
D
ow

nloaded
from

http://journals.lw
w
.com

/nursingresearchonline
by

W
l5ckC

7xG
AN

8+m
O
pyjW

/w
H
8G

BU
un0D

G
pfm

+F86D
M
rJC

yJoQ
xt+A1yH

/SR
YYH

2N
w
eC

alR
BoU

S6Sdnk9V0jyJA0m
qzLR

fAR
Bm

O
svgSlnKITW

VbcR
t4+G

M
XjjTsX+F+D

oVEk/KM
seB1IA9D

d/4afLLv4Q
==

on
12/13/2018

Downloadedfromhttp://journals.lww.com/nursingresearchonlinebyWl5ckC7xGAN8+mOpyjW/wH8GBUun0DGpfm+F86DMrJCyJoQxt+A1yH/SRYYH2NweCalRBoUS6Sdnk9V0jyJA0mqzLRfARBmOsvgSlnKITWVbcRt4+GMXjjTsX+F+DoVEk/KMseB1IA9Dd/4afLLv4Q==on12/13/2018

Multicenter Validation of the Emotional State
Instrument for Dialysis Patients
Rocío Rodríguez-Rey ▼ Helena García-Llana ▼ María Paz Ruiz-Álvarez ▼ Alicia Gómez-Gómez ▼
Gloria del Peso ▼ Rafael Selgas

Background: The Emotional State Instrument for Dialysis Patients (ES-D) is a brief semistructured questionnaire to assess
emotional distress in patients undergoing dialysis. It was designed to be administered by a healthcare provider. A previous study
showed preliminary indicators of its content and face validity.

Objective: The aim of the current multicenter study was to explore the ES-D’s psychometric properties.

Methods: A total of 605 patients with kidney disease undergoing dialysis (524 hemodialysis and 81 peritoneal dialysis) in 19
Spanish dialysis centers completed the ES-D, along with anxiety, depression (Hospital Anxiety and Depression Scale), and
resilience (Brief Resilience Scale) questionnaires. The 75 healthcare providers who performed the assessments completed a
satisfaction survey.

Results: The ES-D showed adequate internal consistency (α = .73). Correlations between the ES-D scores and the scores for
anxiety, depression, and resilience showed evidence of its convergent and concurrent validity. The receiver operating
characteristic curve analyses showed that a cutoff of nine detected patients with moderate-to-severe emotional distress.
According to these criteria, 35.4% of patients showed emotional distress. No significant differences were found between
patients undergoing hemodialysis and peritoneal dialysis. The healthcare providers perceived the ES-D as useful for knowing the
patients’ emotional state, understanding patients’ concerns, and establishing therapeutic relationships.

Conclusions: The ES-D is a useful tool for healthcare providers to explore the emotional dimension of their patients. Thus, its
development represents a step forward in the improvement of comprehensive assistance and the quality of life of patients with
kidney disease undergoing dialysis.

Key Words: anxiety � assessment � chronic kidney disease � depression � dialysis � emotional distress � hemodialysis �
interviews � nursing � nursing care � psychometrics � questionnaire
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Themain purpose of the current study is to explore the
psychometric properties of the Emotional State
Instrument for Dialysis Patients (ES-D), a brief semi-

structured questionnaire to assess emotional distress in patients
with end-stage renal disease (ESRD) undergoing dialysis.

Chronic kidney disease is a progressive, usually perma-
nent, loss of kidney function consisting of five stages. In Stages
4 and 5, the patient suffers from ESRD, and renal replacement
therapy (dialysis or renal transplantation) is needed to survive
(Alcazar-Arroyo, Orte-Martinez, & Otero-González, 2008).

Hemodialysis is the most common method of treatment
for ESRD and is typically performed in the hospital or at an
outpatient dialysis facility. It requires being connected to
a dialysis machine for 3–5 hours usually 3–4 days every
week, involving a significant time burden. Peritoneal dialysis
is a home-based alternative that requires more active involve-
ment from the patient.

