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ABSTRACT 

Background: End-stage renal disease (ESRD) is a global health concern. Patients need 

long-term therapy. Hemodialysis is a common treatment measure for ESRD worldwide 

that exerts a great negative impact on a patient’s well-being and overall quality of life. 

Objectives: This study sought to assess the spiritual well-being (SWB), psychological 

well-being (PWB), and quality of life (QOL) among patients undergoing hemodialysis 

at the West Bank. 

Methods: A cross-sectional, descriptive correlational study was adopted. A 

convenience sample of 413 Palestinian patients receiving hemodialysis in eleven 

centers operating in the West Bank completed a structured, self-administered 

questionnaire. Data collected using Psychological Well-being Scale (PWBS), Spiritual 

Well-being Scale (SWBS), and World Health Organization Quality of Life- BREF 

(WHO QOL-BREF) during the period between March 28 and August 10, 2023. 

Results: The mean scores for SWB, PWB, and QOL were 90.1 (SD ± 13.0), 69.2 (SD± 

8.6), and 11.8 (SD± 2.1), respectively. There was a significant positive association 

between QOL with psychological well-being, spiritual well-being, educational level, 

and marital status and a negative association with age. Multiple linear regression 

showed that spiritual well-being, psychological well-being, educational level, and 

marital status were the predictors for quality of life.  

Conclusion: Hemodialysis patients had a moderate level of SWB, high levels of PWB, 

and poor QOL. High level of SWB, high level of PWB, high level of education, and 

single/married were predictors for high-level QOL. Thus, spiritual care and counseling 

programs should be offered to hemodialysis patients to improve their quality of life. 
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CHAPTER ONE 

INTRODUCTION 

1.1. Introduction    

Kidney disease is a diverse condition that affects both kidney function and 

structure (McConnachie et al., 2021). It is classified into chronic kidney disease (CKD) 

and End-Stage Renal Disease (ESRD) (Major et al., 2019). The Kidney Disease 

Improving Global Outcomes Foundation guidelines define chronic kidney disease 

(CKD) based on the kidney damage markers, specifically proteinuria and glomerular 

filtration rate (GFR) (de Boer et al., 2020). CKD is defined as the presence of both 

factors (GFR less than 60 mL/min and albumin greater than 30 mg per gram of 

creatinine) as well as abnormalities of the kidney’s structure or functionalities for more 

than three months (Khwaja, 2012; Lameire et al., 2021). The last stage of CKD called 

End-Stage Renal Disease (ESRD) is defined as a GFR of less than 15 mL/min(Lees et 

al., 2019). It was revealed that the prevalence of CKD among adults in developed 

countries ranged between 10% and 13%, however, the data in developing countries are 

limited and heterogeneous (Pilger et al., 2021). 

     ESRD patients require renal replacement therapy (RRT) for survival, such as 

dialysis, or kidney transplantation (Webster et al., 2017). Hemodialysis and peritoneal 

dialysis (PD) are the two dialysis modalities that are currently available to ESRD 

patients (Zou et al., 2022). Globally the most common type of dialysis is hemodialysis 

(Queeley & Campbell, 2018). Hemodialysis processes are done regularly many times 

every week (Adwan et al., 2022). Approximately 89% of ESRD patients worldwide 

undergo hemodialysis (Himmelfarb et al., 2020). In the West Bank, 12 hemodialysis 



2 

 

centers provide regular hemodialysis for 1,601 ESRD patients according to Health 

Annual Report (MOH Palestinian, 2022). 

One of the challenges that patients treated with hemodialysis face is spiritual 

well-being (SWB).  Spirituality is defined as “a person's experience of connectedness 

with the essence of life, search for connectedness to oneself, others, nature, and 

sacredness” (Doumit et al., 2019). Spirituality, along with physical, mental, and social 

dimensions, is one of the four dimensions of human health. Beliefs, practices, and 

religious and spiritual experiences can all affect a patient’s health (Pilger et al., 2017). 

SWB is a spiritual component that may be characterized as a sense of meaning in life, 

unity, peace, and a sense of drawing strength and comfort from one's religion (Rabitti et 

al., 2020). According to studies, without SWB, the other biological, psychological, and 

social dimensions cannot function properly or reach their full potential, and thus the 

highest quality of life cannot be achieved (Jafaripoor et al., 2018). Spirituality improves 

physical, mental, and social health in people with chronic diseases (Lima et al., 2020). 

Higher levels of spirituality also resulted in happiness and moral development (Jaberi et 

al., 2019). Spiritual support increases patients' ability to adapt to the onset of disease 

and accelerated recovery, according to research (Pilger et al., 2017). 

Furthermore, psychological well-being (PWB) is simply a person’s pleasure 

with their existence. PWB focuses on comprehending the entire spectrum of well-being 

and is connected to physical health. Furthermore, the patient's psychological state 

influences their physical condition (Helali et al., 2022). Moreover, people with chronic 

conditions such as ESRD experience psychological distress while attempting to control 

their ailment (Wang et al., 2020). Additionally, patients undergoing hemodialysis suffer 

from debilitating psychological symptoms as a result of the exhausting chronic 
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hemodialysis treatment, which makes them vulnerable to a wide range of emotional and 

psychological problems (Shim & Cho, 2018).  

Depression, fear, stress, unsatisfactory emotional reaction, and poor sleep 

quality are the most frequent psychological disorders among patients undergoing 

hemodialysis (Firoz et al., 2016) Anxiety and depression frequently coexist among 

individuals with ESRD and they appear to mutually intensify each other through their 

combined impact (van Sandwijk et al., 2019) . Various factors contribute to sleep 

disturbances in ESRD patients, including depression, anxiety, the presence of uremic 

toxins, and adverse reactions to medications, among other factors (Lai et al., 2018) . 

Furthermore, prior studies have suggested that this psychological distress persists even 

when CKD patients commence dialysis therapy (Kao et al., 2020). Improving this 

population's SWB and PWB may help reduce healthcare expenses while also 

alleviating certain elements of distress, resulting in an increased overall quality of life 

(QOL). 

As a result, hemodialysis has a significant negative impact on patients’ QOL. 

owing to the accompanying impairment or limitations in almost all aspects of their 

daily lives (Benjamin & Lappin, 2021). Also, due to the high burden of comorbidity 

and complications. In addition to the negative consequences that depression has on 

social relationships, it is frequently considered that QOL is often much worse 

for patients who undergo hemodialysis compared to the general population (Broers et 

al., 2015). World Health Organization (WHO) defined QOL as an individual's 

perception of their position in life about their goals, expectations, standards, and 

concerns in the context of the culture and value systems in which they live (Iqbal et al., 

2020). 



4 

 

Hemodialysis patients' QOL is greatly influenced by their socio-demographic 

characteristics.  such as marital status, age, gender, education degree, and income 

profoundly affect the QOL experienced by patients undergoing hemodialysis (Alshelleh 

et al., 2023; Zyoud et al., 2016). Getting older results in poorer QOL because of 

physical and cognitive activity impairment (Rehman et al., 2020). Females were found 

to have poorer QOL than males (Shahrin et al., 2019). Higher education degree was 

able to notice a better QOL (Gerasimoula et al., 2015). Poor income is associated with 

poor QOL (Joshi et al., 2017).  Married patients report better levels of QOL than single 

or divorced (Abdulqader & Ali, 2023). 

1.2. Problem Statement  

ESRD is a chronic and life-threatening condition that imposes significant 

psychological and spiritual distress on patients, leading to a diminished Quality of Life 

(Pawlaczyk et al., 2022). The global prevalence of ESRD varies widely, with the 

Middle East reporting 360 cases per million population (PMP) in 2018, compared to 

2,160 PMP in the United States in 2016 (Malekmakan et al., 2018; 2018 USRDS 

annual data report). In the United States alone, over 500,000 people are affected by 

ESRD (Benjamin & Lappin, 2021). 

Hemodialysis, a common treatment for ESRD, can exacerbate physical, mental, 

social, and economic challenges for patients. Studies indicate that 33% of hemodialysis 

patients experience chronic pain, with 33% suffering from depression and 28% 

experiencing anxiety (Ishtawi et al., 2023; Noor et al., 2021). These patients also 

grapple with poor spiritual and psychological well-being, as well as a compromised 

QOL (Aini & Wahyu, 2020b; Alshogran et al., 2021). Religion and spirituality have 
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been identified as protective factors against depression and can enhance QOL in ESRD 

patients (Moons et al., 2019). 

 

The psychological and spiritual wellbeing of ESRD patients significantly 

impact their QOL. While some studies reveal that patients experience psychological 

distress and low PWB levels, others suggest high PWB levels among hemodialysis 

patients (Hamdan-Mansour et al., 2015; Aini & Wahyu, 2020). Furthermore, moderate 

SWB levels were reported, with a positive correlation between SWB and QOL, 

indicating that higher SWB levels correspond to lower psychological distress (Ebrahimi 

et al., 2014; Fradelos, 2021; Musa et al., 2018; Senmar et al., 2020).  

In Palestine, ESRD ranks as the sixth leading cause of disease burdens, 

accounting for 3.6% of all chronic illnesses' disability-adjusted life per year, with a 

rising prevalence mirroring global trends (Mosleh et al., 2018; Zyoud, Al-Jabi, et al., 

2016). Palestinian government-run hospitals, which serve 90% of ESRD patients, face 

ongoing financial challenges and limited resources, adding to the burden (Samoudi et 

al., 2021; Zyoud, Al-Jabi, et al., 2016). However, among Palestinian hemodialysis 

patients, QOL levels appear to be suboptimal (Ishtawi et al., 2023; Zyoud, Daraghmeh, 

et al., 2016). 

In conclusion, ESRD patients in Palestine and worldwide grapple with a myriad 

of physical, psychological, and spiritual challenges that significantly affect their overall 

QOL. Despite their interconnectedness, these aspects have not received adequate 

attention in researches and in patient care. Therefore, it is essential to comprehensively 

assess and provide holistic care addressing all dimensions of health, not just the 

physical, in order to enhance the well-being and QOL of ESRD patients. The study 
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aimed to shed light on these overlooked aspects and provide recommendations for their 

improvement. 

1.3. Purpose of the Study 

This study aimed to assess Spiritual Wellbeing, Psychological Wellbeing, and 

Quality of Life  among patients undergoing hemodialysis at the West Bank.  

1.4. Objectives of the Study 

1- To assess the levels Spiritual Wellbeing, Psychological Wellbeing, and Quality of 

Life among patients undergoing hemodialysis.  

   in the West Bank. 

2- To determine the differences in Spiritual Wellbeing, Psychological Wellbeing, and 

Quality of Life according to sociodemographic characteristic among patients 

undergoing hemodialysis in the West Bank 

3- To determine the relationship between Spiritual Wellbeing, Psychological 

Wellbeing, and sociodemographic characteristics (gender, marital status, education, 

age, monthly income, and duration of disease), and Quality of Life for patients 

undergoing hemodialysis in the West Bank. 

4- To assess the predictors of Quality of Life for patients undergoing hemodialysis in 

the West Bank. 

1.5. Study Questions 

1- What are the levels of Spiritual Wellbeing, Psychological Wellbeing, and Quality of 

Life for patients undergoing hemodialysis in the West Bank? 

2- Are there any differences in Spiritual Wellbeing, Psychological Wellbeing, and 

Quality of Life according to sociodemographic characteristic among patients 

undergoing hemodialysis in the West Bank?  
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3- What is the relationship between Spiritual Wellbeing, Psychological Wellbeing, and 

sociodemographic characteristics (gender, marital status, education, age, monthly 

income, and duration of disease), and Quality of Life for patients undergoing 

hemodialysis in the West Bank?  

4- What are the predictors of Quality of Life for patients undergoing hemodialysis in 

the West Bank? 

1.6. Study Variables 

The study included dependent variable which was QOL and independent 

variables that involved SWB and PWB, in addition to sociodemographic 

characteristics.     

1.7 Significance of the study:  

Nurses play an important role in improving the lives of patients. Nurses must 

identify areas of patient treatment regimens that may be negatively affecting the 

patient's health and develop strategies to reduce them. In addition, nurses play a crucial 

role in the treatment of hemodialysis patients because they require specialized nursing 

care that goes beyond technical expertise and nursing care plans. They necessitate 

therapeutic and interpersonal ties, as well as quick reactions to bodily complaints, 

functional constraints, psychological disturbances, and information demands.  

This study will lead to appreciable changes in healthcare and the standard of 

care given to ESRD patients treated by hemodialysis. Additionally, it helps healthcare 

professionals by allowing them to understand the current state of patients spiritual, 

psychological, and QOL well-being. The factors should be assessed and examined due 
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to their importance. It can cause adjustments and enhancements to care and therapy, or 

it might demonstrate the ineffectiveness of particular therapies. The different issues that 

patients may encounter are also identified using QOL. 

This type of information can be shared with future patients to help them 

anticipate and comprehend the implications of their illness and treatment. A better 

understanding of the factors that influence patient perceptions of quality of life can help 

healthcare providers, advance medical knowledge, aid in the development of social 

policy, and contribute to public and private decision-making.  Patients, physicians, 

nurses, social workers, policymakers, and funding sources for caring and management 

of hemodialysis patients to insert new guidelines to improve patients' health in general. 

 

1.8 Conceptual and Operational Definition of Terms 

1.8.1. Conceptual Definitions  

Spiritual Well-being. It is described as a condition that connects the individual's mind 

and body, society, intelligence, and health, hence supporting the individual's attitudes 

and life objectives. as a sense of meaning in life, unity, peace, and a sense of drawing 

strength and comfort from one's religion (Rabitti et al., 2020). Furthermore, SWB 

encompasses both a psycho-social and a more religious dimension, serving as a uniting 

force that seeks to combine the physical, emotional, and social elements of health 

(Coppola et al., 2021). 

Psychological Well-being. It refers to a person's favorable opinion of their skills, 

connections, and feelings; it encompasses elements like independence, self-acceptance, 

and good interactions with others (Mugizi et al., 2021). It is an important aspect of 
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mental health that contains hedonic (enjoyment, pleasure) and eudaimonic (meaning, 

fulfillment) happiness, as well as resilience(Tang et al., 2019). PWB is concerned with 

how much individuals believe they have influence over their life (Ryff & Singer, 2006). 

 Quality of Life. It is a person’s insight into their location in life in the context of their 

philosophy, value system, and connection to life aims, prospects, values, and other 

associated matters (Theofilou, 2013). WHO defined the QOL as the individuals’ 

perceptions of their life status concerning the context of culture and value system in 

which they live and their expectation, goals, concerns and standards (WHO, 2012). As 

a result, one's QOL is very subjective. Although one individual may define QOL in 

terms of riches or life pleasure, another may define it in terms of competencies such as 

having the ability to live a good life in terms of emotional and physical well-being 

(Aqtam et al., 2023). 

