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Being a hemodialysis patient. Is it a disruption in life?
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Abstract
Aim: The restrictions of the renal replacement therapy affect the quality of life of patients diagnosed with End Stage Renal Disease
(ESRD). The struggle of surviving with the chronic illness brings the need for social support. Herein, we described the perception of
the hemodialysis (HD) patients to define the social support to increase the life quality.
Material and Methods: We included 378 (190 females; 188 males) patients in the study. The patients were attending HD sessions for
at least six months. Social relations after ESRD diagnosis were evaluated with a questionnaire. A pilot study of the questionnaire was
executed at HD centers of Başkent University. According to the results, the language of the questionnaire is simplified. Data were
analyzed by SPSS software version 16.
Results: The mean age was 54±16.5 years. Half them had primary school education (54%), where the majority was women. The
effect of the HD treatment on the social life was statistically significant in both male and female patients. The percentage of rise in
the expectation from the partner (50%) and failing at the family liabilities (45.7%), were higher in male patients. In both gender, the
highest percentage was the rise in the expectation from the relatives ( females 63.7%; males 66%). The effect of the HD treatment
on social and work life found to be changed according to the level of education. As the level of education increased, the percentage
of loneliness and social isolation increased. Among all components of social life the need of the partner support was the highest
(43.4%).
Conclusion: ESRD patients have a life full of disruptions starting from the first day of diagnosis. Being dependent to a health facility
and living with dietary restrictions make their life more unbearable and bring the need for support by all means
Keywords: End Stage Renal Failure; Hemodialysis; Life Quality.

INTRODUCTION
A chronic illness may disrupt the life quality of patients.
Having a limited social life, adherence to treatment force
them to have a new kind of lifestyle (1-10). The patients
diagnosed with End Stage Renal Disease (ESRD) have
to survive with different kinds of problems including the
renal replacement therapies like hemodialysis (HD). Even
though HD reduces most of the symptoms and prolongs
the survey, its restrictions are challenging. Changes in
the family life, incapability of sustaining liabilities, and
financial loss due to treatment and obligation to shift work
hours or quit from work, effect HD patients negatively
resulting with deep depression as well as poor quality of
life (11-21).
Dependence, sexual dysfunction, restrictions on vacation
spots, fluid restriction, reduced capacity of work are main
stressors of the HD patients determined by several studies

(16,22-27). The consequences of these restrictions vary
according to the gender, age and educational level of the
patient (28). Most studies showed that women and the
unemployed ones have the poorest quality of life among
HD patients regardless of the age (29-37).
The restrictions and poor social relations may be one
of the crucial factors affecting the quality of life of a HD
patient. The struggle of surviving brings the need for
social support. Otherwise, this vicious cycle makes the HD
patient more depressed and in return has negative effects
on the treatment itself. As one of the largest institutions
in Turkey, Başkent University department of public health
decided to describe the perception of the HD patients
in order to define the social support needs which will
increase the quality of life of the HD patients.

MATERIAL and METHODS
We included 378 (190 females; 188 males) HD patients
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in the study. The patients were attending HD sessions
for at least six months. The quality of life of the patients
was examined in a former study and found that there is
a negative correlation between the duration of the HD
treatment and the quality of life (29,31).Social relations of
the patients after ESRD diagnosis were evaluated with a
questionnaire. All HD patients answered the questionnaire
independently during HD treatment. The questions were
selected from the literature and adopted according to the
patient population. A pilot study of the questionnaire was
executed at Ankara, Istanbul and Adana HD centers of
Başkent University. According to the results of the pilot
study, the language of the questionnaire is simplified. All
data were analyzed by using SPSS software version 16.

RESULTS
The mean age of HD patients was 54±16.5 years. Half of
the patients had primary school education (54%), where
the majority of the primary school graduates were women
(Table 1). Most of the patients were not working (77.5 %)
(retired 18%, worked once 11.1%, not working 48.4%) and
the majority of the non-working patient population was
female (Tablo 2).
The effect of the HD treatment on the social life was
statistically significant in both male and female patients
(Table 3). The percentage of rise in the expectation from
the partner (50%) and failing at the family liabilities (45.7%),
were higher in male patients. In both gender, the highest
percentage was the rise in the expectation from the
relatives (females 63.7%; males 66%). The percentages in
the experience of partner’s abandonment (females 2.1%;
males 1.6%) and the obligation of living alone (females
2.1%; males 2.7%) were lower.
HD treatment also affects the work life of the patients.

