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CHAPTER I 

INTRODUCTION 

Little more than two decades ago , the diagnosis 

of chronic renal disease meant death from progressive 

uremia . With the development of avenues fo r repeated 

vascular access f or hemodialysis, improvements in 

hemodialysis techniques , and the refinement of renal 

transplantation , the life span of the indiv idual with 

this diagnosis has greatly increased. 

As the quantity of days of life incre ases for the 

individual with end stage renal disease (E.S . R. D. ) , 

questions arise as to the quality of that life. Quality 

is described by caregivers as being dependent on many 

factors from simple physical f unctioning to complex 

definitions which embrace every aspect of the individual's 

existence . 

More pertinent than the caregivers' def initions 

of quality of life are the perceptions of the individuals 

experiencing chronic renal disease . Minimal descriptive 

research (Jackle 1974, Willis 197 8) done in this area 

has found that the person involved relates quality of life 

to independence and purposefulness . 

1 
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The two major modalities of treatment for E . S . R.D . 

in the United States are in-center limited care 

hemodialysis and renal transplantation . That feelings 

of independence or purposefulness are promoted by 

transplantation and thwarted by dialysis might be 

assumed by some , but whether this is true is unknown . 

Dependence on a machine is obvious when hemodialysis 

is selected as the modality of therapy ; the dependency of 

transplantation is more subtle , with its constant threat 

of rejection and resultant need for daily medication 

and close medical follow- up . 

Recognition by caregivers of differences of 

feelings of purposefulness related to treatment modality 

for E.S.R . D. could assist them in counseling the individual 

with the diagnosis of chronic renal failure . This study 

concentrated on determining if a difference in feelings 

of dependence related to modality of treatment for chronic 

renal failure actually exists . 

Statement of Problem 

The problem of this study was to determine if a 

difference in expressed feelings of dependence exists 

between patients with end stage renal disease (E . S . R . D.) 
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treated with renal transplantation and those treated 

with chronic hemodialysis . 

Purposes 

The purposes o f the study wer e : 

1 . To d e scribe the subj ec ts by means of 

demographic data 

2 . To ascertain the l evel of dependency 

expr e ssed b y renal tra nspla nt recipients 

3. To ascertain the l eve l o f dependency 

expressed by chronic hemodialysi s patients 

4 . To compare the l eve l of dependency expressed 

b y r ena l transplant recipients with the leve l o f 

depende ncy expressed by chronic hemod i a lysis pa tie nts 

Theoretical Framework 

Social l earning theory (Rotter 19 54 ) as s er ts that 

a reinforcement acts to stre n g the n the expec t a ncy tha t a 

particular b e havior or event will be fo llowed by the 

re i nforcement in the future . If the individual pe rc e i ve s 

the reinforc ement as unrelated to his own behavior , the 

reinforcement is l e ss likely to influence the individual ' s 

expectation that the same reinforcemen t will reoccur 

following similar behavior . Dependent on p ast 

experience with reinforcement , individuals will differ 
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in the degree to which they attribute reinforcement to 

their own actions (Rotter 1966). 

Expectancies related to reinforcement will 

generalize from a specific situation to a series of 

situations perceived as related or similar . This 

generalized attitude r egarding the relationship of one ' s 

own behavior to events or occurrences affects a variety 

of choices in many life situations . 

The experience of control -- the sense that one 
actively chooses, successfully wills, or achieves 
mastery over himself a nd the circumstances in 
which he f inds himself--is obviously one of the 
most fundamental features of human experience 
(Coan, Fairchild, and Dobyns 1973 , p . 53) . 

Rotter developed an Internal-External Locus of 

Control Scale to measure individual belief in control 

of reinforcement . Individuals with an internal locus 

of control tend to believe tha t events and rewards are 

dependent upon their own behavior; while individuals with 

an external locus of control believe that events and 

rewards are largel y the result of luck, chance, fa te, or 

dependence on others (Rotter 1966) . "A belief in 

external control ofreinforcements is related to general 

passivity" (Rotter 1966, p. 3) . 

Rotter 's Internal-External Locus of Control Scale 

is an instrument which can be used to determine an 
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individual's beliefs related to dependency and power ­

lessness. Roy (1976) defined powerlessness as the 

"perception on the part of the individual of a lack of 

personal or internal control over events within a given 

situation" (p. 225). Seeman and Evans (1962) linked 

the powerlessness aspect of the concept of alienation to 

internal - external control . Roberts (1 976) described the 

alienated man as one who "does not experience himself as 

the active bearer of his own powers . . but as an 

impoverished ' thing ' dependent on power outside of 

himse l f " (p . 116 ). 

Some researchers (Jo hnson l96B, Roberts 1976) 

have stated that powerlessness as measured by locus of 

control represents a more or less permanent personality 

trait . Othe r studies (Smith 1970; Joe 1971; Gentry and 

Davis 1972; Ki lpatrick , Miller , and Williams 1972) have 

demonstrated changes in measures of locus of control 

related to various treatment programs . 

While several studie s (Goldstein and Reznikoff 

1971; Gentry and Davis 1972; Ki lpatrick , Miller , and 

Williams 1972; Foster , Cohn , and McKegney 1973; Adler 

1 975 , Goldstein 1976; Mock 1 976) have measured locus of 

control in chronic dialysis patients , no studies using 

the Internal-External Scale (I-E Scal e) with renal 
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transplant recipients have been reported . This study 

used the I - E Scale as a tool to determine if a difference 

in feelings of dependence exists related to treatment 

modality of E . S . R. D. 

Background and Significance 

Uremia is newly diagnosed in sixty to ninety 

persons per million Americans each year . Until the 19 50s , 

development of renal failure resulted in a slow , agonizing 

death . In 1954 John Merrill in Boston performed the 

fir st renal transplant. With the development of immuno-

suppressive medications , human transplantation has 

advanced to the point that it no longer is considered 

experimental or even extraordinary (Friedman 1978). In 

1977, over 2,500 r e nal transplants were performed in the 

United States (Gailiunas 1979) . 

Long-term maintenance hemodia l ysis became 

possible with the developme nt, in 1960, of the external 

ar t er i ovenous Teflon silastic shunt by Belding Scribner 

at the University of Washington in Seattle . The problems 

and complications associated with external shunts we re 

largely alleviated with the introduction of the 

internal arteriovenous fistula by Brescia and his 

associates in 1966 (Friedman 1978) . 
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With the development of the se methods for 

prolongation of life f or the individual with uremia, renal 

failure became a chronic disease, with inherent p s ycho -

social problems . Drawing from a paper by Jansen (1976), 

Friedman (1978) stated : 

All chro nic illness fosters dependence and 
interferes with the e ssence of huma n life­
purposefulness . Chronic illness causes the 
pati en t to deflect from his set and s pontaneous 
purposes and imposes upon him the fo r eign 
purposes of fighting debility and rearranging 
his life . The best treatment of any chronic 
illness is the one which minimizes dependence 
and fosters a restoration of normal, p urposeful 
behavior (p . xii ) . 

Increasing numbers of individuals must undergo 

treatment for chonic renal failure . If a particular 

trea tme nt maximizes independence , this information should 

b e shared with individuals having to choose b e t ween 

therapies . This study was undertaken to determine i f a 

difference in fee lings of dependence exists related to 

tre atment modality for E .S . R. D. 

The two ma jor modalities for trea t men t of end 

stage renal disease are in- center limited care hemo -

dialysis and renal trans p lantation . Bo th therapies can 

prevent death , but neither is actually a "cure " . In 

either therapy , the pa tient is dependent on professional 

care to stay alive, and as this dependency becomes greater , 
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. the more tempting it becomes for staff 
members to broaden the scope of their minis ­
trations to include practically all aspects of 
t he patient ' s life . While some patients are 
able to endure and sometimes even to thrive 
under this kind of forced dependence , eventually 
the average patient ' s defenses crumble under 
what seems to him to be an assault on his 
integrity (Sullivan 1973 , p . 216) . 

The whole treatment process of hemodialysis places 

the individual in a position of g r e atly increased 

dependency . Wright , Sand , and Livingston (1966) spoke 

of an "umbilical symbolism" associate d with the dialysis 

blood lines attaching the patie nt (fetus) to the machine 

(placenta) . DeNour and Czaczkes (1976) identified this 

dependence on machines which are controlled b y others 

as one of the major sources of stre ss f or the hemo-

dialys i s patient . 

Abram (1970) noted that while other conditions 

result in dependence on machines (me chanical respirators, 

electrocardiograms), this dependency is limited in 

d u ration . For the renal failure patient on dialysis , 

this dependence is chronic and lifelong in nature . 

This chronicity may contribute to the 

" infantilizing " behavior sometimes demonstrated by 

c aregivers. This is best described by an "uncooperative " 

hemodialysi s patient as reported by Abram (1974a): 
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Regarding the independency-dependency conflict, 
I fully accept the theory that the conflict 
revolves around the machine; however, con­
sciously I have only been able to view the 
situation as an insufferable dependency on 
unit personnel. For example , nurses h ave 
coercively attempted to discourage my position­
ing the dialysis machine so that I could 
monitor the alarm system and operate my alarm 
reset controls; I interpreted this absurd 
behavior as an effort to force me into grea t er 
dependency on the nurses . (pp. 58-59) . 

Many patients look to transplanta tion as a panacea 

certain to give improved health and greater independenc e . 

If the transplant is successful and is not rejected , the 

patient regains a degree of independence in that he is 

no longer tied to dialysis. But transplantation has its 

own "side effects ": 

Patients must stay on immunosuppressive drugs 
for life with reactions that include facial 
swelling, acne, loss of hair, and frigh t ening 
out-of-body experiences. The drugs also 
make patients particularly susceptible to 
infection (Levine 1978, p . 8) . 

The dream of return to independence may also b e shattered 

as "frequent trips to the Center for laboratory 

surveillance . become a way of life" (Beard 1971 , 

p. 25) • 

Individuals choosing either of the most common 

treatment modalities for E.S.R.D. may develop feelings of 

dependency. Exploration of the possibility that one 
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therapy is more conducive to the development of dependency 

feelings than the other therapy was the purpose of this 

study. 

Hypothesis 

The null hypothesis for this study was that there 

is no significant difference in the leve l of depe ndency 

expres s ed by renal transplant recipients and the l eve l 

of dependency expressed by chronic hemodialysis 

patients. 

Definition of Terms 

For the purposes of this study, the fol lowing 

definitions were utilized : 

1. End stage renal disease (E . S . R. D.)--irre ­

versibl e uremia requiring a therapeutic r eg ime n to 

prevent death 

2 . Chronic hemodialysis--use of in- center limi t ed 

care hemodialysis for treatment of the individual with 

E . S . R.D. 

3 . Renal transplantation--use of k idney trans­

plantation for treatment o f the individual with E . S . R. D. 