During the process of ESRD, the patient is facedwithmul-
tiple difficulties and stressors, such as the adverse effects of
dialysis, complex therapeutic regimens, pain, and diminished
autonomy (Cukor, Cohen, Peterson, & Kimmel, 2007; Leiva-
Santos et al., 2012), which lead to a high risk of emotional
distress (Feroze, Martin, Reina-Patton, Kalantar-Zadeh, & Kopple,
2010). The rate of depression in various studies ranges from 35%
to 44% (Chen et al., 2010; Watnick, Kirwin, Mahnensmith, &
Concato, 2003), with a prevalence of anxiety disorders of 45.7%
(Cukor et al., 2008).

Alleviating patients’ suffering—not just treating their
illnesses—is one of the primary objectives of 21st century
healthcare (Callahan, 2000). To achieve this alleviation, it is
necessary for healthcare professionals who assist patients with
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ESRD to attend to the patient’s emotional needs (García-Llana
et al., 2016; Larson & Yao, 2005). Thus, it is necessary to in-
corporate an evaluation of the patient’s emotional state into
routine care (Maté et al., 2009). This evaluation is not typi-
cally performed, perhaps because of the fact that health pro-
fessionals often feel poorly prepared (Coca, Rodríguez-Rey, &
Arranz, 2018; García-Llana & Rodríguez-Rey, 2017) and lack ade-
quate tools to make assessments (Maté et al., 2009).

To facilitate the assessment of thepatient’s emotional state
with ESRD,García-Llana et al. (2016) developed the ES-Dbased
on the Emotional Distress Detection tool (Limonero et al., 2012;
Maté et al., 2009), the empowermentmodel (Albee, 1980; Arranz
et al., 1996; Costa & López, 1996), and the Bayés et al. model
of suffering (Bayés, Arranz, Barbero, & Barreto, 1996). According
to these models, the process of adaptation to a severe illness
and the experience of suffering do not depend only on the
threats faced by the patient but also on the coping resources
he or she perceives available to face such threats (Albee, 1980;
Arranz et al., 1996; Bayés et al., 1996; Costa & López, 1996).

TheGarcía-Llana et al. (2016) study described thedevelop-
ment and preliminary psychometric properties of the ES-D
tool. In this study, after the initial version of the ES-Dwas devel-
oped, an interjudge process was used for the items in the first
version of the ES-D (n = 10 experts) to study its content and
face validity. Subsequently, a pilot study was conducted (n = 25
patients) to explore the usability of the tool, as well as its pre-
liminary indicators of content and apparent validity.

However, before being able to use the ES-Dwith sufficient
evidence of its efficacy, a multicenter validation study to ascer-
tain its psychometric properties was necessary. The validation
study is the primary objective of this article. An additional
objective is to obtain a cutoff value for emotional distress.
Our hypothesis was that the ES-D tool would show adequate
psychometric properties in terms of internal consistency
and convergent and concurrent validity.

METHODS

A multicenter cross-sectional study was conducted. Between
June 2016 andMarch 2017, the ES-Dwas administered to adult
patients with ESRD on dialysis in 19 Spanish centers.

Measures were administered by nursing professionals at
the centers, with the exception of one center in which the
measureswere administered by psychologists. A staff member
from each study sitewas designated as responsible for the data
collection at that site. Twoexperiencedpsychologists (the first
and second authors) provided a 3-hour group training session
prior to the data collection for all the staff members responsi-
ble for data collection. The training was aimed at ensuring a
standardized application of the ES-D. Subsequently, the trained
staff members provided training to all personnel involved in
data collection in the centers where they worked.

The study was approved by the ethics committee of the
study’s coordinating hospital. All professionals and patients

participated voluntarily. All participants provided prior written
consent.

Participants

The inclusion criteriawere (a) 18 years of age or older, (b) ESRD
diagnosis, (c) undergoing dialysis treatment, (d) adequate un-
derstanding of the Spanish language, and (e) written consent.
The exclusion criteria were (a) less than three months in the
current dialysis program, (b) present cognitive impairment,
and (c) active psychiatric illness. We excluded patients who
had been less than 3 months in the current dialysis program
to ensure that participants were not under the initial emo-
tional or psychological shock or distress that can occur just
after beginning dialysis therapy (Watnick et al., 2003). Data
regarding cognitive impairment and psychiatric illness were
collected from the patients’ clinical histories.

