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ABSTRACT 

This study attempts to identify the incidence of depression in 

patients on haemodialysis treatment and the consequences it has 

for clinical social work intervention. The awareness of 

depression in haemodialysis arose out of the researcher's 

practice as a social worker in the renal unit at Groote Schuur 

Hospital. The study adopts a quantitative-descriptive research 

design. Eighteen patients currently on haemodialysis treatment 

were sampled and interviewed. A standardized scale, The Hospital 

Anxiety and Depression (HAD) Scale, was used to obtain the data. 

The data was analysed through use of the scoring method provided 

with the scale and from which inferences were made. The results 

conclude that depression is not prevalent in patients on 

haemodialysis treatment. However the incidence is significant 

enough to consider the implications it has for clinical social 

work intervention and recommendations are made in this regard. 



CHAPTER ONE 

INTRODUCTION AND ORIENTATION TO THE STUDY 

INTRODUCTION 

The researcher's awareness of depression in haemodialysis 

treatment arose out of his practice as a social worker in the 

renal unit at Groote Schuur Hospital. It was observed that 

patients starting haemodialysis treatment for chronic renal· 

failure experience an adaptive period within the first months on 

haemodialysis. This awareness was 

of patients' apparent depression 

substantiated by observations 

while on haemodialysis, the 

incidence of non-compliance with dietary regimens, and in some 

cases, failure to attend treatment. These observations are 

consistent with findings of Rodin and Craven ( 198 9) who state 

that patients with renal failure tend to experience some degree 

of depression on haemodialysis, mainly moderate to mild. 

The main causes of depression are thought to be around dependency 

on the haemodialysis machine, the role changes at home or at work 

(either losing their jobs or positional and/or status changes), 

leisure time being curtailed, restricted diet, and sexual 

problems. Rosser (1976) 

to say that fear of 

agrees with Rodin and Craven and goes on 

death and further physical illness, 

electrolyte imbalance, residual uraemia, anaemia and hypertensive 

medication can aggravate the depression. 
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STATEMENT OF THE PROBLEM 

Literature on the effects of haemodialysis treatment highlights 

the fact that patients experience various psycho-social problems. 

One of the problems recognized is depression. The problem of 

depression in haemodialysis is not easily identified because some 

of the recognised physiological symptoms of kidney disease such 

as lethargy, poor appetite and lack of sleep, to name but a few, 

are similar to the vegetative symptoms of depression. The 

researcher, as a social worker in the renal unit at Groote Schuur 

Hospital, has been aware of symptoms of depression in some 

patients undergoing this treatment and there has been some 

intervention in this regard. However, it was suspected that the 

process of identifying depression in the past was inadequate -

resulting in depressed patients often being overlooked and 

psycho-social treatment not being adequate. As a consequence of 

this the purpose of this study has been to look at depression in 

patients on haemodialysis and recommend appropriate intervention 

strategies. The question that is asked is: What is the prevalence 

of depression in patients undergoing haemodialysis treatment in 

the renal unit at Groote Schuur Hospital? This will facilitate 

adjustment or develop intervention protocols for these patients. 

MOTIVATION FOR THE RESEARCH 

Current literature on depression in haemodialysis is written 

within the context of depression in chronic renal failure. Rodin 

& Craven (1989) and Levy (1979; 1991) agree that depression is a 

common phenomenon in chronic renal failure and it is the most 
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common reason for referral to psychotherapy. Levy (1979) found 

that depression occurs two or three mo.nths after the onset of 

haemodialysis when denial fails and patients realize that 

haemodialysis is a fact. The main concern seems to be the 

stresses related to the conflicts between dependency and 

independency. On the one hand patients want to be independent but 

they experience conflicts because they are dependent on a machine 

for their survival. On the other hand patients with dependent 

personality traits "enjoy" dialysis because they can continue 

their dependent relationship with the haemodialysis machine. 

In the past depression in chronic renal failure was researched 

through interviews and observations. Recently more accurate 

measures have been used to study this phenomenon. Use of 

standardized self-report measures is currently being made and 

findings show that 50% of all the patients 'studied for depression 

show symptoms of depression (Rodin and Craven 1989) . 

Levy (1979) states that patients go through stages of adaptation 

to haemodialysis treatment. He ~Abram (1969) 1 who termed the 

stages as being those of apathy, euphoria, an~iety, convalescence 

and the struggle for normalcy. The "honeymoon" phase, according 

to(~~v0 is that period when the patient starts dialysis and 
\.... ~ ~ \ 

begins to feel physically better. This reaction can be identified 

about 1-3 weeks after treatment has commenced. The euphoria 

begins to wane after 3 -12 months and it is frequently replaced 

1 Abram, H S 1969. The psychiatrist, the treatment of chronic renal failure and the prolongation of life: 11. Am. 
Journal of Psychiatry, 124: 157-167. 
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by feelings of anxiety. The process of adapting to the reality of 

treatment begins at this time as patients come to realise that 

haemodialysis also has its shortcomings. Patients use ego defense 

mechanisms to cope with this difficulty. Denial is a common 

response to the situation but is difficult to diagnose because it 

is very subtle. These time factors relating to the various stages 

are tentative and will differ from situation to situation. 

The causes of chronic renal failure have been documented 

scientifically since early times and it is accepted that there 

are distinct reasons for kidney failure. Rosenbaum (1979) in 

Chyatte (1979) mentions that the most common causes of renal 

failure are glomerulonephritis (inflammation of the kidney), 

cystic kidney disease, drug induced kidney failure, hereditary 

causes and kidney stones and infections. Medication and diet are 

used to manage the disease until haemodialysis is required. 

Haemodialysis is today one of the standardized hospital based 

procedures for treatment of chronic renal failure, the aim being 

to remove waste products and restore the fluid and electrolyte 

balance of the body. Together with haemodialysis, diet plays an 

important role in the rehabilitation and achievement of optimum 

health in patients with chronic renal failure. 

It is clear from the literature reviewed that depression is 

common amongst patients with chronic renal failure and patients 
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undergoing haemodialysis. The opinions expressed by the authors 

are mostly based on research done abroad and are written from a 

psychiatric or psychological point of view. In response to the 

situation this study will aim to examine the relationship between 

depression and haemodialysis in patients at Groote Schuur 

Hospital and make recommendations to improve clinical social work 

intervention to these patients. 

PURPOSE OF THE STUDY 

The objective of the study is to obtain information regarding the 

prevalence of depression in patients on haemodialysis treatment. 

It is thought that such knowledge will facilitate the development 

of appropriate clinical social work and psychotherapeutic 

treatment approaches for haemodialysis patients prior to and 

during their treatment. 

Patients with chronic illness, which is a major stress factor, 

often suffer from depression while undergoing treatment (Levy 

197 9) Depression hampers adequate functioning of patients at 

home, at work and in social relations. The renal unit at Groote 

Schuur Hospital not only aims to provide successful haemodialysis 

treatment from a medical point of view, but also to optimise 

patients' social functioning and rehabilitation. Thus, the 

recognition of depression is important to the enhancement of the 

unit's goals for rehabilitating patients. The treatment of 

depression in the renal unit at Groote Schuur Hospital has been 



6 

non-specific to date. Action is normally taken by referring 

patients to the social worker, psychologist or psychiatrist, and 

only when depression has already manifested in some form or 

another. The researcher is of the opinion that a better 

understanding and awareness of the issues will facilitate the 

development of a protocol for the unit. In this manner the 

preventative measures and/ or early diagnosis. can be dealt with 

before it manifests in problems of coping and dysfunctional 

behaviour. 

The results of this research will provide various recommendations 

for the treatment team in the renal unit. Further, this study 

will contribute to the knowledge of staff in haemodialysis units 

about depression in 

additional outcome 

patients 

will be 

on 

the 

by informing them further 

haemodialysis treatment. An 

development and provision of improved and more 

psychotherapeutic 

systematic 

intervention clinical social work and 

strategies for all patients. 

METHODOLOGY 

This study adopts a quanti tati ve-descripti ve design and uses a 

survey method to obtain data. Various factors need to be present 

for a study to be considered a quantitative-descriptive design. 

Such factors include the use of a standardized scale and 

structured interviews to gather data from a sample of a 



7 

designated population. Further, the selection of a research 

question is central to this type of design. 

The sample was drawn from patients who have been on haemodialysis 

treatment in the renal unit at Groote Schuur Hospital· for longer 

than 8 months. The sample was comprised of 18 patients randomly 

selected from the total population of approximately 54 patients. 

A standardized scale to measure depression, the Hospital Anxiety 

and Depression (HAD) Scale, was administered. This scale, which 

is in English and Afrikaans, consists of 14 statements. The scale 

was administered to patients by the researcher so those questions 

that might not be understood could be interpreted. The data was 

recorded and interpreted using the scoring method provided with 

the scale. Permission to use the scale and to undertake the 

research was obtained from the relevant authorities. 

LIMITATIONS OF THE STUDY 

The limitations of the study are: 

1. Depression can be caused by many factors. Latent depression 

may develop with the diagnosis of kidney disease, which can 

act as a stressor, which triggers the depression. 

2. Only a small number of patients will be studied - hence the 

results may not be generalisable. 

3. Language preference of the participants may be a problem in 

their understanding of the questionnaire to be used. A Xhosa 

translation of the scale is not available. 
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4. The researcher's prior knowledge of the patients' mental 

state may cause researcher bias. 

ANTICIPATED PROBLEMS WITH THE RESEARCH STUDY 

Problems anticipated in conducting the research are: 

1. There may be reluctance by some of the subjects to take part 

in the study as they have been subjects in other research 

studies. 

2. The state of health of participants at the time of the 

administration of the questionnaire may prevent them from 

participating in the study. 

3. The participants may fail to keep appointments, which could 

delay the completion of the questionnaire. 

4. Participants may discuss the questions with each other as 

they spend time together while undergoing haemodialysis 

treatment. This may prejudice their responses. 

PRESENTATION OF CONTENT 

In Chapter One, the motivation and background of the study is 

presented. 

Chapter Two presents a current practice perspective of social 

work in the renal unit at Groote Schuur Hospital. 

Chapter Three offers a literature review which contexualizes the 

phenomena of depression in haemodialysis patients. 

Chapter Four furnishes the research design and methodology. 

Chapter Five presents the findings of the study, and in 



Chapter Six the researcher summarises the major findings, and 

presents conclusions, and offers recommendations for clinical 

social work intervention. 

EXPLANATION OF TERMS 

9 

CHRONIC RENAL FAILURE: Chronic Renal Failure occurs when a 

person's kidneys fail to function normally. The main functions of 

the kidneys are to: 

- dispose of waste products from the body, 

maintain normal amounts of salt and water in the body, and 

- produce substances important to the production of blood and the 

maintenance of normal bones. 

GLOMERULONEPHRITIS: This is the most common cause of kidney 

failure and involves inflammation of the kidney, which sometimes 

leads to its dysfunctioning. Other common causes of kidney 

disease include 

- high blood pressure or hypertension 

- excessive use of pain killing drugs 

- diabetes 

- congenital disease (polycystic kidney disease) 

- kidney stones and infections 

(Groote Schuur Hospital Renal Unit: A guide for kidney patients, 

1982) 

HAEMODIALYSIS: This is one form of treatment a person may receive 

when their kidney function has failed. An artificial kidney is 
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used to remove waste products and excess fluid which accumulates 

in the body. The patient is attached to the machine by means of 

needles. Haemodialysis occurs mainly in hospital settings but 

can also be done at home. The latter method is very expensive as 

patients have to buy their own haemodialysis machines. There are 

currently only two patients at Groote Schuur Hospital on home 

haemodialysis treatment. 

Patients who come to hospital for treatment attend hospital three 

times a week for four hours at a time to undergo haemodialysis. 

Patients may resume their "normal'' functioning at work or school 

when not on haemodialysis. This is encouraged as it is seen to be 

rehabili ta ti ve (Groote Schuur Hospital Renal Unit: A guide for 

kidney patients, 1982). 

CONTINUOUS AMBULATORY PERITONEAL DIALYSIS: This is an 

alternative, newer type of dialysis which takes place on a 

continuous basis. There is a lining inside the abdomen called the 

peritoneal membrane which forms a bag. A soft plastic tube called 

a Tenckhoff catheter is inserted into the peritoneal cavity and 

allows for fluid to enter and leave the body. This special fluid, 

called dialysate, 

and diffusion of 

is infused in and out of the peritoneal cavity 

substances takes place across the peritoneal 

membrane. The dialysate is exchanged from the peritoneal cavity 

four or five times a day. After each "exchange", which takes 

about half an hour, the patient is mobile - thus allowing freedom 

of movement for the patient. Strict hygienic conditions are 
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required when doing the "exchanges" to prevent infections to the 

entry site of the Tenckhoff catheter (Groote Schuur Hospital 

Renal Unit: A guide for kidney patients, 1982; Rodin and Craven 

198 9) . 

