D

Variable________HSS_____SHSS_________ CARE/SAT_______ CES-D

HSS —  0.664a -0.135 0.351b
SHSS —  0.073 0.448C
CARE/SAT   0.083

ap=0.0001 level of significance.
P=0.0181 level of significance. 
cp=0.0020 level of significance.

A comparison of treatment-related stress (as measured 
by the HSS) to satisfaction with nursing care (as measured 
by the CARE/SAT) resulted in an r value of -0.135 and a p 
value of 0.378, which did not support a statistically 
significant relationship. In addition, a comparison of 
treatment-related stress (as measured by the SHSS) to 
satisfaction with nursing care (as measured by the CARE/SAT) 
yielded an r value of 0.073 and a p value of 0.632 which
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indicated there was no statistically significant 
relationship. The level of significance was set at .05.

A comparison of treatment-related stress (as measured 
by the HSS) to depression (as measured by the CES-D) 
resulted in an r value of 0.351 and a statistically 
significant p value of 0.0181. The level of significance 
was set at .05 level of significance. A comparison of 
treatment-related stress (as measured by the SHSS) to 
depression (as measured by the CES-D) resulted in an r value
of 0.448 and a p value of 0.0020, also indicating a 
statistically significant relationship.

Furthermore, a comparison of satisfaction with nursing 
care (as measured by the CARE/SAT) to depression (as
measured by the CES-D) resulted in an r value of 0.083 and a
P  value of 0.588 which indicated that there was no 
statistically significant relationship between satisfaction 
with nursing care and the patient's depressive state.

These data suggest there is a significant relationship 
between treatment-related stress and depression for this 
sample of chronic renal failure patients (N=45). The data 
also suggest there is no significant relationship between 
satisfaction with nursing care and treatment-related stress 
or depression. Therefore, hypothesis four (treatment-
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related stress, depression, and satisfaction with nursing 
care are not related) was rejected for treatment-related 
stress and depression, but accepted for satisfaction with 
nursing care and treatment-related stress or depression. 
Table 22 summarizes the Pearson coefficients and p-values 
for each of the hypothesized relationships.

Hypothesis Five
The fifth hypothesis for the study was: Patients who

consistently experience predialysis weight gains of less 
than two kilograms will report lower stress and depression 
scores than those who experience an average predialysis 
weight gain greater than two kilograms. Hypothesis five was 
rejected. Statistical analysis using a i-Test for two 
independent groups demonstrated that there is no difference 
in depression scores of those individuals who report a 
predialysis weight gain greater than or equal to two 
kilograms in comparison to those who report a predialysis 
weight gain of less than two kilograms. A comparison of the 
depression as measured by the CES-D resulted in an £.-value 
of 1.431 and a p value of 0.1596, which is not statistically 
significant.

Mean treatment-related stress scores for each group 
were analyzed with a two-tailed i-test for independent
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groups. The level of significance was set at the .05 level 
of significance. A  comparison of the treatment-related 
stress as measured by the HSS resulted in an £-value of 
0.665 and a p value of 0.5094. There was not a 
statistically significant difference detected between the 
two groups.

In like manner, mean treatment-related stress scores, 
as measured by the SHSS, for each group were analyzed with a 
two-tailed i-test for independent groups. The level of 
significance was set at the .05 level of significance. A 
comparison of the treatment-related stress scores 
demonstrated a i-value of 0.526 and a p value of 0.6016, a 
value that is not statistically significant and suggests 
there is not a difference between the two groups.
Therefore, hypothesis five (patients who consistently 
experience predialysis weight gains of less than two 
kilograms will report lower stress and depression scores 
than those who experience an average predialysis weight gain 
greater than two kilograms) was rejected as there was not a 
statistically significant difference detected between the 
two groups in relation to predialysis weights and depression
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predialysis weight gain did not significantly influence 
depression in this sample, as measured by the CES-D, or 
treatment-related stress, as measured by the HSS and SHSS. 
Data related to hypothesis five are summarized in Table 23.

Table.,2.3.
Summary of Depression and Treatment-related Stress Scores
for Subjects with Weight Gains >2 kg Compared to Those____
with Weight Gains <2 kg

Variable n Mean STD t-value D-value
CES-D

<2 kg 22 21.64 10.14
1.431 0.1596

>2 kg 23 17.61 8.71
HSS

<2 kg 22 69.27 23.84
0. 665 0.5094

>2 kg 23 64.61 23.18
SHSS

<2 kg 22 96.23 22.74
0.526 0.6016

>2 kg 23 92.74 21.75
^Indicates statistically significant at the 0.05 level of 
significance.

Hypothesis Six
The sixth hypothesis for the study was: Treatment-

related stress, satisfaction with nursing care, depression
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and the demographic variables are not related. Hypothesis 
six was accepted with the exception of depression with 
income. Statistical analysis of each of the independent 
variables with age, gender, length of time on dialysis, 
education, living arrangement, employment, and marital 
status did not reveal statistically significant 
relationships among any of the demographic data. Pearson 
Coefficients ranged from r=-0.004, p=0.991 when HSS mean 
total score was compared to education to r=0.276, p=0.066 
when the CARE/SAT was correlated with education. The one 
exception was when depression mean total score was 
correlated with income, there was a statistically 
significant positive relationship with income, £,=0.351, 
p=0.020. Level of significance was set at the .05 level. 
Based on that statistical analysis, for this sample, as 
income levels increased, individuals were more likely to be 
depressed. Therefore, hypothesis six (treatment-related 
stress, satisfaction with nursing care, depression and the 
demographic variables are not related) was accepted for all 
but one relationship, namely depression and income. Data 
for hypothesis six are summarized in Tables 24, 25, 26, and 
27.
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Table 24
Summary of Pearson Correlation Coefficient Determination 
for HSS Scores as Compared with._S.elected Subject (N=45) 
Demographic Data

Correlation____________________ P_e.arson r______ p-value
HSS with age -0.113 0.461
HSS with gender 0.030 0.842
HSS with LOTOD 0.132 0.392
HSS with marital -0.222 0.147
HSS with income 0.079 0.612
HSS with education -0.004 0.981
HSS with employment -0.090 0.556
HSS with living arrangement -0.036 0.81.7

*Indicates statistically significant at the 0.05 level of 
significance.

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



123
Table 25
Summary of Pearson Correlation Coefficient Determination
for SHSS Scores as Compared with Selected Subject (N=45t 
Demographic Data

Correlation____________________ Pearson r______ p-value
SHSS with age -0.248 0.100
SHSS with gender -0.079 0.606
SHSS with LOTOD 0.158 0.307
SHSS with marital -0.191 0.214
SHSS with income 0.257 0.092
SHSS with education -0.016 0.916
SHSS with .employment -0.080 0.604
SHSS with living arrangement -0.254 0.097

^Indicates statistically significant at the 0.05 level of 
significance.
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Table 2 6
Summary of Pearson Correlation Coefficient Determination 
for CARE/SAT Scores as Compared with Selected subject 
(N=45) Demographic Data

Correlation____________________ Pearson r______ p-value
CARE/SAT with age -0.118 0.439
CARE/SAT with gender -0.025 0.869
CARE/SAT with LOTOD -0.199 0.196
CARE/SAT with marital -0.054 0.726
CARE/SAT with income -0.170 0.271
CARE/SAT with education 0.276 0.066
CARE/SAT with employment 0.064 0.675
CARE/SAT w/livincr arrancrement -0.009 0.952
^Indicates statistically significant at the 0.05 level of 
significance.
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Table 27
Summary of Pearson Correlation Coefficient Determination
for CES-D Scores as Compared with Selected._Subi.ect________
(N=45) Demographic Data

Correlation Pearson r o-value
CES-D with age -0.174 0.254
CES-D with gender 0.180 0.238
CES-D with LOTOD -0.125 0.420
CES-D with marital -0.073 0.638
CES-D with income 0.351 0.020*
CES-D with education 0.028 0.853
CES-D with employment -0.238 0.116
CES-D with livincr arrancrement -0.064 0. 678
*Indicates statistically significant at the 0.05 level of 
significance.

Additional Findings

Additional analysis was conducted in order to examine 
the relationship of each of the four QLI subscales to 
treatment-related stress, satisfaction with nursing care, 
and depression. For subscale 1, health and functioning, 
treatment-related stress was significantly correlated. The
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correlation coefficient for the HSS was r=-0.350, £=0.018. 
For the SHSS, the coefficient was r=-0.395, £=0.007. These 
correlations suggest that as stress related to health and/or 
the ability to function increase, quality of life in this 
sample decreases. Depression nor satisfaction with nursing 
care correlated significantly with health and functioning, 
although the coefficient for depression, r=-0.275, £=0.067, 
approached significance. A larger sample might increase the 
strength of the relationship.

The SHSS correlated significantly with the second or 
socioeconomic subscale of the QLI, with a r=-0.403, £=0.006. 
None of the other variables reached statistically 
significant £-values, however, both the HSS and the CES-D 
had £=0.051 and £=0.056, respectively. In reference to 
subscale 2, it was observed that there was a statistically 
significant difference between males (18.80 +5.53) and 
females (22.12 ±3.69) (£=-2.415, £=0.0201).

On the psychological/spiritual subscale, statistical 
analysis revealed for both the CES-D and the SHSS 
statistically significant Pearson coefficients. For the 
CES-D, r=-0.427, £=0.004. For the SHSS, r=-0.312 with a 
statistically significant £=0.037. Both relationships are 
inverse, therefore, the data suggests that as depression or
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treatment-related stress increase, quality of life for the 
renal failure patient decreases. In addition, there was a 
statistically significant difference between patients at the 
freestanding center (25.11 +5.20) as compared to the acute 
unit (21.37 +7.03) in relation to the psychological/ 
spiritual subscale (£=2.046, p=0.0469). And although not 
statistically significant, there was a slight difference 
observed in the predialysis weight gain <2 kg group (21.92 
+6.85, £=-1.954, p=0.0573) as compared to the predialysis 
weight gain >2 kg group (25.39 +4.98).

For the fourth and final subscale of the QLI, family, 
none of the variables achieved statistically significant 
Pearson coefficients. The CES-D did approach a 
statistically significant p-value: r=-0.285, p=0.61.

Statistical analysis using a two-tailed £-Test for 
independent groups revealed a statistically significant 

difference between the HSS mean scores for the depressed 
(73.71 +24.63) and not depressed (56.87 +16.86, £=-2.363, 
P=0.230) groups.

