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ABSTRACT

QUALITY OF LIFE OF HAEMODIALYSIS PATIENTS AND RELATIONSHIP
TO EXPRESSED EMOTION AND PSYCHOSOCIAL VARIABLES: AN

ANALYSIS WITHIN THE CONSERVATION OF RESOURCES MODEL

Yalginkaya Alkar, Ozden
Ph.D., Department of Psychology

Supervisor : Prof. Dr. A. Nuray Karanc1

June 2006, 219 pages

This study aimed to examine the quality of life (QOL) and well-being of
haemodialysis patients and the relationship of two components of perceived
expressed emotion (criticism/hostility and emotional over-involvement) and other
psychosocial resources within the Conservation of Resources Model. Demographic
variables and haemodialysis related information of patients, classified as resources,
were also included in the study. One hundred and six haemodialysis patients
voluntarily participated in the study. Before the main study, for evaluating the
psychometric properties of the Symptom Distress Scale (SDS), Coping Self-Efficacy

Scale (CSES), and Perceived Expressed Emotion Scale (PEES) a pilot study was
v



conducted with the fifty-three haemodialysis patients. Results of the pilot study
provided support for the reliability and validity of scales. For the main study,
optimism, self-esteem, and perceived social support were taken as resources and
were also included as measures. In order to test the main hypothesis of the studies a
series of regression analyses were conducted. The results of the analysis revealed
that predictors of well-being were age, self esteem, criticism/hostility factor of
perceived expressed emotion and coping self-efficacy; predictors of physical health
component of QOL were age, education, presence of additional diagnosis, and
coping self-efficacy. Moreover, it was found that predictors of mental health
component of QOL were the presence of additional diagnosis and coping self-
efficacy; and predictors of the mean score of QOL were age, presence of additional
diagnosis, self-esteem, and coping self-efficacy. Directions of the relationship
between age, education, presence of additional diagnosis, and criticism/hostility were
negative with the outcome variables, whereas, directions of the relationship between
self-esteem and coping self-efficacy were positive with the outcome variables. The
mediational role of coping self-efficacy in the association between resources and
outcome variables were also investigated. Mediator effect of coping self-efficacy was
found only for two variables. Firstly, the effect of duration of haemodialysis
treatment was mediated by the coping self-efficacy for the well being measure.
Second, coping self-efficacy carries the influence of the family income to the mean
score of QOL. After discussing the findings of the present study in the light of the
literature, the limitations and the clinical implications of the results and directions for

the future studies were suggested.



Keywords: Conservation of Resources Model, Quality of Life, Expressed Emotion,
Well-being, Haemodialysis, Coping Self-efficacy, Symptom Distress, Optimism,

Self esteem, Social Support.
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Oz

HEMODIYALIZ HASTALARININ YASAM KALITELERI VE DISA VURAN
DUYGULARLA VE PSIKOSOSYAL DEGISKENLERLE ILISKIiSI:
KAYNAKLARIN KORUNMASI MODELI CERCEVESINDE BIR

DEGERLENDIRME

Yalginkaya Alkar, Ozden
Doktora, Psikoloji Boliimii

Tez Yoneticisi: Prof. Dr. A. Nuray Karanci

Haziran 2006, 219 sayfa

Bu calismada hemodiyaliz hastalarinin yasam kalitesi ve psikolojik 1yilik
halleri ile, disa vuran duygu durumunun iki faktérii (elestirici/dliismanca tutum ve
duygusal asir1 baglanma faktorii) ve diger psikososyal degiskenler arasindaki iliski,
Kaynaklarin Korunumu Modeli ¢ergevesinde arastirildi.  Kaynak olarak
siiflandirilan, demografik degiskenler ve hastalarin hemodiyalizle ilgili bilgileri
arastirmaya dahil edildi. Calismaya 106 goniilli diyaliz hastasi katilmistir. Ana
calismadan 6nce, Semptom Sikint1 Olgeginin (SDS), Basetme Ozyeterlilik Olgeginin

