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Abstract 
Home self-care management for hemodialysis patients is very important to be independent, as much as possible. The aim of this study was to assess home self-care for patients with renal failure. Research design: A descriptive research design was used. Setting: The study was carried out at the hemodialysis units in Benha University Hospital and Benha Educational Hospital, from beginning of April 2010 to beginning of October 2010. Sample: composed of 100 female patients with renal failure from the selected dialysis units. Tools of the study 1) Interviewing Questionnaire covering the general characteristics of the study subjects, and assesses their knowledge, and attitude regarding to their disease. 2) An Observational Checklist to observe patients' self care practices at home.  Results: The study results revealed that 40% were from Benha Educational Hospital and 60% from Benha University Hospital, 41% of patients were illiterate; the disease was more prevalent among the age group 48 to 57 years, 48% of patients had good knowledge about personal hygiene and 69% of them are not doing simple moving activity. There was highly statistically significant relations between patient’s knowledge and self care practices with their age, residence, educational level, occupation, and income p<0.001. There was also a statistically significant relations between total patient knowledge and total self care practices (p<0.05). Conclusion: There were significant relation between patients' socio-demographic characteristics for age, income, educational level, marital status occupation and residence with knowledge and also with their total self-care practices. Recommendations: Developing a health education program for new cases of renal failure about their health care management. A booklet containing information about renal failure and patient’s self care should be available in all hemodialysis units.   
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Introduction 
Self-care is the control of one's own care for the purposes of health, the person being able to decide how and what action needed to be taken and by whom, in order to sustain his/her care/treatment. Self-care is the persons’ choices and actions they are taking to maintain health and well being (Department of Health, 2003; Linda & Barbara, 2009).
         Self-care can be given in a number of ways, by the patients and their families, friends, formal and informal care and relation to community groups. Self-care is the activity that individuals are being involved in, finding effective ways to deal with their identified problems and enable them to achieve their goals (Linda & Barbara, 2009).   

Renal failure (RF) is a condition in which the kidneys are unable to remove accumulated metabolites from the blood, leading to altered fluid, electrolytes, and acid base balance; it can be acute or chronic. Acute renal failure (ARF) has an abrupt onset and with prompt intervention is often reversible, while chronic renal failure (CRF) is a silent disease, developing slowly and insidiously, with few symptoms until the kidneys are severely damaged and unable to meet the excretory needs of the body (Lemone & Burke, 2004).
Hemodialysis is a process used for patients who are acutely ill and require short-term dialysis (days to weeks) or for patients with end stage renal disease who require long term therapy. It is a removal of waste products during a limited period of time 3-4 hours, during which usually 2-4 liters of fluid overload is removed (Smeltzer & Bare, 2004).
 The application of hemodialysis for patients with end stage renal disease (ESRD) is usually associated with complications, which arise during long-term hemodialysis as anemia, bone disease and peripheral neuropathy. There are also complications encountered during hemodialysis setting as; hypotension, chest pain, dyspnea, nausea and vomiting and bleeding; also vascular complications as inflammation and occlusion of fistula ( Maya & Allon, 2008).
        Hemodialysis patients require special self-care because of characteristics of the long-term nature of illness and its treatment which tends to be complex and multidimensional. Chronically ill persons need to incorporate the appropriate health/illness behaviors into their daily lives (Verreli, 2004). The patients with ESRD undergoing hemodialysis therapy had restricting fluid, taking medications and special food, monitoring sign of fluid overload and complications, as well as changing their lifestyles. 

Patients need to be aware of appropriate diet modifications, steps to preserve access function, signs and symptoms of infection, appropriate fluid volume allowed daily, and signs to report to the nephrology health care team (Roberta et al., 2006). 

         Nurses can direct resources to areas where improvement may be required. (Suet- Ching, 2001). Nurses should be identifying and exploring the patients’ information about disease and treatment regimen, their needs in order to help them maintain an effective self care practices and reach maximum level of quality of life. This information may affect their self care practices, and reduce exposure to hemodialysis complications (Roberta et al., 2006). 

