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CHAPTER I 

INTRODUCTION 

Background 

Hemodialysis is a life sustaining medical treatment for 

End-Stage Renal Disease (ESRD). The process of hemodialysis 

is involved and time consuming. There are many stressors 

facing patients with ESRD. One of the major obstacles that 

must be overcome for patients undergoing hemodialysis is in 

the area of work adjustment. Using the hypotheses and 

vocabulary of the Theory of Work Adjustment by Lofquist and 

Dawis (1969) it is the purpose of this investigation to 

focus on three potential factors related to vocational 

rehabilitation: vocational needs, pre-dialysis work 

history, and job demands of pre-dialysis occupations. 

A brief description of the kidney and its function and 

dysfunction is given for background. The process of 

hemodialysis is also described. Some of the literature on 

coping with chronic illness is reviewed to give added 

insight into how ESRD patients cope with the stresses they 

face. The vocational development of disabled persons is 

looked at to gain an understanding of the problems faced by 

ESRD patients in their work adjustment. Finally, some of 

the factors influencing the work adjustment of patients 

undergoing hemodialysis are reviewed. 



The Kidney 

The kidney is a bean shaped organ located on the 

posterior wall of the abdominal cavity. The kidney controls 

the concentration of metabolic end products, osmotic 

pressure, the volume of the blood, and ionic composition of 

the internal environment. Between one and three million 

nephrons (the functional unit of the kidney) are responsible 

for filtering approximately 180 liters of liquid every 24 

hours (Greislheimer & Weiderman, 1972),*" 

When the kidneys fail, the end-results of the 

disturbance are alterations of the internal environment 

which are of fundamental biochemical significance in the 

maintenance of life (Wills, 1971), "* 

End-Stage Renal Disease 

Renal failure can be either acute or chronic, both of 

which result in uremia. Although the systemic effects are 

similar in both types of kidney failure, acute renal disease 

is potentially reversible. Uremia results in the retention 

of nitrogenous metabolic waste products, and the condition 

is characterized by a raised blood urea concentration 

(Wills, 1972), 

The uremic syndrome is a constellation of signs and 

symptoms that accompany chronic and persistent renal 

abnormalities, Eailey (1972) calls uremia a total body 

disease. The symptoms include anemia, anorexia, nausea, 



vomiting, diarrhea, and other gastrointestinal 

manifestations. Neurological, vascular, and the 

musculoskeletal systems are also affected by uremia. 

End-Stage Renal Disease can result from a multiplicity 

of causes. The principal diseases resulting in ESRD are: 

1, Polycystic Renal Disease 

2, Glomerulonephritis 

3, Pylonephritis 

4, Diabetes Mellitus 

5, Systemic Lupus Erythematosis 

6, Postrenal Obstructive Nephropathy 

7, Amyloidosis 

8, Goodpastures Syndrome 

All of these diseases have a final outcome, chronic 

renal failure, necessitating some form of medical 

intervention to prevent death. For most patients the 

medical intervention is hemodialysis. 

Dialysis Treatment 

When the kidney is no longer able to carry out its 

normal, life sustaining function, some other means must be 

found to do so. The artificial kidney functions to remove 

waste products from the blood. The dialysis process 

separates soluable crystalline particles from colloid 

particles in a solution by diffusion across a semi-permiable 

membrane (Wing, 1975). The purpose of the serai-permiable 



membrane is to function as a filter, allowing small 

molecules to pass through it but holding back the larger 

ones. 

For long term successful hemodialysis the longevity of 

the external arteriovenous shunt is a problem. Infection, 

clotting and erosion of overlying skin create the potential 

for loss of all shunt sites. For patients with problems, 

such as a lack of adequate veins and arteries, a graft can 

be made. The graft can be from the patient's own body, such 

as the saphenous vein. The graft can also be made of a 

synthetic material or a bovine or umbilical vein transplant 

(Diaz-Buxo, 1984). 

Another form of dialysis that is gaining popularity in 

the past few years is Continuous Ambulatory Peritoneal 

Dialysis (CAPD), Introduced in 1978 by Popovich, CAPD is 

the process by which dialysis fluid is introduced into the 

peritoneum through a permanent catheter. The peritoneum 

acts as a semi-permiable membrane to separate the soluable 

crystalline particles that the kidneys are no longer able to 

remove. New dialysis fluid is added and the old fluid is 

removed four times per day (Brey & Jarvis, 1983), 

CAPD has many advantages over standard hemodialysis by 

machine. The procedure is simpler to carry out and does not 

need support personnel such as nursing staff. The period of 

time that is required to train people to perform CAPD is 

shorter than for home hemodialysis. There is no prolonged 



interruption in the patient's day. Patient's undergoing 

CAPD are not attached to a machine four to five hours per 

day. The procedure takes about 40 minutes and can be 

performed any place a sterile environment can be 

established. 

The major problem with CAPD is peritonitis. With an 

open access to the peritoneum, sterile technique is of the 

utmost importance. Most problems with peritonitis result 

from failure to follow aseptic procedures. 

In 1980, there were 2,100 patients undergoing CAPD. By 

1981, there were 4,300 patients using the technique, 

Oreopolous (1979) estimates that 20-25 percent of ESRD 

patients should be using CAPD, 40-45 percent should use 

dialysis machines and the rest could use either technique. 

As important as hemodialysis is for the patient with 

ESRD, it is only an intermittent treatment for the lack of 

kidney function. Diet and fluid management are the 

continuous treatment (Grutch & Stoner, 1975),^^^ Patients must 

follow a diet that is restricted in certain nutrients. 

Because the kidney is no longer capable of eliminating the 

waste products, diets are designed so that the food eaten 

meets the metabolic needs of the person while only producing 

minimal quantities of waste products that need to be 

eliminated. The diet primarily restricts the amount of 

protein, sodium, and potassium ingested, and strict controls 

are placed on the amount of fluid consumed (Adams, 1979).'* 



Chronic Disease 

Long-term hemodialysis for the treatment of chronic 

renal failure is a very stressful medical treatment. Maher, 

Lamping, Dickinson, Murkawski, Oliver, and Santiago (1983) 

list some of the stresses. There is the stress arising from 

the consciousness of the life-threat in kidney failure. 

Another source of stress arises from the dialysis regimen, 

such as adherence to diet and medication, fluid restriction, 

and attendance at the time consuming treatment. 

There are also stresses arising from the secondary 

consequences of kidney failure, like loss of employment, 

marital and sexual problems, and financial worries. 

Finally, the authors list stresses arising from impaired 

bodily functions associated with dialysis treatment. Levy 

(1979) has stated that the hemodialysis patient serves as a 

model of chronic illness. To obtain a better understanding 

of the patient's reaction to hemodialysis, some of the 

literature on coping with physical illness is reviewed. 

Strauss (1975, pp. 7-8) points out that any given 

disease can potentially cause multiple problems of daily 

living for the people who have it. Among those problems 

are: 

1. The prevention of medical crises and their 

management once they occur. 

2. The control of symptoms. 



3, The carrying out of prescribed regimens and the 

management of problems attendant upon carrying out the 

regimens. 

4, The prevention of, or living with social isolation 

caused by lessened contact with others, 

5, The adjustment to changes in the course of the 

disease, whether it moves downward or has remissions. 

6, The attempts at normalizing both interaction with 

others and style of life, 

7, Funding the necessary money for treatments or to 

survive despite partial or complete loss of employment. 

Moos (1977) states that the first task in coping with 

physical illness is in dealing with the discomfort, 

incapacitation, and other symptoms of the illness or injury 

itself, A second and related set of tasks entails the 

management of the stresses of special treatment procedures 

and of various aspects of the hospital or institutional 

environments, A third set of tasks consists of developing 

and maintaining adequate relatonships with medical and other 

staff. Other problems facing the chronically ill patient 

are preserving a reasonable emotional balance and managing 

upsetting feelings about the illness. Preserving a 

satisfactory self-image and maintaining a sense of mastery 

become a problem for patients that must be dealt with. 

Maintaining relationships with family and friends and 

preparing for an uncertain future are also areas where 
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patients must learn to cope. Increased dependency, the loss 

of the work role and financial burdens are other stresses 

upon the people with chronic illness. 

The coping strategies used are, according to Moos: 

1, Denying or minimizing the seriousness of the 

condition, 

2, Seeking relevant information, 

3, Requesting reassurance and emotional support, 

4, Learning specific illness-related procedures, 

5, Setting concrete limited goals, 

6, Rehearsing alternative outcomes. 

Weisman (1979) feels that the way people cope with 

physical illness is related to how well they coped with 

problems while they were healthy, Weisman notes that the 

stresses upon chronically ill people are greater than 

ordinarily realized. Even a supposedly well adjusted 

patient may have sub-clinical problems and emotional 

distress long after the disease has come under control. 

Similar to Weisman, Moos (1977) says that people 

generally have certain characteristic patterns of behavior 

that are used when they come up against some type of 

obstacle in their lives. They employ habitual 

problem-solving styles until the problem is overcome, A 

situation, which is so novel or major, that the habitual 

responses are inadequate can bring about a crisis that can 

lead to a state of disorganization. The feelings of 



disorganization can be made worse by anxiety, fear, and 

guilt that can accompany being faced with such a novel 

situation. When trying to overcome the obstacle, two 

outcomes may occur. New healthy adaptations that promote 

personal growth and maturation may be learned, A 

maladaptive response, which signifies psychological 

deterioration and decline might also occur, A crisis 

experience may thus be seen as a transitional period, a 

turning point, which has important implications for an 

individual's ability to meet future crises (Moos, 1977), 

Taylor (1983) agrees that personally threatening 

events, such as chronic illness, have the potential for 

personal growth. Persons faced with such a crisis must deal 

with three themes. The first is the search for meaning in 

the experience. Secondly, an attempt to regain control of 

their lives in general must be made. Finally, the 

individuals must try to enhance their self esteem, to feel 

good about themselves again, despite the setback, Taylor 

points out that people facing not just chronic illness but 

other major transitions in their lives achieve a quality of 

life or level of happiness equivalent to or even exceeding 

their prior level of satisfaction. 

Silver and Wortman (1980) see the opposite outcome to 

facing a crisis such as physical illness. These authors 

state that most people have significant levels of distress 

and disorganization a year after the event, Adams and 
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Linderman (1974) find despite prompt and skillful 

intervention, the recovered patients can continue to 

function at a far less than full psychobiological capacity. 

They note that there is often very little correlation 

between the degree of physical disability, the success of 

physical restoration, and the ultimate social functioning of 

the patient. Factors beyond the biological must be 

considered, and the focus is most often on the individual's 

psychological state. It can be seen that how patients cope 

may alleviate the problem and reduce the stress or 

exacerbate the problem and become a problem itself. 

It is clear that there are some specific ways that 

people with chronic illness cope with the stresses that they 

face. Coming to some type of intellectual mastery or 

control appears to be one way. By seeking information about 

their problem they try to find some type of meaning for 

their condition. Another, and seemingly opposite way, to 

cope is by denial or minimizing of the situation. It is 

also clear that outcomes can be quite different. Some 

patients can come away from a chronic illness as stronger 

people, better able to handle future crises. Chronic 

illness can also have the opposite effect: the stress may 

never be overcome and future problems will be handled in a 

less effective manner. 
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Review of the Literature 

ESRD Patients 

Being treated by hemodialysis for ESRD exposes the 

patient to the stress common to all patients with chronic, 

disabling disease as well as the procedures unique to 

dialysis (Levy, 1979). Reichsman and Levy (1972) note that 

there are stages in the adaptation to life on hemodialysis. 

The first stage they call the Honeymoon Period. In the 

first stage there is marked improvement in the physical 

condition. For many patients this stage is comparable to 

being brought from the jaws of death. Without dialysis they 

would have been dead from the complication of uremia. The 

first stage is marked by increased enjoyment of life, 

confidence and hope. 

The second stage is the Period of Disenchantment and 

Discouragement, Here the feelings of confidence and hope 

achieved in the first stage decrease markedly and are 

replaced by feelings of sadness and helplessness. The 

second stage is often related to some specific preceding 

stressful event such as the planning or the actual 

resumption of an active role at work or home. Patients 

become annoyed and anger easily during the second stage, and 

the anger is often aimed toward the dialysis unit personnel. 

