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Abstract
Background: The aim of this study was to investigate the retaf depression
among end stage renal disease patients, in coropanigh a group of chronic
patients at Shifa Hospital, and to make a focusdepression as a serious
reaction to End stage renal disease.
Subjects and methods: In this study the level of depression was assessad
sample of 80 adult end stage renal disease casds8@ control group of
chronic medically ill adult patients aged from 18-years. Beck Depression
Inventory was used, non probability purposive samgptiesign was used for a
selected sample of end stage renal disease casggitaficed in the
haemodialysis unit, then one control was selectedefich case from the
chronic patients hospitalized in the medical departt, this study conducted in
El-Shifa hospital in Gaza-Palestine.
Reaults: Findings revealed high levels of depression inRB$atient treated
with haemodialysis where as 52% reported seversedsion compared to 45%
of the chronic patients admitted to other departmen
Concluson: Depression is a common psychosocial problem amibreg
Palestinian end stage renal disease populatior cbbxistence of psychiatric
illness in-patients with ESRD who require spec&lizmedical regimens
represents a challenge to nephrologists in diagreosl treatment. Disparities
between levels of depression among ESRD patientspaced with other
chronically ill populations warrant further researc
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I ntroduction

Depression is a common mental health problem aneodgstage renal disease
(ESRD) patients, especially after the inistitaioinrenal replacemnt tehrapy
(Israel, 1986). Health professional's show-incregsiinterest with the
etiological factors of depression in "end stagealesisease” and medical
patients, as: abnormal psychological reaction wheimg the diagnosis of end
stage renal disease (Rifkin, 1992). Risk factoas pinedispose the development
of depression in "end stage renal disease" andaalguiatient's was a matter of
concern by different authors who divide them inéogonal factors and medical
factors (Teri et al, 1994). Depression is a praevajesychiatric syndrome of
"end stage renal disease" population, the specw@irmonditions in which
depressive features are present are ranges fromahoesponses to crises in
end stage renal disease to depression (Levy, 199#).association between
depression and medical illness is common; the symptassociated with
medical iliness are variable but essentially thmesaas those with clinical
depression (Martin, 1995). Medical factors as; pooontrolled pain, advanced
stage of disease with debilitation, mild deliriumttwpoor impulse control
and/or hopelessness or helplessness in the carvifteepression contribute to
depression (Thamer, et al, 1996). Malnutrition Seetialysis patients as hyper
catabolism induced by HD itself and regimentatioin deetary, fluid, and
medication intake. Chronic anemia occurs in moslydis patients and almost
certainly contributes to cardiac hypertrophy, ureieuropathy, bone ache,

muscle cramps and persistent itching (puritiesypse weakness and general



malaise. All these complications and medical rfaktors contribute to
depression (Lundin & Weiner, 1997).

Others found higher prevalence rate of depressioong "end stage renal
disease" patients (Rifkin, 1992; Passik et al, 2000). There are different studies
examined the adverse effects and consequencespodssen in "end stage
renal disease". Patients and other chronic mddidalpatient's such as
(Dimatteo et al, 2000, Schulz et al, 2000). Assesgrof depression in chronic
medical illness, and difficulties that interfere thviaccurate diagnosis of
depression in end stage renal disease patientslisasssed by (Passik et al,
2000). Depression is thought to be the most compsychiatric abnormality
in-patients with "end stage renal disease" treateith hemodialysis.
Depression can be response to a loss, and "end stagl disease” patients
have sustained multiple losses, including lossobé within the family and
workplace, renal function and mobility, physicalllsk cognitive abilities and
sexual function. Dialysis patients were more likélgn non "end stage renal
disease" patient's with ischemic heart or cerelwowar disease to be

hospitalized with a diagnosis of depression (Shestial, 2001).

Chronic kidney failure usually results in decreabedy fat. It is clear that a
significant number of patients on Haemodialysis JHiiyest too little protein
and calories to maintain lean body mass. A lowrsealbumin concentration

is the strongest predictive factor for increasedtatity.



Based on Palestinian Annual report 2002 data, 4i8nga died from chronic
renal failure. Out of them 5 where males and 10revfiemales died due to
ESRD, and the others died due to other complicatiblumber of deaths due to
ESRD constitutes 4.1 per 1000 of the total deathlse same year among
adults. Number of deaths among females were gréfate number of deaths
among males by two folds (MoH, 2003). Hula et &02) in a study of 40
chronic renal failure patients , a diagnosis oeprdssive or anxiety or
somatoform disorder by the was made in 65% of Hiepts. Fourteen (35%)
of the patients had a depressive disorder, 13 3Pd the patients had a
somatoform disorder, and 12 (30%) had an anxietgrder. There was no
relationship between any psychiatric disorder ayel aex, duration of dialysis

therapy, education, marital status, employmentpsconomic status.