(CSES) ve Algilanan Disavuran Duygudurum Olgeginin (PEES) psikometrik
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ozelliklerini degerlendirmek amaciyla, 53 hastanin katildigi, bir pilot ¢alisma
gerceklestirilmistir.  Pilot  ¢alismanin  sonucu, Olgeklerin  gecerlilik  ve
giivenilirliklerinin kabul edilebilir diizeyde oldugunu desteklemistir. Ana c¢alismaya,
kaynak olarak kabul edilen, iyimserlik, benlik saygisi, ve algilanan sosyal destegin
Olctimleri de eklenmistir. Arastirmanin temel hipotezlerini test etmek icin regresyon
analizleri kullanilmistir. Bulgular, psikolojik iyilik durumunu, yas, benlik saygisi,
disa vuran duygu durumunun elestirici/dlismanca tutum faktorii ve basetme
ozyeterliligi degiskenlerinin; yasam kalitesi 6lgeginin fiziksel saglik bileseni ise, yas,
egitim, ikinci bir kronik hastaligin varligi, ve basetme ozyeterliligi degiskenlerinin
yordadigin1 gostermistir. Ayrica, yasam kalitesinin ruhsal saglik bilesenini, ikinci bir
kronik hastaligin varligi, ve basetme oOzyeterliligi degiskenleri; yasam Kkalitesi
Olceginin ortalamasini ise, yas, ikinci bir kronik hastaligin varligi, benlik saygisi, ve
basetme Ozyeterliligi degiskenleri yordamustir. Yas, egitim, ikinci bir kronik
hastaligin varligi, elestirici/diigmanca tutum degiskenleri sonu¢ degiskenleri ile
negatif yonde iligski gosterirken, benlik saygisi ve basetme 6zyeterliligi degiskenleri
sonu¢ degiskenleri ile pozitif yonde iligki gostermistir. Basetme oOzyeterliligi
degiskeninin kaynaklar ve yasam kalitesi ve psikolojik iyilik hali degiskenleri
arasindaki iligkideki aracilik rolii de arastinlmistir. Bagetme oOzyeterliligi
degiskeninin aracilik etkisi iki degisken i¢in bulunmustur. Ilk olarak, hemodiyaliz
tedavisi siiresinin, psikolojik iyilik hali {izerine etkisine, basetme Ozyeterliligi
aracilik etmistir. Ikinci olarak, basetme 6zyeterliligi, ailenin gelirinin etkisini, yasam

kalitesi Olgeginin ortalamasi degiskeni lizerine tasimistir. Arastirmanin bulgulari
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literatiir 1s181nda tartigildiktan sonra, arastirmanin sinirliliklar1 ve implikasyonlar1 ve

gelecekteki ¢aligmalar i¢in Onerilere yer verilmistir.

Anahtar Kelimeler: Kaynaklarin Korunumu Modeli, Yasam Kalitesi, Disavuran

Duygudurum, Psikolojik lIyilik, Hemodiyaliz, Basagikma Ozyeterliligi, Semptom

Sikintisi, Iyimserlik, Benlik Saygisi, Sosyal Destek.
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CHAPTERII

INTRODUCTION

The main aim of this study is to examine the quality of life (QOL) and well-
being of haemodialysis patients and its relationship with expressed emotion and other
psychosocial variables within the conservation of resources (COR) model (Hobfoll,
1989). Introduction part of this thesis provides an overview of the end stage renal
disease (ESRD) and haemodialysis. Section two deals with the COR model of
Hobfoll (1989), as the main theoretical basis for this study. This section also includes
sociodemographic variables, and illness related factors of haemodialysis patients,
which are related to the model. Section three focuses on the concept of expressed
emotion (EE), which includes discussions about on the relationships of the EE
construct with psychiatric and medical illnesses and social support as environmental
resources. Additionally, rationale for the selection of haemodialysis patients as the
sample of the present study is given in the part. Following sections are concerned
with the nature and effects of personal-trait resources that relate to the COR model.

