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هداا الإ  

 الرحمن الرحيم اللهبسم 

 وتعبر عن مدى امتناني..مكلمات الشكر التي تفي بحقك مكيف يسطر لك ولا يدري..يحتار حرفي

 .على مدار السنين معي وبجانبي ملوقوفك

 وخالص الشهد .. وعطر الزهر .. عبر عبير الورد ف

 ه معي من جهد موبذلتما عظيم الشكر على  مأسوق إليك

 فائق الحب والاحترام و الود  ميا من أكن لك

 دوماً بجنات الخلد موأدعو لك

 

 الحبيب أبي إليك

اصمد  أنمن علمني  إلى......ونبراسي الذي ينير دربي  , الأولىقدوتي  إلى... الحبيب الراحل إلى

 إليك يا والدي الحبيب..من رفعت راسي عاليا افتخارا به إلى.....البحر الثائرة أمواج أمام

 الحبيبة أمي

دائما,  الحنونة إلىجميعا, الأرضبحار  مياهمن عدد قطرات  أكثراكتب لها  أنمن لن استطيع  إلى

بهجة الفصول  إلىالسنة ,  أياممنارة الحب في كل  إلىكواكب الدنيا,  أغلى إلىشمسي وقمري,  إلى

والدتي  إليك....  وأبداالحبيبة دائما  أيتها إليك... الدنيا بكل متاهاتها الممقتة  نواره لىإ....  الأربعة

 الغالية 

 زوجي العزيز

, رفيق دربي الذي ما كان لهذا العمل أن يكتمل دون مساندته إلى, إلى الروح التي سكنت روحي

إليك يا  وهو للوفاء عنوان.. الأمان أعطى لقلبي إلى من , حباً لا يوصف أحببتهالذي  الإنسان إلى

 زوجي العزيز

 العزيز أخي

شاطئي عندما  لىإ,من يعيش ليلي ونهاري إلى, ذكريات طفولتي وشبابي في عيونه لمن يحم إلى

ح أخي وأم الروت إلى أضيع, ومنبع الحنان عندما تقسو الأيام, وقلبي الكبير عندما أفقد كل القلوب

 العزيز

 وابني الغالي ابنتي الغالية

يا وردةً  ..بديةً رسمتها على شفتي يد الأقدار الأبسمةً ال إلىالقلب الطاهر الرقيق والنفس البريء  إلى

 .وابني روحي الغالي, أيلينيا ابنتي الغالية  إليكي العبير و تفتحت في دار بأطايب عبقت
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Stressors and Coping Strategies amongst Hemodialysis Patients in 

North of West Bank 
By 

Dina Tahseen Nimer Issa 

Supervisor 

Dr. Mariam AL-Tel 

Co-supervisor 

Dr. Jamal Qaddumi 

Abstract 

Aim: the aim of the study was to assess the stressors and coping strategies 

used among hemodilysis patients (HD). To find out whether there is any 

relation between these stressors; coping strategies used andpatient 

characteristics in North of West Bank.  

Methodology: A quantitative, cross-sectional, descriptive analytical study 

was carried out to achieve the aim of the study during the period between 

Januarys to March 2014. Data collection were took place at three 

governmental hospitals and one private hospital, on 120 HD patients of 

total 379, using the Hemodialysis Stress Scale (HSS) and Jalowiec Coping 

Scale(JCS). 

Result: The finding showed that the HD patients were mildly to 

moderately stressed according to HSS, the greatest perceived sources of 

stress appeared to be "physiological stressors" (mean=2.655) but the item 

with the highest percentage was "limitation on time and place for vacation" 

(84.2%) which belong to psychological stress subscale, and the item stress 

with the least percentage was "dependency on nurses and 

technicians"(45%). According to the ways of coping mechanisms, HD 
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patients seemed to be resorting more to "optimistic coping" (mean=3.086) 

followed by "supportant coping" (mean=2.970) while "emotive coping" 

was the least coping strategy used (mean=2.125), the coping item with the 

highest percentage for using and helpfulness of using was "Prayed or put 

your trust in God" (94.8%) for using and (95.6%) for helpfulness of using. 

There were significant differences between the psychological stressors and 

duration of treatment and a significant difference between the stressors and 

coping strategy used, in addition to a significant difference between the 

coping strategies and helpfulness of coping. 

Conclusion: Maintaining the level of stressors in individuals with ESRD at 

minimum and using a proper coping mechanism are the key factors. 

Investment in this area of knowledge was justified for their contribution to 

improving the quality of life, minimizing potential complications of this 

disease, survival of these people and decrease cost. In addition future 

researches should be directed at detecting the predisposing factors that lead 

the HD patients to be variant in experiencing the intensity of stress and 

coping strategies used.  
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Chapter1 

Introduction 

1. Introduction: 

One of the chronic and life threatening diseases that affect 2-3% of the 

people around the world are involved in is chronic renal failure (CRF) 

(Narimani et al. 2008). This disease is a pathological process leading to an 

irreversible reduction in kidneys function which results in end stage renal 

disease (ESRD). So, these patients should undergo renal replacement 

therapies hemodialysis (HD), continuous ambulatory peritoneal dialysis 

(CAPD), or kidney transplantation (TP) for the rest of their life to prevent 

uremia and its complications (Saunderson, 2007; Kasper, 2005). These 

treatments will probably have different types of impact on patient and 

family life. In CAPD treatment, the patient will treat him/herself every day, 

four times a day at home, which requires equipment in the home (Galpin,   

1992). In-centre HD treatment the patient is away from home 

approximately three times per week, several hours per treatment period 

(Dunn, 1993). For many spouses and patients, transplantation represents 

the fulfillment of a dream of a relatively normal healthy life (Hayward et 

al., 1989; Galpin, 1992). 

Hemodialysis (HD) therapy is time-intensive, expensive, and requires fluid 

and dietary restrictions. Long-term dialysis therapy itself often results in a 

loss of freedom, dependence on caregivers, disruption of marital, family, 

and social life, and reduced or loss of financial income (Lin, 2005). 



2 

Hemodialysis alters the life style of the patient and family and interferes 

with their lives. The major areas of patients life affected by ESRD and its 

treatment includes employment, eating habits, vacation activities, sense of 

security, self-esteem, social relationships and the ability to enjoy life 

(Smeltzer et al. 2004). Due to these reasons, the physical, psychological, 

socioeconomic and environmental aspects of life are negatively affected, 

that leading to compromised quality of life (Blake et al. 2000). 

Patients adopt various methods to cope with the stresses of the disease and 

treatment procedures. The manner of application in each of these coping 

methods depends on personal experiences, social support system, personal 

beliefs and the access of these support resources (Finkelstein, 2000; 

Kimmel et al. 1998). 

In fact, coping for individuals with ESRD can be adaptive or maladaptive. 

Adaptive coping can produce desirable outcomes, such as employment and 

successful functioning within the family. If coping is maladaptive, marital 

and family dysfunction can occur, as well as depression, anxiety and loss of 

one's role and identity. Adaptive actions help the patients with chronic 

diseases to cope with existing concerns in order to reach an acceptable 

level of health and physical, mental and social function (Ridder et al. 

2001).  

The number of patients treated for end stage renal failure worldwide has 

continued to grow at a rate that is far in excess of the growth rate of the 

general population. Prevalence of this disease is increasing in the world; 
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the average global growth of this disease was 8% per year in the last 5 

years (Smeltzer et al. 2012).  

In the Middle East incidence number of ESRD ranged from 64 patients per 

million populations in Yemen, 212 patients per million populations in 

Qatar, and 200 per million populations in Egypt (Abboud, 2006). 

According to Palestinian Health Information Center (PHIC), in 2003, 255 

patients from West Bank were under dialysis treatment; in 2010, this figure 

has been increased to be 800 patients (PHIC, 2013). 

Patients with ESRD experience different levels of stress in response to 

various types of stressors. How stress is resolved is an important to this 

population because it can contribute to greater morbidity and even to earlier 

mortality (Finkelstein, 2000). 

1.1. Problem statement 

End stage renal disease is rapidly increasing among Palestinian, it is 

common health problem, and it is estimated to be eighth leading cause of 

death in Palestine, according to the Palestinian Health Information Center 

(PHIC, 2013). From the other side, in our country there is a lack of study 

that assess the stressors and coping among hemodialysis patients, study 

founded in (Alquds University, Abu Dees) on same topic, another study 

founded in (An Najah University, Nablus) assessing their quality of life. So 

hemodialysis patients need more attention on their stressors and coping 

strategies they use. 
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 If hemodialysis was done effectively it will contribute to long-term 

survival (Locatelli et al., 2001). Maladaptive coping mechanisms that may 

lead to nonadherence to the prescribed regimen, and this is other common 

problem in hemodialysis that associated with increased morbidity and 

mortality rate and increased staff burden and costs. Knowledge of the most 

stressors facing hemodialysis patients and what coping mechanism used is 

useful for the multidisciplinary team. Also help multidisciplinary team to 

direct the control of the stressors inherent to the disease and to the 

hemodialysis, favoring the adaptation process of these people to the 

therapeutic regime. 

Therefore, maintaining the level of stressors in individuals with ESRD at 

minimum and using a proper coping mechanism are the key factors. 

Investment in this area of knowledge was justified for their contribution to 

improving the quality of life, since true coping methods and effective 

adaptation with disease can increase the possibility of patient’s 

rehabilitation (Mahmoudi et al., 2004), and improves his/her quality of 

life(Lazarus & Folkman, 1984). That may help to minimized potential 

complications of this disease, improve survival of these people and 

decrease cost. 

1.2. Significance 

Hemodialysis alters the life style of the patient and family and interferes 

with their lives causing variant stress. Therefore, and in addition to the lack 

of study found in Palestine about stress and coping among HD patients, this 



5 

study will give baseline data and information about variant stressors among 

patients with hemodialysis. From the other side, determination of the 

coping strategies and their perceived helpfulness among HD will help 

health members in identifying negative coping strategies, and positive 

coping strategies that will be encouraged for better treatment adherence. 

The results of this study will shed light on the relationship between 

stressors and coping strategies among Palestinian HD patients, which will 

help multidisciplinary team to direct the control of the stressors. 

1.3. Aim of the study 

To determine the possible causes of stress and coping strategies used 

among HD patients in North of West Bank 

1.4. Objectives 

1. To identify the major stressors among patients on hemodialysis. 

2.  To determine coping strategies used by HD patients in North of West 

Bank. 

3. To determine the relationship stressors and coping strategies among 

patients on hemodialysis. 

4. To identify the relationship between demographic data/ as gender, age, 

and dialysis duration and type of coping strategies. 

5. To identify the relationship between demographic data/as gender, age, 

and dialysis duration and type of stressors. 
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1.5. Research Questions 

What are the most hemodialysis stressors that could be rated as the most 

bothersome? 

What are the most coping strategies that could be rated as most frequently 

used by hemodialysis patients? 

Which item of coping strategies perceived to be most helpful for 

hemodialysis patients? 

1.6. Hypothesis 

1. There is no significant difference between demographic data/ as gender, 

age, dialysis duration of HD patients and type of coping strategies used at 

level of (p value≤0.05). 

2. There is no significant difference between demographic data/as gender, 

age, dialysis duration of HD patients and type of stressors at level of (p 

value≤0.05). 

3. There is no significant difference between stressors of HD patients and 

coping strategies used at level of (p value≤0.05). 

4. There is no significant difference between coping strategies used by HD 

patients and helpfulness of these coping strategies at level of (p 

value≤0.05). 
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Conceptual framework 

Stressors and coping strategies amongst hemodialysis patients in 

North of West Bank 
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1.7. Definition 

Coping strategies  

Coping can be identified as a deliberate, planned and psychological effort 

to manage stressful demands (Boyd, 2008). 

The coping process may inhibit or override the innate urge to act. Positive 

coping leads to adaptation, which is characterized by a balance between 

health and illness, a sense of wellbeing and maximum social functioning. 

When the person does not cope positively, maladaptations occur that can 

shift the balance towards illness, a diminished self-concept and 

deterioration in social functioning (Boyd, 2008). 

Coping strategies are a collection of cognitive and behavioral personal 

struggles adopted to interpret, comment and modify stressful situations and 

result in the suffer relief of these situations. There are two main coping 

strategies, first one is emotion focused strategies including all attempts to 

regulate emotional outcomes of the stressful events and make an emotional 

balance through emotions control, second one is problem focused coping 

strategies that include self-constructive behavior in relation with stressful 

situations and try to detect or change the source of stress (Ghazanfari, 

2008; Ghoreyshi, 2010). 