Significance of the Study
Renal failure is not only a clinical concern, but also, a growing economic problem. Recently, ESRD has received increased attention as a public health problem; this is due to the out increasing numbers of patients attending RF therapy (Abd El-Azeem, 2008).

Most of patients (99.9%) with ESRD are treated by hemodialysis, while only 0.1% of patients with ESRD are treated by peritoneal dialysis. The number of patients with ESRD on regular hemodialysis increases by 10% every year. In the year 2004, it was 33,000, while it became 39,600 patients at the end of year 2006 (Afifi & Karim, 2006). 

           In Egypt, each year, over 117 patients per million attend hemodialysis units, and it is considered as a national problem and it has several effects on the patients and the community such as economic, social and psychological impacts. The estimated number of patients with ESRD in Egypt was about 18.000 at year 2000 and 28.212 at the end of 2003 (Farage, 2005). 

         The mortality of hemodialysis patients in Egypt is approximately 25-30% annually. Ischemic heart disease and infections are the leading causes of death amongst these patients. (Afifi & Karim, 2006). 
Aim of the Study
The study aimed to assess home self-care for patient with renal failure through:
1. Assessing patient’s knowledge and home self care practices regarding renal failure.

2. Identifying the patient’s attitude regarding renal failure. 

Research questions:

1.  Is the patient having enough knowledge and self care practices regarding renal failure?

2. Is there a relation between patients’ knowledge at home with their socio-demographic characteristics?
3. Is there a relation between patients’ self-care practices at home with their socio-demographic characteristics?

Subjects and Methods

Research design:

      A descriptive research design was utilized to ccarry out this study.

Setting:
          The study was carried at hemodialysis units in Benha University and Benha Educational Hospital. These places were selected for the large number of patients attending for Dialysis. The dialysis unit in Benha University Hospital is composed of 21 machines for dialysis and had three shifts. Benha Educational Hospital is composed of 59 machines for dialysis and had three shifts as well.

Sampling 

 The total sample recruitedfor this study included 100 female patients with renal failure undergoing hemodialysis at the previously mentioned settings 40 patients from Benha University Hospital and 60 patients from Benha Educational Hospital.

The criteria for selection of the studied group were: Female, age 18 years and more and receiving hemodialysis for more than 6 months.
Sample technique: The study has been carried out on all hemodialysis female patients attending in the previous setting during 6 months, data were collected by the researcher through visiting the hemodialysis units in all days/week and following by home visit to observe patients’ home self-care. 

Tools of data collection
Two tools were designed after reviewing related literature and magazines to assess knowledge and home self care practices of patients with renal failure 1) An interviewing questionnaire, it is composed of five parts
Part  (1) :  it deals with data related to socio-demographic characteristics of the studied patients such as age, occupation, marital status, level of education, monthly income, residence and significant person.  It includes 8 closed ended questions.
Part (2):    It iscomposed of questions related to patient's knowledge about renal failure as meaning, sign and symptoms, methods of treatment and complications. It includes 5 questions.

Part (3):  It covers patient attitude toward disease. It  is composed of 17 items such as; feel satisfied with the disease, quality of life depends on her regular attendance to hemodialysis etc.

Scoring system: 

    For patient attitude’s items the responses were rated as following: Zero for answer never, 1 score for sometimes, and 2 scores for always.
B- Observational Checklist:  
The observational checklist was developed by the researcher guided by Khattab (2010), for assessing patient’s self care practices related to daily living activities. It included 9 items covering hygiene, rest, medication, movement, nutrition, elimination, fluid intake, participation in social activities, and economic burden of the disease. 

Scoring system:

      Scoring system for the observational checklist was 2 scores for steps or activities done independently and 1 score for activities carried with help. The total score was calculated for each patient for all items of the observational checklist, and the patient was considered independent when she carried 60% and more of self care practices and considered dependent when she performed less than 60% of daily self care.

Ethical considerations: 
Agreement (oral consent) from each of the participants was taken. The subjects were assured about confidentiality of data that will be used for research purpose only. Mothers were informed about their right to withdraw from the study at any time without giving any reason.  