Space was provided on each of the treatment-related 
stress measures to encourage subjects to add additional 
items they considered to be stressful and rank them 
accordingly. Eight additional stressors were added to the
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HSS and four to the SHSS. Six patients added the eight 
comments to the HSS and ranked them as indicated in 
parenthesis (): not having the right sized-equipment, i.e.,
blood pressure cuff (5), psychological pressure of a 
chronic illness (5), a transplant (5), rejection of a 
transplant (5), SOB (2), infection (2), arm access (5), and 
changing of clinics for treatments (5). Only three patients 
noted additional stressors on the SHSS. Those included: 
going below dry weight (4), lack of eyesight (4), my mind 
wanders off (4), lose my concentration (4). A score of five 
on the HSS indicated a great deal of stress while a score of 
four on the SHSS had that designation. Additional comments 
written by the subjects were few, however, one female 
subject wrote several comments regarding her physician and 
her dissatisfaction with the care he provided in reference 
to item 41 on the SHSS. In addition to the comments made 
regarding item 41 (lack of staff support), this same 
individual made comments relating to items 24 (appearance), 
27 (loss of control, 38 (difficulty in obtaining donor 
kidney), 43 (lack of support from spouse or significant 
other), and 50 (constipation). Her comments were as 
follows: "I circle[d] number 4 to[o], for the reason is
when I am sick or just in pain.” "I did have loss of
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control when they (nurses) gave me too many drugs." "I 
don't want no kidney— especially no one elses." "Husband 
left cause of [my] disease." "I used to be all the time."
On part two of the Quality of Life Index, another woman 
wrote "I have learned that your best friend is the man or 
woman who stares back at you, (smile) cause trust me, they 
are looking."

Summary

This chapter presented the statistical analysis of the 
data generated from this study of predictors of quality of 
life in a sample of 45 chronic hemodialysis patients. The 
sample was described and the findings for the instruments, 
hypotheses, and additional findings were discussed in a 
narrative and table format.
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CHAPTER V

SUMMARY OF THE STUDY

This study was a descriptive, correlational, predictive 
study designed to answer the questions: What is the
relationship between treatment-related stress, satisfaction 
with nursing care, and depression in the adult patient on 
chronic hemodialysis? What is the effect of treatment- 
related stress, satisfaction with nursing care, and 
depression on the quality of life of chronic hemodialysis 
patients? A summary of the study is presented in this 
chapter. In addition, a discussion of the findings and 
conclusions and implications is included. Recommendations 
for further study are given.

Summary

This study was a descriptive, correlational, predictive 
study design. It was designed to investigate the 
relationships between treatment-related stress, satisfaction 
with nursing care, and depression in the chronic 
hemodialysis patient and determine which, if any, of those 
variables were predictive of quality of life. Demographic 
variables and selected clinical indicators were also
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assessed for their ability to predict quality of life in the 
chronic hemodialysis patient.

The nonprobability convenience sample of 45 adult end 
stage renal disease patients on chronic hemodialysis 
included 18 males and 27 females, most of whom were Black, 
low income, with a high school or less educational 
background. Most of the subjects had a primary diagnosis of 
hypertension or diabetes as the cause of their renal 
failure. Subjects entered the study while receiving chronic 
hemodialysis at a freestanding chronic center or while they 
were admitted to a 500-bed teaching hospital. Both 
facilities were located in a large southeastern U. S. city.

Instruments
All of the instruments were self-report and included 

two measures of treatment-related stress. The first was the 
Hemodialysis Stressor Scale, a 29-item, five-point Likert 
scale. The second measure, the Simmons Hemodialysis 
Stressor Scale (SHSS), was a 50-item, four-point Likert 
scale developed by the researcher. Larson's Caring 
Satisfaction Scale (CARE/SAT), a 29-item, visual analog was 
used to assess patient's level of satisfaction with nursing
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care. The CES-Depression Scale (CES-D) was a 20-item, four- 
point Likert Scale used to estimate level of depression. 
Lastly, the Ferran's Quality of Life Index-Dialysis Version 
was used to assess perceived quality of life for chronic 
hemodialysis patients. Each of the instruments demonstrated 
sufficient total instrument internal reliability of .80 or 
above for the study. A researcher developed demographic 
data questionnaire and a medical data form were also used.

Data collection took place at the patient's bed- or 
chairside. One of seven registered nurses approached the 
patient regarding participation in the study, obtained 
consent, and administered the tests. Pencils and clipboards 
were provided as needed.

Hypotheses
Six hypotheses were tested. The first hypothesis was 

rejected for the variables assumed to be predictive of 
quality of life, i.e., treatment-related stress, depression, 
and satisfaction with nursing care. Pearson correlation, 
however, did reveal significant relationships between QoL, 
treatment-related stress (HSS and SHSS) and depression.
There was no significant relationship between quality of
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life and satisfaction with nursing care.

The second hypothesis was accepted as no significant 
relationships were found to be demonstrated between quality 
of life and the demographic variables. Hypothesis three was 
not accepted as statistical analysis did not reveal any 
significant predictive relationships between selected 
clinical laboratory indicators and quality of life or 
depression.

Hypothesis four was partially rejected as statistical 
analysis demonstrated a statistically significant 
relationship between treatment-related stress and 
depression, however, no relationship was demonstrated for 
satisfaction with nursing care. Hypothesis five was 
rejected as there was no statistically significant 
difference in depression scores detected between subjects 
whose predialysis weight gain was greater than or equal to 
two kg as compared to those whose predialysis weight gain 
was less than two kilograms.

Hypothesis six was accepted overall, however, one 
demographic variable, income, did correlate with depression. 
All other demographic variables failed to demonstrate a
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significant relationship with treatment-related stress, 
satisfaction with nursing care, or depression.

Additional Findings
Additional analysis was conducted in order to determine 

what, if any, relationships existed between the QLI 
subscales and treatment-related stress, satisfaction with 
nursing care, or depression. The HSS and the SHSS 
demonstrated statistically significant correlations with the 
QLI health and functioning subscale. On the socioeconomic 
subscale, only the SHSS correlated significantly with the 
scale. It was also noted that there was a significant 
difference between means for males and female.

Discussion

The sample in this study was ethnically different than 
the sample described in earlier studies of quality of life 
in chronic hemodialysis patients (Ferrans & Powers, 1985a; 
Ferrans & Powers, 1992) where more Caucasian and Hispanic 
patients were part of the samples. In terms of the most 
common cause of renal failure, mean age, income, and 
educational level, the study sample did not appear to differ 
to a great degree from the samples in previous studies.

This study supported previous findings suggesting that
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end stage renal disease patients on chronic hemodialysis 
perceive themselves to have a sufficient quality of life. 
Ferrans and Powers (1993) reported that in a sample of 349 
hemodialysis patients, overall group mean for the QLI was 
20.70 +4.77 (range 7.3-29.8). This was only slightly less 
than that of a group of healthy individuals (N=88) whose 
mean score was 21.90. For this study, the group mean was 
21.61 +4.43. In this study, males scored more closely to 
the mean for hemodialysis patients reported by Ferrans and 
Powers (1993) with a mean score of 20.30, while females in 
the study group scored higher than any group with a mean QLI 
score of 22.48. Given that there were items on the SHSS as 
well as the HSS that patients felt were difficult in their 
lives, therefore, indicating some degree of treatment- 
related stress, why does this group and those in previous 
studies report a QLI score not particularly different than 
the general population? Ferrans and Powers (1993) suggest 
that the passage of time may allow individuals to change and 
adapt to the changes which might at first cause sufficient 
distress so as to lower the level of quality of life 
initially. In this study, however, most of the patients 
(73%) had received dialysis for less than two years, which 
may or may not be deemed sufficient time to adapt to renal
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failure and its treatment. One suggestion in the literature 
is that given the harsh realities of renal failure and its 
prognosis, goals, life priorities and value systems change 
(Ferrans & Powers, 1993; Goldberg, 1974). Therefore, 
priority may be given to intangibles, like family relations 
and less to work, money, and things (Ferrans & Powers, 1993; 
Goldberg, 1974).

The items reported as most distressing for the chronic 
hemodialysis patient on the HSS (limitation of physical 
activity, length of treatment, fatigue, decrease in social 
life, uncertainty concerning future, limitation of food, 
muscle cramps, sleep disturbances, limitation of fluid, and 
changes in bodily appearance) and the SHSS (thirst, 
finances, low energy level, feeling ill, having a chronic 
illness like renal failure, feeling tired, inability to 
travel freely, fluid restriction, dependence on others, 
constipation). Several of these items (thirst, fluid 
restriction, restriction in physical activity, fatigue, 
muscle cramps, and uncertainty regarding the future) have 
been identified as stressful in other studies (Baldree, 
Murphy & Powers, 1982; Bihl, Ferrans & Powers, 1988; Tietze, 
1984).
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Overall, this study sample was satisfied with nursing 

care, however, there was not a significant correlation with 
perceived quality of life. In an earlier study, Ferrans, 
Powers and Kasch (1987) found that satisfaction with nursing 
care was moderately correlated with quality of life, 
however, this study was not able to support that finding.

As observed in earlier studies (Weissman & Klerman,
1977), women did tend to report higher levels of depression, 
although the incidence was not significantly higher than the 
male subjects. Likewise, several authors (Kennedy, Craven & 
Roin, 1989; Sacks, Peterson & Kimmel, 1990; Smith, Hong & 
Robson, 1985) report that chronic renal failure patients as 
a group tend to have a high incidence of depression. This 
study was able to lend support to those studies as it was 
found in this study that a large number of the subjects 
(62.2%) were depressed.

There was a significant relationship between depression 
and income. Those individuals in the sample reporting 
higher incomes tended to also report a higher degree of 
depression. The reason for this is unknown and bears 
further examination.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



138
Concurrent Validity of the Simmons 
Hemodialysis Stressor Scale

Another finding of the study was that support for 
concurrent validity for the Simmons Hemodialysis Stressor 
Scale was provided by a strong correlation (r=.664, 
p.=0.0001) between scores from the SHSS and an established 
assessment of treatment-related stress, the HSS. There is a 
statistically significant correlation between the HSS and 
the SHSS although at a level less than .70. However, 
because the correlation is significant at the £=0.0001, it 
suggests one must give the relationship serious 
consideration, because, as stated earlier, Nunnally (1978) 
purports that a correlation coefficient of 0.70 is 
sufficient for beginning phases of research or basic 
research. Although this coefficient cannot meet that 
criteria, it is sufficiently close as to suggest the need 
for future psychometric evaluation of the SHSS instrument. 
Initial assessment of internal consistency, «=0.919, as well 
as the assessment of concurrent validity, are encouraging.

Conclusions and Recommendations

Conclusions

This sample (N=45) of patients was similar to other 
groups of chronic hemodialysis patients and demonstrated
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similar rates of depression as has been reported for 
chronically ill individuals and end stage renal disease 
patients. Since the study also suggested a trend which 
indicates treatment-related stress and depression are 
inversely related to quality of life, relationships one 
might expect, it seems that some intervention to lessen 
either or both of these would prove helpful to the patient 
on hemodialysis. It would be interesting to note what 
methods of intervention would be most effective for this 
group of patients.