SUBCUTANEOUS ARTERIOVENOUS FISTULA: A fistula is the "access" 

site where the patient is attached by needles to the 

haemodialysis machine. It consists of an artery and a vein, which 

are surgically joined with sutures. The artery with its strong 

flow enlarges the vein, thus making it an easy and lasting 

"access" site (Groote Schuur Hospital Renal Unit: A guide for 

kidney patients, 1982; Rodin and Craven 1989) 

PSYCHO-SOCIAL ASSESSMENT: A psycho-social assessment is a 

diagnostic tool used in social work (Mattaini & Kirk 1991). 

According to Stricklin ( 197 4) the main focus of a psycho-social 

assessment is the evaluation of a patient's immediate present, 

including both the internal functioning and external environment, 

and a developmental history. Stricklin cites Hamilton (1962) 1 who 

says that it further provides additional information about the 

patient's social and cultural milieu, his home life, education, 

employment and religious activities. From this the social worker 

can develop a realistic treatment plan and goals, and make 

recommendations for purposeful intervention. 

1 Hamilton, G 1962. Theory and Practise of Social Casework. New York: Columbia University Press. 
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DEPRESSION: Depression is a mood characterized by sadness, 

apathy, pessimism, and a sense of loneliness. It is divided into 

major, moderate and mild depression. 
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CHAPTER TWO 

.THE ROLE OF THE SOCIAL WORKER IN THE RENAL UNIT AT GROOTE SCHUUR 
HOSPITAL 

INTRODUCTION 

The current role of the social worker in the renal unit at Groote 

Schuur Hospital has developed from a position of providing 

support to patients and their families to generic social work 

duties such as education about haemodialysis treatment, providing 

financial assistance (transport money and social security), 

dealing with employment issues, and housing. In the past clinical 

counselling was the domain of the psychiatrist who saw patients 

when they either expressed the need for counselling or were 

referred because of depression or other psychological problems. 

The social worker is assigned to the renal unit at random, as are 

other social workers to the various departments in the hospital. 

No particular qualification except for a basic social work 

qualification is required of the social worker in the renal unit. 

In most cases the social worker's skills in renal social work are 

learned on the job. The current social worker has a qualification 

in clinical social work and is able to provide many of the 

clinical services, as well as fulfilling the educative function 

and the non-clinical or practical aspects related to social work. 

The situation in the United States of America, for example, 

differs in that Federal regulations stipulate that a social 

worker in renal units be part of the caregiving team and 
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responsible for psycho-social intervention. This came about when 

dialysis treatment was Federally legislated stipulating that all 

State and private community based treatment centers must provide 

haemodialysis treatment to all patients with chronic renal 

failure (James-Rogers et al, 1992) This is not the situation in 

South Africa where haemodialysis is mostly provided by the State 

who employs the social workers, and renal units have no say in 

which social worker is assigned to the unit. The requirements of 

renal social workers in the United States are similar to those at 

Groote Schuur 

evaluations 

patients. In 

Hospital, 

and offer 

addition 

namely that they provide psycho-social 

case 

the 

management and 

social workers 

counselling to 

provide patient 

education about treatment options available, social insurance, 

and rehabilitation (James-Rogers et al 1992). 

The renal unit at Groote Schuur Hospital functions as a multi

disciplinary team. The team is made up of five specialist 

consultant 

registrars 

consultant 

physicians 

(doctors 

with a Professor as 

training to become 

head, four rotating 

physicians), one 

surgeon, a junior surgical consultant and a rotating 

surgical registrar. Professional nursing staff, enrolled nurses 

and nurses' aides, two transplant co-ordinators (professional 

nurses), a social worker and a dietician make up the rest of the 

staff. 
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REFERRALS 

Patients with kidney disease are referred to the renal unit via 

the general medical wards and from out-patient, clinics. Once a 

patient has been diagnosed with kidney failure he/she is referred 

to the renal unit. If the patient is deemed to have end stage 

renal disease a referral will be made to the social worker for a 

psycho-social assessment with a view to determining whether 

he/she qualifies for dialysis and a kidney transplant. The social 

worker sees the patients either in the wards from which they are 

referred or at the out-patient clinic. 

ASSESSMENTS 

The patients' medical condition is firstly taken into 

consideration. If they have other illnesses, this may affect 

their suitability for dialysis or transplantation. If the patient 

is medically unacceptable for the treatment, he/she will not be 

referred to the social worker for a psycho-social assessment but 

rather for assistance with terminal care and/or referral to 

ex.ternal resources in order to assist the patient and family to 

cope with the terminal stage of the disease. 

It is important to understand the need for the selection of 

patients for haemodialysis treatment and transplantation. Due to 

budget cuts in the health services and the redistribution of 

funds to develop primary heal th care, financial resources are 

limited in academic medicine. Haemodialysis falls into the 

category of treatment which is considered expensive and must be 
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curtailed. This is in accordance with the debate Germain (1984) 

puts forward when he discusses the issue of advanced biomedical 
' 

technology that has resulted in increased costs of heal th care 

that lead to harsh moral dilemmas for patients, families and 

staff of renal units. The enormous financial costs of health care 

today, he continues, result in huge financial resources being 

spent on the care of a few persons at the cost of the larger 

patient community. It is a dilemma that hospitals in South Africa 

are facing daily and an unfortunate consequence is that not all 

patients with kidney failure can be treated on haemodialysis. It 

therefore becomes the task of the renal team to assess those who 

are most suitable to receive this t '~satment. The psycho-social 

assessment is thus an integral part of the assessment selection 

processes, as Reichsman and Levy (19",2) concur. 

At the time of assessment, which is us; ally undertaken during the 

first interviews between the social wor .. er with the patient, the 

patient's heal th may vary from being v "ry ill to reasonably 

healthy. The patients in the medical wards are usually the most 

sick. The assessment is then considered as urgent · since 

haemodialysis needs to be initiated as soon as Pl'sible. Patients 

from the out-patient clinic are assessed when it l~ deemed that 

they may need haemodialysis treatment within the forthcoming 

months. If the latter are accepted for treatment, a fistula can 

be planned in advance so that they can be ready to begin c~ronic 

haemodialysis when their health requires it. It is importan~ to 

note that patients are assessed not only for haemodialysi: 
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well, and all 

17 

for continuous ambulatory peritoneal dialysis as 

patients must be able to receive a kidney 

transplant. Transplantation, particularly of the patient 

population on haemodialysis, makes it possible for more patients 

requiring treatment to enter the programme as haemodialysis 

machines become available. 

In the past there has not been a specific set of guidelines that 

has been used in the selection process. Each patient has been 

assessed individually. However, because of the enormous pressure 

the unit is experiencing as a result of limited available 

resources, the criteria are becoming much more specific. 

The information gathered in the psycho-social assessment includes 

identifying particulars and family composition, information on 

the patient's social and cultural background, educational level, 

employment record, finances, housing, habits and interests and 

family and/or other relationships. These aspects are important as 

they provide a gestalt of the patient's current position in life, 

as well as the influences of the past. Mattaini & Kirk (1991) 

and Stricklin (1974) concur with the importance of studying the 

patient's family and social context for assessment and treatment 

planning. The social worker also assesses the patient's support 

systems, his/her knowledge of and insight into this and other 

illnesses. The reason for assessing other illnesses is to gauge 

the sense of responsibility that the patient has shown with 

regard to other illnessess in terms of compliance and the ability 
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to cope with stresses. Compliance with medication and hospital 

appointments is assessed as this is vital and reasons for non-

compliance are ascertained. Furthermore, the social worker 

assesses the patient's coping abilities in past stressful 

situations, the patient's mental state in terms of a brief mental 

state examination, as well as the patient's mood and basic 

personality. 

Although all the information gathered in the psycho-social 

assessment is important, special emphasis is given to certain 

factors when deciding whether or not a patient is accepted for 

dialysis and transplantation. These factors include the support 

systems of the patient which play a vital role for this kind of 

treatment; the employment status of the patient and the_ impact 

haemodialysis will have on current employment and of equal 

relevance, the patient's willingness to remain employed once 

treatment has started; and the patient's ability to cope in 

stressful situations which is a good indicator of how he/she will 

deal with the stress of chronic kidney disease. Knowledge of any 

current psychological problems and treatment is important, a·s it 

is necessary to determine how this will be affected by the 

stresses of haemodialysis treatme~t and transplantation. With the 

permission of the patient collateral information is also 

obtained. The involvement of the patient in society, his 

community and family are important factors to be taken into 

consideration when dec{ding whether the patient is suitable for 
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haemodialysis. If the patient has small children, this will 

probably also count in his/her favour. 

Once this information is obtained, a social and psychotherapeutic 

treatment plan is drawn up and a recommendation is given to the 

doctor in attendance. During the assessment interview problem 

areas are identified. These may relate to external factors such 

as employment, financial, family and/or intra-psychic issues such 

as coping with the news of being diagnosed with a life 

threatening disease. Once the patient is accepted for treatment 

the social worker provides educational information about the 

disease and its the consequences, and the options and process of 

dialysis. 

Financial resources, or the lack thereof, are considered in terms 

of the ability of the patient to support his/her dependants as 

well as the ability of the patient to meet travel costs incurred 

in coming to the hospital for treatment. Home circumstances are 

significant in terms of whether patients are suitable for 

continuous ambulatory peritoneal dialysis or haemodialysis. The 

ages of the patients are also taken into consideration. The renal 

unit at Groote·Schuur Hospital has agreed on an upper age limit 

of 65 years although they are flexible in this regard, depending 

on the ability of the patient to be functional in society and how 

their presence or absence will affect their family or significant 

others. It is to be noted that socio-economic factors are 

generally overlooked because of the history of inequality in this 
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country with regards to education and allocation of resources. 

The renal unit can also only take patients who fall within the 

catchment area of the hospital. Patients have to travel to Groote 

Schuur Hospital three times a week hence distance could become a 

problem especially if financial resources are limited. Most of 

the patients who are seen at Groote Schuur Hospital are from 

lower socio-economic groups. The renal unit has limited financial 

resources, which can be offered to needy patients, mainly for 

transport, but patients are encouraged to provide a portion of 

these costs in order to counter dependency. There is also a 

limited food parcel scheme, provided by the Cape Kidney 

Association, as additional assistance to the most needy patients. 

During the assessment phase the patient has to assimilate the 

knowledge that he/she has a life threatening illness which 

heightens the level of anxiety. Most patients react with outright 

denial and their normal ego defense structures are employed. At 

this point they may only consider the practical consequences of 

their illness rather than their emotional reactions. These 

practical issues may focus on the impact the illness will have on 

their work, the possibility that they may lose income and on

going financial support for their families. The crisis that the 

patient 

him/her 

function 

experiences needs immediate attention in order for 

to return to a state of equilibrium so that they may 

once they leave the hospital. Crisis intervention is 

therefore an important component of the treatment approach. 
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While the social worker provides containment in the assessment 

phase, he is also required to look beyond the assessment. The 

social worker's recommendation must be discussed with the 

referring doctor to determine whether the patient will be placed 

-
on the treatment programme before further plans are made. This 

will affect further medical and social work intervention. If the 

patient is very ill and needs immediate haemodialysis, the social 

worker contacts the family and provides them with details of the 

patient's illness and treatment. An assessment is also made of 

their ability to cope with the situation and again crisis 

intervention may be indicated. An explanation of the process of 

the treatment is provided, and discussion involves the duration 

of hospitalization, the formation of a fistula, the workings of 

the haemodialysis machine, how long treatment lasts, and some of 

the side-effects of the treatment. Furthermore, the social worker 

attempts to answer any questions pertaining to the treatment, 

employment, sick leave, diet, how the treatment may affect 

relationships and the patient's functioning at home. These 

functions, according to Germain (1984), determine the various 

roles of the social worker in health care settings one of, which 

is supportive in the acute stage of the illness. 

CRISIS INTERVENTION 

Joffe ( 1994) mentions that short-term emergency counselling is 

necessary in order to help those who experience difficulty in a 

stressful and crisis situation. An individual or family is 

subjected to various internal and external stresses at different 



22 

stages in life. They seek to maintain equilibrium through a 

series of adaptive manoeuvres and problem solving activities in 

order to meet their basic needs. The impact of the stressful 

event, in this case a medical diagnosis, disturbs the 

individual's homoeostasis resulting in almost predictable 

responses. Initially customary responses and problem-solving 

repertoires are employed, in an attempt to restore equilibrium 

but with an accompanying rise in tension. Secondly if patients 

are unsuccessful in dealing with the tension, they employ new 

emergency methods and novel coping devices, and if. the problem 

continues it brings about a turning point and disequilibrium 

results. This is followed by a new state of equilibrium once the 

crisis is resolved. 

