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CHAPTER I 

INTRODUCTION 

The purpose of this study was to explore the relation­

ship of dietary compliance to both personality and demo­

graphic characteristics of patients on maintenance 

hemodialysis. 

Noncompliance with prescribed medical therapy is a sub­

stantial and pervasive phenomenon which cuts across all 

types of patients, conditions, treatments and settings 

(Becker & Maiman, 1975; Marston, 1970; Mitchell, 1974). 

Although operational definitions of compliance vary widely 

among investigators, the consensus is that at least one-

third of most patients fail to follow physician's instruc­

tions (Blackwell, 1972; Davis, 1968; Sackett, 1976; Stimson, 

1974). Becker and Maiman (1975) have pointed out that diver­

gence from compliance has devastating implications. Direct 

adverse effects on quality of care include a disruption or 

negation of the potential benefits of preventive or curative 

therapies. Indirect adverse effects include interference 

with the doctor-patient relationship by involvement of the 

patient in further unnecessary diagnostic procedures and 

treatments. Additionally, it has been suggested that much 

of the current dissatisfaction with the delivery of health 

care may be accounted for by poor medical outcomes resulting 



from failure of patients to follow medical instructions 

(Korsch & Negrete, 1972). Noncompliance with medical recom­

mendations is clearly a phenomenon of m.ajor significance. 

Compliance with a prescribed regimen is particularly 

critical for End-Stage Renal Disease patients whose lives 

are sustained by hemodialysis. The National Kidney Founda­

tion (Hickey, 1972) estimated that over 7 million Americans 

are affected by kidney disease. Permanent kidney failure 

formerly resulted in death; today's choices include a kidney 

transplant or dialysis. Patients unable to receive a trans­

plant, those awaiting a kidney donor, and those who have 

rejected transplants are maintained on dialysis. 

-Manis and Friedman (197 9) briefly reviewed the growth of 

maintenance hemodialysis for End-Stage Renal Disease patients 

These authors pointed out that maintenance hemodialysis has 

developed dramatically from a tentative medical therapy for 

a carefully selected handful of patients in Seattle to a 

broadly applied treatment that sustains lives throughout the 

world. Manis and Friedman described the 

exponential rise in the world dialysis population from 
a relative handful in 1966 to over 10,000 in 1971 and 
almost 65,000 by 1976. Europe and the United States 
each accounted for about one-third of this total and 
Japan for 21 percent. (p. 1260) 

Stanbaugh (1980) estimated that approximately 70,000 patients 

will receive dialysis maintenance care in the United States 



alone during 1980. Approximately 7,000 American patients 

are annually beginning treatment (Burton, 1978). 

Persons on maintenance hemodialysis have relatively 

unique adherence problems. The aim of medical therapy with 

dialysis patients is "prolonged control of the disorder and 

amelioration of the systemic abnormalities which results 

from disturbed kidney function" (Burton, 1974, p. 623). A 

v/ell-planned dietary regimen is part of this long-range pro­

gram and compliance determines the continued health and well-

being of the chronic hemodialysis patient. Burton (1974) 

described two basic objectives in the dietary treatment of 

renal disease: 

1. To lighten the work of the diseased organ by reduc­

ing the metabolic wastes which must be excreted, and 

2. To replace substances, e.g., high biologic quality 

protein, which are lost to the body in abnormal amounts 

because of impaired appetite due to uremia. 

To summarize the work of clinicians in the field 

(Anderson, Nelson, Margie, Johnson & Hunt, 1973; Clark & 

Caldo, 1972; Merrill, 1956; Reiss, 1967), the dietary treat­

ment of chronic kidney failure is based on the following 

principles: 

1. Careful regulation of fluid intake to balance fluid 

output and insensible water loss 

2. Regulation of sodium to equal its output 



3. Restriction of potassium and phosphate 

4. Insistence on an adequate caloric intake 

5. Supplementation with appropriate water soluble 

vitamins 

Thus, in order to be effective as a mode of long-term treat­

ment, hemodialysis demands adherence to a specific diet, 

fluid restrictions and compliance with prescribed 

medications. 

Multiple sources of psychological stress which often 

impinge upon the chronic hemodialysis patient's experience 

confound the problem of compliance. Wright, Sand and 

Livingston (1966) enumerated the following actual or 

threatened losses: 

1. Loss of body function (generalized weakness, im­

paired concentration, restricted use of cannulated extremity, 

peripheral neuropathy) 

2. Loss of membership in groups (withdrawal from phys­

ical activity or athletic teams, social clubs, resignation 

from elected or officer positions in a given organization 

or business) 

3. Failure of plans or ventures (inability to pur­

chase or build a home, cancellation of extended vacation 

plans) 

4. Changes in way of life or living (unpredictability 

of feeling well affects social commitment plans) 



5. Loss of home, possessions or financial status 

(uncertainty regarding future financial obligations). 

Cramond, Knight and Lawrence (1967) pointed out that 

normally people under "significant stress attempt to 

relieve that stress and return to a state of equilibrium by 

using various adaptive and defensive diversions, such as 

physical activity, eating, taking alcohol, smoking, or in 

sexual outlets" (p. 1208). Dialysis patients, however, are 

required to follow a restricted diet, and are discouraged 

from drinking alcoholic beverages. Many are discouraged 

from smoking tobacco, nearly all have a marked loss of 

sexual libidOf and all of them from time to time have suf­

fered profoundly from apathy and a lack of energy. Thus, 

the restricted intake of certain foods and fluid can make 

meals less pleasant and it can limit eating and drinking 

as tension-reducing outlets. 