The aim of this stuyd is to investigate the prenaéof depression among end

stage renal failure patients compared to chronidioa patients.

M ethods

Subjects

The sample consisted of 80 dialysis patients (4&snand 38 females) who
were hospitalized in the haemodialysis unit of &tibspital in a given period
of time (9" /March / 2003 —9 /May / 2003). Also 15% out of ESRD subjects
kidney transplantation done to them and failed,levi5% of them kidney

transplantation not done yet. In addition, 61.2% oUESRD subjects has



health obstacles forbidden them from kidney traasgaltion, while 31% has no
obstacles. Comorbidity with other medical problemas in 40.6%. Pain was in
8.8% of subjects rating no pain, 28.1% complaiosfimild pain, 34.4% has
moderate pain and 28.8% rating severe pain. Whelell of physical

impairment, 20% out of subjects has no impairmet,1% has mild

impairment, 32.5% complains from moderate impairmemd 24.4% has
severe impairment.

While, the control group consisted of 80 chroniedieally ill patients (42

males and 38 females) selected from the medicartiepnt. Out of 15% of
dialysis subjects had been operated for kidneysptamtation and failed.
Almost 31% of them were under dialysis for 1-5 ge&9% were for less than
one yea, and 10% were under dialysis above 10 .yégsroval from the

Ministry of Health was obtained to apply this studyShifa Hospital. Consent
form was given to every sample element, this congeluded information

about the study purpose, type of data, subjececseh, potential risks or
benefit. A summary of the demographic and clinichhracteristics of the

sample is presented in table 1.

Table 1 Sociodemographic characteristics of stagple (N=160)

End stage
ltems Controls (N=80) renal disease
(N=80)
No. % No. %

Sex Male £y oY o &Y  ovo
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Marital
status

Education
level

Education
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pain
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Measures
Demographic and clinical measures

Demographic and clinical measures were collectea the patients and
medical records. Demographic data include age,rsaxtal status, and

education.
Beck Depression Inventory (Beck et al, 1988) Arabic version

The original form of (BDI-Il) contains 21 items aa@ns to assess
quantitatively the severity of depression is usethis study, it also has a great
benefit in clarification of the cognitive aspectdepression. The severity of
depression is classified on the basis of the &ntate as the following: In
subjects without chronic illness, a BDI score <ti§gests no or minimal
depression, 16to 24 represents mild to moderateedspe affects, 25 to 33 is
moderate to severe, and <= 34 indicates severkslef/depression (Garib,
2000). although other rating systems have beeroseqb. In this study, the
split half reliability of the scale was high (r 83), internal consistency of the

scale calculated as chronbach alpha, was also(aigha = 0.88).

Satigtical analysis

The collecting data was analyzed by using the SEES8ogram. Descriptive
statistics and summary statistics, including me8ixs, and frequencies, were
used to summarize patient demographics and cliclzalacteristics. The

statistical significance of differences betweerugwas tested with a



chi-squaret —test. Multiple linear regression analysis was usegkplore the
independent associations of covariates (independerables: age, sex) and
depression as dependent variable.

Reaults
Depression level

Our results showed that 5% of ESRD patients are depressed subjects,
8.7% had mild depression, 33.7% had moderate dapre2.5% had severe
depression. For chronically ill patients as cont&ffo were within normal,
23.7% had mild depression, 26.5% had moderate ggpre and 45% had
severe depression, ESRD according to the cut-ofitmd BDI-1l scale. There
was a statistically significant difference betwdeBRD patients and controls

with respect to depression toward end-stage resahse patientg’= 8.75, p

=0.05).
Table 2
Depression in end-stag renal patients and chroediahpatients
Level of . X*
depression ESRD Medical cases
(controls)
No. % No. %
Normal 4 5 ¢ °
Mild 7 8.7 Y4 Yy.v 8.75*
Moderate 27 33.7 Y Y10
Severe 42 52.5 A ¢o
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Graph 1
Distribution of the cases and controls subject®uting to the level of depression
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Depression level and socieodemographic variablesin the two groups

The results showed that severe depression wascoormon in female ESRD
patients (68.4% females vs. 38.1% males). Therestaistically significance
difference toward females {% 10.159, p< .05).