The reaction to a stressful event, says Joffe (1994), can lead to 

the display of characteristic emotions. A threat brings about 

anxiety, loss leads to depression, challenge stimulates a 

moderate degree of anxiety, hope and expectations, thereby 

releasing new energy for problem-solving. Being in a state of 

crisis is not an illness or pathology, but instead it reflects a 

struggle within the individual's current life situation. It can 

be linked with the patient's earlier unresolved or partially 

resolved crisis. The crisis can provide a double opportunity to 

resolve present and past conditions. 

are weakened and the ego is open 

change. 

During the crisis, defenses 

to outside influences and 
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With crisis intervention the nature of the relationship between 

worker and patient differs from that of a therapeutic 

relationship. One of the main differences is that the worker 

needs to establish quick rapport with the patient in order to 

elicit information and inspire confidence that he can help. The 

traditional relationship of timeous exploration and testing of 

regressive transferences has little place in this form of 

intervention. The intervention must be on active participation -

both by the worker and the patient. It has been the researcher's 

experience that this may mean active advocacy with regards to the 

patient's employment, and explanation of terminology and the 

process of treatment. Joffe (1994) says further that the 

patient's high anxiety, confusion and helplessness may mean that 

the patient is ready to trust the social worker's authority and 

position and show a willingness to accept help. 

Joffe also cites Rappaport (1970) 1
, Caplan (1964) 2 and others who 

state that the social worker's knowledge of the problem may 

enhance the relationship and willingness to be helped. Rather 

than working with the concept of insight the worker uses 

foresight to educate the patient about what can be expected. This 

model of crisis intervention fits well with the researcher's work 

because knowledge of the process of haemodialysis and the 

expected problems that may evolve, can alleviate much of the 

stress that is experienced with a life threatening diagnosis. In 

1 Rappaport, L I 970. Crisis Intervention as a mode of brief treatment. In Roberts.R W & Nee, RH (eds). Theories 
of Social Casework. Chicago University. Chicago Press. 267-3 I I. 
2 Caplan, G 1964. Principles of Preventative Psychiatry. New. York. Basic Books. 
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general, Joffe (1994) says that the goal of crisis intervention 

is to cushion the impact of the stressful event by immediate and 

emotional first aid. It is also to strengthen the patient in 

his/her coping and integrative struggle through therapeutic 

clarification and guidance through the period of crisis. 

The focus should be on the present, the immediate past and the 

immediate future. Emphasis is placed on coping behaviour that has 

worked in the past; the pre-crisis period that can be adapted and 

modified for the present. Advice giving is important and is in 

line with the worker's more active role in intervention. 

Realistic reassurance, particularly at the beginning of treatment 

is equally important. Techniques such as clarification and 

interpretation are used selectively. Each crisis needs to be 

individualized and specific techniques, appropriate to the event, 

need to be used. In the case of a medical crisis the worker 

should play the role of interpreter of medical information, 

provide emotional support, link patients to support systems 

outside the hospital to reduce their feelings of loneliness and 

meet their heightened dependency needs. 

Termination is an important part of crisis intervention. The 

patient needs to leave knowing that he has learned new ways of 

coping, and that while the problem situation is not neatly 

solved, the crisis has reached manageable levels which the 

patient can handle on his own. 
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CASE CONFERENCES 

The case conference or assessment meeting is held every second 

Tuesday evening. The purpose of this is twofold. Firstly it 

allows the whole team to become acquainted with the patient so 

that particular problems are shared and noted. At this meeting 

the patient is formally placed on the transplant programme and 

preparation for transplantation can begin in terms of a medical 

work-up. Secondly, the case conference provides an arena for 

discussion and decision-making pertaining to the suitability of 

patients, who are not in the acute phase of their illness, for 

the dialysis programme. 

The procedure in these meetings entails the treating doctor 

presenting the 

about possible 

the interim if 

medical information and an ensuing discussion 

social worker 

recommendation 

causes of the initial disease and treatment in 

the patient 

presents the 

firstly in 

is not yet 

psycho-social 

relation to 

on haemodialysis. The 

history 

whether 

and 

or 

makes a 

not the 

patient is suitable for dialysis, and secondly, if suitable for 

dialysis, the type of dialysis i.e. haemodialysis or continuous 

ambulatory peritoneal dialysis treatment. The renal unit at 

Groote Schuur also transplants patients on dialysis at Red Cross 

War Memorial Children's Hospital and Somerset Hospital, as well 

as at private sector hospitals. Patients from private hospitals 

are also presented and discussed at this meeting in order to 

determine their suitability for transplantation. Psycho-social 

assessments are done by the social workers at the respective 
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State hospitals and presented by the attending doctors. The 

private hospitals do not make use of social work assessments to 

assess suitability for dialysis treatment and transplantation. It 

is important that the whole team be aware of patients starting 

dialysis treatment as different doctors attend to them after 

hours. 

SOCIAL WORK INTERVENTION WITH PATIENTS ON HAEMODIALYSIS TREATMENT 

Once patients are started on the haemodialysis programme the 

social worker's role is to provide support to them, especially in 

the initial days of treatment. Germain (1984) states that the 

social worker's task in the on-going phase of treatment, i.e. 

haemodialysis, is intended to support the patient in fulfilling 

his/her goals and tasks by helping to reduce stress, and 

strengthen personal and environmental resources for coping. He 

mentions that some of these tasks are to sustain the motivation 

to cope, through teaching, guiding and modelling coping 

behaviours, providing emotional support to restore and enhance 

self-esteem, support adaptive defenses and relax maladaptive 

ones. The first experience of haemodialysis machines, the blood 

and the needles can be a horrifying experience for patients. If 

patients have been very ill they begin to feel better once on the 

haemodialysis machine, and, as Germain (1984) says, they have a 

sense of motivation to cope with their illness and the social 

worker must use a professional role such as mobilizer to generate 

and sustain the client's motivation. This includes motivating the 

organization's staff and outside resources such as employers to 
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support the client's motivation. At this point the social worker 

negotiates with the employers for time off for treatment. Even 

though kidney disease is very common, haemodialysis treatment is 

not well known to the general public and four hours a day, three 

times per week, can seem to be a lot of time that patients need 

to be off work. Employers are generally sympathetic and will 

allow time off. Some are adamant that their production will be 

hampered and the patients are dismissed. The latter aspect is 

being investigated in terms of Chapter Two of the Bill of Human 

Rights provided for in the Constitution of the Republic of South 

Africa and current employment legislation currently being 

negotiated. 

The unit's policy is that patients should retain their employment 

at ~11 costs as this is seen as rehabilitating and prevents major 

psychological and financial problems. The advocacy role of the 

social worker is thus an important one. Some patients may have 

already lost their jobs and are experiencing financial problems. 

This requires that an assessment of their immediate problems and 

needs be undertaken and assistance given if possible, or referral 

to outside resources is made. Germain (1984) mentions that 

certain problems, including those related to employment, 

financial and/or medical issues will occur and will discourage 

the motivation of the patient and progress may stop. 
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SUPPORTIVE INTERVENTION 

The social worker provides supportive counselling to patients who 

have been on haemodialysis for a while especially those who 

experience problems coping with on-going treatment and dependency 

versus independency crises. The social worker uses skills 

mentioned by Germain (1984) such as teaching problem solving 

skills to patients, and interpersonal and communication skills in 

their relations with other patients and staff. Other roles 

mentioned by Germain are those of coach and mediator. Besides 

counselling services, practical problems must also be addressed. 

Such problems range from employment, finances and transport to 

social security enquiries. These problems are similar to those 

identified by James-Rogers et al ( 1992) in the United States of 

America. The potential for clinical social work intervention is 

possible but the heavy caseload of approximately 80 haemodialysis 

patients and numerous out-patients make this task difficult to 

achieve. 

Some of the potential concerns which patients anticipate in the 

renal unit are mentioned by Germain 

who state that the role of the 

(1984) and Joyce Rose (1980) 

dialysis patient tends to 

undermine the self-directive function at every turn as they are 

"hooked" on the machine which has a negative impact on a sense of 

identity and selfhood. Patients may have their sense of 

competence undermined by daily living with a life-threatening 

illness that prevents full and satisfying functioning in the 

accustomed roles of spouse, parent, child, worker or friend. 
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Dependence on staff can give way to awakening earlier conflicts 

about dependency and control that can lead to regression and 

patients can present with problems of non-compliance or failure 

to care for their fistulas. These conflicts may be replayed with 

nursing staff and the social worker through the expression of 

anger and a lack of cooperation. Some patients rebel against the 

controlling nature of haemodialysis treatment and still others 

become passive, helpless and dependent. Patients can use the 

defense of rationalization to make excuses for their behaviour. 

These· are patients who normally make excessive demands on the 

staff which can result in withdrawal by staff. The social 

worker's task is to simultaneously work with the patient, family 

and environment, including staff. 

STAFF SUPPORT 

The social worker must also be aware of the emotions of the 

staff, especially when dealing with difficult patients and those 

who are ill and dying. Seeing patients who are sick and dependent 

on others may evoke reactions in staff which are related to past 

experience. Dealing with nursing staff problems is not the focus 

of the social worker's task, but individual staff can seek 

assistance occasionally. The stress of working in a unit that is 

fast becoming understaffed and overloaded with too many patients, 

will affect the morale of staff and affect their commitment to 

help patients. 
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Another professional role of the social worker is that of 

assessing the feasibility of living-related transplants eg. 

siblings or parents of patients on haemodialysis. Although this 

is actually the domain of the transplant co-ordinators, the 

social worker educates the patients and families about the 

possibility of a living-related transplant and the procedures 

involved. 

SUMMARY 

In this chapter, the researcher attempted to give an overview of 

social work practice in the renal unit at Groote Schuur Hospital. 

The author discussed various aspects of the social worker's role 

in the renal unit ranging from assessment of patients for 

dialysis treatment, the referral process, the case conference to 

the role of the social worker with patients on haemodialysis 

treatment. It has to be noted that clinical social work 

intervention and the treatment of psychological problems in 

patients on haemodialysis when identified, is very difficult to 

deal with since practical, generic social work problems 

constitute a major part of the work load in the renal unit. In 

South Africa, the consequences of socio-economic problems form a 

major component of social work intervention that cannot be 

ignored. These problems increase when patients become ill. 
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CHAPTER THREE 

DEPRESSION AND HAEMODIALYSIS: A LITERATURE REVIEW. 

INTRODUCTION 

The literature on depression is extensive. The researcher will 

attempt to first give a review of relevant literature, discuss 

how it is linked to medical illness and then present a review 

which will focus specifically on depression in patients on 

haemodialysis treatment. 

A REVIEW OF THE LITERATURE ON DEPRESSION 

Research on depression has made great strides since efforts made 

by the early pioneers in the medical and psychiatric field. 

According to Gillis ( 198 6) , Hirschfield and Goodwin (198 8) , and 

Kaplan and Sadock (1990) depression affects the mood with 

associated symptoms ranging from mild, ie. lasting a few hours or 

days, to severe, lasting a few months or years. According to the 

DSM IV (1994), mild to moderate depression is usually a response 

to a stressful event which occurs just prior to its onset. Thus 

it is not an illness but a reaction to an event and is very 

subjective. 

Various dominant theories of depression have been referred to by 

Robertson (1983) Conceptual frameworks range from the intra-

psychic view of depression expounded by Abrahams ( 1911) 1
, Freud 

(1917) 2 and Klein (1935) 1
, who explain psychopathology in terms 

1 Abrahams, K 1911. Notes on the psycho-analytical investigations and treatment of manic-depressive insanity and 
allied conditions. Reprinted in. Selected papers of Karl Abrahams, MD. 137-156. 1949. London. HOgarth Press. 
2 Freud, S 1917. Mourning and Melancholia. Reprinted in. Collected Papers. 4: 152-197. 1934. London, Hogarth 
Press. 

.. 
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of early childhood experiences and object loss, to the ideas of 

Beck (1967) 2 who proposes a cognitive model which emphasizes 

disturbances of thought and the role it plays in emotional 

stress. The sociological model points to life events which play 

an important role in determining the frequency of depression. 

This researcher however will adopt an eclectic use of theory in 

this study. 

Wool ( 1990: 26), states that "depression is used to describe a 

number of different states or conditions from ordinary 

unhappiness to bereavement to psychiatric disorders". Gillis 

(1986) concurs that depression may be of varying degrees of 

severity ranging from a "fit of the blues" to an incapacitating 

mental illness. He mentions further that depression has been 

divided into several clinical syndromes whose features overlap 

and are used interchangeably. The terms are used "loosely" which 

can cause confusion and can vary according to various 

authorities. He states that the best way to classify depression 

is in terms of severity, i.e. severe, moderate and mild, because 

these are clearly distinguishable categories. 