Although predialysis weight gain and clinical 
laboratory indicators did not account for any significant 
variance related to quality of life, they do represent some 
measure of health, wellness, and effectiveness of dialysis 
in the chronic hemodialysis patient. Therefore, it might be 
interesting to observe retrospectively and prospectively 
clinical data in relation to longevity as well as quality of 
life and compare differences between individuals whose 
lifestyle supported those measures as opposed to those who 
did not.

Recommendations

Based on the findings and conclusions of this 
descriptive, correlational, predictive study of chronic
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hemodialysis patients, the following recommendations for 
future study are made:

1. The study should be replicated, using a larger 
sample and subjects from a variety of clinical agencies, 
which would increase the generalizability of the study.

2. A descriptive, exploratory study to compare 
quality of life and treatment-related stress of recently 
diagnosed patients placed on hemodialysis to those who were 
veterans of the treatment might be conducted to address the 
issue of changing values and personal/professional goals.

3. Replicate the study, removing the satisfaction with 
nursing care variable, replacing it with a variable such as 
hope or some other variable that might be related and help 
account for part of the variance associated with quality of
life in the chronic hemodialysis patient.

4. Repeat the study, using a longitudinal, repeated
measure approach to measure the effectiveness of
antidepressant and/or erythropoetin drug therapy on 
depression and quality of life in chronic hemodialysis 
patients.

5. Repeat the study, but include transplant and 
peritoneal dialysis patients as part of the sample and 
compare differences between the groups.
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6. Repeat the study, but eliminate those variables, 
such as clinical indicators and demographic variables, which 
did not suggest a significant relationship among the 
variables or differences among the groups.

7. Continue to evaluate the psychometric properties of 
the Simmons Hemodialysis Stressor Scale.
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Me d ic a l  Da ta  F o rm
(FOR INVESTIGATOR USE ONLY)

Researcher Initials___________  Subject Code
Today's Date_____________

Time hemodialysis treatment: started AM I PM
completed_________ AM /PM

Time data collection: started AM / PM
completed AM / PM

Most Recent Laboratory/Medical Data:

La b  Te s t Lab Value Date

HEMOGLOBIN

HEMATOCRIT

POTASSIUM

PHOSPHORUS

BLOOD UREA NITROGEN

CREATININE

Miscellan eo us Indicate if Kilograms 
o r  P o u n d s

Date

PREDIALYSIS V\EIGHT GAIN

Etiology  o f  Renal Failure, if kncw n 

C o m m en t s :
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LOUISIANA STATE UNIVERSITY 
MEDICAL CENTER - Shreveport
In stitutional R e v ie w  B o a rd  f o r  Human R e s e a r c h  (IRB)CONSENT FORM
Project Title: Predictors of Quality of Life in the Hemodialysis Patient,

Name of subject:_______________________________ Subject I.D. No.:_________

Age:_____  Date of Birth:_________  Sex: Research Project No.: #94-188

Date:___________  Location:   Service: Nephrology

Definition o f C onsent Form
This consent form gives detailed information about the research study which you will be able to discuss 
with your doctor. It is not meant to frighten or alarm you; it is an effort to make you better informed in 
order for you to make a  decision as to whether or not you wish to participate. This process is known as 
"informed consent"

Purpose of Study and Selection of Subjects
You are invited to participate in a research study about treatment-related stress, satisfaction with 
nursing care and predictors of quality of life in patients who are currently being treated with chronic 
iiemodialysis. Researchers at LSUMC-Shrevejxxt hope to learn what variables predict quality of life in 
the chronic renal failure patient You were selected as a possible participant in this study because you 
have confirmed end stage renal disease and meet the other inclusion requirements for this project The 
total time required to participate in the study is about one hour.

Description o f Experimental Part of Study Including Procedures To Be Used
If you decide to participate, the investigator will ask you to complete questionnaires about your feelings 
of satisfaction with nursing care and stress related to the hemodialysis treatment You will also be 
asked to complete a  survey evaluating your quality of life. It will be necessary for you to complete the 
forms during the visit with the investigator.

Description of Procedures That May Result in Discomfort o r  Inconvenience
The procedures in this study should not cause you any pain or physical discomforts.

Risks
Your participation in the project involves the following risks: You will be sharing information about your 
feelings that may be considered sensitive.

Benefits
A possible benefit of this study is that the information collected may assist nurses and other health care 
workers identify ways of reducing treatment-related stress or improving patient satisfaction or quality of 
life. We cannot and do  not guarantee that you will receive any benefits from this study.

Alternatives
The alternative is to not participate in this study.

IRB - Request for A^prwai of lfNes6g*on 
trrvcfving Use of Hunan Subjeds
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Confidentiality
Any information obtained during this study and identified with you a s  a  subject will remain confidential 
and will be disclosed only with your permission. The results of this research may be used or reported in 
a scientific presentation or publication, but you will not be personally identified and your confidentiality 
will be maintained.

Reimbursement and Costs
There are no added costs to the subject because of participation. Each subject will receive $5.00 in 
cash for return of a  completed study packet. There is no pro rata method of payment There will be no 
other reimbursements made to tha participant

Nonparticipation or Withdrawal
Your decision whether or not to participate in this study will not involve any penalty or loss of rights nor 
will it prejudice your future relation with this institution. If you decide to participate, you are flee to 
discontinue participation at any time without penalty or loss of benefits to which you are entitled.

Further Information
If you have any questions, please ask us. If you have any additional questions later, Pamela Simmons, 
MSN, RN, C  at 675-7390 will be happy to answer them. If you have any questions about your rights or 
other concerns you may contact the Chairman of the Institutional Review Board at 675-5409 or the 
Dean of LSUMC-S at 675-5240 or TWJ Office of Research & Grants Administration during office hours 
at 817-898-3375.

In accordance with federal regulations, we are obliged to inform you about the policy of LSUMC-S in 
the event injury occurs. LSUMC-S will provide medical care for any injuries directly resulting from your 
participation in approved research here. V\fe have no voluntary program of compensation for research- 
related injuries. Further information can be obtained by calling Pamela Simmons at 675-7390.

Medical services and compensation for injuries a s  a  result of your participation in the research are not 
available from TWJ.

You will be given a  copy of this form to keep.

You are making a  decision whether or not to participate. Your signature indicates that you have read 
the information provided above and have decided to participate in this study. If you decide to 
participate you are free to discontinue participation at any time.

AM
__________________________      PM
Signature of Parbapart Dote Time

Signature of VMtnea Sgratvre d  Investigator

IRB • Request for Apprwsl d  Investigation 
tiMSyrg Use d  Hurran Subjects 
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CES-D Scale
CIRCLE the number o f the statement which best describes how often 
you felt or behaved this way — DURING THE PAST WEEK

Less than
1 day 1-2 days 3-4 days 5-7 days

1. I was bothered by things that 
usually don't bother me. 0 1 2 3

2. I didn't feel like eating: my 
appetite was poor. 0 1 2 3

3. I felt that I could not shake 
off the blues even with help 
from my family or friends. 0 1 2 3

4. I felt that I was just as good 
as other people. 0 1 2 3

5. I had trouble keeping my 
mind on what I was doing. 0 1 2 3

6. I felt depressed. 0 1 2 3

7. I felt that everything I did 
was an effort. 0 1 2 3

8. I felt hopeful about the
future. 0 1 2 3

9. I thought my life had been 
a failure. 0 1 2 3
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10.1 felt fearful. 0 1 2 3

11. My sleep was restless. 0 1 2 3

12. I was happy. 0 1 2 3

13. I talked less than usual. 0 1 2 3

14.1 felt lonely. 0 1 2 3

15. People were unfriendly. 0 1 2 3

16.1 enjoyed life. 0 1 2 3

17.1 had crying spells. 0 1 2 3

18.1 felt sad. 0 1 2 3

19.1 felt that people disliked me. 0 1 2 3

2 0 . 1 could not get "going". 0 1 2 3

■DO NOT WRITE BELOW THIS LINE-

TOTAL ITEMS ANSWERED IF LESS THAN 20

0 l 2 3 TOTAL

a t w u c e s -d
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The Hemodialysis Stressor Scale was used 
with the permission of Dr. S. Murphy.
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SIMMONS’ HEMODIALYSIS STRESS SCALE 
(SHSS) 

PART ONE

DIRECTIONS: Please respond to the following questions by placing a 
circle around the word(s) which best describe how you feel righ t now.

1a. Basically, I am a (healthy) (ill) person.

2a. Most of the time, I feel (well) (sick).

3a. I experience (little ) (a lo t of) stress on a day to day basis.

PART TWO

DIRECTIONS: Please indicate the degree to which each of the following 
items affect you. Rate the item according to the following scale:

1-The item NEVER bothers me.
2-The item RARELY bothers me.
3-The item FREQUENTLY bothers me.
4-The item CONSTANTLY bothers me.

Example-
Sunshine 1 2  3 4
Headaches 1 2  3 4

There are NO RIGHT OR WRONG answers! Please circle the number 
which best describes how you feel right now about each of the items 
listed below.

1. Food limitations 1 2  3 4

2. Fluid restrictions 1 2  3 4

3. Frequency of hemodialysis treatments 1 2  3 4

4. Muscle cramps 1 2  3 4
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1-TTie item NEVER bothers me.
2-The item RARELY bothers me.
3-The item FREQUENTLY bothers me.
4-The item CONSTANTLY bothers me.

5. Low blood pressure on hemodialysis 2 3

6. Itching 2 3

7. Decreased sexual desires 2 3

8. Frequent needlesticks 2 3

9. Employment status 2 3

10. Feeling tired 2 3

11. Maintaining prescribed weight 2 3

12. Thirst 2 3

13. Inability to travel freely 2 3

14. Risks of infectious diseases<AiDs or Hepatitis) 2 3

15. Clotting of fistula/graft 2 3

16. Risk of bleeding. 2 3

17. Depression 2 3

18. Waiting for transplant 2 3

19. Sleep disturbances 2 3

20. Uncertainty about future 2 3

21. Finances 2 3

22. Dependence on others 2 3

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4
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1-The item NEVER bothers me.
2-The item RARELY bothers me.
3-The item FREQUENTLY bothers me.
4-The item CONSTANTLY bothers me.

23. Lack of urination 1 2 3 4

24. Appearance 1 2 3 4

25. Presence of access 1 2 3 4

26. Dialysis machine 1 2 3 4

27. Loss of control 1 2 3 4

28. Boredom (during hemodialysis treatment) 1 2 3 4

29. Resentment/anger towards staff 1 2 3 4

30. Resentment/anger towards family 1 2 3 4

31.

32.

Resentment/anger towards self 1 

Presence of other illnesses 1

2

2

3

3

4

33. Decreased ability to have children 1 2 3 4

34. Changes in role on the job 1 2 3 4

35. Changes in role at home 1 2 3 4

36. Frequent hospitalizations 1 2 3 4

37. V\feighing in before hemodialysis 1 2 3 4

38. Difficulty in obtaining donor kidney 1 2 3 4

39. Having a chronic illness like renal failure 1 2 3 4

40. Feeling ill 1 2 3 4
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1-The item NEVER bothers me.
2-The item RARELY bothers me.
3-The item FREQUENTLY bothers me.
4-The item CONSTANTLY bothers me.