The final stage is the Period of Long-Terra Adaptation. 

The final stage is characterized by the patient's arriving 
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at some degree of understanding of his or her limitations 

and of the shortcomings and complications of maintenance 

hemodialysis. The transition to the final stage is gradual 

and fluctuations in the sense of well being are experienced. 

Help and support are sought from the dialysis unit personnel 

as patients begin to adapt to their new life on 

hemodialysis. The adaptation is attributable in part to the 

patients' either becoming involved with some type of 

meaningful work or resigning themselves to doing little or 

no work. 

Denial is reported almost universally among 

hemodialysis patients, Wright, Sand, and Livingston (1966) 

report that denial used up to a certain point aids the 

patient in living with the disease, Kemph (1966) also noted 

a marked increase in the degree to which denial was used in 

patients on hemodialysis, Ebra and Toth (1972) found that 

denial was the most frequently and extensively used defense 

mechanism among patients undergoing hemodialysis. Denial, 

according to Ebra and Toth, enables people to maintain 

emotional equilibrium when faced with chronic disability. 

People used denial by viewing new problems as a one-time 

occurrence, rather than accepting the symptoms as part of 

their continuing disease, Reichsman and Levy (1977) also 

found that denial was the defense mechanism used extensively 

in reaction to the stress of hemodialysis. Denial has been 

reported by other researchers as well (Freyberger, 1973; 



13 

Maher, Lamping, Dickinson, Murkawski, Oliver, & Santiago, 

1983). The over use of denial becomes dangerous because the 

ESRD patients can become lax in the maintenance of their 

medical regimen, a practice which can be fatal (Ebra & Toth, 

1972), 

Patients being treated by hemodialysis are totally 

dependent on the dialysis treatment for the continuance of 

life. Without the machine patients with ESRD would soon be 

dead. Viederman (1974) says that patients enter into a 

love-hate relationship with the dialysis machine, which 

becomes both the preserver of life and the tyrant that 

symbolizes the limitations on their freedom, Viederman 

feels that regression to the stage of early infantile 

dependency on the parents must be made in order to comply 

with dialysis, 

ESRD places people in an ambivalent situation. Because 

the treatment is uncomfortable and boring (Shea, Bogdan, 

Freeman, & Schreiner, 1965) patients do not enjoy it and 

rebel against being dependent upon the treatment process. 

However, since patients* lives depend upon the treatment 

they become anxious when they are away from the machine 

(Kemph, 1966), 

Another problem faced by patients undergoing 

hemodialysis is depression, Wright, Sand, and Livingston 

(1966) found increases on scale one of the MMPI in patients 

being treated by hemodialysis. Shea e_t a^. (1965) found 
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that people defend against depression while on the machine 

by sleeping. Depression has also been reported in 

connection with treatment of ESRD by several other 

researchers (Kemph, 1966; Maher £i aJ., 1983; Reichsman & 

Levy, 1972), 

Other problems facing patients are the over use of the 

sick role (Moos, 1977; De-Nour & Czaczkes, 1975), anxiety 

(Cazzullo, Invernizzi, Ventura, & Sostero, 1973), sex role 

reversal (Short & Wilson, 1969), suicide (Shea et al,, 

1983), and change in body image (Abram, 1969), 

It usually takes between three and six months for the 

patient to resolve the emotional conflicts and return to the 

premorbid level of functioning (Moos, 1977). As with other 

chronic diseases the person's premormid level of functioning 

will have the greatest influence upon the level of 

adaptation to hemodialysis (Malmquist, 1973), Patients who 

were emotionally balanced before the onset of the disease 

show less frequent psychopathological troubles (Cazzullo e_t̂  

a_l,, 1973), 

Vocational Development of the Disabled 

Of all of the problems brought on by ESRD, the 

disruption it can cause in the patient's career or 

occupational status may be paramount. Some of the 

literature on the career development of disabled persons is 

reviewed to help understand some of the roadblocks faced by 
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patients undergoing long-term hemodialysis. Particular 

attention will be paid to the Work Adjustment Theory of 

Lofquist and Dawis (1969) as a way of looking at how the 

disability of ESRD can affect a person's vocational 

adjustment. 

Lofquist and Dawis (1969) point out that the problems 

of integrating the disabled into social and economic 

communities have historically been viewed in a variety of 

ways. At one time, people suffering from some type of 

physical impairment were feared and avoided. The opposite 

view, that the disabled should be pitied or sheltered, was 

taken later. Lofquist and Dawis refer to the concept of 

being anatomically whole. Traditionally, judgment as to 

whether people were able to work was made on the basis of 

their anatomical wholeness and that they did not look or 

function differently than typical or normal people. 

It is common to possess stereotypes about people who 

are similar to each other and who differ from the so-called 

normal population. Stereotypes of the disabled are similar 

to other common stereotypes. It often is assumed 

erroneously that the disabled are all the same in regards to 

a number of important variables (Osipow, 1976), 

Osipow (1976) points out that theories of career 

development describe a white, male middle class professional 

or managerial world and have somewhat less to do with the 

world of the poor, black, female, Spanish speaking or 
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disabled. Osipow contrasts the assumptions about the career 

development of normal people as compared to the disabled. 

The assumptions about the career development of normal 

people are: 

1. Career development is systematic 

2. Career development has a psychological basis 

3. Career development has a cultural basis 

4. The total person is involved in career development 

5. People possess multi-potentiality for careers 

6. Career development is sequential and characterized 

only partially by chance 

7. Career development is stressful 

In contrast, the assumptions about the career 

development of disabled persons are: 

1, Career development is unsystematic, influenced by 

chance 

2, Career development is not psychological since the 

disabled do not have much subjective, psychological life 

3, Career development is not important for the 

disabled 

4, The disability itself overrides the individual's 

other characteristics in determining career behavior 

5, The career options of the disabled are very limited 

6, The career development of the disabled (and the 

general development as well) is arrested or retarded 
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7, The career development of the disabled is stressful 

at all points. 

There are many factors that contribute to the career 

development of disabled persons. Age of onset of the 

disability can influence the adjustment, attitudes, and 

abilities of the disabled. People born with a handicap will 

grow up with the limitations that may make handling 

vocational choices easier than people who become disabled in 

adulthood. On the other hand people who become disabled as 

an adult may have skills, experience, family and financial 

resources that the younger disabled may lack. 

According to Super (1957) people who are disabled later 

in life become disorganized and must incorporate the 

disability into a modified self-concept. The task is to 

find a new role in which social expectations can be met and 

aspirations can be fulfilled. 

What is perceived as an impossible hurdle by some may 

be viewed by others as a barrier of little consequence. The 

response to a disability depends upon personality structure 

and needs. The disability does not cause a decrease in 

vocational maturity, but rather is a setback in vocational 

development, which requires the individuals to consider 

stages of development again in order to reorganize and 

establish themselves. 
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Theory of Work Adjustment 

Lofquist and Dawis (1969) in their Theory of Work 

Adjustment state the basic assumption that each individual 

seeks to achieve and maintain correspondence with his or her 

environment. Correspondence can be described as the 

individual fulfilling the requirements of the work 

environment, and the work environment fulfilling the 

requirements of the individual. The stability of the 

correspondence between the individual and the work 

environment is manifested as tenure in the job. 

Two indicators of work adjustment are satisfaction and 

satisfactoriness. Satisfaction represents the individual 

worker's appraisal of the extent to which the work 

environment fulfills his or her need requirements, 

Satisfactoriness represents how well the individual fulfills 

the requirements of the work environment, Satisfactoriness 

is an external indicator of the degree of job-worker fit. 

Satisfaction is an internal indicator of correspondence. 

Work is important because it provides a situation for 

the satisfaction of needs, Lofquist and Dawis note that 

with marked changes in the environment some changes in an 

individual's psychological needs may result. However, only 

in rare instances will there be much change in needs after 

the person has reached maturity. 

For the person who is physically disabled after 

beginning to work, the disability is important only to the 
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degree that it may alter the needs or competencies of the 

person or the ability of the person to meet the demands of 

the job. The result would be a disruption in the level of 

correspondence, or worker-job fit. Thus, the kind, 

severity, and duration of the disability are in themselves 

of no consequence to the vocational redevelopment. 

The Theory of Work Adjustment is stated formally as 

(Dawis, Lofquist, & Weiss, 1968): 

Proposition I. An individual's work adjustment at any point 

in time is indicated by his or her concurrent levels of 

satisfactoriness and satisfaction. 

Proposition II. Satisfactoriness is a function of the 

correspondence between an individual's abilities and the 

ability requirements of the work environment, provided that 

the individual's needs correspond to the reinforcer system 

of the work environment. 

Corollary Ila. Knowledge of an individual's abilities 

and of his or her satisfactoriness permits the 

determination of the effective ability requirements of 

the work environment. 

Corollary lib. Knowledge of the ability requirements 

of the work environment and of an individual's 

satisfactoriness permits the inference of an 

individual's abilities. 

Proposition III. Satisfaction is a function of the 

correspondence between the reinforcer system of the work 
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environment and the individual's needs, provided that the 

individual's abilities correspond to the ability 

requirements of the work environment. 

Corollary Ilia. Knowledge of an individual's needs and 

his or her satisfaction permits the determination of 

the effective reinforcer system of the work environment 

for the individual. 

Corollary Illb. Knowledge of the reinforcer system of 

the work environment and of an individual's 

satisfaction permits the inference of an individual's 

needs. 

Proposition IV. Satisfaction moderates the functional 

relationship between satisfactoriness and need-reinforcer 

correspondence. 

Proposition V. Satisfactoriness moderates the functional 

relationship between satisfaction and need-reinforcer 

correspondence. 

Proposition VI. The probability of an individual being 

forced out of the work environment is inversely related to 

his or her satisfactoriness, 

Proposition VII, The probability of an individual 

voluntarily leaving the work environment is inversely 

related to his or her satisfaction. 

Combining Propositions VI and VII, we have: 

Proposition VIII, Tenure is a joint function of 

satisfactoriness and satisfaction. 
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Given propositions II, III, VIII, this corollary follows: 

Corollary Villa. Tenure is a function of 

ability-requirement and need-reinforcer correspondence 

Proposition IX. Work personality-work environment 

correspondence increases as a function of tenure. 

Minnesota Importance Questionnaire 

As part of the Work Adjustment Theory, the Minnesota 

Importance Questionnaire (MIQ, Gay, Weiss, Hendel, Dawis, & 

Lofquist, 1971) was developed to measure vocational needs. 

Needs are defined as preferences for various reinforcers 

available in the work environment. The MIQ measures the 

following twenty-one needs: 

1. Ability Utilization 

2. Achievement 

3. Activity 

4. Advancement 

5. Authority 

6. Company Policies and Practices 

7. Compensation 

8. Co-workers 

9. Creativity 

10, Independence 

11, Moral Values 

12, Recognition 

13, Responsibility 
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14. Security 

15. Social Service 

16. Social Status 

17. Supervision-Human Relations 

18. Supervision-Technical 

19. Variety 

20. Working Conditions 

21. Autonomy 

Two forms of the MIQ are available in the 1975 edition. 

The first is a paired-comparison format. One statement 

representing each of the twenty-one needs was developed. 

The statements are paired and the subject is asked to mark 

which need statement is more important when considering his 

or her ideal job. The paired-comparison format produces 190 

pairings that must be rated so that all needs are compared 

to each other. 

The second format was developed because many users 

objected to the repetitiousness of the item pairings. To 

alleviate the problem of repetition the authors developed a 

ranked form. The statements are arranged in blocks of five 

and the subject is asked to rank each statement in terms of 

his or her ideal job. 

The paired-format and the ranked form both include a 

section in which the subject is asked to consider each 

statement one at a time and asked to state if that item is 

important to have in an ideal job. The two forms are 
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similar in terms of their psychometric properties and yield 

generally similar results (Albright, 1978). The ranked form 

is preferred by two-thirds of the subjects. 