1.8.2. Operational Definitions  

Spiritual Well-being. It was evaluated using Spiritual Well-being Scale (SWBS) 

(Paloutzian & Ellison,1982) that consists of 20 items, where 10 items measured 

religious well-being and other 10 items evaluated existential well-being. These items 

are rated on a 6-point Likert scale ranging from 1 (strongly disagree) to 6 (strongly 

agree). The overall score from the SWBS was computed by summing the responses to 

all twenty items after reversing the negatively worded items. It ranges from 20 to 120, 

with a higher score representing greater spiritual well-being. 

Psychological Well-being. It was measured using psychological well-being scale 

(PWBS) (Ryff & Keyes, 1995). The short form of this scale consisted of 18 items that 

assesses six aspects of psychological functioning: self-acceptance, environmental 

mastery, positive relations, purpose in life, personal growth, and autonomy. Responses 
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ranged from strongly disagree (1) to strongly agree (6) on a 6-point Likert scale. The 

overall psychological well-being score was computed by summing responses to all 18 

items after reversing the negatively worded items. Consequently, the total scores of 

PWBS ranging from 18 to 108 with higher scores representing greater well-being. 

Quality of Life. It was assessed using the World Health Organization Quality Of Life-

BREF (WHOQOL-BREF). It consists of 24 items distributed in four domains: physical 

(7 items), social relationships (3 items), psychological (6 items), and environmental (8 

items). Each item is rated on a 5-point Likert scale ranging from 1 (very 

dissatisfied/very poor) to 5 (very satisfied/very good). The scores for this scale ranging 

from 4 to 20, in which higher scores indicating better functional domain status 

(WHOQOL Group, 1998). 

1.9 Summary  

ESRD is a complicated issue and has implications on both the psychological 

and physical health of patients. Research on hemodialysis patients has primarily 

focused on physical health. Few studies have investigated the association between 

SWB on the QOL among hemodialysis patients, but none have focused on the 

relationship between SWB, PWB, and QOL. Therefore, this study purposed to assess 

the SWB, PWB, and QOL among patients undergoing hemodialysis at the West Bank.  
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

This chapter discusses some of the research and adds fundamental knowledge 

regarding End Stage Renal Disease (ESRD) and hemodialysis, spiritual well-being, 

psychological well-being, and quality of life. Variables connected to them. This review 

of the literature intends to investigate the connection between patients undergoing 

hemodialysis's spiritual, psychological, and quality of life. 

2.2 Backgrounds   

Chronic Kidney Disease (CKD) 

Chronic kidney disease is a rising community health matter. This condition 

causes a steady decline in kidney function that can eventually progress to ESRD and 

necessitate RRT or a kidney transplant (Ren et al., 2019). According to the Health 

Annual Report-Palestine 2022, 1601 patients in the West Bank were identified to have 

ESRD and need hemodialysis in 2022, up from 1,119 patients in 2016. This represents 

a significant rise in the number of patients needing hemodialysis (Palestinian, MOH., 

2017; Palestinian, MOH., 2022). Age, smoking, obesity, hyperlipidemia, diabetes, 

hypertension, metabolic disorders, and body mass index are all common risk factors for 

renal failure (Nazzal et al., 2020).            

According to the National Kidney Foundation, CKD is classified into five 

stages, the last stage is called  ESRD which means that the glomerular filtration rate is 

less than 15 mL per minute per 1.73m2 surface area of the body, at this stage patients 

may require dialysis regardless of glomerular filtration rate (Ammirati, 2020). ESRD is 
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one of the chronic diseases that endanger patients' physical as well as mental health (Pei 

et al., 2019). This disorder is irreversible. If not managed by RRT, the majority of 

patients would finally deteriorate to complications such as cardiovascular disease, 

infection, progressive uremia, and other serious conditions (Lim et al., 2021). 

 ESRD consequences are not limited to the patient himself, but it goes beyond 

that to include the patient’s family and the entire community. Each nation spends a 

sizable sum on ESRD care each year (Malekmakan et al., 2018). Along with this, the 

CKD patient's Nephrologist is responsible for monitoring them. Endocrine and 

cardiovascular specialists also assist in patient treatment. Additionally, dietitians need 

to evaluate nutritional status and recommend a diet strategy to slow the progression of 

the disease. Because mental issues may be linked to renal illness as it progresses, 

psychologists are also anticipated to participate in patient care (Wong et al., 2018).  

When a patient has ESRD, RRT is utilized to remove extra waste and fluid from 

the body to compensate for the lost renal function. The three main forms of current 

RRT are kidney transplantation, PD, and hemodialysis. For the majority of ESRD 

patients, hemodialysis has developed into an established, life-sustaining main 

treatment. It is usually done three times a week, or as per the patient’s state requirement 

(Camacho-Alonso et al., 2018). 

The Effects of Hemodialysis Therapy on Patients 

 Patients with ESRD who require hemodialysis therapy face a multitude of 

challenges and stressors that affect various aspects of their daily existence, critical for 

their well-being. However, hemodialysis is long-term or even lifelong therapy that 

places several constraints on the patient’s lifestyle, including the need to comply with 

fluid intake restrictions, vascular access care, and medication. These restrictions go 
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beyond just attending routine dialysis sessions (Vilca Gamarra, 2022). According to 

Mafi et al. (2019), patients undergoing hemodialysis had moderate to severe 

physiological and emotional stress. The effects of hemodialysis therapy on patients can 

be classified as physical, psychological, financial, marital, physical activity limitations, 

and treatment-related issues based on the literature study. 

Several physiological effects were experienced by hemodialysis patients. A 

study conducted on 126 hemodialysis patients in two dialysis centers in Turkey 

reported fatigue, weakness, muscle and joint pains, constipation, and itching as the 

most frequent and most severe physiological symptoms experienced by patients 

(Mollaoğlu & Başer, 2021). Another study conducted by Qaddumi et al. (2020) to 

evaluate the stresses experienced by Palestinian hemodialysis patients discovered that 

the majority of these patients reported feeling fatigued, experiencing loss of physical 

function, believing hemodialysis to limit their ability to travel go on vacation, and 

having diminished sexual urges. The most prevalent psychological side effects of 

hemodialysis are stress and anxiety (Zibaei et al., 2020). 

 Depression is also considered a common issue for dialysis patients, impacting 

them on both psychological and physical levels (Albuhayri et al., 2022). A study 

conducted at Baqubah Hospital teaching in Diyala City to analyze the degree of 

depression, suicide, and stress for patients in dialysis units and to determine the 

association between the psychological effects of depression, suicide, and stress of 

hemodialysis on patients undergoing hemodialysis. As a result, 27% of patients had 

minor depression, and 33% of patients  had mild psychological stress. Also, 10% of 

patients reported a modest suicide risk (Jassim et al., 2021). Patients with hemodialysis 

had a major change in body appearance, sleep difficulty, limited clothing styles, larger 
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arm after forming a fistula, widespread edema, change in body weight, change in skin 

color, worry about the future, and diminished muscular tone. This can exacerbate 

patients' anxiety and psychological stress (Gunarathne et al., 2022). 

Spiritual Well-being 

Spirituality is a dynamic and intrinsic aspect of humanity in which people seek 

ultimate meaning, purpose, and transcendence, as well as experience relationships with 

themselves, their families, their communities, societies, nature, and the significant or 

sacred. Beliefs, values, traditions, and practices all contribute to spirituality (Puchalski 

et al., 2014). SWB, related to the concept of well-being, is broadly defined as a 

person’s spiritual “state of affairs” (Alvarez et al., 2016). According to this definition, 

SWB refers to the perceived state of humanity's spiritual aspect. To have good SWB a 

person must be content with the meaning, purpose, and connectedness in one's life 

(Clark & Hunter, 2019). Even so, SWB is seen as a vital and central component of 

individuals' and families' lives; it may influence decision-making, problem-solving, and 

dealing with life situations (Alradaydeh & Khalil, 2018).  

Spirituality and religion are significant sources of strength for coping with 

chronic illnesses, claim, there is widespread agreement that religion and spirituality can 

improve psychological health and adaptability (Chatrung et al., 2015). SWB is 

extensively regarded and acknowledged as a vital part of human life (Goodwin & Kraft, 

2022). SWB has a significant impact on how patients understand and respond to illness, 

gives inner strength to cope with discomfort, and encourages positive and active 

adaptations during times of stress. Numerous religious and spiritual practices influence 

lifestyle choices that are directly related to the results of hemodialysis, such as fluid and 

dietary habits (Fasting) (Megahed et al., 2019). A study done by Novita et al. (2022) at 
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AL-Ihsan Hospital, Bandung Regency, intended to evaluate the association between 

spirituality and resilience in hemodialysis patients. The study, which included 125 

hemodialysis patients revealed a significant relationship between spirituality and 

resilience among hemodialysis patients. 

According to studies on spirituality in ESRD patients, these patients have a 

variety of mental demands that are connected to and have an impact on how well they 

are handling the condition psychologically, and these needs seem to persist throughout 

the course of the disease (Fradelos, 2021). According to the nursing literature, SWB 

levels in HD patients range from low to moderate, with the majority reporting moderate 

levels (Musa et al., 2018).  

 Musa et al. (2018) carried out a quantitative, cross-sectional correlational study 

to investigate grades of SWB and their correlations with depression, anxiety, and stress. 

The results y discovered that hemodialysis patients had relatively low levels of SWB, 

moderate depression, severe anxiety, and mild to moderate stress. They concluded that 

greater spiritual and existential well-being of Jordanian hemodialysis patients was 

significantly associated with less depression, anxiety, and stress. Some patients utilized 

religious and spiritual beliefs and practices as coping techniques to deal with their 

sadness, anxiety, and stress. 

Senmar et al. (2020) conducted a descriptive study in Iran to investigate the 

incidence of psychological symptoms in hemodialysis patients and their association 

with SWB. The study included 150 hemodialysis participants. There was a reverse and 

significant association between the overall score of SWB and the levels of stress (r= 

0.265, p=0.001), anxiety (r= 0.243, p=0.003), and depression (r= 0.281, p=0.001) 

among the 150 participants. Depression, anxiety, and stress were common in 
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hemodialysis patients, and all three had a significant association with the patient's 

SWB. In other words, those who had higher degrees of SWB had lower levels of 

psychological symptoms. 

In a study conducted in the Gaza Strip, the spiritual and overall health of the 

QOL of patients undergoing hemodialysis are the most affected dimensions of 

satisfaction, while the physical and psychosocial QOL were the least affected (El Kass 

et al., 2020). 

Psychological Well-being 

 Health and PWB are tightly related. There are three different types of 

psychological health: evaluative health (also known as life satisfaction), hedonic health 

(feelings of happiness, sadness, etc.), and eudemonic health (sense of purpose and 

meaning in life) (Steptoe et al., 2015). PWB is a person's sense of fulfillment with his 

or her existence. It focuses on comprehending the entire spectrum of well-being and is 

related to physical health. In addition, the patient's psychological state influences their 

physical condition. Poor PWB can affect self-acceptance because the patient thinks 

they haven’t purpose in life, poor relationships with the environment or other people 

are created, and the patient is unable to accept the strengths and shortcomings in their 

lives (Aini & Wahyu, 2020a). Moreover, people with chronic conditions such as ESRD 

experience psychological distress while attempting to control their ailment (Hamdan-

Mansour et al., 2015). Hemodialysis also has an impact on patients' social lives in terms 

of work, activity, and economic needs. Moreover, hemodialysis affects patients' self-

confidence and PWB, impacting around one-third of hemodialysis patients (Jones et al., 

2018).  
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 The prevalence of mental disorders among hemodialysis patients such as 

anxiety and depression has increased (Khan et al., 2019). In Jordanian study conducted 

by Nabolsi et al. (2015) found that more than half of hemodialysis patients had 

moderate to severe depression, with more than 21% having severe depression. These 

mental health issues were linked to less treatment adherence and QOL. The prevalence 

of depression in hemodialysis patients is approximately three times higher than in other 

patients, with 10%-66% reported in some studies (Işık Ulusoy & Kal, 2020; Mosleh et 

al., 2020).  

A study conducted in Palestine to measure depression among ESRD patients 

undergoing hemodialysis found that elderly patients, females, living in rural regions or 

camps, poor income, not getting enough exercise, being unemployed, and having many 

comorbidities were all related to higher depression ratings (Al-Jabi et al., 2021). 

Dietary restrictions, medication side effects, underlying illnesses, reliance on 

dialysis machines, poor sleep, lack of mobility, and changes in sexual activity have all 

contributed to mental disorders such as anxiety and depression in these patients, 

lowering their QOL (Hagemann et al., 2018). Patients on hemodialysis slept more than 

usual, and depression was the main predictor of QOL (Almutary, 2022). 

              A study was conducted on 117 Egyptian patients with ESRD who were 

receiving hemodialysis and ranged in age from 26 to 77 from the dialysis unit at Shebin 

El Kom Teaching Hospital and Menoufia University Hospital. They found that patients 

with ESRD who were receiving hemodialysis had a significant incidence of mental 

disorders. Depression and anxiety disorders were the mental conditions that affect these 

people the most. Age and educational attainment among ESRD patients were 

statistically significantly correlated with QOL (Elhadad et al., 2020). 
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Psychiatric illness is common among patients with chronic disorders, 

particularly those with ESRD, and hurts patients' QOL, according to a study that was 

conducted to estimate the prevalence and type of psychiatric morbidity, and QOL in 

patients undergoing hemodialysis. (64%) of the patients had a psychiatric diagnosis. 

Depression was the most common psychiatric diagnosis among the patients studied, 

with 40.6% having Major Depression Disorder and 37.5% having adjustment disorder 

with depressed mood (Jadhav et al., 2014). In a study on 239 patients conducted in an 

Indonesian hospital to investigate the determinants of QOL among hemodialysis patients 

according to gender differences. The findings revealed higher QOL levels and lower 

levels of symptoms of depression in women compared to men. 

A study was conducted by Bahadır-Yılmaz et al. (2022) to investigate the 

psychological and spiritual well-being of hemodialysis patients in Turkey. Descriptive 

and correlational research comprised 86 hemodialysis participants. The SWBS and 

PWBS used to collect data. There was a favorable relationship between spiritual and 

psychological well-being (r = 0.315, p = 0.003). PWB and age explained 39% of the 

total variation (F = 7.593, p = 0.001).  

To assess the impact of psychosocial therapies on the decrease in anxiety and 

depression in persons with hemodialysis, Alradaydeh and Khalil (2019) carried out a 

systematic review and meta-analysis study to evaluate the change in depression, 

anxiety, and QOL. Adults receiving hemodialysis must deal with special psychological 

challenges that make their treatment journey more taxing. Three types of psychosocial 

therapies given to adult hemodialysis patients were reported. According to the study, 

there was a moderate impact of psychosocial intervention on depression and anxiety in 

individuals receiving hemodialysis. In adult patients undergoing hemodialysis, 
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psychosocial therapies such as psychological support or relaxation-based therapy 

appears to lower depression and anxiety. According to preliminary research, 

psychological therapies may improve the QOL for patients undergoing hemodialysis. 