4 . Dependency--feelings of decreased personal 

control over events affecting oneself; powerles sness ; 

the individual ' s score on Rotter ' s Internal- External 
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Locus of Control Scale (1966) indicating greater feelings 

of external control 

Limitations 

The following variables were limitations that 

could have affected the conclusions of the study : 

1. The stimuli in the environment 

2 . The past experiences o f the individual 

3 . The inherent personality of the individual 

4. The limited population of E . S . R. D. patients 

who we re e lig ibl e to participate in the study 

Delimitations 

The delimitations of this study were : 

1 . Participants in the study were at l east 

eighteen years of age 

2 . No participant had been hosp italized d ur i ng 

the prece ding thirty days 

3. All participants had initiated t h erapy 

(started hemodialysis or had been transplanted) between 

January, 1977 and March , 1978 

4 . All participants were able to speak and 

understand English 

5 . All participants initiated their present 

treatment modality in one major city in the Southwe st 
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6 . All transplant participants we r e still 

followed by the local transplant service 

Assumptions 

The assumptions relevant to this study were : 

1. Individuals experiencing chronic illne ss have 

potential for developing feelings of dependency 

2 . Lack of control , f eeling s o f d ependenc y , a nd 

resultant alientation interfe r e with the individual ' s 

achievement of a satisfactory quality o f li fe 

Summary 

Chapter I has presente d an introductory d e scrip­

tion of a study designed to de t e rmine the effect o f 

tre atment modality f or E . S . R.D . on the patie nt ' s 

expression of dependence . The problem and purpose s of the 

study were stated, and the the ore tica l f ramework, 

Rotte r ' s social lea rning theory, wa s discusse d. A brief 

review of the literature related to the stud y was 

presented . Relevant terms , limitations , delimitations, 

and assumptions were defined . 



CHAPTER II 

REVIEW OF LITERATURE 

Uremia is newly diagnosed in sixty to ninety 

persons per million Americans each year (Friedman 1978). 

These persons are faced with a c hoice of life-prolonging 

treatment modalities: chronic dialysis or renal trans­

plantation. Both therapies can extend the q uantity of 

life, but both may affect the individual 's quality of 

life. 

The essence of q uality of life is purpose f ulness 

(Jonsen 1976). Feelings of dependence interfere with 

achievement of purposefulness (Strauss 197 5 , Roberts 

197 6 ). In this chapter the literature is reviewed as it 

relates to dependence and E.S.R.D. The following 

framework was utili zed : basic renal function , renal 

fai lure , end stage renal disease , treatment modalities , 

dialysis, renal transplantation, depe ndence in chronic 

illness, dependence and hemodialysis , dependence and 

renal transplantation, studies with locus of control , 

and nursing measures to decrea s e feelings of dependence . 

13 
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Basic Renal Function 

While the most obvious function of the kidneys 

is to make urine , a more specific definition would 

divide the function as follows : to regulate volume and 

composition of body fluids by adjustments in excretion 

and to regulate certain biological systems by nonexcretory 

functions (Papper 1971) . These functions are f ul fi lled 

in a very complex manner in the normal kidney , which 

consists of about a million n ephrons (Robinson 197 2). 

The basic function of the nephron is to clean the 

plasma of unwanted substances . These include the end 

products of metabolism , such as urea , creatinine , uric 

acid , sulfates, and phenols. The p lasma content of 

nonmetabolic substances such as sodium, potassium, or 

chloride ions is also regulated by excre tion or 

reabsorption by the nephron. 

Excretion and reabsorption are accomplished after 

filtration of the plasma through the glomerular membrane 

into the tubules . As this filtrate flows through the 

tubules , a selective reabsorption process occurs so that 

needed substances are brought back into the peritubular 

capillaries and those not needed remain inside the tubule, 

eventually passing via the collection s ystem into the 

urine. One-hundred sixty to 180 liter s of p lasma are 
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f iltered daily by the glomeruli, and this vol ume is 

reduced to about one liter of urine (Guyton 1 971) . 

While the loss of urination can in of itself have 

p s ychological signi ficance (DeNour 1969), thi s function 

can be physiologically replaced . The nonexcretory 

functions of the kidney h ave been mor e difficult to 

replicate . The juxtaglomerular apparatus is t he site of 

o rigin of the renin angiotensin mechanism that has a 

significant role in b l ood pressure regulation . These 

same c e lls may b e the source of erythropoietin , a 

s ubstance pro d uced by the kidney which influences red 

blood c e ll forma tion in the bone marrow . Erythropoietin 

def icienc y may b e the major reason fo r the anemia seen 

in renal fai lure (Papper 1971). Additionally , Vitamin D 

is converted to its most active form by the kidney--

when the kidney is disea s ed , disturbances in the 

metabolism of Vitamin D result , contributing to the 

c a lcium/phosphorus imbalances which l ead to the bone 

disease seen in chronic renal fai l ure (Epstein and 

Merr ill 1977). 

Normal kidney function invol ves a complex series 

of events which can only partially be artifically replaced. 

The physiological functions not replaced result in 

symptomatology seen in individuals with renal fail ure . 
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Renal Failure 

Thirteen million Americans have renal a nd 

urological disease (Robinson 1 979 ). The causes are 

varied and include congenita l defects and diseases , 

infection, obstruction , immunological assault, trauma , 

and failure of other body s ys t ems , such as t h e cardio-

vascular. These causes may be reversible , as in acute 

r e nal fai lure s econdary to contracted intravascular 

volume ; or may b e irreversible, as in chronic renal 

fai lure secondary to diabetic n ephropath y (Friedman 

1 978 ). Friedman (19 78 ) noted that distinguish ing 

between acute and chronic r e nal failure is complicated 

by the fact that chronic r enal fa ilure may begin 

acute l y , a nd acute renal fai lure may take months to 

resolve. This distinction betwee n ac ute and chronic is 

not as critical as was once considered since a diagnosis 

of chronic renal fa ilure is no longer equival ent to 

c ertain death from u remia . 

Acut e renal fa ilure can be defined a s the abrupt 

onset of oliguria (le ss than 400 ml . of urine in twenty­

four hours ) and progressive azotemia (Friedman 1978) . 

The two most common causes are acute tubular necrosis 

fo llowing shock and damage by nephrotoxins . Mo st cases 

of acute renal fail ure follow trauma , surgery , or 
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complicated pregnancy (Kerr 1972). In the past, many 

persons died from acute renal f ailure within days 

because of hyperkalemia. With increased knowledge and 

t echnical capabilities, close observation and hemodialysis 

have greatly decreased this mortality rate . 

Chronic renal failure often progresses so 

insidiously that over one-half of the patients who 

present with severely compromised renal f unction deny 

previous awareness of a "kidney problem" (Fr i edman 1978) . 

These patients may come to the physician complaining o f 

symptoms related to the effect of renal dysfunction on the 

other body systems, such as "tired " from the anemia , 

"headaches " from the hypertension, or "pain " from the 

bone disease . Progressive uremia may also result ln 

gastrointestinal, cardiovascular, and central nervous 

system disorders (Papper 1971) . 

With currently available treatment modaliti e s , 

these individuals are now faced with a choice: d ialysis, 

transplantation, or death. What effect these modalities 

have on patient 's feelings of dependence was the 

subj e ct of this study. 
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End Stage Renal Disease 

Whatever the original cause or time course , 

progressive destruction of functioning nephrons leads to 

the same ultimate end-point, which is now termed e nd 

stage renal disease (E.S.R.D.). This diagnosis 

encompasses those patients who bef ore 1950 would surely 

have died from uremia. 

Since Scribner developed a permanent Teflon ex tra­

renal arteriovenous shunt in 1960, the prognosis of 

E . S . R.D. has been altered from an always fatal disease 

to one in which over 90 percent survive for at least a 

year with therapy (Friedman 1978). The choice for the 

person with chronic renal failure has b en broadened 

to include dialysis or transplantation in addition 

to the remaining choice: death . Conservative management , 

involving close monitoring , medications to control 

symptomatology, and dietary and fluid restrictions, is 

used to prolong the need to choose the tr eatment 

modali t y , and as the treatment if the choices of dialysis 

or transplant are not taken. 

The word dialysis is of Green origin and means 

a "loosening from something else" (Gutch and Stoner 

1971, p. 33). Used as a treatment for renal disease , 

dialysis removes the toxins or excesses which the failed 
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kidneys cannot excrete. Two types of dialysis are 

currently in use--peritoneal dialysis and hemodialysis. 

The mechanism of peritoneal dia l ysis is described 

by Epstein and Merrill (1977): 

Physiologic fluid (dialysate ) is introduced into 
the peritoneal cavity via an indwelling plastic 
catheter placed by paracentesis . The dialysate 
is le f t in place for 20 minutes to one hour , 
during which time solute diffuse s from the blood 
across the peritoneal me mbrane into the dialysate . 
The dialysate is the n removed . This process is 
repeated for the desired number of time s . 
(p . 1436) . 

The complications seen with c hronic peritoneal 

dialysis are infection, pain , protein loss into the 

peritoneal cavity, a nd occasional bleeding (Epstein and 

Merrill 1977). Answers to each problem have made this a 

viable alternative therapy for some patients . Although 

this therapy is not yet commonly used for long- term 

maintenance, recent improvements in catheter s , delivery 

system , and dialysate have increased its acceptability 

for chronic use (Scribner and Blagg 1972 , Epstein and 

Merrill 1977, Oreopoulos 1978). 

The basic principl e of hemodialysis 

. is to pass blood through very minute 
channels between thin cellophane membranes . On 
the other sides of the membranes is a dialyzing 
fluid into which unwanted substance s in the blood 
pass by diffusion (Guyton 1971 , pp . 319 -320). 
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Repeated hemodialysis req uire s r ead y acc e ss to 

the circulation. In the early day s o f t his the r a py , 

g lass cannulas were inserted into ve ss e ls for e ach 

treatment, and the distal artery was lost with the 

cannulas' removal at the completi9n o f the dialy sis. 

This greatly limited the number o f time s d ialy sis 

could be performed, as arterial site s had a f in ite 

e xhaustion point . With the developme nt o f the Tef lon 

shunt by Scribner and associate s in 19 6 0, r epe t i tive 

hemodialysis as a treatment modality f o r c h ro n ic r e na l 

failure became a reality (Fri e dma n 1978) . 

The major problems with the e xtern a l s hunt we r e 

infection, clotting , erosion o f the s k in, a nd accide nta l 

dislodgement (Gutch and Stone r 1971) . In 1966 Bre sc ia 

and associates developed a surg ica l method to crea t e a 

subcutaneous arteriovenous f istula . This i ntern a l 

device alleviates the problems o f the ext ern a l s hun t, 

but requires the unpleasant need f or r epeated ve n i ­

puncture (Scribner and Blagg 197 2 ) . 

Over thirty thousand Americans now unde r go 

maintenance hemodialysis (Friedman 1978). Advance s in 

hemodialysis therapy include impro ved techniq ues and 

equipment, better efficiency of filtration methods, and 

greater patient convenience (Tilney et al. 1975). 
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Death in hemodialysis patients is usuall y the 

result of infection or vascular disease (Eps t ei n and 

Merrill 1977). The complications of chronic hemo-

dialysis include accelerated atherosclerosis, hypertens ion , 

a nemia, osteoporosis, increased susceptibility to 

infection, gastrointe stinal problems, and ne urologica l 

disturbances (Tilney et a l. 1975). 

