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ABSTRACT 

Patients' adaptation to chronic 

influenced by the personality trait 

coping. The purpose of this study was 

relationship between hardiness, coping 

illness may 

of hardiness 

to describe 

strategies, 

8 

be 

and 

the 

and 

selected demographic variables of 26 end stage renal disease 

patients undergoing hemodialysis. The Health-Related 

Hardiness Scale measured the characteristic of hardiness; 

the Jalowiec Coping Scale measured the use of coping 

strategies. Statistical analysis indicated as age increased, 

use of coping strategies (except for the emotive strategy) 

and the hardiness characteristic, control, decreased. Women 

use more coping methods than men and Native Americans use 

significantly more emotive coping methods than White:non-

Hispanics. A positive relationship exists between the 

hardiness subscale of committment/challenge and the 

optimistic coping subscale. 
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CHAPTER 1 

INTRODUCTION 

The internal environment of the body is directly 

affected by renal function. The kidney functions to maintain 

homeostasis by eliminating uremic by-products of metabolism 

and regulating fluid and electrolyte balance. Additionally, 

the kidney regulates erythrocyte production and blood 

pressure and participates in calcitrol activation (Daugirdas 

& Ing, 1994) . 

Renal failure may be acute or chronic. Chronic renal 

failure is a characterized by renal function of less than 

75-80% of normal. Physiological functioning of the body can 

be maintained at this level of renal capacity by management 

of diet and fluid intake and with medication. However, when 

end stage renal failure occurs (renal function of less than 

85-90%), life cannot be sustained without renal replacement 

therapy: renal transplant or maintenance dialysis 

(Lancaster, 1991). 

End stage renal disease (ESRD) is a source of both 

physiological and emotional stressors. Chronic disease is 

associated with alterations in self-esteem related to social 

and vocational role changes, financial concerns, and 

adjustment of life goals (Burckhardt, 1987; Turk, Sorbel, 
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Follick & Youkiles, 1980). With renal replacement therapy, 

normal physiological parameters can be established and life 

maintained. However, in addition to restoring physiological 

normalcy, patients must reestablish a sense of psychosocial 

normalcy. Successful adaptation to life style changes 

associated with ESRD and its treatment is necessary for 

restoration of a sense of self. Holistic nursing care is 

concerned with all areas of patients' lives; therefore, 

strategies to promote adaptation are of interest to nurses. 

Coping strategies are used by patients to regain or 

sustain a sense of personal integrity . Coping strategies are 

a reflection of resources available and patients' 

perceptions of a threat (Antonovsky, 1979; Lazarus & 

Folkman, 1984; Sullivan, 1989). Personality traits have 

been identified as useful coping resources that serve as 

filters through which patients perceive the issues. 

Recently, hardiness has been identified as one such trait 

(Kobasa, 1979, 1982; Kobasa, Maddi & Kahn, 1982; Pollock, 

1986, 1989a, 1989b; Pollock, Christian & Sands, 1990). 

In the 1970s, Congress recognized the financial burden 

imposed on ESRD patients and their families and passed the 

Under current Medicare End Stage Renal Disease Program. 

enrollment guidelines, there are 

participating in the program with a 

165,000 patients 

per patient annual 

$29,000 (Iglehart, reimbursement rate estimated to be 
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1993). Patients are eligible for the program if they, their 

spouse or parent are insured under the Social Security 

program (Iglehart, 1993). 

End stage renal disease is a financially and 

emotionally costly chronic disease that affects people 

regardless of gender, age or ethnicity. Nurses facilitate 

patients' physiological and psychological adaptation to this 

disease by designing interventions which maximize the 

effectiveness of coping resources. 

Statement of the Problem 

Chronic disease affects all areas of patients' lives, 

and their ability to survive the trauma of ESRD is dependent 

on the ability to cope (Miller, 1983) . Coping strategies 

are used to minimize or inactivate a threat, to assist the 

individual to regain, restore or maintain capacities 

necessary for physical and emotional integrity, and may help 

the individual compensate for an irreversible loss of 

function (Lazarus, 1966). Throughout the progression of the 

disease, coping strategies are used by patients in an 

attempt to facilitate adaptation to changes in health. 

Hardiness may influence the selection of coping strategies 

used by patients. Nurses collaborate with patients in the 

formulation and implementation of treatment plans by 

assessing, manipulating, and evaluating resources which may 
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assist in the adaptation process and by the assessment, 

implementation, and evaluation of effective coping methods. 

Purpose of the Study 

The purposes of this study were to identify coping 

strategies used by end stage renal disease patients 

receiving hemodialysis and to describe the relationship 

between the personality trait of hardiness and the types of 

coping strategies used. 

Research Questions 

In subjects with end stage renal disease who are 

receiving hemodialysis: 

1. What coping strategies are used to manage the 

impact of ESRD on life style? 

2. What is the relationship between selected 

demographic variables and coping strategies? 

3. What is the level of hardiness? 

4. What is the relationship between hardiness and 

selected demographic variables? 

5. What is the relationship between coping 

strategies and hardiness? 

6. What are the differences among hardiness, coping 

strategies and selected demographic variables? 
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Hemodialysis is a process in which by-products of 

metabolism are removed from the blood. Fluid and electrolyte 

balance is achieved by the process of diffusion and osmosis 

while the blood is circulated through a series of hollow 

tubes made of semipermeable material 1n an artificial 

kidney. In this study, patients with ESRD receiving 

hemodialysis constituted the sample. 

Coping Strategies 

Coping strategies, both problem-focused and emotion

focused, are those efforts one uses to manage demands that 

have been deemed potentially harmful (Lazarus & Folkman, 

1984). In this study, coping strategies were operationalized 

by the Jalowiec Coping Scale. 

Hardiness 

Hardiness is described by Kobasa (1979) as a 

constellation of personality traits that serve as a 

protective 

Hardiness 

mechanism against 

is characterized as 

stressful 

a strong 

life events. 

commitment to 

oneself, increased stamina toward external threats, and a 

strong internal locus of control. Pollock's ( 1986) 

Hardiness Scale was used to operationalize hardiness. 
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Chronic Illness 

Chronic illness is distinguished by the presence of 

symptoms of a disorder which disrupts the execution of 

activities of daily living. Medical treatment is limited in 

restoring function and is therefore intended to minimize 

symptoms. The disability that results is permanent and has 

the potential for worsening. The episodic nature of the 

condition requires frequent adjustments to the expanding 

limitations as the disease progresses in its downward 

trajectory (Craig & Edwards, 1983; Lambert & Lambert, 1988; 

Port, 1993; White, Richter & Fry, 1992). In this study, end 

stage renal disease was identified as a chronic disease. 

Significance of the Problem 

The population of the United States is experiencing an 

increased life expectancy. Researchers attribute the 

increase of the elderly population to the decline in deaths 

due to infectious diseases, the improved living and sanitary 

conditions in America today, and the accessibility of 

advanced medical technology (Craig & Edwards, 1983) . 

Increased age is associated with an increased incidence of 

chronic illness. Incidence of ESRD is greatly increasing in 

the elderly population and may be due in part to the 

existence of other debilitating conditions which impact 

renal function (Lore, 1994). Factors which promote health, 

including hardiness and coping strategies deserve attention. 
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Nursing professionals plan and implement care based on a 

thorough assessment of the patient. Information related to 

the emotional and psychsocial condition of the patient 

provide necessary insights that facilitate holistic care of 

the ESRD patient. 

Summary 

End stage renal disease affects thousands of Americans 

who experience many alterations in life styles. These 

alterations cause significant stress on the individual and 

the family. 

Attempts to prolong life include the utilization of 

renal replacement therapy and renal transplantation. 

However, efforts to promote optimal health go beyond the 

physiological parameters established as adequate levels of 

dialysis. Holistic nursing care views the individual as a 

whole unit and therefore investigation of personality 

traits, such as hardiness, and coping strategies is 

appropriate for nurses to pursue . The purposes of this 

study were to identify coping strategies used by 

hemodialysis patients and to describe the relationship 

between the personality trait of hardiness and the types of 

coping strategies used. The significance of this study was 

related to the effort to better understand, anticipate, 

and prepare for the care of end stage renal disease patients 

receiving hemodialysis. 



16 

CHAPTER 2 

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

In this chapter, the conceptual framework and a 

review of the supporting literature are presented. Concepts 

which are pertinent to the conceptual framework are 

discussed in relation to the literature. Relationships 

between the concepts are identified and described. The 

conceptual framework is depicted in Figure 1. 

Conceptual Framework 

A variation of Pollock's modification (1986) of Roy's 

( 1984) adaptation model provides the conceptual framework 

for this study (Figure 1). For this study, the input and 

cognator components of Roy's model are being investigated; 

output is not measured. Roy's model is based on systems and 

adaptation theory. The person is portrayed as an open 

system receiving and relaying information to the internal 

and external environment. Nursing is viewed as promoting 

patient adaptation by collaborating with the patient in 

identifying needs and planning interventions. Health is 

described as a process and a state of wholeness, integration 

of the complete person, and the achievement of a sense of 

well being (Roy, 1984). 



INPUT: COGNATOR: 

FOCAL STIMULI 
(END STAGE RENAL DISEASE 

HEMODIALYSIS)~ 

/ 
CONTEXTUAL STIMULI 
(DEMOGRAPHIC VARIABLES 

RESIDUAL STIMULI 
(HARDINESS) 

EMOTIONAL 
STRESS LEVEL 
(COPING 
STRATEGIES) 

OUTPUT: 

ADAPTIVE 
RESPONSES 

INEFFECTIVE 
RESPONSES 

Figure 1 Modification of Pollock's adaptation of Roy's 
Model(Pollock, 1986; Roy,1984). 
Conceptual Framework for the Relationship of 
Hardiness and Coping Strategies of Patients 
Receiving Hemodialysis 
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Within the Roy adaptation model, ESRD is identified as 

both an internal and external environmental focal stimulus 

within the input component. 

the internal environment 

End stage renal disease alters 

of the patient causing 

physiological variations which are incompatible with life. 

The patient's perception of the homeostatic alterations 

initiates both a regulator and a cognator response. 

Hardiness, a personality trait, has been identified by 

Pollock (1986) as a residual stimulus within the input 

component of Roy's model. Pollock's labeling of hardiness as 

a residual stimulus is a modification of Roy's model. The 

Health-Related Hardiness Scale (HRHS) is used to measure the 

degree of hardiness the hemodialysis patient exhibits. 

Pollock (1986) also included demographic variables as 

contextual stimuli within the Roy model. These variables, 

or the life style which accompany them, may affect 

assessment and interpretation of stimuli. 

The ESRD patient is unable to adapt to the 

physiological focal stimuli without the assistance of renal 

replacement therapy. The coping process is initiated through 

the regulator and cognator subsystem. The regulator 

component involves the neurochemical interpretation of the 

stimuli and the involuntary physiological adaptations made 

in response to the stimuli. The cognator subsystem refers 

to those intentional, voluntary responses the individual 
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displays in response to the perception and evaluation of the 

stressors potential harm. The goal of the regulator and 

cognator subsystem is adaptation, i.e., to promote 

physiological, social, and psychic integrity through coping 

strategies (Roy, 1984). The Jaloweic Coping Scale is used 

to measure the presence of coping strategies related to the 

cognator subsystem. 

The final component of the Roy adaptation model 

by either adaptive 

is 

output. It is characterized or 

ineffective responses . Adaptive behavioral responses 

function to restore, preserve or strengthen integrity. 

Roy suggests comparing outputs against societal norms 

to determine effectiveness. If norms are not established or 

are inappropriate, 

adaptive difficulty. 

she suggests faulty 

she advises assessing for signs of 

In addition to the stress response, 

information processing, ineffective 

learning, inappropriate affect, and poor judgment as 

indicating ineffective adaptation responses (Roy, 1984) . 