The individual items that make up the MIQ were based 

upon the work of Schaffer (1953). Six criteria were used in 

selecting the list of needs: 

1. If the need is present in a person it is likely to 

be a rather permanent and stable part of his or her basic 

personality structure. 

2. The need is judged to be relatively important in 

the determination of adjustment, although it might differ in 

degree of importance among individuals. 

3. The need should be present in many people. 

4. The need might conceivably be satisfied in a work 

environment. 

5. The need is definable and unique. 

6. The need is amenable to measurement by a 

paper-and-pencil questionnaire. 

There are twenty-two raw scores generated by scoring 

the MIQ. Scores for vocational need scales constitute 

twenty-one of the scores. The raw score for each vocational 

need is the number of times the statement is chosen "more 

important" to the individual in his or her "ideal" job. The 

twenty-second score is obtained by having the subject state 

if a reinforcer is important or not. The twenty-second 

scale is the "zero-point" scale by which the twenty 
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vocational need scales are "anchored." The zero-point scale 

raw score is obtained by counting the number of "no" 

responses to the twenty-one absolute judgments. Raw scores 

range from 0 to 21 for both vocational need scales and 

zero-point scale. 

An MIQ scale value is calculated by taking the raw 

score on a scale and converting it to an intra-individual 

z-score. First each raw score is expressed as a proportion 

of the total number of stimuli being scaled and this 

proportion is converted to the appropriate z-value from the 

cumulative normal distribution. In calculating the 

proportion, .50 is added to the raw score to indicate the 

expected number of times the statement would be chosen over 

itself had such a comparison been made. 

To obtain more meaningful comparisons among 

individuals, scale values are adjusted. The scale value of 

the zero-point scale is determined in the same way as the 

scale values for the twenty-one vocational need scales. 

Once the scale value for the zero-point is determined, scale 

values for the other twenty-one scales can be adjusted with 

respect to it by subtracting the zero-point scale value from 

the other scale values, and from itself. The procedure 

yields a group of 21 adjusted scale values with the 

individual's zero-point scale value adjusted to zero and the 

vocational need scales adjusted with respect to the 

individual's zero-point. The potential range for ajusted 
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scale values are from -4.0 to +4.0, but maximum range of 

values for an individual is only half of that. Where the 

number falls depends on the zero-point scale before 

adjustment. 

Because of the adjustment procedure the sign of each 

adjusted scale value indicates whether the reinforcer is 

considered important or not. Adjusted scale values with 

positive signs indicate characteristics of the individual's 

ideal job, and therefore represent "significant" vocational 

needs. The magnitude of the adjusted scale value indicates 

how important a particular reinforcer is. Scale values with 

negative signs indicate characteristics which are not 

important to the individual and therefore are not relevant 

vocational needs. 

Along with the need scales the MIQ includes a total 

circular triad score which indicates the logical consistency 

with which an individual has responded to the MIQ items. A 

circular triad is an intransitive (illogical) sequence. A 

circular triad occurs when an individual responds to a group 

of three items in the following manner: 

1. A is chosen over B 

2. B is chosen over C 

3. C is chosen over A 

The current version of the MIQ (Rounds, Henly, Dawis, 

Lofquist, & Weiss, 1981) refers to the score as Logically 

Consistent Triads (LCT). The LCT is expressed in a percent 
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of items that were answered in a consistent manner. In the 

event that an individual's LCT score drops below 50 percent 

for the ranked form, the MIQ profile is considered to be 

questionable because of the extraordinarily high level of 

inconsistent responses. 

The circular triad score is used to indicate factors 

which might invalidate an individual's MIQ profile, such as 

random responding, response set, lack of familiarity with 

occupational reinforcers and instability of the individual's 

vocational needs. 

According to the Theory of Work Adjustment, an 

individual's satisfaction in a particular occupation can be 

predicted from correspondence between his or her pattern of 

vocational needs and the reinforcer system of that 

occupation. The MIQ profile provides a measure of 

vocational needs; Occupational Reinforcer Patterns (ORP) 

provide measures of reinforcer systems of occupations. 

An ORP is a measure of the reinforcers available in a 

work environment and are based on the judgments of immediate 

supervisors in several hundred firms. The dimensions of the 

ORP's are parallel to those measured by the MIQ. The ORP's 

reflect the presence of a reinforcer as well as estimates of 

the magnitude or amount of reinforcement. Having a measure 

of vocational needs and reinforcers available in the work 

environment written in the same terms as the MIQ allows for 

a measure of correspondence between an individual's need 
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profile and various jobs for which ORP's have been 

developed. There are currently 181 occupations for which 

ORP's have been developed. 

The measure of correspondence between a person's MIQ 

profile and the ORP of each occupation that is listed is 

called the C-Index. C-Index is a correlation coefficient 

and ranges from -1.00 to +1.00. The closer the C-Index is 

to +1.00, the higher the correspondence of the MIQ profile 

to the ORP. Conversely, the closer the C-Index is to the 

-1.00 end of the possible range, the higher the 

discorrespondence between the MIQ and the ORP. 

Several prediction statements have been developed to 

accompany the C-Index values appearing in the reports. 

These are Satisfied (S) for the C-Index from +.50 to +1.00, 

Likely Satisfied (L) for the C-Index between +.10 to +.49, 

and Not Satisfied (N) for the C-Index between -1.00 to +.09. 

As part of the Theory of Work Adjustment, the Minnesota 

Occupational Classification System II (MOCS II) was 

developed (Dawis, Lofquist, Henly, & Rounds, 1979/1982). 

MOCS II presents a psychological taxonomy of work. It 

descibes work environment in terms of the same psychological 

dimensions that are available for use in describing an 

individual's work personality. 

The taxonomy, refered to as Taxon's, makes use of two 

major axis for classification. The first axis represents 

work environments in terms of their ability requirements, as 
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reflected by worker functions required on the job. The 

information on worker functions used in MOCS II is taken 

from the Dictionary of Occupational Titles classification 

system, where it is coded in the second set of three digit 

codes. 

In MOCS II, the ability-requirement axis presents 

worker information in combinations reflecting levels of 

ability within each of three fields: Data functions. People 

functions, and Things functions. Three levels of ability 

are identified in Table 1: 

TABLE 1 

LEVELS OF ABILITY-REQUIREMENTS 

Level Data People Things 

High 

Moderate 

Average 

0 

1 

2 

3 

4 

5 

6 

0 

1 

2 

3 

4 

5 

6 

7 

8 

0 

1 

2 

3 

4 

5 

6 

7 

8 
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Using the combination of level and field information, 

occupations may be categorized into 27 ability-requirement 

groups from 1, High Data, High People, High Things, to 

Average Data, Average People, Average Things, and all of the 

combinations in between. 

The second axis used in MOCS II represents work 

environments in terms of their reinforcer-system 

characteristics. The information about reinforcer-systems 

of occupations are expressed in the some terms as the MIQ 

needs, values, and clusters. 

The twenty-one MIQ needs can be represented by six 

underlying values. The values and the component needs that 

define each are shown in Figure 1. 

Occupations are grouped into six clusters. The 

clusters designate groups of occupations with similar 

Occupational Reinforcer Patterns. Each cluster is 

characterized by a predominant reinforcer pattern expressed 

in value terms. The clusters and their representative 

values are shown in Figure 2. 

The median scale Hoyt reliability coefficients for the 

MIQ ranged from .77 to .81. The median stability of MIQ 

profiles ranged from .95 for immediate retest to .70 for the 

four month retest group. For a ten month retest interval 

the median profile was .87 (Gay et^ a_l_. , 1971). 



FIGURE ONE 

VALUES AND COMPONENT NEEDS 

Value Need 

30 

Achievement Value 

Comfort Value 

Status Value 

Altruism Value 

Safety Value 

Autonomy Value 

Ability Utilization 

Achievement 

Activity 

Independence 

Variety 

Compensation 

Security 

Working Conditions 

Advancement 

Recognition 

Authority 

Social Status 

Co-Workers 

Social Service 

Moral Values 

Company Policies and Practices 

Supervision-Human Relations 

Supervision-Technical 

Creativity 

Responsibility 

Autonomy 
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FIGURE TWO 

CLUSTER AND VALUES IN MOCS II 

Cluster Value 

A Achievement-High 

Autonomy-High 

Alturism-Moderate 

B Achievement-High 

Comfort-Moderate 

C Achievement-High 

Autonomy-Moderate 

Comfort-Moderate 

D Achievement-High 

Status-High 

Comfort-High 

E Comfort-High 

F Comfort-Moderate 

Altruism-Moderate 

A study of scale intercorrelations for the 1967 MIQ showed 

intercorrelations ranging from .05 to .77 with a median 

Correlation of .33. 

Discriminant validity for the MIQ is reflected in the 

scale intercorrelations of the MIQ scales, showing that new 

information is contributed by each of the 21 MIQ scales. 
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Discriminant validity is also shown by the relationship of 

the MIQ to a multifactor measure of abilities, the General 

Aptitude Test Battery (GATB). Cross-correlations between 

MIQ scales and GATB tests cluster around zero with few 

exceeding .30. 

Convergent validity for the MIQ is demonstrated by 

canonical correlations of .78 and .74 with the Strong 

Vocational Interest Blank. The 1965 form of the MIQ was 

used to demonstrate convergent validity. 

The 1965, and the version of the MIQ using a Likert 

form, has been used to demonstrate validity. While the 

evidence does not strictly relate to the newer versions, the 

fact that the newer versions are derived from items on the 

earlier version provides indirect support for the validity 

of the current MIQ. 

Using the Likert form of the MIQ, scale score 

differences were found between disabled and non-disabled 

workers, between different occupational groups and between 

an employed and a pre-employed group. 

Data of older versions and the 1967 version of the MIQ 

have shown the test's ability to confirm expected group 

differences based upon hypotheses generated by the Work 

Adjustment Theory (Gay _̂t_ aj^. , 1971). 
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Factors Influencing Vocational Rehabilitation 

The vocational rehabilitation of patients undergoing 

hemodialysis treatment has long been a priority with 

professionals concerned with the care of these patients. 

Vocational rehabilitation has different meanings to 

different researchers. For some, returning to any type of 

activity would be considered rehabilitation. For other 

researchers only full time employment would be considered as 

the criteria for vocational rehabilitation. Others consider 

hemodialysis a full time job with vocational rehabilitation 

being unrealistic. A general definition of vocational 

rehabilitation could be, returning to or remaining in the 

work environment, and would be measured by job tenure. Some 

of the factors that potentially influence vocational 

rehabilitation are reviewed in the following section. 

Education. The level of education has consistently 

been shown to be related to vocational rehabilitation in 

patients undergoing hemodialysis (De-Nour & Czaczkes, 1974; 

Freeman, Calsyn. Sherrard, & Paige, 1980; Meldrum, Wolfram, 

& Rubini, 1968). There have been several explanations for 

the relationship between education and rehabilitation. 

De-Nour, Shanan, and Garty (1978) suggest that the well 

educated have jobs that are more flexible (i.e., the well 

educated may be able to have more control over their work 

schedules while persons with less education may have their 

work schedules controlled by a time clock) and thus are 
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easier to carry out even during sickness. These authors 

also suggest that education influences vocational 

rehabilitation by the role it plays in job satisfaction. 

The uneducated often have jobs that are less satisfying and 

physically more demanding. Huber, Strauch-Rahauser, Werner, 

Hafner, and Strauch (1972) found that the higher the social 

rank the lower the rate of disablement, even though the 

severity of symptoms did not differ significantly. Overs 

(1975) suggested that the lower classes usually have access 

only to contacts leading to manual activities unsuited to 

the limitations of most physically handicapped persons. The 

middle and upper classes are more apt to have access to 

contacts leading to sedentary office jobs. 