The American Psychiatric Association ( 1994) lays down practical 

criteria for diagnosis. It divides depression into major 

depression, bipolar, cyclothymic and dysthymic disorders. The 

1 Klein, M 1935. A contribution to the psychogenesis of manic-depressive states. Reprented in. Love.Guilt and 
Reparation and other works. 262-289. 1947. London, Hogarth Press. 
2 Beck, AT 1967. Depression. Clinical, Experimental and Theoretical Aspects. New York. Roeber Medical 
Division. Harper & Row. 

...... --
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first is the most severe and can occur within a single episode or 

recurring episodes. A single episode is characterised by a two 

week period of a depressed mood i.e. sadness, hopelessness, loss 

of interest or pleasure. It must also include changes in 

appetite, weight, sleep and psychomotor activities, difficulties 

with thinking, concentrating and thoughts of death or suicide 

ideation. These symptoms must occur for most of the day for at 

least two consecutive weeks. A recurrent episode is characterised 

by two or more depressive episodes separated by two consecutive 

months. 

A dysthymic disorder is characterised by a depressed mood for 

most of the day for at least two years. The features include poor 

appetite or overeating, insomnia or hyposomnia, low energy, low 

self-esteem, poor concentration or difficulty in making decisions 

and feelings of helplessness. Symptom-free periods last no longer 

than two months. 

Bipolar 1 episodes are characterised by one or more manic or 

mixed episodes, usually accompanied by a major depressive 

episode. Bipolar 2 is characterised by one or more major 

depressive episodes accompanied by at least one hypermanic 

episode. A manic episode is characterised by a distinct period of 

abnormal and persistently elevated, expansive or irritable mood 

lasting at least one week. The symptoms are inflated mood, 

decreased need for sleep, being more talkative than usual, flight 

of ideas, irritability, increased psychomotor activity, and 
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excessive involvement in pleasurable activities that have a high 

potential for painful consequences. The symptoms for hypermania 

are the same as for a manic episode. A mixed episode occurs when 

criteria are met for both manic and major depressive episodes 

nearly every day for 1 week. 

Cyclothymia is characterised by two years of chronic fluctuating 

mood disturbances, including numerous periods of hypermania 

symptoms and numerous periods of depressive symptoms. Wool (1990) 

and Robinson and Rabins (1989) state that the criteria for 

diagnosing depression can be divided into two major categories, 

namely psychological and neurovegatative. Psychological symptoms 

include feelings of worthlessness, helplessness, guilt and pre-

occupation with death. Neurovegatative or vegetative symptoms, as 

Robinson and Rabins (1989) calls it, are loss of appetite, sleep 

disturbance, diminished ability to concentrate, fatigue and loss 

of weight. Wool (1990) states further that these criteria are not 

useful when diagnosing persons with ill-health because the 

symptoms can overlap. It is important, she says, that when 

diagnosing depression, practitioners should not only use the 

rigid criteria of the American Psychiatric Association (1994) but 

that the interviewer must rely on personal concerns, beliefs and 

meanings of patients and not just on documentary proof alone. 

A common way to conceptualize depression is related to whether it 

is endogenous or reactive. This is important when dealing with 

ill health. Wool (1990:29) defines reactive depression as 
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"relying heavily on an external blow, while endogenous depression 

may emerge in the absence of an obvious insult". However the 

author mentions that internal personality organization and ego 

strengths play a role in the severity of the depression in 

relation to external events. Patients with strong internal 

resources cope better with the diagnosis of an illness and 

function well. Thus, a person with clear reactive depression 

should return to a baseline level of functioning more fully and 

quickly than someone whose depression developed without an 

obvious precipitant. In medical settings most depressions are of 

a reactive nature rather than being endogenous. It is also true 

that patients with a previous history of depression are more 

likely to become depressed in response to an outside stimulus 

like an illness. 

Robinson and Rabins (1989) states that one has to be careful when 

diagnosing depression in terms of an adjustment disorder with 

depression, dysthymic or major depression, using the terminology 

of the American Psychiatric Association 

major depression requires the existence 

criteria, i.e. either the vegetative or 

(1994). Diagnosing a 

of five out of nine 

psychological symptoms 

over a two week period, whereas dysthymic depression has 

different criteria and so too has adjustment disorder with 

depression. She states that mistakes have been made in the past 

in diagnosing patients because professionals have confused the 

criteria for the different mood disorders. It must be kept in 
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mind then that the DSM IV is only a guide to diagnosis rather 

than an end in itself. 

Prevalence of Depression 

Wool ( 1990) evaluated varies studies which explored the 

prevalence of depression in ill heal th. She cites Glass ( 1983) 1 , 

who states that 9-20% of the general population score depressed 

on self-report scales. Of these 3% are men and 4-9% women. In 

contrast to these findings, Wool (1990) cites Saltz & Magruder

Habib (1985) 2 who found that 5.8% to 25% of medically ill persons 

are depressed. In other studies done with the elderly and with 

cancer patients, statistics show that those persons inflicted 

with various illnessess show a higher tendency to be depressed 

than those persons in the general population. He cautions 

however, that these statistics have limitations as in any 

research. He suggests, in order to be conservative, that 

depression is identifiable amongst 5 - 20 % of those who are the 

medically ill. Despite the evidence that depression is common, 

it is often misdiagnosed by physicians because patients report 

physical rather than emotional and affective complaints to their 

doctors. Katon (1987) 3 in Wool (1990) mentions that primary care 

physicians missed diagnosis of depression in 50% of cases. 

1 Glass, R 1983. Psychiatric disorders among cancer patients.Journal of the Medical Psychiatric Association. 
249(6), 782-783. 
2 Saltz, CC & Magruder-Habib, K 1985. Recognizing depression in patients receiving medical care. Health and 
Social Work. 10(1),15-22. 
3 Katon, W 1987. The epidemiology of depression in medical care.International Journal of Psychiatry in 
Medicine. 17,93-112. 
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Depression in Haemodialysis 

Normal depression is characterized by a persistent sad mood and 

somatic concomitants of depression. The latter refers to the 

physical symptoms of depression which include weight changes, 

disturbed sleeping patterns, diminished sexual interest, dryness 

of the mouth and constipation (Levy 1989). He states further that 

these characteristics overlap with the symptoms of renal failure 

and thus cannot be used to help diagnose depression in renal 

failure. 

According to Levy (1989) depression is viewed as an expression of 

loss whether imagined or real. Patients with a medical illness 

experience many losses. Patients with renal failure however have 

additional losses such as loss of physical "freedom", sexual 

abilities, and in many cases, their jobs (Levy, 1989, and Rodin & 

Craven, 1989). The loss of employment results in more than the 

loss of money. It also curtails the loss of self-esteem and a 

lessening of gender identity. The loss of freedom relates to the 

inability to eat whatever is desired, and diminished mobility 

i.e. being restricted to an area so that they can attend 

haemodialysis treatment. Rodin and Craven ( 198 9) state further 

that dependency versus independency issues, as discussed 

previously, play an important role in patients coping with 

haemodialysis. Patients who are forced into dependency roles will 

have feelings of frustration, hostility and depression. 
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The authors continue to say that significant depressive symptoms 

are common in all dialysis patients. It is also one of the most 

common reasons for psychotherapy in these patients. These authors 

differ from Levy (1989) who mentions that it is difficult to 

estimate the frequency of depression in patients undergoing 

dialysis treatment other than observing that it is much higher 

than in the general population. It is also higher than that of 

patients with other chronic medical conditions. Rodin and Craven 

(1989) state, on the other hand, that depressive symptoms have 

been quantified in dialysis patients by using standardized 

measures. Attempts have also been made to identify 

characteristics of patients who are likely to become depressed. 

Self report measures that are mentioned include the Zung Self

Rating Scale and the Beck Depression Inventory, the latter 

showing that almost half of all dialysis patients report symptoms 

of depression but with only 25% of these patients falling into 

the range of severity associated with clinical depression. Levy 

( 1991) on the other hand mentions that clinical depression is 

uncommon in patients with renal failure but does not mention any 

studies or figures to support this comment. He does however 

acknowledge that a small number of patients are clinically 

depressed (have the syndrome) and require treatment. However, he 

says that mood disorder is common. 

Rodin and Craven ( 1989) also state that adaptation to 

haemodialysis treatment may be the reason for depressive symptoms 

to appear. Adjustment to dialysis in the first year is the most 
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,difficult and it is during this time that patients show 

depressive symptoms. Levy (1989) agrees and continues by stating 

that it is difficult to diagnose depression in patients with 

renal failure because of the overlap with the somatic 

concomitants of depression and the symptoms of chronic renal 

failure. The depression can also be denied and the behaviour can 

as '\be seen 

(1989) agree 

a normal response to their illness. Rodin & Craven 

with Levy (1989) that depression in haemodialysis 

patients is sometimes overlooked by otherwise competent staff 

because of a lack of interest in and knowledge of the subject, 

and the assumption that the symptoms are a manifestation of the 

illness itself. Rodin and Craven (1989) however go further to say 

that evidence shows that patients with end stage renal failure 

respond favourably to anti-depressant medication contrary to what 

is believed. 

They also state that suicide is more common in patients on 

haemodialysis than in the general population. There is no 

evidence of the incidence of suicide in patients on dialysis 

other than to say that these patients are predisposed to suicide 

because they have an easy way to commit suicide through being 

self-destructive in terms of dietary indiscretion or non-

compliance with treatment. 

Patient's self-image 

Society has set up clear expectations and definitions for those 

who are temporarily ill but it is unclear what expectations are 
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held for those persons who continue to be ill (Landsman, 197 9) . 

She continues to say that we are socialized during childhood to 

accept that we will be treated differently when we become ill, 

for example we are not expected to perform as we normally do, we 

are freed from some of our responsibilities and have a greater 

dependency on others during-this time. 

In the case of renal patients, during the early stages of the 

disease expectations that are held of patients are not dissimilar 

from the expectations indicated above. When the patient is in the 

acute phase he gives up his responsibilities and comes to rely 

on his family and medical staff to a greater extent. However, 

when he begins to stabilise, the confusion begins because he 

feels an improvement but knows that he is not better and that 

there is no "cure" for his illness. Landsman (1979) cites Kubler

Ross (1961) 1 who coined the phrase "marginal man" to describe the 

"in-between, neither-nor" status of the patient with renal 

failure. The patient receives mixed messages from health 

professionals. There is uncertainty in relation to the patients' 

feelings about his illness. Landsman (1979) says that we tell 

patients to live a normal life but to be careful what they eat 

and to continue with employment but not forget to come to 

dialysis. With regard to these conflicting statements, Landsman 

(1979) says that it is no small wonder patients get depressed. 

1 Kubler-Ross, E 1961. On Death and Dying. London. MacMillan Co. 40-121 
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perception of patients' 

phase in their medical 

Landsman ( 197 9) says further that the 

self-image differs according to the 

course. Patients do not readily accept their changes in body 

image, for example weight loss and usually carry around pictures 

of their former self. They experience any changes during this 

phase as a loss and view their current appearance as being 

unacceptable. Patients take no heed of reassurances from staff 

that they look "better" as patients hold on to the image with 

which they are most familiar, i.e. the premorbid one. 

Landsman (1979) postulates that patients who have fistulas formed 

(which causes deformity on the arm) are constantly reminded of 

the fact that they are different. Resistance to future surgery 

develops, even though it can maintain their life, because it 

interferes with their body image with which they are familiar 

before they became ill. Patients who become ill do so without 

adequate preparation and without being taught new skills to deal 

with the illness. Landsman ( 197 9) calls this "role 

discontinuity". She mentions that in society there are three 

roles a person performs, namely the sex role - that is how one 

relates as male or female, the occupational role - performance on 

the job, and the family role interrelations with the family 

structure. The patient on haemodialysis is affected in all three 

roles. He finds that being dysfunctional in one role will lead to 

dysfunction in another. For instance, the patient who loses his 

job may experience role reversal within the home as he is no 

longer the breadwinner. Such a situation may put pressure on the 



42 

family which in turn may accentuate the patient's perception of 

him/herself. Society recognizes individuals' accomplishments and 

if he cannot fulfil these then he becomes an outcast for 

recognition. The consequence of this is that the patient sees 

himself as different from the norm in society and unable to 

change his situation. The devaluation of self-worth is the tragic 

result. 

Landsman ( 197 9) continues to say that much of how we perceive 

ourselves is a reflection of the image that others have of us. 

Under the auspices of "concern", society gives messages to 

patients that reflect the exact opposite. For example, an 

employer might convince an employee that he should take early 

retirement to protect himself. These kinds of messages tell the 

patient that he is less of a person than he thought he was and 

what he had projected of himself. 