Content validity:

       A panel of five experts, from Community Health Nursing Department reviewed the tools (tables of attitude and self-care management, and observational checklists) for clarity, relevance, comprehensiveness, understanding and applicability. 

Pilot study:

      A pilot study was conducted on 10% of total patients to test clarity, and estimate the time required for interview and filling in the sheets. Based on results of pilot study, the necessary modifications were done to have more applicable tools for data collection, as adding some questions as income, health information resource and significant person. The pilot study were excluded from the main study sample.  

Field of work:

· An official letter was issued from the Dean of Benha Faculty of Nursing to the selected hospitals’ directors and other official letter to the directors of hemo-dialysis units to get permission for the conduction of the study.

·    Subjects' oral consent was obtained from each participant in the study after explaining the aim of the study and contents of the questionnaire sheets.
· The study extended through 6 months from beginning of April to beginning of October 2010. 
· The researcher visited the hemodialysis units two days/week   for each unit during all shifts. Other two days/week she visited the studied participants inside their homes to observe their self care home practices. 

· The time taken to complete the questionnaire sheet was about 20-30 minutes/patient, and time needed for completing the observational checklist (during home visit) was about 40-60 minutes 

IV. Statistical Design:

         The collected data were organized, categorized, tabulated and analyzed using (SPSS) version 16, and using suitable statistically methods. Statistical significance was considered insignificant when P-value >0.05, significant when P-value <0.05, and highly significant when P-value <0.001.
Results 
Table (1) clarifies the general characteristics of the studied sample, it revealed that 42% of study sample aged between 48-< 57 years. As regards residence 60% of studied sample, were living in rural areas compared by 40% in urban areas, and 60% of them were married.  


Concerning the educational level of the patients 41% were illiterates, while 30% were secondary school level, 69% were housewives, and 31% worked. Regarding monthly income, 60% of patients had inadequate income for their needs. The main caregiver for the patients at home were sons/daughters (66%).
Figure (1) portrays the main source of patients’ information about renal failure where nurses and doctors represented 30% and 29% respectively. 
Figure(2) illustrates patient's knowledge about nutrition, the figure reveals that 70% reported incomplete correct answers about importance of diet, while only 2% reported completely the elements of foods that should be increased in diet, 11% also know the corrected elements that should be decreased in meals. Only 10% identified the type of diet that should be avoided.

Figure (3) displays the distribution of patients' knowledge about renal failure. The results indicated that, 48% of patients mentioned complete correct answers about meaning of renal failure. On other hand, the patients reported incomplete correct answers about knowledge regarding to causes, symptoms, complications and protective measures for renal failure diseases (60%, 49%, 59% & 80% respectively).

Table (2) demonstrates the distribution of the study group according to patients' self-care management; the table reveals that 20% of patients were always doing their personal hygiene by themselves, and the 10% of them were always brushing teeth. As regards patient taking a nap 50% of them were taking naps. While 30% and 29% always take the prescribed drugs at regular time, and patients observe drugs side effects respectively. Regarding to daily living activities, 21% of them have ability to spend daily needs without help while 60% were never doing light housework. The same table reveals that 38% never avoid prevented food, compared to 20% not following recommended food. 
The result clarified that 79% of patients never make decision inside family, also 78% of them always feel the disease affected their relation with friends, and (60%) always feel isolation from their family due to illness.
Table (3) represents patient attitude toward disease. According to the table, 89% always feel the disease affected badly their relation with society, also 71% always feel their disease has been affected psychologically on the condition of their family, 68% of patients always feel frightened and worried about the future, also 58% of them always feel that their quality of life depends on hemodialysis condition. 
On other hand, 52% of the studied sample sometimes face problems with others. As regards special foods  69% of them sometimes feel angry, and 59% sometimes feel that the disease has effect on their relation with their families.