Materials

Sociodemographic and Clinical Data Gender, date of
birth, age, nationality, time in Spain (if foreign), marital status,
work status, and perceived socioeconomic level by the health-
care professional were recorded. In terms of clinical data, we
included the cause of ESRD, age-adjusted Charlson comorbidity
index (Charlson, Pompei, Ales, & MacKenzie, 1987; Charlson
et al., 2008), presence of psychiatric history, psychotropic drug
use, current dialysis technique, current dialysis programmonths,
previous renal transplantation, and possible transplant candidate.
Sociodemographic and clinical data were collected from the
patient’s clinical history.

Emotional State Instrument for Dialysis Patients The
ES-D (García-Llana et al., 2016) is designed to be administered
by professionals working with patients on dialysis. It consists
of five sections. In the first section (containing two items),
the patient is asked about sadness and nervousness experi-
enced during the last week, using a response scale of 0–10.
The sum of these scores allows us to calculate a global indica-
tor of emotional distress. The second section explores possible
areas of concern: family, work, emotional and/or psychologi-
cal, spiritual and/or religious, illness and/or treatments, rela-
tionships with professionals, and other. The response format
of this section is double: dichotomic and open. The third and
fourth sections explore thepatient’s coping resources through
two open-ended questions:

1. “Since starting dialysis, what do you think helps you feel
better?”

2. “Since starting dialysis, what kind of things make you happy?”

The fifth section explores external signs of discomfort as
perceivedby theprofessional, including facial expression,mal-
adaptive isolation, constant demand for company and atten-
tion, behavioral disorders, and other concerns. The internal
consistency in the sample of this studywas α = .73. The instru-
ment is included in Appendix 1.
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Hospital Anxiety and Depression Scale The Hospital Anx-
iety and Depression Scale (HADS; Zigmond & Snaith, 1983) is
a 14-item questionnaire with a Likert-type response format of
4 points (0–3); seven questions correspond to the anxiety sub-
scale (HADS-A), and the other seven correspond to the depres-
sion subscale (HADS-D). The HADS has been shown to have
adequate psychometric properties in various groups of pa-
tients, including patients with kidney disease treated with he-
modialysis (Untas et al., 2009). The Spanish version (Quintana
et al., 2003) has shown adequate internal consistency (α = .86)
and concurrent validity. In this study, the internal consistency
index was α = .87 for the global scale and y = .84 and .78,
respectively, for the subscales HADS-A and HADS-D.

Brief Resilience Scale The Brief Resilience Scale (BRS;
Smith et al., 2008) is a six-item self-report with a 5-point Likert
response scale that assesses a person’s self-report of their resil-
ience, defined as the ability to recover from stress. The scores
can range from 0 to 30, with higher scores indicating higher
resilience. It has shown adequate internal consistency
(α = .80–.90) and test–retest reliability (r = .62–.69) and
has been recommended on the basis of its psychometric
properties (Windle, Bennett, & Noyes, 2011). The Spanish
BRS (Rodríguez-Rey, Alonso-Tapia, & Hernansaiz-Garrido,
2016) showed adequate internal consistency (α = .83) and
test–retest reliability (intraclass correlation coefficient = .69).
The internal consistency in the study sample was α = .80.

Ad hoc Satisfaction Survey for Healthcare Professionals
This tool included sociodemographic and labor data (age, gen-
der, years of experiencewith patients undergoing dialysis, and
number of patients to whom the ES-D was applied) and satis-
faction with the ES-D tool. Satisfaction is assessed by asking
questions on a 5-point Likert scale, with scores ranging be-
tween 0 and 4.

Data Analysis

The statistical analyses were performed with SPSS v.21. First,
descriptive statistics were obtained for the sociodemographic
and clinical data and for the questionnaires used (ES-D, HADS,
and BRS). The nonparametric Kruskal–Wallis test was used to
explore whether there were differences in the ES-D scores, the
HADS subscales and their total score, and the BRS scale be-
tween patients receiving dialysis treatment in different centers.
Analyses of variancewere performed to explore whether there
were differences in these scores among the different variables
depending on the type of dialysis technique. For validation pur-
poses, the relationships between the ES-D scores, the BRS scores,
and the HADS scores were explored with Pearson correlation
coefficients, and differences in these scores between patients
reporting concerns or not in the various areas evaluated were
explored by means of Students’ t tests. Qualitative data were
analyzed by categorizing the patient’s responses and by

conducting frequency analyses. Finally, receiver operating
characteristic (ROC) curves were analyzed to calculate ES-D
specificity and sensitivity, and scores of the resulting cutoff
values were obtained using the Pearson chi-square test. In all
the analyses, a 95% confidence interval was used.