Physical Demands of the Job. Very few studies have 

directly measured the demands of a job and the vocational 

rehabilitation of patients undergoing hemodialysis. Gutman 

et al. (1981) found that men who were rehabilitated held 

skilled, professional, or supervisory positions. Goldberg 

(1974) found a tendency for ESRD patients to move to more 

sedentary work. Baillod, Crockett, and Ross (1968) reported 

that 95 percent of patients being treated by hemodialysis 

believe that they can do their jobs just as well as before, 

while Huber e_t a_l. (1972) found that 50 percent of the 

hemodialysis patients want to stay in their old jobs under 

easier conditions. Chyatte (1979) states that the physical 

demands of the job cannot be more than moderately demanding. 
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Intelligence. On the whole, intelligence is not a good 

predictor of vocational rehabilitation (Malmquist, 1973; 

Winkur, Czaczkes, & De-Nour, 1973). Freeman e^ al. (1980) 

found no differences on the WAIS between ESRD patients 

undergoing hemodialysis and a group of orthopedic patients. 

The performance of patients undergoing hemodialysis on the 

WAIS refutes the common argument that dialysis patients 

appear more organically impaired than other medical 

populations. Kutner (1983) says that the diminished 

cognitive motor functioning sometimes seen in patients being 

treated by hemodialysis is not a barrier to vocational 

rehabilitation. The role intelligence plays seems to come 

in at the extremes. De-Nour et_ a_l. (1978) found that 

patients with IQ's of less than 90 do not rehabilitate very 

well, while Ebra and Toth (1972) found that more highly 

intelligent patients seem to make better vocational 

rehabilitation. 

Age. Age has not been a good predictor of vocational 

rehabilitation. Malmquist e_t al. (1972) and Malmquist 

(1973) found that age was not a predictor of rehabilitation. 

De-Nour and Czaczkes (1975) also found age not predictive of 

rehabilitation in a population of men aged 14-65. Meldrum, 

Wolfram, and Rubini (1968) suggest that males age 20-39 are 

above average in all categories of rehabilitation, including 

vocational, while those aged 40 and above have limited 

rehabilitation. 
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Sex. Sex has not been shown to be a good predictor of 

vocational rehabilitation by Malmquist, Kopfstein, Frank, 

Picklesimer, Clements, Ginn, and Cromwell (1972) as well as 

De-Nour and Czaczkes (1974), 

Center vs. Home vs. CAPD. There is clearly a 

difference between people who dialyze at a dialysis center 

and those who are involved in a home dialysis program 

(Freyberger, 1973; Evans & Bryan, 1980). Cameron, Ellis, 

Ogg, Bewick, Boulton-Jones, Robinson, and Harrison (1970) 

found that home patients had a rehabilitation rate of 92 

percent while center patients were rehabilitated 71 percent 

of the time. Disney and Row (1974) found that patients who 

dialyze at home tended to be younger than the hospital based 

group. These researchers also found that 44 percent of 

hospital patients were capable of normal daily activities 

compared with 78 percent of the home patients. They also 

found that employment rates of the home patients were 

higher. Evans and Bryan (1980) using Blau and Duncan's 

(1967) classification system found that people with higher 

pre-dialysis occupations dialyze at home. They summarize 

the ESRD patients being treated at home as younger white 

males, highly educated, married, with relatively high 

income. 

Patients who undergo Continuous Ambulatory Peritoneal 

Dialysis (CAPD) for treatment of ESRD appear to rehabilitate 

on a level equal to home treatment dialysis patients. 
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Karnicolas, Oreopolous, Pylypchuk, Fenton, Cattran, Rapport, 

and de Verber (1982) report that 55 percent of patients 

using CAPD return to their pre-dialysis lifestyle and 91 

percent are able to return to work. 

Financing Treatment. In 1972 the End-Stage Renal 

Disease program enacted by Congress lifted the financial 

burden of dialysis off the shoulders of ESRD patients. 

Benefits are paid to the disabled person regardless of 

whether the spouse works or not. Medicaid, a state 

supported system, can also be a source of income for the 

disabled if the family income drops below a certain level. 

For the veteran with ESRD there are benefits available that 

are sometimes better than Medicare. Other sources of 

financial support come from Social Security, For some 

patients, state programs offer rehabilitation services, and 

city and county government may have programs to aid ESRD 

patients. The American Kidney Fund also offers educational 

programs and extends aid to those disabled by kidney disease 

(Chyatte, 1979). Walls, Mason, and Werner (1977) list 76 

federal programs in which vocational rehabilitation clients 

or families might participate. 

Since the passage of the Medicare bill the employment 

rate among dialysis patients has dropped. Evans ejt al. 

(1981) state that the passage of the ESRD legislation 

legitimized the disability status of the patient. 
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The barriers to returning to work are many. Recurrent 

medical problems, limited work tolerance, and employer 

prejudice are all problems to be faced. Of all the 

barriers, the financial concerns would seem to be paramount. 

For patients receiving benefits because of a disability due 

to renal disease to consider entering into employment, and 

risk the termination of the disability benefits, it is 

necessary to find employment which generates income close to 

or exceeding the amount received from the program (Decker, 

1978). 

Decker states that, for the ESRD patients who are able 

to obtain a level of employment with medium or above average 

income, return to work is usually desirable. For the 

disabled who are unable to provide the basic needs for their 

family, the disability benefits can contribute substantially 

to the income. Decker feels that if the pension is greater 

than or equal to the former salary, it is within the 

motivational process of the patients to attempt to maintain 

the secure level of income. 

Burton (1978) notes that a significant proportion of 

the patients being treated with hemodialysis have removed 

themselves from the labor market permanently, largely 

because the various state welfare laws sometimes make it 

more preferable to drop out altogether. To work at a job 

that they are physically able to do could make them 

ineligible for full welfare benefits. Walls e_t_ al. (1977) 
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and Chyatte (1979) speak of the disincentives that face the 

disabled individual with ESRD who returns to work. Because 

multiple benefits are often received, income may actually be 

reduced by the return to work. 

Ludin and Delano (1980) note that patients who have not 

worked in the past will be unlikely to give up disability 

payments to enter the work environment, even if physically 

able to work. Neff, Slifkin, and Eiser (1981) report that 

in 1981 people making less than $6,000 a year would be 

financially better off staying on disability. 

Returning to Work 

The number of dialysis patients who return to or remain 

in the work environment varies in the reports in the 

literature. De-Nour and Czaczkes (1974) report that 25 

percent of their patients on hemodialysis worked full time, 

more than half worked more than half time, and 35 percent 

had little or no vocational functioning. Gutman e_t al. 

(1981) reported that 18 percent of diabetic men on 

hemodialysis were employed compared to 32 percent of the 

non-diabetic men. They state that 30 percent of the 

dialysis population is debilitated (i.e., incapable of a 

level of physical activity beyond that of caring for 

themselves). Of 41 patients, Cadnapaphornchai, Kurvila, 

Holmes, and Schrier (1974) report 14.6 percent working full 

time, 21.9 percent working part time, and 17.3 percent 
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working full time as housewives. They report that the 

debilitation rate was 36.5 percent. Bonney, Finkelstein, 

Lytton, Schiff, and Steele (1978) report the employment rate 

to be 43 percent among hemodialysis patients. Drukker, 

Haagsraa-Schouten, Alberts, and Spoek (1969) report 43 

percent working full time, 23 percent working quarter time 

to half time, and 33 percent working less than quarter time. 

Chyatte (1979) says that 50 percent of the patients that can 

work do so. 

From a strictly medical point of view the majority of 

patients being treated by hemodialysis should have good 

possibilities for returning to ordinary social life and 

functioning (Malmquist, 1973a). For patients who remain on 

dialysis longer than six months, 100 percent reached medical 

rehabilitation. Medical rehabilitation was defined as 

normotensive, in positive nitrogen balance with controlled 

azotemia, no physical limitations apart from that of anemia, 

and capable of maintaining full time employment (Baillod ejt̂  

al., 1968). 

Ludin and Delano (1981) found it took six months for 

non-diabetic hemodialysis patients to recover from the 

effects of uremia. The six months it takes to return to a 

fairly normal state of physical health also appears to be 

the amount of time it takes to become vocationally 

rehabilitated (De-Nour & Czaczkes, 1975; Freyberger, 1973). 

Malmquist (1973b) found that 100 percent of patients who 
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were vocationally rehabilitated after one year on dialysis 

were already rehabilitated at six months. Once positive 

health has been achieved many patients regain their 

motivation and ambitions and desire a return to their former 

activities. 

While medical and vocational rehabilitation is possible 

at six months, some patients are still unable to return to 

work. Complications of the diseases that occur in 

conjunction with ESRD, such as diabetes, may make returning 

to work difficult. Inability or unwillingness to comply 

with the dietary restrictions may make working impossible. 

Patients who do not attend dialysis sessions regularly, and 

are poorly dialyzed as a result, may be too weak to work 

regularly. The physical demands of the job may also hinder 

a person's return. Other factors less controlled by the 

patient are the job market, employer's attitudes toward the 

disabled, and reduced hours available to work due to time on 

the dialysis machine. 

De-Nour and Czaczkes (1975) found that the patient's 

previous level of functioning and his or her satisfaction 

with work influenced successful vocational rehabilitation. 

A previous level of high functioning was defined as patients 

who were working full time while already ill but not yet on 

dialysis. Previous level of satisfaction was measured 

through an interview assessment and patients were rated as 

being satisfied, having only some satisfaction with work or 



42 

having little or no satisfaction with work. Level of 

vocational rehabilitation was defined on a 3 point scale 

(working full time, working less than half time but more 

than quarter time, or working less than quarter time). 

Using the factors of previous level of functioning, 

satisfaction with work and two other measures (patient sick 

role, and dependency), the authors were able to predict 

level of vocational rehabilitation. These authors noted 

that even patients who worked full time at the time of 

initiating dialysis tended to decrease the amount of work 

after commencement of dialysis. 

De-Nour and Czaczkes (1975) looked at the ESRD 

patient's overall level of satisfaction based upon a 

retrospective interview, and how it affects vocational 

rehabilitation. These researchers purposely looked at 

overall satisfaction with pre-dialysis jobs rather than 

satisfaction of vocationally relevant needs. Their 

assumption was that overall satisfaction influences 

rehabilitation more than the satisfaction of vocational 

needs. 

Purpose and Rationale 

It was the purpose of this investigation to further 

explore the factors that contribute to vocational adjustment 

and rehabilitation of long-term hemodialysis patients who 

are undergoing in-center outpatient hemodialysis. Patients 
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undergoing long-term, in-center hemodialysis have been 

chosen as subjects because, of the three groups of patients 

(in-center outpatient, CAPD, and home hemodialysis), the 

in-center patients have the poorest rehabilitation rate. 

Because CAPD is proving to be such a cost efficient and 

successful treatment modality, in-center patients may be 

encouraged to switch to CAPD as their primary form of 

treatment. Vocational rehabilitation services may be useful 

in helping patients make the transition as smooth as 

possible. 

Work adjustment can be defined in two different ways. 

The first is a rehabilitation definition where work 

adjustment is seen as a therapeutic process to enhance an 

individual's work potential. Work adjustment is seen as 

work therapy carried out in workshops with the purpose of 

preparing clients for work. The second is a broader 

definition used by the Work Adjustment Theory. Work 

adjustment spans the whole life of an individual. Work 

adjustment becomes a lifetime preoccupation. It was the 

purpose of this investigation to apply the Work Adjustment 

Theory to a specific population, ESRD patients undergoing 

in-center hemodialysis. 

Lofquist, Siess, Dawis, England, and Weiss (1965) 

describe a disabling condition as changes or limitations in 

physical and bodily functions which can, but do not 

necessarily have a significant effect on an individual's 
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ability pattern. Individuals may have a disabling condition 

without being disabled by it. The change in ability pattern 

can be brought about by physical, mental, and or emotional 

trauma. ESRD would appear to fit the definition of a 

disabling condition. 

According to the Theory of Work Adjustment (Lofquist & 

Dawis, 1969) tenure is the outcome of work adjustment. 

Tenure is defined as length of time an individual remains in 

a work environment. Because it is an indicator of work 

adjustment, tenure reflects acceptable levels of both 

satisfactoriness and satisfaction. How long a person has 

worked in a particular position is the most unambiguous 

measure because it is a direct consequence of the 

individual's interaction with the work environment. If a 

person has substantial tenure, it can be inferred that he or 

she has been fulfilling the requirement of the job 

(satisfactoriness) and that the job has been fulfilling the 

needs of the individual (satisfaction). 