41. Lack of staff support

42. Lack of family support

43. Lack of support from spouse
or significant other

44. Limited physical activity

45. Low energy levels

46. Fear/anxiety related to illness or
its treatment.

47. Fear/anxiety related to the future

48. Reduction in activities that you use to 
participate in.

49. Diarrhea

50. Constipation

51. Other_____________ (please specify)

52. Other

-DM.QLMIUmwjHJ3_Lia-
_ (please specify)

2

2

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4

4

4

4

1 2 0
•J 4 TOTAL

c 1990. 1993. 1994. 1995 Pamela B Simmons. MSN. RN.C
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Patricia J. Larson, RN, DNSc, FAAN 
Associate Professor 

Program Coordinator of Oncology Graduate Program 
Department of Physiological Nursing 

School of Nursing, Box 0610 
University of California 

San Francisco, CA 94143-0610
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Used with the permission of:

Carol Estwing Ferrans, PhD, RN 
Assistant Professor 

The University of Illinois at Chicago 
Department of Medical-Surgical Nursing 

College of Nursing 
845 South Damen Avenue, 7th Floor 

Chicago, Illinois 60612-7350
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DEMOGRAPHIC DATA SHEET

directions: Please complete the following questions.

1. How old are you? YEARS

2. How long have you received hemodialysis? YEARS

3. Please indicate your current employment status:
 EMPLOYED FULL TIME
 EMPLOYED PART TIME
 NOT EMPLOYED AT THIS TIME
 RETIRED

4. Did you work outside the home before your illness? 
 YES  NO

If you answered YES, please give the number of years you worked 
before you had kidney failure.  YEARS

5. What is your current marital status?
 NEVER BEEN MARRIED
 SEPARATED
 MARRIED
  WIDOWED
 DIVORCED
 OTHER

6. \Miat is your race?
 NATIVE AMERICAN/INDIAN
 ASIAN
 BLACK/AFRICAN-AMERICAN
 CAUCASIAN
 HISPANIC

7. You are:  FEMALE  MALE
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8. What is your present living arrangement?
 I LIVE ALONE
 I LIVE WITH MY SPOUSE AND/OR CHILDREN
 I LIVE WITH MY PARENTS
 I LIVE WITH FRIENDS OR NON-RELATIVES

9. How many times per week do you usually have hemodialysis?
 TIMES EACH WEEK

10. Do you feel your family and friends provide you with enough support?
 YES  NO

11. Would you describe "support" as:
 emotional  spiritual
 financial  all of these
 physical  none of these

12. What is the highest grade you completed?
  8th grade or less
 9th - 12th
 some college/trade school
  college graduate
 graduate school

13. What caused your renal failure?______________________

14. What is your combined household income?
 less than $10,000 ____ $40,001 - 50,000
 $10,001 - 20,000 ____ $50,001 -60,000
 $20,001 - 30,000 ____ $60,001 - 70,000
 $30,001 - 40,000 _____over $70,001

15. Do you have any other chronic illness(es), such as:

DIABETES  YES  NO
HIGH BLOOD PRESSURE  YES  NO
HEART DISEASE YES  NO
OTHER________________
OTHER___________

a  TWL' d e m o d a ta

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



APPENDIX I

Instrument Packet Cover Sheet

176

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



177

P redicto rs o f  Q u a l it y  o f  L ife  
in  t h e  H em o d ia ly sis Pa t ie n t

jANUARY/FfeBRUARY 1995

T h a n k  y o u  f o r  pa rticipa tin g  in  th is  stu dy . M any  o f  t h e  questions

MAY SOUND THE SAME TO YOU, BUT PLEASE ANSWER EACH ONE OF THEM AS 
HONESTLY AS YOU CAN.

Subject Code_______
Resea ch er  Initial
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L O U IS IA N A  S T A T E  U N IV E R S I T Y  
M E D IC A L  C E N T  KK — Shreveport
O V ER .TO N  B R O O K S  V A  M EDXCAE C E N T E R
Institutional Review Board for Human Research (IRB)

INITIAL REVIEW OF PROTOCOL.:
REPORT OF COMMITTEE ACTION

Location or Source of Subject Population 

 LSUMC-S  VA  BOTH _X Other

If protocol includes VA patien t, VA R&D Committee must review and approve protocol p rio r to 
en tering  VA patients.

Project N o.: #94-188

Project Title: "Predictors o£ Quality of life in HemodialyBiB Patients"

Principal Investigator: Pamela B . Simmons, MSN, RN, C
ThlH «■» to certify  tha t the TnHtltutlonal Review Board for Human Reeoarch reviewed the above 
projoct on 1Q/»1/B4 . The IRB haa avaluatod the  project in apeordance with the guldollnaa 
aetabllwhoq tor- ftctlvttlew Involving human raweareh wubjacte. "

Recommendation of Institutional Review Board: Approved bv  Exemption

Comments o r required modifications:

Ms. Simmons requested exemption under Category #2 -  Research involving the use of 
educational teats (cognitive, diagnostic, aptitude, achievement), survey procedures, interview 
procedures or observation at public behavior. The study is designed to examine whether 
depression, anxiety, treatment-related stress , satisfaction with nursing care, and selected  
clinical and demographic variables are predictors of quality of life in patients receiving chronic 
hemodialysis.

If i*vtalons a n  raquliwd. thmy should b« autmlttad to tha offlo* of Onnta Adminlatrotlon for 
rs vlsw and approval toy u&a IRB Chairman pi or— with this study.

Informed consent may be obtalnod only toy thn principal Inventlgator o r one of the listed co- 
lnv«Hti|Catora .

Vnu »ro required to notify immndlatety, in wrltlnft, the Tnetltutlonal Review Board for Human 
Rnnoarch of any advama raactiona to you r* research  projact.

»ho HMNlfifnad project numtoov In corraapondlnff with tha IRB.

Stcvnn A. Conrad, M.D. , Ph.D . 
Chairman, Institutional Review Board

^protocol Incliidtia VA patients, sand ta copyof this report to VA Madlcal Research Servici

A; SNOCATNT . RXB 
io y ? i/02
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TEXAS WOMAN'S 
U N I V E R S I T Y

I ’ I \  I I > \  ' ’ \ l I \ •> M l’ 1. '• I 1 ’

D ecem ber 6, 1994

H IM .W S IH H V I*  
RhYN:\Y COMMITITTro no\
I V n l n n .  I \  7n2rl4-CW Vf
iMimu-- sir.s'ls-iirr

Pam ela B. S im m ons 
 

Shreveport, Louisiana 

D ear Pam ela B. Simmons: Social Security #: 

Y our study  entitled "Predictors o f Q uality o f  Life in Hem odialysis Patients" has been 
reviewed by a com m ittee o f  the H um an Subjects Review C om m ittee and appears to meet our 
requirem ents in regard to protection o f individuals’ rights.

Be rem inded th a t both  the University and  the D epartm ent o f H ealth and H um an Services 
(H H S) regulations typically require that agency approval letters and signatures indicating 
inform ed consent be obtained  from all hum an subjects in your study. These are to be filed 
with the H um an Subjects Review Com m ittee. Any exception to this requirem ent is noted 
below. This approval is valid one year from the  date o r  this letter. Furtherm ore, according 
to H H S regulations, ano ther review by the C om m ittee is required if your project changes.

Special provisions pertaining to your study are  noted below.

  T he filing o fsignatu resofsub jec ts with the H um an Subjects Review C om m ittee is not
required.

  O ther:

X N o special provisions apply.

C hair
H um an Subjects Review C om m ittee - D enton

cc: G rad u a te  School
Dr. M aisie K ashka, N ursing 

, D r. C arolyn  G unning, N ursing

i . - , V„Hh  i .Ji.- n , '

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



APPENDIX K

Correspondence and Letters of Permission

181

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



182

 
29 November 1988

Kathleen Baldree, M.S.N., R.N.
Instructor 
North Park College 
Chicago, IL
Dear Ms. Baldree,
I am pursuing doctoral studies in nursing at Texas Woman's 
University in Denton, Texas. For an assignment, I am 
developing an instrument which I must pilot next semester.
I would like to use your instrument, the Hemodialysis 
Stressor Scale, to establish criterion validity. I am also 
interested in perhaps using your stressor scale in my 
doctoral research.
I am particularly interested in the end stage renal disease 
patient and the relationship, if any, between level of 
stress, level of hope and coping ability. Although I am 
only in the very preliminary stages of developing my 
research proposal, I would, at this time, like to ask your 
permission to use the Hemodialysis Stressor Scale in 
piloting my own instrument and later as one of the tools 
used to collect data for my dissertation.
If permission is granted, please advice me at your earliest 
possible convenience of any conditions or special 
instructions you might have pertaining to the use of your 
tool. I will, of course, be more than happy to provide you 
with the results of my study, including reliability and 
validity information should you desire it.
Please be advised that I will be responsible for any 
expenses related to the cost of copying and mailing the 
instrument.
I certainly appreciate any assistance you can provide.

Thank you

Pamela B. Simmons, MSN, RN
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UIC The U niversity of Illinois 
at C hicago

D e p a r t m e n t  o f  M e d ic a l - S u r g ic a l  N u rs in g  (M  C  802>

C o l le g e  of N u rs m g
945 S o u tn  D a m e n  A v e n u e .  7 th  F lo o r

C h i c a g o .  Illin o is  6 0 6 1 2 - 7 3 5 0

• 3 1 2 )  9 9 6 - 7 9 0 0

July 26, 1994
Ms. Pamela Simmons 

 

Dear Ms. Sittmons:
Thank you for your interest in the Ferrans and Powers Quality of Life 
Index (QLI). I have enclosed the generic and dialysis versions of the 
QLI and the computer program for calculating scores. I also have 
included a list of the weighted items that are used for each of four
subscales: health and functioning, social and economic,
psychological/spiritual, and family, as well as the computer commands 
used to calculate the subscale scores. The same steps are used to 
calculate subscale scores and overall scores.
There is no charge for use of the QLI. You have my permission to use
the QLI for your study. In return, I ask that you send me any 
publications of your findings using the QLI. Such reports are 
extremely important to me.
If I can be of further assistance, please do not hesitate to contact 
me. I wish you much success with your research.
Sincerely,

Carol Estwing Ferrans, PhD, RN 
Assistant Professor

185
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TEXAS W O M AN’S 
U N I V E R S I T Y

I ’ I ' M H N  n  A I . ! .  A S  ' H O U S T O N

( . 0 !  I R . I X M - \ L K 5 I N C ;I'O. Ho\
IVntotv 1 X 7fi2\U-|02(i 
r i u . n o  S I 7 ,  KW- 2401

M ay 13, 1994

Pam Sim m ons
  

  

Dear Pam.