Table (4) displays the relation between total self care practices of the studied subjects and their demographic characteristics. The table shows highly statistically significant differences between subjects total self care practices, and their age, educational level, occupation, marital status income, and residence (p <0.001). However no statistically significant was observed with caregivers (p>0.05).
Table (5) indicates highly statistically significant differences between patients’ sociodemographic characteristics age, occupation, educational level, income and residence and their level of knowledge about renal failure (p<0.001). On other hand the highest satisfied levels of knowledge were present among patients aged less than 58 years, graduated from secondary schools, worked and had adequate income and live urban areas, While marital status and caregiver showed no statistically significant differences related to total knowledge (p>0. 05).
Table (6) shows statistically significant correlation detected between patients’ total knowledge and total practices scores (+ve correlation, p<0.05).
Table (1): Distribution of the studied sample according to their Socio-demographic characteristics (n=100).

	characteristics 
	No.
	%

	Age in years
18-

28-

38-

48-

58-
	18

10

10

42

20
	18.0

10.0

10.0

42.0

20.0

	Educational level

Illiterate
Preparatory
Secondary
	41

29

30
	41.0

29.0

30.0

	Occupation
Worked
Housewife
	31

69
	31.0

69.0

	Marital status

Married
Single
Widower
	60

19

21
	60.0

19.0

21.0

	Income

Adequate

Inadequate
	40

60
	40.0

60.0

	Residence

Rural
Urban
	60

40
	60.0

40.0

	Caregiver

Husband

Son/daughter

Father/mother
	19

66

15
	19.0

66.0

15.0
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Figure (1): Distribution of study sample regarding to health information resources (n=100)  
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Figure (2):  Distribution of sample according to their knowledge about nutrition 
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Figure (3): Distribution of patients as regards their knowledge about renal failure 
Table (2): distribution of the study sample according to patients self-care management 
	Items
	Never
	Sometimes
	Always

	
	No.
	%
	No.
	%
	No.
	%

	Personal hygiene :
client hygiene by him self
	69
	69.0
	11
	11.0
	20
	20.0

	Patient doing brush teeth
	51
	51.0
	39
	39.0
	10
	10.0

	Patient bathing time/weekly
	51
	51.0
	39
	39.0
	10
	10.0

	Boiling special clothes of patient
	51
	51.0
	49
	49.0
	0
	0.0

	Clothes change/weakly from patient
	61
	61.0
	29
	29.0
	10
	10.0

	Taking a nap
	0
	0.0
	50
	50.0
	50
	50.0

	Patient  is  aware of his medication as prescribed: 
Take prescribed drugs at regular  time
	31
	31.0
	39
	39.0
	30
	30.0

	Patient observe drugs side effects
	60
	60.0
	11
	11.0
	29
	29.0

	Patient observe drug expired date
	81.0
	81.0
	19
	19.0
	0
	0.0

	Daily living activities: 
Ability to spent daily needs without help 
	43
	43.0
	36
	36.0
	21
	21.0

	Patient doing her work
	79
	79.0
	21
	21.0
	0
	0.0

	Walk every day half an hour or more or doing sample exercise
	61
	61.0
	39
	39.0
	0
	0.0

	Doing simple moving activity
	69
	69.0
	31
	31.0
	0
	0.0

	Doing light house work
	60
	60.0
	40
	40.0
	0
	0.0

	Observe fistula daily      
	69
	69.0
	31
	31.0
	0
	0.0

	Eating and drinking: 
Eating three of meals/day
	39
	39.0
	40
	40.0
	21
	21.0

	Patient avoid prevented food
	38
	38.0
	62
	62.0
	0
	0.0

	Following recommended food 
	20
	20.0
	80
	80.0
	0
	0.0

	Note amount of  Urine elimination daily              
	0
	0.0
	69
	69.0
	31
	31.0


Table (2) Cont. Distribution of the study sample according to patients self-care management 
	Items
	Never
	Sometimes
	Always

	
	No.
	%
	No.
	%
	No.
	%

	Suffer from constipation
	9
	9.0
	22
	22.0
	69
	69.0

	Amount of fluid intake Liter/day
	20
	20.0
	79
	79.0
	1
	1.0

	Patient attitude: 
participate the family  association
	52
	52.0
	48
	48.0
	0
	0.0