The ages of the participant patients were clustered
into 4 groups. The first group included the ones having
education in university (18-24 years). The second group
included the young working population (25-45 years).
Third group included the mature working population (4665 years). The last group (consisting >65 years of age)
included the senior population. There was a significant
the effect of the HD treatment on work life according to
age clusters (p<0.05) (Table 4). Also there was a negative
correlation between age and the effect of HD treatment
(p<0.05, r: -0.141) (Table 3).
The ones who were least affected by the HD treatment
on their work life were the first (18-24 years; 70%) and
the last group (>65years; 66.7%) (Table 3). The effect
of the HD treatment on social and work life found to be
changed according to the level of education (Table 5).
The treatment’s effects on those having only primary
school education, never worked, and working groups were
none. The university graduates were the ones who had to
decrease in the working hours mostly (42.9%). The highest
number of the working population of the participant
patients also belonged to the University graduate group.
HD treatment had negative effect on work life (r= - 0.241).
The education level also had an important role on the social
life disturbance of the HD patient. The negative correlation
between the social life components and education has a
significant value (Table 5). The need for social support
from partner, friends, relatives and children increased as
the educational level decreased (Table 5). As the level of
education increased, the percentage of loneliness and
social isolation increased. Among all components of
social life the need of the partner support was the highest
(43.4%).

Table 1.The distribution of the level of education according to the sex of the patients
SEX

LEVEL OF EDUCATION

Total (n) %

Literate/Primary School (n) %

Secondary School (n) %

High School (n) %

University (n) %

Female

(123) 60.3

(12) 27.3

(30) 40.5

(25) 44.6

(190) 50.3

Male

(81) 39.7

(32) 72.7

(44) 59.5

(31) 55.4

(188) 49.7

Total

(204) 54.0

(44) 11.6

(74) 19.6

(56) 14.8

(378) 100.0

p= 0.000
Table 2. Distribution of working status of participated patients according to sexes
SEX

WORKING STATUS

Total (n) %

Working (n) %

Not working (n) %

Worked once (n) %

Retired (n) %

Female

22.4 (19)

78.7 (144)

16.7 (7)

29.4 (20)

50.3 (190)

Male

77.6 (66)

21.3 (39)

83.3 (35)

70.6 (48)

49.7 (188)

Total

22.5 (85)

48.4 (183)

11.1 (42)

18.0 (68)

100.0 (378)

p= 0.000
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Table 3. The effect of the HD treatment on social life of patients according to sexes
The effect of the HD treatment on social life
Partner’s abandonment
Fail at the fulfillment of family liabilities
Disrupted relations with relatives
Increased expectations from children
Increased expectations from partner
Increased expectations from friends
Increased expectations from relatives
Swap of the social community
Have to live alone
Decrease social life

Sex
Female (190) (n) %

Male (188) (n) %

2.1 (4)
31.6 (60)
21.6 (41)
28.4 (54)
36.8 (70)
28.4 (54)
63.7 (121)
16.3 (31)
2.1 (4)
14.7 (28)

1.6 (3)
45.7 (86)
16.0 (30)
12.2 (23)
50.0 (94)
21.3 (40)
66.0 (124)
12.8 (24)
2.7 (5)
9.0 (17)

Total (378) (n) %

P Value

1.9 (7)
38.6 (146)
18.8 (71)
20.477
43.4 (164)
24.9 (94)
64.8 (245)
14.6 (55)
2.4 (9)
11.9 (45)

0.00
0.00
0.00
0.00
0.03
0.03
0.48
0.03
0.48
0.48

Table 4. The effect of the HD treatment on social life of patients according to age groups
The effect of the HD treatment on work life
Not working before the diagnosis
Retired due to disability
Forced to swap occupation
Quit job and stay unemployed
Decrease in the working hours
Continue to work as usual
Diagnosed after retirement/ quitting job

Age
18-24 (30) (n) %

25-45 (86) (n) %

46-65 (137) (n) %

65+ (114) (n) %

70.0 (21)
6.7 (2)
10.0 (3)
10.0 (3)
3.3 (1)
-

39.5 (34)
2.3 (8)
5.8 (5)
17.4 (15)
22.1 (19)
5.8 (5)
7.0 (6)

50.4 (69)
10.2 (14)
5.8 (8)
10.2 (14)
16.1 (22)
4.4 (6)
2.9 (4)

66.7 (76)
7.0 (8)
4.4 (5)
5.3 (6)
14.9 (17)
0.9 (1)
0.9 (1)

p Value

Total (367)
(n) %
P Value
54.4 (200)
6.5 (24)
5.4 (20)
10.4 (38)
16.6 (61)
3.0 (11)
3.5 (13)

0.002

0.007
-0.141

r Value
Table 5. The effect of the HD treatment according to the level of education
The effect of the HD treatmenton work life
Not working before the diagnosis
Retired due to disability

Literate/ Primary
School (204) (n) %
63.2 (129)

LEVEL OF EDUCATION
Secondary School High School (74)
(44) (n) %
(n) %
54.5 (24)
51.4 (38)

University (56)
(n) %
25.0 (14)

Total (378) (n) %

13.5 (10)