In the early 1950's, John Merrill 's grou p in 

Bo ston performed the first successful kidney transplant 

using an identical twin as the donor . With the deve lop­

me nt of immunosuppressive drug s and methods of kidney 

preservation, renal transplantation has moved from the 

stage of tenta tive experiment to that of routine 

the rape utics (Hamburger et al . 1972) . Severa l hundred 

kidneys are transp l a nted eac h year in this country (Sac hs 

1977). 

Immunosuppre ss ion is the major cause of morbidity 

and mortality in the tran s plant population. The compli ­

cations of long-term immunosuppression include obesity , 

malignancy, atherosclerosis, diabetes , cataracts , aseptic 

necrosis of major joints, bizarre infections , and 

psychological disturbances (Tilney et al . 1975) . "The 

greatest risk to life that the transplant recipient face s 

is late slow deterioration of th e homograft and 
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cardiovascular and other complications of the recurrent 

uremia" (Starzl et al. 1974, p . 613) . 

In the search for the "best" treatment modality 

for E.S . R.D., more than survival and complications must 

be considered. The renal patient 

. whose life is extended (by dialysis or 
transplant) has an important investment is 
whether his prolonged life can be lived in a 
meaningful and significant way , and while he 
holds onto life with intensity , h e considers 
the quality of that life to be equally as 
dear as life itself (Beard 1971, p . 24) . 

These same patients have related quality to purposef ulne ss 

and independence (Jackle 1974, Willis 1978), agreeing 

with the most basic meaning of quality of life as the 

ability to formulate and implement purposes (Jonsen 

1976). Whether a particular tre atment modality for 

E . S .R.D. makes a significant difference in allowing an 

individual to enjoy this freedom from dependence is the 

question which remains . 

Dependence in Chronic Illness 

Intrinsic to a state of illness or injury 1s 

usually some degree of dependency or control by oth ers . 

Al though nursing academicians (Orem 1971, Kinlein 1977) 

advocated encouraging patient independence and self-care, 

and health workers ascribed high value to the ability 
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to make decisions for oneself (Berg, Hallauer, and Berk 

1976), the actual practice of many caregivers becomes 

so entangled with the pursuit of technical excellence 

that the ultimate goal o f restoring the individual to 

purposefulness is forgotten. A physician dying o f 

leukemia expressed this in his initial reaction to 

hearing two nurses check the identification before h a n g ing 

platelet packs 

. one of the voices read "Expiration Date , 
March 17, 1971." How dare they , I thought! I 
had given them the right to decide whe n I could 
move my arm, when I should open or close my 
mouth. Now they even had assumed the right 
to set my expiration date , and with damn little 
notice in advance! (Levine 1972, p. 2) 

Engel (1968) described a "giving- u p , g ive n-up 

complex " which may be seen to precede the onset o f 

illness. A key element in this complex is a f eeling of 

power l e ssness on the part of the victim . Chronic 

illness results in a fear of incapacitation which s eems 

worse than death for many . This fear o f incapacitation is 

built on anxiety generated as one becomes d ependent on 

others (Parets 1967). 

Often a depende ncy role is established for the 

patient, with restrictions p laced on both phys ical 

and mental activity, especially decision making (Luce 

and Dawson 1975). When the chronically-ill person is 
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hospitalized, he cedes responsibility f or the management 

of his illness to hospital personnel . This may be 

devastating to his sense o f personal worth if he feels 

no longer compete nt to handle his own affairs (Strau ss 

1975). With further loss of control and increased 

fee ling s of powerlessness, he may become alienated 

(Roberts 1976), b elieving that his own behavior cannot 

determine what happe ns to him (Seeman 1959). Levy and 

Clark (1976) stated that chronic illness fosters 

dependency as the patient increasingly relies upon a 

single p hysician, a small group of professional personn l , 

and the personal support group who h e lp him at home . 

"Dependency may be increased by the nature of t h e 

treatme nt of the illness" (Levy and Clark 1976 , p . 83 ). 

Dependence and Hemodialysis 

Shortly after chronic hemodialysis became feasible 

as treatment for E . S . R.D., Gombos et al . (1964) recognized 

the possibility that "an individual might not be able to 

tole rate the d egree of dependency necessitated by the 

program" (p . 462). Early in the history of chronic 

dialysis authors began to report patients ' expressions of 

the uncomfortable symbolism and fantasies related to the 

maintenance of their lives b y a machine . Wright , Sand , 
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and Livingston (1966) referred t o th e "umbilical symbolism" 

of the machine--"The patient being repeatedly a ttached 

through his bloodstream and tubing to something outside 

him that maintains life" (p. 613). Viederman (1974) 

echoed this by correlating the dialysis treatment " to 

the earliest development stages , having to do with the 

mother-child interaction and with total he l p l e ss 

dependency" (p. 77). 

Abram (1968) described a patient who saw the 

machine as a "monster " which had a "powerful , almost 

frightening hold on my life" (p . 1354). Kemph (19 66) 

detailed the feelings o f a hemodialysis patient who 

likened himself to a "s ick puppet " (p. 1272) being jerked 

a bout by strings (the dialysis tubing) . Some patients 

have spoken of themselve s a s mechanical men (Shea et al . 

1965) or as Frankenstein monsters (Abram 19 69) , referring 

to the fact that a vital par t of their existence is 

nonhuman (Abram 1970) . 

These fantasies are one way of handling the stress 

caused by hemodialysis. DeNour and Czaczkes (1976) 

identified three major sources of th i s stress : 

1) the many restrictions forming part of the 
treatment, including the diet and fluid 
restriction; 

2) the dependence and loss of ma stery caused by 
the fact that life is machine dependent and 
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the machines (i.e. life) are controlled by 
others; 

3) increased aggression caused by the restrictions, 
the frustrations, and the loss of mastery 
(p. 324) . 

Abram, Moore, and Westervelt (1971) appealed to personnel 

to understand the psychological stress hemodialysis 

produces . "The assault on the patient 's independence , 

self-esteem, body image and physical sense of well -being 

is significant to the point of intole rance " (p . 1202). 

They quoted a suicide rate in the hemodialysis population 

that is 100 to 400 percent greater than that of the 

general population. Chronic he modialysis imposes "a 

prolonged stress, so severe that it forces the individual 

into passivity, dependence and denial of his reality, and 

in most cases ultimately into d epression" (Sha na n, 

DeNour, and Garty 1976, p. 25). 

Abram, a prolific writer in this field , in a 1972 

paper related this depression to the multip le losses 

faced by the dialysis patient: loss of freedom and 

independence, financial security , and sexual potency . 

Levy (1977) also spoke to the losses associated with 

E.S.R.D ., losses over which they have no control and 

which result in "an overwhelming feeling of powerlessness " 

(p. 36) . 
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Pritchard (1977) developed a factor he l a b e l ed 

"helpless dependence" from chronic dialy si s patients' 

responses to a questionnaire designed to measure aspects 

of illness behavior. He mainta i ned that this primary 

factor had an "obvious relevance to the dialysis situation 

with its dependence for the patient on machine , hospital 

staff, family, e tc." (p . 46). Moore (1 976) a sked readers 

to conside r this dependence based on the fact t hat no 

matter what else might be occurring in the patient ' s 

life, three time s a wee k h e must either go to a dialysis 

center or b e hooked to a mach ine at home to b e dialyzed 

to simply live. 

Norton (1969) q ue st ioned his patients regarding 

the ir fear s, a sking them to ran k t e n possible concerns 

from those that might worry them the most to those that 

would worry them the lea st. Number o ne was " I will 

b e come a burde n to others " a nd numbe r two was " I will not 

b e a ble to take care of my responsibilities " (p . 725) . 

Autonomy was the most frequently mentioned 

posi tive factor, a f ter h ealth, in a survey asking dialysis 

patients to describe the best and wors t possible lives 

(Jackle 1974). Hemodialysis patients defined "q uality 

of life" by relating it to purposefulness and independence 

(Willis 1978). 
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The dependency imposed by hemodialysis runs 

counter to the culturally desired value of independence 

(Cummings 1970). Hemodialysis units are frequently 

staffed by a highly motivated , self-demanding profes­

sional group of people who may place their own high 

expectations on others, including their patients (Levy 

197 3 ). Sullivan (1973) warned personnel about placing 

their own expectations of what a patient " should be" or 

"act like" on the hemodialys is patient . Such assignment 

of value may frustrate the patient in his effort to 

reach a compromise between t he demands of his illne ss and 

the other aspects of his life. An example of the failure 

to recognize the predicament of the patient is the lack 

of references in the literature to ho me dialysis as 

"work". Sullivan (1973) reported a home patient who 

once said, "If keeping yourself alive ain 't work , what 

is? " (p . 215) 

Alexander (1976) related double bind theory to 

hemodialysis. Independent behavior on the par t of the 

dialysis patient is both demanded and denied: 

you do, it's wrong" (p. 1 356 ). 

"Whatever 

This problem is frequently described in the 

literature as the "dependency-independency conflict". 

This conflict results from the need of the patient to 
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. come to terms with the reality o f his 
abject dependency upon this procedure while 
maintaining sufficient independence in life 
outside the treatment to engage in the highest 
degree of work, family, and other activities 
within the limitations of his illness and its 
treatment (Levy 1976, p. 56) . 

Reichman and Levy (1972), in outlining stages of adapta -

tion to dialysis, said that becoming productive again 

is a major conflict f or most patients . The patients 

feel helpless and trapped between their desires to be 

passive and dependent and the staff ' s expectations that 

they be active and independent. 

Abram (1968, l974b), too, spoke about this 

conflict~ accepting dependency upon the personnel , regimen , 

and dialyzer , but reassuming independent be havior , that 

is working , when not on dialysis. In a 1970 paper 

reviewing the psychological stres s es of chronic hemo -

dialysis, Abram proposed that, for patients , being 

"hooked " to the dialysis mac h ine also meant being 

"addicted" to it, because o f the pati e nt ' s physio l ogical 

dependence on the dialysis unit nurses and physicians. 

In this 1970 paper Abram a lso proport ed that the patient 

r ece ives conflicting messages to "cooperate " (accept 

dependency) and to lead a "normal" life . 
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Anger (1975) listed the vari e t y of ways a patient 

may respond to the dependency-indepe ndency dilemma : 

He may attempt to meet both requirements , that 
is, to follow his treatment program a n d continue 
to lead an active, productive li fe . The other 
alternative is that he may eith er b ecome 
excessively dependent, and unabl e to relinquish 
the sick role if his past depende ncy n eeds have 
been unresolved, or he may totally rebel, refusing 
to follow his treatment program (p. 4 52) . 