In conclusion, Roy's adaptation model portrays the 

individual as an adaptive system that is in the continual 

process of adapting to environmental stimuli. In this 

study, the individual is defined as a human subsystem with 

ESRD undergoing the renal replacement therapy known as 

hemodialysis. Included in the input portion of the model, 

hardiness is identified as a force within the residual 
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stimuli component. 

operationalized with 

The concept of hardiness is 

the HRHS. Coping strategies are a 

component of the cognator subsystem and are operationalized 

with the JCS. 

Related Literature Review 

End Stage Renal Disease 

Conservative management of renal disease: diet, fluid 

control, and medication, is effective until kidney function 

falls below 85-90% of normal. Conservative management is 

initiated when the kidney is not able to maintain the 

internal environment which usually occurs when 75-80% of 

renal function is lost. End stage renal disease is 

irreversible; survival is dependent upon dialysis or renal 

transplantation (Lancaster, 1991). 

Physiologically, renal failure affects every body 

system. The kidneys' regulatory function: fluid and 

electrolyte balance, and excretory functions 

Associated with vast physiological changes are 

alterations and resultant self image disturbances. 

Hemodialysis 

are lost. 

life style 

Hemodialysis (HD) is a process whereby solutes are 

removed from the blood via diffusion into a dialysate 

solution. Excess fluid is removed by ultrafiltration which 

results from an osmotic and hydrostatic pressure gradient 

across the semipermeable dialyzer membrane. 
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Arterial blood is pumped from the body to an artificial 

kidney. Solutes are removed from the blood by the process 

of diffusion into a dialysate bath. The concentration of 

dialysate solutes affects the amount and type of solute 

removed from the blood. Each dialyzer has an established 

coefficient of ultrafiltration (KUF). The KUF reflects the 

surface area and permeability of the dialyzer membrane. The 

KUF is a determinant of the amount of fluid that can be 

removed over time. A positive hydrostatic pressure is 

applied to the blood compartment while at the same time the 

dialysate compartment is placed under a negative 

hydrostatic pressure. The net pressure that exists across 

the dialyzer membrane is the transmembrane pressure which 

also influences ultrafiltration. Blood is returned to the 

patient via the venous access of the arterio-venous graft 

(Daugirdas & Ing, 1994; Lancaster, 1991). 

Hardiness 

Hardiness is a personality trait thought to buffer the 

effects of stress. People with the trait are believed to be 

better able to withstand higher stress levels without 

becoming ill than those people who do not have the trait 

(Kobasa, 1979). Kobasa's work in personality theory 

prompted her to pursue the hardiness concept ( 1979) . The 

original hardiness inventory consisted of 19 separate 

subscales used to measure the three identified domains of 
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hardiness: commitment, challenge, and control. Since then, 

the tool has been shortened to a collection of two 

subscales. 

Kobasa (1979) defined control as people's belief that 

they are empowered to influence events in their lives. 

Control is manifested in decision making, in the ability to 

integrate an unplanned stressful life event into their life 

plan, and in the variety of coping strategies developed in 

response to the desire to achieve regardless of 

circumstances. Commitment reflects involvement in life; a 

sense of purpose. Commitment connotes a strong sense of 

self and a pledge to maintain a meaningful life. Endurance 

and cognitive flexibility depict challenge. Challenge 

allows one to see the unexpected as an opportunity rather 

than a threat. According to Kobasa (1979), hardy individuals 

possess the traits of control, commitment, and challenge. 

Kobasa' s original research ( 1979) drew from a 

population of public utility executives. It was this work 

that supported the hypothesis that hardiness buffered the 

effects of stress in the high stress, low illness executive 

population. However, a 1982 study of lawyers did not provide 

similar results. Rather, Kobasa found no relationship 

between stressful life events and illness and this 

surprising result was thought to be due to a methodological 

error . Interestingly, the dimension of commitment was 
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found to decrease strain, the precursor of illness thus 

providing an indirect buffering affect on stress. 

Problems with the Hardiness scale stemmed from 

conceptual inconsistences. Different subscales were used in 

research which did not allow for accurate interpretation or 

generalization of results. Also problematic were the 

measurement procedures as the subscales were composed of 

negative indicators leading to confusion of research 

findings (Funk & Houston, 1987; Hull, Van Treuren & 

Virnelli, 1987; Ouellette, 1993). Despite the lack of 

conceptual clarity, Lambert and Lambert ( 1987) recognized 

the relevance of the personality trait of hardiness to 

nursing. Identification of persons at risk for the 

development of stress related illness due to a low 

hardiness, high stress scenario would allow for teaching 

stress reduction techniques. 

Pollock (1986) studied the responses of three 

diagnostically different groups of chronically ill patients. 

Her initial hypotheses directly linked hardiness with 

adaptation. Physiological and psychological adaptation were 

examined. The Health-Related Hardiness Scale (HRHS), 

developed by Pollock in 1984, was used to measure the 

characteristic of hardiness in this population. In those 

with diabetes mellitus, hardiness was found to be correlated 

with both physiological and psycholsocial adaptation. 
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Physiological adaptation was correlated with hardiness in 

the hypertensive group. No correlation was found in the 

rheumatoid arthritic group. Further studies (Pollock, 1989a, 

1989b) have identified hardiness with a higher perception 

of health status and with an increased involvement in health 

promotion activities. These perceptions and activities may 

be the link between the personality trait of hardiness and 

positive adaptation to chronic illness. 

Allred and Smith (1989) studied the relationship 

between physiological response, hardiness, and perceived 

threat. Hardy and non hardy individuals experienced 

increased heart rate and systolic blood pressure in response 

to a threat which was associated with active coping 

techniques. However, hardy individuals were expected to 

have a lowered level of arousal to perceived threat than 

nonhardy individuals. This hypothesis was not supported. 

Hardy individuals did report more positive self statements 

in high stress conditions lending validity to the premise 

that cognitive appraisal may be the mitigating effect 

between hardiness and stress . The cognitive style of these 

individuals may facilitate positive health maintenance 

behaviors. Pollock's (1989a) study of the adaptive responses 

of patients with diabetes mellitus upholds this finding. 

Cognitive appraisal leading to positive coping strategies 
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are two variables associated with adaptation to chronic 

illness. 

Theoretical ambiguity surrounds the construct of 

hardiness (Funk & Houston, 1987; Hull, Van Treuren & 

Virnelli, 1987; Tartasky, 1993; Wagnild & Young, 1991). 

Questions have been raised whether assumptions of the HRHS 

were adopted from Kobasa's work and applied to the 

chronically ill population without empirical grounding 

(Wagnild & Young, 1991). Also debated is whether hardiness 

is multidimensional or composed of two dimensions (Funk & 

Houston, 1887; Hull, Van Treuren & Virnelli, 1987; Pollock, 

Christian & Sands, 1990; Pollock & Duffy, 1990; Tartasky, 

1993; Wagnild & Young, 1991). The results of factorial 

analysis of commitment, challenge, and control vary across 

studies (Funk & Houston, 1987; Pollock & Duffy, 1990). 

Hardiness and psychosocial adjustment to hemodialysis 

were investigated by Goodwin (1988). Subscale results 

indicated a high level of commitment was associated with 

fewer psychosocial problems. Psychosocial distress was 

increased in those patients with high levels of control. 

Overall, hardiness did not affect psychosocial adjustment in 

this group. A physiological confounding influence was 

suggested and it may be possible that higher levels of serum 

creatinine, associated with fatigue and mental sluggishness, 

may influence the level of hardiness. 
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inconsistencies of 
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Duffy (1990) address methodological 

the HRHS. They redefine challenge, 

commitment, and control and suggest that hardiness is 

comprised of two domains, control, and commitment/challenge. 

Challenge, as redefined by Pollock and Duffy (1990), refers 

to the person's capacity to view a potentially negative 

health stressor optimistically. A flexible, confident, 

challenged person copes with the stressor by utilizing 

existing resources, discovering al terna ti ve resources, and 

adapting the health stressor into their life. A person found 

to be high in the challenge characteristic may see a health 

problem as possibly being beneficial. Commitment was 

defined as confidence in the ability to deal with health 

problems. Underlying a sense of commitment is the 

assumption that activities are important. Control was 

defined as the ability to accurately appraise and interpret 

health problems. Scoring of the HRHS was simplified by 

Pollock and Duffy ( 1990) by measurement of the presence 

rather than the absence of a trait. 

Adaptation 

Many publications have been devoted to the reporting 

of research findings, discussion, and analysis of 

adaptation. Mechanic (1976) identifies " ... adaptation as a 

transactive process between people and their life situation" 

(p. 2) . Coping is the utilization of innate capacities and 
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skills to deal with challenges (Mechanic, 1976). According 

to Mechanic, social values and cultural definitions 

influence both the individual's adaptation skill development 

and the interpretation of which events to define as 

stressful. Adaptation is not predicated on events but on 

the interpretation as well as on the individual's adaptation 

repertoire . 

The adaptation process occurs in stages but is not 

linear. Rather, it is typified by appraisal/reappraisal due 

to the episodic and uncertain nature of some disease 

processes (White, Richter & Fry, 1992). Restructuring the 

environment and reorganizing the self concept occur as the 

individual adjusts to the reality of the disease (Feldman, 

197 4) . 

Initiation of the adaptation process occurs with the 

perception of an internal or external stressor (Goosen & 

Bush, 1979) Cognitive appraisal is the first phase of the 

five phase adaptation process and refers to the evaluation 

of the stressor at the level of the cerebral cortex. At this 

level, the stimulus is analyzed and its strength as well as 

its anticipated effects are estimated. The adaptation 

process concludes if cognitive appraisal leads to resolution 

of the stimulus. If the stimulus is appraised as potentially 

threatening, phase two, coping mechanisms, is activated. 

Coping mechanisms are behaviors, such as denial, acting out, 
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intellectualization or humor, used to minimize the effect of 

or eliminate the stressor. Neurophysiological arousal, phase 

three, refers to the activation of the autonomic nervous 

system and the endocrine system 

flight response to the stimulus. 

physiological responses, follows 

which produce a fight or 

Phase four, emotional and 

unsuccessful adaptation 

during phase three and consists of emotional, neurological, 

and hematological responses. Intensification of 

neurophysiological and psychological responses comprise 

phase five. Illness may result from failure to adapt at this 

level. Factors influencing adaptation, such as the 

intensity and duration of the stimulus, the individual's 

past experience with similar stressors, and the resources 

that support the patients ability to adapt, are present at 

each phase. 

Selye began work 

adaptation in the 1930s. 

on the concepts of stress and 

His initial research with rats 

indicated that when exposed to a noxious agent a triad of 

responses were elicited: adrenal cortical enlargement, 

thymicolymphatic involution, and gastrointestinal ulceration 

(Mason, 1975a, 1975b; Selye, 1975). This finding is known as 

a nonspecific response and manifestation occurs during the 

alarm phase of the General Adaptation Syndrome (GAS) . The 

GAS is a triphasic syndrome that is initiated at the time of 

exposure to a stressor. The second phase, that of 
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resistance or adaptation, is followed by the stage of 

exhaustion. Exhaustion occurs after prolonged exposure to 

the stressor and when all adaptive resources are depleted 

(Selye, 1974). Selye defines stress as " . . . the nonspecific 

response of the body to any demand made upon it" (1974, 

p. 14). He acknowledged that the same stressor is capable of 

producing differing responses in individuals. This may be 

due to conditioning factors, genetic, and or environmental 

influences which may alter the degree of stress that can be 

resisted (Selye, 1975). Stress related diseases are diseases 

of adaptation. Antonovsky (1979) also speculated that 

variations in adaptation to stress were related to the 

general resistance forces or conditioning factors available 

to the individual. The presence or absence of general 

resistance forces, or resources, accounts for the variations 

within and between individuals to the same stressor. Kobasa 

(1979) identified one of these personality resources as 

hardiness. 

Demographic Variables 

Research findings have been analyzed to determine the 

relationship between demographic factors such as age, sex, 

and education, and effectiveness of coping strategies. 