Also, level of severe depression was more in pttiaged 20-39 years- old
(65.6%) compared with those 40-59 years-old &),%nd in 60 years-old
and above (38.1%). The results found that there statistically significant
difference in depression toward young patients £X12.805, p = 0.05). But
there was no statistically significant differenegveeen level of depression and

age control cases.



Table3

Relationship between level of depression and sociodemogr aphic variables

(Sex and age)
Level of .
. ESRD (cases) Medical cases (controls)
depression
Female Male Female Male
Sex
No. % No. % No. % No. %
Normal 1 A 3 va 3 2.4 1 2.4
Mild 1 Y. A 11 19 8 19
Y1
Moderate 10 v 17 £.0 8 31 13 31
A
Severe 26 | 16 A 16 | 4771 20 a1
60 years
40-59 20-39 60 years
Age 20-39 years and 40-59 years
years years and above
above
No. % | No.| % | No.| % | No.| % | No.| % | No.| %
Normal 0 0 Y o[vel Y [ de ] Y [ YY) YALOY |y
Mild ) ¥ Yo ve| T YA T LYYY| Y [ Yia| oA Y.
¥y, vy,
Ve q o | YYA|l A YAl Y [ Y14 9 Y.
Moderate A Al
1o o),
Severe Y ¥ ALYANY D Y gl Y | EY Y] VY ey
1 q

Differences between the employment status and degjrdepression in ESRD

showed that unemployed patients were more deprebsed the employed

patient’'s (56.4% vs. 42.3%). There was a statibyicagnificant difference

between employed and unemployed subjecfs<>9.93, p = 0.05). For the

medical patients’ (controls), the results do nodws a statistical differences

between employed and unemployed patients’.
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Table 4
Relationship between level of depression and empéoy status

Level of ESRD cases Medical cases
depression Unemployed Employee Employee Unemployed
P No. | % | No. | % | NO. | % | No. | %
Normal . . ¢ Yo ¢ Y o9 Y ¢y

Mild ¢ Y. ¢ Y AR Vo ¥4.¢ q Y4 1
Moderate Y4 Yov N Yo A \% A V¢ Y.¢
Severe ¥ o1 ¢ ey Yy Yo €¢)) Y ¢oyv
R
*X?=9.913 * p-value = 0.05

No effect of marital status on severe depressiéh7 married vs. 52.1 %

single patients).This also was for control group.

Table 5
Relationship between level of depression and niatisdus
dLeveI O.f ESRD Cases Medical cases
epression
Single Married Single Married
NO. % No. % No. % No. %
normal ¢ YV ¢ 0 0 0 0 ¢ 1.0
Mild 0 0 Y YY Y Y YY) XY YV ¢
Moderate % Vet Y. Yo % YA A4 )¢ YY"
Severe V'Y oY) Yo oYy q o) Yv ¢y o
*X?=14.02 ** p-value = 0.01

The study revealed level of depression was morw income patients’ than
high income patients (53% vs. 50%). The resultswsb statistically
significant differences between the levels of depien and monthly income
variable in ESRD patients {¢ 23.70, p=0.01), For the control cases there was

no differences in depression according to inconfe (X24, p = ns)
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Table 6

Relationship between level of depression and mgiticiome

Level of Medical cases (controls)
depression ESRD Cases
Below 375 US | Above 376 US § Below 375 US | Above 376 US $
$NIS NIS $NIS NIS
No. % No. % No. % No. %
Normal - - ¢ YA Y vy Y K
mild 1 9.9 ) Vo) K YAY A £
Moderate Yo YV A Y V6 Y 1 A% ) Yo
Severe Yo oy A\ o A AR ° Yo
* X?=23.70 ** p-value = 0.01

All ESRD patients whom kidney transplantation wagdetli were depressed

compared with those for whom kidney transplantatimas not been done

(100% vs. 44.1%). There was a statistically sigaifit difference between the

levels of depression

in ESRD patients

transplantation (X= 12.527, p = 0.05),

Table 7

related tdura of kidney

Relationship between level of depression and kidegaction

ESRD-kidney rejection
Level o.f NG Yes
depression NG % NG, %
Normal ¢ °©.4 0 0
Mild A\ Yo 0 0
Moderate Yv yay 0 0
Severe e ¢eN VY A
*X?=12.527 ** p-value = 0.05

The results showed that ESRD patients who compléirthe renal disease

above 5 years have severe depression more thgatieats who complain of

the disease less than 5 years (59.3% vs. 38.5%eTwere a statistically

'Y




significant difference between the duration ofeks and levels of depression
in ESRD (¥ = 10.539, p= - 0.05). For control cases, there m@statistical
significant difference between the duration ofeks and levels of depression

(X*=7.241, p = ns).