I am scmling an enrollm ent form for Summer Session 11 which begins July 12. 
you able to reach Dr. H am ilton and discuss your proposal ideas?

Hope we can plan a proposal delen.se for July.

S in c e r e ly .

M a is ie  Kashka

A O ' i ' i t ' i .  l i i ' i l 'H r  I 'u l 'l i i  U n i f i ' iv t ] /  I ’n i ’ i i tn lu  Un IVivfii-?; 

,•!« l . i j in il ( 4(7n>i i  r n i f h w

W ere
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SCHOOL OF
MEDICINE IN SHREVEPORT
L o u is ia n a  S t a t e  U n iv e rs ity  
M e d ic a l C e n te r  
U niversity H ospital 
1501 K ings Highw ay  
P o st O tfice Box 3 3 9 3 2  
S h revep ort, LA 7 1 1 3 0 -3 9 3 2  
T elep h o n e: (318 ) 6 7 4 -7 3 9 0  

FAX# (318 ) 6 7 4 -5 6 6 6

Nursing Administration

Patricia J. Larson, R.N., D.N.Sc.
Associate Professor
Program Coordinator of Oncology Graduate Program
Department of Physiological Nursing
School of Nursing, Box 0610
University of California
San Francisco, CA 94143

Dear Dr. Larson:

I am a doctoral student at Texas Woman's University, Denton, Texas. Currently, I am reviewing 
instruments that might assist me in data collection for my dissertation. I am interested in using the 
Care/Satisfaction Questionnaire (CARE/SAT) which you described in the Western Journal of Nursing 
Research (1993),15(6):690-707. May I have a copy of the instrument, any additional reliability 
information you may have, as well as your permission to use the instrument? In return, I will be happy 
to furnish you with my study results should I use the instrument.

Thank you.

IkC3|JCLUUIl; JfUUia, •Respectfully yours,

Pamela B. Simmons, MSN, RN, C 
Acting Assistant Hospital Administrator 

for Patient Care Services

PBS/mem
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University of California. San Francisco. ..A Health Scien

'" received

August 17, 1994 DCT \ 0 1994

NHrtinn
tau Medicgl feaul-t

Pamela B. Simmons, M SN, RN, C 
Louisiana State University Medical Center 
University Hospital, Nursing Administration 

 

D ear Ms. Simmons:

Thank you for your interest in my work on caring. I am enclosing the information on:
1) the description o f the derivation o f the CARE-Q I items and scales; and 2) the 
evolved CARE/SAT as detailed in the attached article.

To use the CARE/SAT, all questionnaires must be xeroxed from  the enclosed copy.
This is to ensure that the visual analog line remains a constant 100mm line (apparently 
xeroxing from  copies causes the line to be enlarged in length). To gain the patients’ 
response, use a metric ruler and measure at the mid-point o f  the "X". I f  the patient 
makes two "X ’s," toss a  coin to select one. If  the patient marks an  "X" beyond the line, 
consider it 100; if  below, it is then ranked as O. The CARE-Q in its present form  does 
not generate a total score.

You are welcome to use either instrument. I f  you want to change the content o r format 
o f  either instrument, please be aware that it will be important that the psychometric 
properties o f the changed instrument will need to be addressed. If  you decide to use one 
or both, please let m e know auu provide me with an abstract o f the study’s findings upon 
completion. I would also appreciate your acknowledgement o f my authorship o f  the 
instrument.

I f  I can be o f further assistance, please let me know.

Patricia J. Larson, RN, DNSc, FAAN 
Associate Professor and Director o f the Oncology Program 
American Cancer Society Professor in Oncology Nursing 
Director, Center for Symptom Management

PL/sn
Enclosures
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''LOUISIANA STATE UNIVERSITY -FOR OFFICE USE ONLY-
MEDICAL CENTER - Shreveport y
OVERTON BROOKS VA MEDICAL CENTER Protocol No. Q 4 ~ \Q %
Institutional Review Board for 

Human Research (IRB) Date Received )® W W

REQUEST FOR APPROVAL OF 
INVESTIGATION INVOLVING USE 
OF HUMAN SUBJECTS

Read instructions carefully and then complete each item (please print or type). If an item is not applicable, indicate by "NA".
Obtain required signatures. Submit original and 24 codes to the office of Grants Administration, Rm 1-214 at LSUMC. Indude 24 
copies of the Consent Form If your IRB protocol is a s u m o y  cf a more completecffidal protocol, two (2) copies of the latter n e t  
be on file with the Office of Grants Adrrinistraticn.

Location or Source of Subject Population 
X LSUMC-S  VA BOTH _£_OTHER

If protocol indudes VA patients, send 14 additional copies of this report sfig; IRB approval to VA Medical Research Service (151). 
VA R&D Committee m s t  give final approval to proceed.

1. Principal Investigator Pamela B. Simmons. RN.C Degree: MSN 2. Academic Title: Instructor 

Telephone No.:  3.Deoartment: Nursing Administration Section: Staff Development
4. Mailing Address: . Shreveport. LA

5. Protocol title:(Use same title of external ty-finded research, if applicable) Predictors of Quality of
Life in the Chronic Hemodialysis Patient.

6. Inclusive dates of study Nov 1994 to May 1995. Expected duration of study on indhridual subjects: < 1 hour.

7. Source of funds (be specific)____________________________________________________________
8. Proposal X will not be  will be  has been submitted to funding agency (deadline date):___________

9. Co-investigators: name, degree, department, telephone number(Oniy prindpa investigator or one of the

listed co-investigators may obtain informed consent). . .

a. Bea Laurius, RN, BS, CCRN; Nursing Administration; ext 7187

b. Stacey Durr, RN, BSN; Nursing Administration; ext 6289 

C. Bettye Meadors, RN, BSN, C; Nursing Administration; ext 6288

d. Jamie McCole, RN, BSN, C; Nursing Administration; ext 6286

e. Beverly Hewitt, RN, BSN, CETN; Nursing Administration; ext 7

10. Student Research Investigator Yes JLNo 

Student Name_________________________________  Enrolled a t _____

11. Does this protocol invdve the use of human tissue or blood in a research laboratory not subject to

dinical guidelines for handling human spedmens?  Yes  No

If ’Yes", the protocol must be submitted for Biosafety Committee Review.

IRS - Request for Approval of Investigation 
Involving Use of Human Subjects 

IRB-Rev. May. 1994 1
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SECTION J. SIGNATURES

1. I certify that th e  above information concerning procedures to  be taken for protection of human 
sub jects is c o rre c t I will seek  and obtain prior approval for any change in this protocol and will 
report promptly to  the  IRB any unexpected or otherwise significant adverse effects encountered in 
the course of the study.

Pamela B. Simmons..MSN, RN. C. October 15. 1994
Principal Investigator Signature Date

This protocol has been reviewed and approved for submission to the Institutional Review Board for Hunan 
Research.

2  If sub jects covered under th is research protocol are  administratively the responsibility of another 
departm en t approval is  required.

a. Department/Service: Neohrotoov______________________________________

Joe M. Miciotto 
Department Chairman/ 

Service Chief
^S ig n a tu re7 Date 7

Jack Work. M.D. 
Department Chairman/ 

Service Chief

b. Department/Service:.

Department Chairman/ Signature
Service Chief

Date

B8 • to  Apprwd oT hr. iirttfdla i
IrwoMflo Um  of Htmn Stftfadi

11
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,U U 1 5 iA J .> ^  o J . r v . i u .  u m v c j t u u i  - tO K  o r t i c i s  u s ts  umj. x-
^lEDICAL CENTER - Shreveport
Institutional Review Board Date Received /oĵ o Jif/

for Human Research (IRB) '

REQUEST FOR EXEMPTION
Protocol f

- To Be Completed By The Principal Investigator -
Location or Source of Subject Population.

 LSUMC-S ____ VA  Both XXX Other
If protocol includes VA patients, VA R&D Committee must give exemption for the VA.
Principal Investigator: Pamela B. Simmons, MSN, RN, C Title:Director

Depactment/section: M f  £n§u£{!g£?i§t:5t$l£8pment?eILePhone No"  6  
Protocol Title: Predictors of Quality of Life in Hemodialysis Patients
The following categories of research are exempt from review by the IRB. Please indicate th< 
category for which you are requesting exemption.

1. Research conducted in established or commonly accepted educational settings
involving normal educational practices.

XX 2. Research involving the use of educational testa (cognitive, diagnostic, aptitude.
achievement), survey procedures, interview procedures or observation of public behavior.

  3. Research involving the use of educational tests (cognitive, diagnostic, aptitude
achievement), survey procedures, interview procedures or observation of public 
behavior chat is not exempt under Paragraph 2, if:
a. The human subjects are elected or appointed public officials
b. Federal statute(s) require(s) without exception that the confidentiality 

of the personally identifiable information will be maintained.
  4. Research involving the collection or study of existing data, documents, records

pathological specimens, or diagnostic specimens, if these sources are publicl 
available or if the information is recorded by the investigator in such a manner tha 
subjects cannot be identified. directly or through identifiers linked to th subjects.

____ 5. Research and demonstration projects which are conducted by or subject to the approva
of department or agency heads, and which are designed to study, evaluate, o 
otherwise examine public benefit or service programs.

  6. Taste and food quality evaluation and consumer acceptance studies.
Does this protocol involve the use of human tissue or blood in a research laboratory not subjec 
to clinical guidelines for handling human specimens? res XX No

If "Yes," this protocol must be submitted for Biosafety Committee review.
Briefly describe your research project (please print or type):
The study is designed to examine whether depression, anxiety, treatment-related stress, 
satisfaction with nursing care, and selected clinical and demographic variables are 
predictors of quality of life in patients receiving chronic hemodialysis.

O c t o b e r  1 9 ,  1994
Date 

EXEMPT.IRB 
Rev. 6/94
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a
TEXAS WOMAN'S 
U N I V E R S I T Y

D E N T O V  D A L L A S  : H O L ’ S T O S

T H E G R A D U A T E  SC H O O L  
P.O . Bov 2247h 
D enton . TX rtCCM-MTh 
Phone: S I7 / INS-3400 
F .iv  SI7 .SO S.34I2

 

Dear Ms. Simmons:
I have received and approved the Prospectus for 
your research project. Best wishes to you in the 
research and writing of your project.