 

Quality of Life (QOL) 

It is a broad phrase for well-being, includes multiple dimensions of an 

individual's existence, including wealth, occupation, the environment, physical and 

psychological health, and religious beliefs (Ishtawi et al., 2023). QOL is a 

multidisciplinary concept used in health research to describe a set of variables that 

includes physical, psychological, social, and functional dimensions (Fayers & Machin, 

2013). The WHO defines QOL as an individual’s perception of their position in the life 

in the context of the culture in which they live and in relation to their goals, 

expectations, and standards and concerns (The World Health Organization quality of 

life assessment (WHOQOL,1995). 

People’s QOL affected negatively by many factors such as air pollution, toxins, 

noise, and pollution. Also, reduced owing to building environmental variables such as 

pollution-related ailments such as respiratory infections, asthma, and noise exposure, 

which over time can cause hearing impairment, hypertension, sleep disruption, anxiety, 

and depression. Social-economic variables such as money, education, and occupation 

may have an impact on an individual's daily life and QOL. At the same time, 

environmental features such as green space, a clean environment, safe parks, and a 

healthy lifestyle can reduce stress and are associated with better QOL in all four 

domains can positively impact QOL (Wong et al., 2018). The two primary elements of 

quality of life are physical and mental component scores. Changes in the dimensions of 
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physical and mental components among hemodialysis patients have been documented 

in the literature (Burlacu et al., 2019). 

There are additional disease-specific QOL variables. Hemodialysis may be a 

crucial component for ESRD patients. They face changes in their everyday lives as well 

as the continuation of their job, school, and life ambitions. A range of physical, 

emotional, and social challenges can affect their QOL. Nevertheless, some 

hemodialysis patients reported worse sleep quality, discomfort, exhaustion, vomiting, 

and decreased physical activity all of these factors would affect their QOL 

(Dembowska et al., 2022). hemodialysis patients report having a bad QOL due to their 

physical ailments, which include feeling exhausted, in pain, and frequently restless. 

This is because people no longer have the desire to live a great life and have begun to 

give up on the effects of the illness (Camacho-Alonso et al., 2018). Several variables, 

such as age, gender, duration of illness, frequency of hemodialysis therapy, and social 

support, might affect a patient's ability to improve their quality of life. With the help of 

these elements, it is anticipated that the patient will be able to adjust to and deal with 

environmental changes, developing coping skills in the process (Harahap, 2018). 

According to the literature, hemodialysis patients have a poor QOL, with a low mean 

level in various Western and non-Arab countries (Pilger et al., 2017; Tannor et al., 

2019).  

A multicenter cross-sectional observational study was carried out by Naseef et 

al. (2023) at different dialysis centers in Palestine aiming to investigate the factors 

influencing the QOL of hemodialysis patients (N=271) using the Kidney Disease 

Quality of Life (KDQOL-SFTM) questionnaire. The findings revealed that patients in 

Palestine had lower physical component summaries scores. Additionally, income and 
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educational status had a negative impact on the three dimensions of the questionnaire. 

Additionally, among the three primary domains, physical role, employment status, and 

emotional role had the lowest ratings. 

A study conducted at a multicenter, in Palestine among ESRD patients receiving 

hemodialysis therapy found that pain symptoms had a considerable detrimental effect 

on QOL. Also, elderly patients, females, those underweight or overweight, no formal 

education, the unemployed, those with low economic income levels, smokers, those 

with multiple comorbid conditions, and patients with longer dialysis histories were at 

higher risk of having worse QOL (Samoudi et al., 2021).  

In a study conducted at two of the largest hemodialysis centers in Saudi Arabia, 

the results found that higher education level, higher income, and longer duration on 

dialysis were factors associated with better QOL, while old age patients with a history 

of diabetes were factors associated with a poor QOL (Alghamdi et al., 2023).         

Medical therapies like hemodialysis might help people livelonger lives but they 

can also cause poor QOL and psychological discomfort. As a result, scientists have 

begun to investigate the function of SWB in improving QOL and decreasing 

psychological discomfort in hemodialysis patients. SWB is one of the essential 

dimensions of health that QOL may influence. The descriptive-analytical study aimed 

to examine the association between SWB and QOL in hemodialysis patients found a 

considerable positive relationship between various aspects of QOL and SWB (Ebrahimi 

et al., 2014).        Additionally, Fradelos et al. (2021) investigated the effect of 

spirituality on the QOL of ESRD patients undergoing hemodialysis. A cross-sectional 

study was carried out in six dialysis units in Greece. The sample included 367 patients. 

The findings found that spirituality and its components such as meaning in life and 
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peace had a favorable influence on QOL. Spirituality can improve the QOL of patients. 

The study has shown that patients who have good SWB will have better QOL and more 

satisfaction with their healthcare.  

Musa et al. (2022) carried out a quantitative, cross-sectional study to explore the 

relation between SWB, and QOL among Jordanian Muslim hemodialysis patient. They 

found patients had a moderate level of SWB, and a poor QOL. On addition, results 

revealed a significant moderate positive correlation between the SWB and its 

dimensions, and QOL. 

2.3. Summary   

In conclusion, the knowledge gap in this area is related to the need for more 

integrated research that investigates the relationships between spiritual well-being, 

psychological well-being, and quality of life among hemodialysis patients, as well as 

the potential benefits of interventions aimed at improving these aspects of well-being. 

The literature proposed that addressing the spiritual and psychological requirements of 

patients undergoing hemodialysis is important for their overall well-being and QOL. 

There is a lack of studies regarding these issues among Palestinian patients undergoing 

hemodialysis. Therefore, there is a need for further research to better understanding 

these relationships and to develop effective interventions that can improve the well-

being of these patients. 
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CHAPTER THREE 

METHODOLOGY 

3.1. Introduction 

This chapter describes the study design, study setting, identification of 

population and sample, the study instruments, data collection procedures, ethical 

considerations, and statistical analysis. 

3.2. Study Design 

This study adopted a cross-sectional, descriptive correlational design to assess 

SWB, PWB, and QOL for patients undergoing hemodialysis at the West Bank/ 

Palestine.  

3.3. Study Setting  

This study targeted all hemodialysis centers operating on the West Bank. A total 

of 11 hospitals, 10 governmental hospitals and one teaching hospital in the West Bank 

were selected to perform this study. These hospitals are: 

 An-Najah National University Teaching Hospital, Ramallah Governmental 

Hospital, Martyar Dr. Khalil.S. Governmental Hospital, Darweesh Nazal Governmental 

Hospital, Tubas Turkish Governmental Hospital, The Martyar Yaser Arafat 

Governmental Hospital, Jericho Governmental Hospital, Alhusien Governmental 

Hospital, Abo Alhasan Alqasem Governmental Hospital, Prince Alia Governmental 

Hospital, and Thabet Thabet Governmental Hospital. 

 An-Najah National University Teaching Hospital is located in Nablus and was 

established in 2013 jointly with the Faculty of Medicine and Health Sciences at 
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An-Najah. It’s classified as non-governmental and non-profit. It has a dialysis 

unit that serves 320 patients and 86 dialyzers machines. 

 Ramallah Governmental Hospital is a public hospital established in 1963. A 

decision was made in 2010 to make it the largest hospital in the West Bank 

(Palestine Medical Complex). The compound has a dialysis department that 

serves 280 patients with 60 dialyzer machines. 

 Martyar Dr. Khalil.S. Governmental Hospital in Jenin was established in 1961. 

The dialysis unit serves 184 patients, and they have just 30 dialyzer machines.  

 Darweesh Nazal Governmental Hospital in Qalqylia City also has a dialysis unit 

that consists of 14 dialyzer machines and serves 51 hemodialysis patients. 

 Tubas Turkish Governmental Hospital in Tubas City. The dialysis unit serves 49 

patients and has 12 dialyzer machines. 

 The Martyar Yaser Arafat Governmental Hospital in Salfit City. The dialysis 

unit serves 52 patients and has 17 dialyzer machines. 

 Jericho Governmental Hospital in Jericho. The dialysis unit serves 44 patients 

and has 15 dialyzer machines. 

 Alhusien Governmental Hospital in Beit Jala City. The dialysis unit serves 132 

patients and has 36 dialyzer machines. 

 Abo Alhasan Alqasem Governmental Hospital in Yatta City. The dialysis unit 

serves 80 patients and has 20 dialyzer machines. 

 Prince Alia Governmental Hospital in Hebron City. The dialysis unit serves 300 

patients and has 60 dialyzer machines. 

 Thabet Thabet Governmental Hospital in Tulkarem City. The dialysis units 

serve 134 patients and have 16 dialyzer machine. 
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3.4. Population and Sampling 

The target population of this study was patients diagnosed with ESRD who 

were undergoing hemodialysis at dialysis centers in West Bank /Palestine. 

Approximately 1,567 patients with ESRD were being treated with hemodialysis 

according to Health Annual Report-Palestine 2020 (MOH Palestinian, 2022). The 

participants were more than 18 years old and were of both genders at the HD units. 

The study's fieldwork was place between March 28 and August 10, 2023. The 11 

hospitals running on the west bank cared for all 413 hemodialysis patients.  

A convenience sampling method was employed. The study's sample frame, 

which exclusively took into account patients undergoing hemodialysis was consistent 

with the convenience sampling approach. This study's primary emphasis was on ESRD 

patients receiving hemodialysis at several dialysis services in the West Bank. 

Participants who met the inclusion criteria were recruited from the target centers, where 

the total number of ESRD patient’s number who undergoing hemodialysis in 11 

hospitals is 1620 patients. 

To determine the lowest requisite sample size, the sample size was calculated 

using G*Power software version 3.1.9.7 (Faul et al., 2009).  The P level was set at 

(.05). The power level was set at (.90), and the effect size (ES) set at (.05). This value 

of ES fell at the small effect size. Based on the entered values, the calculated total 

sample size (N) was 390 participants. 

 The number of patients from each center was determined according to the 

number of patients who received dialysis in those units. Based on the calculation of the 

minimum number of participants required for the study, it was recommended that the 

number of participants should not be less than 390 individuals. This number represents 
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25% of the total number of patients in each kidney dialysis center. Consequently, 25% 

of the patients in each kidney dialysis center were selected to be included in the study. 

The rationale for this choice was to make the percentage of patients included in each 

hospital representative of the percentage of patients undergoing hemodialysis in that 

hospital from the total number of patients served in all targeted centers.  

Inclusion criteria involved adult patients aged more than 18 years old, 

undergoing hemodialysis for at least 6 months, having ability to read and sign the 

consent form, and not currently undergoing transplant procedures. While the exclusion 

criteria included patients who have been diagnosed with mental or cognitive disorders, 

have an altered level of consciousness, patients on PD, and who refused to participate in 

the study. 

3.5. Study Instruments  

The self-structured questionnaire used to conduct this study and consisted of  

four parts: sociodemographic data; Spiritual Well-being Scale; Psychological Well-

being Scale; and WHOQOL-BREF. 

Sociodemographic data: developed by the investigator based on the literature. 

This part included age, gender, duration of dialysis, educational level, income/month, 

and marital status.  

Spiritual Well-being Scale (SWBS) was utilized to assess spiritual well-being. It was 

originally established by Paloutzian and Ellison (1982). This instrument consists of 

twenty questions of which ten odd-numbered items measure Religious Well-Being 

(RWB) and the other ten even-numbered questions measure Existential Well-Being 

(EWB).  A 6-point Likert scale scores these tools. Scores are from 1 (strongly disagree) 
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to 6 (strongly agree). In addition, 7 items have been scored in reverse. The overall SWB 

score was computed by summing responses to all 20 items after reversing the 

negatively worded items. The total scores of SWBS ranging from 20 to 120 with higher 

scores representing greater well-being (Ellison, 1983). The overall score of SWB has 

been classified into three levels: high (100-120), moderate (41-99), and Low (20-40) 

(Alshraifeen et al., 2020; Ebrahimi et al., 2014).  This tool is valid and reliable, where 

reliability coefficient using Chronbach’s alpha was 0.82 (Ebrahimi et al., 2014; Ellison, 

1983). The Arabic version of the SWBS was developed by Musa and Pevalin (2012) 

and has good construct validity with high internal consistency (Cronbach’s α = 0.82-

0.87)  (Musa & Pevalin, 2012) was used. In this study, the Cronbach’s alphas for the 

SWBS total score, RWBS, and EWBS are 0.74, 0.78, and 0.73, respectively. Thus, the 

spiritual well-being scale had an acceptable internal consistency reliability.  

 

Psychological Well-being Scale (PWBS), in which the short form of PWBS was used to  

measure PWB (Ryff & Keyes, 1995). This scale consisted of 18 items that assesses six 

aspects of positive psychological functioning associated with wellbeing: Self-

acceptance, Environmental Mastery, Positive Relations, Purpose in Life, Personal 

Growth, and Autonomy, with three items for each aspect. Responses ranged from 

strongly disagree (1) to strongly agree (6) on a Likert-scale. The overall psychological 

well-being score is computed by summing responses to all 18 items after reversing the 

negatively worded items. Reverse-scored items are worded in the opposite direction of 

what the scale is measuring. Consequently, the total scores of PWBS ranging from 18 

to 108 with higher scores representing greater well-being. The total score of PWB 
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categorized into three levels as follows: 18–42 reflected low, 43–63 indicated average, 

and 64 and higher score reflected  higher PWB (Kordan et al., 2019). This tool is valid 

and reliable, where a Cronbach's alpha ranged from 0.6 to 0.91 (Khanjani et al., 2014; 

Kordan et al., 2019; Ningrum & Kusumaningrum, 2022). The Arabic version of the 

PWBS was widely used and it has good construct validity with acceptable internal 

consistency (Cronbach’s α = .71) (Hamdan-Mansour et al., 2011). In this study, the 

PWBS had an acceptable internal consistency reliability, where Cronbach’s alpha for 

the total score was 0.73. It was also ranging from 0.71 (Positive Relations with Others) 

to 0.82 (Autonomy). 

  

WHOQOL-BREF was used to assess QOL and consists of 26 items rated on a 5-

point Likert-type scale items. The WHOQOL-BREF was divided into four domains: 

physical (7 items), psychological (6 items), social relationships (3 items), and 

environmental (8 items), in addition to two items related to overall health (WHOQOL 

Group, 1998). Each item is scored using a 5-point Likert scale, with 1 being the lowest 

possible score (very dissatisfied/very poor) and 5 being the highest possible score (very 

satisfied/very good). The WHOQOL-BREF manual was used to rate each domain with 

scores ranging from 4 to 20, in which higher scores indicating better functional domain 

status (WHOQOL Group, 1998). The scoring system for QOL domains and scale was 

calculated according to the mean, in which mean < 12.00 indicated low QOL and > 

12.00 reflected high QOL. The questionnaire demonstrates good internal consistency 

(Cronbach's alpha ranged between 0.66 for domain 3 and 0.84 for domain 1) and 

discriminant validity (WHOQOL Group, 1998). Many of studies have measured the 

validity and reliability of the WHOQOL-BREF instrument and approved it as a suitable 
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tool to measure QOL (Kalfoss et al., 2021; Yermakhanov et al., 2021). The Arabic 

version of the WHOQOL-BREF tool was tested and was valid and reliable (Malibary et 

al., 2019). The Arabic version of WHOQOL-BREF showed strong internal consistency 

reliability and validity (Almarabheh et al., 2021). In this study, Cronbach’s alpha 

coefficient for the full questionnaire was 0.89 and ranging from 0.75 (Social relations 

domain) to 0.85 (Environment domain). 