    Strategies classified as problem-focused coping are directed at defining 

the problem or threat, generating solutions, weighing the alternatives, and 

choosing among them, then acting to deal with the threat. These coping 
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strategies are more likely to dominate when an individual appraises that the 

external or internal demands of a situation are changeable and thereby hold 

the potential for control (Lazarus & Folkman, 1984). Strategies classified 

as emotion-focused coping serve to regulate the emotional response to a 

problem and are more likely to be used if an event is appraised as not being 

amenable to change. Emotion-focused coping is directed at decreasing 

emotional distress and includes strategies such as avoidance, distancing, 

and minimization (Lazarus & Folkman, 1984). Throughout any stressful 

encounter, both forms of coping have specific functions in helping 

individuals deal with the demands of an event and are often used 

simultaneously to enhance each other.  

The Jalowiec Coping Scale (JCS) 1977 was developed in an attempt to 

measure the types of coping strategies used by hemodialysis patients and 

their perceived effectiveness. This scale is based on Lazarus and Folkman’s 

theory. Two versions of this scale are available, a 40 item and a revised 60 

item. In the 60 item scale, Jalowiec operationalizes coping in terms of eight 

coping styles. Confrontive coping includes strategies such as facing up to 

or confronting the problem as opposed to Evasive coping, which involves 

strategies, aimed at avoiding the problem. Optimistic coping is when the 

person maintains a positive attitude about the problem in contrast to 

Fatalistic coping in which a pessimistic attitude predominates. Emotive 

coping strategies include expressing and releasing emotions. Doing things 

to make yourself feel better (e.g. exercise, eating) are classified as 

Palliative coping strategies. Supportant coping involves accessing support 
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systems from professionals family/friends, or higher powers (prayer). 

Finally, Self-reliant coping involves depending on yourself rather than 

others to deal with the problem. Jalowiec’s tool has been frequently used in 

the research literature. 

End Stage Renal Disease (ESRD): is a term used when kidney reaches a 

complete or almost complete failure to function; kidney can no longer 

remove wastes, regulate and concentrate (Usami et al., 2000). In addition, 

Gregorio et al. (1999) defined ESRD as irreversible loss of kidney 

function. At the point where kidneys fail to sustain life, renal replacement 

therapy is required. Dialysis is the process of cleaning the blood and 

removing excess fluids artificially with special equipment called the 

dialysis unit.  

Dialysis: End Stage kidney failure, most commonly treated by dialysis. 

Eventually, most patients with End Stage kidney failure require a kidney 

transplant. Dialysis is a procedure that is performed routinely on persons 

who suffer from acute or chronic renal failure, or who have ESRD 

(Goldsmith et al., 2007). 

Hemodialysis (HD): Hemodialysis removes waste and excess fluid from 

the blood when the kidneys cannot do so sufficiently. Hemodialysis is the 

most common method used to treat kidney failure. It may be performed in a 

hospital or hemodialysis center, or at home. During hemodialysis, the blood 

is drawn intravenously, sent through a machine called a dialyzer, and 

returned to the body through a blood vessel. Inside the dialyzer, the blood 
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is passed over a membrane that filters waste and fluid into a dialysate 

solution. The dialysate is then pumped out to a disposal tank and new 

dialysate is pumped in. The process of removing excess fluid is known as 

ultra filtration. The blood is circulated and diffused numerous times during 

a dialysis session; each circulation through the machine removes more 

waste and excess fluid. Hemodialysis is usually performed three or more 

times a week for 4 hours or more (Health Communities, 2015) 

Stress: Stress is defined as a psychobiological reaction of the body to 

physical or psychological demands that threaten or challenge the 

organism’s wellbeing (Laposa et al. 2003).  

Stress also defined as "our reaction to events, environmental or internal, 

that tax or exceed our adaptive resources". Each of us has a certain number 

of coping resources, and when those coping resources are challenged or 

exceeded, stress usually results. Stress reactions consist of both physical 

and emotional responses (Lazarus & Folkman, 1984). 

Stress is a demand made by the internal or the external environment of an 

organism (such as you and me), that upsets its homeostasis (or 

equilibrium), the restoration of which depends on a non-automatic and not 

readily available energy-expending action (Antonovosky, 1974). 

Coping: Coping has been defined in psychological terms by Susan 

Folkman and Richard Lazarusin 1984 as "constantly changing cognitive 

and behavioral efforts to manage specific external and/or internal demands 

http://en.wikipedia.org/wiki/Richard_Lazarus
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that are appraised as taxing" or "exceeding the resources of the person" 

(Folkman & Lazarus, 1984 p. 141).Coping is conceptualized as attempts 

as to reduce or eliminate the negative effects of stress on well-being 

(Edwards, 1993). 
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Chapter 2 

Literature Review 

A loss of renal function requiring haemodialysis leads to dramatic life 

changes that would be expected to be stressful and to require major coping 

efforts. 

A variety of studies have shown type of stress and coping strategies used 

by hemodialysis patients (Cinar, Barlas, & Alpar, 2009; Logan, 

Pelletier-Hibbert, & Hodgins, 2006). 

2.1 Stressors 

Many studies have been conducted on ESRD patients due to variant 

stressors they faced in their life, and to assess these stressors Hemodialysis 

Stress Scale are mostly used. The studies have found stressors to be both 

physiological and psychological stressors (Al Nazly et al, 2014; Baldree, 

& Murphy, 1982; Tu et al, 2013). 

 Fatigue, physical limitations, and fluid and dietary restrictions have been 

consistently described in much of the research as most stressful problem 

perceived by hemodialysis patients (Mok& Tam, 2001; Sensky, Leger,& 

Gilmour, 1996; Shahrokhi, 2014). 

Similar results were found also in a study performed by Baldree, Murphy, 

and Powers (1982) which aimed to assess the types and severity of 

stressors and methods of coping with stress for 35 patients on 
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hemodialysis. Results revealed that stressors experienced by the 

hemodialysis patient can be measured with an objective tool; psychosocial 

stressors have an impact equal to that of physiological stressors. Fluid 

restriction was ranked as the highest psychosocial stressor and the top 

physiological stressors were muscle cramps and fatigue. Also, Tu et al. 

(2013) found limitations of liquids, limitations of food, and fatigue to be 

the three most frequently stressors in their study. 

Another study conducted on 102 black hemodialysis patients by Burns 

(2004), the purposes of this study was to identify problems and coping 

strategies of blacks on hemodialysis and describe relationships among these 

patients’ demographic characteristics, coping, and psychosocial and 

physiologic characteristics. Also found that the most frequently identified 

problems were fatigue, muscle soreness, and physical limitations, food and 

fluid restrictions were most bothersome stressors. Other studies have found 

also fatigue, fluid and food restriction to be the most bothersome stressors 

to hemodialysis patients (logan et al. 2006; Shahrokhi et al. 2014). 

In Canada, a study conducted among hemodialysis patients aged over 65 

years, with the purpose to identify the types of stressors experienced by in-

hospital haemodialysis patients aged 65 years and older. Similar to 

previous research, the stressors of fatigue and fluid restrictions ranked 

highly as stressors in this sample. However, interference with social and 

recreational activities was stressors unique to this group. Findings 

challenge some common beliefs about haemodialysis patients. It is 
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commonly believed that these patients 'get used to' haemodialysis, and 

therefore the number and troublesomeness of stressors decrease over time 

(Logan et al., 2006). 

Other stressors like vacation limitation, length of treatment and uncertainty 

about the future have been ranked within the top troublesome stressors in 

different studies .Welsh & Austin (2001) found that body appearance; 

uncertainty about the future; fluid limitations; length of treatment and 

vacation limitation are the most ranked stress. In addition, Al Nazly et al. 

(2014) conducted a study in Jordan, which aimed to assess stressors and 

coping among hemodialysis patients. Reported that limits on time and place 

for vacation was the most frequently reported stressor, followed by the 

second highest stressor, limitation of fluid intake and Length of dialysis 

treatment which had the same order. Similar to some previous results, a 

study conducted in Turkey by Cinar et al. (2009) aimed to assess the 

relationships among treatment-related stressors and coping strategies of 

chronic hemodialysis patients. Limitation of vacation (80.4%), followed by 

fatigue (79.9%) and uncertainty about future (79.0%) were the most 

frequent stressors reported. 
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Another study conducted in Australia by Lok (1996) to determine the 

significant stressors and coping methods which are related to quality of life 

in dialysis patients. The results revealed that limitation of physical activity 

was the most troublesome stressor followed by decrease in social life, 

uncertainty about the future, fatigue and muscle cramps. 

2.2 Coping 

Hemodialysis patients use different coping strategies to cope with their 

stressors, the kind of coping strategies they used depend on their internal 

and external resources. Most of studies used Jalowiec Coping Scale, to 

assess the coping strategies used by hemodialysis patients, some study 

described coping results as problem oriented, dealing with the problem that 

is causing the distress; and emotion-focused, serving to reduce the 

emotional discomfort, coping is classified into eight coping strategies 

(confrontive, emotive, fatalistic, self-reliant, palliative, evasive, optimistic, 

supportant coping). 

A study by Baldree, Murphy, and Powers (1982) indicated that patients 

used problem-oriented coping methods significantly more than affective-

oriented methods (p greater than .001). Optimism and controlling the 

situation were the two most common coping methods, and putting the 

problem out of one's mind and blaming someone else was the least 

important coping tool. Similar study by Tu et al. (2013) reported that 

patients used more problem-oriented coping strategies than affective-

oriented ones. 
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Similar study done by Lok (1996) in Australia, aimed to identify the 

significant stressors and coping methods that related to quality of life in 

dialysis patients. Problem-solving methods were considered to be more 

effective than affective measures in dealing with stressors. CAPD patients 

were experiencing a higher quality of life than haemodialysis patients. Both 

haemodialysis and continuous ambulatory peritoneal dialysis (CAPD) 

patients their quality of life was perceived as below average. There was no 

significant relation between the length of time on the dialysis and coping 

behavior.  

In addition, Mok & Tam (2001) conducted a study in Hong Kong, they 

found that the most common coping methods were 'accepted the situation 

because very little could be done', followed by 'told oneself not to worry 

because everything would work out fine' and 'told oneself that the problem 

was really not that important most results show a predominance to problem 

focused.  

In contrast to the previous study results, a study done by Bertolin et al. 

(2011) about association between forms of coping and the socio-

demographic variables of people on chronic hemodialysis, and they found 

there was a higher referral to the coping methods related to the factor 

Positive reappraisal, with a mean score of 1.41, and a lower reference to the 

coping methods related to the factor Confrontive coping, with a mean score 

of 0.60. There was a predominance of the emotion-focused coping 

methods. 
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In addition, Blake and Courts (1996) reported that patients aged 50–60 

who were on dialysis for less than8 years had an educational level of less 

than 12 years, showed no differences related to gender, and used more 

emotional coping strategies. 

Pravan et al. (2015) conduct a study in Iran on 70 hemodialysis patients 

and peritoneal dialysis patients, to assess the coping strategies used among 

them. Results revealed that hemodialysis patients used coping strategies 

more frequently than the peritoneal dialysis patients, majority of patients 

used emotion –oriented coping strategies to deal with the stress.  

Cinaret al. (2009) conducted a study in Turkey on 224 hemodialysis 

patients, to find out relationships among treatment-related stressors and 

coping strategies of chronic hemodialysis patients. The most frequently 

used coping strategies were turning to religion, active coping and 

suppression of competing activities. Physical treatment-related stressors 

were significantly related to behavioral disengagement.  

Similarly, study done by Burns ( 2004) on 102 black hemodialysis patients 

aimed to identify problems and coping strategies, and to explain 

relationships among these patients’ coping, demographic characteristics, 

and psychosocial and physiologic characteristics. Results revealed that 

putting trust in God was the most frequently identified strategy used among 

multiple strategies used to cope with the illness and its treatment. These 

findings help team members and specially nurses to improve the 

assessment of psychological and physiological stressors, and how to 
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intervene effectively in helping clients cope with the problems that are 

associated with the illness and its treatment.  

2.3 Mediating factors 

2.3.1 Gender 

In Taiwan, a study had done on patients undergoing hemodialysis to 

examine whether gender differences in the stressor, coping strategies, and 

how they associate stress and copings among 875 elderly hemodialysis 

patients. The results found that the women had reported higher stress in 

response to physical and vessel problems and higher scores in using 

emotion-oriented and support-seeking coping strategies, while the men 

reported higher stress in reproductive system functioning and higher score 

in using avoidance as a coping strategy (Yen et al., 2009). Similar results 

in relation to stress have been found in a study conducted by Lindqvist et 

al. (1998) he reported that men viewed themselves as better able to cope 

with the physical aspect of the illness than women, while in a longitudinal 

study, that compared the stressors reported by 41 men and 45 women on 

hemodialysis. Results revealed no gender differences were recognized in 

the most highly rated stressors: fluid limitations, length of treatment, 

fatigue and vacation limitations. Only one of the 29 stressors was observed 

as statistically significant gender difference. Men reported to be more 

troubled by the stress associated with an uncertain future at Time 1 than 

women (M = 2.41versusM = 1.61; no SD reported); however, this 

http://academic.research.microsoft.com/Keyword/35258/reproductive-system
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difference was no longer evident after three months later at Time 2 (Welch 

and Austin, 1999). 