January 4, 1995

Leslie M. Thompson
Associate Vice President for Research 
and Dean of the Graduate School

dl

cc Dr. Maisie Kashka 
Dr. Carolyn Gunning

•\ Ct '" i! , ' v / i . ' 'M ;v  P n N h  U i u i v w t v  P r im a r ily  *<»■ lVcurc>
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LOUISIANA STATE UNIVERSITY 
MEDICAL CENTER-Shreveport 
OVERTON BROOKS VA 
MEDICAL CENTER

Institutional Review Board 
for Human Research (IRB)

ALTERATION OF PROTOCOL
JU>7 proposed change (s) to ba nad. in a protocol *f t.r i.t.'orlgln.l approvel-Must be reported to 
the Office of Grants Administration on this fora. Changes must be reviewed and approved by the 
IRB prior to implementation. Submit the .original and 34 copies at least 12 working davs prior 
to the last Monday of the month. Check with the Office of Grants Administration for an aaended 
holiday schedule.
If the proposed alteration necessitates a change in the Consent Fora, an appropriately revised 
Consent Fora aust also be submitted.
If the change involves addition, deletion or substitution of investigators, list qualifications 
and summarise previous experience of the investigator relevant to the area of study and subnit 
a revised face sheet.
Expedited review nay be requested for ainor changes in approved protocols. Subait original and 
one copy for expedited review.

-To Be Completed By The Principal Investigator*
Location and Source of Subject Population
 x__ LSUMC-S _____ VA   Both X Other
Principal Investigator: Pamela B. Simmons TitlesDirector, Staff Support &

Development
Department/Section: Nursing Administration/Staff Development Telephone No.:  
Protocol Title: Predictors of Quality of Life in the Hemodialysis Patient

Protocol Ho.: 94-188 Date of Original Approval: 10/21/94
Describe the proposed change(s) and reason(o) therefore:

Added TWU Office of Research and Grants Administration to the Further Information 
Section. Deleting the use of the Spielberger's State Trait Anxiety Index.

Indicate any new risks or benefits which might result from the proposed change:
NONE

Does this alteration of protocol involve the use of human tissue or blood in a research 
laboratory not subject to clinical guidelines for handling human specimen? _____YES X HO
If "Yes" this protocol oust be submitted for Biosafety Committee review.
Revised Consent Form is: X Attached X Expedited Review Requested

Not Needed

January 9, 1995___________________ ____________________________Date Signature
IF PROTOCOL INCLUDES VA PATIENTS, SEND A COPY OF THIS REPORT TO VA MEDICAL RESEARCH SERVICE (151)

A:ALT.IRB
Rev. 4/93

-FOR OFFICE USE ONLY-

Date Received
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date: A pril 26,1995

from : Pam ela S im m ons, M SN , RN, C
D irector, S taff Support and D evelopm ent

to: B onnie Seelig
D irector, G rants A dm inistration

E nclosed are the  consent form s fo r the  study entitled "P redictors o f  Q uality  o f  L ife in 
C hronic H em odialysis Patients" (Project #  94-188). It is m y understand ing  that your 
office requires that the form s be on file for 5 years.

T hank you for your assistance.
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A pril 26,1995

H um an Subjects R eview  C om m ittee 
P. O. B ox 22939 
D enton, TX , 76204-0939

D ear H um an S ubjects C om m ittee,

E nclosed  are th e  consent form s fo r the study entitled  "Predictors o f  Q uality o f  L ife in 
C hron ic  H em odialysis Patients", tt is m y understand ing  that y o u r office requ ires that 
the  fo rm s be on file  fo r 5 years.

T hank  you fo r y o u r assistance.

P am ela B. S im m ons, M SN, R N , C 
(SSN  

 
 

 

xc: M aisie  K ashka, PhD, RN
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TEXAS WOMAN'S 
U N I V E R S I T Y

H U M A N  AUWKCT* 
RK \ II: W CO M M ITTEE
r . o  b o x  : : ° ' u
l> im m  T \
Plume: mt sus.y;:r

M ay 1. 1995

To: D r. M aisie K ashka, N ursing 
D r. C arolyn  G unning, N ursing 
G rad u a te  School

T his is to inform  you that, as o f  th is date. Pam ela B. S im m ons. Social Security 
 has placed on file w ith the H um an Subjects Review C om m ittee the 

agency approval letters and  signatures o f the subjects who participated  in his/her 
research project "Predictors o f  Q uality  o f Life in H em odialysis Patients." T he 
signatures constitu te  evidence o f  inform ed consent o f  each subject.

C ha ir
H um an Subjects Review Com m ittee

cc: Pam ela B. S im m ons 
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PAMELA B. SIMMONS, PhD, RN,C
 

Shreveport, Louisiana  
 

EMPLOYMENT:

D irec to r, S ta ff  D e v e lo p m en t a n d  A d m in is tra tiv e  S u p p o r t S e rv ic e s  & In s tru c to r
Louisiana State University Medical Center 
Shreveport, Louisiana 
December 1989 - present

An administrative position responsible for the overall supervision and coordination of ail 
activities for the division. Departments/services include: Nursing Quality Improvement, 
Nursing Continuing Education, Clinical and Inservice Education, Policy and Procedure, 
Orientation & Training, and Research. Also responsible for five patient education/ 
support departments: Diabetes Education, Enterostomal Therapy, Administrative 
House Managers, Nursing Staffing Office and Patient Escort Services.. Includes a 
faculty appointment in the LSU Medical School.

A cting  A s s is ta n t  H osp ita l A d m in is tra to r  fo r  P a tie n t C a re  S e rv ic e s
Louisiana State University Medical Center
Shreveport, Louisiana
August 1 ,1994  - January 30 ,1995

Interim position responsible for the following hospital departments: Medicine Service, 
Surgery Service, Maternal/Newborn/Pediatric Services, Critical Care, Trauma Critical 
Care, Perioperative Services, Infection Control, Anesthesia Services, Staff Support and 
Development, Discharge Planning and other support services, including House 
Manager staff, Supply Control and the Nursing Staffing Office. Responsible for a 58.1 
million budget and 1200 employees.

A s s is ta n t  P ro fe s s o r
Grambling State University 
Grambling, Louisiana 
January 1994 - May 1994

1
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A cting  D irec to r, Critical C are
Louisiana State University Medical Center 
Shreveport, Louisiana 
October 1991 - December 1991

Assumed full administrative and managerial responsibility for seven critical and 
emergency care areas: SICU (16 beds), MICU (8 beds), PICU (4-5 beds), BURN (12 
beds), EMS (trauma level 1 designation) and the ACC. Also acted as internal 
consultant for the areas with a final report of recommendations developed for 
submission to the Hospital Administrator and Assistant Hospital Administrator for 
Nursing.

A d ju n c t F acu lty
Northwestern State University 
Shreveport, Louisiana 
October 1990 - December 1990

In s tru c to r
Northwestern State University 
Shreveport, Louisiana 
August 1983 - January 1986;
September 1986 - December 1989

In addition to lecture and clinical responsibilities, also chaired department committees 
including the Faculty Committee and the APDG Review Committee. Served on the Red 
Cross City-wide Health Fair Steering Committee, vice-chair of the A.D.N. Curriculum 
Committee and chair of the NSU self-study curriculum committee and member of the 
self-study steering committee.

R elief S ta ff  N u rse
Schumpert Medical Center 
Shreveport, Louisiana 
May 1986 - December 1989

Work relief (summers and holidays) on a 32-bed bowel and general surgery unit and a 
24-bed renal-thoracic surgery step-down unit.

A s s is ta n t  S u p e rv iso r
Louisiana State University Medical Center 
Shreveport, Louisiana 
January 1986 - September 1986

Supervised a staff of seven on a 23-bed medicine unit in a large teaching hospital.
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R elief ICU S ta ff  N u rse
Physicians and Surgeons Hospital 
Shreveport, Louisiana 
September 1983 - January 1988

Worked relief (weekends, summers and holidays) in a 10-bed intensive care unit.

S ta ff N urse /A cting  C h a rg e  N u rse
Physicians and Surgeons Hospital 
Shreveport, Louisiana 
July 1982 - August 1983

Worked 4 days/week in a 10-bed intensive care unit. Worked as acting 11-7 charge 
nurse until changing to relief status.

P riva te  D uty N u rse
Nurses T.L.C.
Shreveport, Louisiana 
Summer 1981

Provided primary care nursing for a 34 year old comatose patient in the family's home.

S ta ff N u rse /C h arg e  N u rse
Shreveport Regional Dialysis Center 
Shreveport, Louisiana 
January 1980 - December 1980

Responsible for the nursing care of 30-40 outpatient chronic hemodialysis patients in a 
10-bed unit. Promoted to charge nurse March 1980 and supervised staff of 10-12 
employees. Established the beginnings of a nursing library and presented monthly staff 
development inservices on topics of interest to staff. Organized and developed a slide 
presentation to serve as a tool to inform the community about hemodialysis.
Participated in patient care conferences which also included the patient, head nurse 
and nephrologist.

S taff N u rse
Highland Hospital 
Shreveport, Louisiana 
May 1979 - January 1980

Responsible for primary nursing care on a 30-bed medicine unit which served a large 
proportion of terminally ill cancer patients. On occasion, acted as relief charge nurse, 
supervising staff of 3-4.
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EDUCATION:

Ph.D. in Nursing 
Texas Woman's University 
Denton, Texas 
August 1995

M.S.N. in Adult Nursing 
Northwestern State University 
Natchitoches, Louisiana, May 1986

B.S. in Nursing 
Northwestern State University 
Natchitoches, Louisiana, May 1979

CERTIFICATIONS:

Staff Development and Continuing Education, 1992-1997, American Nurses 
Credentialing Center (ANCC) Certification Number 179149-24

HONORS AND AWARDS:

Sigma Theta Tau Beta Chi Chapter Research Grant Recipient, $500, May, 1993

AHEC Grant Recipient for Development of Rural Nursing Continuing Education 
program, $21,000, January - September, 1993

Louisiana State Nurses'Association 1992 Excellence Award Nominee

Recipient of Northwestern State University's Post Baccalaureate Faculty Fellowship 
sponsored by the Department of Health and Human Services, 1989

Recipient of the Shreveport District Nurses' Association Graduate Scholarship, 1989

Recipient of the Graduate Minority Scholarship 1988-89 presented by the Texas 
Woman's University Graduate School

Selected Who's Who in American Nursing, 1988-89

Outstanding Young Woman of America, 1988
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Northwestern State University’s Nursing Education Nurse of the Year for 1988 
presented by Shreveport District Nurses Association

PROFESSIONA L ORGANIZATIONS:

S ig m a  T h e ta  T au  In te rn a tio n a l N ursing  H onor S o c ie ty
B eta  C hi C h a p te r
1979 - present 

Counselor, 1988 -1 9 8 9  
President-elect, 1989 -1990  
President, 1990 - 1992 
Newsletter Editor, 1993 -1 9 9 4

A m erican  A sso c ia tio n  o f C ritica l-C are  N u rse s
1982-1991

A m erican  N u rs e s ' A sso c ia tio n
1979-1981; 1 9 8 4 -present

L o u is ia n a  S ta te  N u rs e s ' A sso c ia tio n
1979 - 1981; 1984 - present 

Vice-chair, Education Conference Group, 1987 -1989

S h re v e p o r t  D is tric t N u rs e s ’ A sso c ia tio n
1979 - 1981; 1984 - present 

Chairperson, Ways and Means Committee, 1985 -1987  
Member, Board of Directors, 1986 - 1988 
Chairperson, Nominating Committee, 1990 - 1991 
Delegate, 1987, 1989 ,1992 ,1993  
Program Committee, 1990 - 1991 
Publicity Committee, 1991 - 1992

N ational N ursing  S ta ff  D ev e lo p m en t O rgan iza tion
1991 - present

A m erican  O rg an iza tio n  o f  N u rse  E x e c u tiv e s  (AONE)
1992 - present
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COMMITTEES:
Subcommittee #1-Definition of Scope of Practice/Advanced Practice/Exceptions, for the 
Task Force to Study the Nurse Practice Act, Louisiana State Board of Nursing, April 
1994.