These personal characteristics are optimism, self-esteem, and coping self-efficacy



constructs. Quality of life (QOL) and well-being are taken as outcome measures. The
final section presents the aim of the study.
1.1 End Stage Renal Disease: Effects and Treatment

There is no single a universally accepted medical definition of chronic illness
due to the tremendous variations in the cause, progression, and outcome of these
illnesses.  Generally, however, the term chronic illness or disease refers to a
persistent, unstable, progressive, irreversible, degenerative, and long lasting disease
(Thompson, & Kyle, 2000).

There are also profound psychological implications of chronic illness on the
patient’s life. It was stated that stress of chronic illness and handicap can severely tax
the emotional resources of the most tolerant and optimistic person (DiMattew, &
Martin, 2002). It was argued that the onset of severe and chronic illness represents
one of the most traumatic events imaginable, especially when it occurs in earlier
phases of the life span (Ferring, & Filipp, 2000). While chronic conditions do vary in
their severity and in the extent to which they interfere with “normal” life, each
chronic condition brings with it at least some of the following problems and
challenges. Because chronic illnesses generally result in day-to-day hassles,
unpleasant medical treatments, pain, disability, and a threat to life itself, they involve
significant personal losses without the possibility of cure. Moreover, because chronic
illness interferes with the patient’s daily life, as well as the lives of family members,
family routines, and activities are negatively affected. Those with a chronic illness
may be faced with the loss of energy and physical strength, and undesired changes in

physical appearance. In addition to physical disability, the negative biases and stigma
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of others may lead to losses in the area of occupational and employment roles
(Susman, 1996). Typically, the more disabling the condition, the more problems
there are to face.

There are some chronic illnesses, such as cancer and cardiovascular disease,
on which much research has focused on; on the other hand, some chronic illnesses
have not received adequate research attention or resources. End stage renal disease
(ESRD) is one of these areas of research concern. Concerning the increasing number
of patients and occurrence of the ESRD treatment, psychological intervention may
have important contributions to the QOL and rehabilitation of these patients.

The life expectations of ESRD patients has increased because of the
technological advances in the treatment of patients. Thus, this resulted in the
increased attention in psychological aspects of their adaptation to changed existence.
Comparing with other chronic illnesses, the length of time patients live with this
disease are improving and dialysis units are presently reporting patients who have
survived as long as 25 years while on dialysis (Symister & Friend, 1996).

A chronic loss of kidney function may be caused by a number of factors:
These commonly include diabetes, glomerulonephritis, chronic hypertension, and
familial polycycstic renal disease (Petrie, 1997). A decline in renal function causes a
gradual accumulation of the body’s waste products. Increasing levels of urea and
creatinine in the blood are indicator of this. The metabolic disturbance accompanying
renal failure leads to a number of physical symptoms, mostly, lethargy and

drowsiness, nausea and vomiting, as well as anorexia (Petrie, 1997).



Three major treatments are used to correct the on-going effects of kidney
failure (Symister & Friend, 1996). In haemodialysis, the patient’s blood is passed
through an artificial kidney machine that removes waste products by passing the
blood across a semi-permeable membrane. Most patients on haemodialysis must
dialyze three times a week for around four and six hours. Often, this can be done
independently by the patient in his or her own home or work place, which is referred
to as home haemodialysis or by coming to a hospital haemodialysis unit (Symister &
Friend, 1996). Continuous ambulatory peritoneal dialysis is another treatment
strategy. Continuous ambulatory peritoneal dialysis works according to the same
general principle as haemodialysis but the whole process is conducted inside the
body. Continuous ambulatory peritoneal dialysis involves the overnight installation
of a solution into the abdominal cavity while the patient is connected to a machine
via tubes that have been surgically implanted in his or her abdomen. In this way,
peritoneal dialysis can take place while the patient sleeps. The fluid is drained after
about 4-6 hours and the whole cycle is repeated each day, on three or four occasions.
This process requires connection to the dialysis machine by means of an elaborate
sterile technique that can take more than an hour to carry out. This technique requires
considerable care and concentration to avoid mistakes. Errors in the sterile procedure
can introduce bacteria into the abdominal cavity, resulting in a serious, life-
threatening infection called peritonitis (DiMattew, & Martin, 2002). Improved rates
of survival and correction of anaemia, as well as more liberal diet, are features of
continuous ambulatory peritoneal dialysis. Lastly, the transplantation of a kidney