According to coping strategies and gender, Blake and Courts (1996), 

assessed the differences in coping strategies used by 15 men and 15 women 

on hemodialysis. Their results revealed no statistically significant gender 

differences were observed. The most common coping styles used by both 

were optimistic and confrontive. Although no gender differences were 

observed, the researchers noted that patients between the age of 50 and 60 

years reported more emotion-focused strategies than those between the 

ages of 35 and 49years. 

In addition to a descriptive study by Lindqvist et al. (1998) aimed to 

identify gender differences with respect to the use and effectiveness of 

coping strategies by patients on CAPD versus hospital hemodialysis. They 

reported no gender differences in the coping styles used by patients in 

either dialysis group. Men and women both reported that an Optimistic 

coping style was most frequently used and considered most effective. 

(Baldree et al. 1982; Gurklis & Menke, 1988) found that, men tend to use 

more problem focused coping than women.  

 Al Nazly et al. (2014) found that only confrontive coping strategy 

correlated positively with gender.  
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2.3.2 Duration of treatment 

Cristovao’s (1999) reported no correlation between individuals’ length of 

time on hemodialysis and their stress, coping or quality of life. Similar 

results found in study by Al Nazly et al. (2014), there were no significant 

correlations between length of time in years on dialysis and dialysis 

stressors. Negative correlation was found between length of time in years 

on dialysis and seeking social support, and with accepting responsibility. 

While other studies found positive correlation between duration of 

treatment and coping used and some study found positive correlation 

between duration of treatment and stressors.  

Gurklis and Menke (1988) found a weak positive relationship (r= .26) 

between length of time and problem-oriented coping. Lok (1996) found no 

significant relation between the length of time on the dialysis and coping 

behavior. But found weak to moderate positive relationships between 

patients length of time on hemodialysis and their total stressor (r = .35) and 

psychosocial stressor (r = .44) scores, suggesting that people’s stress levels 

tended to increase the longer they were on dialysis. No statistically 

significant association was observed however between length of time on 

dialysis and physiological stressors. 
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 In addition, Baldree, Murphy, and Powers (1982) revealed in their study 

that patients on dialysis for one to three years indicated the greatest amount 

of stress. 

Another longitudinal study by Welch and Austin (1999), they measured 

stressors at the beginning of the study (Time 1) and three months later 

(Time 2), also separated participants into three groups in order to analyze 

differences in stressors by length of time on dialysis: those new to dialysis 

treatment (n = 25), those on dialysis for six to 18 months (n = 23), and 

those on dialysis for two to five years (n = 38). They found that new 

dialysis patients reported significantly higher levels of stress at both Time 

1and Time 2, insufficient information is provided to verify this conclusion 

(i.e. descriptive statistics by dialysis group were not reported). In addition, 

because the analysis was conducted at the item level as opposed to the total 

stressor score, multiple analyses were conducted which may have 

capitalized on chance differences. 

Summery 

 People on hemodialysis experience a multitude of stressors and use various 

coping strategies. There is also limited understanding of the ability of 

variables such as sex, age and length of time on treatment to explain 

differences in people’s stress and coping. Also it is an important area for 

investigation given the predicted growth in the number of people being 

diagnosed with ESRD and treated with dialysis. So investments in this area 
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of knowledge are important to help target nursing interventions specific to 

these individuals. 
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Chapter 3 

Methodology 

This chapter describes the research design, identification of population and 

sample, setting, instruments, ethical considerations, data collection 

procedures and statistical analysis. 

3.1 Study design 

A quantitative, cross-sectional, descriptive analytical study was carried out 

to achieve the aim of the study during the period between January to March 

2014.  

3.2 Setting 

Data collection took place in three governmental hospitals and one private 

hospital in the North of West Bank, they are (Martyar Dr Khalil.S. hospital) 

in Jenin, (AL-Sheikh Nazal hospital) in Qalqylia, (Thabet Thabet hospital) 

in Tulkarm, and private (An-Najah University hospital) in Nablus. 

(Martyar Dr Khalil.S. hospital) in Jenin was established in 1961during the 

era of Jordanian government and was called AL-Amir Hassan hospital. In 

2004 new departments were opened like operation rooms, x-ray department 

and reception, reaching 143 beds as total hospital number beds. Dialysis 

unit serve 102 hemodialysis patients, and they have just 14 dialyzer 

machines, which means that most patients do not have a big chance to 

dialyze for more than two times per week and only emergency cases. 
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(AL-Sheikh Nazal hospital) in Qalqylia. It consists of 56 beds and many 

departments; also it has a dialysis unit which consists of 9 dialyzer 

machines and serves 45 hemodialysis patients. 

Thabet Thabet hospital was established in the period of British Mandate 

and Ottoman era, consisting of 56 beds and 5 major departments (surgery, 

medical, delivery, pediatric, and emergency departments). In the eighties 

number of bed increased to 65 beds and nowadays 132 beds. Dialysis unit 

serve a 66 hemodialysis patients, and they have 11 dialyzer machines.   

An-Najah university hospital in Nablus was established in 2008 jointly 

with ministry of health as first Palestinian university hospital, with 120 

beds and a total area of 17,000 square meters, the facility hosts a fully 

running intensive care unit (ICU), cardiac care unit (CCU), emergency 

room, dialysis treatment, X-ray, ultrasound, magnetic resonance imaging 

(MRI) and computerized tomography (CT) scan—making the hospital the 

most advanced provider of medical services in Palestine. Dialysis unit serve 

166 hemodialysis patients, and have 30 dialyzer machines. 

3.3  Sample and Sampling Method 

3.3.1. Population 

The population of this study was ESRD patients who underwent 

hemodialysis in North of West Bank hospitals, during the period between 

(20 January – 15 March\ 2014). 
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3.3.2. Sampling& Sample size 

Sample size  

All ESRD patients who underwent hemodialysis in 4 included hospitals, 

where included in the study, their number were 379 patients. For that 

sample was convenience one. 

Sampling method 

Convenient sampling method was used to select the sample participants 

from all setting. According to inclusion and exclusion criteria only 120 

patients met the inclusion criteria of total 379 patients. Table (1) shows the 

distribution of excluded and included patients number within 4 hospitals.   
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Table (3.1) distribution of excluded and included patient’s number within 4 hospitals.  

 

Hospitals 
Total pt 

number 

Exclusion criteria Excluded 

number 

 

Sample 

number Above 

65 

years 

Under 

18 

years 

Less 

than 3 

times/ 

week 

Treatment 

duration less 

than 3 months 

Tired 

physically 

 

Refuse 

To 

participate 

Tulkarm 66 23 - 15 3 - 2 43 23 

Nablus 166 59 6 1 20 7 12 105 61 

Qalqilya 45 11 - 12 1 2 3 29 16 

Jenin 102 9 1 60 6 3 3 82 20 

Total number 379 102 7 88 30 12 20 249 120 
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Total ESRD patients number who underwent hemodialysis in 4 included 

hospitals in North of West Bank are 379 patients, not all were included in 

the research, only 120 patients met the inclusion criteria. From total 

number 20 patients refused to fulfill the questionnaire, 102 patients above 

65 years old, 7 patients below 18 years old, and 88 patients dialyzed less 

than 3 times per week, 30 patients had been on hemodialysis for less than 3 

months, and 12 patients were tired and unable to participate in research. 

3.3.3. Inclusion Criteria 

 Over 18 years and under 65 years of age. 

 On hospital hemodialysis for at least 3 month. 

 Admitted to selected hospital  

3.3.4. Exclusion Criteria  

 Have a cognitive impairment, as assessed by head nurse or senior shift. 

 Dialysis less than 3 times per week. 

 Participants who are younger than 18 years old. 

Patients who are below 18 years old, receiving dialysis less than three 

times, and on dialysis for less than 3 month were excluded from the study 

for following reasons: 

 Patients below 18 years old are not authorized to sign on consent form, 

patients who are receiving dialysis less than three times per week are not 

exposition to severity of stress same to those who are three times per week.  
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3.4 Data collection tools 

  Face to face Interview using a structured questionnaire (ANNEX 1)has 

been conducted with the patients by researcher herself. Patients who are 

educated fulfill the questionnaire alone; those who are not educated, all of 

them were asked the questions by the researcher in constant manner to 

avoid the bias.  

The questionnaire consisted of two parts: 

1. The first part included demographic profile such as (Gender, Age, and 

dialysis duration).  

2. Second part, consisted of two scales that have been adapted to measures 

the stressors and coping strategies among hemodialysis patients. They are: 

1. Hemodialysis Stressor Scale (HSS) 

Hemodialysis Stressor Scale (HSS): developed by Baldree, et al. (1982) 

this scale measure the level of stress experienced by hemodialysis patients. 

It consists of 32-items that describe the stressors which hemodialysis 

patients mostly face in their life. The items consisted of 4-point Likert scale 

ranging from (1-4) with higher scores indicating the greater severity of 

stress experienced. The 32-items scale is grouped into two stressors sub-

scales: psychosocial (25-items) stressors, and physiological (7-items) 

stressors (ANNEX 2).  
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2. Jalowiec Coping Scale (JCS) 

The JCS tool is consisting of 60 items, each is a statement of4-point Likert 

scale ranging from 1(never used /not helpful) to 4 (always used / very 

helpful) was used. Higher scores indicated a higher frequency of use and 

perceived helpfulness of coping strategies. Participants answered each item 

in two ways: (1) frequency of use and (2) perceived helpfulness. The 

positive side of using this scale is that the content validity of this 

instrument is supported by the systematic manner in which the tool was 

developed. This included a comprehensive review of the literature as well 

as input from a variety of health care professionals, chronically ill 

individuals, including hemodialysis patients, and family members 

(Jalowiec, 1995).  

The scale is representing eight coping styles (ANNEX 3);  

1. Confrontive (10 items/strategies). 

2. Evasive (13items/strategies). 

3. Optimistic (9items/strategies). 

4. Fatalistic (4items/strategies). 

5. Emotive (5items/strategies). 

6. Palliative (7items/strategies). 

7. Supportant(5items/strategies). 

8. Self-Reliant (7 items/strategies.  
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3.5 Validity 

3.5.1. Translation 

The questionnaire or scales have been translated in special English 

translation center (Academic of Language and Translation), in addition 

they were revised by two psychologist doctors who are specialized in 

psychology, one of them check the translation from English to Arabic and 

another doctor made back translation from Arabic to English, he is 

considered experts in the English language, and reviewed by 2 nursing 

academic doctors, and one psychiatric nurse. They accept the translation 

without any comments change. 

3.5.2. Pilot study 

A pilot study was conducted with ten hemodialysis patients, in order to 

identify potential problem, clarity of questions translation, understanding of 

questionnaire, and time required to complete the questionnaire. Pilot 

participants comments on 2 items in coping scale were founded culturally 

not suitable. These items were number 8(got mad let off steam), and 

number 34(took drink to make yourself feel better) they were excluded 

from the scale. Pilot sample were not included within the total sample and 

time required to accomplished the questionnaire according to pilot 

estimated to be 20-30 minutes. 
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3.6. Reliability 

HSS: The internal consistency Cronbach's alpha for the total stress scales 

from previous studies was 0.89 indicating good internal reliability Baldree, 

et al., (1982). The internal consistency (Chronbach Alpha) in this study 

found to be, (0, 83) for hemodialysis stress scale 

JCS: The internal consistency Cronbach's alpha for the total use and 

effectiveness scales from previous studies were (0, 88) and (0, 91) 

respectively indicating good internal reliability (Jalowiec, 1995).  

The internal consistency (Chronbach Alpha) in this study found to be (0, 

80) for coping scale, and (0, 67) for helpfulness of coping scale, they are 

good and satisfy the purpose of the study. 

 3.7. Ethical consideration 

Written permission to use both HSS and JCS scales were taken via 

email from their original authors (ANNEX 4, 5). 

Permission obtained from Institutional Review Board (IRB) from the 

Faculty of Graduate Studies (ANNEX 6), and approval letters were attained 

from the Palestinian Ministry of Health (M.O.H) (ANNEX 7), to conduct 

this study and to use the facilities in 3 governmental hospitals in North of 

West Bank, and other approval letter was taken from An-Najah University 

Hospital to conduct the study in their hospital. 
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Permissions and signed informed consent obtained from each participant 

after discussing with each of them the purpose of the study (ANNEX 8). 

All the patients informed that obtained data is confidential and only for 

research purposes. If participant became tired or feel uncomfortable during 

the interview, I will stop the interview immediately until the patient 

improve better and be able to participate again taking in consideration his 

agreement and acceptance in continuing the interview.  

Data Storage: data is stored in locked locker for 1 year then I will burn 

them. 