RESULTS

A total of 605 patients participated in the study. The most rele-
vant sociodemographic and clinical data of the 605 patients
evaluated are presented in Table 1. With regard to the dialysis
technique, 86.1%of the patients received in-hospital hemodial-
ysis and 13.9% used home-based techniques (7.4% automatic
peritoneal dialysis, 6% continuous peritoneal dialysis, and
0.5% home-based hemodialysis). The studied group had a
mean of 40.7 months using the current dialysis technique.

Emotional State: Emotional Distress, Anxiety,
Depression, and Resilience

Table 2 shows the descriptive data of the various question-
naires used: the ES-D scores, the HADS subscales and the total
score, and the BRS scale. The mean for emotional distress
assessed by ES-D (sadness and anxiety) was 6.51 (SD = 5.31).
Some 79.2% of the patients showed concerns in at least one
of the areas evaluated. In the opinion of the nursing staff, 25%
of the patients showed external signs of discomfort. Based on
the cutoff points established for HADS, 28.3% of the patients
showed anxiety and 26.4% had depression. The mean score
for resilience was 3.36 (SD = 0.91, minimum–maximum = 1–5).
No significant differences were found regarding dialysis
technique nor regarding the hospital where they were re-
ceiving treatment (p > .05).

Associations Between Studied Variables: ES-D
(Sadness and Anxiety), HADS (Depression and
Anxiety), and BRS (Resilience)

To study the associations between the main variables of the
study for validation purposes, correlations betweenES-D items
assessing sadness and anxiety, anxiety and depression assessed
with the HADS, total HADS score, and resilience score using
the BRS scale were performed (see Table 3). Scores in emo-
tional distress, as measured with the ES-D, were significantly
and highly correlated with the total score in the HADS (.671,
p < .000). Correlations between the item measuring sadness
in the ES-D and depression as measured with the HADS were
high (.557, p < .000), as well as correlations between the item
measuring nervousness in the ES-D and anxiety as measured
with the HADS (.587, p < .000).

Differences Between Patients Reporting Concerns or
Not in Areas Evaluated

The results of Students’ t tests are presented in Table 4. Patients
with concerns in at least one of the areas showed higher levels
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of anxiety and depression and lower levels of resilience,which
provides indication of the concurrent validity of ES-D.

Coping Resources Identified by Patients Undergoing
Dialysis

To understand the coping resources identified by patients, cat-
egorieswere established in the open-ended answers of Items 3
and 4 of the ES-D. The most frequent response (n = 103) in
Item 3 had to do with thinking about renal transplantation.
Only the categories related to Item 4 are presented and can
be found in Table 5. What patients referred more often when
asked what makes them happy were family related issues
(n = 162, 26.8% of patients) and leisure activities (n = 79,
13.1% of patients). A total of 72 patients (11.9%) were unable
to identify anything that makes them happy since they are
in dialysis.

ROC Curves and Evidence of Cutoff Validity

To compute the specificity and sensitivity of ES-D Item 1,
which is composedof the questions assessing sadness and anx-
iety, the sumof these scores (level of global emotional distress)
was compared with the total score obtained on the HADS. If
wecompare theglobal emotional distress scorewith theHADS
and use a HADS score of ≥16 as the cutoff, an area under the
curve of .845 (p < .001) is observed, with a 95% confidence in-
terval of [81, 88]. A visual analysis of the curve suggests that if
we employ a cutoff value of emotional distress (sadness +
anxiety) at ≥9.5, a sensitivity of 74% and a specificity of
81% are obtained. Thus, patients with scores of ≥9 on the
sum of the sadness and anxiety scores would present mod-
erate to significant emotional distress. Some 35.4% of the
patients showed emotional distress scores above this cutoff
point. There were no significant differences in the percent-
age of patients with emotional distress depending on the
type of dialysis technique (p > .05).