3.6. Data collection procedures 

After obtaining permissions from the required institutions, the investigator met 

the hospital managers and head nurses of the hemodialysis units in the target hospitals 

and with the nephrologists to clarify to them the purpose and significance of the study 

before data collection. All patients were undergoing hemodialysis as they came to 

dialysis units for regular dialysis sessions and eligible were included in this study. 

Then, the investigator met patients and clarified the purpose of the study and 

confidential issues, then informed consent was obtained from the participants. The 

researcher took into consideration the rights of the patients to choose the appropriate 

time for questionnaire filling because they may sense distress during dialysis sessions. 

The questionnaires were distributed to the participants’ before the dialysis session and 

collected when patients complete it.    

3.7. Data analysis 

The Statistical Package for Social Sciences (SPSS) version 26.0 software was 

used to analyze the collected data. Graphical displays (e.g., Q-Q plots) and normality 

tests (e.g., Shapiro-Wilk) were used to assess if quantitative variables were normally 

distributed. Descriptive analysis including the means, and standard deviations were 

used to analyze quantitative variables, while categorical variables were described in 
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percentages and frequencies. Inferential statistics were used to explore possible 

relationships and differences between the study variables. Requirements for parametric 

tests were satisfied, so one-way analysis of variance (ANOVA) and independent-

samples T tests were used to examine whether significant differences in the dependent 

variables existed between groups of the sociodemographic variables. To follow up 

significant differences in the levels of dependent variables, Fisher's least significant 

difference (LSD) test for pairwise comparisons was performed. Correlation analysis 

was used to examine associations between dependent variable (i.e., QOL) and other 

independent variables. To determine the significant predictors of the dependent variable 

(i.e., QOL), linear multivariate regression was performed. A p-value < 0.05 was 

considered statistically significant. 

3.9. Ethical considerations 

The study followed ethical guidelines and obtained necessary approvals and 

permissions. The study received approval from IRB of American Arab University, as 

well as consideration for dignity, integrity, and human rights. Permission was also 

obtained from the Palestinian Ministry of Health and the administrations of the target 

hospitals. Permission letters were obtained from the officials of An- Najah National 

University Teaching Hospital and the Palestinian Ministry of Health hospitals to 

conduct this study. Patients were given a consent form to participate in the study, which 

adequately informed them about the goals, methods, and possible conflict of interest. 

Patients were also informed about their right to refuse and withdraw from the study at 

any time without any consequences. The study ensured that patient information was 

managed under complete confidentiality and that no personal identifiers or patient 
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names were collected. Overall, it seems that the study followed ethical guidelines and 

took necessary measures to protect patient privacy and rights. 

3.9. Summary 

The chapter detailed the strategies and processes employed to achieve the 

study's objectives. The research design, the target participants and sample selection, 

sample size calculation, the tools used for data collection, the methods of data gathering 

and analysis, and the assessment of the instruments' validity and reliability have all 

been detailed in this chapter. As previously stated, the descriptive correlational research 

design with quantitative approach was deemed appropriate because the research 

focused on investigating the PWB, SWB, and QOL relationships among hemodialysis 

patients. Ethical standards were fully observed. Data analysis procedures were done 

considering their underlying statistical assumptions. For inferential statistics, levels of 

significance were set at 0.05 alpha levels. 
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CHAPTER FOUR 

RESULTS 

This chapter presents findings from data analysis. It includes socio-

demographic characteristics of participant, and it answers the study questions.   

4.1. Sociodemographic Characteristics of the Participants    

Table 1 shows the general characteristics of the sample. The findings revealed 

that 55.0% of the respondents were males, about two-thirds (67.3%) were married, and 

27.4% had a university degree. The mean age was 51.6 (SD ± 15.3) years. The mean 

monthly income was 2190.6 (SD ± 2062.5) ILS. The analysis also revealed that the 

mean duration of the disease was 5.1 (SD ± 4.2) years. 

Table 1: Sociodemographic characteristics of the sample (N = 413) 

Characteristic                  Categories n (%) mean (± SD) 

Gender                            Male 

                                         Female 

227 (55.0) 

186 (45.0) 

 

Marital status                 Single 

                                         Married 

                                       Divorced/widowed 

74 (17.9) 

278 (67.3) 

61 (14.8) 

 

Education                        Primary/ 

preparatory 

                                     High school   

                                     College/university 

157 (38.0) 

143 (34.6) 

113 (27.4) 

 

Age (years)                       < 35 

                                          35 – 44.9 

                                          45 – 54.9 

                                          55 – 64.9 

                                           ≥ 65                                       

70 (16.9) 

66 (16.0) 

79 (19.1) 

118 (28.6) 

80 (19.4) 

51.6 (± 15.3) 

Monthly income (ILS)     < 2000    

                                           2000 – 2999 

                                           3000 – 3999 

                                           ≥ 4000                                         

198 (47.9) 

101 (24.5) 

54 (13.1) 

60 (14.5) 

2190.6 (± 2062.5) 

Duration of disease          < 2 

(years)                                2 – 5.9 

                                           6 – 9.9 

75 (18.2) 

195 (47.2) 

93 (22.5) 

5.1 (± 4.2) 
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                                            ≥ 10                                         50 (12.1) 

n: number; % percentage; SD: Standard Deviation  

4.2. Research Question One: 

What are the levels of spiritual well-being, psychological well-being, and quality of 

life for patients undergoing hemodialysis at the West Bank? 

As shown in Table 2, the analysis revealed that the mean score of the overall 

PWB was (69.2 ± 8.6) out of 108 indicating that patients had a high level of PWB (i.e., 

score 64 or higher). The highest mean score was for autonomy (the mean was 12.4 ± 

2.3) and the lowest for the purpose in life (the mean was 10.4 ± 2.6).   

Concerning SWB, the mean score on the overall mean score of SWB was (90.1 

± 13.0) out of 120 indicating that patients had a moderate level (i.e., mean score from 

41 to 99). Furthermore, patients had a high level of religious well-being, were the mean 

score was (50.0 ± 7.7) out of 60, and a moderate level of existential well-being, were, 

the mean score was (40.1 ± 7.6) out of 60.  

Additionally, the mean score on the overall QOL was (11.8 ± 2.1) out of 20, 

indicating that patients had a relatively low level of quality of life (mean score is less 

than 12). Furthermore, patients had a relatively low level in the physical (the mean was 

11.0 ± 2.9 out of 20) and the environmental (mean score was 11.8 ± 2.6 out of 20) 

domains whereas they had a high level of psychological (mean score was 12.2 ± 2.5 out 

of 20) and the social relationships (mean score was 13.1 ± 3.4 out of 20) domains. 
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Table 2: Levels of PWB, SWP, and QOL among participants (N = 413) 

Scale/Domain 

 

No. of items Mean SD Possible scores 

range 

PWB 

Positive Relations with Others  3 10.9 2.5 3 – 18  

Self-Acceptance  3 12.0 2.8 3 – 18  

Autonomy  3 12.4 2.3 3 – 18  

Personal Growth 3 12.0 2.5 3 – 18  

Environmental Mastery 3 11.6 2.6 3 – 18  

Purpose in Life 3 10.4 2.6 3 – 18  

Overall  18 69.2 8.6 18 – 108  

SWB 

RWB 10 50.0 7.7 10 – 60 

EWB 10 40.1 7.6 10 – 60 

Overall  20 90.1 13.0 20 – 120 

QOL 

Physical health 7 11.0 2.9 4 – 20 

Psychological health 6 12.2 2.5 4 – 20 

Social relationships 3 13.1 3.4 4 – 20 

Environmental 8 11.8 2.6 4 – 20 

Overall 24 11.8 2.1 4 – 20 

SD: Standard deviation; PWB: Psychological well-being; SWB: Spiritual well-being; RWB: 

Religious well-being; EWB: Existential well-being; QOL: Quality of life 

 

4.3. Research Question Two: 

Are there any differences in the levels of spiritual well-being, psychological well-

being, and quality of life according to sociodemographic characteristics for 

patients undergoing hemodialysis at the West Bank? 
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Independent-sample T-test and one-way ANOVA were employed to explore if 

there were significant differences between the levels of perception of PWB, SWB, and 

QOL for hemodialysis patients according to their sociodemographic characteristics. 

The findings, as summarized in Table 3, shed light on several significant observations. 

Firstly, there were significant differences in the levels of PWBS between the groups of 

demographic variables: marital status, education, income, and duration of disease (i.e., 

p-value < 0.05). Secondly, the study revealed significant variations in the levels of 

SWBS across distinct demographic categories, including marital status, education, and 

age. These disparities were statistically significant, with p-values falling below the 0.05 

threshold.Lastly, the investigation yielded significant disparities in QOL based on 

demographic variables, namely marital status, education, age, and income. These 

distinctions in QOL were statistically significant, as demonstrated by p-values less than 

0.05. 

In order to analyze the pattern of significant differences in the means of PWBS, 

SWBS, and QOL levels according to significant sociodemographic variables groups, 

the LSD test for pairwise comparisons was performed. Our findings are demonstrated 

in Table 4. The analysis of significant pairs showed that: Married subjects' PWBS 

scores were higher than divorced/widowed. Higher education levels were associated 

with higher levels of PWBS. Especially, respondents with a university education had 

higher PWBS levels than those who had primary/high school education. Higher income 

levels were associated with higher levels of PWBS. That is, participants who earned 

3000 or more ILS had higher PWBS levels than those who earned less 2000 ILS. 

Levels of PWBS were negatively related to the duration of the disease. Participants 
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who recently suffered from the disease (period less than 2 years) had the highest levels 

of PWBS. 

Married Palestinian hemodialysis patients’ SWBS scores were higher than 

divorced/widowed. Higher education levels were associated with higher levels of 

SWBS (i.e., university-educated respondents had the highest scores). Generally, older 

participants had higher levels of SWBS than others except surprisingly those in the age 

category (55 – 64.9) who had the lowest scores.  

Divorced/widowed patients had the lowest QOL levels. Higher education levels 

were associated with higher levels of QOL, university/high school-educated subjects 

had highest scores. Overall, young participants (i.e., age < 35 years) had the highest 

Levels of QOL. Generally, higher income levels (i.e., income ≥ 3000) were associated 

with higher levels of QOL. 
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Table 3: Testing for significant differences in the levels of PWB, SWP, and QOL 

scale according to sociodemographic characteristics among participants (N = 413) 

 PWBS SWBS QOL 

Characteristic Mean (SD) p-

value 

Mean (SD) p-

value 

Mean (SD) p-value 

Gender         Male                       

                     Female                                                    

69.7 (8.7) 

68.7 (8.5) 

0.253 90.0 (13.6) 

90.3 (12.3) 

0.827 11.9 (2.2) 

11.8 (2.0) 

0.800 

Marital        Single 

status           Married            

                     Divorced/widowed                                                                        

68.6 (9.3) 

70.0 (8.6) 

66.7 (7.4) 

0.020
* 

89.3 (12.7) 

91.1 (13.4) 

86.7 (10.7) 

0.049
* 

12.1 (2.0) 

12.0 (2.1) 

11.8 (2.1) 

< 0.001
* 

Education   Primary/ 

preparatory                                                                  

                     High School     

                     College/university                                                                    

67.9 (8.7) 

69.0 (8.4) 

71.3 (8.5) 

0.005
*
 89.7 (13.0) 

88.3 (12.6) 

93.0 (13.1) 

0.013
* 

11.3 (1.9) 

11.9 (2.2) 

12.5 (2.1) 

< 0.001
* 

Age              < 35 

                    35 – 44.9 

                    45 – 54.9                                

                    55 – 64.9                                     

                    ≥ 65                                                                                                              

69.9 (8.6) 

70.7 (9.6) 

69.0 (8.1) 

67.7 (7.7) 

69.9 (9.5) 

0.151 87.1 (12.7) 

92.9 (14.0) 

91.9 (10.8) 

87.8 (13.9) 

92.0 (12.2) 

0.008
* 

12.5 (2.0) 

11.8 (1.8) 

11.9 (2.3) 

11.6 (2.0) 

11.8 (2.1) 

0.049
* 

Income       < 2000   

                    2000 – 2999 

                    3000 – 3999                                   

                    ≥ 4000                                                      

68.3 (8.7) 

68.8 (8.1) 

71.2 (8.3) 

71.4 (9.1) 

0.027
*
 90.1 (13.1) 

90.5 (12.1) 

89.8 (13.2) 

89.8 (14.4) 

0.983 11.5 (2.1) 

11.9 (2.0) 

12.2 (1.7) 

11.8 (2.1) 

0.001
* 

Duration    < 2 

                    2 – 5.9                                     

                    6 – 9.9                                                                          

                     ≥ 10                                                                        

72.4 (9.9) 

69.0 (8.1) 

68.0 (8.1) 

67.9 (8.7) 

0.004
* 

92.8 (12.9) 

89.3 (13.2) 

88.9 (12.6) 

91.4 (12.8) 

0.163 12.2 (1.9) 

11.9 (2.3) 

11.7 (2.0) 

11.8 (2.1) 

0.116 

SD: Standard deviation; PWBS: Psychological well-being scale; SWBS: Spiritual well-being; QOL: Quality 

of life; (*): Significant differences using independent-samples T test/one-way ANOVA (i.e., p-value < 0.05) 
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Table 4: LSD multiple comparisons test for the levels of PWBS, SWBS, and QOL 

scale according to sociodemographic characteristics among participants; only 

significant pairs are reported (N = 413) 

 

Characteristic 

PWBS 

Significant pairs 95% C.I for 

mean difference 

(I -J) 

p-value 

Category (I) Category (J) 

Marital status Married                                                                                       Divorced/widowed   (0.9, 5.7) 0.007
* 

Education University    

University  

Primary/Preparatory 

High school 

(1.3, 5.5) 

(0.2, 4.4) 

0.001
* 

0.031
* 

Income 

(ILS) 

3000 – 3999   

≥ 4000         

< 2000 

< 2000 

(0.4, 5.5) 

(0.6, 5.5) 

0.026
* 

0.016
* 

Duration 

(years) 

< 2  

< 2 

< 2 

2 – 5.9 

6 – 9.9 

≥ 10 

(1.1, 5.7) 

(1.8, 7.0) 

(1.4, 7.5) 

0.003
* 

0.001
* 

0.004
* 

 

Characteristic 

SWBS 

Significant pairs 95% C.I for 

mean difference 

(I -J) 

p-value 

Category (I) Category (J) 

Marital status Married                                                                                       Divorced/widowed   (0.8, 8.0) 0.018
* 

Education University    

University  

Primary/Preparatory 

High school 

(0.2, 6.5) 

(1.5, 7.9) 

0.035
*
 

0.004
*
 

Age (years) ≥ 65                                       

≥ 65  

45 – 54.9                                 

45 – 54.9 

35 – 44.9 

35 – 44.9 

< 35 

55 – 64.9 

< 35 

55 – 64.9  

< 35 

55 – 64.9 

(0.7, 9.0) 

(0.5, 7.8) 

(0.6, 8.9) 

(0.4, 7.7) 

(1.5, 10.3) 

(1.2, 9.0) 

0.021
*
 

0.026
*
 

0.024
*
 

0.030
*
 

0.009
*
 

0.010
*
 

 

Characteristic 

QOL 

Significant pairs 95% C.I for 

mean difference 

(I -J) 

p-value 

Category (I) Category (J) 

Marital status Single 

Married                                                                                       

Divorced/widowed 

Divorced/widowed     

(0.6, 2.0) 

(0.6, 1.8) 

< 0.001
* 

< 0.001
* 

Education University    

University  

Primary/Preparatory 

High school 

(0.7, 1.7) 

(0.1, 1.1) 

< 0.001
* 

0.028
*
 

Age < 35 

< 35 

55 – 64.9 

≥ 65 

(0.3, 1.5) 

(0.3, 1.6) 

0.006
*
 

0.006
*
 

Income 3000 – 3999   

≥ 4000 

≥ 4000                 

< 2000 

< 2000 

2000 - 2999 

(0.0, 1.3) 

(0.5, 1.7) 

(0.1, 1.4) 

0.036
*
 

< 0.001
* 

0.025
* 

LSD: Fisher's Least Significant Difference; PWBS: Psychological well-being scale; SWBS: 

Spiritual well-being; QOL: Quality of life; 

(
*
): Significant differences using LSD post hoc test (i.e., p-value < 0.05) 
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4.4 Research Question Three: 

What is the relationship between spiritual well-being, psychological well-being, 

sociodemographic characteristics, and quality of life for patients undergoing 

hemodialysis?  