People who are having their vocational needs met by the 

work environment are likely to remain in that environment. 

People who are not having their vocational needs met, or do 

not have vocationally relevant needs are not likely to 

remain in the work environment. De-Nour and Czaczkes (1975) 

have shown that pre-dialysis job satisfaction can influence 

vocational rehabilitation. There had been no studies prior 

to the present study which had investigated the vocational 
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needs of ESRD patients. The Minnesota Importance 

Questionnaire was used to see if ESRD patients who have 

maintained tenure differ from patients who have not remained 

in the work environment. 

People who have attained a correspondence between their 

vocationally relevant needs and the work environment are 

likely to continue to seek correspondence. Tenure is the 

manifestation of correspondence. As correspondence 

increases, the probability of tenure and the projected 

length of tenure increases. As correspondence decreases, 

both the probability of tenure and the projected length of 

tenure decrease. ESRD patients who had substantial job 

tenure prior to commencing hemodialysis were predicted to be 

more likely to continue in the work environment compared to 

patients who have a history of frequent job changes 

reflecting a lack of correspondence between their needs and 

abilities. A work history was taken from each patient to 

see if there was a difference in pre-dialysis job tenure. 

The impact that ESRD has on a patient's vocational 

adjustment depends on how it affects his or her vocational 

fitness. If the worker has the requisite characteristics 

and skills for the job, then vocational adjustment should 

not be affected and job tenure should continue. ESRD 

patients who worked in jobs that demand a high level of 

physical effort may no longer have the skills required to be 
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satisfactory workers. The result would be a disruption of 

correspondence in the worker-job fit. 

Scott, Dawis, England, and Lofquist (1960) report that 

the worker trait components from the Dictionary of 

Occupational Titles can be used to look at job requirements 

as one aspect of work adjustment. No studies in the ESRD 

literature had taken this approach. The DOT worker trait 

component was used to look at the physical demands of the 

job that the patients held prior to beginning hemodialysis. 

It would be expected that the patients who worked in a job 

that required more than moderate physical effort would not 

be able to maintain correspondence with his or her work 

environment because of the change ESRD has caused in 

vocationally relevant skills and abilities. The resulting 

lack of correspondence would be reflected in job tenure. 

For patients who worked in a job that was not physically 

demanding, correspondence would be maintained with their 

work environment, resulting in continued job tenure. For 

the purpose of the present investigation, job tenure was 

defined as working for remuneration at least thirty hours 

per week. 

Because the number of dialysis patients continues to 

grow, and because this medical intervention is so costly, 

understanding the factors that contribute to vocational 

adjustment is becoming more and more important. Information 

that could help in the vocational rehabilitation, or should 
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the occasion arise, selection and placement of patients, 

will play an important role in the treatment of ESRD. 

Hypotheses 

Based on a review of the literature the following 

hypotheses were stated: 

Hypothesis 1: ESRD patients who maintain job tenure while 

receiving dialysis therapy will show a significant 

difference in their vocational needs, as measured by the 

Minnesota Importance Questionnaire, compared to patients who 

have not maintained job tenure. 

Hypothesis la: Patients who maintain job tenure will 

show a significant difference in the height of their 

profiles on the MIQ compared to patients who have not 

maintained job tenure. 

Hypothesis lb: Patients who maintain job tenure will 

show a significant difference in the shape of their 

profiles on the MIQ compared to patients who have not 

maintained job tenure. 

Hypothesis Ic: Patients who maintain job tenure will 

show a significant difference in the stability of their 

needs as measured by the Logically Consistent Triad 

(LCT) score on the MIQ, compared to patients who have 

not maintained job tenure. 

Hypothesis Id: More patients who maintain job tenure 

will show a better correspondence or fit between their 
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current vocational needs and the reinforcer system of 

their pre-dialysis occupation compared to patients who 

have not maintained job tenure. The reinforcer system 

of pre-dialysis occupations were measured by 

Occupational Reinforcer Patterns (ORP's) and the 

Taxon's from the Minnesota Occupational Classification 

System II. 

Hypothesis 2: ESRD patients who maintain job tenure while 

receiving dialysis therapy will show a significant 

difference in their pre-dialysis work adjustment compared to 

patients who have not maintained job tenure. 

Hypothesis 2a: Patients who maintain job tenure will 

have had longer pre-dialysis job tenure compared to 

patients who have not maintained job tenure. 

Hypothesis 3: Patients who have maintained job tenure while 

receiving dialysis therapy will show a significant 

difference in the physical demands required of their 

pre-dialysis occupations compared to patients who have not 

maintained job tenure. 

Hypothesis 3a: Patients who have maintained job tenure 

will have had pre-dialysis jobs that were more 

sedentary in nature, compared to patients who have not 

maintained job tenure. Physical demands of 

pre-dialysis jobs were judged based on the worker trait 

components of their last pre-dial>sis job. Worker 
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trait components are found in the Dictionary of 

Occupational Titles (1965, 1977). 



CHAPTER II 

METHODS 

Introduction 

The criteria that each participant was required to meet 

in order to be involved in the study are described in the 

following chapter. The research design and statistics 

comparing two groups of in-center hemodialysis patients on a 

number of demographic variables are also discussed. The 

measures evaluating the patients are reported and the 

procedures used in data collection are outlined. 

Subjects 

Data was collected from ten dialysis centers in the 

western United States. In order to meet the requirements 

for inclusion in the study, patients had to meet the 

following criteria. 

1. The patients had to have been employed for a 

minimum of three years prior to beginning in-center 

hemodialysis. 

2. The patients must have been receiving dialysis 

therapy for a minimum of six months. 

3. The patients had to be within the ages of 18 to 65. 

4. All patients were required to be able to read on 

the sixth grade level. Reading level was measured by the 

Wide Range Achievement Test-Revised (WRAT-R). 
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5. For the group of patients classified as maintaining 

job tenure the requirement was for them to be currently 

working for remuneration at least 30 hours per week. 

6. To meet the criteria of not maintaining job tenure 

the patients must currently not have been working for 

remuneration more than 29 hours per week. 

7. For patients to be involved in the study they had 

to have been judged by the medical personnel as not being 

debilitated. Debilitated was defined as incapable of a 

level of physical activity beyond that of caring for 

themselves (Gutman e_t al. , 1981). 

Design 

Fifty-eight patients were involved in the study. 

Twenty-nine patients who maintained job tenure while 

receiving dialysis therapy comprised Group A, and 

twenty-nine patients not maintaining job tenure made up 

Group B. One patient from the group that maintained job 

tenure was dropped from the study due to an invalid MIQ 

report. 

The groups were closely balanced to reflect the racial 

mix of the population of dialysis patients in the 

geographical region studied. Table 2 shows the racial mix 

of the two groups. There was a non-significant difference 

between the two groups ( "X. 2 (2) .10 £ > .05; 
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TABLE 2 

DEMOGRAPHICS OF PATIENTS IN POPULATION 

Ethnic Status 

White 

Black 

Other Minority 

Marital Status 

Married 

Single 

Sex 

G roup 

18 

6 

5 

18 

11 

A Group B 

17 

6 

6 

17 

12 

Male 21 22 

Female 8 7 

Etiology of ESRD 

Origin Unknown 7 8 

Glomerulonephritis 5 6 

Hypertension 6 5 

Polycystic Kidney 5 3 

Other 6 7 

The mean age of which Group A began dialysis therapy was 

42.5 (S^ 8.6) while the mean age at which Group B began 

therapy was 41.5 (S_D 12.4), a non-significant difference (_t 

(56) .372 £> .05). Group A had been receiving dialysis 

therapy for an average of 38.9 months (S^ 31.4). Group B 



53 

had been receiving dialysis therapy for an average of 43.82 

months (S_D 31.43). The difference between the two groups on 

length of time receiving dialysis therapy was 

non-significant (_t (56) .598 £> .05). 

The average number of years of education for Group A 

was 14.0 (S^ 3.3) while the mean number of years of 

education for Group B was 13.8 ($2 3.0), a non-significant 

difference (_t (56) .168 £ > .05). 

Marital status and the number of males and females in 

the two groups are listed in Table 1. There was a 

non-significant difference between the two groups on both 

marital status and sexual make-up. 

The medical illness that led to ESRD was broken down 

into five categories (Category one: ESRD of unknown origin; 

Category two: Glomerulonephritis; Category Three: 

Hypertension; Category four: Polycystic Kidney; Category 

five: Other, which includes Diabetes, Dismembranosis, 

Brights Disease, Congenital Defects and Infections of 

unknown origin). The breakdown of the two groups appears in 

Table 1. There was a non-significant difference between the 

two groups as to the illness that led to ESRD ( IC'^ (4) .78 £ 

.05). 

Five patients (two from Group A, three from Group B) 

who were administered the WRAT-R were not able to read on 

the sixth grade level and were not included in the study. 

Fifteen patients who were approached about participation in 
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the study declined. Of the 15 patients declining 

participation, two were interviewed about their vocational 

history but did not complete the MIQ. Neither patient gave 

a reason for not completing the questionnaire. One patient 

began the questionnaire but became ill while completing the 

task. All three were in Group A. Information about the 

vocational rehabilitation of the 12 patients who declined 

participation in the study is unknown. The most common 

reason given for not participating was that the patients 

were not feeling well. 

Patient Interview 

A personal work history was obtained by an interview 

with the patients. The patients were asked to recall the 

first job for which they were paid and how long they worked 

at the job. The patients were then asked to list each 

successive job for which they were paid and the length of 

employment in each job, up to their last job. 

Center Staff Interview 

The staff at the hemodialysis center was requested to 

state if the patients were debilitated. The staff person 

making the judgment about the patients physical condition 

was the head registered nurse for the unit or a nurse 

responsible for the direct care of the patients. For 

patients to be considered debilitated they must nave been 

judged by the staff member to be incapable of a level of 
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physical activity beyond that of caring for themselves. The 

definition of debilitated used by Gutman e_t al. (1981) is 

compatible with the Theory of Work Adjustment's contention 

that a disability is important only to the degree that it 

alters needs, competencies and abilities. See Appendix for 

a list of dialysis centers and the number of subjects from 

each center that participated in the present study. 

Dictionary of Occupational Titles 

The Dictionary of Occupational Titles (DOT, US 

Department of Labor, 1965, 1978) was used to code each 

patient's pre-dialysis occupations. All patients' 

occupations were classified by the DOT. The DOT groups jobs 

into occupations based on their similarities and defines the 

structure and content of all listed occupations. 

Each occupational definition is given a nine digit 

occupational code, such as 045.107-026, the code number for 

Counseling Psychologist. The first digit represents nine 

broad categories ranging from 0, professional, to 9, 

miscellaneous occupations. The second digit refers to a 

division within the category and the third digit defines the 

occupational group within the division. 

The middle three digits of the DOT are the worker 

functions ratings of the tasks performed in the occupation. 

Every job requires a worker to function to some degree in 

relation to data, people, and things. A separate digit 
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expresses the worker's relationship to each of these groups. 

Worker functions involving more complex responsibility and 

judgment are assigned lower numbers, while functions which 

are less complicated have higher numbers. 

The 1965 edition of the DOT breaks down each occupation 

into six distinct worker trait components, based upon the 

occupational code number. The six worker trait components 

include: 

1. Training Time 

2. Aptitudes 

3. Interests 

4. Temperaments 

5. Physical Demands 

6. Working Conditions 

Physical Demands was used to code each patient's 

pre-dialysis job for the amount of effort required. 

The DOT (1965) defines physical demands as follows: 

(S) Sedentary work. Lifting 10 pounds maximum and 

occasionally lifting and/or carrying such articles as 

dockets, ledgers, and small tools. Although a sedentary job 

is defined as one which involves sitting, a certain amount 

of walking and standing is often necessary in carrying out 

duties. Jobs are sedentary if walking and standing are 

required only occasionally and other sedentary criteria are 

met, 
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(L) Light work. Lifting 20 pounds maximum and frequent 

lifting and/or carrying of objects weighing up to 10 pounds. 