Results indicate that there is not an easily identifiable 

relationship. Tietze's ( 1984) study of six hemodialysis 

patients revealed no relationship between age, sex, race, 
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marital status, educational level, employment status, length 

of time on hemodialysis, presence of other health problems, 

social support, or underlying cause of ESRD and stress. 

Similar results were found by Baldree, Murphy and Powers 

( 1982) . However, they identified a relationship between 

length of time on dialysis and stress. The relationship of 

employment status and stress perception of hemodialysis 

patients has been studied and provides conflicting data. 

Calsyn, Sherrard and Freeman (1981) found employed subjects 

experienced fewer physical and psychological problems and 

therefore less stress with hemodialysis treatment between 

the 13th to 36th month. Baldree and associates (1982) found 

this period to be one of increased stress to patients. 

Shanan, De-Nour and Garty (1976) found gender and level of 

education interacted with coping ability . In their study, 

the stressors associated with hemodialysis, weakened the 

positive relationship between educational level and coping 

which was evident 1n the control group (HD: n=59, r=. 24, 

p=<.OS, control: n=59, r=.44, p=<.Ol). Folkman and Lazarus 

( 1980) found that in a population of white, middle class 

subjects without serious disability there were no 

distinctive differences in coping patterns related to 

demographics . 
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Results of studies of individuals under stress vary. 

Discrepancies in the literature may be due to the complexity 

of the issues of stress perception and coping patterns. 

Theoretical perspectives of stress and anxiety are widely 

varied. For instance, in Kutach, Schlesinger and associates 

(1980) work, six possible theoretical frameworks were 

identified: psychoanalytical, learning and behavioral, 

developmental, sociological, ethological and physiological, 

and neurobiological. 

Selye (1980) compared the three stages of the general 

adaptation syndrome with developmental periods. He 

correlated childhood with the alarm reaction as both are 

typified by low resistance to stress and an excessive 

response to it . Adulthood and the phase of resistance are 

characterized by adaptation. Senility and exhaustion are 

defined by the inability to adapt and with inevitable 

exhaustion. The developmental perspective on adaptation 

allows the variables of psychological, social and material 

resources to be considered within a logical time frame. 

Lazarus and Folkman (1984) stated that physical aging 

alone does not cause deterioration in coping strategies. 

Rather, deterioration in physical and or mental health, and 

or deterioration of environmental and social resources may 

limit coping ability. Also associated with aging is a change 

in role. Commitments, beliefs, and material resources which 
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have supported the previous role may be the source of the 

change or may be threatened by the role disturbance 

(Pearl in, 1993) . Coping characterized by regression and 

increased dependency may result from the modification of 

resources available. 

Folkman and Lazarus (1980) examined the influence of 

gender on coping. Society maintains that women use more 

emotion based coping strategies than men who are stereotyped 

as using predominantly problem-focused techniques. Results 

indicated that men and women appraise situations in a 

similar way. Although men did use more problem-focused 

strategies at work, they did not differ from women in the 

use of emotion-focused coping. Work related problem-focused 

coping could be a reflection of the differences in types of 

jobs; women being employed in lower paying positions with 

fewer opportunities to use problem- focused methods. Of 

importance is the notion that differences in sources of 

stress contribute to the different methods of coping used, 

i.e., problem or emotion-focused methods, rather than 

methods of coping are dependent on gender or age (Folkman & 

Lazarus, 1980) . 

Hemodialysis Stressors 

Attempts have been made to identify patients' responses 

to dialysis through the subjective interpretation of a 

variety of psychological tests (Abram, 1968; Shanan, De-
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Nour, Garty, 1976) and through subjective interpretation of 

observations (Comty, Leonard & Shapiro, 1974; Greenberg, 

Weltz, Spitz & Bizzozero, 1975; Halper, 1971). Baldree, 

Murphy and Powers (1982) developed a hemodialysis stressor 

scale (HDSS) in an effort to measure " ... the incidence and 

degree of stressfulness of selected treatment-associated 

stressors" (p. 107) . They identified 29 potential 

physiological and psychosocial stressors from the literature 

and by expert consensus which were then verified by 

hemodialysis patients. Additionally, they investigated the 

coping methods in use by these patients. Findings indicated 

that problem-oriented coping strategies were more frequently 

practiced in this sample ( t ( 34) =7. 06, p>. 001) . Stressors 

were rank ordered; the most frequently identified stressor, 

a psychosocial item, was limitation of fluid. The next most 

common, muscle cramps and fatigue, were physiological in 

nature. 

Psychometric evaluation of the HDSS was conducted by 

Murphy, Powers and Jalowiec (1985). Results did not support 

the validity of a dual dimension classification of 

stressors. Rather, a third factor was identified. The best 

fitting conceptualization of the HDSS is: factor one, 

psychobiological; 

stressors; 

stressors. 

factor 

factor 

three, 

two, psychologic 

dependency and 

and social 

restriction 
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A replication study (Gurklis & Menke, 1988) of Baldree, 

Murphy and Powers' (1982) work did not support the original 

findings. Gurklis and Menke found physiological stressors 

to be more prevalent than psychosocial stressors (N=68, 

t=10.85, p<.0001). Additionally, affect oriented (emotion

focused) coping was associated with physiological stressors 

(r=.38) while psychosocial stressors were linked with both 

problem and affective oriented styles (r=.33). The 

differences in results were speculated as being related to 

advances made 1n hemodialysis treatment and side effect 

management. 

Coping 

Coping refers to the process one uses to minimize, 

obliterate or avoid the effects of a perceived social, 

physical or emotional threat (Billings & Moos, 1981). The 

process is not linear in nature. Lazarus (1966) identified 

three elements of the response elicited by a perceived 

threat. Primary appraisal refers to the initial assessment 

of the stressor, including a judgment of the degree of harm 

that is possible. Secondary appraisal is the formulation 

of a response to the threat. Implementation of the response 

is known as coping. 

Coping responses have been categorized by Lazarus 

(1966) as emotion-focused and problem-focused. Emotion-

focused coping strategies are those employed to manage or 
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minimize the emotional response to the stressor. Problem

focused strategies are directed toward manipulating the 

source of the stressor thereby neutralizing, eradicating or 

modifying the stressor or its impact . Typically, emotion

focused strategies predominate in situations perceived as 

immutable to intervention and therefore must be endured. 

Problem-focused coping is frequently used in circumstances 

that people think they are able to impact. Each coping 

strategy includes a variety of activities. For instance, 

problem-focused coping may include planning, taking action, 

seeking outside assistance, setting priorities, and 

deferring goals (Carver, Weintraub & Scheider, 1989) . 

Denial, blaming, and emotional ventilation are frequent 

manifestations of emotion-focused coping (Felton, Revenson & 

Hinrichsen, 1984). Folkman and Lazarus (1980) found an 

association between emotion-focused coping and stressors 

related to health concerns . 

In a 1984 study, Felton, Revenson and Hinrichsen 

examined the relationships between coping and the stresses 

of a chronic illness and the ability of coping to explain 

psychological adjustment . Among four different diagnostic 

groups, emotion-focused strategies were related to a poorer 

adjustment to illness and lower self-esteem. Problem-focused 

or cognitive strategies were associated with positive 

effects. 
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Coping Strategies 

Coping strategies are responses manifested in reply to 

a perceived stressor. Theorists speculate that there is a 

relationship between the degree of seriousness of the 

threat and the appropriateness of coping responses (Lazarus 

& Folkman, 1980). Thus, emotion based strategies are more 

commonly employed in response to an acute health stressor, a 

particularly serious physical and emotional threat (Folkman 

& Lazarus, 1980). 

frequently than 

psychological and 

Kuiper & Nyama thi, 

Emotion-focused strategies were used more 

problem-focused techniques to dispel 

social stress (Folkman & Lazarus,1980; 

1991) . Coping strategies are used to 

change the stressful situation and control the meaning of 

the experience before the stress affects the person, or, to 

control the stress response (Pearlin & Schooler, 1978). 

Early efforts to understand coping identified two 

general dimensions: problem-focused and emotion-focused 

also known as palliative (Folkman & Lazarus, 1980). More 

recently, coping is being studied as a multidimensional 

concept (Carver, Weintraub & Scheider, 1989; Jalowiec, 1987; 

Kuiper & Nyamathi, 1991) . 

eight coping strategies: 

Jalowiec (1987) has identified 

1. confrontive 

2. evasive 

3 . optimistic 

constructive problem solving 

evasive and avoiding activities 

positive outlook 
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4. fatalistic pessimistic approach 

5 . emotive expressive emotions 

6. palliative stress reduction methods 

7. supportant supportive systems 

8. self-reliant self initiated activities. 

These strategies represent the multiple dimensions of coping 

behaviors. 

Baldree, Murphy and Powers (1982) studied 35 

hemodialysis patients to identify stressors and coping 

patterns. Twenty nine stressors were identified . Twenty 

three were psychosocial in nature and six were 

physiological. Coping styles were measured using the 

original, two dimension, JCS . Responses were categorized as 

emotion or problem-focused. Results indica ted the first 

year on hemodialysis to be the most stressful. Stress 

decreased for patients between 13-36 months. An increase 

in stress was noted from 37-48 months after which it again 

decreased. No indications for changes in stress level at 

these specific times were stated. Subjects used problem-

focused coping strategies significantly more often than 

emotion-focused strategies (n=34, t=7.06, p=<. 001) 

Dealing with problem related issues took precedence over 

alleviating the associated emotional distress. Again this 

reflected the total pattern, not specific to times of low or 

high stress. 
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Jalowiec and Powers (1981) found similar problem-

focused coping patterns among newly diagnosed hypertension 

patients and nonacute emergency department patients. Newly 

diagnosed hypertensive patients and non acute emergency 

department patients both used problem-focused strategies 

significantly more often than emotion-focused strategies 

(hypertensives: n=24, t=7.28, p=<.001; ER: n=24, t=3.95, 

p=<.001). Problem-focused coping implies healthy coping in 

that adaptation is related to problem-focused strategies 

(Coyne & Lazarus, 1981). 

Coping strategies of hemodialysis patients were 

compared to strategies used by acute myocardial infarction 

(MI) patients' family members (Murdaugh, 1987). Twenty 

spouses of MI patients were surveyed with a modified JCS. 

When compared to Baldree, Murphy and Power's study, both MI 

patients' family members and hemodialysis patients used 

problem-focused responses more frequently than emotion

focused (MI sample: 60%, Hemodialysis sample: 55%;). 

A 1976 study of 59 hemodialysis patients in Israel 

(Shanan, De-Nour & Garty) revealed a correlation between 

the prolonged stress associated with chronic renal failure 

and the use of passive coping skills. Chronic renal failure 

patients were surveyed at the initiation of renal 

replacement therapy: hemodialysis. Within the hemodialysis 

group, only 45 percent of subjects' mental energy was 
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diverted into interpersonal relationships and constructive 

activities, whereas in the control group, 70 percent of 

mental energy was invested in the same activities. 

Results from Kuiper and Nyamathi (1991) descriptive 

study revealed emotion-focused coping strategies were used 

by patients with implanted automatic cardioverter 

defibrillators more often than problem-focused strategies. 

In addition to being interviewed, 35 subjects were surveyed 

using the 1987 revised JCS. Stressors associated with the 

implantable defibrillator fell into three categories: 

physical, psychologic, and social. Emotion-focused 

strategies were used more often with psychologic and social 

stressors. Problem-focused methods were used with physical 

stressors. The total JCS score indicated emotion-focused 

strategies predominated. The results of this study imply 

that a balance of coping strategies is necessary to manage 

the variety of stressors encountered in a chronic condition. 