from a cadaver or a living relative is another treatment option for renal failure
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patients. Although, introduction of a new generation of immunosuppressive drugs
has resulted in improved rates of graft function with now 80% successful after one
year, the probability of graft failure even after 7 years is still as high as 50% and it is
common for patients to have changed from one treatment modality to another,
including those with failed transplants (Symister & Friend, 1996).

1.1.1 Effects of haemodialysis

The difficulties inherent in renal disease are a function of physiological
consequences of kidney failure, the restrictions imposed by a persistent dialysis
regimen and the on-going psychological adjustments required by a chronic illness
(Petrie, 1997). One of the most disabling effects of end stage renal disease (ESRD) is
lethargy and tiredness. This interferes not only with daily work functioning, but also
with family relationships, as the patient often lacks the energy to engage in
previously enjoyed social activities (Petrie, 1997). A reduction in sexual activity,
itchy skin and sleep problems are also common in ESRD.

The process of dialysis treatment creates difficulties that threaten the well-
being of the patients too. The most common ones among these problems are
problems with the fluid and diet restrictions required the development of needle stick
fears, and the trouble with dialysis technique that can result in periodic infections
(Petrie, 1997). Often patients’ frustrations with their condition and on-going
haemodialysis show themselves in compliance problems with the treatment, diet and
fluid restrictions. Non-compliance is a major problem in patients on haemodialysis as

the regimen has many of the characteristics that work to decrease compliance. The



treatment is complex, long lasting, and has direct impacts on the patient’s lifestyle.
Non-compliance can also lead to conflict between staff and patients.

Given this combination of physiological and psychological problems, it is not
surprising to find higher rates of psychological problems and impaired well-being in
haemodialysis groups when compared to the renal transplant patients, and general
population groups (Simmons, Anderson, & Kamstra, 1984). Despite the difficulties
in assessing depression in dialysis patients because of the overlap of depression
symptoms with somatic symptamatology, high levels of depression have been
consistently found in dialysis patients (Levenson &Glocheski, 1991).

Long (1989) after describing the anxiety, depression and non-compliance due
to depression and sexual problems among the most common psychological correlates
of ESRD, stated that “These responses are understandable: the chronic patient finds
that what was ‘normal’ for him is no longer ‘normal’. He may be no longer healthy,
independent, active, and physically attractive to others, capable of long work hours
and sexually potent”. Moreover, it was stated that psychosocial consequences of
chronic failure include family and marital problems, financial burdens and severe
role disruption in work and social spheres (Long, 1989).

Long (1989) categorized causes of stress on the patient whose life is
maintained by haemodialysis into six categories. These are: “i) consciousness of the
life threat in kidney failure (which are, high rate of mortality rate of renal patients,
many possible physical complications, and witnessing other patients dying), ii)
impaired bodily functioning (because of the nature of the illness, urological,

nephrological, and endocrinological systems are affected and people on
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haemodialysis vary greatly in their sense of well-being and fluctuating uremia causes
a severe reduction in physical energy and constant feelings of illness including
nausea, dizziness, fatigue, restlessness, sleep difficulties, itching, inability to
concentrate and deterioration of bones and nerves), iii) secondary consequences of
kidney failure and haemodialysis (loss of employment, financial stringencies, and
restrictions on travel and leisure time activities), iv) the exigencies of the
haemodialysis regimen( strict salt-free diets, fluid restrictions, attendance for time
consuming treatment), v) haemodialysis treatment (dependency on the medical
processes, staff and machine), and vi)interpersonal confusion ”.