When patients become stabilized after the acute onset of renal 

illness and are on maintenance haemodialysis treatment, they do 

not look any different to the average observer. Thus when people 

react negatively, commenting for instance that the patient 

doesn't look sick, it can cause one of two reactions - either the 

patient tries to prove that he is sicker than necessary or he 

withdraws from social functions because he perceives that others 

don't understand his condition. This Landsman ( 197 9) calls the 

visibility factor, i.e. how others perceive the patient. 
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Psychosocial Effects of Haemodialysis Treatment 

It is important that plans for social work intervention take into 

consideration the effects of haemodialysis on patients' 

lifestyles and coping skills in general. Levy (1979) states that 

related .tpatient on haemodialysis treatment suffer stresses 

particularly to haemodialysis treatment but which are also common 

to other chronic illnesses. Although haemodialysis treatment 

(improves 

\premorbid 

patients' physical 0~althL__they do not reach their 

level of functioning. The author states that patients 

can have chronic uraemia with the fistula placing additional 

stress on the heart. Metabolic derangement and disequilibrium can 

occur as a consequence of haemodialysis treatment. The procedure 

of dialysis can also lead to other difficulties and 

complications. 

The author agrees with Kaplan De-Nour et al (1968) who mention· 

further that the major problem associated with haemodialysis 

treatment is that of the conflict between dependency-
------------------ ·- --

independency. He cites Shea et al (1965) 1
, Kemph (1966) 2 who 

agree with Abram (1969) 3 in Levy (1979) that the main stress that 

patients experience is the dependency-independency conflicts. 
---·~-. ----·-

Shea et al (1965) states that the stress of the conflicts 

experienced between dependency and independency result in 

patients avoiding discussion of their problem, and agrees with 

1 Shea, E J, Bogdan, D, Freeman, RB & Schreiner, GE 1965. Haemodialysis for chronic renal failure; 
psychological consideration.Ann. Intern Med. 62:588. 
2 Kemph, JP 1966. Renal failure, artificial kidney and kidney transplant.Amer. J. Psychiat. 122: 1270. 
3 Abrams, H S 1969. The psychiatrist, the treatment of chronic renal failure and the prolongation of life. 11. Am. J. 
Psychiatry.124: 157-167. 
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Kaplan De-Nour et al (1968) who found that patients use defense 

mechanisms against this dependency, mainly denial. Kemph ( 19 66) 

reported that the degree to which patients feel dependent varies 

g-~~-!:_~yj(He says that anxiety occurs when patients are away from 

the machine (overdependency), whereas some patients experience a 

phobic response to being 
'. 

kept on the haemodialysis machine 

he saw as the opposite poles of the 

dependency continuum. Abram (1969) 1 in Levy (1979) states that 

dependency issues affect the rehabilitation of patients. He found 

that within the first year of treatment on haemodialysis, 
/' 
-~patients experiencing difficulties with dependency had problems ---- ·-----·----

with being optimally rehabilitated. 

Levy (1979) cites Kaplan De-Nour et al (1974) 2 whose study 

separates patients into· those who are described as independent 

and those who are dependent. He says that those patients who are 

independent must accede to haemodialysis treatment thus making 

the treatment very stressful. On the other hand, those highly 

dependent patients "enjoy" haemodialysis but find it difficult to 

rehabilitate because they need the dependent relationship with 

their illness and the treatment. Levy (1979) also cites Reichsman 

and Levy (1972) who found that men were more dependent and 

passive than women in the treatment process. They state that a 

paradoxical response to being dependent may be seen among those 

1 Abram H S 1969. The psychiatrist, the treatment of chronic renal failure and the prolongation of life. 11. Am. J, 
Psychiatry. 124: 157-167. 
2 Kaplan De-Nour, A & Czaczles, J W 1974. Personality and the adjustment to chronic haemodialysis. In Levy, N B 
(ed). An adaptation to haemodialysis. Springfield Ill. Charles C Thomas. 
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patients who show an external picture of excessive 

"independency". The apparent independence serves the patient 

defensively as a method of disowning his dependency. They have to 

be dependent on haemodialysis and face difficulties because the 

reality demands of dependency run contrary to their independent 

defense. These patients will respond with anxiety, depression and 

non-compliance to treatment. 

According to Levy (1979), the highest level of ego functioning is 
-------

the ability to be independent. However, reality demands 

toleration of dependency on haemodialysis treatment and 

acceptance thereof. Patients need to come to terms with their 
----·-----

dependency but also maintain some form of independent life / 
outside the treatment. This can include work, family and other 

·,. 

activities within the limitations created by the illness. 

Reichsman and Levy (1972) say that patients who are being rescued 

from uraemia must eventually face the reality of returning to 

work, school or household activity. To become productive again 

usually produces stress for most patients. The authors term this 

conflict "a central one". They noted that their patients had 

intense dependent needs, a role they wanted to continue. The 

patients wished to be cared for as when they were in an uraemic 

state. They noted that patients felt trapped by the conflict of 

wanting to be dependent and passive on the one hand and the 

expectations of others (usually staff) wanting them to be 
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productive on the other hand. The result of these conflicts were 

that patients felt helpless and medical complications occurred. 

Patients on haemodialysis treatment face the reality of 

constantly being reminded of his/her illness ~y being_ on a 

restricted diet, physical limitations, and having to return for 

treatment three times a week. At the same time as they are 

pressured into resuming normality in their lifestyle, they have 

physical reminders of their illness such as the fistula which 

reminds them that they are different from others. Other stresses 

which patients experience are the losses associated with renal 

disease and haemodialysis treatment. These include loss of 

reduced work or possible retrenchment, financial insecurity, loss 

of stamina and strength and sexual functioning especially 

impotence. 

Summary 

It is clear from the review of the literature that depression is 

a central issue in patients on haemodialysis treatment. In 

addition the literature shows that renal disease also affects 

other aspects of patients lives. The author has attempted to 

expand on these factors as well as on depression and gives an 

understanding of the problem of depression in patients on 

haemodialysis treatment. 
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CHAPTER FOUR 

METHODOLOGY 

INTRODUCTION 

The objective of this study is to obtain inf orma ti on regarding 

the prevalenc~ of depression in patients on haemodialysis 

treatment. The results will lead to an awareness of the issues 

which will have to be addressed in order to develop an 

intervention protocol for the renal unit at Groote Schuur 

Hospital. 

RESEARCH DESIGN 

This study, because it uses the survey method to obtain data, 

falls within the parameters of what has been described as a 

quantitative-descriptive research design. According to Grinnell 

(1985), for a study to be regarded as quantitative-descriptive, 

the following characteristics need to be present: (1) the 

research question must be developed prior to the study; (2) there 

needs to be a dependant variable as well as an independent 

variable, and the study should make use of an specific instrument 

for gathering data, in this case a structured interview; ( 3) a 

specific population should be defined by the researcher, either 

geographically or demographically; (4) a specific population must 

be studied, either a representative sample or the whole 

population depending on the size of the population; (5) the 

reliability and validity of the data-gathering instrument must 
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have been ascertained, either through a pretest of the sample or 

the instrument must already have been tested for reliability and 

validity; ( 6) permission to undertake the study must be sought 

from relevant persons and organizations; and (7) individuals must 

be asked .to participate in the study, data collected, tabulated 

and analysed. This study has all of these components present and 

thus can be described as a quanti tati ve-descripti ve research. 

These components will now be discussed in more detail. 

SAMPLING AND SAMPLING STRATEGY 

The focus and length of the study precludes the use of a large 

number of subjects. The sample population to be studied was drawn 

from the population of haemodialysis patients at Groote Schuur 

Hospital. According to Rodin and Craven (1989), there is a period 

of adjustment that patients experience when they first start 

haemodialysis. As mentioned earlier, once patients start 

is an initial reaction of euphoria as 

On the other hand, physiological factors 

haemodialysis there 

patients feel better. 

take place that may negatively influence patients' experience of 

their mood state. The authors say further that only after a 

period of about six months do patients settle down on regular 

haemodialysis and it is during this time that they may show signs 

of mild to moderate depression. For this reason, only subjects 

that have been on haemodialysis for 8 months and longer were 

eligible for selection in the sample of the study. As of 1 June 

1997 there were approximately 73 patients who made up the 

population of patients on haemodialysis at Groote Schuur 
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54 patients had 

8 months. These 
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been on 

patients 

constituted the population of this study. A representative 

sample, comprised of 18 patients, was selected randomly. A sample 

of 18 patients was chosen in order to avoid the influence of 

certain variables on the subjects' responses. These variables 

included the subjects' health at the time of the administration 

of the questionnaire, and/or the presence of latent depression 

that might influence the results. The profile of respondents is 

presented as in Table 1. 

The sampling strategy was implemented as follows: Firstly a list 

of all patients currently on haemodialysis in the renal unit at 

Groote Schuur Hospital was drawn up by the researcher. A second 

list of patients who have been on dialysis for 8 months or longer 

was then compiled. Information was extracted from patients' 

medical records ·to ascertain the date of starting haemodialysis 

treatment. From this second list, a random sample was drawn. 

Every third name on the list was chosen resulting in 18 subjects 

being· selected for the sample. The researcher approached each 

subject individually, explained the purpose of the research and 

requested his or her participation. No subject refused to 

participate in the study. Once agreement to participate was 

secured, the subjects were asked to sign a written consent (see 

Annexure 3) . The researcher then proceeded to administer the 

questionnaire in a private interview with each subject. 
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MEASURING INSTRUMENT AND PROCEDURE FOR DATA COLLECTION 

A standardized scale, The Hospital Anxiety and Depression (HAD) 

Scale was used to gather data for the study. The scale was 

developed by Zigmond & Snaith (1983), specifically for non

psychiatric hospitals, to be a brief, self-rating scale that 

could be completed while patients were waiting for treatment. It 

is limited to two common neuroses identified in hospital 

practice, namely anxiety and depression. The scale has 14 

statements, 7 of which attempt to measure anxiety, whilst the 

other statements pertain to depression. 

Ratings by subjects are made on a four point scale which 

represents the degree of distress: 0 = none, 1 = a little, 2 = a 

each of the scales lot and 3 unbearable. High scores on 

the presence of a problem. Zigmond and Snaith (1983) signifies 

says that non-cases, 

and anxiety, have a 

i.e. patients who are free from depression 

score of 7 or less; scores between 8-10 

doubtful cases of depression and anxiety, and scores of 11 + 

definite cases of anxiety or depression. Each subject's total 

score for the two sub-scales was plotted on a graph, provided 

with the scale. From this results were inferred. A copy of the 

HAD scale is attached in Annexure 1. 

ETHICAL CONSIDERATIONS 

Permission to use the scale was obtained from the National 

Federation for Educational Research Nelson, Windsor, United 

Kingdom, who hold the copyright for the scale. (see Annexure 2) 
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English and Afrikaans versions of the scale were used in this 

study. Because a Xhosa translation of the scale not being 

available, the researcher administered the scale to all subjects 

by means of structured interviews so as to provide conformity. 

This allowed for explanation of the statements if they were not 

understood by the subjects. 

Permission to undertake this study was obtained from the Ethics 

Committee of Groote Schuur Hospital/University of Cape Town and 

from the Head of the Renal Unit, Groote Schuur Hospital. 

Permission to use data gathered from the questionnaire was 

obtained from patients participating in the study. 

After each subject was interviewed, the researcher tabulated the 

individual's score. Once all the questionnaires were administered 

the results were tabulated and plotted on the graph from which 

the results were analysed. 

VALIDITY 

Bowling (1995) cites Zigmond and Snaith (1983) who reported good 

results from initial tests for reliability and validity on the 

Hospital Anxiety and Depression (HAD) Scale. She says that the 

scale scores were not affected by the presence of physical 

illness, thus making it very attractive for clinical research of 

physical conditions and can be used to assess depression in 

hospitalized patients. Tests done on 50 patients showed low 

misclassification rates (false positive and false negative rates 
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between 1 and 5 per cent). The severity ratings correlated highly 

with psychiatric assessments (r = 0. 70 for depression and r = 

0.74 for anxiety). The scale was also found to be easily 

understood and acceptable to patients. Bowling (1995) states 

further that correlations with other anxiety and depression 

scales rate from 0. 67 to 0. 77. She furthermore, cites Wilkinson 

and Barczark (1988) 1
, who report that the scale performed better 

than the General Healt~ Questionnaire in identifying cases 

against the criteria for a psychiatric assessment. 

RELIABILITY 

Bowling (1995) mentions that Zigmond and Snaith (1983) tested the 

consistency of the scale with a second group of 50 patients. They 

found that the inter-item correlations for the depression scale 

ranged from r 0. 30 to 0. 60. One item which fell below this 

level was removed from the eventual scale, along with a weak 

anxiety item. Test-retest reliability was not assessed. Bowling 

states further that the scale has increased in popularity in 

clinical research, particularly in oncology, because of its 

briefness and simplicity and the lack of effect from physical 

conditions. 