Table 8
Relationship between depression and duration ofiifesase
Level O.f ESRD Medical cases
depressio
Below 5 years | Above 5 years | Below 5 years | Above 5 years
No. % No. % No. % No. %
Normal ¢ Yo ¢ - - A\f Yy A\f 0
Mild v VYo ¢ V¢ V) VALY A ‘.
Moderate q Yen YA Yyy 1 Yy o Yo
Severe A0 YA Y o4y Al oyyY ° Yo
* X*=10.539 ** p-value = 0.05
Discussion

The results of the study showed that depressiaam éemmon psychological
problem among Palestinian ESRD patients. The sk consistent with
other studies, although not all of the resultsuafhsstudies in interpretation of
previous results, it is important to note that ESpdlient suffered from severe
depression more than control cases (52.5% vers@s).48ur results were
confirmed and supported by a results of a studgatkd that hospitalization
with depression was higher for ESRD patients comgbarith other chronically
ill patients’ (Kimmel et al, 1998). These diffecss may be due to life
stressors and inability of ESRD to cope with thesst of dialysis (Lundin &
Wciner, 1997). This is also consistent with Barrettal (1990) study of

patients receiving haemodialysis or peritonealydial which found that a poor
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affect score was the strongest correlate of theasiocrsymptoms of tiredness,
pruritis, sleep disturbance and cramps. In addjiiodividuals affected by end-
stage renal disease are recognized as being poodepression and anxiety
states (Kutner et al, 1986; Shulman et al . 198%p others found that self-
reported depression, anxiety and emotional stresshighly associated with
fatigue and are independently predictive of it BRD patients (Chen 1986).
This is consistent with Brian et al (2002) who fduthat 45%o0 f dialysis
patients scored positive on the depression scrgemeasure. However our
results are higher than other studies. Akman €&Q@04) in a study of end-stage
renal disease patients found that 7.4% had sewmeession, 14.8% had mild
depression, and 77.8% were non-depressed.

ESRD patients were making their best efforts taisifjhowever they had no
role models. Consequently they, and those cadanthem, had no expectation
for the future. Those obliged to a wait a transplaecause of the need to free
needed dialysis space, faced a doubly uncertaimeguObliged to a wait for a
long period tell the consensus of the high spestiatiedical committee and
agreement the broad transferred request for kithaegplant operation outside
the Gaza Strip. Also the preparation of the doresspn and if there is a tissue
rejection and tissue typing and tissue matchingnmgatibility problem, fear of
transplant failure or rejection and fear from opiera and fear of death, all
these critical stressores lead to severe depressiDriferences in depression
toward the ESRD patients controls may be due ta pdaptation to dialysis

process. For many patients, a dependence — indepeadonflict poses a



barrier to adaptation. A necessary dependenceroachine for life struggles
with the independence needed to maintain a noiifeal Prolonged stress due
to unresolved physiological and psychosocial pnolsleeduce the ability to
cope, critical stresses may come more from sottigdtsons such as forced job
changes or marital problems, fluid restriction ¢neatest psychosocial stressor
and muscle cramps and post treatment. Fatigue ther@éop physiological
stressors, needle anxiety, decreased social lil@ kEmitations in other
activities, loss of bodily function including a deased sex drive, changes in
family responsibilities with uncertainty about theure, and dependence on
staff and doctors. Physiological stresses were asdreing more troublesome
than psychosocial ones, and were felt by the patisnbe harder to control,
also all these stressors and problems lead tordtist and then severe
depression. In this study, effects of ESRD in gaherre larger and trends
more consistent for females than for males. Reswdte appreciably different,
depression was strongly associated with femalgkigstudy, this difference
may be due to biologic differences, changes ortadgroblems due to changes
in self concept and body image, worry and anxibtya general appearance as
a female which change and deteriorated due to dsedebody fat, periodic
puffiness of tissue, a change in skin color to Bosa jaundiced look, and
slowing of body movement, the treatment of haemlgsimcauses bruises and
punctures in arm or leg, disfiguring plastic shantl peritoneal dialysis cause
distortion of the abdomen, All these changes arsicered a big psychosocial

stressors to a female who shares the fear fronurleertainty about the future

V1



for the effect of the marital relationship and ches in her family and
interferes with desired lifestyle.