Copy of results will be sent to the M.O.H and to participated hospitals. 

3.8. The Study Fieldwork 

After getting the acceptance from (I.R.B) and(M.O.H)allowing to conduct 

the research, the study was conducted during the period of time between 

January2014- March 2014, in 3 governmental hospitals and 1 private 

hospital in North of  West Bank.    

All hospitals matrons were met before data collection, to explain 

importance and aim of the study, and then participants were met in dialyses 

room to explain the aim, ethical issues and interest of the study. A signed 

informed consent was obtained from the participant who expressed interest 

in the study at the time of the meeting. Face to face interviewed conducted 

in dialyses room, some of participants interviewed during dialyses and 
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some of them after dialyses, each interview approximately took 20-30 

minutes. 

1-AL-Najah Hospital in Nablus: 4 visits /week have been conducted in 

each visit 7-12 patients were interviewed. The field work in this hospital 

finished within 2 weeks resulted in interviewing61patients. 

2- Jenin Hospital: 4visits /week have been conducted in each visit5-6 

patients were interviewed. The field work in Jenin hospital took 1 week 

resulted in interviewing 20 patients. 

3- Tulkarem Hospital: 4 visits /week have been conducted in each visit 5-

6 patients were interviewed. The field work in Tulkarem took 1 week 

resulted in interviewing 23patients.  

4- Qalqylia Hospital: 3 visits /week have been conducted in each visit 5-6 

patients were interviewed. The fieldwork in Qalqylia hospital took 1 week, 

resulted in interviewing 16 patients. 

3.9. Data analysis 

Data was entered and analyzed by specialized person in analysis, and 

revised by another one for validity, using Statistical Package for Social 

Science (SPSS). Chi-square test was used for the relationship between 

stressors type and coping strategies, and relation between coping and 

helpfulness of coping; t-test and ANOVA were used to test the relationship 

between stress types, coping styles and demographic characteristics. 
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Scoring level for agreement 

80% and more=very big  

79.9%-60%=big  

59.9%-40%=middle  

39.9%and less= little  

This reflected the agreement among participants regard each item based on 

the statistical knowledge. 

 Summary  

This chapter is devoted to specify the steps and the methodology taken in 

carrying out the research endeavor. In this chapter the researcher presents 

research design, study population, sample, instrument, data collection 

procedures, ethical issues and the statistical analysis. 
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Chapter 4 

Results 

Introductions 

This chapter presents the results of the study: part (1) analysis of various 

demographic data, part (2) analysis of stressor scale, part (3) analysis of 

coping strategies scale, part (4) analysis of relationship between coping and 

demographic data, part (5) analysis of relationship between stressors and 

demographic data, part (6) analysis of relationship between stressors and 

coping strategies, and finally between coping and helpfulness of coping.  
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4.1 Socio-Demographic Data 

Table (4.1): Distribution of frequency and percentage of participants 

regarding their socio-demographic data  

Demographic Data 

Variables    No (%) 

Gender 

 

 Male 77 64.2 

Female 43 35.8 

AGE 

18 -30 years 16 13.3 

31 to 39 years 16 13.3 

40 to 49 years 44 36.7 

50 years to 65 years 44 36.7 

Duration of treatment 

less than 3 years 52 43.3 

3 to 5 years 45 37.5 

6 to 8 years 10 8.3 

 9 years and more 13 10.8 

Total  120 100% 

Table (4.1) showed that 64.2% of the HD patients were males, and 36.7% 

of them were in the age groups of (40-49 and 50-65) years old. Regarding 

their duration of treatment, 43.3% of them having a period of less than 3 

years, while 8.3% of them having it from 6 to 8 years. 
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4.2-Hemodialysis Stress Scale Results 

Table (4.2): Distribution of mean, SD, percentage, and Level of 

agreement  

The 

order 

No. Items Mean ± Std D Percentage 

% 

Agreement 

scale(2-1 ):Physiological stressors 

6 1 Feeling tired 3.0420 1.00334 76.1 Big 

7 2 Loss of body function 3.0252 1.06136 75.6 Big 

3 3 Muscle cramps/soreness 2.6833 1.09224 67.1 Big 

2 4 Nausea and vomiting 2.5667 1.21429 64.2 Big 

5 5 Stiffening of joints 2.4958 1.14147 62.4 Big 

4 6 Itching 2.4083 1.22643 60.2 Big 

1 7 Arterial & venous stick 2.3277 1.06651 58.2 Middle 

Total Mean for scale 1 2.6552 .66529 66.4 Big 

scale(2-2): Psychological stressors 

23 8 Limits on time and place for vacation 3.3667 1.10715 84.2 Very Big 

12 9 Decrease in sexual derive 3.2906 .94741 82.3 Very big 

9 10 Limitation of food 3.0840 .95296 77.1 Big 

22 11 Transportation to and from the unit 3.0500 1.20817 76.3 Big 

31 12 Decreased ability to have children 3.0360 1.10312 75.9 Big 

32 13 Length of treatment 2.9286 1.16800 73.2 Big 

11 14 Interference with job 2.8889 1.22318 72.2 Big 

13 15 Limitation of physical activity 2.7667 1.10563 69.2 Big 

10 16 Limitation of fluid 2.7563 1.25527 68.9 Big 

18 17 Uncertainty about the future 2.7000 1.20643 67.5 Big 

29 18 
Feelings related to treatments 

example;(feeling cold) 
2.7000 1.14202 

67.5 Big 

8 19 Decrease in social life 2.6667 1.11772 66.7 Big 

21 20 
Cost of treatment /transportation to 

treatment /or other cost factors 
2.6471 .97066 

66.2 Big 

14 21 Sleep disturbances 2.6250 1.09285 65.6 Big 

20 22 Limited in style of clothing 2.5917 1.28662 64.8 Big 

28 23 Fear of being alone 2.5085 1.18210 62.7 Big 

24 24 Frequent hospital admission 2.5 1.15285 62.5 Big 

15 25 Changes in family responsibilities 2.3950 1.21585 59.9 Middle 

17 26 
Reversal in family roles with the 

children 
2.3417 1.23326 

58.5 

Middle 

30 27 Boredom 2.2167 1.35463 55.4 Middle 
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19 28 Changes in body appearance 2.1583 1.22300 54.0 Middle 

16 29 Reversal in family role with spouse 2.0684 1.22985 51.7 Middle 

27 30 Dependency on physicians 1.9083 1.11518 47.7 Middle 

25 31 Dialysis machine and /or equipment 1.8487 1.17631 46.2 Middle 

26 32 
Dependency on nurses and 

technicians 
1.8000 1.12720 

45.0 Middle 

Total mean scale2 2.6250 .48822 65.6 Big 

Total mean 2.5989 .47509 65.0 Big 

Table (4.2) shows the mean, standard deviation, percentage, and level of 

agreement of HD patients on stress scale. Total mean score was 2.5989it 

revealed big agreement (65.0%) in using by HD patients. 

 Regarding to HSS items, the percentage for the highest item according to 

the total scale “Limits on time and place for vacation” was rated as 

most84.2%troublesome stressors items. 

According to the subscales, in physiological stress subscale," Feeling tired 

"was rated as most (76.1%) troublesome stressors items, followed by "Loss 

of body function"(75.6%), while the stress item with the lowest score was 

"Arterial & venous stick" (58.2%). 

In psychological stress subscale items “Limits on time and place for 

vacation” was rated as most (84.2%) troublesome stressors items, followed 

by(Decrease in sexual derive) (82.3%), while the stress item with the 

lowest score was (Dependency on nurses and technicians) (58.2%). 

 

 

 



40 

4.3 Jalowiec Coping Scale Results 

Table (4.3) shows the mean, standard deviation, percentage and level of 

agreement of HD patients on coping scale; total mean score was 2.6513 it 

revealed big agreement (66.3%) in using by HD patients. 

According to subtypes of coping scale the percentage for the highest coping 

strategies used was (Optimistic coping) with (77.2%), followed by 

(Supportant coping) with (74.3%), followed by (Fatalistic coping) with 

(71.3%), while (Emotive coping) appeared to be with least percentage 

(53.1%). 

Regarding to JCS items, the percentage for the highest item according to 

total JCS was, “Prayed or put your trust in God” was rated as most (94.8%) 

coping strategies used, followed by “Tried to keep your life as normal as 

possible and not let the problem interfere” (90.0%), while the coping item 

with the lowest score was “Did something impulsive or risky that you 

would not usually do” (29.2%). 
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Table (4.3): Distribution of mean, SD, percentage, and Level of agreement of coping strategies. 
The order No. Items Mean SD ± Percentage % Agreement 

Scale 3-1: Confronted coping style 

16 1 Tried to keep the situation under control 3.2185 .81469 80.5 Very big 

27 2 Tried to find out more about the problem 3.0500 1.17287 76.3 Big 

13 3 Tried to look at the problem objectively and see all sides 2.9748 .84835 74.4 Big 

43 4 Practiced in your mind what had to be done 2.6667 1.06379 66.7 Big 

29 5 Tried to handle things one step at a time 2.5417 .95174 63.5 Big 

4 6 Thought out different ways to handle the situation 2.4583 1.18034 61.5 Big 

25 7 Tried to change the situation 2.2333 1.09800 55.8 Middle 

45 8 Learned something new in order to deal with the problem 2.0593 1.09617 51.5 Middle 

38 9    Set up a plan of action 1.8376 1.03355 45.9 Middle 

33 10  Tried to work out a compromise 1.7797 .89763 44.5 Middle 

Total mean scale3-1 2.4946 .57294 62.4 Big 
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Table (3-1) shows the mean, standard deviation, percentage, and level of 

agreement of HD patients on confronted coping strategies; it revealed big 

agreement (62.4%) in using by HD patients. 

“Tried to keep the situation under control” found to be most usable item 

(80.5%), while “Tried to work out a compromise” was found to be least 

used(44.5%). 

Scale 3-2: Evasive coping style 

58 11 Wished that the problem would go away 3.5417 .81885 88.5 Very big 

35 12 Let time take care of the problem 3.5167 .76678 87.9 Very big 

10 13 Tried to put the problem out of your mind and think of 

something else 

2.9167 .94898 72.9 Big 

14 14 Daydreamed about a better   life 2.9167 1.22016 72.9 Big 

40 15 Put off facing up to the   problem 2.8833 .98887 72.1 Big 

7 16 Tried to get away from the problem for awhile 2.6410 1.06238 66.0 Big 

55 17 Told yourself that this problem was really not that 

important 

2.6017 1.13333 65.0 Big 

48 18 Tried to ignore or avoid the problem 2.5593 1.18785 64.0 Big 

18 19 Tried to get out of the situation 2.4000 1.07218 60.0 Big 

21 20 Waited to see what would happen 2.2167 1.07049 55.4 Middle 

28 21 Slept more than usual 2.1261 1.23202 53.2 Middle 

56 22 Avoided being with people 1.8083 1.01498 45.2 Middle 

20 23 Told yourself that the problem was someone else's fault 1.6387 1.14041 41.0 Middle 

Total mean scale3- 2 2.5796 .30704 64.5 Big 

Table (3-2) shows the mean, standard deviation, percentage and level of 

agreement of HD patients on evasive coping strategies; it revealed big 

agreement (64.5%) in using by HD patients. 

“Wished that the problem would go away” found to be most usable item 

(88.5%), while “Told yourself that the problem was someone else's fault” 

was found to be least used(41.0%). 
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Scale 3-3: Optimistic coping style 

30 24 
Tried to keep your life as normal as possible and not let 

the problem interfere 

3.6000 .69088 90.0 Very big 

39 25 Tried to keep a sense of humor 3.5333 .70928 88.3 Very big 

47 26 Thought about the good things in your life 3.4500 .68415 86.3 Very big 

50 27 Tried to think positively 3.3083 .85794 82.7 Very big 

32 28 Told yourself not to worry because everything would 

work out fine 

3.2000 .98390 80.0 Very big 

2 29 Hoped that things would get better 2.7227 1.17115 68.1 Big 

5 30 Told yourself that things could be much worse 2.7167 1.08607 67.9 Big 

49 31 Compared yourself with other people who were in the 

same situation 

2.6833 .81975 67.1 Big 

54 32 Tried to see the good side of the situation 2.5424 1.07532 63. Big 

Total mean scale 3-3 3.0864 .45699 77.2 Big 

Table (3-3) shows the mean, standard deviation, percentage, and level of 

agreement of HD patients on optimistic coping strategies; it revealed big 

agreement (77.2%) in using by HD patients. 

“Tried to keep your life as normal as possible and not let the problem 

interfere” found to be most usable item (90.0%),while “Tried to see the 

good side of the situation” was found to be least used(63.0%). 