The secondary gains available to the dialysis 

patient who assumes the sick role are d etailed by DeNour 

a nd Czaczkes (1972), Reichman and Levy (1972) , a nd Da nsak 

(1972). "When 'sick' the patients can al l ow themse l ves 

some of the regression found in others who are organically 

ill; dependency is more acceptabl e . It (DeNour , 

Shaltiel, and Czaczkes 1968, p . 531 ). 

Example of "hyperindependent " behavior may b e 

described as instances of "acting out", such a s ab us e 

of the diet or refusing to r ecord one 's weigh t as de s cr ibed 

by DeNour and Czaczkes (1972). This behavior can become 

life threatening when it extends to refusal to report fo r 

dialysis. 

Recommendations for dealing with this conflict 

involve allowing the patient to take more responsib i l ity 

for his treatment. With in-center dialysi s, a major 

difficulty arises in that some staf f members feel g reatl y 
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threatened when patients "take charge" (Abram l974a). 

While the preponderance of long-term dialysis does 

occur in in-center, limited care settings, two othe r 

settings, self-care in-center and home dialysis, do 

offer greater independence. Jenkins (1977) ascribe d 

decreased patient mortality and improved rehabilitation 

to the independence f ostered by self-dialysis. Two 

patients described self-dialysis as meeting their n eeds 

to be in control of their lives and to function 

independently (Berman 1973, Oberly 1977). 

Dependence and Renal Transplantatio n 

The type of existence provided by chronic hemo­

dialysis can be so difficult and unacceptabl e tha t many 

patients look to transplantation with hope f or a n i mproved 

quality of life (Tilney et al. 1975). The pa tie nt o n 

dialysis may view transplant as a panacea . If t he 

kidney functions and is not rej e cte d, the patie n t does 

escape from the need for dialysis (Abram and Buchana n 

1978). 

In comparing the choice o f t rans p lant or dialysis , 

Levine (1978) recognized the benefits o f a " good" 

transplant: increased energy and vitality and improved 

general health. The results o f li felong 
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immunosuppressive drugs are also recogni zed : " facia l 

swelling, acne, loss of hair, and frightening out-of-body 

experiences" in addition to the increa s ed risk of 

infection (p. 8). 

In providing psychotherapy for transplant 

recipients, Kemph (1967) found that soon after recovery 

from the operation the patients began to become aware of 

unexpected limitations on their activities . Many of these 

limits were related to the steriods and their side 

effects, including anxiety concerning the need to period ­

ically increase the dose when signs of rejection 

appeared. This served to remind the patients of the 

"precarious balance of factors which determined their 

survival" (Kemph 1967, p. 627). Remarks of strangers and 

friends concerning the physical side effects of obesity 

and acne also keep the transplant recipient from easi ly 

forgetting his dependence on medications for maintenance 

of the graft (Abram 1972). 

Dependency on a machine may be r ep l aced by 

dependence upon a donor. With a living related donor , 

the recipient may have ambivalent feelings of hostility 

and dependency. "How can I be angry with my brother if 

he's been good enough to give me one o f his kidney s ? " 

(Abram and Buchanan 1978, p. 23) 
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If the kidney comes from a cadaver donor, the 

patient may "become concerned with the notion that his 

continued life depended upon the death of someone else " 

(Abram and Buchanan 1978, p. 23). Fox (1970) indicated 

the importance of shielding the identity of the cadaver 

donor from the recipient so that this sense of indebted-

ness does not result in the imposition of heavy social 

and psychic demands. 

Beard (1969), in an article entitled "Fear of 

Death and Fear of Life," discussed the di l emma fac ing the 

E.S.R.D. patient. Patients experience thoughts and 

feelings 

dominated by the fear of death alternating with the 
fear of living a life restricted and incomplete , 
dependent upon the life prolonging abilities of 
the dialysis apparatus or on the uncertain 
function of a transplanted kidney (Beard 19 69 , 
p. 376). 

This "uncertain function" must be closely 

monitored, requiring constant communication with the 

medical team and frequent trips f or laboratory examina -

tions. The impact of this surveillance i s apt to be 

great, as patients struggle to accept the uncertainties , 

the impossibility of planning ahead, and the necessity 

of living from day to day (Beard 1971 ) . Kemph (1966) 

reported that even patients with a " good result" do no t 
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plan their lives "more than one week ahead" as they 

know from experience that "without warning " t h ey could 

be "back in a hospital bed and close to death " (p . 1 272 ). 

Eisendrath (1969), in evaluating the r e lationship 

of grief and fear to death in eleven transplant patients , 

found a significant level of hopel e ssne ss in eight 

patients. He likened this to the "givin g-up given-up " 

complex described by Engel (1968), in that the patients 

had suffered significant losses and their a utonomy and 

ability to get what they needed and wa nted was impaire d . 

Even though the t ransplant recipient may do we ll 

for some time after transplantation, h e could yet 

experience increasing chronic r ejec tion or return of his 

original diseas e . Christopherson a nd Gonda (1 973) 

discussed a patient who described his feelings : 

I feel like I'm always walking around with a sword 
hanging over my head. It's tied up with a strong 
rope, but some day it's going to fa ll and that 
will b e the end of me . At times I don ' t think 
of dying f or days or weeks--not even when I take 
my pills or come in for clinic visits . But then 
it all comes back to me. My creatinine is 
higher than it was a year ago ; my clearance is 
lower. I'd like to tell my wi fe what to do if 
I die, but she just can't take it (p . 1052) . 

The se authors a lso cited one o f the major coping tasks of 

the transplant recip ient as being to reconcile himself to 
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the fact that there is really little he can do to ensure 

continued survival of the graft. 

Beard (1971) followed five patients for a maximum 

of nine months to assess their quality of life bef ore and 

after transplantation. He reported that renal trans­

plantation was no more likely then hemodialysis to 

"guarantee an acceptable existence, at least not 

immediately" (p. 30) . Shanan, DeNour, and Garty (197 6) 

questioned if the decline in ego strength seen with the 

dependency of chronic dialysis can be reversed by treatment 

intervention, especially one as uncertain of success as 

renal transplantation. 

This review of the literature related to depende nce 

and renal failure has revealed many studies that indicate 

both transplantation and hemodialysis can increase 

patient's feelings of dependence on someone or something 

outside himself. Whether this dependence is greater with 

a particular modality is unknown. This study utilized a 

particular instrument, the Internal-External Locus of 

Control Scale, to evaluate the possibility of greater 

feelings of dependence relate d to either dialysis or 

renal transplantation. 
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Studies of Locus of Control 

The view that one lives in an intelligible world 

may be a prerequisite to expectancies for control 

(Seeman 1959). The uncertainties inherent in both 

treatment modalities for E.S.R.D. may be conducive to the 

development of high expectancies for external control. 

Although searching the literature failed to 

reveal studies of locus of control in transplant 

recipients, several researchers have used the I - E Scale 

in studies involving hemodialysis patients. Goldstein 

and Reznikoff (1971) examined the high suicide rate in 

chronic hemodialysis patients. High scores for 

externality of control were found in the h emodial y sis 

group, leading the authors to suggest that in a 

chronically-ill patient, external locus of control may 

result in disaster when his cooperation is needed for 

his survival but he is unable to recog nize the effects 

of his own behavior on his condition. 

Goldstein (1976) found external locus of control 

to be significantly and positively correlated with denial 

in chronic dialysis patients. He attributed this to the 

need to lessen the anxiety felt when the patients realized 

that failure to follow severe restrictions could cause 
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their deaths. They adopted an external orientation to 

deny the importance of their own actions. 

Kilpatrick, Miller, and Williams (197 2 ) evaluated 

Goldstein's hypothesis that dialysis makes individua ls 

more external in their locus of control. This 

hypothesis was not supported; the greater the l e ngth of 

dialysis, the more internal was the locus o f control of 

the patients studied. One possible explanation offered 

was that failure to follow the treatme nt regimen was 

more prevalent in external patients and resulted in a 

decreased length of survival for ext ernal patients , 

leaving long-term dialysis sample s who we r e preponder­

e ntly internal. 

Gentry and Davis (1972) partially supported the 

hypothesis that external patients have a decreased l e n gth 

of survival when compared with internal pa tients in a 

study that assessed the effect of numbe r of months in 

dialysis and number of treatments on patient's p sycho ­

logical adaptation. Reported anxiety and depression 

diminished as the number of dialysis tr ea t men ts increased . 

However, locus of control did not correlate with these 

measures of dialysis e xposure, as all subjects scored on 

the external side of the mean. Gentry and Davi s fe lt 
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that more relationship might be found b e tween s ever i ty 

of illness rather than length of time o n dialys is . 

Brown and others (1974) interv i e wed eleven home 

dialysis patients to assess their adjustmen t t o t h i s 

therapy. While admitting that the ir ultima t e definition 

to a patient's adjustment was based on t he re s earcher ' s 

subjective judgment, they found four area s wh ich 

separated the well-adjusted patient from t he poorly 

adjusted . These were: 

1) the impact of change in phy s i c a l and mental state ; 
2 ) sources of financial support; 
3) the effectiveness of the patien t 's helper ; 
4) the prominence that dialy s i s plays in the 

patient's daily life (p . 1 68). 

Using these criteria for eva luation , Brown and 

others (1974) found that well-ad justed home dialysis 

patients eventually developed a s e nse of independe nce 

from their machines. Less well-adj usted patie nts s eemed 

to become "engulfed in the proc e ss of s taying a live by 

dialysis" (p. 169). 

Foster, Cohn, and Mc Kegney (1 973) reported an 

extensive "psychobiologic'' study on twent y - one male 

chronic hemodialysis patients who c o mpl eted the I-E 

Scale. They were unable to e xplain a signif i cant 

correlation between e x ternal locus o f c on t r ol and 

hypochloremia and recommended a larg e r study a nd 
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sequential administration of the I-E Scale to de t ermine 

if feelings of diminishing control might correlate with 

approaching metabolic encephalopathy. 

Mock (1975, 1976) undertook a study to eva luate 

the claims in the literature that home dialysi s allows 

the E.S.R.D. patient greater independence and control. 

She attempted to validate this claim using the Locus of 

Control Scale with home-trained patients and their wives 

and a control group of in-center patients and their wives . 

Home patients were significantly more internally 

oriented. She suggested that locus o f control could b e 

used as part of the selection process of patients to 

dialyze at home. 

Adler (1975) would disagr ee with this utili zation 

of the I-E Scale as a screening device as she fo und the 

scale non-discriminatory betwee n successful ly adapted 

and unsuccessfully adapted dialysis pa t ients . Both 

groups she evaluated scored at approxima t ely the 

standardized population mean. 

Johnson (1968) stated that powerles sne ss as 

measured by generalized expectanc y for the control of 

events reflected a "life philosophy" and represented a 

"more or less permanent personality trait" (p. 41). 

However, several authors have reported that changes in 
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expectancy of control can be effected . Gottesfeld and 

Dozier (1966) reported changes in beliefs regarding 

control as persons gained experience in leadership 

positions. Gillis and Jessor (1970) found a change toward 

greater internality in psychiatric patients who were 

tested before and after a brief course o f psychotherapy . 