Even though the weight lifted may be only a negligible 

amount, a job is in this category when it requires walking 

or standing to a significant degree, or when it involves 

sitting most of the time with a degree of pushing and 

pulling of arm and/or leg controls. 

(M) Medium work. Lifting 50 pounds maximum with 

frequent lifting and/or carrying of objects weighing up to 

25 pounds. 

(H) Heavy work. Lifting 100 pounds maximum with 

frequent lifting of objects weighing 50 pounds. 

(V) Very heavy work. Lifting objects in excess of 100 

pounds with frequent lifting and/or carrying of objects 

weighing 50 pounds or more. 

The worker must possess physical capacities at least in 

an amount equal to the physical demands required of the job 

in order to remain a satisfactory worker. Many occupations 

list more than one level of physical demands for a single 

worker trait component. The highest level of physical 

demand was used in cases where there were multiple levels 

reported (i.e., when M and H are reported, H was used). 
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Measures 

Minnesota Importance Questionnaire 

As noted in the earlier review, the Minnesota Importance 

Questionnaire has been shown to satisfactorily measure 

vocationally relevant needs. The patients were asked to 

fill out the ranked form of the questionnaire. The ranked 

form requires from 15 to 25 minutes to fill out. The 

reading difficulty level of the statements in the MIQ is at 

approximately the fifth grade level. 

WRAT-R 

The Wide Range Achievement Test-Revised (WRAT-R) is an 

easy to administer, short test of achievement measuring 

reading recognition, spelling and arithmetic. The WRAT-R 

has two levels. Level 1 is normed from ages 5-0 to 11-11. 

Level 2 is normed from ages 12-0 to 74-11, and was the 

section given to all patients. 

The reading section was the only section of the WRAT-R 

given. Once a subject passed the criteria for reading on 

the sixth grade level the test was stopped. 

The Administration manual lists the person separation 

for the population ages under study as being from .96 to .98 

for the reading section. Person separation is the test's 

capacity to distinguish among a sample of persons on the 

basis of their measures. Item separation is listed as being 

from .98 to .99 for Reading. The item separation index 
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indicates the degree of construct validity that a variable 

has. WRAT-R Reading correlated with PIAT Reading 

Recognition at an average of .87. The WRAT-R Reading score 

correlated at .91 with earlier versions of the WRAT. 

Further technical data for the WRAT-R is supplied in the 

Diagnostic and Technical Manual. 

Procedure 

All data was collected by the experimenter directly 

from renal dialysis centers in the northern California area, 

Each center provided outpatient hemodialysis therapy for 

between 30 to 120 patients. The patients in the study were 

all receiving in-center hemodialysis therapy on an 

outpatient basis. Patients receiving home hemodialysis or 

patients receiving CAPD were not included in the study. 

There is research evidence to suggest that in-center 

hemodialysis patients differ in a significant manner from 

home dialysis and CAPD patients, and should be studied 

separately (Freyberger, 1973, Evans & Bryan, 1980). 

Patients who met the criteria for inclusion in the 

study were asked to answer questions about their work 

history and to fill out the Minnesota Importance 

Questionnaire. The amount of time to complete the task was 

no longer than 30 minutes. The patients filled out the 

questionnaire while they were undergoing i.he dialysis 

procedure. 
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Code numbers were assigned to all patients to ensure 

their privacy. The patients were assured that the test 

results would in no way affect their status as patients in 

the dialysis unit. The patients signed release forms and 

were told the results would be confidential. 
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CHAPTER III 

RESULTS 

Introduction 

Statistical analyses of data pertaining to the 

ocational rehabilitation of in-center hemodialysis are 

reported in the following section. The differences between 

the two groups on their scores on the MIQ, differences on 

pre-dialysis work adjustment and physical demands of 

pre-dialysis occupations are discussed. 

Comparison on the Minnesota 
Importance Questionnaire 

Hypothesis la investigated whether ESRD patients who 

maintained job tenure while receiving dialysis therapy would 

have different vocational need patterns, as measured by the 

MIQ, than patients who were not working currently while 

receiving therapy. The results of the _t test comparisons 

for the scales on the MIQ for Group A (working patients) 

versus Group B (non-working patients) are listed in Table 3. 

The mean profile height for the two groups showed a 

significant difference on only one scale. Responsibility. 

However with 21 _t tests the probability of making one or 

more Type I errors increases. A correction formula would 

result in no scales being in the significant range. 

Therefore it cannot be stated that the groups were different 
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DATA COMPARING WORKING AND NON-WORKING 
ESRD PATIENTS ON THE MINNESOTA 

IMPORTANCE QUESTIONNAIRE 

62 

MIQ Scale Group A Group B 

M SD M SD 

Ability Utilization 
Achievement 
Activity 
Advancement 
Authority 

Company Policies 
and Practices 
Compensation 
Co-Workers 
Creativity 
Independence 

Moral Values 
Recognition 
Responsibility 
Security 
Social Service 

1,60 
1.74 

. 9 1 
1.25 

. 4 1 

. 7 2 

. 9 4 

. 77 
1.25 

. 5 0 

. 7 0 
1.25 
1.54 
1.25 

. 9 5 

. 6 8 

. 6 8 

. 9 5 

. 9 5 
1.12 

. 6 5 

. 8 2 

. 8 6 

. 8 5 
1.33 

1.06 
. 7 9 
. 6 8 
. 9 0 
. 7 9 

1.49 
1.61 

. 77 
1.10 

, 25 

, 8 5 
.96 
. 8 1 

1.2 
. 5 3 

, 89 
1,10 
1,16 
1.19 
1.16 

. 6 5 
, 6 3 
, 9 8 
, 7 6 
, 8 7 

. 6 5 

. 8 5 

. 8 7 
, 5 5 
. 92 

. 9 0 

. 7 0 

.66 
1,18 
1,05 

, 5 8 
, 7 5 
,54 
, 66 
. 6 1 

, 7 8 
.07 
. 1 8 
. 3 1 
. 1 0 

,74 
, 77 

2 , 1 1 
, 22 
,86 

Social Status 
Supervision 
Human Relations 
Supervision 
Technical 
Variety 
Work Conditions 
Autonomy 

,18 1,05 

,61 .73 

.05 

74 

1,01 

70 

46 

67 

. 4 6 

. 9 7 
1.01 
1.47 

, 7 6 
, 7 5 
, 74 
, 57 

, 5 1 
,82 

1,34 
1,22 

, 8 1 
, 7 9 
. 7 1 
. 54 

. 2 5 

.76 
1.70 
1.68 

Note n = 58 

'_t (56) = 2.11 £ < ,05 two tailed test 
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in their vocational needs. Thus hypothesis la was not 

supported. 

Hypothesis lb predicted that the patients who 

maintained job tenure would show a significant difference in 

the shape of their profiles on the MIQ compared to patients 

who had not maintained job tenure. A Spearman Rank Order 

Correlation resulted in a rho (19) = .9351 _t (19) = 11.48 £ 

< ,001 for a two tailed test. Thus the two groups did not 

show a significant difference in the shape of their mean 

profiles. Hypothesis lb was not supported. 

Hypothesis Ic predicted that patients who maintain job 

tenure would show a significant difference in the stability 

of their needs as measured by the Logically Consistent Triad 

(LCT) score on the MIQ as compared to patients who had not 

maintained job tenure. There was a non-significant 

difference between the two groups (_t (56) = .831 £ > .05 one 

tailed test). 

Using an LCT score lower than .50 as the cut off to 

produce a questionable profile, the working and non-working 

groups both produced 5 invalid and 24 valid profiles. Thus, 

the LCT score did not differentiate between the two groups 

and hypothesis Ic was not supported. 

Hypothesis Id stated that patients who maintain job 

tenure would show a greater correspondence between their 

current vocational needs and the reinforcer system of their 

pre-dialysis occupation compared to patients who had not 
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maintained job tenure. Occupational Reinforcer Patterns 

(ORP) measure the reinforcer systems available in various 

occupations. ORP's are available for 181 Benchmark 

occupations selected to represent different fields and 

levels of work. Thirteen patients from group A and 14 

patiients from group B had pre-dialysis occupations that had 

ORP's. The C-Index indicates the degree to which the 

individual's MIQ profile corresponds to the ORP. Patients 

were classified as having a fit between their pre-dialysis 

occupation and MIQ profile if the C-Index was greater than 

.50. Table 4 shows the results of the analysis. The groups 

did not differ in the number of patients who showed a 

correspondence between pre-dialysis occupation and 

vocational needs. 

TABLE 4 

FIT BETWEEN NEEDS AND PRE-DIALYSIS OCCUPATION 
AS MEASURED BY THE OCCUPATIONAL 

REINFORCER PATTERN 

Group A Group B 

Fit 3 

No Fit 9 11 

Note. -X^ (1)=.27 £= .05 

The taxon system, which classifies occupations on the 
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ability requirements that the occupation will demand, and 

the reinforcer systems present in the occupation was able to 

classify 22 patients from each group. Patients were 

considered a fit between their pre-dialysis occupation and 

the taxon if the C-Index was above .50. 

Both groups had 7 patients with a C-Index above .50 and 

15 patients with a C-Index below .50. Thus, there was no 

difference between the two groups on the number of patients 

whose pre-dialysis occupations correspond with their 

vocational needs. Hypothesis Id was not supported. 

A post hoc analysis to investigate the relationship of 

the correspondence between patients' vocational needs and 

reinforcements available in their pre-dialysis occupations 

and vocational status was carried out. Tables 5 and 6 show 

the breakdown of correspondence based upon the 

classification system used by the MIQ, the Occupational 

Reinforcement Patterns and the Taxon cluster. On the MIQ 

correspondence is indicated by the C-Index. A prediction of 

"satisfied" results from a C-Index value greater than .50; a 

prediction of "likely satisfied" for a C-Index value between 

.10 and .49; and a prediction of "not satisfied" for a 

C-Index value of less than .10. There was a non-significant 

relationship between the two groups on the measures of 

correspondence. 
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TABLE 5 

CORRESPONDENCE BASED ON ORP 

Group A Group B 

Satisfied 4 3 

Likely Satisfied 5 10 

Not Satisfied 4 1 

Note. "X^ (2)=2.94 £> .05. 

TABLE 6 

CORRESPONDENCE BASED ON TAXON CLUSTER 

Group A Group B 

Satisfied 7 7 

Likely Satisfied 11 13 

Not Satisfied 4 2 

Note. -X2 (2) = .82 £> .05. 

Comparison on Pre-Dialysis 
Work Adjustment 

Hypothesis 2 investigated whether patients who maintain 

job tenure while receiving dialysis therapy have 

pre-dialysis work adjustment that is different from patients 

who have not maintained job tenure. The Theory of Work 
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Adjustment stated that a good predictor of job satisfaction 

is job tenure. 

Hypothesis 2a stated that patients who maintain job 

tenure would have worked in their pre-dialysis occupations 

longer than patients who had not maintained job tenure. A 

non-significant difference was found (_t (56) = .92 £ > .05). 

There was a non-significant difference between the two 

groups on the number of jobs held (_t (56) = 1.387 £ > .05), 

the percent of life spent working (_t (56) = 1.359 £ > .05), 

and the percent of life spent working in the last job (_t 

(56) = 1.33 £ > .05). Thus hypothesis 2a was not supported. 

Comparison on Physical Demands 

Hypothesis 3a predicted that patients who had continued 

to work while receiving dialysis therapy would have jobs 

that were more sedentary in nature than patients who had not 

continues to work. The physical demands of the pre-dialysis 

jobs were judged based on the worker trait components from 

the Dictionary of Occupational Titles. A chi-square 

analysis revealed the difference between the two groups in 

physical demands not to be significant ( "X ̂  (4) = 3.58 £ > 

.05). Table 7 shows the breakdown of the groups on physical 

demands. 
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TABLE 7 

PHYSICAL DEMANDS OF PRE-DIALYSIS OCCUPATIONS 

Work Demands Group A Group B 

Sedentary 

and Light 20 15 

Medium, Heavy, 

and Very Heavy 9 14 



CHAPTER IV 

DISCUSSION 

Introduction 

Three questions were investigated regarding the 

vocational rehabilitation of in-center hemodialysis 

patients. First, would hemodialysis patients who maintained 

job tenure while receiving dialysis therapy differ in their 

vocational needs compared to patients who did not maintain 

job tenure? Second, do patients who maintain job tenure 

while being treated differ in their pre-dialysis work 

adjustment compared to patients who have not maintained job 

tenure? Third, do patients who remain working differ in the 

physical demands placed upon them in their pre-treatment 

jobs compared to patients who do not continue to work after 

the initiation of hemodialysis therapy? Each of the 

questions is discussed in light of the results of the 

present study. Limitations of the present study, possible 

directions for future research with patients undergoing 

hemodialysis, and suggestions for counseling with ESRD 

populations are discussed. 