	Make family visits
	52
	52.0
	48
	48.0
	0
	0.0

	Making decision inside the family
	79
	79.0
	21
	21.0
	0
	0.0

	Feel the impact of  illness in his work
	38
	38.0
	31
	31.0
	31
	31.0

	Feel that the impact of illness on his role to friends
	1
	1.0
	21
	21.0
	78
	78.0

	Income: 
The illness causes of shortage of income
	10
	10.0
	20
	20.0
	70
	70.0

	Treatment price is very expensive 
	0
	0.0
	48
	48.0
	52
	52.0

	Take any giving from any charity 
	10
	10.0
	42
	42.0
	48
	48.0

	Feel isolated from family due to illness condition
	0
	0.0
	40
	40.0
	60
	60.0

	Think that being poor is one of the reasons of illness
	39
	39.0
	49
	49.0
	12
	12.0


Table (3): Attitude of the study group related to disease 

	Items
	Never
	Sometimes
	Always

	
	No.
	%
	No.
	%
	No.
	%

	Feel satisfy towards your kidney failure
	40
	40.0
	40
	40.0
	20
	20.0

	Your  quality of life depends on hemodialysis 
	12
	12.0
	30
	30.0
	58
	58.0

	Capable to prevent yourself from fistula infection  
	100
	100
	0
	0.0
	0
	0.0

	Your special food diets plan cause sproblems with others
	19
	19.0
	52
	52.0
	29
	29.0

	Doing daily usual activities without being affected by the disease. 
	61
	61.0
	39
	39.0
	0
	0.0

	Feel ambitious and optimistic in life
	42
	42.0
	58
	58.0
	0
	0.0

	Seeing and following with your doctor is important for you 
	30
	30.0
	40
	40.0
	30
	30.0

	Feel happy and satisfied with your family and others
	50
	50.0
	50
	50.0
	0
	0.0

	Feel safety towards health future 
	80
	80.0
	20
	20.0
	0
	0.0

	Feel frightened and worried 
	12
	12.0
	20
	20.0
	68
	68.0

	Feel depression and isolation (lonely) as a result of cutting off your work
	29
	29.0
	40
	40.0
	31
	31.0

	Feel that your character changed due to your illness
	19
	19.0
	30
	30.0
	51
	51.0

	Should be away from anger because it has a bad effect on health. 
	0
	0.0
	69
	69.0
	31
	31.0

	The disease affects on your relation with your husband
	60
	60.0
	20
	20.0
	20
	20.0

	The disease affects on your relation with your family
	11
	11.0
	59
	59.0
	30
	30.0

	The family has been affected psychologically with your illness
	0
	0.0
	29
	29.0
	71
	71.0

	The disease affected badly on your relation with society
	2
	2.0
	9
	9.0
	89
	89.0


Table (4) Relations between total practice and socio-demographic characteristics
	Socio-demographic characteristics
	Total self care practices
	Total
	  X2
	P  value

	
	Satisfied (33)
	Unsatisfied (67)
	
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	Age (year)
	
	
	
	
	
	
	
	

	18-  
	1
	3.03
	17
	25.4
	18
	18.0
	  31.8
	< 0.001

	28-  
	7
	21.2
	3
	4.5
	10
	10.0
	
	

	38-  
	9
	27.31
	1
	1.5
	10
	10.0
	
	

	48-  
	14
	42.4
	28
	41.8
	42
	42.0
	
	

	58-  
	2
	6.1
	18
	26.9
	20
	20.0
	
	

	Educational level

Illiterate

Preparatory

Secondary
	5

10

18
	15.2
30.3
54.5
	36

19

12
	53.7
28.4
17.9
	41

29

30
	41.0

29.0

30.0
	17.9


	< 0.001

	Occupation

Worked

House wife
	23

10
	69.7
30.3
	8

59
	11.9
88.1
	31

69
	31.0

69.0
	31.8
	< 0.001

	Marital Status

Married

Single

Widow
	28

2

3
	84.8
6.1
9.1
	32

17

18
	47.8
25.4
26.8
	60

19

21
	60.0

19.0

21.0
	12.7


	< 0.001

	Income

Adequate

Inadequate
	25

8
	75.8
24.2
	15

52
	22.4
77.6
	40

60
	40.0

60.0
	24
	< 0.001

	Residence
	
	
	