Joe (1971), in his review of over one hundred studie s o f 

the locus of control construct, agreed that certain of 

these studies "suggest that an external expe ctancy o f 

control can be changed to an internal frame of r eference " 

(p . 634). 

Smith (1970) questioned the effect of acute 

situation factors on changing locus o f control . Thirty 

patients presenting for crisis intervention were given 

the scale initially and again after six weeks o f treat ment . 

The results were compared to a non-crisis control g roup . 

A signi ficant change toward internality was s een in the 

crisis grou p . Smith suggested that this might b e 

attributed to an increased feeling of powerfulness as 

more effective coping mechanisms were deve loped . 

Demographic variables which may influence locus 

of control were outlined by Joe (1971) in his review of 

this construct. He listed race, sex, and socioeconomi c 

status as sometimes influencing the score on the I - E 
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Scale, since he found that minority g roups, women , and 

lowe r socioeconomic classes genera lly h ave h igher 

e xternal scores. Joe attributed this finding to the 

possible perception of limited opportun i t ie s by these 

groups and in the case of the women, to t he cultural role 

of submissiveness formerly assi gned to females . Age and 

marital status as additional demograph ic variables were 

considered by Boor (1974). He suppo r t ed the hypothesi s 

that internal orientation could b e related to leve l of 

maturity and hence to age, and that marri e d subj ec ts 

would score more inte rnally . 

This review of studies wi th locu s o f control 

revealed that the I-E Scale h a s been used to eva luate 

h emodialysis patients, but not t ran splant r ecipients . 

Results of the studies with he modialysis subj e cts 

demonstrated an association o f ext ernal locus of control 

with feelings of dependence, deni a l, and with a decreased 

length of survival. Opinion d i ffe rs as to whether l o cus 

of control within a g i ven indiv i dua l can be altered , but 

several studies have demonstr a t ed change s in locus of 

control related to various treatmen t measure s . 
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Nursing Measures to Decre ase 
Feelings of Dependence 

As in most chronic dise ase s e ttings , n ursing 

personnel interact must closely with the E . S . R . D. patient 

(Cummings 1970). The literature d e t ai ls nursing 

behaviors and attitudes helpful i n decrea s ing feelings 

o f dependence in patients with E .S. R.D. 

Jackle (1974) warne d nurse s t o avoid becoming 

"too problem oriented, f ocusing on the patient ' s 

difficulties rather than identi fyi n g and building on his 

strengths" (p. 366). She e nco uraged n u rses to hel p plan 

p rograms for the care of E . S .R.D. patients which "k eep 

r e strictions down to a s a f e minimum , . include the 

patient in t he planning o f his s c hedul e , and . . have 

flexible hours and s e r v ic e patte rns" (p . 367) . Jackle 

further expre ssed belief that the n urse should be aware , 

and cause the famil y to be aware , of t he patient ' s need 

to e xercise control o ver his life . "One of the most 

helpful things she (the nur s e ) c a n do is to point out 

alternatives so as to give the pat ient a range of options " 

(p. 367). 

Cummings (1970) woul d a gree t hat the nurse ' s role 

as information giver is an importan t one . He emphasized 

the need for repetition of info r ma tion , particul a rl y 
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optimistic data, as many E.S.R.D. patients seem to b e 

"selectively more sensitive to somber news than to the 

positive side of the ledger" (p. 76). 

DeNour and Czaczkes (1972) described patie nts 

who act out their intolerance of the dependency o f E .S. R.D. 

with increased hostility and aggression. F inding way s 

to decrease the actual dependency alleviate s the n eed 

for the "acting out'!. 

One way of decreasing this depende ncy wa s suggested 

by Sullivan (1973). Health care workers sho uld avo i d 

giving excessive direction and should fac ili t a t e 

patients maintaining as much control as possible over 

their own affairs. This author, too, stre s sed t h e need 

for the patient to know the "practica l opt i o ns '' (p . 217 ) 

available to him. 

Hellickson, Macmillen, and Swanson (197 6 ) 

emphasized the need for inte rvention early in rena l 

failure to prevent exce ssive d e pe nde ncy . Th e patient 

should be expected to actively participate in h i s care ; 

the family encouraged to allow the patie nt t o r eacquire 

inde pendence; and the community urged to recultivate their 

trust in the patient's capabilities. 

Blagg and others (1977) agre ed tha t e arly emphasis 

of the expectation of patient participation in his 
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treatment is essential. Greater acceptance of and 

compliance with the treatment reg ime wa s fo und in the 

patients who were actively involved in the actual 

performance o f their own dialysis. 

The patient who actively participates in the 

planning of his care assumes some responsibility for the 

outcome of that care (Tryon and Leonard 1965) . Tyron 

and Leonard (1965) stated that this active patient role 

requires more of those persons working with the patient , 

rather than less. The patient must b e e ncouraged to ask 

questions, to express his feelings , and to participate 

in the planning of his care. These same ac tions are 

e asily discouraged, with the result being the patient 

assumes that a passive dependent role is the proper one ; 

he then becomes unable to take responsibility when 

necessary. A suggested way to avoid this assumption was 

a nursing practice based on "doing with" the patient 

rather than "to" or " f or" him (p . 12 5 ). 

Roy (1976) listed nur sing i nterventions useful 

in dealing with powerlessness. These include helping the 

patient identify and u se control measures and assisting 

the patient in setting realistic goals for himself . 

Roy also advocated modifying the hospital environment to 

decrea s e factors which contribute to feelings of 



45 

powerlessness. The nurse does this by personalizing 

her nursing care and involving the patient in planning 

and delivering nursing care. 

The formation of patient groups as a way of 

encouraging patients to assume more independence was 

suggested by Buchanan (1975). Such groups allow the 

sharing of experiences, and may motivate some participants 

to be more assertive when they see "others with similar 

problems make attempts at solutions without harm 

befalling them" (p. 526). The author reported that 

group members often entered the groupexpecting to be 

spectators. Buchanan (1975) attributed this to the all 

too common experience with illness which is 

. to have external forces, i.e., doctors, 
nurses, medicines and machines impinge their 
demands upon the patient. Although unrealistic 
this becomes the expected means to have their 
problems solved (p. 527). 

Participation in the group encouraged alteration of 

attitude, development of a more active role in their 

treatment, and acceptance of responsibility for their 

treatment. 

In a discussion of selection and motivation of 

patients for self-dialysis, the need to give the E.S.R.D. 

patient a true choice in treatment modality was stressed 

(Blagg et al. 1977). Caregivers should avoid representing 
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any one particular treatment, such as home dialysis, 

self-care dialysis, in-center dialysis, or transplantation, 

as the "best" or "only acceptable" treatment for renal 

failure. 

To summarize, nursing actions to decrease feelings 

of dependence hinge primarily on involving the patient 

actively in his care, giving choice in as many areas as 

possible, including choice of treatment modality. 

Information gained through this study will add to the 

knowledge base of the nurse who assists the E .S.R. D. 

patient in making informed choices. 

Summary 

The l iterature related to hemodialysis and renal 

transplantation as modalities of treatme nt for E . S .R.D. 

has been reviewed with regard to effects on patient ' s 

feelings of dependence. The concept of locus of control 

as a measure of dependence has been presented , a nd 

studies using the Locus of Control Scale to evaluate 

hemodialysis patients were reviewed, as well as studies 

documenting change in locus of control secondary to 

therapeutic intervention. Demographic data which may 

influence locus of control were outlined. Nursing 

measures to decrease feelings of dependence were 

described. 



CHAPTER III 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

The design of this study was e xplanatory 

research (Abdellah and Levine 1965) to evaluate the 

effect of different modalities of treatment for E.S .R.D. 

on patient's feelings of dependence. Demographic data 

were recorded and Rotter's Internal versus External 

Control Scale (1966) was administered. The e ntire 

population of transplant patients meetin g the study 

definition were asked to participate; whil e a purposive 

sample (Treece and Treece 1977) was select ed from the 

dialysis population. 

Setting 

Located in a large southwestern metopolitan area 

with a population greater than one million, the agencie s 

that were utilized for the collection of the data comprise 

a tertiary care center for E.S.R.D.: that i s patients with 

chronic r e nal failure are t rea t ed with con servative 

me dical management, maintenance dialysis, a nd r e nal 

transplantation. The facilities that provide this care 
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include both a public clinic and several private clinics, 

all managed by the same nephrologists. 

At the beginning of therapy, all patients receive 

a careful explanation of various options: maintenance 

in-center hemodialysis, self-care dialysis in the center, 

home dialysis, chronic peritoneal dialysis, and renal 

transplantation. All patients who have a living related 

donor and wish to be transplanted are assessed immediately. 

Those who choose to be candidates for cadaver trans­

plantation are evaluated and placed on a waiting list for 

a suitable kidney. 

Medical services for E.S.R.D. patients afford 

considerable continuity in that many of the staff 

physicians who supervise dialysis at th e proprietary 

centers also rotate to the transplant service. A 

registered nurse functions as a transplant coordinator. 

She coordinates transplant evaluations of living related 

donors, maintains a current list of patients awai ting 

cadaver kidneys, and provides outpatient care from the 

transplant clinic. 

Population and Samples 

There were twenty-one transplant patients at the 

transplant center chosen for this study who met the study 



49 

delimitations. All were asked to participate as repre­

sentatives of the universe of renal transplant 

recipients who met the study criteria. One transplant 

recipient declined the request to complete the instruments; 

one did not come to the transplant clinic during the 

data collection period; and one who completed the instru­

ments left three items blank. Thus the sample for the 

transplant group consisted of eighteen subj ects. 

A purposive sample (Treece and Treece 1977) of 

a similar number of hemodialysis patients who met the 

delimitations was planned to represent the universe of 

persons on dialysis who met the study requirements. A 

careful review of records at the dialysis center revealed 

only twenty patients who met the age and leng th of 

treatment delimitations of the study. All of these 

patients were asked to participate; three were unable to 

do so, thus the dialysis group consisted of seventeen 

subjects. 

The demographic data obtained were used to 

describe the subjects. An "ex post facto'' (Abdellah and 

Levine 1965) approach was utilized in an attempt to control 

variables such as age, length of illness, race, and 

marital status. 
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Protection of Human Subjects 

The human rights of the individuals agreeing to 

participate in the study were protected by the 

following measures: 

1. Permission to conduct the study was secured 

from the Human Research Review Committee of Texas Woman's 

University (appendix A) 

2. Permission to conduct the study was secured 

from the agencies in which the study took place 

(appendix B) 

3. Oral and writte n explana tions r e g a rding a ll 

aspects of the study were provided each participant; a ny 

questions were fully answered (appendix C) 

4. Permission was obtained in writing f rom e ach 

individual agreeing to participate in the study (appendix 

C) 

5. The data obtained from each individua l we r e 

handled with every consideration of confidentiality 

6. A subject's decision not to participate in 

the study was respected and such decision did not affect 

his further tre atment 
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7. If an individual initially chose to 

participate in the study and later decided to withdraw, 

this action was respected 

8. Assistance was provided to any participant 

who had difficulty reading or understanding the data 

collecting instruments 

Instruments 

Two instruments were utilized in this study, 

a demographic data questionnaire (appendix D) and the 

Rotter Internal versus External Control Scale (appendix 

E) • The demographic data questionnaire was completed on 

each individual in the study. To assist in selecting 

the dialysis population, information regarding variabl e s 

which have sometimes been found to have an effect on 

locus of control was recorded. These included age (Boor 

1974), sex (Boor 1974, Joe 1971), race (Joe 1971), marital 

status (Boor 1974), and socioeconomic group, as reflected 

by educational background and occupation (Joe 1971). 