Operational Level 

As indicated in the conceptual framework, hardiness was 

measured with the 1990 revision of the Hardiness Scale 

(HRHS) and coping strategies were measured with the 1987 

version of the Jalowiec Coping Scale (JCS) . These 

instruments are further described in chapter three. 
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Surrunary 

A variation of Pollock's modification of Roy's 

adaptation model was used as a conceptual framework for this 

study. The focus of the study was on the input and cognator 

components of the model; output was not measured. The 

concepts which support these components include end stage 

renal disease, hemodialysis, hardiness, adaptation, 

hemodialysis stressors, selected demographic variables, 

coping and coping strategies. Literature relative to end 

stage renal disease, hardiness, and coping strategies was 

been reviewed. 
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CHAPTER 3 

METHODOLOGY 

A description of the methods that were used for this 

study is included in this chapter. Discussion focuses on 

the research design, setting, 

subjects, instruments, data 

methods of data analysis. 

sample, protection of human 

collection procedure, and 

Design 

A descriptive, correlational 

investigate the relationship between 

variables, hardiness, and coping 

hemodialysis patients. 

Setting and Sample 

This study was conducted 

design was used to 

selected demographic 

strategies used by 

in an outpatient, 

freestanding, privately owned, hemodialysis clinic in the 

southwestern region of the United States. Permission to 

collect data was received from the corporate administrator 

prior to the study (Appendix A) . 

A convenience sample of 26 hemodialysis patients was 

used. The following inclusion criteria were used for subject 

selection. The Subject must have been: 

1. age 40 or over 

2. able to read and write English 
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3. not hospitalized related to dialysis access or ESRD 

for the preceding three months 

4. required and received hemodialysis as a renal 

replacement therapy for a minimum of 12 months 

preceding the study. 

Protection of Human Subjects 

The proposal was presented to and received approval 

from the University of Arizona Human Subjects Committee 

(Appendix B) . The purpose and objectives of the study were 

discussed with the informants. The procedure for completing 

the questionnaires was reviewed. 

withdraw from the study at any 

voluntary. There were no risks, 

Subjects were allowed to 

time. Participation was 

costs or benefits to the 

patient. A disclaimer with this information was given to 

subjects (Appendix C) . Each subject's identity remained 

confidential. A numerical code was assigned to each 

subject. 

Instrumentation 

Selected demographic information was collected using a 

data sheet designed by the investigator . Data included: 

age, gender, marital status, race, employment status, and 

length of time on hemodialysis (Appendix D) . 

Hardiness Scale 

The Health-Related Hardiness Scale (HRHS, 1990) was 

administered to subjects who agreed to participate in the 



43 

study. Permission to use the HRHS was obtained from Pollock 

(Appendix E) . 

The HRHS was developed by Pollock to measure hardiness 

1n research relating to health (Appendix F) . The 1990 

version consists of 34 items measured on a six point Likert

type scale. Responses range from "strongly disagree" to 

"strongly agree". In this version, hardiness can be 

depicted either as a unitary dimension (34 items) or as a 

two dimensional construct, commitment/challenge (20 items), 

and control (14 items). Hardiness as a whole as well as a 

two dimensional construct was analyzed in this study. A 

study of chronically ill subjects (n=3 89) , identified the 

two factors that accounted for 32.1% of the initially 

extracted variance (Pollock, unpublished data, 1994). Factor 

one, commitment/challenge accounted for 24.0% of the 

variance with a eigenvalue of 8. 2. Factor two, control, 

accounted for 8.1% o the variance with an eigenvalue of 2.9 

(Pollock & Duffy, 1990). Internal consistency, a measure of 

reliability, was demonstrated by Cronbach's alpha, .91, and 

.87 for the commitment/challenge dimension (20 items) and 

the control scale ( 14 i terns) respectively. The total HRHS 

was found to exhibit high internal consistency as 

demonstrated by Cronbach's alpha coefficient of .91 (Pollock 

& Duffy, 1990). Stability of the scale was further 

demonstrated by test-retest correlations. After six months, 
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150 subjects were retested. Retest correlations were 

established at .76 for the total HRHS and .74 and .78 for 

the commitment/challenge and control subscales respectively 

(Pollock, 1994). 

Jalowiec CoQing Scale 

Permission was obtained to use the Jalowiec Coping 

Scale (JCS) to measure coping strategies used by 

hemodialysis patients (Appendix G) . The 1987 revised 

version of the JCS contains 60 items (Appendix H). Subjects 

rate how frequently a coping strategy is used. Subjects are 

asked to rate a strategy from "never used" to "used often" 

on a 4-point (0-3) scale. Additionally, an effectiveness 

rating scale is included in an attempt to determine how 

helpful each strategy is. A 4-point ( 0-3) rating scale 

ranging from "not helpful" to "very helpful" is used. 

Initially ( 1977), the JCS measured two domains of coping, 

problem-focused and emotion-focused. The revised version 

has been expanded to include eight coping strategies. 

are: 

1. confrontive 10 items 

2 . evasive 13 items 

3 . optimistic 9 items 

4. fatalistic 4 items 

5 . emotive 5 items 

6 . palliative 7 items 

They 



7. supportant 

8. self-reliant 

5 items 

7 items. 
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Internal consistency has been reported for the total 

use scale at a mean coefficient alpha of . 86. The total 

effectiveness scale internal consistency was .90 {Jalowiec 

unpublished data, 1994). Content validity of the JCS is 

supported by the literature, the number of items used to 

represent the conceptual domains of coping, and the 

inclusion of a wide diversity of coping behaviors. 

Furthermore, construct validity has been established by 

agreement of 25 nurse researchers on the classification of 

the 6 0 i terns within the 8 subscales { Jalowiec, Murphy & 

Powers, 1984; Jalowiec, personal package, 1994). 

Data Collection Procedure 

Potential subjects were identified through a review of 

charts. Subjects meeting the inclusion criteria were 

invited to participate in the study during a scheduled 

hemodialysis treatment. Each subject was given a packet of 

information consisting of a disclaimer, a demographic data 

sheet, the HRHS, and the JCS. After instructions for using 

the packet were provided, subjects were encouraged to ask 

questions. Subjects were given the option of responding to 

the questionnaires prior to a regularly scheduled treatment 

or taking the packet home to complete. The investigator 

phoned the subjects who chose to take packets home reminding 
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them to return the completed packets on their next treatment 

day as previously instructed. 

Data Analysis 

Data were analyzed for the research questions: 

Research Question 1: What coping strategies are used to 

manage the impact of ESRD on life style? 

Research Question 2: What relationship exists between 

selected demographic variables and coping strategies? 

Research Question 3: What is the level of hardiness? 

Research Question 4: What is the relationship between 

hardiness and selected demographic variables? 

Research Question 5: What is the relationships between 

coping strategies and hardiness? 

Research Question 6: What are the differences among 

hardiness, coping strategies and selected demographic 

variables? 

Descriptive statistics were used to answer research 

questions one and three. Pearson's correlations were 

calculated to answer questions two and four with additional 

analysis of the categorical data accomplished by using the 

cross breakdown technique. Research question five was 

answered using Pearson's correlations. Analysis of Variance 

and t tests were calculated to analyze the categorical data, 

such as gender, race, and marital status, in relation to 

question six. 
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Surrunary 

In this study, coping strategies used by patients 

receiving hemodialysis were described and the relationship 

between hardiness and coping strategies used by this 

population was identified. Two valid and reliable 

instruments, the revised JCS and the HRHS, were used to 

measure coping strategies and hardiness respectively. A 

convenience sample of 26 subjects was identified and 

surveyed. Descriptive and correlational statistics were used 

to analyze the data. 
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CHAPTER 4 

PRESENTATION OF RESULTS 

The characteristics of the sample, 

instruments, and the results of 

the reliability of 

the study as they 

relate to the research questions are presented in this 

chapter. 

Characteristics of the Sample 

Thirty subjects agreed to participate in this study by 

completing a demographic sheet, the JCS, and the HRHS. Of 

the twenty eight respondents who answered the questionnaires 

at their homes, 24 returned them. Two subjects answered the 

questions at the dialysis center providing a total 

convenience sample of 26 subjects. 

A description of the sample is found in Table 1 . All 

data were analyzed using the Statistical Package for Social 

Sciences version 4 (SPSS ver. 4) . Thirteen men and 13 women 

participated. The age of the subjects ranged from 40 to 82 

years with a mean age of 59.8 years (S.D. 11.5 years). 

Sixty-nine percent (n=18) were married, three were divorced, 

four widowed and one was single. Of the 26 respondents, 

eight were White:Hispanics, eight were White:non-Hispanic, 

eight were Native American, and two were African American. 

Most subjects (n=22) were not employed (84 . 6%). Of those 



Table 1. Frequency of Demographic Variables (n=26) 

Category 

Sex 
Male 
Female 

Age 
40-49 Years 
50-59 Years 
60-69 Years 
70-79 Years 
80-89 Years 

Race 
White:Hispanic 
Native American 
White:non-Hispanic 
African American 

Marital Status 
Married 
Widowed 
Divorced 
Single 

Employment Status 
Unemployed 
Employed 

n 

13 
13 

7 
6 
7 
4 
2 

8 
8 
8 
2 

18 
4 
3 
1 

22 
4 

% 

50 
50 

26.9 
23.1 
26.9 
15.4 
7.7 

30.8 
30.8 
30.8 
7.7 

69 . 2 
15.4 
11.5 
3.8 

84.6 
15.4 

49 
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not employed, 16 were retired. The most commonly stated 

reason for retirement was health (64.7%). The mean length of 

time in retirement was 112.5 months (S.D. 55.05) with a 

range of 24 to 192 months. Subjects had been receiving 

hemodialysis for 12 to 204 months; the mean length of time 

on dialysis was 37.23 months (S.D.40.6). 

Reliability of the Instruments 

Table 2 summarizes the standardized alpha coefficients 

for the HRHS scale, its two subscales, and the JCS as well 

as its eight subscales. The JCS usage values are presented. 

Too few completed cases of the JCS effectiveness subscale 

were available on which to establish reliability. 

Instructions for completing the JCS effectiveness scale 

include not registering a response to the question if the 

answer to the corresponding usage question was "never 

used". If a coping method was never used, the subject did 

not enter a response to the effectiveness component of the 

question. Therefore, there were too few effectiveness cases 

reported on which to calculate a coefficient of internal 

consistency of the effectiveness scale. 

The HRHS as a whole and as a two dimensional construct 

achieved an acceptable level of reliability. The JCS as a 

whole achieved a high level of reliability. The 



Table 2. Standardized Alpha Coefficients For the Total 
Hardiness Scale and by Subscale 
(n=lS) and For the Total Jalowiec Coping Scale 
Use Subscales (n=23) 

Instrument 

Hardiness Scale 
Subscale 
Commitment/Challenge 
Control 

Jalowiec Coping Scale 
Subscale 
Confrontive 
Self-reliant 
Emotive 
Optimistic 
Evasive 
Fatalistic 
Palliative 
Supportant 

Standardized Alpha Coefficient 

0.8813 

0.8465 
0.6274 

0.9479 

0.9006 
0.8362 
0.8109 
0.7850 
0.7603 
0.7210 
0.2618 
0.1107 
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JCS subscales palliative and supportant were found to have 

low estimates of internal consistency. 

Data Analysis Related to Research Questions 

Research question one: 

What coping strategies are used to manage the impact of 

ESRD on life style? A summary of the total mean JCS use and 

effectiveness scales scores as well as the proportional 

scores of the eight subscales is presented in Table 3. 

In this sample, the highest proportional use scores of 

the JCS included the optimistic, self-reliant, and 

supportant coping methods. Effectiveness scores were highest 

for the subscales supportant, optimistic, and confrontive. 

The optimistic coping strategy refers to maintaining a 

positive outlook (9 items). Self-reliant coping strategies 

(7 items) are those which indicate dependence on self rather 

than others. The supportant coping method refers to those 

strategies 

professional 

which reflect 

or spiritual 

involvement 

support systems 

with personal, 

( 5 i terns) . The 

confrontive subscale (10 items) referred to constructive 

problem solving methods used to manage life style changes 

associated with ESRD. 

Research question two: 

What is the relationship between selected demographic 

variables and coping strategies? The relationship between 

demographic variables and coping strategies was identified 
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using the cross break-down technique (SPSS ver. 4). Tables 

4,5 and 6 summarize the findings. 