	
	
	
	24.1
	< 0.001

	Rural
	8
	24.2
	52
	77.6
	60
	60.0
	
	

	Urban
	25
	75.8
	15
	22.4
	40
	40.0
	
	

	Caregiver
Husband

Son /daughter

Father/ mother
	7

20

6
	21.2
60.6
18.2
	17

41

9
	25.4
61.2
13.4
	24

61

15
	24.0

61.0

15.0
	0.5
	>0.05


Table (5) Relation between total knowledge and socio-demographic characteristics
	Socio-demographic characteristics
	Total knowledge
	Total
	X2
	P  value

	
	Satisfied (33)
	Unsatisfied (67) 
	
	
	
	

	
	No
	%
	No
	%
	No
	%
	
	

	Age in years 
	
	
	
	
	
	
	
	

	18-  
	0
	0.0
	18
	29.5
	18
	18.0
	34.6
	< 0.001

	28-  
	5
	12.08
	5
	8.2
	10
	10.0
	
	

	38-  
	6
	15.4
	4
	6.6
	10
	10.0
	
	

	48-  
	11
	28.2
	31
	50.8
	42
	42.0
	
	

	58-  
	17
	43.46
	3
	4.9
	20
	20.0
	
	

	Educational level

Illiterate

Preparatory

Secondary
	1

28

10
	2.6
71.8
25.6
	40

1

20
	65.6
1.6
32.8
	41

29

30
	41.0

29.0

30.0
	63.8


	< 0.001

	Occupation

Worked

Housewife
	29

10
	74.4
25.6
	2

59
	3.3
96.7
	31

69
	31.0

69.0
	52.9
	< 0.001

	Marital Status

Married

Single

Widow
	21

9

9
	53.8
23.1
23.1
	39

10

12
	63.9
16.4
19.7
	60

19

21
	60.0

19.0

21.0
	1.1


	>0.05

	Income

Adequate

Inadequate
	29

10
	74.4
25.6
	11

50
	18.0
82.0
	40

60
	40.0

60.0
	29.1
	< 0.001

	Residence
	
	
	
	
	
	
	33.8
	< 0.001

	       Rural
	9
	23.1
	51
	83.6
	60
	60.0
	
	

	       Urban
	30
	76.9
	10
	60.4
	40
	40.0
	
	

	Caregiver
     Husband

    Son /daughter

   Father/ mother
	7

20

6
	21.2
60.6
18.2
	17

41

9
	25.4
61.2
13.4
	24

61

15
	24.0

61.0

15.0
	0.5
	>0.05


Table (6) Correlation of total knowledge and total practice of patients
	Total Self Care Practice
	Total

knowledge

	P value
	r
	

	<0.05 
	0.53
	


Discussion
        Renal failure is a threatening life disease. It is important to educate the patients and family about diet, medication, medical follow up and self care practice (Lewis et al., 2000). In this respect Ali et al. (2004) added that, as the practice of activities that patients initiate and perform of their own behalf for life, health and well-being, self-care has been referred to as an adult's patient continuous contribution to his own health and well-being.  


The current study revealed that more than two fifths of the sample their age ranged between 48 -<58 years (Table 1). This is in agreement with Abd El-Azeem (2008) who reported that three fifths of hemodialysis patients in his study their age were 40 or more. However this finding disagreement with Black et al., (2001); who mentioned that the incidence of the age of patients with RF undergoing hemodialysis is above 55 years old. 
             As regards the marital status the current study finding indicated that three fifths of patients were married (table 1). This finding was to some extent in accordance with Shaheen and Alkhader (2005), who reported that more than three quarters of the studied sample were married and they may have children. On the other hand this finding disagreed with Lutf (2004), Abd El Azeem (2008), who founded that the majority of their patients were married. 