To complete the validity analysis, we explored whether
those with the highest level of emotional distress using the
cutoff point of 9 were those who report concerns in any of
the areas evaluated. We found that patients with emotional
distress had greater concerns in general (χ2 = 38.33, p < .001).
Specifically, those with emotional distress reported more
family concerns (χ2 = 28.04, p < .001), emotional concerns
(χ2 = 78.44, p < .001), concerns related to disease and treat-
ments (χ2 = 29.52, p < .001), and other concerns (χ2 = 9.40,
p = .002).

Regarding the associations between emotional distress
and external signs of discomfort, we found that patients who
were above the cutoff point of 9 tended to have at least one ex-
ternal sign of discomfort (χ2 = 54.55, p < .001). Of the signs
evaluated, facial expression (χ2 = 72.74, p < .001), isolation
(χ2 = 6.44, p = .011), and excessive demand for care
(χ2 = 9.50, p < .002) differed from those who did not report
emotional distress.

TABLE 1. Sociodemographic and Clinical Data (N = 605)

n %

Gender Male 383 63.3
Female 222 36.7

Nationality Spanish 568 93.9

Other 37 6.1
Marital status Married 373 61.7

Unmarried couple 26 4.3
Single 90 14.9
Separated or divorced 32 5.3
Widowed 84 13.9

Employed No 548 90.6
Yes 55 9.1

Studies No studies 95 15.7
Primary studies 309 51.1
Secondary studies 134 22.1

University studies 67 11.1
Perceived socioeconomic level Low 78 12.9

Medium 470 77.7
High 57 9.4

Dialysis technique Hospital HD 521 86.1
CAPD 36 6
APD 45 7.4
Home-based HD 3 0.5

Cause ESRD Hypertension 88 14.5
Diabetes mellitus 126 20.8
Glomerulonephritis 68 11.2

Obstructive nephropathy 41 6.8
Hereditary 26 4.3
Unknown 99 16.4
Other 157 26

Previous renal transplant No 479 79.2
Yes 123 20.3

Waiting list for renal transplant No 398 65.8
Yes 207 34.2

Previous psychiatric history No 528 87.3
Yes 77 12.7

Psychiatric drug consumption No 411 67.9

Yes 194 32.1
Anxiolytic consumption No 429 70.9

Yes 176 29.1
Antidepressant consumption No 528 87.3

Yes 77 12.7
No. of daily pills <5 58 9.6

5–10 225 37.2
11–15 199 32.9
16–20 97 16
>20 26 4.3
M (SD)

Age 64.93 (14.83)

Months on dialysis 40.68 (45.20)
Charlson indexa 5.79 (2.71)

Note.APD = automatic peritoneal dialysis; CAPD= continuous peritoneal dialysis;
ESRD=end-stage renaldisease;HD=hemodialysis;M=mean,SD=standarddeviation.
a Because of organizational issues regarding data collection, the Charlson index
corresponds to 558 patients.
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Staff Satisfaction Levels

A total of 75 professionals (73 nurses and 2 psychologists) eval-
uated the 605 patients. Some 93.3% of these professionals
werewomen, and theirmeanagewas41.09years (SD=10.37).
Regarding their satisfaction with the tool (minimum–maximum =
0–4), these professionals perceived the tool as useful, high-
lighting its usefulness in exploring the patient’s emotional
state (M = 3.07, SD = 0.89), exploring the patient’s concerns
(M = 3.03, SD = 0.82), establishing a relationship with the pa-
tient (M = 2.79, SD = 1.02), knowing how to help the patient
(M=2.69, SD=0.94), exploring the patient’s coping resources
(M = 2.67, SD = 0.76), and increasing their self-confidence to
explore emotional aspects (M = 2.61, SD = 1.01).

DISCUSSION

The results of this study showed evidence of the psychometric
validity of the ES-D scores. First, the internal consistency was
adequate (α= .73). In addition, correlations between emotional
distress and HADS scores were significant and positive, provid-
ing evidence of the ES-D scores’ convergent validity. On the
other hand, those patients who expressed concerns showed
higher levels of anxiety and depression and lower levels of resil-
ience, which provided indicators of the ES-D scores’ concur-
rent validity. No differences were found in emotional distress
based on the type of dialysis technique (hemodialysis, continu-
ous peritoneal dialysis, automated peritoneal dialysis, home-
based hemodialysis); therefore, ES-D may be useful to assess
emotional distress in every patient undergoing dialysis, inde-
pendent of the technique.