Scale3-4: Fatalistic coping style 

12 33 Accepted the situation because very little could be done 3.5417 .78746 88.5 Very big 

9 34 Expected the worst that could happen 3.1092 1.00667 77.7 Big 

23 35 Resigned yourself to the situation because things looked 

hopeless 

3.1000 1.81682 77.5 Big 

60 36 Told yourself that you were just having some bad luck 1.7373 1.10498 43.4 Middle 

Total mean scale3- 4 2.8500 .66865 71.3 Big 

Table (3-4) shows the mean, standard deviation, percentage, and level of 

agreement of HD patients on fatalistic coping strategies; it revealed big 

agreement (71.3%) in using by HD patients. 
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“Accepted the situation because very little could be done” found to be most 

usable item (88.5%),while “Told yourself that you were just having some 

bad luck” was found to be least used(43.4%). 

Scale3-5: Emotive coping style 

1 37 Worried about the problem 2.8167 1.20212 70.4 Big 

24 38 Took out your tensions on someone else 2.6083 1.11744 65.2 Big 

51 39 Blamed yourself for getting into such a situation 1.9573 1.29584 48.9 Middle 

46 40 Did something impulsive or risky that you would not 

usually do 

1.1695 .57446 29.2 Little 

Total mean scale3- 5 2.1250 .64141 53.1 Middle 

Table (3-5) shows the mean, standard deviation, percentage, and level of 

agreement of HD patients on emotive coping strategies; it revealed middle 

agreement (53.5%) in using by HD patients. 

“Worried about the problem” found to be most usable item (70.4%),while 

“Did something impulsive or risky that you would not usually do” was 

found to be least used(29.2%). 

Scale 3-6: Palliative coping style 

36 41 Tried to distract yourself by doing something that you 

enjoy 

3.2650 .87487 81.6 Very 

big 

44 42 Tried to keep busy 3.2500 .74755 81.3 Very 

big 

26 43 Used relaxation techniques 2.4958 1.09602 62.4 Big 

3 44 Ate or smoked more than usual 1.6723 1.03424 41.8 Middle 

6 45 Exercised or did some physical activity 1.5462 .96329 38.7 Little 

53 46 Took medication to reduce tension 1.5299 1.03867 38.2 Little 

Total mean scale 3-6 2.2725 .42367 56.8 Middle 
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Table (3-6) shows the mean, standard deviation, percentage, and level of 

agreement of HD patients on palliative coping strategies; it revealed middle 

agreement (56.8%) in using by HD patients. 

“Tried to distract yourself by doing something that you enjoy” found to be 

most usable item (81.6%), while “Took medication to reduce tension ”was 

found to be least used (38.2%). 

Scale 3-7: Supportant coping style 

17 47 Prayed or put your trust in God 3.7917 .48326 94.8 Very big 

42 48 Talked the problem over with someone who had been 

in similar situation 

3.0339 1.06964 75.8 Big 

11 49 Talked the problem over with family or friends 3.0168 1.10456 75.4 Big 

15 50 Talked the problem over with a professional person 

(such as a doctor, nurse, minister, teacher, counselor) 

2.8067 1.11445 70.2 Big 

59 51 Depended on others to help you out 2.1864 1.13942 54.7 Middle 

Total mean scale 3-7 2.9704 .61115 74.3 Big 

Table (3-7) shows the mean, standard deviation, percentage, and level of 

agreement of HD patients on supportant coping strategies; it revealed big 

agreement (74.3%) in using by HD patients. 

“Prayed or put your trust in God”found to be most usable item (94.8%), 

while “Depended on others to help you out” was found to be least used 

(54.7%). 
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Scale3- 8: Self – reliant coping style 

41 52 Tried to keep your feelings under control 3.2712 .76974 81.8 Very big 

52 53 Preferred to work things out yourself 3.2185 .90347 80.5 Very big 

37 54 Told yourself that you could handle anything no matter 

how hard 

2.8898 1.09999 72.2 Big 

57 55 Tried to improve yourself in some way so you could 

handle the situation better 

2.5417 1.09157 63.5 Big 

31 56 Thought about how you had handled other problems in 

the past 

2.4083 1.05716 60.2 Big 

22 57 Wanted to be alone to think things out 2.3750 1.13065 59.4 Middle 

19 58  Kept your feelings to yourself 1.9160 1.11674 47.9 Middle 

Total mean scale3- 8 2.6576 .49805 66.4 Big 

Total mean 2.6513 .32266 66.3 Big 

Table (3-8) shows the mean, standard deviation, percentage, and level of 

agreement of HD patients on self-reliant coping strategies; it revealed big 

agreement (66.4%) in using by HD patients. 

“Tried to keep your feelings under control” found to be most usable item 

(81.8%), while “Kept your feelings to yourself” was found to be least used 

(47.9%). 
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4.4 Coping Helpfulness Results  

 

Table (4.4): Distribution of mean, SD, percentage, and Level of 

agreement of coping helpfulness 

order NO Items Mean SD± % Agreement 

1 17 Prayed or put your trust in God 3.8250 .42332 95.6 Very big 

2 39 Tried to keep a sense of humor 3.4958 .67490 87.4 Very big 

3 30 
Tried to keep your life as normal as possible 

and not let the problem interfere 
3.4957 .62455 87.4 Very big 

4 11 Talked the problem over with family or friends 3.4717 .63557 86.8 Very big 

5 36 
Tried to distract yourself by doing something 

that you enjoy 
3.4609 .65275 86.5 Very big 

6 50 Tried to think positively 3.4464 .75742 86.2 Very big 

7 47 Thought about the good things in your life 3.4174 .70066 85.4 Very big 

8 32 
Told yourself not to worry because everything 

would work out fine 
3.3982 .64835 85.0 Very big 

9 12 
Accepted the situation because very little could 

be done 
3.3684 2.94571 84.2 Very big 

10 44 Tried to keep busy 3.2017 .68371 80.0 Very big 

11 10 
Tried to put the problem out of your mind and 

think of something else 
3.1887 .69163 79.7 Big 

12 41 Tried to keep your feelings under control 3.1681 .78459 79.2 Big 

13 16 Tried to keep the situation under control 3.1491 .76693 78.7 Big 

14 42 
Talked the problem over with someone who 

had been in similar situation 
3.1333 .79743 78.3 Big 
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15 14 Daydreamed about a better   life 3.0900 .88871 77.3 Big 

16 2 Hoped that things would get better 3.0521 .88698 76.3 Big 

17 37 
Told yourself that you could handle anything 

no matter how hard 
3.0463 .86882 76.2 Big 

18 35 Let time take care of the problem 3.0420 .81714 76.1 Big 

19 27 Tried to find out more about the problem 3.0392 .83157 76.0 Big 

20 52 Preferred to work things out yourself 3.0381 .71956 76.0 Big 

21 15 

Talked the problem over with a professional 

person (such as a doctor, nurse, minister, 

teacher, counselor) 

2.9608 .80741 74.0 Big 

22 7 Tried to get away from the problem for awhile 2.9592 .89579 74.0 Big 

23 40 Put off facing up to the   problem 2.9266 .93002 73.2 Big 

24 55 
Told yourself that this problem was really not 

that important 
2.9247 .89972 73.1 Big 

25 57 
Tried to improve yourself in some way so you 

could handle the situation better 
2.9238 .81683 73.1 Big 

26 26 Used relaxation techniques 2.9029 .73451 72.6 Big 

27 6 .Exercised or did some physical activity 2.8983 .86493 72.5 Big 

28 13 
Tried to look at the problem objectively and 

see all sides 
2.8376 .84033 70.9 Big 

29 49 
Compared yourself with other people who 

were in the same situation 
2.8241 .77132 70.6 Big 

30 43 Practiced in your mind what had to be done 2.8190 .87465 70.5 Big 

31 29 Tried to handle things one step at a time 2.8125 .78879 70.3 Big 
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32 48 Tried to ignore or avoid the problem 2.8068 .84225 70.2 Big 

33 58 Wished that the problem would go away 2.8053 1.00764 70.1 Big 

34 31 
Thought about how you had handled other 

problems in the past 
2.7700 .99346 69.3 Big 

35 5 Told yourself that things could be much worse 2.7547 .95430 68.9 Big 

36 38 Set up a plan of action 2.6923 .97111 67.3 Big 

37 18 Tried to get out of the situation 2.5745 .84865 64.4 Big 

38 25 Tried to change the situation 2.5543 .84339 63.9 Big 

39 54 Tried to see the good side of the situation 2.5370 .82514 63.4 Big 

40 22 Wanted to be alone to think things out 2.3370 .81574 58.4 Middle 

41 45 
Learned something new in order to deal with 

the problem 
2.3214 .90728 58.0 Middle 

42 23 
Resigned yourself to the situation because 

things looked hopeless 
2.3137 1.08071 57.8 Middle 

43 56 Avoided being with people 2.2346 1.04009 55.9 Middle 

44 21 Waited to see what would happen 2.2135 .88513 55.3 Middle 

45 28 Slept more than usual 2.1348 .99076 53.4 Middle 

46 33 Tried to work out a compromise 2.0921 .85131 52.3 Middle 

47 4 
Thought out different ways to handle the 

situation 
2.0707 .88355 51.8 Middle 

48 59 Depended on others to help you out 2.0543 .88161 51.4 Middle 

49 24  Took out your tensions on someone else 1.9510 1.06592 48.8 Middle 



50 

50 53 Took medication to reduce tension 1.9167 .86928 47.9 Middle 

51 19 Kept your feelings to yourself 1.8795 .81746 47.0 Middle 

52 20 
Told yourself that the problem was someone 

else's fault 
1.7273 1.01596 43.2 Middle 

53 9 Expected the worst that could happen 1.5664 .84384 39.2 Little 

54 46 
Did something impulsive or risky that you 

would not usually do 
1.5660 1.06535 39.2 Little 

55 51 
Blamed yourself for getting into such a 

situation 
1.5263 .88655 38.2 Little 

56 60 
Told yourself that you were just having some 

bad luck 
1.4063 .68357 35.2 Little 

57 3 Ate or smoked more than usual 1.3768 .64401 34.4 Little 

58 1 Worried about the problem 1.3208 .68379 33.0 Little 

Total average 2.7637 .37414 69.1 Big 

Table (4.4) shows the mean, standard deviation, percentage, and level of 

agreement of HD patients on the helpfulness of coping strategies; total 

mean score was 2.7637 it revealed big agreement (69.1%) in using by HD 

patients. 

“Prayed or put your trust in God” found to be most usable item (95.6%), 

while “Worried about the problem” was found to be least used(33.0%). 
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4.5 Results of differences between stressors, and demographic 

characteristics 

Table (4.5): Differences of mean and SD for stressors types in regard to 

the gender. 

Scale Sex N Mean Std ± Df t P value 

Scale 1 

Physiological 

Male 74 2.6062 .64878 

114 -1.053 .294 

Female 42 2.7415 .69288 

Scale 2 

Psychology 

Male 66 2.6667 .46076 

94 1.244 .217 

Female 30 2.5333 .54068 

Mean stressor Male 77 2.6422 .44129 

118 1.343 .182 

Female 43 2.5212 .52678 

Table (4.5) shows t-test results of the difference between stressors types 

according to HD patients gender; the mean score of stressors for male was 

(2.64±0.441) and for female was (2.52±0.526) with no significant 

difference (p value .182).  

Regarding the stressors subscale, the mean score of physiological stressors 

for male was (2.60±0.648), and for females was (2.74±0.692), while the 

mean score of psychological stressors for male was (2.66±0.460), and for 

females was (2.53±0.540) with no significant difference. 
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Table (4.6): Differences of mean and SD for stressors types in regard to 

the age using ANOVA test. 

  N Mean SD± F P value 

Scale 1 

Physiological 

18 to 30 years 16 2.5179 .71690 

.370 .775 

 31 to 39 years 15 2.6476 .70580 

 40 to 49 years 41 2.6411 .63255 

 50 to 65 years 44 2.7208 .67707 

Total 116 2.6552 .66529 

Scale2 

Psychological 

18 to 30 years 13 2.6154 .54149 

.109 .955 

 31 to 39 years 13 2.6154 .43067 

 40 to 49 years 35 2.6617 .48665 

 50 to 65 years 35 2.5954 .50780 

Total 96 2.6250 .48822 

T Stressor 18 to 30 years 16 2.5343 .55050 

.194 .900 

 31 to 39 years 16 2.5559 .44739 

 40 to 49 years 44 2.6256 .50432 

 50 to 65 years 44 2.6112 .43776 

Total 120 2.5989 .47509 

Table (4.6) shows ANOVA test of the difference between stressors type 

and age. It illustrates that the mean score for stress scale was (2.62) for age 

group (40-49), and (2.53) for age group (18-30) with no significant 

difference (p value 0.900). 

Regarding the stress subscale, the mean score of physiological stressors 

was (2.72) for age group (50-65), while psychological stressors the mean 

score was (2.66) for age group between (40-49), with no significant 

difference. 
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 Table (4.7): Differences of mean and SD for stressors types in regard 

to the duration of treatment using ANOVA test. 