              In the current study, results revealed that, slightly more than two fifths of hemodialysis patients were illiterates, less than one third had preparatory educated level (table 1). These findings disagreed with Kamal (2007), who founded that the highest percentage of her studied sample were illiterate, followed by the patients who can read and write and the same percentage of patients had secondary school diploma education. This results may be due to the effect of the disease on patients health status thus they cannot complete their study or even beginning it.

According to patient occupation, the present study result revealed that more than two thirds were housewives (table 1).  This finding is congruent with Mohamed (2007), who founded in his study that the majority of patients had no work. As well, the present study result was supported by Brown (2004), who mentioned that due to dependence on hemodialysis, patients often quit or lose their jobs whereas some patients change their jobs to adjust to life with hemodialysis treatment. This present finding could be due to that most of patients complain of boneache and generalized pain, which lead to limitation of movement.

           Regarding income, the current study revealed that three fifths of the study sample has inadequate income to cover daily living expenses. This finding is on line with Abd El-Azeem (2008), who reported in his study that almost two thirds of the study sample was dependable on the Ministry of Health for cost coverage. This could clearly indicate that patients’ health insurance, which they get through the Ministry of Health, is not enough. 

               Regarding to patient residence, the present study result revealed that three fifths of participants were residing rural areas, and two fifths were in urban areas (table 1). This finding may be due to that people living in rural areas have less access to health care because of persistent poverty, fewer health services, lack of information about causes and precautions of disease.      

As regards source of health information about hemodialysis, the present study result showed that less one third of subjects take information from nurses less than another third from doctor at hemodialysis unit, while one fifth was taking information from neighbors and slightly more than fifth from family (figure 1). This finding disagreed with Smeltzer and Bare (2004), who emphasized the role of the nurse in dealing with HD patients and their families, nurse, must provide teaching in small increments and give time to provide clarification, repetition and reinforcement. Time must be provided for patient and family to ask questions. The present study finding may be due to that doctor doesn’t exist continuously at dialysis unit and also the nurses have many duties at unit during dialysis session so patient’s not finding chance to get counseling from doctor and nurses refer to consult their neighbors and families.
      Regarding patient knowledge about nutrition the study revealed that more than two thirds of study sample had inadequate knowledge (Figure 2). The present study finding may be due to lack of educational programs for RF patients and their families.

 This finding is in disagreement with Panchit (2003), who found majority of participants identified that it is important for life of people who had CRF and undergo hemodialysis to choose and eat food appropriate for their disease and condition. As well, this finding is not in accordance with Kamal (2007), who identified that; the majority of the study subjects reported good knowledge related to this important aspect of traditional management but this good knowledge didn't achieve compliance towards dietary and fluid restrictions. 

          According to first research question that dealing with patients’ knowledge related to renal failure the present study result revealed that basic knowledge about RF disease such as meaning, causes, symptoms, complication, treatment and protective measures for renal failure were inadequate (figure 3). This inadequate knowledge may be explained by high illiteracy rate coupled with low income of the families in rural areas and poverty which can not allow visiting private or specialized clinics to get correct information about renal failure and quality of care. 

      As regards knowledge about daily self care, the present study revealed that about half of participants performed personal hygiene by keeping the body and clothes clean, being aware of sources of infection and more than half of them have average knowledge about importance of brush teeth (table 2). The present finding may be due to lack of information about the importance of hygiene.
                      According to hemodialysis affects patients’ quality of life, the current study revealed that less than three fifths were always affected (table 3). This finding was similar to that  of Ferrans and Powers, (2001), which indicated that 63% of patients have to change their life goals, and plans after receiving hemodialysis. 

Considering relationships in the family, the present study revealed that less than three quarters were negativly affected psychologically (table 3). These findings are incongruent with Panchit (2003), who founded that the positive effect on patients’ families, improved quality of relationships in the family. Families come closer and realize each family member’s values. Patients feel appreciated and have respect for their family. As well, White and Grenyer, (2001), reported that the support from the families helps patients better adjust to their situation. 