The ROC curve analysis enabled us to calculate the speci-
ficity and sensitivity of the ES-D scores and to obtain a cutoff
point. This cutoff point, above which 35.4% of the patients
scored, presents evidence of validity given the patients who
scored above it reportedmore concerns and showedmore ex-
ternal signs of discomfort. Employing this cutoff point may
make it easier to detect which patients might require referral
to specialized professionals.

Professionalswho used the ES-D expressed their satisfaction
with it, indicating that it was useful for exploring the patient’s
emotional state, understanding their concerns, and establish-
ing a therapeutic relationship. All these aspects are of special
relevance in the case of a chronic disease (Cukor et al., 2007;
Leiva-Santos et al., 2012), as is the case with ESRD. Given
nurses have close contact with patients treated with dialysis
(García-Llana &Coca, 2016), we believe they are the ideal pro-
fessionals to perform this preliminary screening assessment.
In future studies, it would be advisable to evaluate how this tool
workswhen appliedbyother professionals, such as nephrologists.

This study also enabled us to obtain relevant data on levels
of anxiety, depression, emotional distress, and coping resources.
Some 28.3% and 26.4% of the patients were above the cutoff
points in anxiety and depression, respectively. These data are
consistent with those found in previous studies (Chen et al.,

TABLE 2. Descriptive Data of the ES-D, the HADS, and the BRS

ES-D scores

M (SD)
Sadness 3.23 (2.96)
Anxiety 3.29 (3.02)
Emotional distress (sadness + anxiety) 6.51 (5.31)

n %
Family concerns Yes 266 44

No 339 56
Work concerns Yes 71 11.7

No 534 88.3
Emotional concerns Yes 184 30.4

No 421 69.6

Spiritual concerns Yes 31 5.1
No 574 94.9

Illness and treatment concerns Yes 346 57.2
No 259 42.8

Concerns related to professionals Yes 44 7.3
No 261 92.7

Other concerns Yes 60 9.9
No 545 90.1

Concerns in at least one area Yes 479 79.2
No 126 20.8

Facial expression of discomfort Yes 117 19.3
No 488 80.7

Maladaptive isolation Yes 32 5.3
No 573 94.7

Demands constant attention Yes 29 4.8
No 576 95.2

Behavioral disorders Yes 17 2.8
No 588 97.2

Other discomfort signs Yes 29 4.8
No 576 95.2

Discomfort signs in at least one area Yes 151 25

No 454 75

HADS and BRS scores

M (SD)
Anxiety (HADS-A) 5.35 (4.10)
Depression (HADS-D) 5.29 (3.87)
Total HADS score 10.64 (7.08)
Resilience (BRS) 3.36 (0.91)

n %
Anxiety (HADS-A) No anxiety (<8) 434 71.7

Moderate (8–11) 103 17
High (>11) 68 11.2

Depression (HADS-D) No depression (<8) 445 73.6
Moderate (8–10) 96 15.9

High (�11) 64 10.6
Total score HADS No clinical case (<16) 469 77.5

Clinical case (�16) 136 22.5
Resilience (BRS) Moderate–high (�24) 162 26.8

Medium–low (<24) 443 73.2

Note. BRS = Brief Resilience Scale; ES-D = Emotional State Instrument for Dial-
ysis Patients; HADS=HospitalAnxiety andDepressionScale;HADS-A=Hospital
Anxiety and Depression Scale, anxiety subscale; HADS-A = Hospital Anxiety
and Depression Scale, depression subscale;M = mean, SD = standard deviation;
M = mean, SD = standard deviation.

Nursing Research • January/February 2019 • Volume 68 • No. 1 Emotional State in Dialysis 43

Copyright © 2018 Wolters Kluwer Health, Inc. All rights reserved.



2010; Cukor et al., 2008; Feroze et al., 2010; Watnick et al.,
2003) and confirm the importance of exploring the emotional
dimension in these patients (García-Llana et al., 2016; García-
Llana & Coca, 2016). As for the main resources reported by
patients for dealing with the disease and treatments, it is impor-
tant to patients to have access to renal transplantation, social
support, and leisure activities. Understanding the patients’ cop-
ing resources is fundamental to promoting interventions based
on the enhancement of these resources (Albee, 1980; Arranz
et al., 1996; Bayés et al., 1996; Costa & López, 1996).