Ethics Committee, LSUMC-S, 1993-present 

Nursing QA/I, LSUMC-S, 1989-present 

Infection Control, LSUMC-S, 1990-1991,1994-95  

Hospital QA/I, LSUMC-S, 1990-1994 

Safety, LSUMC-S, 1990-1991 

Medical Records, LSUMC-S, 1991-1992; 1993-present 

Forms Committee, LSUMC-S, 1991-1992; 1993-present

Institutional Review Board for the Protection of Human Research Subjects, LSUMC-S, 
1991-present

Task Force on Minority Recruitment, LSUMC-S, 1992, 1993,1994  

OSHATask Force, LSUMC-S, 1992 

Nursing Education Committee, LSUMC-S, 1989-1991 

Training Involvement Committee (T.I.C.), 1991-1993 

ADN Curriculum Committee - NSU (Vice Chair)

Red Cross Health Fair Steering Committee 

APDG Review Committee NSU (Chair)

REGIONAL CONFERENCES:

Committee Member - 1st, 3rd and 4th Annual "REVELATIONS" Regional Critical and 
Emergency Care Nursing Conferences, 1991,1993, 1994
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Committee Member - 1st, 2nd, and 4th Annual "The Family Soaring to New Heights" 
Regional Perinatal Conferences, 1990, 1991, 1993

Conference Chairperson - "Nursing Research: Preparing for the 21st Century", Beta 
Chi Chapter Sigma Theta Tau, Northwestern State University, Shreveport, l_A, July 
1989-March 1990

CIVIC:

Martin Luther King Clinic - RN Volunteer, 1990-1992

Boy Scouts of America, Pack 74, Adult Leader Volunteer, 1991-1992

Girl Scouts of America, Troop 17, Adult Leader Volunteer, 1992-1993

OTHER:

ACLS Provider, 1982-1986

PRESENTATIONS:

G uest Speaker at the Grambling State University Spring 1995 Pinning Ceremony, 
May 13, 1995, Grambling State University, Grambling, LA

"Getting It All Together: Troubles, Troubles, Troubles
Stress...Everything You Ever Wanted To Know 
Strategies to Reduce Stress
Short Circuiting-Changing the Way You Think About 

Stress", August 16,1994, LSUMC-S, Shreveport, LA

"Walking the Tight Rope: Confrontation, Criticism and Discipline", May 26, 1994, 
LSUMC-S, Shreveport, LA

"Developing the Management Team", March 23,1994, LSUMC-S, Shreveport, LA

"Ethics and the Nurse", March 1,1994, Northwestern State Univ, Shreveport, LA

"Is This A Foreign Language?" (Research Conference), January 28 ,1994, 
Northwestern State University, Shreveport, LA

"Building A Winning Team", August 19, 1993, LSUMC-S, Shreveport, LA
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"Walk A  Mile in My Shoes", August 18, 1993, LSUMC-S, Shreveport, LA

"Discipline: A Fundamental Tool for the Novice and Expert Manager", July 12, 
1993, Northwestern State University, Shreveport, LA

"Walking the Tightrope: Confrontation, Criticism and Discipline", April 15,1993, 
LSUMC-S, Shreveport, LA

"Developing Your Management Team", February 18, 1993, LSUMC-S, Shreveport, 
LA

"Eliminating Friendly Fire", Poster presentation, February 11,1993, @
Resource Application's Staff Development '93, New Orleans, LA

"Quest for Quality: Transitions from QA to Ql", January 21 ,1993 , LSUMC-S, 
Shreveport, LA

"Preparing for JCAHO Survey", June, 1992, LSUMC-S, Shreveport, LA

"Preparing for JCAHO Survey", May, 1992, LSUMC-S, Shreveport, LA

"Preparing for JCAHO Survey", April, 1992, LSUMC-S, Shreveport, LA

"Basic Telemetry Course", May-June, 1991, LSUMC-S, Shreveport, LA

"Documentation R esponsibilities of the Unit Clerk", Unit Clerk/Secretary Workshop: 
November, 1990, LSUMC-S, Shreveport, LA

"Specimen/Equipment Management", Nursing Assistant Workshop, May, 1990, 
LSUMC-S, Shreveport, LA

"Preventing Post-Op Complications", December, 1989, Lincoln General Hospital, 
Ruston, LA

"Nursing a s  a Career Choice" Guest speaker for National Career Development 
Month, Westwood Elementary School, November, 1989, Shreveport, LA

"Mandatory Drug Screening: Perceptions, Attitudes and Experiences of 
R egistered Nurses in Louisiana", October, 1989, Louisiana State Nurses Association 
Fall Convention, Baton Rouge, LA **

"IV Update", July, 1989, V.A. Medical Center, Alexandria, LA
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"Mandatory Drug Screening: Perceptions, Attitudes and E xperiences of 
R egistered N urses in Louisiana", September, 1988, University of Southern 
Mississippi, Hattiesburg, Ml **

G uest speaker for the Northwestern State University ADN Senior R ecognition  
Ceremony, May, 1988, Shreveport, LA

"Mandatory Drug Screening: Perceptions, Attitudes and E xperiences of 
R egistered N urses in Louisiana", March, 1988, Sigma Theta Tau Beta Chi Chapter 
Nursing Research Conference, Northwestern State University, Shreveport, LA **

"Body Image and Com pliance in the Chronic H em odialysis Patient", March, 1986, 
Beta Chi Chapter of Sigma Theta Tau's Nursing Research: Quest for Excellence, 
Northwestern State University, Shreveport, LA **

"Quality A ssurance and Invoivem ent-A  Personal Commitment", January, 1986, 
Shreveport Black Nurses' Association, Shreveport, LA

" A ccesses  for H em odialysis Patients", November, 1983, Northwest Regional Basic 
Critical Care Course, Shreveport, LA

**=Research

PUBLICATIONS:

Abstracts:

Cashio, S., Simmons, P. & Haq, M. (1989). Mandatory drug screening: 
Attitudes, perceptions, and experiences of registered nurses in Louisiana. 
Pelican News. 45(3). p.7.

Cashio, S., Simmons, P. & Haq, M. (1989). Mandatory drug screening: 
Attitudes, perceptions, and experiences of registered nurses in Louisiana. 
Abstracts of Nursing Research. 1(4).

Articles:

Simmons, P. & Meadors, B. (1995). Eliminating friendly fire: Successful nursing 
documentation strategies. Journal of Nursing Staff Development. 11(2), 79-82.
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Haq, M., Simmons, P. & Cashio, S. (1991). Consider this ... Mandatory drug 
screening. Journal of Nursing Administration. 21(7/8). p. 9-10.

C o n trib u to r:

Mayers, M. & Pandratz, C. (1995). Renal Calculi in McGraw -Hill Clinical Care Plans: 
Adult Medical-Suraical Nursing. McGraw-Hill, Inc.: New York.

E d ito ria ls :

Simmons, P.B. (1993, June). RNs will satisfy demand for quality in primary 
care, [letter to FORUM editor]. The American Nurse, p. 8.

N e w sle tte rs :

Simmons, P. B. (1994), Editor, Beta Chi Interchange. 8(1).

Simmons, P. B. (1993), Editor, Beta Chi Interchange. 7(2)

Simmons, P. B. (1993), "Sigma Theta Tau International Biennial Convention 
Highlights." Beta Chi Interchange. 7(2). p.1.

Simmons, P.B. (1993), JCAHO "Spot Checks". PRN Nursing Newsletter. Spring 
1993, p. 4.

Simmons, P. (1992). JCAHO Update: Documentation. PRN Nursing Newsletter. 
Fall 1992, p. 1.

Simmons, P. (1992). Innovations: Golden Pen Award. Nursing Quality 
Connection. 2(3), p. 2.

Simmons, P., (1992). M essage from the president. Beta Chi Interchange. 6(1),
p. 2.

Simmons, P., (1992). M essage from the president. Beta Chi Interchange. 5(2), 
p. 5.

Graham, B.D. & Simmons, P., (1991). Happy birthday Beta Chi!!! Beta Chi 
Interchange. 5(2), p. 1.
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Simmons, P., (1991). M essage from the president. Beta Chi Interchange. 5(1), 
p. 2, 5.

Simmons, P. (1991). Region 3 assembly a success. Beta Chi Interchange. 5(1), 
p. 1,7.

Simmons, P., (1990). M essage from the president. Beta Chi Interchange. 4(1), 
p. 3.

CONTINUING EDUCATION:

Tuberculosis Seminar, (1.0 CH), Sue Crow, Nurse Epidemiologist, LSUMC-S, 
Shreveport, LA, February 1995.

Sexual Harassment Training Session-1.5 hours, (0 CH), Vicki Crochet, Attorney, 
LSUMC-S, Shreveport, LA, January 1995.

CQI: Teams and Tools Training-16 hours, (0 CH), Dr. Don McAdams, LSUMC-S, 
Shreveport, LA, January 1995.

CQI: Departmental Quality Steering Team Training-8 hours, (0 CH), Dr. Don McAdams, 
LSUMC-S, Shreveport, LA, January 1995.

CQI Awareness Training-4 hours, (0 CH), Dr. Don McAdams & Dr. Faillace, LSUMC-S, 
Shreveport, LA, October 1994.

Perinatal and Pediatric Conference, (1.5 CH), LSUMC-S, Shreveport, LA, July 1994.

Outcomes Management for the Bone Marrow Transplant Patient, (1.2 CH), LSUMC-S, 
Shreveport, LA, July 1994.