Stress types 

Duration of 

treatment 
N Mean Std. Deviation F P value 

Scale 1  

          

Physiological 

less than 3 years 50 2.6429 .69403 

.519 .670 

3 to 5 years 43 2.5980 .66734 

6 to 8 years 10 2.7000 .64751 

 9 years and more 13 2.8571 .58612 

Total 116 2.6552 .66529 

Scale 2 

Psychological 

less than 3 years 43 2.5135 .45195 

4.401 .006 

3 to 5 years 42 2.8019 .46075 

6 to 8 years 6 2.2200 .45378 

 9 years and more 5 2.5840 .61031 

Total 96 2.6250 .48822 

Total stressor 

less than 3 years 52 2.5129 .47351  

3.054 

 

.031 
3 to 5 years 45 2.7356 .45458 

6 to 8 years 10 2.3387 .37382 

 9 years and more 13 2.6694 .50900 

Total 120 2.5989 .47509 

 Table (4.7) shows ANOVA test of the difference between stressors types 

and duration of treatment. It illustrates that the mean score of stress scale 

for duration of treatment from (3-5 years) was (2.735) and for duration of 

treatment from (6-8 years) was (2.338) with significant difference for 

duration of treatment from (3-5 years) (p value 0.031).  
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Regarding the stress subscale, the mean score of physiological stressors 

was (2.85) for duration of treatment from (9 years and more) with no 

significant difference. 

 While psychological stressors the mean score was (2.80) for duration of 

treatment from (3-5years), and (2.220) for duration of treatment from (6-8 

years) with significant difference for duration of treatment from (3-5 

years)(p value 0.006).  

4.6 Results of differences between coping, and demographic 

characteristics 

Table (4.8): Differences of mean and SD for coping strategies regard to 

the gender. 

Scale Gender N Mean SD± Df t P value 

Scale 1 

Confrontive coping 

style 

Male 74 2.5189 .50820 

110 .624 .030 Female 38 2.4474 .68684 

Scale 2 

Evasive coping style 

Male 74 2.5925 .32827 
112 .608 .062 

Female 40 2.5558 .26561 

Scale 3o 

Optimistic coping style 

Male 75 3.0489 .46508 
115 -1.189 .432 

Female 42 3.1534 .43964 

Scale 4 

Fatalistic coping style 

Male 76 2.7829 .53126 
116 -1.474 .018 

Female 42 2.9714 .85797 

Scale 5 

Emotive coping style 

Male 74 2.0574 .59037 
114 -1.514 .248 

Female 42 2.2440 .71459 

Scale 6 

Palliative coping style 

Male 75 2.2578 .45462 
113 -.507 .029 

Female 40 2.3000 .36241 

Scale 7 

Supportant coping style 

Male 74 2.9811 .62036 
113 .250 .984 

Female 41 2.9512 .60130 

Scale 8 

Self-reliant coping style 

Male 77 2.6327 .50477 
114 

-.758 

 
.732 

Female 39 2.7070 .48716 

Mean coping Male 77 2.6279 .28797 
118 -1.060 .222 

Female 43 2.6930 .37701 
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Table (4.8) shows t-test results of the difference between the coping 

strategies used among HD patients and their gender. The mean score of 

coping scale for male was (2.62±0.287) and for female was (2.69±0.377) 

with no significant difference (p value .222) 

Regarding the analysis of coping subscale and gender the mean score of 

fatalistic and palliative coping for females was (2.97±0.85) and (2.30±0.36) 

respectively, with significant difference for females (p value .018 and .029) 

respectively. 

According to confrontive coping the mean score for males was (2.51±0.50) 

and for females was (2.44±0.68) with significant difference between male 

and females; for males (p value.030). 
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Table (4.9): Differences of mean and SD for coping strategies regard to 

the age using ANOVA test. 

Scale Age N Mean Std± F P <.001 

Scale 1 

Confrontive 

coping style 

18 to 30 years 14 2.5071 .68440 

1.384 .252 

 31 to 39 years 15 2.3333 .44347 

 40 to 49 years 41 2.6268 .65728 

 50 to 65 years 42 2.4190 .46760 

Total 112 2.4946 .57294 

Scale 2 

Evasive coping 

style 

18 to 30 years 13 2.7101 .41561 

.904 .442 

 31 to 39 years 15 2.5692 .18797 

 40 to 49 years 42 2.5531 .29876 

 50 to 65 years 44 2.5699 .31139 

Total 114 2.5796 .30704 

Scale 3 

Optimistic coping 

style 

18 to 30 years 13 3.1538 .54156 

.153 .927 

 31 to 39 years 16 3.0417 .59056 

 40 to 49 years 44 3.0934 .37273 

 50 to 65 years 44 3.0758 .46760 

Total 117 3.0864 .45699 

Scale 4 

Fatalistic coping 

style 

18 to 30 years 14 2.4643 .75865 

2.059 .110 

 31 to 39 years 16 2.8438 .49896 

 40 to 49 years 44 2.9670 .74287 

 50 to 65 years 44 2.8580 .58419 

Total 118 2.8500 .66865 

Scale 5 

Emotive coping 

style 

18 to 30 years 13 2.5846 .57423 

2.219 .090 

 31 to 39 years 15 3.1333 .58391 

 40 to 49 years 44 3.0000 .60694 

 50 to 65 years 43 3.0000 .60945 

Total 115 2.9704 .61115 

Scale 6 

Palliative coping 

style 

18 to 30 years 15 2.8095 .54710 

1.156 .330 

 31 to 39 years 16 2.5982 .56477 

 40 to 49 years 42 2.7143 .48471 

 50 to 65 years 43 2.5714 .46448 

Total 116 2.6576 .49805 

Scale 7 

Supportant 

coping style 

18 to 30 years 12 2.3125 .26382 

 

 

 

1.576 

 

 

 

.199 

 31 to 39 years 16 2.2188 .56917 

 40 to 49 years 44 2.1989 .66817 

 50 to 65 years 44 1.9659 .69171 

Total 116 2.1250 .64141 
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Table (4.9) shows ANOVA test of the difference between coping strategies 

and age, it illustrates that the mean score for coping scale was (2.69) for 

age group (40-49), and (2.68) for age group (18-30), and it was (2.59) for 

age group (31-39) with no significant difference (p value 0.512). 

Regarding coping subscale, the mean score of confrontive, fatalistic coping 

strategies were (2.62) and (2.96) respectively for age group (40-49). In 

regard to evasive, optimistic, palliative, supportant, and self-reliant coping 

strategies the mean score were (2.71), (3.15), (2.80), (2.31), and (2.42), 

respectively for age group (18-30), while for emotive coping strategies the 

mean score was (3.13) for age group (31-39) with no significant difference. 

 

 

 

 

 

Scale 8 

Self-reliant coping 

style 

18 to 30 years 13 2.4231 .33758  

.952 

 

.418 
 31 to 39 years 16 2.1771 .40583 

 40 to 49 years 42 2.2381 .51816 

 50 to 65 years 44 2.2955 .34451 

Total 115 2.2725 .42367 

Mean coping 18 to 30 years 16 2.6871 .35357  

 

 

.772 

 

 

 

.512 

 31 to 39 years 16 2.5974 .30208 

 40 to 49 years 44 2.6991 .39352 

 50 to 65 years 44 2.6100 .22842 

Total 120 2.6513 .32266 
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  Table (4.10): Differences of mean and SD for coping strategies regard 

to the duration of treatment using ANOVA test. 

Coping style Duration of treatment N Mean Std. Deviation F P value 

Scale 1 

Confrontive 

coping style 

less than 3 years 48 2.5708 .50569 

1.376 .254 

3 to 5 years 43 2.4674 .57641 

6 to 8 years 8 2.1375 .46579 

 9 years and more 13 2.5231 .79598 

Total 112 2.4946 .57294 

Scale 2 

Evasive 

coping style 

less than 3 years 47 2.5270 .29791 

.793 .500 

3 to 5 years 44 2.6171 .32275 

6 to 8 years 10 2.6308 .25845 

 9 years and more 13 2.6036 .32461 

Total 114 2.5796 .30704 

Scale 3 

Optimistic 

coping style 

less than 3 years 50 3.1289 .44972 

.984 .403 

3 to 5 years 44 2.9975 .44926 

6 to 8 years 10 3.2111 .56035 

 9 years and more 13 3.1282 .42756 

Total 117 3.0864 .45699 

Scale 4 

Fatalistic 

coping style 

less than 3 years 51 2.8539 .77543 

.199 .897 

3 to 5 years 44 2.8352 .53086 

6 to 8 years 10 2.7500 .58926 

 9 years and more 13 2.9615 .74893 

Total 118 2.8500 .66865 

Scale 5 

Emotive 

coping style 

less than 3 years 50 2.9520 .60415 

.479 .698 

3 to 5 years 43 2.9907 .65021 

6 to 8 years 9 3.1556 .26034 

 9 years and more 13 2.8462 .69835 

Total 115 2.9704 .61115 

Scale 6 

Palliative 

coping style 

less than 3 years 48 2.6667 .50815 

1.539 .208 

3 to 5 years 45 2.6984 .47500 

6 to 8 years 10 2.3429 .24467 

 9 years and more 13 2.7253 .63208 

Total 116 2.6576 .49805 

Scale 7 

Supportant 

coping style 

less than 3 years 48 2.0573 .61937  

 

 

1.123 

 

 

 

.343 

3 to 5 years 45 2.1778 .64319 

6 to 8 years 10 1.9250 .52770 

 9 years and more 13 2.3462 .77418 

Total 116 2.1250 .64141 

Scale 8 less than 3 years 48 2.2812 .39673   
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Self-reliant 

coping style 

3 to 5 years 44 2.2689 .50478  

 

.132 

 

 

.941 
6 to 8 years 10 2.2000 .28109 

 9 years and more 13 2.3077 .33226 

Total 115 2.2725 .42367 

Mean coping less than 3 years 52 2.6698 .31313  

 

 

.308 

 

 

 

.819 

3 to 5 years 45 2.6376 .30811 

6 to 8 years 10 2.5747 .26113 

 9 years and more 13 2.6830 .45641 

Total 120 2.6513 .32266 

Table (4.10) shows ANOVA test of the difference between coping 

strategies and duration of treatment, it illustrates that the mean score for 

coping scale was (2.68) for duration of treatment from (9 years and more), 

and (2.66) for duration of treatment from (less than 3 years), and it was 

(2.57) for duration of treatment from (6-8 years) with no significant 

difference (p value 0.819). 

Regarding coping subscale, the mean score of confrontive coping style was 

(2.57) for duration of treatment from (less than 3years). In regard to 

evasive, optimistic, and emotive the mean score were (2.63), (3.21), and 

(3.15) respectively for duration of treatment from (6-8 years), while for 

fatalistic, palliative, supportant, and self-reliant coping style the mean score 

were (2.96), (2.72), (2.34), and (2.30) respectively for duration of treatment 

from (9 years and more) with no significant difference.  
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4.7 Results of differences between stressors, coping, and helpfulness. 

Table (4.11): Pearson Chi Square test between Coping strategies and 

physiological stressors 

Table (4.11) shows Pearson Chi Square test between coping strategies used 

and physiological stressors, it indicated that there were statistically 

significant differences between the physiological stressors and all coping 

strategies. 

 

 

 

 

Scale Q² Df P value 

Scale 1:Confrontive coping style and physiological stressor 707.365(a) 475 .000<.001 

Scale 2:Evasive coping style and physiological stressor 443.153(a) 304 .000<.001 

Scale 3:Optimistic coping style and physiological stressor 423.879(a) 380 .000<.001 

Scale 4:Fatalistic coping style and physiological stressor 411.903(a) 247 .000<.001 

Scale 5:Emotive coping style and physiological stressor 388.523(a) 228 .000<.001 

Scale 6:Palliative coping style and physiological stressor 393.086(a) 266 .000<.001 

Scale 7;Supportant coping style and physiological stressor 290.456(a) 190 .000<.001 

Scale 8:Self-reliant coping style and physiological stressor 308.416(a) 228 .000<.001 

Mean coping and physiological stressor 1430.961(a) 1064 .000<.001 
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Table (4.12): Pearson Chi Square test between Coping and 

psychological stressor 

Scale Q² Df P value 

Scale 1:Confrontive coping style and psychological 

stressor 

1136.018(a) 925 .000<.001 

Scale 2:Evasive coping style and psychological stressor 785.094(a) 592 .000<.001 

Scale 3:Optimistic coping style and psychological 

stressor 

862.525(a) 684 .000<.001 

Scale 4:Fatalistic coping style and psychological 

stressor 

546.642(a) 456 .000<.001 

Scale 5:Emotive coping style and psychological stressor 564.469(a) 456 .000<.001 

Scale 6:Palliative coping style and psychological 

stressor 

731.854(a) 532 .000<.001 

Scale 7:Supportant coping style and physiological 

stressor 

450.661(a) 342 .000<.001 

Scale 8:Self-reliant coping style and physiological 

stressor 

572.829(a) 456 .000<.001 

Mean coping and psychological stressor 2281.867(a) 1900 .000<.001 

Table (4.12) shows Pearson Chi Square test between coping strategies used 

and psychological stressors, it indicated that there was statistically 

significant differences between the psychological stressors and all coping 

strategies. 
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Table (4.13): Pearson Chi Square test between Coping and helpfulness  

 

 

Q² Df P value 

Pearson Chi-Square 5911.333(a) 4872 .000<.001 

Table (4.13) shows Pearson Chi Square test between coping strategies used 

and helpfulness of these coping strategies, it indicated that there was 

statistically significant differences between coping strategies and 

helpfulness of these coping strategies. 
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Chapter 5 

Discussion 

 

This chapter discusses the main finding of research questions. 