Table 5 presents the bivariate correlations between the dependent variable (i.e., 

QOL) and the independent variables: PWBS, SWBS, and sociodemographic 

characteristics among participants. The analysis showed that: The PWBS and SWBS 

had statistically significant moderate positive correlations with the QOL. The income 

(respectively, the age) had statistically significant weak positive (respectively, 

negative) relationships with the QOL. Both marital status and education had 

statistically significant weak associations with the QOL, eta value between 0.2 and 0.4. 

By squaring the eta value, 4.4% (respectively, 5.5%) of the total variation in the QOL 

can be explained by marital status (respectively, education). Both gender and duration 

were not significantly associated with the QOL. 

Table 5: Correlations between QOL and PWB, SWB, and sociodemographic 

variables for hemodialysis patients (N = 413) 

Independent variables R p-value Measure type 

PWBS 

SWBS 

Age 

Income 

Duration 

Gender (Male) 

Marital status  

Education  

0.446
**

 

0.398
** 

- 0.147
**

 

0.165
**

 

- 0.081 

0.013 

0.211
** 

0.235
** 

< 0.001 

< 0.001 

0.003 

0.001 

0.099 

0.800 

< 0.001 

< 0.001 

Pearson 

Pearson 

Pearson 

Pearson 

Pearson 

Point-biserial 

Eta 

Eta 

PWBS: Psychological well-being scale; SWBS: Spiritual well-being scale;  

R: Correlation coefficient; 

(
*
): Association is significant at 0.05 level of significant (i.e., p-value < 0.05); 

(
**

): Association is significant at 0.01 level of significant (i.e., p-value < 0.01) 
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4.5. Research Question Four:  

What are the predictors of QOL for patients undergoing hemodialysis at the West 

Bank? 

Multiple linear regression was performed to determine the significant predictors 

of the QOL among the patients. The estimated model is summarized in Table 6. The 

residuals were approximately normal with constant variance, see Fig. 1 and Fig. 2. All 

independent variables explained about 30% of the total variation in QOL scores. 

Furthermore, the findings revealed the following conclusions: PWBS and SWBS had 

small positive statistically significant effects on the QOL scores. Single/Married 

participants had significantly higher scores on the QOL scale than the 

divorced/widowed participants. High School/University level participants had 

significantly higher scores on the QOL scale than the primary level participants. Age, 

income, duration, and gender had no significant effects on the QOL scores. 
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Table 6: Predictors of QOL among participants using multiple linear 

regression model (N = 413) 

Independent Variables  

B 

 

p-value 

95% confidence interval for B 

Lower bound Upper bound 

PWBS 

SWBS 

Age 

Income 

Duration 

Male 

Single
a
 

Married
a
 

High School
b
 

University
b
 

0.07 

0.04 

-0.01 

8.7 × 10
-5

 

- 0.03 

-0.13 

0.77 

0.60 

0.44 

0.58 

< 0.001
** 

< 0.001
** 

0.129 

0.068 

0.240 

0.497 

0.026
* 

0.025
* 

0.045
* 

0.018
* 

0.044 

0.026 

-0.024 

< 0.001 

-0.066 

-0.490 

0.093 

0.078 

0.010 

0.100 

0.091 

0.057 

0.003 

< 0.001 

0.017 

0.234 

1.439 

1.131 

0.864 

1.058 

Model summary R
2
 = 0.303, Adjusted R

2 
= 0.286, and F = 17.510 (p-value < 0.001)

 

SWBS: Psychological well-being scale; SWBS: Spiritual well-being scale; B: Unstandardized 

regression coefficient; R
2
: Multiple linear determination coefficient; (a): Reference category: 

divorced/widowed; (b): Reference category: Primary; 

(
*
): Variable is significant at 0.05 level of significant (i.e., p-value < 0.05); 

(
**

): Variable is significant at 0.01 level of significant (i.e., p-value < 0.01) 
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 Fig. 1. Simple scatter plot of the residuals against the predicted values 

Fig. 2. Normal Q-Q plot of residuals 
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CHAPTER FIVE 

DISCUSSION 

This chapter includes discussion of the study's findings based on the research questions.  

5.1. Discussion of the Study Findings  

5.1.1. Levels of SWB for hemodialysis patients 

Spirituality is one of the important mechanisms that aids in the adaptation to 

disease and stressful conditions (Santos et al., 2017). SWB is one of four dimensions of 

health (Pilger et al., 2017). It has two subscales; the first one is RWB, which denotes 

the satisfaction that comes from communication with a superior power (God). Whereas 

EWB refers to the effort of a person to discover and gain the meaning and purpose of 

human life (Ramezankhani et al., 2013). SWB has direct and major effects on personal 

health and is essential to human well-being (Ahmadifaraz et al., 2015).  

The level of SWB among Palestinian patients receiving hemodialysis was 

measured by using a valid and reliable scale consisting of 2 subscales EWBS and 

RWBS. The total mean score of SWB in patients with chronic diseases was 86.65 (P 

0.001, 95%, CI: 80.34-92.96), representing a moderate level of SWB (Tirgari et al., 

2022). In the current study, data revealed that the SWB level was moderate. This 

finding reflects that of another study done using the same instrument aimed at 

investigating the relationship between SWB and QOL among hemodialysis patients 

(Ebrahimi et al., 2014). This study is consistent with that of  Nia et al. (2012) study . 

Similarly, Musa et al. (2022) Musa et al. (2018)  examined the influence of the SWB 

among Jordanians hemodialysis patients using similar tool. Both studies reported that 

hemodialysis patients had on average moderate SWB levels. Such findings  could be 
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interpreted that  patients receiving hemodialysis experienced a variety of challenges, 

including food and fluid restrictions, job loss, frequent hospitalization, increased 

dependency, troubled sleep, exhaustion, fear of the future, a change in lifestyle, and 

loss of power to maintain physical activities (Mafi et al., 2019; Mollaoğlu & Başer, 

2021; Qaddumi et al., 2020). SWB is influenced by a combination of factors such as 

physical, emotional, and social. Further, the mean age of participants (51.6 ± 15.3) 

years, it has been also reported that spirituality increases with age and positively 

influences well-being among the elders (Musa et al., 2018; Saleem & Sajid, 2015; 

Zimmer et al., 2016). 

Moreover, the analysis also showed that participating patients had a high level 

of RWB (the mean score was 50.0 ± 7.7 out of 60) and a moderate level of EWB (the 

mean score was 40.1 ± 7.6 out of 60). which is consistent with the results reported by 

Pilger et al. (2017) moderate SWB and EWB, and high levels of RWB. Silva et al. 

(2009) conducted a research to measure the SWB of chronic obstructive pulmonary 

disease patients which found the same means as those in the current study. Their data 

showed moderate levels of total SWB, with a mean score of 94.8, and higher scores 

were reported in the RWB (the mean was 51.50 out of 60) than EWB (the mean was 

43.37 out of 60).  These results indicated that patients had a positive understanding of 

their relationship with God.  Despite the tension and limits forced by ESRD and its 

treatment journey, patients reported a sense of well-being correlated to their beliefs and 

moderate levels of life purpose and meaning. On the other hand, Musavi Ghahfarokhi 

et al. (2020) reports moderate level at SWB, RWB, and EWB. In a Canadian study of 

hemodialysis patients, the mean scores for EWB and RWB were lower, 42.9 and 38.8, 

respectively (Davison & Jhangri, 2010). The variance in the results could be attributed 
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to the differences in the cultural, religious backgrounds, and ethnic backgrounds of the 

participants. 

5.1.3 The relationship between SWB and sociodemographic characteristics for 

patients undergoing hemodialysis at the West Bank 

Married patients in the current study also reported higher levels of 

SWBS/EWBS, which is consistent with a previous study conducted by Yaghoobzadeh 

et al. (2018) The study showed that SWB is related to marital status. It could be argued 

that, in married people, tend to have high levels of SWB as they have higher levels of 

hope. Married people may share their aims and upcoming goals with their partners, 

which may encourage them to be more optimistic about achieving their 

objectives(Cheung, 2016) 

Regarding the educational level. The current study revealed that higher 

education levels were associated significantly with higher levels of SWB. This finding 

adds to the previously reported results derived from the other literature (Fradelos, 

2021). it is widely accepted that during times of crisis, such as suffering from chronic 

illness, life-threatening conditions, or end stage disease, people tend to be more 

spiritual in their attempts to find meaning in their disease (Fradelos, 2021; Raja 

Lexshimi et al., 2014). In addition, patients with higher education levels have better 

chance to gain a job or may be retired from work and receive a pension.   

In this study, it was observed that older patients reported higher scores of SWB, 

RWB, and moderate EWB. These findings showed that elderly participants 

demonstrated stronger religiosity than younger ones. Studies have consistently pointed 

out that as patients age their inclination in the direction of religious beliefs inclines to 

increase (Cruz et al., 2017). That is in line with previous investigations, it has been also 
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stated that spirituality grows with age and positively influences well-being among the 

elders (Cruz et al., 2016; Moreira-Almeida et al., 2010; Zimmer et al., 2016). Older 

patients tend to participate more frequently in religious activities, often regarding these 

activities as their predominant social engagements. Notably, they consider religion as a 

significant source of support, (Kaplan & Berkman, 2011). Contradictious to result that 

reported by Alshraifeen et al. (2020) older age was associated with higher depression 

and lower spiritual level. 

5.1.4.. Levels of PWB for hemodialysis patients 

PWB involves humans determined for happiness through personal growth and 

finding purpose in their lives. It involves feeling positive emotions like satisfaction, 

happiness, self-assurance, and interest. This concept goes beyond lake stress absence 

and the absence of other psychological problems(Ryff & Keyes, 1995). 

PWB among Palestinian patients receiving hemodialysis was measured by using 

a valid and reliable instrument Ryff’s 18-item (Ryff, 1989). The study's findings 

revealed that the PWB of hemodialysis patients was high, as their mean scores were 

higher than the average score on the scale (69.2 out of 108). This result corresponds to 

Aini and Wahyu (2020b) proved in their study among hemodialysis patients. These 

findings are also consistent with the results of Asaah (2020) in their study to measure 

the influence of religiosity on PWB of patients receiving hemodialysis. In addition, 

contravene with other literatures showed moderate level of PWB (Hamdan-Mansour et 

al., 2015; Rezaei et al., 2018). 

Most hemodialysis patients were between moderate and high PWB thresholds. 

Results from the various domains also revealed high levels of PWB across five 

components with mean scores above the average score on each component, except the 
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mean score in purpose in life were moderate. It could be argued that hemodialysis 

patients when granted the appropriate environment tend to develop a sense of personal 

control over their lives by actively making decisions that influence them (autonomy). 

They also displayed a sense of control and mastery over their environmental problems, 

as well as positive adaptation to changes inherent in their ecological system 

(environmental mastery). Despite their poor physical condition, they recognized and 

accepted many elements of themselves, including both good and negative attributes, 

and felt happy about their prior lives (self-acceptance). Patients reported they had 

warm, pleasant, and trustworthy connections with others, they cared about the well-

being of others, and they recognized the reciprocity of human interactions (positive 

relationships). The findings also indicated that patients felt a need for ongoing personal 

development, progress, and expansion in the face of new learning opportunities in life. 

The findings also revealed that patients felt oriented toward their life goals, that there 

were meanings to their present and past lives, and that they had beliefs, ambitions, and 

aspirations that provided (life purpose) (Ryff, 1989). 

The highest-scoring PWB dimension in this study was autonomy. This is due to 

the longer period of hemodialysis therapy that supplied them with actual information 

about their disease. This requires the patients to better understand their food 

restrictions, prescription medications, and how to avoid infections and complications. 

These results are consistent with that of Helali et al. (2022) who evaluated the 

association between locus of control and PWB among hemodialysis patients. Their 

results presented that the highest proportion of patients had a high level of autonomy. 

This finding controverts a result of previous research to assess the perceived autonomy 

among CKD stage four patients who report poor autonomy(Jansen et al., 2010).  
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The lowest scoring PWB dimension in this study was purpose in life, which 

considered a moderate level. This could be attributed to stepping into a new difficult 

position in life inhibiting the emergence of new options, allowing life's purpose to 

change. Furthermore, hemodialysis therapy causes loss of independence, reliance on 

the caregiver, interruption in social life, and financial difficulties. Furthermore, the 

hemodialysis schedule disrupts the patient's holidays, activities, and capacity to enjoy 

life. 

 5.1.5 The relationship between PWB and sociodemographic characteristics for 

patients undergoing hemodialysis at the West Bank 

Regarding marital status, married patients reported greater levels of 

psychological well-being than widowed or divorced. Similarly, in a study done by 

Momtaz et al. (2011), they explain their findings that Marriage, especially in traditional 

cultures, is seen as a key source of social support for couples, resulting in greater levels 

of PWB among married individuals. On addition, Marriage tend to improves PWB by 

providing a source of self-esteem. Furthermore, married patients are more likely to 

benefit from a supportive relationship and experience less loneliness. Marriage, too, 

gives stability and a network of support, which may assist couples in dealing with life's 

stresses (Badahdah et al., 2020). Unmarried people have worse psychological well-

being than married people because they lack the social and financial advantages that 

married people enjoy (Schulz et al., 2006).   