Management Potpourri, (6.0 CH), LSUMC-S, Shreveport, LA, May 1994

LSUMC Regional Medical-Surgical Conference "A Unique Specialty Where Knowledge 
Blossoms", (1.8 CH), LSUMC-S, Shreveport, LA, April 1994

Visionary Nursing '94, (6.2 CH), Northwestern State University/VAMC, Shreveport, LA, 
January 1994

Hospital Heroes, (0 CH), John Cassis, LSUMC-S, Shreveport, LA, December 1993
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Healthcare Reform & Its Impact on the Nurse, (7.8 CH), Connie Curran, Dallas, TX, 
December 1993

Clinical Potpourri: Type II Diabetes, (4.2 CH), LSUMC-S, Shreveport, LA, November 
1993

How to Get Extraordinary Results From Ordinary People, (0 CH), SHARE '94, Dr. Barrie 
Richardson, LSUMC-S, Shreveport, LA, November, 1993

The Quest for Quality Continues...Advanced Ql Concepts, (2 CH), LSUMC-S, 
Shreveport, LA, November 1993
Revelations '93: Critical and Emergency Care Regional Conference, (9.0 CH), Bossier 
City, LA, October, 1993

Psycho-Cybernetics 2000, (0 CH), presented by Dr. Bobbe Sommer, LSUMC-S, 
Shreveport, LA, September, 1993

Management in State Government, Level II (26 CH), Louisiana Department of State 
Civil Service and Governor's Office - Division of Administration, LSUMC-S, Shreveport, 
LA, June, 1993

Nursing Staff Development, (18.3 CH), Medical College of Pennsylvania, Arlington, VA, 
April, 1993

Nursing Research: An Eclectic Approach, (5.5 CH), Beta Chi Chapter Sigma Theta 
Tau, Shreveport, LA, March, 1993

Ethical Issues in Health Care Decision Making, (4.6 CH), Schumpert Medical Center, 
Shreveport, LA, March, 1993

Eliminating Friendly Fire: Management Strategies for Supervisors, (22 CH), LSUMC-S, 
Shreveport, LA, February - May, 1993

Staff Development '93 - Resource Applications, (21 CH), New Orleans, LA, February, 
1993

Quest for Quality: Transitions from QA to Ql, (3.9 CH), LSUMC-S, Shreveport, LA, 
January, 1993

The Leadership Challenge, (8.0 CH), Sigma Theta Tau Region 3 Assembly, Houston, 
TX, November, 1992
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Louisiana Hospitals and Donation: Challenges in the '90's. Presented by LOPA, 
Shreveport, LA, November 1992

Management & Leadership Skills for Women, (6.3 CH), (Career Track), Shreveport, LA, 
October, 1992

Louisiana State Nurses' Association Mini-convention, (2.0 CH), Alexandria, LA,
October, 1992

Revelations '92: Third Annual Critical and emergency Care Nursing Conference,
(7.3 CH), Shreveport, LA, October, 1992

Clinical Potpourri, (5.1 CH), LSUMC-S, Shreveport, LA, August, 1992

Team Building with Staff Development, (4.8 CH), presented by Vannie Edwards, Camp 
Bethany, LA, May, 1992

LSBN-Requirements of Relicensure/C.E. Offering and Provider Approval, (8.1 CH), 
presented by Mattie Caldwell and Sr. Lucie Leonard, Shreveport, LA, May, 1992

Nurse Preceptorship: A Rainbow of Choices, (7.5 CH), LSUMC-S, Shreveport, LA,
May, 1992

Civil Service Rules and Regulations for Supervisors, (12.0 CH), Louisiana Department 
of State Civil Service and the Governor's Office-Division of Administration, LSUMC-S, 
Shreveport, LA, April, 1992

Management in State Government, Level I, (26 CH), Louisiana Department of State 
Civil Service and Governor's Office-Division of Administration,, LSUMC-S, Shreveport, 
LA, April, 1992

Empowering Nurses in Pain Management, (1.0 CH), presented by Chris Pasero, 
Shreveport, LA, April, 1992

JCAHO-10 Step Monitoring Process, (1.0 CH), LSUMC-S, Shreveport, LA, March, 1992

Staff Development '92, (24.0 CH), Resource Application, Miami Beach, FL, February, 
1992

Quality Assurance in Staff Development, (7.5 CH), Miami Beach, FL, February, 1992

Hospital Accreditation Survey Preparation, (11.2 CH), presented by JCAHO and the 
Mississippi AHA, Jackson, MS, February, 1992
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Clinical Potpourri, (3.6 CH), LSUMC-S, Shreveport, LA, February, 1992

Legislative Update 1992, (1.5 CH), NSU, Shreveport, LA, February, 1992

Safety Compliance Initiative Program, (2.0 CH), LSUMC-S, Shreveport, LA, January, 
1992

Orchestrating A Career, presented by Angela Barron McBride, NSU, Shreveport, LA, 
October, 1991

Revelations '91, LSUMC-S, Shreveport, LA, October, 1991

Second Annual Perinatal Conference, LSUMC-S, Shreveport, LA, September, 1991

Mandatory Continuing Education, SDNA/NSU, Shreveport, LA, September, 1991

Reconstructive Surgery, NSU/SDNA, Shreveport, LA, August, 1991

Nursing in the Desert, SDNA/NSU, Barksdale AFB, LA, July, 1991

Leadership Seminar, LSUMC-S, Shreveport, LA, June, 1991

Intravascular Oxygenator, LSUMC-S, Shreveport, LA, June, 1991

Polishing Your Preceptor Skills, LSUMC-S, Shreveport, LA, May, 1991

Write It Down, presented by Patricia Thompson & Pat Beare, NSU, Shreveport, LA, 
May, 1991

The Dynamics of Developing Resources: Support for Nursing in the 21st Century, 
Sigma Theta Tau International, Region 3 Assembly, Memphis, TN, April, 1991

Bioethics Conference, LSUMC-S, Shreveport, LA, April, 1991

Nursing Research Conference, NSU, Shreveport, LA, March, 1991

Legislative Update, NSU, Shreveport, LA, March, 1991

JCAHO - New Standards for Nursing Care, American Nurses Association, Houston, TX, 
January 31-February 1, 1991

Cardiac Transplantation, NSU, Shreveport, LA, January, 1991
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Discharge Planning-Quaiity Assurance, LSUMC-S, Shreveport, LA, January, 1991

HIV Infected Health Care Worker, LSUMC-S, Shreveport, LA, November, 1990

In Search of Excellence Seminar, Career Track, Shreveport, LA, November, 1990

The Nursing Shortage: Facts, Fallacies and the Future and Winning at Nurse 
Retention, University of Southwestern Louisiana, Lafayette, LA, November, 1990

Criticism and Discipline Skills for Managers, Keye Productivity Center Seminar, 
Shreveport, LA, November, 1990

Impaired Professional, LSUMC-S, Shreveport, LA, October, 1990

1990 Annual Convention, Louisiana State Nurses Association, Alexandria, LA, October, 
1990

Respiratory Workshop, LSUMC-S, Shreveport, LA, July, 1990

Creating a Super Unit: A Process for Transforming Health Care Delivery, Marriott 
Medical Center Hotel, Houston, TX, June, 1990

Leadership Course, LSUMC-S, Shreveport, LA, June, 1990

Oncology Trends for the 90's, LSUMC-S, Shreveport, LA, June, 1990

Systemic Lupus Erythematosus, LSUMC-S, Shreveport, LA, May, 1990

Nurse Day at the Legislature, LSNA, Baton Rouge, LA, May, 1990

Your Extraordinary Mind by Dr. Barrie Richardson, LSUMC-S, Shreveport, LA, April, 
1990

Basic Arrhythmia Course, LSUMC-S, Shreveport, LA, April, 1990

Nursing in the Year 2000 by Leah Curtin, Shreveport, LA, March, 1990

Nursing Research: Preparing for the 21st Century, Sigma Theta Tau Beta Chi Chapter, 
Shreveport, LA, March, 1990

Type I Diabetes, presented by Patricia Lewis, LSUMC-S, Shreveport, LA, February, 
1990
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WOW--Walk on Water Women, presented by Melodie Chenevert, Bossier City, LA, 
February, 1990

Nursing Quality Assurance, LSUMC-S, Shreveport, LA, January, 1990

Sigma Theta Tau International Convention, Indianapolis, Indiana, November, 1989

Louisiana State Nurses Association's 75th Biennial Convention, Baton Rouge, LA, 
October, 1989

Continued Competence for Relicensure, presented by Louisiana State Board of 
Nursing, Shreveport, LA, Relicensure, Holidome, Shreveport, LA, August, 1989

The Evaluation Process, NSU, Shreveport, LA, August, 1998

Basic Care of the Ventilator Patient, NSU, Shreveport, LA, July, 1989

Nursing Research: Avenues for Quality Health Care, Sigma Theta Tau, Shreveport, 
LA, March, 1989

Thriving in Turbulent Times, presented by Melodie Chenevert, Bossier City, LA, 
February, 1989

Health promotion: Current Challenges, Future Directions, presented by Nola Pender, 
Arlington, TX, October, 1988

Accreditation: The Process, The Outcomes, NLN, Dallas, TX, September, 1988 

Nurse Day at the Legislature, LSNA, Baton Rouge, LA, May, 1988 

Power and Politics, Shreveport, LA, April, 1988

Nursing Research: Excellence in Practice, Sigma Theta Tau, Shreveport, LA, March, 
1988

LSNA 74th Biennial Convention: Nursing in Evolution, Shreveport, LA, October, 1987 

The Tao of Nursing Research, SCEEN Conference, Shreveport, LA, January, 1987 

From Inspiration to Publication: A Writing Workshop, Shreveport, LA, October, 1986 

Survival Skills for Managers, Dallas, TX, August, 1986
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Nursing Research: Quest for Excellence, Shreveport, LA, March, 1986

Trauma, the First 24 Hours, Shreveport, LA, November, 1985

The Image of Nursing, Shreveport, LA, October, 1985

Your License on the Line, Shreveport, LA, October, 1985

Computers in Nursing, Shreveport, LA, April, 1985

Sigma Theta Tau Research Conference, Bossier City, LA, March, 1985

Nursing Management in a New Environment, Shreveport, LA, February, 1985

Prospective Payment System: DRG's-The Impact on Nursing, Shreveport, LA, 
February, 1985

Advanced EKG Course, Shreveport, LA, November, 1984

Straight From the Heart, Shreveport, LA, October, 1984

AACN National Teaching Institute, Dallas, TX, May 14-18, 1984

Third Annual Northwest Louisiana Spring Conference for Mental Health Practice, 
Shreveport, LA, April, 1984

Sigma Theta Tau Research Conference, Bossier City, LA, March, 1984

Helping Your Long-term Trauma Patient Travel the Road to Recovery, Nursing '84 Self 
Study (AACN approved), March, 1984

2nd Annual Northwest Louisiana Critical Care Conference Update '83, Shreveport, LA, 
December, 1983

Northwest Louisiana Regional Basic Critical Care Course (80 hours), Shreveport, LA, 
March 1-May 3, 1983

Basic EKG Course, Shreveport, LA, February, 1983

1st Annual Northwest Louisiana Critical Care Conference Update '82, Bossier City, LA, 
November, 1982

Advanced Cardiac Life Support, Shreveport, LA, October, 1982
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Basic Cardiac Arrhythmia Course, Shreveport, LA, July 19-August 18 ,1982

Living With Stress in the Work Setting, Shreveport, LA, April, 1981

Perinatal Health Care-The 80's: Issues, Answers, and Ethics, Shreveport, LA, March, 
1981

revised 5/95
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