Gender 

Overall, females scored higher on the total use and the 

total effectiveness JCS than males. The range of raw scores 

was 0-180 with a mean raw score for women of 105.91 (S.D. 

23.83) for the use subscale. The mean raw score for males on 

the overall total use JCS was 86.92 (S.D. 29.16). 

Ag_e_ 

Subjects between the ages of 40-49 (n=7) showed the 

highest scores on the JCS (mean=110.71, S.D. 14.21) followed 

by those 50-59 (n=4) I 70-79 (n=4) 1 60-69 (n=7) I and 80-89 

(n=1) . 

Correlations were computed between total JCS use scores 

and age. The findings are presented in Table 6. Results were 

significant at the p<.05 level for age and the total JCS use 

scores (r=-. 498, n=23, p=. 016) . As age increased, overall 

usage of coping methods decreased. 

A direct relationship between use of the emotive coping 

style, that of expressing feelings or ventilating feelings, 

and age was identified. As age increased so did the usage 

of this method (r=.472, n= 23, p=.023). There was no 

statistical significance between length of 

hemodialysis and JCS total or subscale scores. 

time on 
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Table 3. Total Mean Jalowiec Coping Scale Scores and 
Proportional Scores of Eight Subscales 

Subscale Use Effectiveness Maximum 
Score 

Mean S.D. (N) Mean S.D. (N) 

Total Mean Jalowiec Coping Scale 
96.0 6.7 23 84.5 25.3 21 180 

Proportional Subscale Scores 
Optimistic 

.705 .196 23 .582 .251 21 1.0 

Self-reliant 
.652 .196 23 .492 .225 21 1.0 

Supportant 
.643 .172 23 .603 .252 22 1.0 

Confrontive 
.614 .225 23 .559 .245 21 1.0 

Palliative 
.441 .146 23 .392 .202 22 1.0 

Fatalistic 
.420 .252 23 .355 .194 19 1.0 

Emotive 
.391 .243 23 .235 .165 19 1.0 

Evasive 
.385 .176 23 .262 .170 22 1.0 



Table 4. Analysis of Jalowiec Coping Scale Use Scores 
and Demographic Variables (n=23) 

Gender N Mean Score S.D. Maximum 
Score 

Male 12 86.92 29.16 180 
Female 11 105.91 23.83 180 

Age 
40-49 7 110.71 14.21 180 
50-59 4 102.5 20.34 180 
60-69 7 86.43 38.41 180 
70-79 4 91.5 22.04 180 
80-89 1 52.0 180 

Marital Status 
Divorced 3 117.50 17.68 180 
Married 15 97.06 28.96 180 
Widowed 4 88.67 32.01 180 
Single 1 64.0 180 

Race 
Native American 

5 110.80 19.61 180 
White:Hispanic 

8 105.38 25.63 180 
African American 

2 84.0 25.46 180 
White:non-Hispanic 

8 80.38 29.95 180 

55 
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Table5. Frequency of Respondents by Ethnicity Completing 
the Jalowiec Coping Scale by Demographic Variables 
(n=21) 

Demographic 
Variable 

Age 
40-49 
50-59 
60-69 
70-79 
80-89 

Gender 
Male 
Female 

Marital Status 
Married 
Divorced 
Single 
Widowed 

Hispanic 

2 
3 
2 
1 

3 
5 

4 
1 
1 
2 

Ethnicity 

White:non-Hispanic 

Freqeuncy 

1 

4 
3 

5 
3 

4 
2 

2 

African American Racial Group Omitted (n=2) 

Native 
American 

4 

1 

2 
3 

5 
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A significant negative correlation between age and use 

(r=-.580, n=23, p=.004) of the optimistic coping method was 

found. Use of the optimistic coping strategy decreased with 

age. 

Marital Status 

An analysis of marital status and coping revealed that 

divorced patients achieved the highest mean raw score on the 

total use scale, followed by married, widowed and single 

subjects. 

The Native American population (n=5) attained the 

highest total use score according to race, followed by 

White:Hispanic, African American and White:non-Hispanic. 

Native Americans also found coping strategies the most 

effective. White:non-Hispanics, White:Hispanics and African 

Americans followed. 

Analysis of the frequency of respondents by ethnicity 

and other demographic variables (table 5) indicates that of 

those respondents between the ages of 40-49 (n=7) , four 

(57%) were Native Americans and of the 11 female 

participants, three (27%) were Native Americans. 

Americans were divorced,; all were married. 

Research question three: 

No Native 

What is the level of hardiness? An analysis of HRHS 

scores was used to answer this question. 
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Table 6. Jalowiec Coping Scale Total Scores Correlated With 
Age 

Variable Scale 
Total Use 

Emotive Optimistic 

Age -.498* .472* -.580* 

p=.016 p=.023 p=.004 

*= significant at <.05 
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The HRHS was used to measure the level of hardiness in 

the sample. The total possible range of scores for this 

scale is 34-204 with higher scores indicating a higher level 

of hardiness. The total mean score from this sample was 

143.92, n= 25, S.D. 28.94. Subjects' scores ranged from 79 

to 197. The control subscale mean score was 57.08 I n=25 1 

S.D. 12.54 1 out of a possible score of 84. The mean score 

for the commitment/challenge subscale was 86.841 n=251 S.D. 

18.02. The highest possible commitment/challenge score was 

120. 

Research question four: 

What 1s the relationship between hardiness and 

selected demographic variables? The relationship between 

hardiness and demographic variables was identified using the 

Cross Break-Down technique (SPSS ver. 4) and Pearson's 

correlations. Results are presented in Tables 7 and 8 

respectively. 

Gender 

The mean male (n=13) score was 143.851 S.D. 30.94 on 

the total HRHS scale and the mean female (n=12) score was 

1441 S.D. 27.99. Similar results between males and females 

were found on both the control (males: mean= 57.77 I S.D. 

11.90; females: mean=56. 33 I 

commitment/challenge (Males: 86.081 

mean=87.67 1 S.D. 16.05) subscales. 

S.D. 

S.D. 

13.70) and 

2 0 . 2 9 ; F ema 1 e s : 



Table 7. The Mean and Standard Deviation of Hardiness by 
Demographic Variables 

Variable Hardiness Control Commitment/ 
Scale Challenge 

Gender N Mean S.D. Mean S.D. Mean S.D 
Female 

12 144 27.99 56.77 13.70 87.67 16.05 
Male 13 143.85 30.94 57.77 11.90 86.08 20 . 29 

Age 
40-49 6 156.17 28.15 65. 10.75 91.17 18.31 
50-59 6 141.17 21.31 57.67 6.02 83.5 16.06 
60-69 7 149.57 26.48 57.43 9.41 92.14 17.74 
70-79 4 130.75 39.43 48.25 21.82 82.5 19.12 
80-89 2 122. 46.67 48. 14.14 74. 32.53 

Marital Status 
Divorced 

2 170 38.18 71.5 14.85 95.5 23.33 
Single 

1 167 68 99 
Married 

17 143.65 22.82 57 . 17 8.26 86.47 16.16 
Widowed 

3 118.25 39.81 44.5 20.14 73.75 21.78 

Race 
White:Hispanic 

7 156.54 24.76 61 12.56 95.14 13.30 
Native American 

8 149.13 23.05 59.88 7.08 89.25 16.93 
African American 

2 143.92 28.94 57.08 12.54 86.84 18.02 
White:non-Hispanic 

8 132.25 37.37 51.25 16.93 81 22.19 

Total Possible Range of Scores=34-204 
Control=84 
Commitment/Challenge=120 
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Table 8. Health-Related Hardiness Scale and Subscale 
Scores Correlated with Age (n=25) 

AGE 

SUB SCALE 

CONTROL 

r= -.455 
p= .0222* 

COM/CHAL 

r= .207 
p= .320 

*= significant at the >.05 level 
HRHS = Health-Related Hardiness Scale 
COM/CHAL = commitment/challenge 

TOTAL HRHS 

r= -.326 
p= .112 
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A statistically significant negative relationship (r= -

.4550) between the control subscale and age was discovered 

(Table 8). As age increased control decreased. 

Marital Status 

Divorced subjects scored the highest on the total HRHS, 

and on the control subscale, followed in descending order by 

single, married, and widowed participants. Single subjects 

scored highest on the commitment/challenge subscale, 

followed in descending order by divorced, married, and 

widowed. 

E.a..c.e. 

Total HRHS scores according to race varied from a high 

of 156 .14 for White: Hispanic to a low of 127 for African 

Americans. For the total score as well as scores on both 

subscales, White: Hispanics scored the highest followed in 

descending order by Native Americans, African-Americans and 

White:non-Hispanics. 

Research question five: 

What 1s the relationship between coping strategies and 

hardiness? Pearson's correlations were used to examine the 

relationship between coping strategies and hardiness. The 

results are summarized in 

relationships were identified 

and the total HRHS scores. 

Table 9. No significant 

between the total JCS scores 

However, a significant 
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Table 9. Pearson's Correlation Coefficients for the Health
Related Hardiness Scale (HRHS) and the Total 
Jalowiec Coping Scale (JCS) and Selected 
Subscales 

CONTROL COM/CHAL TOTAL HRHS 

TOTAL 
JCS USE 
(n=22) 

TOTAL 
JCS 
EFFECTIVENESS 
(n=18) 

JCS 
SUB SCALE 

TOTAL 
OPTIMISTIC 
USE 
(n=22) 

TOTAL 
EMOTIVE 
EFFECTIVENESS 
(n=18) 

r= .275 
p= .216 

r= .091 
p= .720 

.395 

.069 

.112 

.658 

HRHS SUBSCALE 
COM/CHAL 

r= .450 
p= .036* 

r= -.521 
p= .027* 

COM/CHAL 
* 

= Commitment/Challenge HRHS Subscale 
= Significant at the <.05 level 

.363 

.097 

.109 

.666 

TOTAL 
HRHS 

.405 

.061 

-.479 
.044* 
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relationship was found between the JCS use subscale, 

optimistic and the HRHS subscale commitment/challenge 

(r=.45, n=22, p=.036). 

Research question six: 

What are the differences between hardiness, coping 

strategies and selected demographic variables? Research 

question six was answered using t tests and ANOVA. Results 

are presented in Tables 10 and 11. 

Significant differences were identified between 

gender and the JCS subscales emotive (t=.058) and 

supportant (t=.035). Females used both subscales 

significantly more often than males. Additionally, AN OVA 

revealed a significant difference (p=.034) between race and 

the JCS subscale, emotive. Post Hoc testing ( Scheffe' ) 

indicated the significant difference was between the racial 

groups of White: non-Hispanic and Native American. Native 

Americans (n=S) used the emotive coping strategy 

significantly more 

(n=B) . 

frequently 

Summary 

than White:non-Hispanics 

Thirteen females and 13 males participated in this study. 

The sample was comprised of eight White: Hispanic, eight 

White:non-Hispanic, eight Native American and two African 

American subjects. Sixty nine percent of the subjects were 

married and 84.6% were unemployed. 
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Descriptive statistics were used to identify the type of 

strategies patients used to cope with the life style changes 

associated with ESRD. Women were found to use coping 

methods more frequently than men. Among marital status 

categories, divorced subjects were found to use more 

strategies and found them more effective than married, 

widowed or single subjects. Among racial groups, Native 

Americans scored the highest total on the JCS. 

Correlation coefficients were computed to analyze the 

relationship between age and coping . A statistically 

significant negative correlation was found. 

Hardiness levels were similar between men and women. A 

statistically significant inverse correlation was found 

between the HRHS subscale of control and age. 