ANALYSIS OF DATA 

Once the questionnaires were completed the researcher used the 

scoring system provided with the scale to plot the scores of each 

1 Wilkinson, M J B & Barczak, P 1988. Psychiatric screening in general practise: Comparison of the General Health 
Questionnaire and The Hospital Anxiety and Depression Scale. Journal of the Royal College of General 
Practitioners. 38:311-313. 
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respondent on a graph. The scores for each sub-scale were 

tabulated and plotted on the graph provided. From these scores 

results were inferred and discussed. Furthermore, the researcher 

tabulated the results and responses to each question, for the 

depression and anxiety sub-scales, separately. 

PROBLEMS AND LIMITATIONS OF STUDY 

The anticipated problems mentioned in chapter 1 did not occur. 

The researcher experienced no problems in the process of the 

research and in particular in the administration of the 

questionnaire. It is the researcher's opinion that the 

administration of the scale in English to Xhosa speaking patients 

did not affect the results. All the subjects were able to 

participate in the study and did so willingly. The issue of 

researcher bias did arise but it did not interfere with the 

results of the study. This will be discussed later in this 

document. 
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CHAPTER FIVE 

DATA ANALYSIS 

INTRODUCTION 

The Hospital Anxiety and Depression (HAD) Scale requires that 

subjects rate themselves on a four point scale according to the 

degree of distress experienced in relation to various issues. The 

ratings used are as follows: none = 0, a little = 1, a lot = 2, 

and unbearable = 3 (Bowling 1995) . The data obtained in this 

study will be rated accordingly. The subjects' 

question were marked against one of the 4 

responses in each 

ratings. Once the 

questionnaire was completed, the scores for each sub-scale i.e. 

depression and anxiety, were added up and plotted on the graph 

provided with the scale. To distinguish the level of distress for 

each sub-scale, Zigmond and Snaith (1983) and Bowling (1995) 

provide the following guidelines: non-cases 7 or less, doubtful 

cases = 8 - 10, and definite cases = 11+. The four-point scale 

alternates the order of responses eg. 0, 1, 2, 3 in some questions 

and reversed in others eg. 3,2,1,0 in order to overcome response 

bias (Zigmond and Snaith 1983). In the presentation of the 

results for each question, this is highlighted. 
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PROFILE OF RESPONDENTS IN STUDY 

TABLE 1 

RESPONDENTS PROFILE 

RESPONDENTS SEX AGE MARITAL STATUS OCCUPATION YEARS IN 
TREATMENT 

1 FEMALE 46 MARRIED U/EMPLOYED 1 
2 FEMALE 43 DIVORCED U/EMPLOYED 6 
3 FEMALE 52 MARRIED U/EMPLOYED 8 
4 FEMALE 54 MARRIED U/EMPLOYED 9 
5 FEMALE 26 DIVORCED U/EMPLOYED 2 
6 MALE 48 MARRIED LI/EMPLOYED 3 
7 FEMALE 20 SINGLE SCHOLAR 2 

8 MALE 45 MARRIED EMPLOYED 2 

9 FEMALE 29 SINGLE U/EMPLOYED 10 

10 FEMALE 50 MARRIED U/EMPLOYED 1 

11 FEMALE 40 MARRIED EMPLOYED 4 

12 MALE 48 MARRIED EMPLOYED 1 

13 FEMALE 43 DIVORCED U/EMPLOYED 3 

14 FEMALE 55 SINGLE EMPLOYED 9 

15 FEMALE 32 MARRIED LI/EMPLOYED 5 

16 FEMALE 56 MARRIED U/EMPLOYED 2 

17 MALE 39 SINGLE LI/EMPLOYED 3 

18 MALE 36 CO-HABIT A TING EMPLOYED 8 

M=5 M = 42,3 MARRIED = 10 U/E = 12 M = 4,3 Years 

F = 13 DIVORCED= 3 E =5 
SINGLE =4 SCHOOL=1 

CO-HABIT = 1 
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AGE 

The ages of the respondents ranged from 20 to 56 years with the 

average age being 42.3 yeais. This indicates that the average age 

of the respondents is within the range of early middle age. This 

may be significant as persons of this age are nor~ally settled 

with families apd would have established support systems. 
I 

OCCUPATION 

TABLE 2 

OCCUPATION 

j12iJOCCUPATIONj 

WEMPLOYED EMPLOYED SCHOOL 

Of the 18 respondents, five are employed, one is at school and 12 

are unemployed. The latter figure concurs with literature that 

the effects of haemodialysis treatment . impacts on the psycho-

social aspects of patients' lives, employment being one of them. 
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TABLE 3 

SEX 

MALE FEMALE 
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In the sample which comprised 18 respondents, 13 were female and 

5 male. This is representative of the population of patients 

currently on haemodialysis in the renal unit at Groote Schuur 

Hospital where 61% of the patients are female and 39% male. 

These percentages can change. 
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TABLE 4 

10 

a 
6 

MARITAL STATUS 

rwMARITAL 
STATUS 

58 

Ten of the respondents are married, four divorced, three are 

single and one is in involved in a cohabiting relationship. This 

shows that the majority of patients have some form of immediate 

support system available to them. 

LENGTH OF TIME ON HAEMODIALYSIS 

The length of time that respondents have been on haemodialysis 

treatment was noted. This information was necessary in order to 

ascertain when patients started haemodialysis treatment in terms 

of the inclusion/exclusion criteria used in the study. The actual 

period of dialysis treatment ranged from one to 10 years .. The 

average time respond~nts have been on dialysis is 3.8 years. 
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HEALTH 

All the respondents, with the exception of one, reported that 

they are generally in good heal th. The one respondent, who 

stated that he is not in go6d health, is very ill at the moment 

due to complications pertaining to the haemodialysis treatment. 

RESENTATION AND DISCUSSION OF DATA PER QUESTION 

DEPRESSION SUB-SCALE 

QUESTION: "I stil.l enjoy the things I used to enjoy" 

Ratings and Responses No. % 

0 - definitely as much 2 11 
1 - not quite so much 10 56 
2 - only a little 5 28 
3 - hardly at all 1 5 
TOTAL N=18 100% 

The majority of respondents, 56% or 10, scored in the range which 

represents a "little". The next significant score, 28% or 5 

respondents, falls within the "a lot" range. The response the 

majority of subjects chose was in the category of "not quite so 

much". Haemodialysis treatment does affect the ability of 

patients to enjoy things due to forced dependency on the 

haemodialysis machine, i.e. restriction of mobility and diet. 
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QUESTION: "I can Laugh and see the funny side of things" 

Ratings and Responses No. % 
0 - as much as I always could 9 50 
1 - not quite so much now 1 6 
2 - definitely not so much now 5 28 
3 - not at all 3 16 
TOTAL N=l8 100% 

The majority of responses, 50 % or nine subjects, felt that they 

could laugh as "much as I always could". However, the next 

highest number of 28% (5) respondents falls within the 

"definitely not so much now" range and 16% ( 3) in the "not at 

all" range. Cumulatively this is just less than the respondents 

who scored in the "as much as I always could" range. A possible 

reason for high responses in this rating could be that acceptance 

of haemodialysis treatment does affect how patients react to 

daily events. 

QUESTION: "I feel Cheerful" 

Ratings and Responses No. % 
3 - not at all 2 11 
2 - not often 2 11 
1 - sometimes 10 56 
0 - most of the time 4 22 
TOTAL N=l8 100% 

The scores show that the 56% or 10 of the respondents feel 

cheerful "sometimes" which is significantly higher than the 22% 

(4) respondents that feel cheerful "most of the time". Again it 

seems that haemodialysis treatment does not affect the 
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respondents' ability to be cheerful. This again could be 

attributed to the fact that the majority of the respondents have 

accepted their illness and treatment and hence are able to react 

positively to everyday situations. 

QUESTION: "I feel as if I'm slowed down" 

Ratings and Responses No. % 
3 - nearly all the time 4 22 
2 - very often 2 11 
1 - sometimes 10 56 
0 - not at all 2 11 
TOTAL N=18 100% 

The majority 56% (10) of respondents fell within the "sometimes" 

range which signifies that they are less "slowed down" than the 

22% (4) of respondents who felt that they are slowed down "nearly 

all of the time". A possible reason for the big discrepancy could 

be that if patients accept that their illness is debilitating 

this woulq mean that they would not be able to function at all in 

any activity they do. Eleven percent (two) respondents felt that 

their illness did not slow them down at all and that they can 

still function as before. These respondents represent those 

patients who are still fairly new to haemodialysis treatment. 
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QUESTION: "I have lost interest in my appearance" 

Ratings and Responses No. % 
3 - definitely 0 0 
2 - I don't take care as I should 2 11 
1 - I may not take quite as much care 9 50 
0 - I take just as much care as ever 7 39 
TOTAL N=l8 100% 

In this question, 50% ( 9) subjects responded that they "may not 

take as much care" with their appearance, whereas 39% (7) 

responded that they "take as much care as ever". No respondents 

felt that they had totally lost interest in their appearance. The 

results suggest that patients attach importance to maintaining a 

belief in themselves and a positive self-image. This approach can 

be seen to assist in their coping with their illness in spite of 

the fact that haemodialysis does affect appearance eg. deformity 

due to fistulas and dry parched skin. 

QUESTION: "I look forward with enjoyment to things" 

Ratings and Responses No. % 
0 - as much as I ever did 5 28 
1 - rather less than I used to 9 50 
2 - definitely less than I used to 3 16 
3 - not at all 1 6 
TOTAL N=18 100% 

The results show that 50% (9) of respondents "look forward with 

enjoyment" "rather less than they used to", compared to 28% (5) 

respondents saying that they "look forward with enjoyment" "as 
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much as they ever did". Possible reasons for these results could 

be that patients may not be able to undertake the same level of 

activity as before. Patients on haemodialysis treatment also have 

restrictive diets and are limited to a particular geographical 

area - two factors which affect their ability to plan ''normal" 

activities. 

QUESTION: "I can enjoy a good book, radio or TV programme" 

Ratings and Responses No. % 
0 - often 8 45 
1 - Sometimes 2 11 
2 - not of ten 4 22 
3 - very seldom 4 22 
TOTAL N=18 100% 

The majority, 45% (8) respondents felt that they "often" are able 

to enjoy intellectual activities. The last two categories which 

represent 44% (4+4) of respondents state that they do not enjoy 

intellectual activities. The researcher observed that while 

patients are on haemodialysis, they tend to watch television and 

read books and magazines. Those respondents who scored 44% may 

have misunderstood the question and their responses could be 

related to their experiences away from haemodialysis treatment. 

It appears that the question is very broad and was interpreted 

differently by the respondents. 
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ANXIETY SUB-SCALE 

QUESTION: "I feel tense and wound up" 

Ratings and Responses No. % 
3 - most of the time 1 6 
2 - a lot of the time 4 22 
1 - time to time, occasionally 10 56 
0 - not at all 3 16 
TOTAL N=l8 100% 

The majority of subjects 56% (10) commented that they feel tense 

and wourtd up from "time to time, occasionally" against 22% (4) 

respondents who stated that they feel tense or wound up "a lot of 

the time". Sixteen percent (3) respondents replied that they do 

not feel tense or wound up "at all". The results show that 

respondents have a tendency to be tense and wound up given the 

nature of the illness, and that patients live with an expectancy 

that things could go wrong at any time. 

QUESTION: "I get a sort of frightened feeling as if something 

awful is about to happen". 

Ratings and Responses No. % 
3 - very definitely and quite badly 0 0 
2 - yes, but not too badly 6 33.3 
1 - a little but it doesn't bother me 6 33.3 
0 - not at all 6 33.3 
TOTAL N=18 100% 
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No respondent felt strongly and definitely that they expected 

something awful to occur. A third of the subjects responded 

equally in the other categories which are "yes but not to badly", 

a "little but doesn't bother me" and "not at all". It can be 

deduced that whilst the majority of patients may experience some 

frightened feeling, their functioning in daily life is not 

adversely affected. It is possible that since something awful has 

already occurred with the diagnosis and treatment of their 

illness these patients may be able to cope better with other 

disappointments than the average person. 