Investigating the effect of the disease on marital relationship, the present study revealed that less than one quarter of the studied subjects reported that they had always been affected (table 3). These findings agreed with Suet-Ching (2001), who found that there is no satisfaction with their sex lives. As well, patients experienced slight to marked decreases in sexual interest and frequency of sexual activity. Dialysis patients frequently experience a marked deterioration and considerable difficulties in their sexual driver and sexual performance.

           Regarding the participants’ feelings of being frightened and worried results of current study showed that more than two thirds were always frightened and worried (table 3). This finding is in agreement with Nagle (2001), who mentioned that patients experience fear of death that is always threatening to them and also have a conflict between their life’s reliability on hemodialysis technology while they do not want to depend on it. Similary, Panchit (2003), founded that fear of dying and the fear of living are an integral part of the whole problem of renal failure, and unsatisfactory life of chronically ill and handicapped person under constant medical care almost seems as intolerable as the fear of coming death. The present finding may be due to the most patients feel without the machine their life destroyed, also fearing of complications or death during dialysis session.

         Regarding the participants' capability to prevent themselves from fistula infection the present study finding indicated that all participants observed it well (table 3). This finding is in agreement with Panchit (2003), who reported that in her study the all participants were aware that vascular access, was very important for their life because it was the only way to be connected to hemodialysis. If it loses its function from whatever causes such as obstruction, or infection, participants could not get hemodialysis. 

      According to the third research question that about the relation between patients socio-demographic characteristics and their total practices score, the results revealed that highly statistically significant relations (p<0.001) between total practice score and age, residence, marital status, educational level, occupation and income (table 4). This finding may be due to that patient living in rural areas were suffering from persistent poverty, low income, higher illiteracy rates and lack of health services. The current study finding supported the researcher’s opinion that, according to educational level, there is significant relation between educational level and knowledge related renal failure There was significant relation between educational level and practices related to self-care management. Persons who received good level of education it helps them for better understanding of disease nature, process, consequences, limitation and ways of treatment for this disease.


According to the second research question that the relation between socio-demographic characteristics and their total knowledge score, the result revealed that highly statistically significant relations (p<0.001) between total knowledge score and, age, residence, educational level, occupation and income, while the relation was insignificant (p>0.05) with marital status and caregiver (table 5). These findings are in the same line with Khattab (2010), who stated that, low socioeconomic status, unemployment and low educational level are associated with a patient knowledge score. On other hand, the current study finding disagreed with Mostafa et al. (2004) who reported that, their study findings didn't reveal any relationships between patients' knowledge and demographic data as age, gender, and level of education.
The relation between patient total knowledge score and total practice level, in the present study revealed that there is a statistically significant correlation (p<0.05) (table 6) this finding may be due to that caregivers lost time from work and when the caregiver was a son/daughter he/she was called (adult child) and they hadn’t enough experience to deal with patient, a well when the father/mother responds for patient care, he/she had not significant care related to their old age. This finding agreed with Mona (2007), who mentioned that, persons’ chronic dialysis over time is associated with disability and loss of income for patients and their families additionally, caregivers in general report lost time from work, the inability to seek career advancements, and salary decreases as a direct result of the caregiver role. 

Conclusion
 The present study concluded that, the occurrence of RF was more prevalent among the age group 48 -<58 years. There were significant relations between patients' sociodemographic characteristics (age, income, educational level, occupation and residence) regarding their knowledge and self-care practices. However there was no significant relation between patients' knowledge and marital status. As well, between health care provider and total level of self care practice about renal failure.
Recommendations
The study recommended 
· Conducting health educational sessions for all new cases about the hemodialysis and patient’s self care. 

· Continuous educational programs for all patients receiving hemodialysis and their families to upgrade their knowledge about treatment and self care.     

· Provision of a booklet for self care of   patients undergoing hemodialysis should be available in all hemodialysis units and to be given to all newly admitted patients.
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