Higher education levels were associated with higher levels of PWBS. These 

results agree with the result reported in a previous study aimed to assess PWB among 

elderly people which found there is a positive correlation between education degree and 

PWB (Momtaz et al., 2011). This could be attributed to higher education level. 
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University degrees develop critical thinking; provide patients with the opportunity to 

obtain a job that will ensure financial security. Moreover, the educational level tends to 

enhance patients social relationships, and self-satisfaction, improving PWB.  

In addition, patients' income appears to play an important role in PWB among 

patients. Higher-income levels were associated with higher levels of PWBS. This result 

is consistent with previous literature which found that income is a significant QOL and 

PWB (Kaplan et al., 2008; Timkova et al., 2021). Patients with higher income levels 

can meet their basic requirements such as food, shelter, and health care, resulting in a 

better degree of PWB. Levels of PWB were negatively related to the duration of the 

disease. Participants who recently suffered from the disease (period less than 2 years) 

had the highest levels of PWBS. Ongoing hemodialysis and complications associated 

with ESRD can have a significant impact on their physical and psychological. Factors 

such as the burden of treatment, and limitation of physical activity. Moreover, the long 

duration of  hemodialysis means that patients are less hopeful regarding kidney 

transplantation. Such reason may result in uncertainty about the future and can 

contribute to lower PWB. However, no attention has been paid in the existing  literature 

for the duration of disease and PWB. 

5.1.6 Levels of QOL for hemodialysis patients 

Patients' QOL is negatively impacted by ESRD. With negative consequences 

seen in the social, environmental, physical, and psychological aspects (Tran et al., 

2022). The QOL of these hemodialysis patients must be appropriately taken into 

account given the severity of the illness and its protracted duration. QOL is becoming a 

crucial outcome indicator for evaluating hemodialysis patients, monitor their 

development, and evaluate the effectiveness of their disease management (Ravindran et 
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al., 2020). Patients in this study were found to have poor QOL (11.8 ± 2.1) out of 20. 

These results confirm that this validates prior results that patients with ESRD have a 

much lower QOL than the general population of healthy people(Musa et al., 2022; 

Sathvik et al., 2008).  The same finding reported by a recent study conducted in 

Palestine, which aimed to finding the correlation between chronic pain and QOL 

among hemodialysis patients (Ishtawi et al., 2023). This could be attributed to ESRD as 

a chronic disease in nature that limits physical activity, causes chronic pain, is time-

consuming many times weekly at dialysis centers, loss of ability to work leads to 

financial insufficiency these factors and others will lead to decreased QOL (Ravindran 

et al., 2020). 

Four domains influence a patient's QOL. In this study result present patients had 

the lowest score mean in the physical health domain. In a comparable research 

conducted in the West Bank of Palestine using the EQ-5D instrument, QOL scores in 

the physical domain were the lowest (Zyoud et al., 2016). It corresponds with the result 

reported in a study conducted among hemodialysis patients in Indonesia (Pompey et al., 

2019). The poor mean score for the physical health aspect might be due to symptoms 

associated with ESRD. Such as limitations in activity and independence. Participants in 

this study reported low scores in the environment domain. In line with previous 

literature (Anees et al., 2011; Ranabhat et al., 2020). Interesting to note that patients did 

not have enough income, and they spent 3 to 4 hours two to three times weekly 

receiving hemodialysis therapy.  So they didn't have enough time for vacation 

activities, little chances for new information, gain aid, activities, and financial resources 

resulted in low scores in the environmental domain (Buni, 2023). 
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The highest score was found in social relationships (the mean score was 13.1 ± 

3.4 out of 20). This result is in line with findings in a similar study using the same tool 

(NC & Sivakumar, 2023). The findings of this study are consistent with the findings of 

Alshraifeen et al. (2020), who observed that hemodialysis patients score satisfactorily 

in their social relationships. This finding reflects how family and social support achieve 

patients' social needs (Buni, 2023). Patients in Palestine belong to extended families 

and share their joys and sorrows. This unlimited support helps to improve social 

relations. On the other hand, the majority of the participants in this study were married 

and transferred their feelings to people close to them, indicating that social support 

affects the QOL. Regarding psychological health, patients report higher scores (mean 

score was 12.2 ± 2.5 out of 20), in line with previous literature (Pompey et al., 2019). 

Patients with chronic diseases such as ESRD can turn to psychological coping, seeking 

an understanding of solutions to their disease's symptoms. 

5.1.7 The relationship between QOL and sociodemographic characteristics for 

patients undergoing hemodialysis at the West Bank 

Marital status is found to be one of predictors for QOL. Single/Married 

participants significantly achieved higher scores on the QOL scale than the 

divorced/widowed participants.  This finding is  consistent with other research, which 

showed that patients who were bereaved or divorced scored worse in QOL than those 

who were married or unmarried (Abdulqader & Ali, 2023; Iqbal et al., 2020). Because 

they have lost most of their physical capacities and are emotionally exhausted, 

hemodialysis patients require additional social and psychological assistance, especially 

because it is more challenging for anybody living alone with this illness. Another study 

conducted in Bahrain showed that marital status did not affect statistically the total 
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scores of the QOL. they explain the result due to strong family relations, even widow 

and divorced usually acquire satisfactory social and economic support from their 

relatives that assist them  to deal  with their condition (El-Habashi et al., 2020). 

                Regarding educational level, it was also found that there were statistically 

significant differences in QOL according to educational level for HD patients. 

Generally, higher education levels were predicted to have better levels of QOL 

parameters. University-educated patients had the highest scores in terms of overall 

QOL, satisfaction with health, and physical domains. On the other hand, 

University/high school-educated subjects had higher scores than those who had primary 

education in the domains of psychological and environmental. This result is 

incompatible with a  Jordanian study conducted by  Shdaifat and Manaf (2012)  It was 

found that there was no relationship between level of education and QOL. While 

consistent with another study showed that hemodialysis patients who had a high 

educational degree had a better QOL(Gerasimoula et al., 2015).  Maybe education 

allows a deep understanding of the disease and improves compliance with the treatment 

plan (García-Llana et al., 2013). Another clarification is that advanced education may 

reflect better income and consequently the ability to have enough money for treatment. 

Age seems to negatively affect physical health. Young participants had the 

highest score in the physical domain. Many studies have confirmed such finding. For 

instance,  Zyoud et al. (2016) for example, examined the variables influencing patients' 

QOL while living with hemodialysis in Palestine. The findings of this study revealed 

that age was one of the most significant sociodemographic characteristics connected 

with hemodialysis related QOL. While older had the lowest score these findings 

corresponded with the finding of many studies (Ravindran et al., 2020; Rehman et al., 
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2020; Theofilou, 2012).  This decrease in scores with age could attributed by the fact 

that as people age, their physical health, including their energy level, work capability, 

and sleep quality, deteriorates. Additionally, older patients had worse overall health and 

more comorbid diseases than younger ones (Naseef et al., 2023). 

In the current study, higher income was associated with better levels of overall 

QOL, and satisfaction with health, psychological, and environmental domains. Joshi et 

al. (2017) reported that patients with higher income are associated with better three 

domains of the psychological domain, environmental domain, and overall perception of 

general health. In fact, people with greater incomes can easily afford better care, and 

meet their demands. Financial stability should also result in higher self-esteem, a sense 

of fulfillment, and less fear about the future, all of which improve QOL. This may also 

be the reason for a positive correlation between income and psychological and 

environmental domains of QOL in this study. The same pattern of QOL and its relative 

to income were also reported in other studies (Lemos et al., 2015; Ogutmen et al., 

2006). 

 

5.1.8 The relationship between SWB, PWB, and QOL for patients undergoing 

hemodialysis. 

               The findings of the current study revealed a moderate level of SWB and a 

high level of PWB.  The current results showed Palestinian hemodialysis patients 

suffering from poor QOL. This is consistent with previous studies with samples from 

different nations, beliefs, and religious circumstances. Many studies conducted in Arab 

Muslim countries (Lazarus, 2019; Nabolsi et al., 2015) stated that hemodialysis patients 

have a low level of QOL. Pearson Correlation analysis between QOL with SWB, and 
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PWB had statistically significant moderate positive since (r= 0.398, p <0.001) (r = 

0.446, p <0.001), respectively. A systematic review of 311 studies conducted between 

January 1980 and December 2018, with a total of 9,265 hemodialysis patients, showed 

a positive relationship between spirituality and hemodialysis patients' QOL (Burlacu et 

al., 2019). Additionally, another study conducted by Ebrahimi et al. (2014) in Iran 

country among Muslim hemodialysis patients, reported low to moderate positive 

correlation coefficients between SWB and several dimensions of QOL. 

This study found that SWB is one of the predictors of the QOL level according 

to multiple linear regression analysis shows. SWBS had small positive statistically 

significant effects on the QOL scores. Spirituality may be used as a coping method by 

the patient, particularly as a source of fulfillment, serenity, strength, and support, to 

assist overcome the negative consequences of physical and psychological complication 

connected with their disease and treatment (Musa et al., 2018). Many Muslims find that 

their relationship with God, spiritual principles, and formal ceremonies provide them 

with a sense of relaxation and well-being at during their suffering and disease(Musa et 

al., 2022). Even in extreme suffering, spiritual and religious beliefs can bring purpose, 

hope, and solace. Furthermore, spirituality can aid in the preservation and enhancement 

of QOL(Pilger et al., 2017).  

            Multiple linear regression analysis showed PWB is one of the predictors for 

QOL. PWBS had small positive statistically significant effects on the QOL scores. 

Meaning that patients who have higher levels of PWB incline to have a higher QOL. 

This result is consistent with previous research which aimed to assess the relationship 

between PWB and QOL among physically disabled and normal employees reported a 

significantly positive correlation between them (Kanwal & Mustafa, 2016). Another 
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study conducted by  Ma et al. (2021) aimed to examine the correlation between mental 

health status and QOL) in hemodialysis patients, It found  poor psychological states 

were more significantly associated with decreased QOL. A growing body of evidence 

suggests a link between increased PWB and improved overall health and QOL (Cohen 

et al., 2016; Feller et al., 2018). An interaction of factors characterizes the relationship 

between PWB and QOL. Patients with higher PWB frequently have more positive 

emotions, better coping abilities, and a stronger sense of purpose in life, all of which 

contribute to a higher QOL (Tang et al., 2019). Furthermore, increased PWB is linked 

to improved physical health outcomes and healthier behaviors, increasing their total 

well-being. Furthermore, PWB increases the quality of social interactions, providing a 

supporting system that improves overall QOL(Perry et al., 2015). 

5.2 Conclusion  

             This study was conducted to assess the SWB, PWB, and QOL among patients 

undergoing hemodialysis at the West Bank. Using a cross-sectional, descriptive 

correlational design at multi-hemodialysis centers, 413 participants were recruited for 

this study following the convenience-sampling method. Results can infer that patients 

exhibit a moderate level of SWB and a high level of PWB. This implies that many 

patients use spiritual and psychological resources to cope with the consequences of 

their disease. As part of holistic care, healthcare practitioners must identify and support 

various elements of patients' well-being. 

The current study indicates that the overall QOL of hemodialysis patients is 

poor. The study emphasizes the significant burden and challenges that these patients 

encounter in their everyday lives, including their physical health and mental well-being. 

Improving QOL should be a top priority for healthcare practitioners and stakeholders. 
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Marital status, educational level, SWB, and PWB were identified as significant 

predictors of QOL. These characteristics highlight the necessity of addressing 

hemodialysis patients' social, psychological, educational, and spiritual requirements in 

order to improve their overall QOL. Healthcare practitioners and authorities in 

Palestine should explore tailoring treatments and support services for hemodialysis 

patients. This study, for example, provides crucial insights into the factors impacting 

hemodialysis patients' QOL and indicates avenues for treatments to improve their 

overall well-being. These findings may be built upon in future research and healthcare 

activities to better the lives of hemodialysis patients. 

5.3 Limitations of the Study 

1- This study's primary limitation is that it had a cross-sectional design. All the 

variables that could have an impact on SWB, PWB, and QOL could not be measured. 

Additionally, this design does not allow for a clear cause-and-effect relationship. 

2- Another constraint to consider is that the results' capacity to be generalized will be 

less when we utilize the convenience sampling approach. 

5.4 Recommendations:  

Based on the study findings, the researcher would recommend the following:  

1- Create and implement comprehensive education programs for patients. These 

programs should focus on increasing the understanding of patients about the disease, 

treatment options, dietary restrictions, and lifestyle modifications to help patients better 

manage their condition. 

2- Incorporate spiritual health and psychological well-being support into the treatment 

plan.  Offer counseling services and support groups to help patients cope with the 
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challenges associated with hemodialysis. Engaging in spiritual practices, such as 

inviting a religious leader ( Sheikh) to provide teachings and sermons, and reciting 

passages from the Holy Qur'an during the course of treatment. Because these services 

will ultimately improve the QOL. 

3- Develop rehabilitation programs to help patients regain independence and improve 

their physical health and overall QOL. 

4- Encourage multidisciplinary Collaboration between nephrologists, psychologists, 

hemodialysis nurses, and family is crucial to jointly enhance the focus on improving the 

well-being of hemodialysis patients. 

5- The development of financial resources for ESRD patients’ needs to be expanded, 

which will enhance QOL. 

6- Support future research into improving hemodialysis techniques and technologies to 

make treatments more efficient and less burdensome for patients 

7- Development of nursing practices and formulate guidelines for providing nursing 

care regarding spiritual wellbeing, psychological wellbeing, and quality of life  
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ANNEX 4  

Consent Form and Questionnaire  

 انجبيعت انعشبَت الأيشٍكَت

 انذساسبث انعهَب كهَت 

انًشضي انزٍٍ ٍخضعوٌ نغسَم انكهي : انشفبِ انُفسٌ، انشفبِ انشوحبٌَ ، وجودة انحَبة انصحَت بٍَ  دساست حول: 

 ". فٌ انضفت انغشبَت/ فهسطٍَ

انًشضي انزٍٍ ٍخضعوٌ نصحَت بٍَ انُفسٌ، انشفبِ انشوحبٌَ ، وجودة انحَبة ا  تمََى انشفبِرٖذف ٕزٓ اىذساعخ اىٚ " 

 ". نغسَم انكهي فٌ انضفت انغشبَت/ فهسطٍَ

اىَشػٚ اىْفغٜ، اىشفبٓ اىشٗحبّٜ ، ٗخ٘دح اىحٞبح اىظحٞخ ثِٞ اىشفبٓ   ىَغزٕ٘ٙزٓ اىذساعخ عز٘فش رقَٞٞب دقٞقب ٍْٗبعجب  

أفؼو ٗارخبر الإخشاءاد أخو رط٘ٝش ثشاٍح طحٞخ  اىزِٝ ٝخؼؼُ٘ ىغغٞو اىنيٚ فٜ اىؼفخ اىغشثٞخ/ فيغطِٞ ٍِ

اىلاصٍخ  ىيزقيٞو ٍِ ٕزٓ اىَشنيخ. خَٞغ اىَؼيٍ٘بد ع٘ف رؼبٍو ثغشٝخ ربٍخ ٗىِ رؼُطٚ أٝخ ٍؼيٍ٘بد ثحٞث َٝنِ 

شبسمخ فٜ الاعزجٞبُ. ػيَبً ثؤّٔ ٝحق لأٛ شخض ٍشبسك فٜ الاعزجٞبُ الاّغحبة فٜ أٛ  ٍُ شبسك أٗ  ٍُ اىزؼشف ػيٚ أٛ 

 ٗقذ أساد. 