Obviously, the effects of these stressors are related to a number of factors
including, personal, psychosocial, and illness related factors on QOL and
psychological well-being of patients.

1.2 Theoretical Framework of the Study: Conservation of Resources Theory

Conservation of resources (COR) theory’s basic tenet is that people strive to
retain, protect, and build resources, and that what is threatening to them is the
potential or actual loss of these valued resources (Hobfoll, 1989). Model defines the
psychological stress as a reaction to the environment in which there is (a) the threat
of a net loss of resources, (b) the net loss of resources, or (c¢) a lack of resource gain
following the investment of resources. Both perceived and actual loss and the lack of
gain was seen as sufficient for producing stress. Resources were seen as the single
unit necessary for understanding stress and were defined as those objects, personal

characteristics, conditions, or energies that are valued by the individual or that serve



as a means for achievement of these objects, personal characteristics, conditions, or
energies.

Model identifies four kinds of resources, whose loss and gain result in stress
or eustress (i.e., well-being), respectively. Firstly object resources were valued
because of aspect of their physical nature or because of their acquiring secondary
status value based on their rarity and expense. A home, mansion, and other objects
linked to socioeconomic status were given as examples of object resources.
Conditions were defined as a second group of resources to the extent that they are
valued and sought after. Marriage, tenure, and seniority were given as examples of
these. Moreover, it was suggested that measuring the extent to which conditions are
valued by individuals or groups may provide insight into their stress-resistance
potential. Personal characteristics were defined as the third group of resources to the
extent that they generally aid stress resistance. Personal traits and skills were
classified in this category of resources and suggested that many of them aid stress
resistance. Energies are the last resource category and included such resources as
time, money, and knowledge. Social support did not fit in any one category above,
rather social relations were seen as a resource to the extent that they provide or
facilitate the preservation of valued resources.

According to the COR theory, resource loss is the primary operating
mechanism driving stress reactions and stress is likely to develop only when loss is
evidenced. Change, transitions, and challenge were not of delineated as important
sources of stress. However, change resulting in a loss of valued resources is seen as

the most problematic. Further, the theory suggests that, in the face of adversity,
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people mobilize remaining resources to offset the ongoing challenges that confront
them. To the extent that they can limit resource loss, they will manifest fewer
negative outcomes, because these resources are integral to the individuals’ ability to
offset stress, improve their conditions, and deter future stressful experiences.

Similar to Lazarus and Folkman (1984), the model also proposed an
important role for appraisal, It was argued that individuals might conserve resources
by shifting the focus of attention (e.g., focus on what people might gain instead of
what they might lose), and reevaluating resources (e.g., stress of school failure can be
mitigated by lowering the value placed on education). However, it was hypothesized
that “ although minor reappraisals may allow individuals to buffer the brunt of
stressors, reappraisals of more basic aspects of the self and the environment are more
likely to backfire against the individuals-resulting in a sense of security and despair-
than they are to have stress-moderating effects”.

The model emphasizes that resources have both objective and subjective
components. It was suggested that individual traits, such as hardiness, locus of
control, personal-consciousness, optimism, absence of chronic psychopathological
disorder, low negative affectivity, and social support could be examined as resources
effecting different kinds of losses. To date, the Conservation of Resources stress
model (Hobfoll, 1989) has been applied in work—family research (Grandey &
Cropanzano, 1999; Rosenbaum, & Cohen, 1999), emotional exhaustion in work
environment (Ito & Brotheridge, 2003), early stages of a natural disaster (O’Neill,
Evans, Bussman, & Strandberg, 1999), and AIDS prevention program (MacKenzie,

Hobfoll, Ennis, Kay, Jackson, & Lavin, 1999).
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In summary, Hobfoll’s (1989) COR model offers a theoretical guide for
comprehending the illness-health literature and it will be used as the theoretical basis
of this study (see Figurel, page 33, Based on the model). The COR model was
chosen because, firstly, it allows for predictions about specific hypotheses about
relationships between resources and a broad range of outcomes. Secondly, COR
theory allows for predictions about the mediating relationship of personal
characteristics in these illness-health related variables. Lastly, the COR model
incorporates the effect of life change events on stress levels.