No significant relationships were found between the 

total HRHS and JCS scores. However, a significant 

relationship between the commitment/ challenge subscale of 

the HRHS and the optimistic use subscale of the JCS was 

found. Significantly more women than men used the emotive 

and supportant coping methods. Native Americans used the 

emotive coping method significantly more often than the 

White:non-Hispanic group . 
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Table 10. t Test between Gender and Jalowiec Coping 
Subscale: Emotive 

Variable Mean S.D. 
Males Females Males Females t value p df 

Emotive 
4.5 7.36 2.68 4.08 -2.01 .058 21 

Supportant 
8.58 10.82 2.64 2.04 -2.25 .035 21 



Table 11. ANOVA Between Race and Jalowiec Coping 
Subscale: Emotive 

REMOTU raw use emotive JCS subscale 
by RACE 

Source of Variation Sum of DF Mean 
Squares Square 

Main Effects 90.163 2 45.082 
RACE 90.163 2 45.082 

Explained 90.163 2 45.082 

Residual 197.075 18 10.949 

Total 287.238 20 14.362 

Group 1=White:non-Hispanic (N=13) 
Group 2=Non-White (N=8) 

Scheffe's Procedure 

F 

4.118 
4.118 

4.118 

Sig 
of F 

.034 

.034 

. 034 
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* denotes pairs of groups significantly different at the 
0.05 level 

Group 

1 White:Hispanic 
2 Native American 
3 White:non-Hispanic 

N 

8 
5 
8 

X 

6.5 
8.6 * 
3.38 * 
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CHAPTER 5 

DISCUSSION OF FINDINGS AND CONCLUSION 

In this chapter, the findings and limitations of the 

study and the implications for further research are 

discussed by research question. 

Findings of the Study 

The purposes of this study were to identify coping 

strategies used by ESRD patients receiving hemodialysis and 
... 

to describe the relationship between the personality trait 

of hardiness and the types of coping strategies used. Twenty 

six subjects participated. This study was based on a 

modification of Pollock 1 s adaptation of Roy 1 s adaptation 

model. 

Research Question one 

Research question one addressed how frequently used and 

how effective were the eight coping methods as measured by 

the JCS. Coping strategies are processes used to minimize, 

eradicate or avoid the effects of a real or perceived 

emotional or physical threat (Billings & Moos, 1981). Used 

alone or 1n combination, coping strategies are used 

throughout the span of a chronic illness to facilitate 

adaptation. In this study, participants were selected in an 
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effort to minimize measurement of coping strategies in an 

acute phase of the adaptation process. Since Baldree, Murphy 

and Powers found the first year of hemodialysis to be the 

most stressful ( 1981) , subjects were excluded if they had 

been on dialysis for less than one year or if they had been 

hospitalized in the three months preceding the study. 

Statistical analysis of the JCS indicated that three coping 

methods, optimistic, 

most frequently. 

self-reliant, and supportant were used 

The most effective strategies were 

supportant, optimistic, and confrontive. 

Results from Baldree, Murphy and Jaloweic (1982), 

Jaloweic and Powers 

that patients more 

( 1981) and Murdaugh 

frequently used 

(1987) indicated 

problem-focused 

strategies in response to stressful life events related to 

health. Findings from this study revealed that emotion

focused strategies predominated in this population and 

supported the similar findings of Kuiper and Nyamathi 

(1991). 

Optimistic 

The optimistic subscale was typified by responses that 

reflect a positive outlook. The sample used this strategy 

II often II and found this method to be II fairly helpful 11 in 

coping with life style changes associated with ESRD and its 

treatment. Kuiper and Nyamathi (1991) classified the 

optimistic coping method as emotion-focused in that this 
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strategy is often used to manage or minimize the emotional 

response to a stressor (Lazarus, 1966). Since the optimistic 

strategy was used most often to assist patients' adaptation 

to ESRD and its treatment, it can be speculated that the 

emotional response to this chronic disease is a persistent 

source of stress to patients and that adaptation requires 

continuous emotional reappraisal of the stressor and its 

impact. 

Self-Reliant 

This strategy was used "sometimes" and found to be 

"fairly helpful" in coping with ESRD and its treatment. This 

strategy is typified by activities and behaviors which show 

reliance on oneself rather than on others. Included 1n this 

strategy are keeping one's feelings to oneself and working 

through difficult situations alone. This method reflects an 

attitude of isolation, independence and self control. 

Supportant 

The supportant coping strategy was "sometimes used" and 

although it received the highest effectiveness score, was 

only "fairly helpful" to these subjects. The supportant 

strategy referred to eliciting support from professional 

caregivers in an effort to more effectively adapt to the 

disease and its lifestyle limitations. 
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Interpretation and application of supportant coping 

strategy results are limited due to the low level of 

internal consistency obtained ( standardized alpha = 0.2618) 

Efforts to improve the reliability of this subscale must 

include consideration of 

instrument. 

Confrontive 

the cultural sensitivity of the 

Confrontive coping strategies are attempts to manipulate 

the source of the stressor or to modify its impact by 

constructive problem solving. It has been classified as a 

problem-focused coping method and has been associated with 

higher levels of self-esteem (Felton, Revenson & Hinrichsen, 

1984; Kuiper & Nyamathi, 1991) . This method was used 

"sometimes" by the sample and was found "fairly helpful". 

Nursing Implications: 

It is of interest that maintaining a positive outlook, 

the optimistic strategy, was the most commonly used 

strategy. The expanding limitations of ESRD, the permanent 

and downward trajectory of the disease process, and the lack 

of a cure other than transplant requires frequent 

adjustments (Craig & Edwards, 1983; Lambert & Lambert, 1988; 

Port, 1993; White, Richter & Fry, 1992). Subjects may 

attempt to minimize the emotional threats associated with 

ESRD by maintaining a positive, optimistic attitude. 
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Therefore, nursing efforts to promote optimal health include 

reinforcing the patient's optimism . 

The self-reliant strategy may reflect self confidence 

and assurance, or fear and lack of trust in others. 

Subjects chose this as the second most frequently used 

strategy. However, limitations to this method include not 

being able to or capable of dealing with the situation 

effectively alone. Opportunities for patients to work 

issues out independently must be encouraged, while 

assessment for maladaptation occurs simultaneously by the 

nurse. 

Subjects chose the supportant coping method as the third 

most commonly used strategy to cope with ESRD and its 

treatment. Perhaps those patients finding the self-reliant 

strategy to be ineffective or insufficient turned to their 

immediate support system for assistance. Hemodialysis is 

generally prescribed three times per week making the 

dialysis nurse an available source of support. Observation 

of dialysis waiting rooms reveals the informal support 

network that exists between patients and between patients' 

families that developed over time. A formal and informal 

support system is a logical outcome of long term treatment. 

Efforts to facilitate relationships between professionals 

and patients and between patients and their peers serve to 

reinforce the supportant coping strategy. 
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The confrontive coping strategy was identified as 

"fairly helpful" and used "sometimes" by the sample . 

Individually, a patient may use this method as a 

constructive problem solving technique. However, frequently 

patients may need assistance in identifying the source of a 

stressor or in modifying its impact. Therefore, this 

strategy may be used by the individual or may be used in 

conjunction with or as a result of initiating the supportant 

coping strategy. 

The coping strategies 

effective by the sample, 

identified 

optimistic, 

as useful and 

self-reliant, 

supportant and confrontive, involve the participation of the 

professional nurse who serves to reinforce, monitor and/or 

collaborate with the patient. Therefore, nurses serve a 

valuable role in facilitating adaptation. 

Research guestion two 

The purpose of 

relationship between 

coping strategies . 

Gender 

this question was 

selected demographic 

to identify a 

variables and 

Women used more coping strategies more frequently and 

found them more effective than men. Although men and women 

appraise situations in similar ways (Folkman & Lazarus, 
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1980), women may find that the sources of stress associated 

with ESRD cause them more intrapersonal conflict than men 

do. 

~ 

In this sample, a significant negative correlation was 

found between the demographic variable age and the JCS total 

use score. As age increased, subjects used fewer methods to 

cope with life style changes associated with ESRD and 

hemodialysis. Of particular interest is the negative 

correlation between the JCS subscale, optimistic, and age. 

Older subjects make fewer positive comparisons in their 

environment which reflects less positive thinking and a 

less positive outlook on life. 

The sample size of subjects between 

limited and therefore conclusions cannot 

80-89 years is 

be drawn from 

statistics involving this age group and the JCS. 

Marital Status 

Although divorced subjects (n=3) scored the highest on 

the JCS, the small sample limits the generalizability of the 

statistic. The largest group, those married, scored the 

next highest for the JCS. 

Ra.c.e. 

Interestingly, Native Americans (n=S) scored the 

highest on the JCS indicating that they used the most 

coping strategies among all racial groups followed by 
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White:Hispanics (n=8). Of equal interest is that White:non

Hispanics (n=8) used the fewest of coping strategies. 

Questions arising from this finding include: do Native 

Americans find ESRD and its treatment more stressful than 

other racial groups and therefore use more strategies in 

attempts to adapt; or do White:non-Hispanics accept the 

disease and its limitations more readily than the other 

racial groups and therefore do not use as many strategies; 

or is there a cultural dimension that influences usage of 

coping strategies; or are there other domains of coping that 

are not tapped in this instrument? 

Nursing Implications: 

Women and Native Americans may be experiencing more 

stress than men and White:Hispanics, White:non-Hispanics and 

African Americans in adapting to ESRD and its treatment. 

Efforts to identify areas of stress and plan for it 

management are necessary for the nurse to pursue. Women and 

Native Americans may also be more open to trying a variety 

of coping strategies in adjusting to stressors. 

Elderly patients, those greater than 80 years, may have 

limited resources available to assist coping due to 

alterations in role, environmental and social resources, and 

physical ability (Lazarus & Folkman, 1984; Pearlin,l993). An 

assessment of resources available may be of benefit in 
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promoting successful adaptation. Also working with the 

patient to establish meaningful and reasonable goals is 

necessary. 

Research QUestion three 

The purpose of research question three was to determine 

the level of hardiness in the sample. Kobasa (1979) 

identified hardiness as a personality trait which mediates 

the effects of stress. In Pollock Is modification of Roy Is 

adaptation model, hardiness is identified as a residual 

stimuli, a resource that influences the ability to adapt. 

Pollock (1986) speculated that those individuals with high 

hardiness levels will adapt more readily to long term health 

problems. Since ESRD and its treatment hemodialysis are 

long term health problems, the presence of the personality 

trait of hardiness may influence successful adaptation. 

In this sample, the median score for the total HRHS was 

143 with a possible range of 34-204. Subjects scored between 

79-197 indicating that there is a wide range of hardiness in 

this sample. 

Nursing Implications: 

It is unknown if hardiness is an innate personality trait 

or if can be taught. Regardless, efforts such as, 

involvement in programs and setting goals, and gaining 

knowledge pertinent to health issues may promote hardiness 

or control or commitment/challenge levels thus facilitating 
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adaptation. Nurses need to be alert to the patient's level 

of hardiness to take advantage of it as a coping resource or 

to empower less hardy patients to participate more 

responsible ln their treatment plan. 

Research guestion four 

The intention of research question four was to identify 

a relationship between hardiness and selected demographic 

variables in the sample. 

Gender 

The mean total hardiness scores for men and women were 

similar, 143.85 

gender was not 

hardiness. 

and 144.00 respectively. In this sample, 

associated with differing levels of 

Pollock (1989a, 1989b) identified a relationship 

between hardiness and a higher perception of health and with 

an increased involvement in health promoting activities. 

These behaviors reflect the presence of the characteristics 

of control, commitment, and challenge. Low hardiness 

scores are associated with a decreased involvement with 

health promotion activities. Adaptation to ESRD requires 

active participation including using coping strategies to 

offset the negative effects of the disease and its 

treatment. In this study, it was suspected that individuals 
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who used the fewest strategies (the elderly in this sample) 

would also have lower hardiness scores. 

This suspicion was supported by the inverse correlation 

between the demographic variable, age, and the HRHS. A 

significant negative correlation was found between age and 

the HRHS subscale control (r= -. 455, n= 25, p=. 022) . No 

relationship was found between hardiness and length of time 

on hemodialysis. 

Additionally, the lack of utilization of problem-focused 

coping strategies, such as confrontive, indicate that the 

elderly may be less involved in actively seeking to 

manipulate the source of stressors. The negative 

correlation between age and the strategy, optimistic, 

indicates that as one ages, one has a less positive approach 

to treatment. It is possible that the elderly feel a level 

of adaptation has been reached and that there will be little 

or no improvement. In many cases, this perception is 

accurate and may indicate acceptance of 

trajectory. 