QUESTION: "Worrying thoughts go through my mind" 

Ratings and Responses No. % 
3 - a great deal of time 3 17 
2 - a lot of the time 6 33 
1 - from time to time but not too of ten 8 44 
0 - not at all 1 6 
TOTAL N=l8 100% 

A slight majority, 44% (8) subjects responded that they have 

worrying thoughts "from time to time but not too often" and 33% 

( 6) responded that they have worrying thoughts "a lot of the 

time". Only 17% (3) subjects had worrying thought "a great deal 

of the time". It is understandable that patients on haemodialysis 

would experience some worrying thoughts because they have a life 

threatening illness and the knowledge that there is a possibility 

that further things can go wrong at anytime. 
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QUESTION: "I can sit at ease and feel relax" 

Ratings and Responses No. % 
0 - definitely 6 33 
1 - usually 5 28 
2 - not of ten 6 33 
3 - not at all 1 6 
TOTAL N=18 100% 

An equal number of respondents 33% ( 6) felt that they could 

"definitely" and "not often" sit at ease and relax, whereas 2 8 % 

(5) respondents felt that they could "usually" sit and relax. As 

before, this question could have been misunderstood. If patients 

are "fluid overloaded", they might only sit and be idle which 

could be misconstrued as relaxing. 

QUESTION: "I get a sort of frightened feeling like butterflies in 

my stomach" 

Ratings and Responses No. % 
0 - not at all 9 50 
1 - occasionally 7 38 
2 - quite often 1 6 
3 - very of ten 1 6 
TOTAL N=18 100% 

The results show that the majority of respondents 50% (9) do not 

experience frightened feelings and 38% ( 7) experience 

"occasional" feelings of fright. It is the opinion of the 
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researcher that subjects feel secure even if something does go 

wrong, since, given the supportive nature of the treatment team, 

they know they can trust the staff to assist them. 

QUESTION: "I feel restless as if I have to be on the move" 

Ratings and Responses No. % 
3 - very much indeed 3 17 
2 - quite a lot 5 28 
1 - not very much 7 38 
0 - not at all 3 17 
TOTAL N=18 100% 

A slight majority of subjects 38% (7) responded with "not very 

much", and 2 8 % ( 5) of the subjects responded that they feel 

restless ''quite a lot". A further 17% (3) subjects felt they are 

restless "very much indeed" or "not at all". Although the 

majority 55% ( 7 + 3) of respondents tend not to feel restless, 

the cumulative score of the latter two categories shows a 

significant number of respondents, ( 45% or 8) who experience 

being restless. A possible reason for the latter result is the 

fact that subjects may feel that their illness could deteriorate 

and they may become more ill, or that their illness could affect 

their ability to either do their work or care for their families. 
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QUESTION: "I get a sudden feelings of panic" 

Ratings and Responses No. % 
3 - very of ten indeed 1 6 
2 - quite often 2 11 
1 - not very often 10 56 
0 - hardly at all 5 27 
TOTAL N=l8 100% 

A clear majority of 56% (10 subjects) responded in the "not very 

often'' category, and 27% (5) responded in the "not at all" 

category. The researcher believes that the general good health of 

the subjects preclude a state of panic at this point, but a 

reaction of this nature may occur when their health deteriorates. 

PRESENTATION OF OVERALL DATA 

According to Bowling (1995) and Zigmond and Snaith (1983) the 

scoring for the scale for depression and anxiety is as follows. 

Scores <7 = non-cases i.e. patients who are free from depression 

and anxiety, scores in the range 8-10 doubtful cases of 

depression and anxiety, and scores of 11+ = definite cases of 

depression and anxiety. 
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DEPRESSION 

Table 5 gives a graphical representation of the scores of the 

respondents for depression. The results show that the majority of 

respondents, 44.4% (8), fall within the range of non-cases. Four 

or 22.2% of respondents fall in the doubtful range and 33.3% or 

(6) respondents fall in the definite range. There is a high score 

of 16 and a low score of 1. The mean score for depression is 8. A 

discussion of these results will follow in Chapter 6. 
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ANXIETY 

Table 6 shows the scores for anxiety. The results indicate that 

44.4%, (8) respondents fall in the non-cases range, 33.3% (6) 

respondents fall in the doubtful range and 22.2% (4) respondents 

fall in the definite range. There is a high score of 13 and a low 

of 3. The mean score for anxiety is 7. 8. A discussion of the 

results for anxiety follows in Chapter 6. 
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CHAPTER 6 

DISCUSSION OF RESULTS, RECOMMENDATIONS AND CONCLUSIONS 

INTRODUCTION 

While the focus of the study is on depression in patients on 

haemodialysis treatment, within the study itself both depression 

and anxiety in equal measure, are assessed due to the specific 

data gathering instrument. Thus the researcher will discuss the 

results of both depression and anxiety sub-scales and in 

particular the correlation between the two. The most obvious 

correlation shown is that 55.5% of subjects displayed symptoms of 

depression and anxiety in the two sub-scales. 

DEPRESSION 

Levy (1991) states that the depression syndrome is uncommon in 

patients with renal disease but he is of the opinion that 

depression is not an uncommon mood amongst such individuals. In 

similar vein Rodin and Craven (1989) cite Rodin and Voshart 

(1987) 1 who after using the Beck's Depression Inventory, 

suggested that half of all patients with renal disease show 

symptoms of depression but that 25% of these symptoms fall into 

the severe range associated with clinical depression. 

1 Rodin,G & Voschat, K 1987, Depressive symptoms and functional impairment in the medically ill. Gen.Hosp. 
Psychiatry. 9:251-258. 
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The results obtained in this study for the depression sub-scale 

show that the majority of patients, 44.4%, are not clinically 

depressed. However, a significant number, 33.3%, of the 

respondents show definite symptoms of depression and 22.2% of the 

respondents show doubtful scores ie. they could be depressed. The 

results obtained compare with some of the studies done 

previously. Levy (1979) cites research done by Foster et al 

(1973) 1 who found that out of 21 patients studied, five (23.8%) 

were not depressed, six (28.6%) were rarely depressed, eight 

(38 .1%) occasionally depressed, one (4. 7%) frequently depressed, 

and one (4.7%) always depressed. The criteria used in the study 

cited differ from that used in this study. Foster et al (1973) 

looked at reactions over a longer period of time rather than at 

reactions over a specific period as was done in this study. 

Saltz and Magruder-Habib (1985) in Wool (1995) found that 5.8% -

25% of all medically ill patients are depressed. The results of 

this study are higher than that of Saltz and Magruder-Habib 

(1985) which supports this notion that patients with chronic 

renal disease show a higher proportion of depression than in 

patients who have general medical illnesses. 

1 Foster,F G, Cohn,G L & Mckegney,F P 1973. Psychobiologic factors and individual survival on chronic renal 
haemodialysis: A two year follow-up. PArt 1. Psychosom. Med. 35: 64. 
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Furthermore, the findings, 33. 3%, in this study is higher than 

the 9-20% found in the study by Glass (1983) 1 which is cited in 

Wool (1990), in respect of patients on haemodialysis treatment. 

It also substantiates Rodin and Cravin's (1989) findings 

mentioned earlier in this chapter. In the findings of this 

study, if one assumes that those patients falling in the doubtful 

range of depression could also be depressed, the accumulative 

total of doutbful and definite cases ie. 22.2% and 33.3% (55.5%) 

is higher than the 50% mentioned by Rodin and Craven (1989). 

The findings of this study therefore suggests that depression in 

patients on haemodialysis is significant enough not to be 

overlooked so that appropriate intervention can be considered for 

patients attending the renal unit at Groote Schuur Hospital. 

1 Glass, R 1983. Psychiatric disorders among cancer patients.Journal of the Medical Psychiatric Association. 
249(6), 782-783. 



74 

ANXIETY 

According to Levy (1979) anxiety occurs in response to the stress 

of the dialysis procedure. This occurs in the "honeymoon" phase, 

termed by Reichsman and Levy ( 197 2) as the first stage in the 

adaptation to haemodialysis and is marked by emotional and 

physical improvement. Its duration range from 6 weeks to 6 months 

and begins 1-3 weeks after the patient's first haemodialysis. 

Therefore the results in this study could be affected by the 

stage of adaptation the patients were in during the 

administration of the questionhaire. The findings show that 22.2% 

of respondents have definite anxiety while 33. 3% fall into the 

doubtful range (see table 6). If it is assumed that respondents 

in the doubtful range could also show symptoms of anxiety then 

the accumulative total of the doubtful and definite ranges make 

up 55. 5% of patients who show symptoms of anxiety on 

haemodialysis. Therefore it can be considered that they were in 

the "honeymoon" phase of adaptation of their treatment. Levy 

(1991) states that haemodialysis treatment is also more anxiety 

provoking than peritoneal dialysis because it suggests a more 

immediate potential threat to life and well being. 

Levy (1991) states further that anxiety is manifested in many 

ways. Some patients experience it directly and can identify it 

whilst for others it may manifest in reactions such as insomnia. 

Anxiety can also affect the sexual persona of the patient often 

leading to anxiety about sexuality per se or sexual performance 
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in particular. Another reason for the significant incidence of 

anxiety in this study could be. that patients on haemodialysis, 

according to Reichsman and Levy (1972) fear some kind of failure 

with their fistula and/or mechanical failure during haemodialysis 

treatment. 

If it is agreed that there is a correlation between anxiety and 

depression, then looking at some of the individual scores of the 

two sub-scales show five instances where the two scores differ 

substantially. The remainder of the respondent's scores for the 

two sub-scales is close together to show a correlation between 

the two neuroses on haemodialysis (refer to tables 5 and 6) . 

Respondent 13 shows the largest margin, that of 16 for depression 

and 5 for anxiety. It is the researcher's opinion that since this 

respondent showed a higher level of depression, this might have 

overshadowed his ability to recognize his own anxiety and the two 

may be confused - thus showing a low anxiety score. 

RECOMMENDATIONS AND CONCLUSIONS 

The aim of this study was not to prove the presence of depression 

in terms of severity, but rather to seek to gauge the prevalence 

of depression. The respondents who scored as being definitely 

depressed, i.e. 33.3%, has in itself proved that the prevalence 

of depression is significant. The fact that depression does 

exist, irrespective of the prevalence, is an important fact to 

take into account by service providers of patients. 
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It is therefore important for the clinical social worker to re

assess his role in the renal unit with regards to depression and 

haemodialysis. However, it is not the task of the clinical social 

worker alone, but also that of the nursing staff and doctors who 

need to be aware that depression is an important aspect to 

consider in the treatment of haemodialysis patients. It is 

generally accepted that the treatment team is aware of the 

problem of depression in haemodialysis treatment. However, it is 

sometimes difficult to determine because the symptoms are similar 

to those of chronic illness and it can therefore be overlooked 

(Landsman 1979). This is partly due, says the same author, to 

patients reporting physical rather than affective or emotional 

complaints to doctors who would rather expect patients to report 

a somatic rather than a mood problem. 

It is the opinion of this researcher that clinical social work 

has an important role to play in assisting the treatment team in 

evaluating haemodialysis patients and identifying and making the 

links between emotional experiences and somatic complaints. The 

researcher agrees with and supports Abram's (1974) view that the 

concept of the social worker as someone who arranges transport 

and provides food and clothing for the indigent patient is truly 

inaccurate and out-dated, especially in advanced realms of 

medical care such as haemodialysis treatment. The researcher 

believes that this "new" role of 

even further with the added 

social work has to be _expanded 

responsibility of clinical 

intervention. Given the practical problems that patients face it 
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is important for the social worker to create a balance in the 

intervention process. One problem should not be seen as more 

important than the other. 

As the clinical social worker has regular access to patients in 

treatment, he can assess problems more readily. It is important 

to recognize the nursing staff's role, responsibility and contact 

with patients as vital when dealing with the psychological 

reactions to haemodialysis. Due to the nature of contact between 

nursing staff and patients, the nursing staff are more readily 

able to identify patients who are experiencing depressive 

symptoms and can assist the clinical social worker in assessing 

and appropriately responding to patients needs. A concerted 

effort should be made by the social worker to provide training 

for the nursing staff about depression. It is the ethical duty of 

the researcher to follow- up those respondents who have been 

identified as either being depressed or as being very anxious. 

This process has already begun. 

INTERVENTION STRATEGIES RECOMMENDED 

Prevention: Prior to any intervention taking place it is 

important to look at preventative measures. The assessment phase 

should be used to identify those patients who are at a greater 

risk of psychological problems (Levy 1991). With reference to the 

argument of dependency vs independency put forward by various 

authors, the clinical social worker can identify patients who 

display dependency traits in the early stages of/treatment. Once 
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patients start treatment they can be evaluated at regular 

intervals to assess their behaviour and coping abilities, and 

early intervention can be planned. It is also important at this 

stage that depression, as a possible side-effect of haemodialysis 

treatment, is mentioned to· patients. As a consequence, when it 

occurs patients would realise that this is a normal reaction to 

treatment. Information in this regard would provide them with 

power and control, and the knowledge that they may seek 

assistance from the clinical social worker. Information about 

side-effects of treatment can also be offered to the family or 

support system so that they feel less impotent. 