Rotter's Internal versus External Control Scale 

(I-E Scale) is composed of twenty-nine forced-choice items, 

twenty-three which compare an internal belief with an 

external belief and six fill items (Items 1, 8, 14, 19, 

24, and 27) intended to make the purpose of the test 



52 

somewhat more ambiguous. The total score represents the 

number of items answered in the external direction. The 

range of scores is from 0, which represents the most 

internal score, to a score of 23, reflecting the most 

external score. 

The mean score of a normal sample of 1,080 tested 

by Rotter was 8.29. Scores higher than this mean r eflect 

a greater degree of external control while scores lower 

than 8.29 reflect greater internal control. 

The items deal exclusively with the subjects' 
belief about the nature of the world. That 
is, they are concerned with the subjects' 
expectations about how reinforcement is 
controlled (Rotter 1966, p. 10). 

Concerning validity and reliability of this 

scale, in a 1966 review, Rotter stated: 

Item analysis and factor analysis show reasonably 
high internal consistency for an additive scale 
(coefficients .65-.79). Test-retest reliability 
is satisfactory (.49-.83), and the scale 
correlates satisfactorily with other methods of 
assessing the same variable such as questionnaire, 
Likert scale, interview assessments (.61), and 
ratings from a story-completion technique. 
Discriminant validity is indicated by the low 
relationships with such variables as intelligence, 
social desirability, and political liberalness 
(p. 25). 

Construct validity is perhaps best assessed by 

comparing scores on the I-E Scale with attempts by the 

individual to control his environment in important life 
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situations. Seeman and Evans (1962) found that the I-E 

Scale appeared to measure a psychological equivalent to 

the sociological concept of alienation in the sense of 

powerlessness. Individuals in a tuberculosis hospital 

who scored as having greater feelings of internal control 

also knew more about their own condition, questioned the 

doctors and nurses more, and expressed less satisfaction 

at the amount of information about their condition they 

were getting from hospital personnel. 

Rotter concluded his 1966 monogram reviewing 

Internal-External Control o f Reinforcement by stating: 

Most significant evidence of the construct 
validity of the I-E Scale comes from predicted 
differences in behavior for individuals above 
and below the median of the scale or from corre­
lations with behavioral criteria . A series of 
studies provides strong support for the hypotheses 
that the individual who has a strong belief that 
he can control his own destiny is likely to (a) 
be more alert to those aspects of the environment 
which provide useful information for his future 
behavior; (b) take steps to improve his environ­
mental condition; (c) p l ace greater value on skill 
or achievement reinforcements and be generally 
more concerned with his ability, particularly his 
failures; and (d) be resistive to subtle attempts 
to influence him (p. 25). 

Method of Data Collection 

The data from the transplant patients were 

collected during outpatient visits as these visits 

occurred during the data collection period . A small 
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(7' x 9') unused examining room was used to provide 

privacyfor those participating in the study during a 

clinic visit. This room contained a chair and a student's 

chair-desk. There was no telephone in the room. 

The dialysis patients were selected from the 

population dialyzed at the larger proprietary center for 

limited care hemodialysis in the same metropolitan area. 

The data from these patients were collected during a 

dialysis treatment. The large dialysis area housed 

fifty individual hemodialysis units. The room was 

subdivided into three sections--one of eighteen chairs 

and two of sixteen chairs each. Each individual chair 

and dialysis unit was contained in approximately 4 2 

square feet. Noises from the machines and alarm devices 

were constantly present. 

An oral introduction and a written presentation 

(appendix C) regarding the study were made to each 

proposed subject. When the individual agreed to 

participate, the demographic data were collected by inter­

view and utilization of medical records when necessary . 

The subject was then asked to read the instructions and 

complete the I-E Scale (appendix E) . The researcher 

left the subject alone while the questionnaire was being 

completed unless assistance was requested. 
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Treatment of Data 

The scores for the two groups on the I-E Scal e 

were compared for significant differences by the use of 

the Mann-Whitney U test (Siegal 1956), with the acceptab l e 

level of significance being 0.05. The Mann-Whitney U 

test was chosen because it is one of the most powerful 

of the nonparametric tests and is usabl e with small , 

uneven sample sizes (Siegal 1956). 

Summary 

Individuals with chr onic renal disease associate 

quality of life with purposefulness, autonomy, and 

maintenance of independence (Jackl e 1974 , Willi s 1978). 

This study was designed to add t o inf ormation and under­

standing concerning the effects o f two different 

treatment modalities for E.S.R.D. on pati ents' feelings 

of dependence as measured by Rotter's I - E Scale (1966) . 

The me thodology of data col l ection and the planned 

treatment of data were described. 



CHAPTER IV 

ANALYSIS OF DATA 

The analysis of the data collected includes a 

description of the sample emphasizing variables described 

in the literature as affecting locus of control. The 

findings of the study are presented, using the Mann­

Whitney ~ as the test of statistical significance. 

All findings are then summarized . 

Description of Sample 

Eighteen renal transplant recipients and seventeen 

chronic hemodialysis patients were abl e to participate 

in the study. When these two convenience samples were 

analyzed regarding factors described in the lite rature 

as affecting locus of control, only two factors, race 

and educational level, were significantly different 

between the groups. 

One of the characteristics of the group that 

was examined was age. These data are presented in 

table 1. Although there are more subjects in the older 

group in the hemodialysis subjects, the range and mean 

age are similar. 
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TABLE 1 

COMPARISON OF THE AGE DI STRI BUTION 
OF THE SAMPLE SUBJECTS 

Gro up 
Hemodial y sis Transplant 

Age in Years (N = 17) (N = 1 8) 

18 - 24 0 1 

25 - 30 2 ~ 

31 - 35 2 1 

36 - 40 3 4 

41 - 45 3 4 

4 6 - 50 3 2 

51 - 55 4 1 

Mean Age (from 
raw scores) 42.1 7 year s 39 . 05 years 

A demographic charac t erist ic reviewed was the 

distribution of sex . Th e d istribut ion of sex of t he 

sample subjects is p r e sented i n t a bl e 2 . The distr i but ion 

of sex in the sample g roups was very similar . Both 

groups were preponderantly male . 

Another demographic characteri stic a ud ited was 

racial background. The distribution of r ace i n t he t wo 

samples is presented in table 3 . As t hese da t a 

illustrate, almost e xactly opposite p lura litie s wer e 
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found in comparing the two samples. The hemodialysis 

sample contained a greater number of minority members. 

TABLE 2 

DISTRIBUTION OF SEX OF SAMPLE SUBJECTS 

Sex 

Male 

Female 

Hemodialysis 
(N = 17) 

12 

5 

TABLE 3 

Group 
Transplant 

(N = 18) 

14 

4 

DISTRIBUTION OF RACE OF SAMPLE SUBJECTS 

Race 

White 

Black 

Latin-American 

Hemodialysis 
(N = 17) 

3 

12 

2 

Group 
Transplant 

(N = 1 8 ) 

1 3 

3 

Marital status was another variable asse ssed by 

the demographic data instrument. The results of this 

assessment are presented in table 4. The hemodialysis 

and transplant samples were again similar. Both samples 

contained greater numbers in the married category . 
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TABLE 4 

MARITAL STATUS OF SAMPLE SUBJECTS 

Group 

Marital Status 
Hemodialysis 

(N = 17) 
Transplant 

(N = 18) 

Married 12 11 

Separated/Divorced 4 3 

Single 1 4 

Because of the difficulty of objectively 

assigning socioeconomic status in populations which may 

be underemployed secondary to chronic illness , educational 

level was used as a less biased criteria to assess probable 

social class. Data obtained in response to the query 

"Last grade of school completed" are presented in table 5 . 

The transplant group had a somewhat higher leve l of 

education than the hemodialy sis group. More of the 

transplant sample had completed some college, and the 

mean grade completed (from ungrouped data) by the trans-

plant subjects was 13.27 years as compared to the 

hemodialysi s subjects of 11.15 years . 

Length of illness before dialysis was instituted 

was to have been used to select the hemodialysis sample 

to match the transplant sample regarding severity of 
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TABLE 5 

DISTRIBUTION OF EDUCATIONAL LEVEL ATTAINED 
BY SAMPLE SUBJECTS 

Group_ 
Hemodialysis Transplant 

Level of Education (N = 17) (N = 18) 

8th grade or less 3 0 

11th grade or less 6 1 

High school graduate 5 6 

Some college 2 9 

College graduate or 
plus 1 2 

Mean grade completed 
(from raw scores) 11.15 years 13.27 years 

illness. Although this "matching" was impossible , the 

information obtained from both groups was reviewed and 

is presented in table 6. Leng th of illness before 

dialysis was instituted was found to be similar b e tween 

the hemodialysis and transplant subjects. Most subj ects 

in both groups had been ill one year or less before 

dialysis was instituted. 

The number o f problems each subject had experi -

enced with his therapy was used as a measure of severity 

of illness. Loss of access was used as the problem in 
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TABLE 6 

LENGTH OF ILLNESS BEFORE DIALYSIS 
OF SAMPLE SUBJECTS 

Grou[J 
Length of Illness Hemodialysis Tra nsplant 

pre Dialysis (N = 17) (N = 18) 

1 year or less 8 10 

3 years or l ess 6 3 

More than 3 years 2 5 

the hemodialysis group while "treated r e jection episode s " 

was the equivalent event in the transplant sample. The 

information obtained regarding problems with therapy is 

presented in table 7. The sample s were convenie nce 

selected rathe r than matched . It would h a ve been 

difficult to "match" more closely for this variabl e ; the 

sampl e are almost exactl y the same. 

Summary o f Sample Description 

The hemodialysis s ample (N = 17) and the 

tra nsplant sample (N = 1 8 ) were similar i n the varia bles 

o f age , s ex , marital status, length o f illne ss before 

dialysis was instituted, and probl ems with therapy. 

Differe nces were noted in the variables of race and 
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TABLE 7 

PROBLEMS WITH THERAPY OF SAMPLE SUBJECTS 

Number of Problems* 

1 or less 

2 or 3 

More than 3 

Hemodialysis 
(N = 17) 

11 

4 

2 

Group 

*Problem in hemodialysis--loss of access; in 
transplant--treated rejection episode. 

Transplant 
(N = 18) 

11 

5 

2 

educational level. The hemodialysis sample had more 

minority members and less education than the transplant 

sample. 