Marital Status 

the disease 

Divorced subjects had the highest level of hardiness 

within the marital status category. Divorce, which may be a 

voluntary decision, may indicate a greater sense of 

commitment/challenge and control whereas the widowed (n=4) 
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were the least hardy indicating less commitment/challenge 

and control. 

Similar hardiness levels were found across racial 

groups. African American (n=2) scored the lowest and 

White:Hispanics (n=7) the highest. The range of scores 

were; 127.00- 156.14. 

interpretations. 

Nursing Implications: 

Dis equal sample sizes limit 

The elderly are the least hardy group in this sample 

and may be the most susceptible to maladaptation due to 

limited resources. Nurses, functioning as patient 

advocates, become a resource for the elderly as they seek to 

make responsible health decisions. 

Research guestion five 

The relationship between coping methods and hardiness 

was the focus of research question five. People use 

problem-focused coping strategies attempting to manipulate 

the source of the stressor thereby controlling the 

stressor's impact. Since problem-focused coping is 

frequently used in circumstances which people think they are 

able to control, it would be expected that subjects found 

high in hardiness, or its subscales, control and 

commitment/challenge, would also use problem-focused 

strategies frequently. However, this was not supported by 
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the data. Rather, confrontational subscale use scores, a 

problem-focused strategy, did not indicate a significant 

correlation with HRHS or its subscales (r=.3255, n=22, 

p=.l39) . This finding may indicate that ESRD patients feel 

they are not able to control the dynamics of their illness 

or treatment. 

A significant relationship was identified between the 

JCS subscale, optimistic (an emotion-focused coping 

strategy), and the HRHS subscale, commitment/challenge. 

Subjects with high levels of commitment/challenge used the 

optimistic coping strategy more frequently than other 

strategies to cope with their chronic disease . 

It is not uncommon for emotion-focused coping methods 

to be used in situations which are perceived as immutable to 

change and therefore must be endured or accepted (Lazarus, 

1966). Patients receiving hemodialysis experience multiple 

physiological and emotional stressors which vary in 

intensity depending on the functioning of the arterial

venous access, the current level of health, and other levels 

of resources available to the patient. To dispel these 

psychological and social stressors, emotion based strategies 

are frequently used (Folkman & Lazarus, 1980; Kuiper & 

Nyamathi, 1991). In this sample, optimistic, self-reliant, 

and supportant coping methods were ranked the most 

frequently used coping methods thus lending support to 
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Folkman and Lazarus• (1980) and Kuiper and Nyamathi•s (1991) 

finding. 

Research Question six 

The focus of this question was to identify the 

differences between coping methods, hardiness, and 

demographic variables. Due to the small sample size, 

multiple regression was not used. Relationships between the 

concepts were identified using t tests and ANOVA. Two 

significant findings were identified between demographic 

variables and the JCS. The JCS subscales emotive and 

supportant were significantly related to gender and the 

JCS subscale emotive was also significantly related to race. 

The significant inverse relationships between age and the 

total JCS as well as with the JCS subscale optimistic and 

also between age and the HRHS subscale control have been 

previously discussed (research questions two and three) . 

Gender 

Gender and the JCS subscales, emotive and supportant, 

were significantly related (Table 10). These two subscales 

measured ventilation of feelings and using support systems 

as methods to cope and were used significantly more often by 

women than men in this sample. Folkman and Lazarus ( 1980) 

studied the effect of gender on coping and concluded that 

differences in sources of stress influence methods of 

coping, rather than gender influencing methods of coping. 
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In this sample, women may find ESRD and its treatment to be 

more stressful than men and therefore require more emotion

focused coping strategies helpful in their attempt to adapt. 

~ 

Significant relationships were found between race and 

the JCS subscale, emotive. Scheffe's procedure identified 

the significant difference between White:non-Hispanics and 

Native Americans . This finding indicates that Native 

Americans more frequently express and release their emotions 

as a method to cope with life style changes associated with 

ESRD and its treatment than do White:non-Hispanics. 

Nursing Implications: 

These findings indicate that women and Native Americans 

1n this sample may find the need to express their feelings 

and seek both informal and formal support systems as methods 

of coping with ESRD and its treatment. Opportunities for 

discussion of feelings and support should be offered to them 

regularly at the time of hemodialysis and encouraged outside 

of the clinic setting. 

Summary of Implications for Nursing 

Nephrology nurses can expect hemodialysis patients to 

periodically show signs of maladaptation depending on level 

of health or a change in the availability of resources 

necessary to cope. Specifically, as the hemodialysis 

population ages, nurses may observe the elderly's efforts to 
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maintain effective coping methods diminishing. Actions to 

reinforce existing coping methods and to develop additional 

methods may become necessary. The elderly population may 

need encouragement to regain a level of control over their 

health. Opportunities to discuss, plan, implement, and 

evaluate strategies to manage alterations in activities of 

daily living may discourage the development of inappropriate 

dependence on the staff. Individualization of health 

maintenance plans is necessary to assess and maximize use 

of those resources that are available to patients. 

Ultimately, supporting patients' decisions to remain on 

hemodialysis or discontinue treatment is a matter of them 

regaining control over their own health decisions. 

Further, the correlation between age and the use of the 

emotive coping strategy alerts nurses to the need to allow 

the elderly the time necessary to ventilate their feelings 

and receive input from health professionals. Nurses must 

realize that in this population, optimistic coping 

strategies are used infrequently and while not minimizing 

the patients' concerns, nurses can offer a balanced 

perspective. 

Among women receiving hemodialysis, nurses must 

function as a listener, reinforcing the emotive and 

supportant coping styles that are used frequently in this 

segment of the population. Similarly, care of the Native 
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American participant should include encouraging the 

expression and releasing of emotions as they relate to 

coping with ESRD and its treatment. 

The range of hardiness levels ln these subjects 

suggests the possibility that patients may need assistance 

developing a sense of control, and commitment/challenge in 

response to their chronic disease. Patients may be 

identified as high in hardiness through observation of their 

verbal and nonverbal attempts to plan and participate in 

their hemodialysis treatments and then prompted to enter a 

self-care program while on dialysis. Hardiness levels may 

serve as an identifier of those patients more suitable as a 

transplant recipient, or as a support group leader. 

A variety of coping methods are used by hemodialysis 

patients as they adapt to their disease, the alterations in 

their life style, and the treatment of ESRD. Holistic 

nursing care includes assessing the levels of hardiness and 

the methods of coping patients use. Efforts to improve 

hardiness levels and facilitate adaptation to ESRD are 

necessary to provide continuity in the life of patients as 

they adapt to a multitude of life style alterations. 

Management 

hemodialysis, 

of physiological 

will not provide 

needs alone, 

the emotional 

through 

and social 

support these patients need. 

these needs and thereby 

Nurses are positioned to meet 

improve the health of the 
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hemodialysis population by supporting and encouraging the 

development of the personality trait of hardiness and 

through the reinforcement and development of appropriate 

coping strategies. 

Limitations of the Study 

Findings of this study are limited by both design and 

sample selection. Limitations include the following: 

1. This descriptive correlational study was 

compromised by the lack of complete data sets. 

2. The convenience sample was chosen from subjects 

receiving dialysis during the day rather than 

from those receiving dialysis at night 

reflecting a possible bias toward selection of 

more debilitated respondents. Those receiving 

dialysis at night are often employed. 

3. The amount of time, effort and self-awareness 

required to answer the questionnaires may have 

led to inaccurate as well as incomplete 

reporting. 

4. The low internal consistency of the JCS 

subscales palliative and supportant. 

Recommendations for Further Research 

Further research is needed to define the lifestyle 

changes that are associated with ESRD and its treatment 

according to demographic variables such as gender, age, and 
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populations. 

describe the process of 

Additional research to 

adaptation 

examine the 
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in these 

realm of 

coping strategies is needed and the concept of hardiness as 

a resource for coping must be refined. Furthermore, research 

to identify nurses' role in facilitating adaptation to ESRD 

and its treatment must be pursued. 

Summary 

The findings of this study indicate that 

relationships between demographic variables, hardiness and 

coping strategies exist in this sample of subjects 

receiving hemodialysis. Results of this study cannot be 

generalized to the hemodialysis population at large due to 

the limitations of research design and sample size. 

Additional research into the concepts of hardiness, 

coping strategies, and adaptation as they relate to 

demographic characteristics of the hemodialysis population 

are recommended. Further research using a sample of subjects 

capable of completing the entire HRHS and the JCS, subjects 

in multiple sites, and larger sample sizes are recommended. 
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MEMORANDUM 

FROM: 

Debora William, R.N. ..v 
~,d'-REN Center - West .p:" 

. .JP Tamara Gtdeon, R.N. r--./. 

TO: 

Regional Director of Operations 

DATE: July 12, 1994 

RE: Research Project 

REN's Vice-President of Operations, Red Martin, has approved your request to 

do a research project studying the relationship of hardiness and coping in patients 

receiving hemodialysis. 

TG/srns 
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THE UNIVERSITY Of 

CoU~t! ol Nunlns ARIZONA. Tuuon. Arizona R5nt 
(60'2) 626-61S4 

TO: 

FROM: 

DATE: 

SUBJECT: 

MEMORANDUM 

Debora Williams, BSN '-/ fN L 
Leanna Crosby, D.N.Sc., R.N. Director ollntranual Research rf...JII"''*" )~ 
July 15, 1994 

Human Subjects Review: "The Relationship. of Hardiness and Coptng In 
Patients ReceM~ Hemodialysis• 

Your research project has been reviewed and approved by WIUiam Denny, M.D., 
Chairman 0: the University of Arizona Human Subjects Committee, and deemed to be 
exempt from review by their fuft committee. You wiD be receMng a confirmation letter 
from Dr. Denny. In addition, your project has been reviewed and approved by the 
CoDege of Nursing Human Subjects Review Convniltee. 

We wish you a valuable and stimulating experience with your research. 

LC/zt 
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Disclaimer 

THE RELATIONSHIP OF HARDINESS AND COPING IN 
PATIENTS RECEIVING HEMODIALYSIS 
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You are being asked to voluntarily give your opinion on 
the statements in these questionnaires. By responding to 
the questionnaires, you will be giving your consent to 
participate in the study. Your name is not on the 
questionnaire, and you may choose not to answer some or all 
of the questions. Whatever you decide, your care will not 
be affected in any way. Your questions will be answered and 
you may withdraw from the study at any time. There are no 
known risks or benefits associated with this study. 

The purpose of this study is to describe the 
relationship between hardiness, a personality feature, and 
the type of coping methods used by patients on hemodialysis. 

You will receive a packet of three questionnaires when 
you come for your regular hemodialysis treatment. You may 
answer the questions before your treatment or you may take 
the packet horne to fill out. It will take about 30 minutes 
to complete all the questions. If you choose to take the 
packet horne, you will be called the day of your next 
treatment to be reminded to return it that day. 

Thank you 
Debbie Williams RN BSN 
Graduate Student 
College of Nursing 
University of Arizona 



93 

APPENDIX D 

DEMOGRAPHIC DATA QUESTIONNAIRE 



DEMOGRAPHIC DATA QUESTIONNAIRE No. __ _ 

Please fill in the blank or check the appropriate box. 

1. 

2. 

3 . 

4 . 

5. 

6. 

Age: 

Sex: ____ .Male 

Marital Status: 

Race: 

____ Female 

_____ Single 

_____ Widowed 

_____ Divorced 

Married ----· 

Native American ____ White: Hispanic 

White: non-Hispanic 

Other 

----

---~African-American 

Are you employed? ____ Yes ___ No 

Are you retired? Yes ___ .No 

How long ago did you retire? 