3.6 (2)

6.6 (25)

54.2 (205)

2.9 (6)

15.9 (7)

Forced to swap occupation

5.9 (12)

4.5 (2)

2.7 (2)

10.7 (6)

5.8 (22)

Quit job and stay unemployed

10.3 (21)

9.1 (4)

10.8 (8)

8.9 (5)

10.1 (38)

Decrease in the working hours

11.3 (23)

11.4 (5)

16.2 (12)

42.9 (24)

16.9 (64)

Continue to work as usual

2.9 (6)

4.5 (2)

2.7 (2)

5.4 (3)

3.4 (13)

Diagnosed after retirement/ quitting job

3.4 (7)

-

2.7 (2)

3.6 (2)

2.9 (11)

p Value

0.000
-0.241

r Value
Partner’s abandonment

1.5 (3)

-

-

7.1 (4)

1.9 (7)

Fail at the fulfillment of family liabilities

46.6 (95)

38.6 (17)

27 (20)

25(14)

38.6 (146)

Disrupted relations with relatives

17.2 (35)

22.7 (10)

25.7 (19)

12.5 (7)

18.8 (71)

Increased expectations from children
Increased expectations from partner
Increased expectations from friends

25 (51)
53.4 (109)
22.1 (45)

13.6 (6)
38.6 (17)
36.4 (16)

13.5 (10)
24.3 (18)
29.7 (22)

17.9 (10)
35.7 (20)
19.6 (11)

20.4 (77)
43.4 (164)
24.9 (94)

Increased expectations from relatives

77 (157)

70.5 (31)

48.6 (46)

37.5 (21)

64.8 (245)

Swap of the social community
Have to live alone
Decrease social life

15.2 (31)
2 (4)
9.8 (20)

2.3 (1)
-

18.9 (14)
1.4 (1)
20.3 (15)

16.1 (9)
7.1 (4)
17.9 (10)

14.6 (55)
2.4 (9)
11.9 (45)

p Value

0.000
-0.218

r Value
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DISCUSSION
The life depending to a machine to survive disrupts the
social and work life. ESRD patients have a life full of
disruptions starting from the first day of diagnosis. Being
dependent to a health facility and living with dietary
restrictions, make their life more unbearable and bring the
need for support by all means (4, 6,-8,10,11,19,20,23,31).
The strength of the effect of HD treatment was found to
be changing according to the level of education and sex.
As most of the studies determined, women under HD
treatment have lower quality of life scores than men. This
can be a result of the gender roles and duties of women as
well as the biological differences (31). Since the gender
roles which are defined by traditions of the related country
states women’s duties, the highest percentage of the need
for support from the families and friends was an expected
outcome when the discussed patient population belongs
to Turkey. Traditions won’t let Turkish women to be sick or
ill to fulfill their duties as a mother or a partner. They have
to continue their course of life with all disturbances (31).
The non-working percentage of the participated patients
during the study was 77.5%. The non-working group was
composed different clusters such as retired, never worked
and once worked but quitted patients. The disturbance
effect of HD treatment to patients work life was analyzed
through age and level of education.
The most affected population was the age group of 2545 years, since they had to decrease their working hours
(22.1%) and so had to quit their job and be unemployed. This
result was not a surprising since the most active working
age of an adult is between the years of 25-45. That can be
a fact that this cluster was the most affected age group.
There happen to be a negative correlation between the age
and the disturbance effect of HD on work life. Since the
older age group (>65 years) was composed of nearly half
of the total patient population, and most of the patients
were retired or unemployed, the negative relation of age
and disturbance of work life was an expected outcome.
The level of education plays an important role on the
effect of the HD as a disturbance factor of social and work
life. The higher educated patients were the less affected
population from the HD treatment. As several studies
have shown, the educational level has a direct relation
between the compliance to the treatment and coping with
the chronic diseases (38.39). The patients with higher
education have high compliance rates and quality of
life scores compared to the ones who only had primary
or secondary educational level. Since the compliance
rates were high, the coping capacities of those patients
were more successful which leads to a decrease of the
disturbance effects of HD treatment. Besides work life,
higher educated patients have the least restriction on their
social life due to HD treatment. The results have shown
that the higher educated people were more independent
than others with fewer expectations from family, relatives
and friends. This result may indicate the fact that higher

educated people have improved ways of coping with the
chronic illnesses

CONCLUSION
Coping strategies can prevent disturbance levels of HD
treatment on both social and work life. The negative
correlation between the level of education and the
disturbance rate is the main factor supporting the
importance of education. A training program for ESRD
patients can be designed and implemented in order to
loosen the effect of the HD treatment on their life. Even
though the training programs may help the patients’
coping mechanisms, the negative correlation between the
need for support and the expectations from family and
friends showed the importance of higher education for an
independent survival process.
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