Also there is a problem due to the expresses andesaassociated with the
treatment and the illness, and the uncertaintyiedyyxand costs entailed while
waiting for a transplant and the way by which cétamed the needed fund if
she is not employed and her husband has low moimtbdyne with big family
members especially Palestinian people, now in aéficult socioeconomic
status, and because of the woman is not the heattheohousehold her
domestic’s responsibilities and treatment cost'y & over whelming which
increase the level of stress and its interactioth wie psychological process
that particularly affecting Palestinian ESRD wonmeental health status.

In this study we found that patients’ for whom kégriransplantation was done
and then kidney rejection occurred; all these patients’ (100%) were affected
with severe depression compared with others forrvk@ney transplantation
has not been done yet, just (44.1%) out of thersctdtl with depression, this is
rationalized as these patients’ lost the last hopdife survival treatment
(kidney transplantation) and return to be indepehden a haemodialysis
machine which considered the major stress factohisrpsychological state,
our results are confirmed and supported by the saselts of (Lundin &

Weiner, 1997).

Our study revealed that there is a statisticalijynidicant difference between

developing levels of depression and period of istgridialysis in ESRD

ARY



patients’, patients’ with duration of dialysis motiean 5 years show high
percentages of depression more than duration bélgwars, this difference

may be related to loss of hope of survival life,flom bad prognosis and
deterioration of general health with severe paartstl especially bone ache
and increasing patient’s disability and dependesita dialysis machine and
medical staff and many complications arise with ynkrsses in life without

social support and absence of institutions whidfe teare of those population
and without solving their psychosocial problemgréssion later in the course
of ESRD treatment may be a result of initial dendal because early hopes of
reversibility have not been fulfilled. In additiothe cumulative stress of
waiting for scarce cadaver kidneys for 5 years orearmay contribute to the
development of depression (Kimmel, 1998). Anotkardy revealed that

patients’ treated with dialysis for more than 5rgewere more likely to be

hospitalized with a dialysis of a mental disordegardless of dialysis modality
pattern suggest that psychiatric illness in theasepts’ are not merely a
reaction to the burden of treatment, limited tarieftadjustment phase, but are

in themselves chronic conditions (Kimmel, 1998).

Clinical implications and recommendations
It investigate disparities of levels of depressimmong ESRD patients
compared with other chronically ill populations,dareveal that ESRD

patients a fatal with depression more than otheordbally ill patients.
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Depression remain a serious and relatively prevalproblem for
chronically ill patients especially ESRD.

Not unexpectedly, depressions were seen as the negjponses to the stress of
a life on maintenance haemodialysis, and were en@bcompensate for the
stresses of dialysis so these patients requireshsnte psychotherapy. We
recommended increasing the medical investigatiahamactive participation
of primary health providers. A necessity to estbliindependent,
comprehensive, education, psychosocial adjustmetreatment and
rehabilitation center in Palestine for ESRD pagsemiental disorders in
accordance with internationals and PalestiniaruceltWe have to concentrate
subjectively in the treatment programs on psychmaimeand other psychiatric
services therapeutic such as: behavioral, occupatidamily, and recreational
therapy. A need for community support for the Ratleen ESRD patients and
their families on both psychological and socialelevto enable them to copet
effectively, and encouraging out reach programsetch them at home and
give them services in their community. Supportared preventing through
raising religious awareness, since religious hgseat in eliminating anxiety,
depression, frustration, strengthen the will, andepting the relatively of the
events, and protection against future relapse®, Al® have to prepare teams
of social workers, psychologists, clinical psychigs, vocational therapists,
physiotherapists, and employees in educational bigtation to qualifying
them how to adapt them in facing the daily life urgment. Studies of

treatment methods for mental health disorders iedfiaian ESRD patients,
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and review these methods and adopting them tomerdtmethods ratified by
world health organization. Benefiting from univéies, research center, and
Ministry of Health in Palestine to implement mentaalth research and
classification statistics for the purpose of pravigldata bases and information
banks. There is a need for training programs ferribrses and other health
professionals to enable them to assess and marpyesded ESRD patients

effectively.

Suggestion for further work

We would like to emphasize those similar studiesusth be conducted
through out Palestine in order to determine the simd reality of the
psychosocial health problems among ESRD patiepiscgsly depression.
Longitudinal research is necessary to clarify tleationship between
mental health problems and impact of ESRD. Stucies needed to
explicate the risk relation between mental healtbbfems and ESRD
impact in Palestinian patients, such as finding @sakpossible to identify

the high risk patient and to develop early effexiitervention program
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