5.1 Socio- Demographic characteristics 

    According to demographic characteristics of HD patients (Table 1) more 

than two third of HD patients were male, and one third of them were in the 

age groups of (40-49 and 50-65) years old, regarding to their duration of 

treatment about half of them having a period of less than 3 years which 

reflect the rapid increase of ESRD patients, while (8.3%) of them having it 

from 6 to 8 years. 

 

5.2 Stress types  

 According to the HD patients stress types (Table 2), about two third of 

patients were experienced mild to moderate level of total stress but 

physiological stress was slightly more (SD 0.665) stressful than 

psychological (SD 0.488), similar finding were found in a study done by 

Mok and Tam (2001), they reported the mean score for the physiological 

stressors was 1.50 (SD=, 63) and for the psychological stressors was 1.30 

(SD=, 58). In addition to study done by Tu et al. (2013), also found that 

patients had more physiological stressors than psychosocial stressors. In 

contrast, (Al Nazly et al. 2014; Shahrokhi et al. 2014) found psychosocial 

stressors to be more prominent than physiological stressors. 
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Common stressors  

The findings (Table 2) illustrated that the stress item with the highest 

percentage was (Limits on time and place for vacation) 84, 2%, which was 

similar to others studies by (Cinar, Barlas, &Alpar, 2009; Logan, 

Pelletier-Hibbert, & Hodgins, 2006; Shahrokhi, 2014). This could be 

related to the intensive treatment hours per week, which make patients 

unable to travel couple a day, and lack of recreation places for spending 

vacation due to the settlement.  

The second source of stress was (decrease in sexual derives) 82,3%, which 

is in agreement with (Leny, 1973; Procci, 1981) which found prevalence 

estimates of sexual dysfunction range from 9% in predialysis to 70% in 

dialysis patients of either sex. In the other hand, the result different from 

Shinde et al. (2014) that found item (decrease in sexual derives) cause 

mild stress to HD patients and not ranked within the top major stressors. 

This might be that the sexual dysfunction is much more common in patient 

with ESRD than in general population, this due to the nature of the disease 

such as anemia and uremia, those are the organic factors that affect the 

erectile dysfunction. In addition, to chronic fatigue, anxiety and a decline in 

self‐esteem that also contribute in decrease of sexual desire. 

In addition, (feeling tired) was rated a top five stressors which is consistent 

with other studies (Baldree et al., 1982; Bihl et al., 1988; Eichel, 1986; 
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Gurklis & Menke, 1988; 1995; Lok, 1996; Mok & Tam, 2001; Welsh & 

Austin, 1999). 

The least stressful scale items were,(dependency on nurses and technicians) 

45%,(dialysis machine and/or equipment) 46.2%, (dependency on 

physicians) 47.4%, this results were different from Shinde et al. (2014) 

that found 86.7%patients had the stress of dependency on staff. 

These results might related to recurrent patients visit to the hospital for 

treatment that might increase the relation between the team stuff and 

patients and make them more familiar to each other, so patients will not 

feel stressed in demanding and requesting from the nurses or physicians.  

 

5.3 Coping strategies 

The study results revealed different coping strategies used among HD 

patients. The coping strategies with the highest percentage for use (Table 3) 

was "Optimistic coping strategies" 77.2%, which is defined by Jalowiec 

(1995) as thinking positively, maintaining a positive outlook, and positively 

comparing yourself to others in similar situations. This finding is supported 

with studies done by (Logan et al. 2006; Shahrokhi, 2014) and other 

studies involving renal patients (Lindqvist et al., 1998; Lindqvist & Sjoden, 

1998). 

 The second most coping strategies used (Table 3-7) was "Supportant 

coping strategies" 74.3%, which is defined by Jalowiec (1995), as allowing 
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individuals to accept and seek support from various sources. These results 

were similar to study done by Logan et al., (2006). The high reporting of 

the use of supportant coping strategies might be related to that the item 

(Prayed or put your trust in God) ranked number one as the majority 94.8% 

of participants recorded its use. 

The two coping items with the highest percentage were (Prayed or put your 

trust in God) 94.8% which belong to supportant coping strategies. Similar 

finding were reported in others study within the top five coping strategies 

(Burns, 2004; Cinar, Barlas, & Alpar, 2009; Muayyad & Eman, 2014; 

Parvan et al, 2015; Shahrokhi, 2014).It is known that all patients were 

Muslims so they believe in seeking help and support from God, also 

praying give them feeling of security, strength and acceptance. 

The second item (Tried to keep your life as normal as possible and not let 

the problem interfere) 90.0% which belong to optimistic coping strategies. 

These two items were recorded to be the most used and most helpfulness of 

use in the coping scale.  

5.4 Gender,(coping strategies and stressors) 

 

5.4.1 Coping strategies and gender 

The mean score of coping strategies (table 5-1) was approximately equal 

between male (2.62± 0.287) and female (2.69± 0.377) HD patients, with no 

significant difference between male and female (p= 0.22). These results 
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were in agreement with (Logan, 2006; Lindqvist, 1998). In addition to a 

study done by Blake and Courts (1996) who examined the differences in 

coping strategies used by 15 men and 15 women on hemodialysis. No 

statistically significant differences by gender were observed. The most 

common coping styles used by male and female were optimistic and 

confrontive. 

In contrast, Bertolin et al. (2011) revealed in his study that women mean 

score were higher in all coping style than men.  

Regarding the coping subscale and gender (table 5-1)in this study, the 

mean score for confrontive coping strategies for males was (2.5189) and 

for females was (2.4474)with significant difference between male and 

females; for males (p=.030).In agreement with Klang et al. (1996) who 

found that men used more confrontational styles of coping than women. In 

contrast, Al Nazly et al. (2014) study revealed that women had used 

confrontive coping behavior which is characterized as a problem-focused 

coping behavior more than men. 

5.4.2 Stressors and gender 

According to stress types and gender, the mean score of stressors types 

(Table 6-1) for male was (2.64±0.441) and for female was (2.52±0.526) 

with no significant difference (p = .182). In agreement to this study, a 

study done by Shahrokhi et al. (2014) in Iran, found no significant 

difference between stressors and gender. A longitudinal study done by 
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Welch and Austin (1999) compared the stressors reported by 41 men and 

45 women on hemodialysis. No gender differences were identified in the 

most highly rated stressors. Also a study done by Tu et al. (2013), found 

no gender differences in the total stress level or coping strategies of these 

patients, except that female patients had greater psychosocial stressors than 

male patients. 

But Yeh et al. (2009)found in his study that the women had reported higher 

stress in response to physical and vessel problems, while the men reported 

higher stress in reproductive system functioning. 

5.5 Duration of treatment,(coping strategies and stressors) 

5.5.1 Coping strategies and duration of treatment 

 The mean score for coping scale (Table 5-3) was (2.683) higher for 

duration of treatment from (9 years and more), with no significant 

difference (p=0.819). In agreement to the study (Cristovao’s, 1999; Lok, 

1996; Shahrokhi, 2014) reported no correlation between individuals’ 

length of time on hemodialysis and their coping strategies used.  

In contrast, Al Nazly et al. (2014) found negative relation between duration 

of treatment and some coping strategies, the longer the participants have 

been on hemodialysis, they tend to use less of the “seeking social support” 

and “accepting responsibility” as coping strategies. In addition to Gurklis 

and Menke (1988) they found a weak positive relationship (r= .26) 

between length of time and problem-oriented coping.  

http://academic.research.microsoft.com/Keyword/35258/reproductive-system
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5.5.2 Stressors and duration of treatment 

According to stressors and duration of treatment, significant difference 

were found between psychological stressors and duration of treatment from 

(3-5 years) (Table 6-3), the mean score of stress scale for duration of 

treatment from(3-5 years) was (2.735) and for duration of treatment from 

(6-8 years ) was (2.338) with significant difference for duration of 

treatment from (3-5 years) (p= 0.031 ). 

Lok (1996) reported weak to moderate positive relationships between 

patients length of time on hemodialysis and their total stressor (r = .35) and 

psychosocial stressor (r = .44) scores, and he suggested that peoples stress 

levels tended to increase the longer they were on dialysis, but in this study 

a negative correlation was found, patients who were on dialysis on duration 

of treatment from (3-5 years) reported significantly higher levels of stress 

than who spent long time on dialysis or new on dialysis. In agreement, Tu 

et al. (2013) found that longer the patients had received hemodialysis, the 

lower stress level they had. 

This may resulted from prolonged time on dialysis that make adjustment 

and adaptation, even more acceptance increased to the situation because 

little or nothing could be done, according to new dialysis patients may 

some of them still not oriented to the consequences of dialysis or still in 

denial phase. While Cristovao’s (1999) reported, there is no correlation 

between individuals’ length of time on hemodialysis and their stress. 
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These conflicting findings may be attributable to the differences in the age 

range of participants as well as the range of treatment time from research to 

other. 

5.6 Relation between the coping strategies and stressors among HD 

patients 

 In general there is statistically significant difference between coping styles 

and physiological, and psychological stressors (Table (7-1)-(7-2)),in 

agreement to this study, Gurklis and Menke (1988) reported positive 

relationships between physical stressors and emotion-focused coping and 

between psychosocial stressors and problem-focused coping. Conversely, 

Baldree et al. (1982) found no relationship between amount of total stress 

and coping behaviors. In addition, Shahrokhi et al. (2014) found no 

significant difference between stressors and coping strategies used by 

hemodialysis patients 

5.7 Relation between the coping strategies and helpfulness of 

coping among HD patients 

In general there is statistically significant differences found in this study 

between coping strategies used and helpfulness (Table 7-3), for example 

the two highest items in coping scale that have been recorded as mostly 

used among HD patients (Prayed or put your trust in God) 94.8% and 

(Tried to keep your life as normal as possible and not let the problem 

interfere) 90.0%, they also found to be most helpful in use. 
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Few studies found on the helpfulness of coping (Logan et al. 2006; 

Parvan et al. 2015),because most of studies used old version of 40- items 

scale that do not measures the perceived helpfulness of coping as do new 

version of60- items scale. Lazarus and Folkman (1984) assert that it is 

not the number of coping strategies used by individuals that determines the 

success of coping, but rather it is the helpfulness of whatever strategies are 

used within the context of a situation. 

Logan et al. (2006) found negative association between coping and 

helpfulness. For example, although participants in her study reported using 

the “Optimistic” coping strategies of “hope things will get better” and “told 

yourself not to worry, everything will be fine”, as most highly rated items 

in use, but these strategies were rated as not at all helpful in the same study. 

5.8 Conclusions 

The study findings indicated that:  

The mean of coping strategies used by HD patients was mild to moderate, 

in addition to the mean of stressors and helpfulness of coping there mean 

also were moderate. 

It also found that there were: 

 Significant difference between the psychological stressors and duration 

of treatment.  

  Significant difference between the stressors and coping strategy used.  
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 Significant difference between the coping strategies and helpfulness of 

coping.  

 No significant difference was found between participants according to 

their gender, age and duration of treatment in all coping strategies. 

 No significant differences were found between participants according to 

their age and gender in all stress types, but the higher mean score of 

physiological stressors was for female, while in psychological stressors 

the higher mean score was for male. 

5.9 Limitation 

1. The questionnaire was too long and most of patients start to feel bored. 

2. Most of patients were not educated or old in age and could not read 

alone. 

3. The response rate was low, 120 participants (31%). 

4. Few studies were found that discussed and used the new version of the 

60 items JCS and measures the effectiveness of coping scale. 

5.10 Recommendation 

1. The present study has identified the types and intensity of stressors 

experienced by HD patients, and coping strategies used. But it does not 

measures the predisposing factors that lead HD patients to be variant in the 

intensity and severity of  stressors they feel or coping they used, so future 

research should be directed at detecting the predisposing factors that lead 
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the HD  patients to be variant in experiencing the intensity of stress and 

coping strategies used.  