This studyhas a number of strengths including that itwas a
multicenter study with a large and varied sample. The analysis
has allowed the establishment of a cutoff point for the ES-D,
which has important implications from a clinical perspective.
The resulting tool is a screening instrument and is therefore
easy to use by healthcare professionals.

The study also has limitations. First, the majority of the pa-
tients evaluated were receiving hemodialysis (86%); thus,
therewas an underrepresentation of patients using in-home di-
alysis techniques. In addition, the characteristics thatmake the
ES-D suitable for clinical practice make the characteristics of
ES-D limited in psychometric terms; it is a semistructured inter-
view that includes a small number of questions and various

response formats. On the other hand, although this tool could
be useful to explore the evolution of the patient’s emotional
state, we do not have data on the behavior of the ES-D when
applied to repeated measures over time. Also, the findings
of this study only apply to patients receiving treatment in
Spanish clinics; consequently, the ES-D should be tested and
adapted in other countries and cultures before being used in
clinical practices.

Providing a toolwith adequate psychometric properties is
a necessary step for professional teams but is not sufficient to
detect the patient’s emotional state and make clinical deci-
sions. Therefore, health professionals seeking to provide support
for patients undergoing dialysis should receive appropriate train-
ing in therapeutic communication strategies (Bristowe et al.,
2014; Costa & Arranz, 2013; García-Llana et al., 2011).

Conclusion

In summary, the ES-D instrument allows healthcare profes-
sionals to explore the emotional dimension of the patient with
kidney disease treated with dialysis, making it easier to fulfill
the priority objective of 21st century healthcare: alleviate pa-
tients’ suffering. The validation process of this tool is an

TABLE 3. ES-D (Sadness, Anxiety), Anxiety, Depression, and Resilience Associations

Nervousness

(ES-D)

Total ED

(ES-D)

Depression

(HADS)

Anxiety

(HADS)

Total

HADS Resilience

Sadness (ES-D) .576*** .885*** .557*** .563*** .630*** −.438***

Nervousness (ES-D) .890*** .406*** .587*** .562*** −.392***

Total ED (ES-D) .542*** .648*** .671*** −.467***

Depression (HADS) .578*** .881*** −.442***

Anxiety (HADS) .895*** −.495***

Total HADS −.528***

Note. ED = emotional distress (sadness + anxiety); ES-D = Emotional State Instrument for Dialysis Patients;
HADS = Hospital Anxiety and Depression Scale.
*** p ≤ .001.

TABLE 4. Differences Between Patients Reporting Concerns or Not in the Areas Evaluated

n Anxiety, M (SD) Depression, M (SD) Resilience, M (SD)

Concerns in at least one area No 126 2.41 (2.38)*** 3.25 (3.06)*** 23.17 (4.64)***

Yes 479 6.12 (4.11) 5.83 (3.89) 19.39 (5.56)
Family concerns No 339 4.07 (3.42)*** 4.55 (3.47)*** 21.52 (5.22)***

Yes 266 6.97 (4.32) 6.23 (4.15) 18.48 (5.60)
Work concerns No 534 5.13 (4.08)*** 5.27 (3.88) 20.23 (5.64)

Yes 71 6.96 (3.95) 5.45 (3.84) 19.82 (5.20)
Emotional concerns No 421 3.98 (3.35)*** 4.30 (3.34)*** 21.37 (5.27)***

Yes 184 8.48 (3.93) 7.57 (4.05) 17.46 (5.36)
Spiritual concerns No 574 5.29 (4.06) 5.20 (3.86)* 20.28 (5.58)

Yes 31 6.35 (4.78) 6.90 (3.87) 18.24 (5.54)
Illness and treatment concerns No 259 3.89 (3.52)*** 4.23 (3.57)*** 21.60 (5.10)***

Yes 346 6.44 (4.17) 6.09 (3.90) 19.12 (5.71)

Note. M = mean, SD = standard deviation.
*p ≤ .05. **p ≤ .01. ***p ≤ .001.
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important step in the improvement of the integral care of pa-
tients with kidney disease who are treated with dialysis.
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