Findings 

The null hypothesis for this study was that the r e 

is no significant difference in the leve l of depe ndency 

expressed by renal transplant recip i e nts and the l e v e l 

of dependency expressed by chronic hemodialysis patients. 

Rotter's Internal-External Locus of Control Scale (1966) 

was used as the measure of level of d ependency with the 

sample groups. 

The raw scores are presented in appendix F. The 

calculated mode, median, and mean are shown in tabl e 8. 
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TABLE 8 

MEASURES OF CENTRAL TENDENCY OF SAMPLE 
SUBJECTS' SCORES ON I-E SCALE 

Mode 

Median 

Mean 

Hemodialysis 
(N = 17) 

8.5 

8 

8.29 

Group 
Transplant 

(N = 1 8) 

ll 

8 . 5 

8.38 

The raw data and measures of central t e ndency 

reveal no striking differences, except for a mode of 

11 in the transplant group, and 8.5 in the dialysis g roup. 

The normative mean of this twenty-three ite m scal e is 

approximately 8.29 (Rotter 1966). The mean of the h emo-

dialysis samplewasexactly the same as this normative 

mean. The mean of the transpl ant sampl e wa s slightl y 

higher at 8.38. 

Utilization of the Mann-Whitney ~ failed to 

reveal a statistically significant diffe r e nce between 

the two samples . For the level of significance of 0 .0 5 

to be met, the critical value had to b e l ess than 93 . 

For the transplant sample, U = 151 and for the hemo­

dialysis sample U = 155. Thus, there was no statistica lly 

significant difference between the h emodial ysis sample 
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and the transplant sample. The null hypothesis was 

therefore accepted. 

Summary of Findings 

This study was undertaken to determine if a 

difference in feelings of dependence, as measured by 

Rotter's I-E Scale (1966), related to modality of 

therapy exists in persons with E.S.R.D. No statistically 

significant difference was found in subjects selected 

from hemodialysis and transplant populations. 

In selecting the subjects, a preponde rance of 

older (55+) individuals was found in the hemodial y sis 

group. This so greatly reduced the group who met the 

study delimitations that matching was impossible . However , 

the resultant groups were remarkably similar in most 

criteria that would have been "matched." Only in the 

variables of race and educational level were sizabl e 

differences found, with the he modia lysis sample containing 

more minority group members and being less educated. 

An interesting similarity was fo und in reviewing 

the problems with therapy . Using "loss of access " as 

equivalent to "treated rejection episodes," there was a 

striking sameness of occurrence between the g roups. The 
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majority in both groups had had one or less incident 

representing a medical crisis. 



CHAPTER V 

SUMMARY OF THE STUDY 

This final chapter presents a summary of the 

study and a discussion of the findings, relating these 

findings to pertinent literature. The conclusions 

reached and the implications of the findings are 

discussed. Recommendations for further study are given . 

Summary 

Using Rotter's I-E Scale, this study compared 

feelings of dependence expressed by patients with E . S . R .D. 

treated with chronic hemodialysis with the feelings of 

dependence expressed by E.S.R.D. pati e nts treated with 

renal transplantation. To accomplish this purpose , the 

level of dependence expressed by renal transplant 

recipients was ascertained, the leve l of dependence 

expressed by chronic hemodialysis patients was ascertained, 

and these levels were compared. 

The theoretical framework which s erved as the 

basis for this study was social learning theory (Rotter 

19 54) • Social learning theory asserts that a reinforce-

ment acts to strengthen the expectancy that a particular 

behavior or event will be followed by the reinforcement 

66 



67 

in the future. Rotter (1966) developed a scale to 

measure the belief of an individual regarding control 

of reinforcement. The individual who believe s that 

reinforcement is contingent on his own behavior is said 

to have an internal locus of control, while the individual 

who believes that something or someone outside himse l f 

has control of reinforcement is said to have a n external 

locus of control. 

All individuals who received a renal transplant 

at one transplant center from January, 1977 through 

March, 1978 and met the other delimitations were asked to 

participate as representatives of the transplant 

population. The hemodialysis samp l e wa s selected from 

one large dialysis center . All persons who met the study 

delimitations were asked to participate. The final number 

for the transplant sample was eighteen; the hemodialysis 

sample was seventeen. 

All participants supplied demographic data which 

the literature review had indicated might in f luence locus 

of control. The subjects the n completed the I - E Scale . 

The data obtained were analyzed for significant differ­

ences, using the Mann-Whitney U to evaluate the score s 

on the I-E Scale. 
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The demographic variables of both groups were 

similar except for race and educational level. The 

hemodialysis sample had more minority group members and 

was less educated. 

There was no statistically significant differ­

ence in the locus of control scores of the two groups. 

For the level of significance of 0.05 to be met, the 

critical value of U had to be less than 93. The trans­

plant sample had a U = 151, and the hemodialysis sample 

had a U = 155. Both the hemodialysis and the transplant 

sample means were near the normative mean for the I-E 

Scale. From this study, there appears to be no signifi­

cant difference in the expression of dependence of 

individuals with E.S.R.D. treated with chronic 

hemodialysis and the expression of dependence of 

recipients of renal transplants. 

Discussion of Findings 

The initial identification of the hemodialysis 

group revealed a preponderance of patients fifty-five 

years of age or older. The researcher did not anticipate 

this, but conversations with nephrologists since have 

verified that the dialysis population has increased in 

age (Hull 1979). Boor (1974) found that older persons 



69 

scored more internally on locus of control. The age 

range of these two samples were similar, and the mean 

age of the hemodialysis subjects (42.17 years) was only 

slightly older than the mean age of the transplant 

subjects (39.05 years). 

Marital status and sex were two variables 

reported to affect locus of control. Boor (1 974 ) 

supported the hypothesis that married subjects would 

score more internally. The marital status o f the two 

sample groups of this study was similar . Joe (1971) 

attributed higher external scoring in females to the 

submissive role formerly culturally assigned to wome n. 

Both samples of this study were predominant ly mal e . 

While the demographic data regarding l e ngth of 

illness before dialysis is similar in both groups, no 

data were collected regarding leng th of time on dialysis 

before transplantation. It is possible t hat some members 

of the transplant sample were on dialysis f or several 

years before being transplanted. I f l e ngth of illness 

is related to locus of control as suggested by several 

r e s earchers (Gentry and Davis 1972; Kilpatrick , Miller , 

and Williams 1972; Goldstein 1976), this inf ormation 

would be important in interpreting the data. 



70 

The assumption by many that feelings of indepen­

dence would be promoted by transplantation and thwarted 

by hemodialysis was not supported by this study. No 

difference was found in feelings of dependence expressed 

by patients undergoing either of these two treatment 

modalities. This lack of difference presents in the 

face of a hemodialysis sample which is less educated and 

primarily composed of minority racial groups, two reasons 

cited by the literature to favor externality (Joe 1971). 

The small number of complications noted by most 

members of both samples might be related to a hypothes is 

by Kilpatrick, Miller, and Williams (1972). These 

researchers proposed that internal patients were more 

likely to follow treatment regimens,and thus had an 

increased survival when compared with ex t ernal subjects. 

That survivors tend to be internall y oriented 

may be the key to understanding the findings of this 

study. All subjects had been undergoing thei r modality 

of therapy for at least twenty-four months. In addition, 

all had experienced varying lengths of illness before 

instituting their present treatment. Various researchers 

(Goldstein and Reznikoff 1971; Gentry and Dav is 1972; 

Kilpatrick, Miller, and Williams 1972; Brown et al. 1974; 
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Goldstein 1976) have found internal i t y t o be positively 

related to survival. 

To summarize, the two sample groups , although 

convenience selected, were r e marka b ly similar in most 

demographic characteristics. All subjects could be 

termed "survivors." Individuals who feel that their 

b e havior has an affect on wha t happe ns to them are more 

apt to survive a chronic illne ss, particularly one with 

multiple restrictions a nd requi r ements of patient 

cooperation, such as those entailed with E . S . R. D. 

Conclusions and Implications 

No significant di fference in feelings of depend ne e 

as me asured by Rotter's I - E Scale (1 966) was found betwe n 

patients on chronic he mod i a l y s is and patients rec iving 

a renal transplant after two years of their current 

tre atment modality . A conclus ion drawn from this finding 

i s that all the subjec ts studied woul d be classified as 

"survivors," who tend to b e more internally oriented , 

believing they have some cont rol over what happens to 

them. 

That neithe r the r apy inherentl y "allows " a patient 

independence or "causes" his dependence can al s o be 

concluded from the findi ng of no significant difference 
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in feelings of dependence expressed by patients receiving 

either hemodialysis or renal transplantation a s treat ment 

for E.S.R.D. The implication of this conclusion is that , 

in counseling patients with E.S.R.D., e mphasis needs to 

be placed on the importance o f maintenance of indepe ndence 

and feelings of control, rather than on a particular 

modality of therapy. 

Further implications o f this stud y are referrent 

to the nursing care planning for the E . S . R. D. patient . 

This care planning must include measure s to promote nd 

encourage independent behavior. The s e measures b ecom 

even more essential when one recalls that both quality 

of life and survival have been related in the literatur 

to the patient's perception o f independe nce . 

Recommendations fo r F urther Study 

The r e sults with the r e latively small numbers 

s ampled in this study would be better supported i f the 

study were replicated with a larger sampl e size . 1atching 

for variables indicated by the literature to affect locus 

of control could b e done were a larger population 

available. 

There is no information availabl e related to what 

alterations, i f any, h emodialysis or transplantation make 
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on locus of control. A long itudinal study , administering 

the I-E Scale sequentially d urin g the co u r s e of E . S . R. D., 

might yield this information. 

Patients undergoing other moda l i t ies of t h erapy 

for E.S.R.C., such a s s e l f -care dialy s is , home dialysis , 

and chronic ambulatory per itone al d i a l y s i s , need to be 

e valuated regarding fee ling s of depen de nce . The se 

results could b e compar ed with t hose of patients on 

in-center hemodial ysis and t rans p l ant recipients . 

Long-term survivo r s need t o be evaluated for 

commonalities which c o uld be util ized in couns e lin 

E.S.R.D. patie nts early i n thei r cours e . Th e wei ht 

of survival should shi f t from th e e x ternal : the machine , 

someone e lse's kidney t o t h e i nter na l : fee lings of 

control by the individua l end uri ng E . S . R. D. 
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TEXAS TtfOMAN ' S UNIVERSITY 
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Name of Investigator: .::G~l~errla~~-=P~auvn~e'------------ Center : Dallas 

Address: 2504 Aaron Circle Date : 3-19-79 

Dallas, Texas 75233 

Dear l"..s. Payne: 

Your study entitled Effect of 1-bdality of Treatment o f E.S.R.D . 
Feelings of Deperdence 

has been reviewec. by a committee of t he Human Re c arch Re view Commit e and 

it appears to meet our r equirements in regard to p r otection of t h indivi dual ' s 

rights . 