2. M.O.H has to implement training program for HD patients on how to 

control their stressors and how to use positive coping strategies within the 

plan of treatment. In addition, there is a need to employ psychiatric nurses 

in the hospitals, for better intervention and treatment. 

3. Mental health professional should increase attention especially to the 

needs and stressors that HD patients face. 

4. Need to develop new resources specifically aimed at helping ESRD 

patients complete important life transition. 

5.11 Summary 

Hemodialysis (HD) therapy is a distressing treatment for the patients; it 

alters the life style of the patient and family and interferes with their lives. 

The major areas of patients life affected by ESRD and its treatment 

includes employment, eating habits, vacation activities, sense of security, 

self-esteem, social relationships, and the ability to enjoy life (Smeltzer et 

al.2004). Due to these reasons, patient will experience different levels of 

stress in response to various types of stressors which contribute to greater 

morbidity and even to earlier mortality; there are two types of stressors 

psychological and physiological stressors.  
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It's important to resolve the stressors by adopting various methods to cope 

with the stresses of the disease and treatment procedures. The manner of 

application in each of these coping methods depends on personal 

experiences, social support system, personal beliefs and the access of these 

support resources (Finkelstein, 2000; Kimmel, 1998). 

The number of end stage renal disease is rapidly increasing among 

Palestinian, and it is common health problem and eighth leading cause of 

death in Palestine by the Palestinian Health Information Center (PHIC, 

2013), so hemodialysis patients need more attention.  

This study aim to assess HD patients stressors and coping strategies they 

used, and to find out whether there is any relation between stressors, 

coping,  and demographic data (gender, age, duration of treatment) in the 

North of West Bank.  

A quantitative, cross-sectional, descriptive analytical study was carried out 

to achieve the aim of the study during the period of time between January 

to March 2014. Data collection took place in three governmental hospitals 

and one private hospital in the North of West Bank, they are (Thabet 

Thabet hospital) in Tulkarm, (AL-Sheikh Nazal hospital) in Qalqylia, 

(Martyar Dr Khalil.S. hospital) in Jenin, and private (An-Najah University 

hospital) in Nablus. The sample size was 120 HD patients (M=77, and 

F=43) of total 379, the Hemodialysis Stress Scale was used to assess the 

stressors and Jalowiec Coping Scale was used to assess the coping 

strategies among hemodialysis patients. 
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The finding showed that the HD patients were mildly to moderately 

stressed according to HSS, the greatest perceived sources of stress appeared 

to be "physiological stressors" (mean=2.655) but the item with the highest 

percentage were "limitation on time and place for vacation" (84.2%) which 

belong to psychological stress subscale and the item stress with the least 

percentage were "dependency on nurses and technicians"(45%).According 

to the ways of coping mechanisms, HD patients seemed to be resorting 

more to "optimistic coping"(mean=3.086) followed by "supportant coping" 

(mean=2.970) while "emotive coping" was the least coping strategy used 

(mean=2.125), the coping item with the highest percentage for using and 

helpfulness of using were "Prayed or put your trust in God" (94.8%) for 

using and (95.6%) for helpfulness of using. There were significant 

difference between the psychological stressors and duration of treatment 

and a significant difference between the stressors and coping strategy used, 

in addition to a significant difference between the coping strategies and 

helpfulness of coping. No significant difference were found between 

participants according to their gender, age and duration of treatment in all 

coping strategies and no significant difference were found between 

participants according to their age and gender in all stress types, but the 

higher mean score of physiological stressors was for female, while in 

psychological stressors the higher mean score was for male. 

Maintaining the level of stressors in individuals with ESRD and using a 

proper coping mechanism are the key factors taking in consideration 

individual variation. Investments in this area of knowledge are justified for 



76 

their contribution to improving the quality of life, minimizing potential 

complications of this disease, survival of these people and decrease cost. In 

addition future researches should be directed at detecting the predisposing 

factors that lead the HD patients to be variant in experiencing the intensity 

of stress and coping strategies used. 
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ANNEX (1) 
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ANNEX (2) 

Hemodialysis Stress Scale 
People view dialysis treatment in many ways, some people find parts of the treatment, and 

bothersomeother does not.In this questionnaire, I will list things that some hemodialysis patients 

are bothered by.I want you tell me what extent you have bothered by each of these during the 

last two weeks, as you can see from this piece of paper that I have given you, there are four 

possible answers; Not at all, Slightly, Moderately, or A great deal. There are no rights or wrong 

answers, for this give the response that best describe your experience.I will read each thing and 

wait for your answer  

4 

A great deal 

3          

moderately 

2 

slightly 

1 

Not at all 

 

Hemodialyses stressors 

 

    1.Arterial & venous stick 

     2.Nausea and vomiting 

    3.Muscle cramps/soreness 

    4.Itching 

    5..Length of treatment 

    6.Stiffening of joints 

    7. Feeling tired. 

    8.Loss of body function 

    9.Decrease in social life  

    10.Limitation of food 

    11.Limitation of fluid 

    12.Interference with job 

    13.Decrease in sexual derive  

    14.Limitation of physical activity 

    15.Sleep disturbances  

    16.Changes in family responsibilities 

    17.Reversal in family role with spouse 

     18.Reversal in family roles with the 

children 

    19.Uncertainty about the future 

    20.Changes in body appearance 

    21.Limited in style of clothing  

     22.Cost of treatment /transportation to 

treatment /or other cost factors 

    23.Transportation to and from the unit 

    24.Limits on time and place for vacation  

    25.Frequent hospital admission 

    26.Dialysis machine and /or equipment 

    27.Dependency on nurses and technicians 

    28.Dependency on physicians 

    29.Fear of being alone 

    30. Feelings related to  treatments  

example;(feeling cold) 

    31.Boredom 

    32.Decreased ability to have children 
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ANNEX (3) 

JCS (Jalowiec Coping Scale) 

Now I am going to ask you about what you do to cope with the stress of dialysis. This 

questionnaire lists many different ways of coping with stress. Some people use a lot of different 

coping methods, some people use only a few .For each coping method I want you to tell me first 

how often you have used it in the last two weeks and then , if you have used it how helpful it 

was. 

Once again, if you look at this piece of paper, the various responses are listed, the choices for 

how often you use a coping method are: never used, seldom used, sometimes used and often 

used.The choices for how helpful are: not helpful, slightly helpful, fairly helpful and very 

helpful.Once again there no right or wrong answers, simply pick the response that best describes 

what you do. 

I will read each coping method and wait for your answer.  
                       Part B 

If you have used that coping method, 

how helpful was it ? 

                            Part A 

How often you used each coping 

method? 

 COPING METHODS 
Very 

helpful 

Fairly 

helpful 

Slightly 

helpful 

Not 

helpful 

Often Someti-

mes used 

Seldom 

Used 

 

Never 

Used 

        1.Worried about the 

problem 

         2.Hoped that things 

would get better 

         3.Ate or smoked more 

than usual  

         4.Thought out different 

ways to handle the 

situation 

         5.Told yourself that 

things could be much 

worse 

         6.Exercised or did some 

physical activity 

         7.Tried to get away 

from the problem for 

awhile  

        8.Got mad let off steam 

         9.Expected the worst 

that could happen 

         10.Tried to put the 

problem out of your 

mind and think of 

something else  

        11.Talked the problem 

over with family or 

friends  

        12.Accepted the 

situation because very 

little could be done  
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        13.Tried to look at the 

problem objectively and 

see all sides 

         14.Daydreamed about a 

better   life 

         15.Talked the problem 

over with a professional 

person (such as a doctor, 

nurse, minister, teacher, 

counsellor) 

        16.Tried to keep the 

situation under control 

        17.Prayed or put your 

trust in    God  

        18.Tried to get out of 

the situation  

         19.Kept your feelings to        

yourself 

         20.Told yourself that 

the problem was 

someone else's fault 

         21.Waited to see what 

would happen 

         22.Wanted to be alone 

to think things out  

         23.Resigned yourself to 

the situation because 

things looked hopeless  

         24.Took out your 

tensions on someone 

else  

         25.Tried to change the  

situation  

         26.Used relaxation 

techniques  

         27.Tried to find out 

more about the problem  

        28.Slept more than usual 

         29.Tried to handle 

things one step at a time 

         30.Tried to keep your 

life as normal as 

possible and not let the 

problem interfere  

         31.Thought about how 

you had handled other 

problems in the past 

         32.Told yourself not to 

worry because 

everything would work 

out fine  
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         33.Tried to work out a 

compromise  

         34.Took drink to make 

yourself feel better  

         35.Let time take care of 

the problem 

         36.Tried to distract 

yourself by doing 

something that you 

enjoy 

         37.Told yourself that 

you could handle 

anything no matter how 

hard 

        38.Set up a plan of 

action 

        39.Tried to keep a sense 

of humour 

         40.Put off facing up to 

the   problem  

        41.Tried to keep your 

feelings under control  

        42.Talked the problem 

over with someone who 

had been in similar 

situation 

        43.Practiced in your 

mind what had to be 

done 

        44.Tried to keep busy 

        45.Learned something 

new in order to deal 

with the problem 

        46.Did something 

impulsive or risky that 

you would not usually 

do 

        47.Thought about the 

good things in your life 

        48.Tried to ignore or 

avoid the problem 

        49.Compared yourself 

with other people who 

were in the same 

situation 

        50.Tried to think 

positively 

        51.Blamed yourself for 

getting into such a 

situation 
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        52.Preferred to work 

things out yourself  

        53.Took medication to 

reduce tension 

        54.Tried to see the good 

side of the situation 

        55.Told yourself that 

this problem was really 

not that important  

        56. Avoided being with 

people. 

        57.Tried to improve 

yourself in some way so 

you could handle the 

situation better 

        58.Wished that the 

problem would go away  

        59.Depended on others 

to help you out 

        60.Told yourself that 

you were just having 

some bad luck 
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ANNEX (4) 

Permission Letter: Use of Hemodialysis Streeor Scale 
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ANNEX (5) 

permission letter: Use of Hemodialysis Stressor Scale 
 

 Anne Jalowiec   

29/01/35  

 
  dina issa :إلى

 

 

 

 
 

12-1-2013 
  
Permission granted to Dina Issa to use the Jalowiec Coping Scale for thesis 
research. 
  
Dr Anne Jalowiec, RN, PhD 
ajalowiec@yahoo.com 
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ANNEX (6) 

I P R Permission  
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ANNEX (7) 

M O H Permission  

 



102 

ANNEX (8) 

Consent Form  

                                          جامعة النجاح الوطنية

 كلية الدراسات العليا

 نموذج موافقة على المشاركة في بحث

ماجستير صحة نفسية مجتمعية، / دينا تحسين نمر عيسى طالبة  في كلية الدراسات العليا : الباحثة

 جامعة النجاح الوطنية

 .الدكتورة مريم الطل في كلية التمريض جامعة النجاح الوطنية :المشرفة

الصحة النفسية / قسم التمريض / كلية الدراسات العليا / جامعة النجاح الوطنية : الجهة المشرفة

 .المجتمعية

 : عنوان البحث

مستوى القلق والعصبية وطرق التكيف عند مرضى غسيل الكلى في شمال مستشفيات الضفة 

 .الغربية 

STRESSORS AND COPING STRATEGIESAMONGST 

HEMODIALYSIS PATIENTS  IN NORTH OF WEST BANK.  

 :يحتوي هذا الملف على 

 معلومات وتفاصيل البحث .1

 شهادة الموافقة على المشاركة في البحث .2
 

 (سيقدم لكل مشارك نسخة كاملة عن ورقة الموافقة على المشاركة في البحث)
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 الموافقة على المشاركة في البحثشهادة 

 :إقرار من المشارك في البحث

قمت بقراءة المعلومات الواردة في ورقة معلومات البحث وأتيحت لي الفرصة ان اسال اي سؤال 

وقد تمت الإجابة على كافة أسئلتي بشكل كاف، وبناءا على ذلك أوقع طوعيا على المشاركة في 

 .هذا البحث

 ........................................اسم المشارك

 .....................................توقيع المشارك

 ...............\..............\...............التاريخ

 :إقرار من الباحث

قمت بقراءة المعلومات الواردة في ورقة معلومات البحث بطريقة صحيحة وواضحة، وبذلت 

 :البحث سيتضمنجهدي أن يعي المشارك أن 

 .الإجابة على استبيان يتعلق بمستوى التوتر والعصبية وطرق التكيف  .1

أؤكد على أن المشارك اخذ الفرصة الكافية للإجابة على استفساراته بشكل واضح وصحيح وبذلت 

 .ما بوسعي لتحقيق ذلك

ارادته وكامل أؤكد أن المشارك لم يجبر على التوقيع على الورقة وان مشاركته كانت بمحض 

 .اختياره

 دينا تحسين عيسىالباحثة 

 ....................................توقيع الباحثة

 ................\...............\...........التاريخ
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