بَٕزنٌ/ ٍغبَٕزنِ فٜ رؼجئخ ٕزا الاعزجٞبُ. اخبثخ الأعئيخ ٝؼزَذ ػيٚ ٍب رؼشفٔ أٗ رقً٘ ثٔ فٜ ٍغ شنشٛ ٗرقذٝشٛ ىَغ

اى٘اقغ. فلا ر٘خذ اخبثبد طحٞحخ أٗ خبؽئخ. اىشخبء اىزؤمذ ٍِ قشاءح مو عئاه، ٗٗػغ الإخبثخ اىَْبعجخ ىنو عئاه 

 رف٘ٝغ خطٜ.ثخ فبُ ٍ٘افقزل ػيٚ رؼجئخ الإعزجٞبُ ٕ٘ ثَثبٗىزا ٗاىزٜ رطبثق سأٝل. 

 ٗرقجي٘ا فبئق الإحزشاً

  ىجٞت ػطب اىششٝف : ػطب اعٌ اىجبحث

 ؽبىت ٍبخغزٞش

 د. ٍينٔ ٍيل     اششاف : د. ػَبد اث٘ خؼش 
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 0598180551ىلاعزفغبس : 

انشفبِ انُفسٌ، انشفبِ انشوحبٌَ ، وجودة انحَبة انصحَت بٍَ انًشضي انزٍٍ ٍخضعوٌ استببَت حول: 

 نغشبَت/ فهسطٍَنغسَم انكهي فٌ انضفت ا

 

           :انعًش…………………. 

               أَثي                  انجُس:          ركش 

       :أسيم/ أسيهت             يطهك/ يطهمت                    يتزوج/ يتزوجت أعزة / عزببء                  انحبنت الاجتًبعَت 

         بكبنوسٍس فًب فوق     ثبَوً                اعدادي                                            ابتدائي   المستوى التعليمي 

  الدخل الشهري: ...............................بالشيقل 

 يذة الإصببت ببنًشض: ............................ببنسُواث 

 

 انشفبِ انُفسٌ مقياس -2

ػيٚ الاخزٞبس اىزٛ ٝذه ػيٚ ٍذٙ ر٘افقل اٗ ػذً ر٘افقل ٍغ مو خَيخ )√( خبثخ ػيٚ الأعئيخ اىزبىٞخ ث٘ػغ اشبسح أسخ٘ اىزنشً ثبلا

لا أوافك -4أوافك               -3     أوافك بذسجت يتوسطت    -2           = أوافك بذسجت كبَشة   1حَث أٌ  .ٍِ اىدَو اىزبىٞخ   

كبَشة جذلا اوافك بذسجت = 6          لا اوافك بذسجت يتوسطت= 5  

لا اوافك 

 بذسجت كبَشة 

لا اوافك 

بذسجت 

 يتوسطت

اوافك  اوافك لا اوافك

بذسجت 

 يتوسطت

اوافك 

بذسجت 

كبَشة 

 جذا

 انعببسة

 ىقذ مبُ اىحفبظ ػيٚ اىؼلاقبد -1      

 .ىٜ أٍشًا طؼجًب ٍٗحجطًب ثبىْغجخ  اى٘ثٞقخ    

ػيٚ ٗ بءٍؼطٝظفْٜ اىْبط ثؤّْٜ شخض  -2      

 .اٟخشِٝ اعزؼذاد ىزقبعٌ ٗقزٜ ٍغ 

 اىؼلاقبد اىثقخ ٗ ىٌ أخزجش اىنثٞش ٍِ -3      

 .ٍغ اٟخشِٝ حََٞخاى   

 .أّب أحت ٍؼظٌ أخضاء شخظٞزٜ -4      

أمُ٘  ،حٞبرٜػْذٍب أىقٜ ّظشح ػيٚ قظخ  -5      

 انذًٍوغشافَتانًعهويبث -1
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 .الأٍ٘س حزٚ اُٟٗعٞش عؼٞذاً ثنٞفٞخ رط٘س 

لا اوافك 

 بذسجت كبَشة 

لا اوافك 

بذسجت 

 يتوسطت

اوافك  اوافك لا اوافك

بذسجت 

 يتوسطت

اوافك 

بذسجت 

كبَشة 

 جذا

 انعببسة

 أشؼش ثخٞجخ أٍو ٍِ ّ٘اذ مثٞشح  -6      

 .ثشؤُ اّدبصارٜ فٜ اىحٞبح    

 .آساء ق٘ٝخ أٍٞو اىٚ اىزؤثش ثؤشخبص ىذٌٖٝ  -7      

 ىذٛ ثقخ فٜ آسائٜ اىخبطخ ، حزٚ  -8      

 .ّذ ٍخزيفخ ػِ آساء اٟخشِٝى٘ مب   

 أحنٌ ػيٚ ّفغٜ ثَب أػزقذ أّٔ  -9      

 .ٗىٞظ ٍِ خلاه قٌٞ اٟخشِٝ ،ٌٍٖ    

 ثبىْغجخ ىٜ ، مبّذ اىحٞبح ػَيٞخ  -10      

 .ٍغزَشح ىيزؼيٌ ٗاىزغٞٞش ٗاىَْ٘      

ردبسة    أػزقذ أّٔ ٍِ اىٌَٖ أُ ٝنُ٘ ىذٛ -11      

 .ػِ ّفغٜ ٗاىؼبىٌ رفنٞشٛ  خذٝذح رزحذٙ ؽشٝقخ

رغٞٞشاد   ىقذ رخيٞذ ػِ ٍحبٗىخ اخشاء -12      

 .ٗقذ ؽ٘ٝو  مجٞشح فٜ حٞبرٜ ٍْز

 .اىٍٞ٘ٞخ ب ٍب رحجطْٜ ٍزطيجبد اىحٞبح غبىجً  -13      

 ثشنو ػبً ، أشؼش أّْٜ ٍغئٗه  -14      

 .ػِ اى٘ػغ اىزٛ أػٞش فٞٔ     

 .اىٍٞ٘ٞخ بحّب خٞذ فٜ اداسح ٍغئٗىٞبد اىحٞأ -15      

 ثؼغ اىْبط ثلا ٕذف فٜ  ٝؼٞش -16      

 .اىحٞبح ، ىنْْٜ ىغذ ٗاحذاً ٌٍْٖ      

ً أػٞش اىحٞبح ٝ٘ -17        ثًٞ٘ ٗلا أفنش ٍب

 .حقًب فٜ اىَغزقجو      

 ؤّْٜ فؼيذ موثأشؼش أحٞبًّب  -18      

 .ٍب َٝنْْٜ فؼئ فٜ اىحٞبح      

 



86 

 

 انشفبِ انشوحبٌَ مقياس -3

عهي الاختَبس انزً ٍذل عهي يذى توافمك او عذو توافمك )√( جو انتكشو ببلاجببت عهي الأسئهت انتبنَت بوضع اشبسة أس

 أوافك -3       بذسجت يتوسطت   أوافك -2     = أوافك بذسجت كبَشة       1أٌ حَث  .يع كم جًهت يٍ انجًم انتبنَت 

كبَشة     وافك بذسجت ألا  -6                 وافك بذسجت يتوسطتألا  - 5                      لا أوافك  -4              

لا اوافك 

بذسجت 

 كبَشة جذا

لا اوافك 

بذسجت 

 يتوسطت

اوافك  اوافك لا اوافك

بذسجت 

 يتوسطت

اوافك 

بذسجت 

 كبَشة جذا

 انعببسة

  لا اشؼش ثبسرٞبذ فٜ ٍْبخبرٜ ٗر٘عيٜ .1      

 .اىٚ الله

رٞذ، اٗ أٗ ٍِ اِٝ أأّب، لا اػيٌ ٍِ   .2      

 .ٍب عٞنُ٘ ٍظٞشٛ

ُ الله ٝحجْٜ ٗٝحفظْٜ اأإٍِ  .3      

 .ثشػبٝزٔ

 .ُ اىحٞبح رذػ٘ ىيزفبإهأسٙ أ .4      

ُ الله ٝشػٚ أٍ٘س حٞبرٜ أػزقذ أ .5      

 .اىٍٞ٘ٞخ

 .أشؼش ثبىقيق ػيٚ ٍغزقجيٜ .6      

 .رشثطْٜ ثبلله ػلاقخ ػَٞقخ .7      

 .ب فٜ اىحٞبحأشؼش ثبلامزفبء ٗاىشػ .8      

لا اعزَذ اىؼُ٘ ٗاىظجش اىنبفِٞٞ ٍِ  .9      

 الله )عجحبّٔ ٗرؼبىٚ(

اشؼش ثبلاسرٞبذ اىزبً ثبلاردبٓ اىزٛ  .11      

 .رغٞش ثٔ حٞبرٜ

 .اػزقذ اُ الله ٝشػبّٜ فٜ ٍَٕٜ٘ .11      

 .أحت اىحٞبح .12      

      13.  ٍُ  .شػٞخلا رظيْٜ ثبلله ػلاقخ 

لا اوافك 

بذسجت 

افك لا او

بذسجت 

اوافك  اوافك لا اوافك

بذسجت 

اوافك 

بذسجت 

 انعببسة
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 كبَشة جذا يتوسطت يتوسطت كبَشة جذا

 .اعزجشش ثَغزقجيٜ .14      

طيزٜ ثبلله رذفغ ػْٜ اىشؼ٘س   .15      

 .ثبى٘حذح

 أسٙ أُ اىحٞبح ٍثقيخ ثبىزْبقؼبد  .16      

 .ٗاىَآعٜ      

 أشؼش ثؤػيٚ دسخبد اىطَؤّْٞخ ػْذٍب .17      

 .ٚ طيخ ٍزْٞخ ثبللهأمُ٘ ػي      

 .لا رحَو اىحٞبح اىنثٞش ٍِ اىَؼْٚ .18      

 .طيزٜ ثبلله رشؼشّٜ ثبلاسرٞبذ .19      

ُ ْٕبك غبٝخ ٍدذٝخ ى٘خ٘دٛ أاػزقذ  .21      

 .اىحٞبح  فٜ

 

 َوعَت انحَبة انًتعهمت ببنصحت مقياس -4

 

اىشخبء الإخبثخ  .ٞشٕب ٍِ ٍدبلاد حٞبرلٕزا اىدضء ٝغؤه مٞفٞخ شؼ٘سك ح٘ه ّ٘ػٞخ اىحٞبح اىخبطخ ثل، ٗاىظحخ، أٗ غ

ارا مْذ غٞش ٍزؤمذ ح٘ه أٛ اعزدبثخ لإػطبئٖب ػيٚ اىغئاه، ٝشخٚ اخزٞبس الاخبثخ اىزٜ رجذٗ ٍْبعجخ  .ػيٚ خَٞغ الأعئيخ

  .غبىجب ٍب رنُ٘ الاعزدبثخ الأٗىٚ ٕٗزٓ

طيت ٍْل أُ رفنش فٜ حٞبرل خلاه ٝشخٚ أُ رؼغ فٜ الاػزجبس اىَؼبٝٞش اىخبطخ ثل ٗاٍٟبه، اىَزغ ٗاىَخبٗف مَب ّ

 الأعج٘ػِٞ اىَبػِٞٞ

 

 

 

 

 انصحت انجسذٍت -1

 ب؟اىٚ أٛ ٍذٙ رشؼش ثؤُ الأىٌ )اىدغذٛ( َْٝؼل ٍِ أداء أػَبه ٝدت ػيٞل اىقٞبً ثٖ -1
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5 4 3 2 1 

 أثذا، ٍطيقب ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح ثذسخخ مجٞشح خذا

 

 ؟ىزؤدٝخ أػَبىل اىٍٞ٘ٞخ اىٚ أٛ ٍذٙ رحزبج ػلاج ؽجٜ -2

  

5 4 3 2 1 

 أثذا، ٍطيقب ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح ثذسخخ مجٞشح خذا

 

  ٕو ىذٝل ؽبقخ مبفٞخ ىيحٞبح اىٍٞ٘ٞخ؟ -3

 

5 4 3 2 1 

 أثذا ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح ثذسخخ مبٍيخ

 

 ش؟ أّذ قبدس ػيٚ اىزحشك ٍِ ٍنبُ ٟخ اىٚ أٛ ٍذٙ -4

 

5 4 3 2 1 

 أثذا ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح ثذسخخ مجٞشح خذا

 

 5اىٚ أٛ ٍذٙ أّذ ساع ػِ ٍّ٘ل؟ -

 

5 4 3 2 1 

 غٞش ساع ٍطيقب غٞش ساع لا ساع ٗلا غٞش ساع ساع ساع رَبٍب

 

 ؟قذسرل ػيٚ أداء أّشطزل اىٍٞ٘ٞخ اىٚ أٛ ٍذٙ أّذ ساع ػِ - 6 
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5 4 3 2 1 

 غٞش ساع ٍطيقب غٞش ساع لا ساع ٗلا غٞش ساع ساع ساع رَبٍب

 

 ٍقذسرل ػيٚ اىؼَو؟  اىٚ أٛ ٍذٙ أّذ ساع ػِ -7

  

5 4 3 2 1 

 ٍطيقب غٞش ساع غٞش ساع لا ساع ٗلا غٞش ساع ساع ساع رَبٍب

 

 انصحت انُفسَت -2

 

 قبدس ػيٚ الاعزشخبء ٗالاعزَزبع؟   اىٚ أٛ ٍذٙ أّذ -1

 

5 4 3 2 1 

 أثذا، ٍطيقب ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ذسخخ مجٞشحث جٞشح خذاثذسخخ م

 

 اىٚ أٛ ٍذٙ رؼزقذ أُ ىحٞبرل ٍؼْٚ؟  -2

 

5 4 3 2 1 

 أثذا، ٍطيقب ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح ثذسخخ مجٞشح خذا

 

 

 ٍب ٍذٙ قذسرل ػيٚ ق٘ح اىزشمٞض ؟ -3
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5 4 3 2 1 

 أثذا، ٍطيقب ٞيخثذسخخ قي ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح ثذسخخ مجٞشح خذا

 

  ؟ٕو أّذ قبدس ػيٚ رقجو ٍظٖشك اىخبسخٜ -4

 

5 4 3 2 1 

 أثذا، ٍطيقب ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح ثذسخخ مبٍيخ

 

  اىٚ أٛ ٍذٙ أّذ ساع ػِ ّفغل ؟ -5

 

5 4 3 2 1 

 غٞش ساع ٍطيقب غٞش ساع لا ساع ٗلا غٞش ساع ساع ساع رَبٍب

 