1.2.1 Conservation of Resources Theory as It is Related to Haemodialysis

The present research examined relationships among multiple resources, as
given in the conservation of resources (COR) theory’s basic principle, and it is
proposed that stress is likely to develop only when loss is evidenced in haemodialysis
patients, and this relation is mediated by a personal characteristic, which is chosen as
coping self-efficacy for the present study.

The COR’s emphasis on threatened resources suggests that certain critical
events are a source of stress as well. Specifically, events that result in a loss of
resources are predicted to create stress and strain outcomes. For example, Hobfoll
(1989) refers to the stressful event surveys (Dohrenwend & Dohrenwend, 1974) in
emphasizing that items rated “most severe” are events where loss occurs and argued
that qualitative data describing specific events in people’s lives can reveal such
losses. Such events relevant to the present study are considered to be having
haemodialysis treatment result of the end stage renal disease (ESRD). Moreover,

other losses related to illness might include family problems, financial downfall, or a
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worsening in illness condition. In these events, the resources of marital status,
money, health and time (respectively) are lost.

The present study includes four resources that are assumed to contribute to
the quality of life (QOL) and well-being. Object resources are the first category that
will be included in this study as resource variables. Level of education, hausing
tenure, car ownership and employment status will be included in the study as
sociodemographic variables. Elal and Krespi (1999) conducted a study to determine
depression levels of two hundred Turkish haemodialysis patients with renal failure.
Level of education, family income and employment status were found to differentiate
the levels of depression (high, moderate and non-depressed) among the groups of
patients using Beck Depression Inventory (BDI). According to the results of this
study, clinically depressed patients had a lower educational level and lower family
income and were more likely to be unemployed than the other groups. Thus these
results supported the predicted relationship between low object resources and
distress.

The conditions resources include, age, gender, marital status, and illness
characteristics. In a comparison study between the general population and hospital
inpatients with various somatic (cancer, diabetes, multiple sclerosis, heart disease,
respiratory disease, arthritis) and psychiatric diseases (schizophrenia), it was reported
that age has a negative impact on global assessment of QOL (Kilian, Matschinger, &
Angermeyer, 2001). Furthermore, the same study reported that people who are living
with a spouse or partner assess their global QOL as better than people who are living

alone and males assess their physical quality of life better than females. Constant

11



negative effect of age was areported on physical functioning of coronary artery
disease patients (Hofer, Benzer, Alber, Ruttmann, Kopp, Schussler, & Doering,
2005). Additionally, significant negative relationship between age and level of QOL
was also found for the general population (Wahl, Rusteen, Hanestad, Lerdal, &
Moum, 2004). Research with the 146 chronic dialysis patients (haemodialysis and
peritoneal dialysis) were compared with the general population in terms of the health
related QOL using the SF-36 and disease specific questionnaire (Carmichael,
Popoola, John, Stevens, & Carmichael, 2000). They reported that the haemodialysis
patients were similar with respect to most demographic, clinical and dialysis
variables except for haemoglobin and albumin which were significantly greater in the
peritoneal and haemodialysis populations respective and the health related QOL of
dialysis patients were worse when compared to the general population. Moreover,
decline was the greatest for the role limitations related to physical problems with
increasing age for the dialysis population. Furthermore, decrease for the physical
functioning and role limitations related to physical and emotional problems for the
haemodialysis patients, older than sixty years old were also reported (Molsted,
Aadahl, Schou, & Eidemak, 2004).