Excessive ambivalence to dietary regimen was found by 

Shea, Bogdan, Freeman and Schreiner (1965) in their two and 

one-half year study of nine patients. Although all of 

their patients understood the significance of dietary re­

strictions, most of them frequently requested foods that 

they knew were not permitted. Preoccupation with food was 

demonstrated by the frequency with which all patients ini­

tiated and enjoyed conversation about food, particularly 

favorite foods no longer permitted. Elaborate dreams of 



food were reported often by their patients. Parenthet­

ically, this observation is similar to that reported in in­

vestigations of persons on a semistarvation regimen (Keys, 

Brozek, Henschel, Mickelson & Taylor, 1950). 

The importance of dietary compliance appears to be 

particularly critical for hemodialysis patients. Abram, 

Moore, and Westervelt (1971) found a suicide incidence rate 

of more than 4 00 times the rate of the general population 

(assuming 10 suicides per 100,000 as the average suicide 

rate) among 3,478 dialysis patients in 127 facilities. Of 

these patients, 117 died as a consequence of noncompliance 

with treatment regime. The most common area of noncompli­

ance concerned the inclusion of forbidden fluids and foods. 

A study by Kaplan De-Nour and Czaczkes (1972) revealed 

that the behavior of almost two-thirds of the 43 hemodialysis 

patients they observed ranged from fair compliance to great 

abuse. Forty-seven percent were considered abusers of 

dietary restrictions. Similarly, even when employing the 

rather liberal determination of compliance as blood chem­

istries or weight gains falling within the acceptable limits 

during at least 50 percent of the examined time period, 

Blackburn's (1977) research with 53 patients obtained com-

pliance rates of 49% for between dialysis weight gain, 62% 

for phosphorus and 79% for potassium. 

The critical importance of psychological factors in 

;,.-...odialysis patients has been recognized ii/ej ;swni " iiii s a i r iii<iii;=J II11 ir i(ji ii 
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for a number of years. Studies have moved from a concern 

with global adjustment to more specific aspects of adjust­

ment with the realization that it was not uncommon for 

patients to do well in one area of adjustment and do poorly 

in another. 

As research has moved into the specific area of person­

ality factors predictive of dietary compliance or abuse, 

methodological problems have been acknowledged. In a series 

of studies of Israeli dialysis patients, Kaplan De-Nour and 

her associates (1972) have found abuse of diet could be pre­

dicted by predialysis psychiatric evaluation of personality 

characteristics. However, these investigators have sug­

gested that clinical assessment of personality traits is 

time-consuming and difficult to replicate. Other investi­

gators have attempted to predict adjustment to dialysis 

and/or compliance to medical regime on the basis of objec­

tive personality tests, such as the Minnesota Multiphasic 

Personality Inventory (MMPI), but small samples have 

abounded. Although an "average" dialysis patient MaMPI pro­

file has been reported by several investigators (Mlott & 

Allain, 1974; Trieschmann & Sand, 1971; Short & Wilson, 

1969) , attention has focused on the standard MMPI scales 

derived from psychiatric criteria of 1940 and 1941 (McKinley 

& Hathaway, 1940). Scant attention has been given to newer 

supplementary MMPI scales reflective of increased clinical 



interest in such processes as defense mechanisms and recur­

ring patterns of personal interaction. 

The purpose of this study was to explore the relation­

ship of dietary compliance and both demographic factors and 

personality characteristics as assessed by relevant supple­

mentary >LMPI scales. The remainder of this chapter will 

present a review of the pertinent literature in an attempt 

to elaborate upon the rationale for this study. 

The supporting literature review contained in this 

chapter is organized in the following fashion: (a) defini­

tions of compliance and (b) sociodemographic, treatment, 

and personality variables in relationship to adjustment to 

hemodialysis. 

Definitions of Compliance 

Gutch and Stoner (1975) described dialysis as the 

"intermittens" treatment for lack of kidney function in 

End-Stage Renal Disease. Proper diet and fluid management 

were described as the "continuous" treatment (p. 153). 

Since 1836, various dietary regimens for patients with renal 

disease have been advocated, later discarded, only to be 

revived again (Anderson et al., 1973). The consensus of 

current opinion is that chronic dialysis patients must 

restrict fluid, protein, potassium, and sodium intake in 



accordance with the extent of their remaining renal func­

tion (Anderson et al., 1973; Burton, 1974; Czaczkes & 

Kaplan De-Nour, 1978; Gutch & Stoner, 1975). 

Compliance with fluid and dietary restrictions can be 

readily determined by several objective measurements 

routinely assessed for each dialysis patient. The measure­

ment of actual nutrient intake is generally felt to be un­

necessary. Adherence to restricted fluid intake is 

determined by weight gain between dialyses. Blood 

chemistries of predialysis serum potassium provide a measure­

ment of both protein compliance and compliance with the 

restriction of fruits, vegetables, and certain desserts. 

Predialysis blood urea nitrogen (BUN) reflects the amount 

of protein ingested by the patient. Predialysis serum phos­

phorus provides a measurement of compliance with phosphorous 

intake restriction as well as compliance with phosphate-

binding medication instructions. 

Kaplan De-Nour and Czaczkes (1972; Czaczkes & Kaplan 

De-Nour, 1978) selected weight gain and predialysis serum 

potassium as compliance parameters for their assessments 

of fluid and dietary compliance. Overall compliance to 

diet was determined according to a 5-point scale ranging 

from excellent adherence to great abuse. Patients were 

rated as abusers if weight gains between dialyses were gen­

erally greater than 1.5 kilograms (kg) and predialysis 