 ؼ٘س عيجٜ ، ٍثو ٍضاج ٍزؼنش، احجبؽ،، قيق؟اىٚ أٛ ٍذٙ ٝزنشس ىذٝل ش - 6

 

5 4 3 2 1 

 أثذا ّبدسا أحٞبّب ٍؼظٌ اى٘قذ دائَب

 

 انعلالبث الاجتًبعَت -3

 

  اىٚ أٛ ٍذٙ أّذ ساع ػِ ػلاقبرل اىشخظٞخ ؟ -1

 

5 4 3 2 1 

 غٞش ساع ٍطيقب غٞش ساع لا ساع ٗلا غٞش ساع ساع ساع رَبٍب
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 ل اىدْغٞخ؟ حٞبراىٚ أٛ ٍذٙ أّذ ساع ػِ  -2

 

5 4 3 2 1 

 غٞش ساع ٍطيقب غٞش ساع لا ساع ٗلا غٞش ساع ساع ساع رَبٍب

 

 ػُ٘ أطذقبئل ىل؟ اىٚ أٛ ٍذٙ أّذ ساع ػِ -3

 

5 4 3 2 1 

 غٞش ساع ٍطيقب غٞش ساع لا ساع ٗلا غٞش ساع ساع ساع رَبٍب

 

 انبَئت-4

 

 ٍب ٕ٘ ٍذٙ شؼ٘سك ثبلأٍبُ فٜ حٞبرل اىٍٞ٘ٞخ؟ -1

 

5 4 3 2 1 

 أثذا، ٍطيقب ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح ثذسخخ مجٞشح خذا

 

  اىٚ أٛ ٍذٙ اىجٞئخ اىزٜ رحٞؾ ثل طحٞخ؟  -2

 

5 4 3 2 1 

 أثذا، ٍطيقب ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح ثذسخخ مجٞشح خذا
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  ٕو ىذٝل أٍ٘اه مبفٞخ ىَ٘اخٖخ احزٞبخبرل؟  -3

 

5 4 3 2 1 

 أثذا ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح يخثذسخخ مبٍ

 

 اىٚ أٛ ٍذٙ رز٘افش اىَؼيٍ٘بد اىزٜ رحزبخٖب ٍٝ٘ٞب فٜ حٞبرل ؟  -4

 

5 4 3 2 1 

 أثذا ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ ثذسخخ مجٞشح ثذسخخ مبٍيخ

 

 اىٚ أٛ ٍذٙ رز٘افش ىل اىفشص ىقؼبء ٗقذ اىفشاؽ؟ - 5  

 

5 4 3 2 1 

 أثذا ثذسخخ قيٞيخ ثذسخخ ٍز٘عطخ جٞشحثذسخخ م ثذسخخ مبٍيخ

 

 اىظشٗف فٜ اىَنبُ اىزٛ رؼٞش فٞٔ ؟ أّذ ساع ػِ اىٚ أٛ ٍذٙ  -6

 

5 4 3 2 1 

 غٞش ساع ٍطيقب غٞش ساع لا ساع ٗلا غٞش ساع ساع ساع رَبٍب

 

 اىحظ٘ه ػيٚ اىخذٍبد اىظحٞخ ؟ أّذ ساع ػِ اىٚ أٛ ٍذٙ -7  

 

5 4 3 2 1 

 غٞش ساع ٍطيقب غٞش ساع ساعغٞش لا ساع ٗلا ساع ساع رَبٍب

 

 أّذ ساع ػِ ٗعبئو ٍ٘اطلارل ؟ اىٚ أٛ ٍذٙ - 8
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5 4 3 2 1 

 غٞش ساع ٍطيقب غٞش ساع لا ساع ٗلا غٞش ساع ساع ساع رَبٍب

 

 انجودة انشبيهت نهحَبة وانصحت انعبيت

 

 مٞف رقٌٞ خ٘دح حٞبرل؟ -1

 

5 4 3 2 1 

 عٜء خذا عٜء لا ثؤط خٞذ خٞذ خذا

 

 ػِ طحزل؟أّذ ساع  ٙاىٚ أٛ ٍذ -2

 

5 4 3 2 1 

 غٞش ساع ٍطيقب غٞش ساع لا ساع ٗلا غٞش ساع ساع ساع رَبٍب

 

 شكرا لك
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ANNEX 5 

Descriptive statistics of the level of perception of psychological well-being 

Descriptive statistics of the level of perception of psychological well-being (n = 413) 

Item 

 

Mean SD P25 P50 P75 Possible 

scores range 

Positive Relations with Others Subscale 

Maintaining close relationships has been 

difficult and frustrating for me
(R)

  

3.1 1.5 2 3 4 1 – 6 

People would describe me as a giving 

person, willing to share my time with others
 

4.6 1.3 4 5 6 1 – 6 

I have not experienced many warm and 

trusting relationships with others
(R) 

3.2 1.4 2 3 4 1 – 6 

Overall domain 10.9 2.5 9 10 12 3 – 18  

Self-Acceptance Subscale 

I like most parts of my personality
 

4.7 1.3 4 5 6 1 – 6 

When I look at the story of my life, I am 

pleased with how things have turned out so 

far
 

4.0 1.5 3 4 5 1 – 6 

In many ways I feel disappointed about my 

achievements in life
(R) 

3.3 1.6 2 3 4 1 – 6 

Overall domain 12.0 2.8 10 12 14 3 – 18  

Autonomy Subscale 

I tend to be influenced by people with strong 

opinions
(R) 

3.1 1.5 2 3 4 1 – 6 

I have confidence in my own opinions, even 

if they are different from the way most other 

people think
 

4.7 1.2 4 5 6 1 – 6 

I judge myself by what I think is important, 

not by the values of what others think is 

important 

4.6 1.2 4 5 6 1 – 6 

Overall domain 12.4 2.3 11 12 14 3 – 18  

Personal Growth Subscale 

For me, life has been a continuous process 

of learning, changing, and growth
 

4.5 1.2 4 5 6 1 – 6 

I think it is important to have new 4.3 1.3 4 4 5 1 – 6 



95 

 

experiences that challenge how I think about 

myself and the world
 

I gave up trying to make big improvements 

or changes in my life a long time ago
(R) 

3.2 1.5 2 3 4 1 – 6 

Overall domain 12.0 2.5 10 12 13 3 – 18  

Environmental Mastery Subscale 

The demands of everyday life often get me 

down
(R) 

3.2 1.5 2 3 4 1 – 6 

In general, I feel I am in charge of the 

situation in which I live
 

4.0 1.5 3 4 5 1 – 6 

I am good at managing the responsibilities 

of daily life 

4.4 1.3 4 4 5 1 – 6 

Overall domain 11.6 2.6 10 12 13 3 – 18  

Purpose in Life Subscale 

Some people wander aimlessly through life, 

but I am not one of them
 

4.3 1.4 4 4 6 1 – 6 

I live life one day at a time and don’t really 

think about the future
(R) 

3.1 1.6 2 3 4 1 – 6 

I sometimes feel as if I’ve done all there is 

to do in life
(R) 

3.0 1.5 2 3 4 1 – 6 

Overall domain 10.4 2.6 9 10 12 3 – 18  

PWBS 

Overall scale 69.2 8.6 63 68 75 18 – 108  

SD: Standard deviation; P25: 25
th

 percentile; P50: 50
th

 percentile; P75: 75
th

 percentile; PWBS: 

Psychological well-being scale; (R): Reverse-scored item 
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ANNEX 6 

 Descriptive statistics of the level of perception of spiritual well-being and 

its subscales 

Table 8: Descriptive statistics of the level of perception of spiritual well-being and its 

subscales: religious well-being and existential well-being (n = 413) 

Item Mean SD P25 P50 P75 Possible 

scores range 

RWBS 

I don’t find much satisfaction in 

private prayer with God
(R) 

4.8 1.4 4 5 6 1 – 6 

I believe that God loves me and cares 

about me
 

5.2 1.2 4 6 6 1 – 6 

I believe that God takes care of my 

daily life 

5.3 1.1 5 6 6 1 – 6 

I have a personally meaningful 

relationship with God 

5.1 1.2 4 6 6 1 – 6 

I don’t get much personal strength 

and support from my God
(R) 

4.7 1.5 4 5 6 1 – 6 

I believe that God is concerned about 

my problems 

5.3 1.1 5 6 6 1 – 6 

I don’t have a personally satisfying 

relationship with God
(R)

 

4.3 1.9 3 5 6 1 – 6 

My relationship with God helps me 

not to feel lonely 

4.8 1.5 4 5 6 1 – 6 

I feel most fulfilled when I’m in 

close communion with God 

5.2 1.1 5 6 6 1 – 6 

My relation with God contributes to 

my sense of well-being 

5.3 1.1 5 6 6 1 – 6 

Total domain 50.0 7.7 45 51 56 10 – 60  

EWBS 

I don’t know who I am, where I 

came from, or where I’m going
(R) 

4.4 1.5 4 4 6 1 – 6 

I feel that life is a positive experience
 

4.4 1.4 3 4 6 1 – 6 



97 

 

I feel unsettled about my future
(R) 

3.3 1.5 2 3 4 1 – 6 

I feel very fulfilled and satisfied with 

life 

4.7 1.3 4 5 6 1 – 6 

I feel a sense of well-being about the 

direction my life is headed in 

4.2 1.4 3 4 5 1 – 6 

I enjoy much about life 4.5 1.4 4 4 6 1 – 6 

I feel good about my future 4.1 1.4 3 4 5 1 – 6 

I feel that life is full of conflict and 

unhappiness
(R) 

2.7 1.3 2 3 3 1 – 6 

Life doesn’t have much meaning
(R)

 3.2 1.5 2 3 4 1 – 6 

I believe there is some real purpose 

for my life 

4.5 1.4 4 5 6 1 – 6 

Total domain 40.1 7.6 35 40 45 10 – 60  

SWBS 

Total score 90.1 13.0 81 90 100 20 – 120 

SD: Standard deviation; P25: 25
th

 percentile; P50: 50
th

 percentile; P75: 75
th

 percentile; SWBS: 

Spiritual well-being; RWBS: Religious well-being subscale; EWBS: Existential well-being 

subscale; (R): Reverse-scored item  
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ANNEX7 

Descriptive statistics of the sample’s quality of life 

Table 11: Descriptive statistics of the sample’s quality of life assessed by the WHOQOL-BREF 

questionnaire (n = 413) 

Item  

 

Mean SD Possible 

scores range 

General facet (subjective well-being) 

Overall rating of QOL 3.2 1.0 1 – 5  

Satisfaction with general health 3.0 1.1 1 – 5 

Physical domain 

Pain prevents activities
(R) 

2.7 1.1 1 – 5 

Need treatment to function
(R) 

2.7 1.1 1 – 5 

Enough energy for daily life 2.7 1.0 1 – 5 

Able to get around 2.9 1.0 1 – 5 

Satisfaction with sleep 2.8 1.2 1 – 5 

Satisfaction with daily living activities 2.8 1.1 1 – 5 

Satisfaction with work capacity 2.6 1.1 1 – 5 

Total domain  11 2.9 4-20  

Psychological domain 

How much enjoy life 2.6 0.9 1 – 5 

Feel life meaningful 3.0 1.0 1 – 5 

Able to concentrate 3.0 1.0 1 – 5 

Accept bodily appearance 3.6 1.0 1 – 5 

Satisfaction with self 3.6 1.1 1 – 5 

How often negative feelings
(R) 

2.7 0.9 1 – 5 

Total domain  12.2 2.5 4-20 

Social relationships domain 

Satisfaction with personal relationships 3.6 1.0 1 – 5 

Satisfaction with sex life 2.9 1.2 1 – 5 

Satisfaction with friends’ support 3.4 1.1 1 – 5 

Total domain  13.1 3.4 4-20 

Environmental domain 

Feel safe in daily life 3.0 1.0 1 – 5 

Healthy physical environment 3.0 1.0 1 – 5 

Have enough money for needs 2.6 1.0 1 – 5 

Satisfaction information for daily life 2.9 0.9 1 – 5 

Have leisure opportunity 2.8 0.9 1 – 5 

Satisfaction living place 3.4 1.1 1 – 5 

Satisfaction with access to health service 3.0 1.1 1 – 5 
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Satisfaction with transport 3.0 1.2 1 – 5 

Total domain  11.8 16.4 4-20 

Total score (WHOQOL-BREF) 11.8 2.9 4-20 

QOL: Quality of life; (R): Reverse-scored item 
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 اىَيخض

يحتاج السخضى إلى  ،قمق صحي عالسي مرجرىؾ فذل الكمؾي السدمؽ : مخض الالدراسة  خلفية 

 والحي يؤثخ  ،إجخاء الغديل في جسيع أنحاء العالؼ ، واكثخ اشكال العلاج شيؾعا ىؾ علاج طؾيل الأمج

 حياتو بذكل عام.  ةمى رفاهية السخيض وجؾدبذكل كبيخ ع

بيؽ ىجفت ىحه الجراسو لتقييؼ الخفاه الخوحي، الخفاه الشفدي، و نؾعية الحياه لمسخضى  :الأهداف 

  مخضى غديل الكمى الجمؾي في الزفة الغخبيو _ فمدظيؽ. 

يًا يتمقؾن مخيزًا فمدظيش 413: اجخيت دراسة مقظعية وصفية ارتباطية، اشتسمت عمى المنهيجه 

غديل الكمى في أحج عذخ مخكدًا  في الزفة الغخبية ، حيث قام السذاركؾن  بسلء استبيان مشغؼ 

استخجام مقياس الخفاهية الخوحية ، مقياس الخفاهيو الشفدية ، وكحلػ مقاس ذاتي. تؼ جسع البيانات ب

 .2023اب  10اذار الى  22نؾعية الحياه  خلال الفتخه ما بيؽ 

( 11.2(، و نؾعية الحياه )11.1(، الخفاه الشفدي)10.1الخفاه الخوحي ) درجاتان متؾسط : كالنتائج

وكان ىشاك ارتباط إيجابي كبيخ بيؽ جؾدة الحياة والرحة الشفدية والخفاهية الخوحية  لمسخضى ،

أن  والسدتؾى التعميسي والحالة الاجتساعية وارتباط سمبي مع العسخ. أعيخ الانحجار الخظي الستعجد

 الخفاهية الخوحية، والخفاهية الشفدية، والسدتؾى التعميسي، والحالة الاجتساعية كانت تشبئ بشؾعية الحياة.

مؽ الخفاهية الخوحيو، ومدتؾى مختفع مؽ  : كان لجى مخضى غديل الكمى مدتؾى معتجلالاستنتاج

ل مؽ الخفاهيو الخوحية، الخفاهية الشفدية، ودرجة مشخفزو لشؾعية الحياة. كان السدتؾى السختفع لك
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اعمى الخفاهية الشفدية، ودرجة  التعميؼ ، وكحلػ الحالة الاجتساعية الأعدب / الستدوج، مشبئيؽ لجرجة 

 .جؾدة الحياة ل

 

 