The severity and the nature of the disease do not seem to have consistent
relationship to patient coping and adjustment to chronic illness. Investigation of the
patients’ own understanding of the haemodialysis may provide an opportunity to
better understand adjustment of haemodialysis patients to the ESRD. In order to deal
with the on-going demands of being haemodialysis patients requires adjustments to

daily lifestyle related with the adjustment to symptoms, coping with difficulties of
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treatments and dealing with the social and occupational issues. Therefore, illness
characteristics and illness related distress will also be included as conditions.
Symptom distress, and medical characteristics namely, reason for losing renal
function, duration of haemodialysis treatment, frequency and hours of haemodialysis
treatment, number of ESRD-related hospitalizations in the previous year, number of
additional diagnoses, presence of chronic rejection will also be included in this study.
Somatic diseases not only have a strong negative impact in the physical health
domain of QOL, but also have impacts on the psychological well-being, and overall
QOL. It is also known that severe somatic chronic conditions e.g. cancer have a
significant negative impact on psychological well being (Andersson, & Albertsson,
2000; Brennan, 2001; Edwards, & Clarke, 2004; Ho, Chan, & Ho, 2004; Katz, Irish,
& Devins, 2004; Shapiro, Lopez, Schwartz, Bootzin, Figueredo, Braden, Kurker,
2001), coronary heart disease (Burg, & Abrams, 2001; Tedstone, & Tarrier, 2003),
multiple sclerosis (Mohr, & Cox, 2001), diabetes (Sudhir, Kumaraiah, &
Munichoodappa, 2003), arthritis(Kilian et al., 2001), and ESRD on dialysis (Sollod,
2002). Understanding the impact of chronic illness on different aspects of human life
and psychological mechanism, which provides knowledge about how this impact
occurs, will provide an opportunity to take into consideration the emotional and
psychological variables for the development of an effective treatment plan for the
patients.

Personal characteristic variables are included as a component of the COR
model. According to COR, individual differences can be treated as resources

(Hobfoll, 1989). Perceived expressed emotion (PEE) and perceived social support of
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patients are considered as an social resource. Furthermore, they are regarded as
resources that can affect resources in the other areas. Optimism, self-esteem and self-
efficacy are also considered as resources and they are grouped under the personal
characteristic resources.

Energies were the last resource category and included such resources as
family income, knowledge about etiology, treatment, and prognosis of ESRD on
haemodialysis treatment. The model employed in this research proposes those
resources’ effects on QOL and well-being are mediated by self-efficacy. In the
subsequent sections environmental and other personal characteristics resources will
be investigated in detail.

1.3 Social Resources
1.3.1 Expressed Emotion

COR model is defined as an integrative stress theory that considers
environmental processes besides the internal processes equally (Hobfoll, 1989,
2001). Thus, including expressed emotion construct into the study is thought to be
important. Expressed emotion (EE) is a measure of a relative’s attitude, behavior,
and emotions towards an ill patient. It was defined as a measure of the extent to
which an individual family member talks about another family member in a critical
or hostile manner or in a way that indicates marked emotional over-involvement
(Barrowclough & Hooley, 2003). The significance of the family emotional
atmosphere, especially criticism in the outcome of schizophrenia was developed into
the concept of “expressed emotion” by Brown and Rutter (1966), in Britain, to

explain relapses in adequately medicated schizophrenic patients following discharge
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from the hospital. The first instrument to assess the level of EE was The Camberwell
Family Interview (CFI) and Vaughn and Leff (1976) developed it in the investigation
of family influences in the course of schizophrenia. CFI is now considered to be the
golden standard to measure EE by means of assessing of types of remarks and the
tone of voice used by the family member/caregiver when referring to another during
a tape-recorded standard interview (Van Humbeeck, Van Audenhove, De Hert,
Pieters, & Storms, 2002). However, there are self-report instruments measuring EE,
such as Family Questionnaire (Wiedemann, Rayki, Feinstein, & Hahlweg, 2002). EE
was defined as a multidimensional construct including criticism (critical comment,
C), hostility (H), emotional over-involvement (EOI), positive remarks and warmth
(Barrowclough & Hooley, 2003; Kavanagh, 1992; Wearden, Tarrier, Barrowclough,
Zastowny, & Rahill, 2000). Based on the ratings of Camberwell Family Interview, C
is defined as remark that expresses negative attitudes about specific and discrete
patient behaviors. H, on th