Please be reminded that both t he Univers i ty and th e Depart m at or Health, 

Education and Welfare regulations r equi re that vritt n consent s must be 

obtained from al l human s ub jects in your s t n :iies . 'I'hese rorms must be kept 

on file by you. 

Furthermore, should )'Our project c hange, anothe r r view by he Committee 

is required, according to DHEW regulations. 

Sincerely , 

Chairman , Ruman Research 
Review Committee 

at Dallas 
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The effect of modality of treatment of end stage r nal 
disease on patient's feelings of d pendencc 

The conditions mutually agreed upon are as follONS: 

1. 'Ii1e agency (may) ("§tl; '+) be identi.fic in the 

2. The names of COi1Sultative or administr tive persoM el in h 
agency (my ) (e;;<';G!O·f) be identified in th~ inal report. 

3 . The agency ~) (does not want ) a conference with e stu­
dertt when t..'le report is completed. 

'+ . Tne agency i s (~orilli.ng) ( te;wilJ:is::,)· to allow he ~1 t 
report to be circulated through interlibrory loan. 

5 • ()":::her : .-!i , 
~-*~~~~--~~~~~~--~~~~~~~~~~~~~ 

*Fill out ~d sign three copies to be distributed as folla.rs : Original -
Student; fl.rst copy - agency; second copy - T. H. U. Collcee of Nursing. 
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· AGENCY PERMISSION FOR CONlXJCTING S'IUDY* 

Dallas Kidney Disease Center nffi __________________________________________________________ __ 

GRAN'IS TO Gl enda M. Payne 
------------~--------------~-------------------------

a student enrolled in a proe;ram of nursing leading to a Master ' s Degree t 
Texas Homan's University, the privilege of its facilities in order to 
study the following problem: 

The effect of modality of treatment of end tage r enal 

disease on patient's feelings of depend ence 

The conditions mutually agreed upon are as follcws : 

1. The agency (JTE.y) (1!101;" Re't!~ be identified in the final report. 

2. The names of consultative or administrative personnel in the 
agency (ll'dy) (~) be i dentified in the final report. 

3. The agency (~ (does not \o~ant) a conference with the stu­
dent when the report is completed. 

4 . The agency is (willing) (~r.illl:!~g) to allow the CCillpleted 
report to be circulated t hrough interlibrury l=n. 

5. ~r=~·----------------------------------------------------

Date J./-17- 79 

~t;~tJ 
*Fill out and sign three copies to be distributed as follcws : Original -
Student; first copy- agency; second copy - T . \~.U . College of Nursing. 
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TEXAS 'NO filA i'! I .3 iJ.\Il'I E RS I1'Y 

Consent t o Ac t as a Subject for Re sear-ch a~:l Inves ti r-at io~t : 

( The following i nformation i s to ·:::~ r eact to or read 

by the subjec t) 

l. I he r eby authorize Glend:i .• . . Payne 

to p e r form the follow in?; proc e dure ( s) or i:wcsti r;ation (s) : 

t o obtain descriptive informat ion (ex ,: a f e , ex , r a e , 

ma rital status , l eng th of ill ness ) abou ~e . an:l to have me 

ans we r a shor t questionnaire to find ou t how ce rt in events 

in our soc i e ty affect different people . 

2 . The proce dure of investigatior. li s t e in Par "' rap~t 

1 ha s been expl ai ned to me by 

J , I understand that the procedu:-_s or i nvesti,"'a i o:1:; 

desc ribed in Parag r aph 1 involve s he followi • poss'ble 

ri sks o r discomforts : the l oss of anonymi :y wi hin my ca .:! ­

g iv i ng g roup . Al l poss ible s teps wil l be ~aken o p r e vent 

thi s from occurring , 

4 , I unde r stand tha t the procedu r _s a:-1 i:we s '!:· ~2 tio n::; 

described i n Para g: r aph l have the fo llowi:.f; pote :1tial bcnef' t s 

to mys elf and/or others : to inc rease ca::-e ; iver;; knowle 6 C a:~d 

unde r stand i ng of pa t ients wi h renal d isease , which may help 

the m de sig n mo r e helpful prog rams of care . 

5. An offe r to a s we r all of my questio s r egar inp; 

the study has been made . If alter t ive proce~ures are more 

advantageo~s to rr.e , they ha ve be e n explai. ed . I unde r stand 

tha t I may t e r mina te my .art ici a ion in the stud y a t any t im~ . 

S ubject ' s signature a e 
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DEMOGRAPHIC DATA SHEET 

HD TP 

Date : 

Sex Race 

Age Marital status 

Education (last grade comple t ed ) 

Occupation (of self or supporting person) 

Cause of renal disease -------------------------------------------

Length of illness _____________________________ ___ 

Length of time on dialysis ---------------------------------

Number of access revisions ------------------------------

Le ngth of time with a functioning transplant ---------------

Number of treated rejection episodes -------------------

Date of last hospitalization ---------------------------------



APPENDIX E 



84 

QUESTIONNAIRE 

Instructions 

This is a questionnaire to f ind out how certain 

events in our society affect di fferent people . Each item 

consists of a pair of statements l ett ered "a " or "b ." 

Please circle the letter o f the one statement of each pair 

(and only one) which you more strongly believe to be the 

case as far as you are concer ned . Be sure to select th 

one you actually believe to b e more true rather th n th 

one you think you should choos e or the one you woul d like 

to be true. Since this is a meas ur e of p rsonal beli f , 

obviously there are no right or wrong answers . 

Please answer the s e items c refully but do not 

spend too much time on any one item . (Be sure to find n 

answer for every choice .) I n some instances you may 

discover that you believe both statements orneither one . 

In such cases, be sure to s e l ec t the one you more strongly 

believe to be the case as far as you are concerned . Also 

try to respond to each item independently when making 

your choice; do not be infl uenced by your previous choice . 

Example 

I often feel Christmas is too much ha s sle . 
Christmas is the best time of year f or me . 
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1. a. Childrenget into trouble be c a use t he ir parent s 
punish them too much. 

b. The trouble with most childre n nowada ys is t hat 
their parents are too easy wi th them. 

2 . a. Many of the unhappy thing s i n peopl e ' s l ives are 
partly due to bad luck . 

b. People's misfortunes resul t from the mi stakes 
they make. 

3. a. One of the major r e asons why we ha ve war s is 
because people don' t t ake e nou gh i nterest in 
politics. 

b. There will alway s be wars, no ma tter how hard 
people try to prev ent t hem . 

4. a. In the long run peop l e get t h e respect they 
deserve in this world . 

b. Unfortunately , a n i ndi v idua l ' s worth often p sses 
unre cognize d no ma tter how hard he tries . 

5. a. The idea that t e ache rs are unfa i r to students is 
nonsense. 

6. 

7. 

8. 

9. 

b. Most students don't r ealize t he extent to which 
their grade s a r e i nf l uenced by accidental 
happe nings. 

a. 

b. 

a . 

b. 

a. 

b . 

a. 

b. 

Without the right breaks o ne c annot be n 
effective leader. 
Capable people who fail to become leaders have 
not taken advantage o f their o pportunities . 

No matte r how hard you t r y some people just 
don't like yo u. 
People who can't get o t hers t o like them don ' t 
understand how to get a l o ng with o t hers . 

Heredity p lay s the major role in determining one ' s 
pe rsonality. 
It is one 's e x pe rie nce s in life which determine 
wha t they 're l ike . 

I have often found t ha t what i s going to happen 
will happe n. 
Trusting to f ate has never turned out as well for 
me as mak ing a dec i sion t o t ake a definite course 
o f a ction. 
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10. a. In the case of the well prepared stude nt there 
is rarely if ever such a thing as an unfair test . 

b. Many times exam questions tend to be so unrelated 
to course work that studying is really useless . 

11. a. Becoming a success is a matter of hard work , luck 
has little or nothing to do with it . 

b. Getting a good job depends mainly on being 
in the right place at the right time . 

12. a. The average citizen can have an influence in 
government decisions. 

b. This world is run by the few people in power , nd 
there is not much the l ittle guy can do about it . 

13. a. When I make plans, I am almost certain that I 
can make them work. 

14. 

15. 

16. 

17. 

18. 

b. It is not always wise to plan too far he d 
because many things turn out to be a matter of 
good or bad fortune anyhow. 

a. 
b. 

a. 

b. 

a. 

b. 

a. 

b. 

a. 

b. 

There are certain people who are just no good . 
There is some good in everybody . 

In my case getting what I want has littl e or 
nothing to do with luck. 
Many times we might j ust as well decide wh t 
to do by flipping a coin. 

Who gets to be the bos s often depends on who was 
lucky enough to be in the right pl ce first . 
Getting people to do the right thing depends upon 
ability, luck has little or nothing to do with it . 

As far as world affairs are concerned , most of 
us are the v ictims o f forces we can neither 
understand, nor control. 
By taking an active part in political and social 
affairs the people can contro l world even ts . 

Most people don't reali ze the extent to which their 
lives are controlled by accidental happening s . 
There really is no such thing as "luck . " 



19. a. 
b. 

20. a. 

b. 

21. a. 

b. 

22. a. 

b. 
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One should always be willing to admit mistakes . 
It is usually best to cover up one ' s mistakes . 

It is hard to know whether or not a person 
really likes you. 
How many friends you have depends upon how nice 
a person you are. 

In the long run the bad thi n g s tha happen to 
us are balanced b y the good ones . 
Most misfortunes are the result o f l ack of 
ability, i gnorance , laz iness , or all three . 

With enough effort we can wipe out politic l 
corruption. 
It is difficult for people to have much control 
over the things politicians do in office . 

23 . a. Sometimes I c an 't understand ho w teach rs rriv 
at the grades they give . 

b. There is a direct connec tion betwee n how h rd I 
study and the grades I get . 

24. a. A good l eader expects people to d cid for 
themselve s what they should do . 

b. A good leader makes it clear to everybody wh t 
their jobs are . 

25. a. Many times I feel that I have little influenc over 
the thing s that ha ppen to me . 

b. It is impossible for me to b e lie v e that chance 
or luck p lays an important role in my life . 

26. a. People are lonely because they don ' t try to be 
friendly. 

b. There's not much us e in trying too hard to please 
people, if they like you , the y l ike you . 

27. a. There is too much e mphasis on athletics in hi gh 
school. 

b. Team sports are an excellent way to build 
character. 

28. a. What happens to me is my own doing . 
b. Sometimes I feel that I don ' t have enough control 

over the direction my life i s taking . 
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29. a. Most of the time I can't understand why 
politicians behave the way they do . 

b. In the long run the people are responsible f or 
bad government on a national as well as on a 
local level. 
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TABLE 9 

RAW SCORES ON I-E SCALE OF SAMPLE SUBJECTS 

Hemodialysis Group Transplant Group 
(N = 17) (N = 18) 

I-E Scale: 1 1 

2 3 

5 4 

6 4 

6 5 

7 5 

8 6 

8 8 

8 8 

9 9 

9 10 

9 11 

10 11 

10 11 

14 12 

14 12 

15 13 

18 
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