MIQ 

Hypothesis la and lb addresses the role that vocational 

needs play in the vocational rehabilitation of in-center 

ESRD patients receiving hemodialysis therapy. The MIQ was 

used to measure the vocational needs of the patients. 
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Only one scale out of 21 was significantly different 

beyond the .05 level of significance. However the 

probability of making a Type I error with 21 tests of 

significance increases to a level that makes the results 

unacceptable. 

There are several possible explanations for the finding 

that the needs did not differ between the two groups. 

Vocational needs may not influence the vocational 

rehabilitation of in-center hemodialysis patients. De-Nour 

and Czaczkes (1975) state their contention that it is the 

amount of satisfaction with the pre-dialysis job and not the 

source of satisfaction that influences vocational 

rehabilitation. Thus, it may be that individual needs or 

need patterns do not play a role in the vocational 

rehabilitation of hemodialysis patients. 

The MIQ has been used to differentiate groups in 

previous research. However the use of group mean profiles 

contributes to loss of information about the individual. 

The MIQ is a more useful instrument when used to assess 

individuals rather than groups. An instrument that makes a 

normative comparison on a person's vocationally relevant 

needs might be a more useful measure for research. 

Another factor that could have influenced the findings 

is the high level of dependency seen in ESRD patients 

(Abram, 1979). The patients in this investigation might 

have chosen to respond in a socially desirable manner. The 
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patients might have adopted a response set for a number of 

reasons. The experimenter was coming into the dialysis 

center as an outsider. While all patients were reassured 

that the results would be kept confidential, they might have 

responded in a manner that did not reflect their own needs 

out of fear over how the results might be used. The 

patients might have been fearful that they might have 

alienated the staff upon whom they depend for their life 

sustaining treatment. The patients might also have adopted 

a response set that would make them look the best that they 

could or in a fashion that they thought would please the 

experimenter. 

There are some interesting observations to be made 

based on the mean profiles of the two groups. The 

Achievement need, which is reinforced by tasks that are 

productive, and the Ability Utilization need, which is 

reinforced by tasks that allow excercise of self-perceived 

skills and talents, were ranked the highest by both groups. 

These two needs make up the Achievement Value. It is 

interesting that the ESRD patients, whether working or not, 

rated highest the value that encourages achievement. The 

Achievement Value is reinforced by the ability to use one's 

skills and talents to accomplish something that is viewed as 

important. The lifestyle of ESRD patients requires many 

skills and talents that have perhaps never been required 

before. Being able to manage the complicated fluid and diet 
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restrictions and the demanding time schedule might satisfy 

the Achievement Value in both working and non-working 

patients. 

It is also interesting to note that both groups were 

lowest on the Authority need. The Authority need is 

reinforced by being able to have the power to decide by 

which method a job is to be performed and to impose 

decisions on others. Patients who are being treated by 

in-center hemodialysis are not free to decide many aspects 

of their lives. The treatment process demands that they eat 

certain foods, restrict fluid intake, and attend scheduled 

appointments at the dialysis center. The need to have power 

over how decisions are made, in at least one very important 

aspect of their lives, would go un-reinforced in many 

patients. 

While not statistically significant, three scales 

approached significance and deserve further attention. 

Responsibility and Autonomy were higher in the working 

group. It makes sense that a person with needs for 

responsibility and autonomy would continue to work when 

faced with the prospect of being treated by hemodialysis. 

These needs would be unlikely to be met in a dialysis 

center, where the patients are dependent for so much of 

their survival on what other people do for them. They would 

have to look elsewhere for their needs to be met. Persons 

with a low need for responsibility and autonomy might be 
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more likely to be satisfied in an environment where things 

are done for them and be less likely to look for another 

environment to have their needs met. 

Working Conditions, a need which is reinforced by work 

environments that are charcterized by agreeable physical 

conditions, was higher in the group that did not return to 

work. Perhaps the group that did not return to work once 

hemodialysis began view themselves as physically impaired, 

weaken or debilitated. Therefore the working conditions for 

an ideal job for them would be more important than the group 

continued to work, and do not hold a similar view of 

themselves. 

Because the groups were so similar in a number of 

demographic variables, a post hoc analysis was undertaken 

using a t^ test for matched groups. The three highest scales 

were investigated. Responsibility, Autonomy, and Working 

Conditions. The matched group _t tests found a 

non-significnt relation between the two groups on all three 

scales. Responsibility, t_ (28) = 1.94 £ > .05. Autonomy, t_ 

(28) = 1.66 £ > .05. Working Conditions, _t (28) = 1.95 £ > 

.05. 

Hypothesis Ic tested the idea that the Logically 

Consistent Triad (LCT) could be used to differentiate the 

working group from the non-working group. The LCT score is 

used to indicate factors about the patients which might 

influence their MIQ profile, such as random responding. 
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response set, carelessness or confusion, lack of familiarity 

with occupational reinforcers, and instability of the 

patient's vocational needs. 

The LCT score was not useful in differentiating the two 

groups when .50 was used as a cut off score. In a post hoc 

analysis using .75 and .90 as cut off scores there was still 

a non-significant difference between the two groups. 

The LCT score finding is consistent with the 

demographic and personal data found on the patients. A 

factor that could have affected the LCT score could have 

been the inability to discriminate the stimuli or 

carelessness due to the level of organic impairment caused 

by uremia or the side effects of the medication given to 

ESRD patients as part of their treatment. The findings on 

the LCT score, along with the finding that the groups did 

not differ on the medical problems that led to the 

individual's kidney failure, is perhaps an indicator that 

the groups were similar in their level of cognitive ability 

and that the complications of ESRD did not affect one group 

more than another. 

The LCT score is also consistent with the finding that 

the groups did not differ in the number of years that they 

had worked. Both groups had the opportunity to be exposed 

to and develop familiarity with occupational reinforcers. 

Hypothesis Id tested the idea that patients who 

maintain job tenure while undergoing dialysis treatment 
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would be more likely to show a correspondence between their 

vocational needs and the reinforcer system of their 

pre-dialysis occupation. Proposition III of the Theory of 

Work Adjustment states that satisfaction is a function of 

the correspondence between the reinforcer pattern of the 

work environment and the individual's values and needs. 

Proposition IV of the Theory of Work Adjustment states that 

the probability that an individual will voluntarily leave 

the work environment is inversely related to the 

individual's satisfaction. It was felt that since 

satisfaction leads to continued job tenure the group that 

continued to work would have more persons showing a 

correspondence between their needs and the reinforcer 

patterns of the work environment. 

The use of the MIQ to individually compare patients' 

need patterns to their own occupations is a more appropriate 

use of the test. When compared to their ORP for how likely 

they are to be satisfied with their pre-dialysis occupation 

69 percent of Group A were rated "likely satisfied" or 

higher while 93 percent of Group B were rated "likely 

satisfied" or higher. Using the Taxon System 82 percent of 

Group A were rated "likely satisfied" or higher compared to 

91 percent of Group B. 

The propositions of the Work Adjustment Theory predict 

that an individual will voluntarily leave the work 

environment based on the level of satisfaction. Based upon 
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the correspondence between reinforcer patterns of the work 

environment and the individual's needs, the groups did not 

differ in their level of satisfaction. 

While Group B showed no difference between their 

predicted level of satisfaction compared with group A, it is 

unknown to what extent they voluntarily left their jobs. 

The non-working groups might have been forced out of their 

pre-dialysis occupations due to factors beyond their 

voluntary choice, such as employer bias, non-insurability of 

the worker, or having been away from the job due to the 

illness that caused the kidney failure. The employer might 

view the person with ESRD as having lost or lacking the job 

relevant abilities to remain a satisfactory worker. 

Job Tenure 

Hypothesis 2 looked at the pre-dialysis work adjustment 

of patients who maintained job tenure compared to patients 

who did not maintain job tenure. Mangione (1973) found that 

length of employment is the best predictor of continued job 

tenure. However in the present study pre-dialysis job 

tenure was not a good predictor of vocational 

rehabilitation. The groups did not differ on the length of 

time spent working in their last job. 

Muchinsky and Tuttle (1979) pointed out that past job 

turnover is a good predictor of future job turnover. The 
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two groups did not differ in the number of jobs held prior 

to commencing dialysis. 

According to the Work Adjustment Theory job tenure is 

the best and most unambiguous predictor of job satisfacton. 

However job tenure may not adequately assess job 

satisfaction in patients with ESRD. Patients who are 

suffering from ESRD but do not yet require treatment by 

hemodialysis may maintain job tenure despite the fact that 

the job is not satisfying. Patients may not leave their 

jobs out of the fear that there would be a loss of health 

insurance benefits. ESRD patients might also be reluctant 

to leave their jobs and enter the job market for fear that 

employers would be reluctant to hire them out of concern for 

the potential liabilities a person with ESRD might bring to 

the work place. Thus, patients with kidney disease not yet 

requiring hemodialysis might remain in an unsatisfying job 

in order to qualify for a pension, medical benefits, or 

workman's compensation before the unavoidable total failure 

of their kidneys becomes a reality. Therefore a measure of 

job satisfaction that is not based on how long a person has 

worked in a job might be more applicable for ESRD patients. 

De-Nour and Czaczkes (1975) found that pre-dialysis 

level of functioning is predictive of vocational adjustment. 

These researchers assessed pre-dialysis functioning based 

upon the number of hours worked per week prior to beginning 

dialysis treatment, without the requirement that there be a 
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work history. The present study, as part of the selection 

process, required that each patient must have worked for 

three years prior to beginning hemodialysis. The selection 

process used in the present study would have eliminated 

patients who were not working prior to commencing dialysis 

therapy thus eliminating patients with poor pre-dialysis 

functioning. The two studies are thus not comparable. 

Because the rates of vocational rehabilitation are so low, 

it may be best to concentrate rehabilitation efforts on 

patients who begin dialysis already working. 

Physical Demands 

Hypothesis 3 tested the idea that the groups would 

differ on the physical demands of their pre-dialysis jobs. 

Because ESRD and the dialysis process can cause physical 

impairments it was felt that those patients who worked in 

more sedentary jobs would be more likely to continue to work 

because they could better match the ability requirements of 

the job. However, there was no significant difference 

between the two groups on the physical demands of their 

jobs. 

Again these were unexpected findings. Kutner (1983) 

found that one-quarter of ESRD patients complained of severe 

fatigue. Bilateral grip strength was lower for dialysis 

patients. Seventy percent had left grip values below the 

tenth percentile for their sex and age, and sixty-eight 
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percent had right grip values below the tenth percentile for 

their sex and age. Kutner points out these two impediments, 

decreased grip strength and persistent fatigue, can become 

obstacles to vocational rehabilitation. 

One possible reason that the present study did not 

support the finding that the physical demands of the 

pre-dialysis occupation would influence vocational 

rehabilitation was due to the fact that the groups showed a 

non-significant difference in their level of education. 

Kutner speculated that dialysis patients with less education 

would be rehabilitated at a lower rate because they would 

not qualify for non-manual, sedentary jobs. 

There was also a non-significant relationship found 

between the occupational classification and vocational 

status. The literature has suggested that the group made up 

of dialysis patients who continue to work while on dialysis 

therapy would contain more persons from the professional and 

white collar professions (Gutman et_ a]^, , 1981). However, 

that observation did not prove to be true for the population 

involved in the present study. Using the Dictionary of 

Occupational Titles to classify occupational types, a 

significant difference between the two groups was not found. 