Why did you retire? Age 

____ Health 

____ Other 

7 . How long have you been on hemodialysis? 
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[)@portment ol Nursing 
Graduate Program 

96 

II The City University of New Y ~ 
250 Sedbd Po~ Boulevard W@'St 
Bronx, NY 1 0468 · 1 58 9 

Lehman 
College 

(718) 9~8374 
FAX (718) 9~8488 

Spring, 1994 

Dear Colleague: 

Enclosed is the Health-Related Hardiness Scale (HRRS) and scoring 
instructions you requested. I have also included a summary of the 
latest psychometric information. For more information on the 
development and psychometric evaluation of the HRHS, please refer 
to Poll<"'ck ' Duffy ( 1990), the health-related hardiness scale: 
Development and psychometric analysis, Nursing Research, 39 ( 4), 
218-222. 

There is no cost involved with using the RRHS. I only ask that you 
supply me with a copy of your research results (as described in the 
contract letter) and that I am credited with development of the 
scale. Please be advised that while this is the current version of 
the HRHS, there will likely be future revisions based upon results 
of current research. 

Please keep me informed of your progress and any change in address. 
Good luck with your research and I look forward to hearing ~rom : 
you. 

Sincerely, 

. . . ~ / ( 

Susan E. Pollock, PhD, RN, FAAN 
Professor and Director of the 

Graduate Program 
Lehman College, Division of Nursing 
250 Bedford Park Boulevard West 
Bronx, N.Y. 10468-1589 
718-960-8378 
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tlumber 

HEALTH-RELATED HARDINESS SCALE 

In s:ro.Jctio ns: 

This is a questionnaire ~esigned to determine the way in which 
different people view certain important issues related to their 
health. Each item is a belief statement with which you may agree 
or disagree. Beside each statement is a scale which ranges from 
strongly disagree (1) to strongly agree (6). For each item we 
would like you to circle the number that represents the extent to 
which you disagre~ or agree with the statement. Please make sure 
that you answer every item and that you circle only one number per 
item. Thank you for taking the time to complete this 
questior.'1aire. 

DISAGREE 

s M s 
T 0 L 
R 0 I 
0 E G 
N R H 
G A !l' 
L T L 
y E y 

L 
y 

1. Involvement in health promotion 
activities is stimulating. 1 2 3 

2. I can avoid illness if I take 
care of myself. 1 2 3 

3. I find it difficult to be 
enthusiastic about good health. 

1 2 3 
4. Luck plays a big part in determining 

how soon I will recover from an 
illness. 1 2 3 

5. No matter how hard I try to maintain 
my health, my efforts will accomplish 
very little. 1 2 3 

F; • I am in control of my health. 1 2 ) 

7. I admire people who work hard to 
improve their health. 1 2 3 

AGREE 

s M s 
L 0 T 
I 0 R 
G E 0 
H R N 
T A G 
L T L 
y E y 

L 
y 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 
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tlumb~r 

DISAGREE AGREE 

s M s s M s 
T 0 L L 0 T 
R 0 I I 0 R 
0 E G G E 0 
N R H H R N 
G A T T l A G 
L T L L T L 
y E y y E y 

L L 
y y 

8 . Good health is more important to 
me tnan financial secur1ty . 1 2 J 4 5 6 

9. My good health is largely a 
matter of good fortune. 1 2 J .· 4 5 6 

10. No matter what I do, I'm 
likely to get sick. 1 2 :3 4 5 6 

11. I find it boring to eat and exercise 
properly to maintain my health. 1 2 :3 4 5 6 

12. The main thing which affects my 
health is what I myself do. 1 2 :3 4 5 6 

13 . Changes taking place in health 
care are not exciting to me. 1 2 :3 4 5 6 

14. I find people who are involved in 
health promotion interesting. 1 2 3 4 5 6 

15. S~tting goals for health is 
unrealistic. 1 2 3 4 5 6 

16. Mos': things that affect my health 
happen to me by accident. 1 2 :3 4 5 6 

17. Changes taking place in health care 
will have no effect on me. 1 2 3 4 5 6 

18. If I get sick, it is my own behavior 
that determines how soon I get well.1 2 3 4 5 6 

19 . I do not find it interesting to 
learn about health. 1 2 3 4 5 6 

20. I will stay healthy if it's meant 
to be.· 1 2 3 4 5 6 

21. I am not interested in exploring 
new ways to improve my health. 1 2 3 4 5 6 



22. No matter what I do, if I am going 

DISAGREE 
5 M 5 
T 0 L 
R 0 I 
0 E G 
N R H 
G A T 
L T L 
y E y 

L 
y 

Number 
AGREE 
5 M 5 
L 0 T 
I 0 R 
G E 0 
H R N 
T A G 
L T L 
Y r E Y 

L 
'{ 

to g~t sick, I will get sick. 1 2 J 4 5 6 

23. I feel no need to try to maintain 
my health because it makes no 
difference anyway. 1 2 J 4 5 6 

24. The c11rrent focus on health promotion is 
a fad that wi:l probably disappear. 1 2 J 

25. No matter how hard I work to promote 
health for society, it never seems 
to improve. 1 2 3 

26. Our society holds no worthwhile 
goals or values about health. 1 2 3 

27. If I take the right actions, I 
can stay healthy. 1 2 3 

28. I get excited about the possibility 
of improving my health. 1 2 3 

29. I am determined to be as healthy as 
I can be. 1 2 3 

30. When my health is threatened, I 
view it as a challenge that must 
be overcome. 1 2 3 

31. I read everything I can about 
health. 1 2 3 

J2. I can be as healthy as I want to be.l 2 3 

JJ. When something goes wrong with my 
health, I do every thing I can to 
get at the root of the problem. 1 2 3 

34. I have little influence over my 
health. 1 2 J 

Copyright, 1990, Susan E. Pollock, PhD 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 

4 5 6 
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PERMISSION FOR USE OF JCS 

PERMISSION IS HEREBY GRANTED TO 

Debbie WilL .. ams 

TO USE THE JALOWIEC COPING SCALE 

IN A STUDY OR PROJECT 

ANNE JALOWIEC, RN, PHD 

LOYOLA UNIVERSITY OF C~ICAGO 

OAT E: Apr i 1 1 3 , 1 9 9 4 
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-- ------------------------------

COPING METHODS 

1. Womed about the problem 

2. Hoped that things would get better 

3. Ate or smoked more than usual 

PIMA 
1 How often have you used 

1 

oach coplr.g method? 

I 
Nt~tr Seldom Somtlimu Ofltn 
Used Used Used Und 

0 2 3 

0 2 3 

0 2 3 

Pan B 
If you hav• uud 

that coping method. 
how helpful was It 7 

Not Slightly Fairl) Very 
Helpful Helpful Helpful HtiDful 

0 2 3 
r 

0 2 3 

0 2 3 
~------------------------------~----------------------~----------------------~ 

4. Thought out different ways to 
handle the situation 

5. Told yourself that things could be 
much worst 

6. Exercised or did some physical 
activity 

0 2 

0 2 

0 2 

3 0 2 3 

3 0 2 3 

3 0 2 3 

7. Tried to get away from the problem · 
for a while . 0 1 2 3 0 1 2 3 \ 

~----------------------------+-------------~------4---------------------
8. Got mad and let off steam 0 1 2 3 0 1 2 3 ' 

~------------------------------~----------------------~--------------------- 1 
i . Expected the worst that could l 

happen 0 1 2 3 0 1 2 3 ! 

10. Tried to put the problem out of your 
mind and think of something else 0 2 3 0 2 3 

11 . Talked the problem over with family 
or friends 0 1 2 3 0 1 2 3 ! 

~------------------------------~----------------------~---------------------- ! 
12 . Accepted the situation because very ' 

little could be done 

13 . Tried to look at the problem 
objectively and see all sides 

14 . Daydreamed about a better life 

15. Talked the problem over with 1 
professional person (such as 1 
doctor. nurse, mini star, teacher. 
counselor) 

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 . Rcs1gned yourself to the situation 
because things looked hopeless 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

3 0 2 3 

3 0 2 

3 0 2 3 

3 0 2 3 

3 0 2 3 

3 0 2 3 

3 0 2 3 

3 0 2 3 

3 0 2 

3 0 2 3 

3 0 2 J 

3 0 2 3 
--------------~----------------------~---------------------



COPING METHODS 

24 Took out your tens1ons on sJmeone 

l else 

I 25 . Tried to change the s1tuat1on 

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 . Tt~ed to keep your life as normal as 
possible and not let the problem 
interfere 

3 t . Thought about how you had handled 
other problems in the past 

32 . Told yourself not to worry because 
everything would work out fine 

33 . Tried to work out a compromise 

34 . Took a 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 c.ould handle 
anything no matter how hard 

38 . Set up a plan of action 

39 . Tried to keep a sense of humor 

40 . Put off facing up to the rrn~~ .. -

41. fried to keep your feelings under 
control 

42 . Talked the problem over with 
someone who had been in a similar 
situation 

43 . Practiced in your m1nd what had to 
be done 

44 . Tried to keep busy 

45 . Learned something new in order to 
deal with the problem 

46 . Oid something impulsi-we or risky 
that you would not usuc.lly do 
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Pan A 
How ot1en have you use-d 

each coping method? 

oan B 
i If you ha-we us.Qd 

I 
that coping method. 
how helpful was tt7 

~vw S.dom 
Us~ UMd 

Sometimes 
'Js~ 

Ctten I Not SliQhlly Flirty vwy 
Us.a Htlptul Helpful Helptul HtiC'ul 

0 1 2 3 I : 0 t 2 J 

0 1 2 3 0 t 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 t 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

I 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

0 1 2 3 0 1 2 3 

l) 1 2 3 0 1 2 3 

; 

I 
I 

I 
I 

I 
I 

I 
I 
I 
I 

! 
I 
I 
I 
I 

I 
! 

I 
I 

! 
I 

l 

I 
i 
I 

I 
I 

I 
! 
i 

I 
I 

! 

i 
: 
i 
I 
i 
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- - ------- -----------
Pan A Pa 

How often 1'\ave you us..d If you have u~a 

COPING METHODS 
uct'l coping me~hod7 

I 
i Nev« Seldom Sometimes 
j Us~ Us~ Us~ 

that coping method, 
.

1 

how helpful was lt7 

Orten Not Slightly Flirty Vfr1 
Us~ 

1 
Htt~ful Hti~ful Htl~ful HtiDflll 

i 4'7 Thougnt about the good thtngs in 
your ltfe 0 1 2 3 r Q 1 2 3 

•e . Tried to ignore or avo10 the problem 0 1 2 3 0 1 2 3 

49 . Compared yourself wath other 
people who were in the same 0 1 2 3 0 1 2 3 

; 

situation 

so Tried to think positively 0 1 2 3 0 1 2 3 . 
51 . Blamed yourself tor getting into 

such a situation 0 1 2 3 0 1 2 3 

52 . Preferred to work thtngs out yourself 0 1 2 3 0 1 2 3 I 

53 . Took medicat ions to reduco tens ion 0 1 2 3 0 1 2 3 : 
I 

54 . Tried '" see the good side of the I 
situation 0 1 2 3 0 1 2 3 I 

I 

55 . Told yourself that th;s problem was i 
really not that important 0 1 2 3 0 1 2 3 

56 . Avoided being with people 0 1 2 3 0 1 2 3 I 
I 

57 . Tried to improve yourself in some I 
I 

way so you could handle the 0 1 2 3 0 1 2 3 i 

situation better ! 
• 

58. Wished that the problem would go 
away 0 1 2 3 0 1 2 3 i 

-· 
59 . Depended on others to help you out 0 1 2 3 0 1 2 3 I 

60 . Told yourself that you wert just 
\ having some bad luck 0 1 2 3 0 1 2 3 
I 

If there are any other things you did to handle the stress mentioned at the beginning. 
that are not on this list, please write those coping methods In the spaces below. Then 
clrtle how often you have used each coping method, and how helpful each coping 
method has been. 

61 . 1 2 3 0 1 2 3 

62 . 1 2 3 0 1 2 3 

63 . 1 2 3 0 1 2 J 

--· 
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