Abram (1974) mentions that patients may not wish to talk to a 

clinician because they see this as a weakness, especially with 

regard to the preservation of their self-esteem. Seeking help can 

be considered as humiliating and by not seeking assistance, 

patients may experience strength. It is important that the 

clinical social worker bear such facts in mind in order to 

understand a patient's motivation for not disclosing emotions in 

treatment. 

Individual psychotherapy as a method of intervention is currently 

not used regularly. Some patients who are highly motivated may 
. ...,,. 

use this method, but generally supportive therapy is a more 

likely choice (Levy 1979, 1991). It is the opinion of the 

researcher that scheduling long-term psychotherapy is not 

attractive to haemodialysis patients because they already have to 
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spend four hours attached to a dialysis machine and another 50 

minutes to an hour in therapy is a further reminder of the burden 

of the treatment. 

This method is also time consuming, reaching only a few patients 

at a time. The researcher believes that psychotherapy is an 

effective intervention method and patients should be encouraged 

to use it. In the researcher's experience, patients need a 

listening ear and a place where they can ventilate their emotions 

and receive recognition for their feelings, thus making it 

possible for them to continue treatment. The researcher has 

accepted that short-term and crisis intervention are the 

intervention modalities most likely to find favour with patients 

and should be encouraged. 

Group Work as a method of intervention is very effective. It 

allows for patients to experience a sense of group identity, to 

rely on each other for support and discuss solutions to problems. 

Authors Sheridan (1977) and Levy (1991) believe that successful 

groups should not be psychological~y orientated but rather focus 

on support and education. A limited number of sessions is 

suggested. The researcher's experience with groups has not been 

successful in the renal unit at Groote Schuur Hospital. One 

reason for this is the time factor. Having spent four hours on a 

machine, patients want to return to their homes and families. 

This factor is important given the long distances most patients 

have to travel for treatment. It has been generally found that 
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patients do not want to stay longer at the hospital than they 

have to. A recommendation would be that these groups should take 

place in the communities where the patients live on days when 

they are not receiving treatment. In terms of reaching more 

patients, group work is still the most effective method of 

intervention and should be reconsidered. 

Environmental manipulation is an aspect that is on-going in the 

renal unit. By this the researcher means assisting patients to 

overcome their social problems which hamper their effective 

functioning when they are not on haemodialysis treatment. As 

mentioned previously in this document, the majority of patients 

in the renal unit are indigent and are not able to support 

themselves financially. It is the opinion of the researcher that 

alternative resources must be found to allow patients to gain 

access to the labour market through some form of self-employment. 

Training courses aimed at re-education and training will provide 

patients with the skills to earn a living for themselves - thus 

relieving the pressure from the limited resources which the 

social worker can offer. This will enhance patients' feelings of 

self-worth and as a result, a better self-image. 

In addition the clinical social worker must also educate 

employers about the merits of maintaining a patient's employment 

as far as possible, and advocate for more involvement by the 

private sector to assist with re-training programmes. This can be 
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done through publicising the need for such programmes as well as 

success stories which have occurred. 

Support Systems as a process though which the patient can be 

provided with a belief in themselves and a place in society, is 

commonly overlooked. In terms of an holistic approach, the 

patients should not be counselled without the family or visa 

ve·rsa. Landsman (1979) states that with the onset of chronic 

disease, old patterns are disrupted and must be revised to 

accommodate changes. She says that families experience the same 

emotions as the patient and when the family does not function it 

can increase the burden on the patient who might blame 

him/herself and feel guilty. It is therefore important that when 

dealing with a chronic condition such as renal failure that the 

families or significant others be part of the process from the 

very beginning. Education is very important and information on 

how haemodialysis treatment works, and what the patient's 

reactions will be, needs to be imparted to the support system. 

This allows for the family or significant others to understand 

the process and side-effects of treatment, and facilitates their 

being part of the treatment process. In family counselling the 

clinical social worker must also give the family opportunity to 

"mourn" the losses and ventilate their feelings, and they must 

have access to the clinician throughout treatment. 

Pharmacotherapy or the use of anti-depressant medication must be 

u~ed with caution. Depending on the dosage and agent, it is not 
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usually dialysed out of the system. It is the feeling of Levy 

(1991) that updated information should be obtained in this 

matter. The use of drugs can make a difference in dealing with 

depression and should be considered as a method of treatment. 

Anti-depressant medication is useful for those patients who are 

severely depressed and need a chemical substance to help them. 

However, pharmacotherapy should be used in conjunction with 

supportive or short-term psychotherapy. 

This study suggest that intervention by clinical social workers 

in haemodialysis treatment requires a comprehensive approach to 

patient care and an awareness to assess for depression. 
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, · fi.l"ru: .. .Aun~ :L . · 'S:J- . · 
o'ctors;lre aware that emotions play an important part in most illnesses. If your doctor knows about these feelings he will be able to ~Tp~~ 
ore. This questionnaire is designed to help your doctor to know how you feel. Read -each item and place a firm tick in the box opposite the 
ply which comes closest to how you have been feeling in the past week. Don't take too long over your replies: your immediate reaction to 
ch item will probaly be more accurate than a long thought-out response. . 

okters weet dat emosies 'n belangrike rol hy die 111ccstc sic/.:tcs spec/. As jou dokter mn hierdie gernelens 11·eet. sa/ hy jou hctcr /..w1 hc/11. l/icrdic lTae/ys 
opgestel om jou dokter te help agterkom hoe j_1· 1·nc/. L·n clkc it1'11i'en maak dan 'n kruisie in die h/okkie fangs die antll't1ord ll't1t di1· hcs1c hcsknf line jy 
e .afgelope week geroel her. Moenie te lank oor jn11 m1111·01,,·d dink nic: jou eerstc reaksie op c/ke item sa/ waarskynlik 111ecr 11/..:k11rw11 11·c1·s us ·,, rcul:sic 
aaroor jy lank nadink. 

TICK ONLY ONE BOX IN EACH SECTION I MERK NET EEN BLOK KIE IN ELKE SEKSIE 

el tense or "wound up" I Ek voe/ gespanne . 
"opgell'en": 

st of the time I Meeste l'an die tyd . .................... . 

ot of the time I Baie kere .................................... . 
e to time, occasionally I Van tyd tot tyd 

ge/eentheid ............................................................ . 

tat all/ Glad 11ie ............................................ .. 

till enjoy the things I used to enjoy I Ek geniet steeds dfr dinge wat ek 
eiir geniet het: 

finitely as much I Bes/is soree/ .......................... . 

t quite so much I Nie heeltemal soreel nie .. ..... .. 

ly a little I Net '11 bietjie ................................ : ...... . 

rdly at all/ By11a nie ............................................. · 

et a sort of frightened feeling as if something awful is about to 
ppen I Ek kry 'n beangsde gevoel asof iets vreeslik gaa11 gebe11r: 

ry definitely and quite badly I Baie bes/is 
baie erg ................................................................. . 
s, but not too badly I Ja, maar nie re 
~ nie ........................................................................ . 
little but doesn't worry me I '11 Bietjie maar di1 

mynie .................................................................. . 

t at all /Glad 11ie ................................................. .. 

an laugh and see the funny side of things I Ek kan lag en dif snaakse 
nt 1•an dinge sien: · 
much as I always could I So1·eel soos 

altrd ko11 ................................................................ . 
t quite as much now I Nie lzeeltemal 

reel 11011 nie ........................................................... .. 
. fin!tel¥ not so much now I Bes/is nie 11011 

ba1e me ................................................................. . 

tat all/ Glad 11ie ................................................. .. 

orring thoughts go through my mind I Kwel/ende gedagtes gaa11 deur 
•kop: 
great deel of the time I 'n Groot dee/ 1·an 
e tyd ........................................................................ . 

lot of the time I Di_kll'e/s ....................................... . 
om time to time but not too often I Van tyd tot 1yd 
aar nie te dihrels nie ................................................ .. 

ot at all /Glad nie ................................................. .. 

eel cheerful I 
k voe/ opgewek: 

ot at all /Glad nie .................................................. . 

at often I Nie dikwels nie ............. : ........................ .. 

ometimes I Somtyds ........................................ : ..... . 

est of the time I Meeste ran die tyd ..................... . 

can sit at_ ease and feel relaxed I Ek kan agteroor sit en 011tspa1111e 
el: 

efinitely I Bes/is ..................................................... . 

sually I Ge1i·oo11/ik ................................................ .. 

at often I Nie d.ihrels nie ....................................... . 

1.,.1 ,...; ,...I! 'r1.~ ,/ ,.: . 

I feel as if I am slowed down I Ek 1·oel a.1·1d ek stadigcr 1~f d11oierig 
is: 

Nearly all the time I Byna altyd ................. : ... . 

Very often I Baie dikll'e/s .: ............................. .. 

Sometimes I Somtyds ..................................... . 

Not at all /Glad nie ......... : ............................... . 

I get a sort of frightened feeling like "butterflies" in my stomach: 
Ek kry 'n beang.fde gevoel soos "skoenlappers" 
in my maag: 

Not at all /Glad nie ........................................ .. 

Occasionally I Somtyds ................................. .. 

Quite often I Heel dikll'e/s ............................. .. 

Very often I Baie dikll'els ................................ . 

I have lost interest in my appearance l Ek lw hela11gs1elli11g in my 
voorkoms verloor: 

Definitely I Bes/is ........................................... .. 
I don't take care as I should/ (Ek gee nic 
so1·eel om as wot ek hoort 1iie .......................... . 
I may not take quite as much care I Ek gee 
miskien nie gcnoeg 0111 11ie ............................... : 
I take just as much care as ever I Ek gee 11c1 
sm·ec/ om soos altyd ......................................... . 

I feel restless as if I have to be on the move I Ek roe/ rusteloos asof · 
ek aan die gang moet bly: 

Very much 'indeed I Bes/is haie ..................... . 

Quite a lot I Taa111/ik haie ............................... . 

Not very much I Nie baie nie ........................ .. 

Not at all /Glad nie ......................................... . 

I look fo..Ward with enjoyment to things I Ek sien met ptesier 11it na· 
dinge: 
As much as ever I did I Sol'eel soos 
altrd .................................................................. . 
Rather less than I used to I Minder as 
1,?l!l\'OOll/ik ......................................................... . 

Definitely less .than I used to I Bes/is mintier 
as _ge1i:oo11/ik ..................................................... . 

Hardly at all / Byna nie ................................. , .. 

I get sudden feelings of panic I Ek l'Oel skiclik 
paniekerig: 

Very often indeed I Bes/is baie dikwels ........ .. 

Quite often I Heel dikwe/s .............................. . 

Not very often I Nie baie dikwels nie ............ .. 

Not at all / Glad nic ......................................... . 

I can enjoy a good book, radio- or TV programme I Ek kan '11 
goeie boek., radio- of TV program genie/: 

Often I Dikll'e/s ............................................... .. 

Sometimes I Som(rds .......... : .......................... . 

Not often I Nie dikwe/s nie .............................. . 
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ANNEXURE 2 

Date: 
F'r··om: Wed, 25 Jun 1997 10:39:00 +0100 

Susan.Thompson@nf~r-nelson.co.uk <Susan Thompson) 
Re: hospital anxiety and depression scale Subject: 

To: "Renal Unit" <RENAL@uctgsh2.uct.ac.za> 

Dear· Mr de Vos 

You have permission to u~;e th'o:> HADS en ·;:.i~< po:•.ti.,:J,::.::; in Afrikaans .. PlE.1.:.:i.<: 
ensure that the copy you use bear·s the follm'ling copy-rii;:Jht ackncn,Jli:::·dqe1 

HOSPITAL ANXIETY AND DEPRESSION SCALE copyright R P Snaith and A S Zigr 
1983, 1992, 1994. Afrikaans version used by permission of the publishr 
NFER-NELSON, Darville House, 2 Oxford Road East, Windsor SL4 lDf. All 
rights reser\'ed. i::;:t.::>cord form items originally publ"ished in "Actc:~ 
Psychiatrica Scandinavica 67, 361~70 8 Munksgaard International Publis~ 
Ltd, Copenhagen, 1983. 

Ii.Ii th thanks 

Yours si ncer:el y 
NFEH:..NELSON 

SUSAN THOMPSON 
Rights & Royalties Coordinator 

c:·--1 .. , o _____ .. __ 

( 



ANNEXURE 3 

LETTER OF CONSENT 

I ~~~~~~~~~~~~~' HEREBY GIVE MY CONSENT TO 

PARTAKE IN THE RESEARCH 'STUDY AS EXPLAINED BY THE SOCIAL 

WORKER, ANDRE DE VOS. I UNDERSTAND THAT MY IDENTITY WILL 

NOT BE REVEALED IN THE FINAL REPORT OF THE STUDY. 

DATE: 
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