There are several possible explanations for the present 

study failing to support past research findings. The first 

is the fact that all patients in the present study were 

voluntary participants. No information is known about the 
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patients who were approached to participate in the study but 

declined to do so. When approached about participation in 

the study potential participants were told that the nature 

of the study was about vocational rehabilitation of 

in-center hemodialysis patients. It is possible that the 

patients who volunteered were the ones who felt good about 

their status as workers or non-workers. 

Voluntary participation in research has been shown to 

be related to a number of factors. Rosenthal and Rosnow 

(1969, p. 90) cite 10 studies demonstrating that the better 

educated person is more likely to participate in research. 

Both groups in the present study were above the state norm 

for educational level of 12.6 (Grant & Snyder, 1986). 

Occupational level and educational level are highly 

correlated. Rosenthal and Rosnow (p. 91-92) cite research 

findings that professional workers are more likely than 

lower class job holders to participate in survey research. 

Evans and Bryan (1980) found that 11.5 percent of persons 

who are treated by in-center hemodialysis had pre-dialysis 

occupations that fell into the category of professional, 

managers and administrators, and sales workers. The present 

study found that 72.4 percent of Group A and 55.1 percent of 

Group B had pre-dialysis occupations that fell into the 

professional, technical and managerial occupations and 

clerical and sales occupations. Past research, particularly 
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research of a demographic nature, does not state if the 

patients were volunteers. 

The selection criteria might also account for the 

present study failing to support previous research about 

physical demands and vocational rehabilitation. To 

participate in the study the patients were required to be 

able to read on the sixth grade level. The reading 

requirement did not allow the participation in the study of 

patients who could not read the English language. The 

geographical location in which the study took place has a 

large population of Spanish and Asian speaking people who 

work as farm labor. While the study included a racial mix 

that represented the racial mix in the area studied, the 

language barrier perhaps caused an over representation of 

better educated people who could obtain more sedentary 

occupations regardless of vocational status. 

Limitations of the Study 

A limitation of the present study is that it contains 

no control or comparison groups. Research has shown that 

patients undergoing in-center hemodialysis treatment differ 

from patients who are treated by alternative means, such as 

home hemodialysis or CAPD. By the inclusion of groups of 

patients, both working and non-working, who do not dialyze 

in a center, a clearer picture could have been obtained 
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about the role the variables in the present study play in 

the lives of hemodialysis patients. 

The lack of a comparison group of non-disabled persons 

is also a limitation of the present study. A group of 

non-disabled working and non-working persons could have 

answered questions about how patients who have ESRD and are 

being treated by in-center hemodialysis differ from a 

non-dialysis population. Perhaps the two groups in the 

present study are similar because the stress of being 

treated for ESRD changes the need pattern irrespective of 

working status. 

Another comparison group that would have made the study 

more informative would have been a group of patients with a 

chronic illness unrelated to ESRD. The inclusion of a 

chronically ill group, such as patients with coronary heart 

disease, rheumatoid arthritis or patients with multiple 

sclerosis would have allowed a more specific look at the 

role vocational needs play in the vocational rehabilitation 

of patients with the chronic disability of ESRD. 

The lack of a pre-dialysis measure of vocational needs 

of patients with ESRD is another weakness of the present 

study. The MIQ is a measure of a person's work personality, 

and the work personality is considered to be stable. The 

inclusion of a measure of the vocatonal needs of patients 

who are about to commence treatment coald have shed some 

light on the question of whether the vocational needs of 
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patients with ESRD change due to the stresses required of 

patients undergoing dialysis treatment. 

Ten different dialysis centers were used to collect 

data for the present study. The centers differed greatly in 

the approach they took with the patients. Some centers were 

well lit and roomy. The patients interacted with each other 

and staff in an openly social manner. The staff were on a 

first name basis, and in some centers staff and patients 

socialized outside the treatment center. In other centers 

there was very little communication between patients and 

staff. The relationship was formal. Patients for the most 

part kept to themselves, slept, or watched television. It 

is unknown what role the atmosphere of a dialysis center 

plays in the vocational rehabilitation of patients. 

The present study found that the physical demands of a 

person's pre-dialysis occupation showed a non-significant 

relationship to remaining an active worker. However the 

only measure of level of debilitation taken was the 

statement from the dialysis staff that the patients were 

able to achieve a level of physical activity beyond that of 

routine care of themselves. A more complete assessment of 

the level of physical abilities, particularly measures that 

have vocational implications could have been useful to see 

if the physical demands of their jobs have an influence on 

their vocational status. For example two carpenters, both 

judged not to be debilitated by the criteria used in the 
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present study, might differ in their grip strength, a 

physical disability that could have a major impact on 

vocational status. Tests of strength, such as grip 

strength, stamina, or tests of visual acuity would have 

helped clarify the role that vocationally relevant physical 

abilities and job demands of the pre-dialysis occupation 

have on vocational status. 

Directions for Future Research 

Future research with patients being treated for ESRD 

could benefit from the inclusion of control and comparison 

groups, as discussed in the previous section. Comparing 

ESRD patients with non-disabled controls would give a 

clearer picture of how the loss of kidney function affects a 

person. The inclusion of other chronically ill groups in 

future research could shed light on the reaction to chronic 

illness, particularly chronic illness that requires 

continual medical attention. 

Because of the trend in scores found in the present 

study, future studies should continue investigating the 

relationship vocational needs play in vocational 

rehabilitation of patients being treated by hemodialysis. 

Future studies, using more subjects should predict that the 

needs Responsibility and Autonomy will be higher in the 

working group and Working Conditions will be higher in the 

non-working group. 
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Research designs that employ repeated measures would 

also be helpful in understanding the changes that come about 

when individuals require hemodialysis in order to continue 

living. Pre and post-dialysis measures of vocational needs, 

interests, and abilities as well as measures of denial, 

depression, anxiety, and coping would all add to the 

understanding of the crisis and change that the loss of 

kidney function has on people. 

An area of future research that might be of interest 

would be the role that the dialysis center, its philosophy 

of treatment, approach to the patients, even the physical 

layout, has on the vocational rehabilitation of ESRD 

patients. According to the Theory of V/ork Adjustment, 

people will tend to stay in an environment in which they 

have a correspondence between their needs and the 

reinforcers available in that environment. It would be 

interesting to see if the different dialysis centers could 

be rated in the same manner as work environments, to the 

extent that they supply reinforcers. Correspondence between 

the patient's vocational needs and the reinforcers supplied 

by the dialysis center could then be measured. 

It might be speculated that patients who show a 

correspondence between their vocational needs and the 

reinforcers available at the dialysis center in which they 

dialyze would be less likely to return to work. The 

relationship of the fit between the vocational needs and the 



86 

reinforcers available in the dialysis center and the 

reinforcers available in the work environment could be 

analyzed in regards to vocational rehabilitation. 

Another area for future research into the vocational 

rehabilitation of ESRD patients could be to see if their 

expectations about having their kidneys no longer function 

and remaining an active worker are met. Persons being 

treated by hemodialysis must conform to a new lifestyle 

dictated by their medical problems. The patients whose 

expectations about being both an ESRD patient receiving 

treatment by hemodialysis and continuing to work are met may 

be more likely to continue to work compared to patients 

whose expectations about working are not met. The present 

study found that as a group, ESRD patients who continue to 

work once dialysis has commenced and patients who do not 

continue to work after dialysis begins do not differ in 

their vocational need patterns. It might be that the 

pattern of needs is unrelated to vocational rehabilitation; 

rather the expectations that the needs will continue to be 

met might be the factor that contributes to continued work. 

Vocational adjustment is just one aspect of the overall 

adjustment that the ESRD patient must make. The patient 

must make adjustments to new eating habits, social 

relations, family relations, and leisure activities. The 

present study shows the ESRD patients as a group are similar 

in their vocational needs, pre-dialysis work adjustment, and 
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job demands. By limiting the scope of a study to one area 

of adjustment, persons who have made remarkable adjustment 

in other areas may be overlooked. Also, just because people 

have made an adequate adjustment in the vocational aspects 

of their lives does not mean that they are showing 

adjustment in other areas. 

Adjustment to the dialysis process has been looked at 

in basically two ways. The first way is from a pathological 

model. In this model compliance to the medical regimen 

becomes of foremost importance. Those patients who are 

unable to comply with dietary and fluid restrictions are 

viewed as suffering from some type of psychopathology, In 

this approach denial and depression are factors that 

strongly affect adjustment and are topics of research. It 

is presumed that poor compliance reflects pathological 

levels of denial or depression. 

In contrast to the pathological approach is the 

approach that views the individual patients as determining 

how pervasive the illness will be in their lives (Blodgett, 

1981), In this approach to research, participants are 

viewed as normal people, with adequate resources, who are 

faced with an exceptionally stressful event in their lives. 

Adjustment for the patients in this approach is to face life 

as an ESRD patient the way they would any other major change 

in their lives, and to integrate the inevitable process of 

treatment by dialysis into their lives. 
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Using the approach to study ESRD patients as 

individuals responding to a stressful event, the goal 

becomes not to study a single aspect of adjustment but 

rather to see how the patients approach being treated by 

hemodialysis. Viewing the patient's overall adjustment then 

becoras a study in how people face major transitions or 

crises in their lives. 

By studying ESRD patients as normal individuals, 

emphasis would be on four areas. The following is based on 

a modified version of Schlossberg's (1983) approach to 

studying transition. The first area of interest would be 

their pre-dialysis level of adaptation, coping and decision 

making. This area could include vocational, marital and 

sexual adjustment as well as experience with major 

transitions in the past. The second area of interest would 

be the nature of the medical problems that led to the 

patient being on dialysis and their complications. Was the 

problem that led them to be on dialysis of sudden onset or a 

slow process that they knew would eventually end in dialysis 

treatment? Were there other losses that occurred at the 

same time such as blindness or amputation? Under this area 

of investigation, measures of strength, stamina, compliance, 

and other factors that affect the physical health of the 

individual would be investigated as to their influences upon 

adaptation, 
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The third area for investigation would be in the area 

of the individual characteristics of the patient and how 

they relate to their adjustment to being treated with 

hemodialysis. Under investigation in this area would be 

demographic variables of ESRD patients. Also under 

investigation in this area would be attitudes that the 

patients hold about themselves, self esteem, locus of 

control, and the persons value orientation (e.g., religious 

beliefs) . 

The final area of study would be the nature of the 

patient's pre-dialysis and post-dialysis environments. 

Family and community support would be areas of interest. 

The influences of dialysis personnel, doctors, nurses, 

dietitians, and technicians would be areas of investigation. 

The type and extent of support from outside institutions 

such as welfare and social security would be studied. 

Studying adjustment to dialysis as a major life crisis 

to be coped with gives a more complete picture of the whole 

person. An approach that views the patients as normal 

people responding as best they can to an extraordinary 

situation also allows for comparisons with other people 

facing a crisis in their lives. ESRD patients could then be 

compared to cancer, cardiac or diabetic patients and perhaps 

a clearer picture could be obtained about the process of 

adjustment to chronic illness. 
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In concluding, a final word will be said about putting 

the model to application. As the cost of dialysis continues 

to rise and the resources for treatment become more 

precious, selection of mode of treatment becomes a crucial 

research topic. Home dialysis and CAPD become desirable 

options for patients from a financial point of view. The 

patient's pre-dialysis level of adaptation, medical problems 

and individual characteristics could all be used to make the 

best possible placement of patients in the most suitable 

form of treatment. 

Directions for Counseling 

A counselor working with hemodialysis patients would 

first and foremost make his or her intervention early in the 

patient's involvement with a dialysis center, perhaps even 

before hemodialysis treatment is required. Early vocational 

intervention might prevent the patients from adopting the 

sick role and becoming discouraged about returning to work. 

The vocational rehabilitation counselor working with 

ESRD patients would not only need to establish a working 

relationship with the patients entering dialysis treatment 

but will also need to gain an understanding of the treatment 

staff's philosophy and attitudes toward vocational 

rehabilitation. 

Together the vocational counselor and the patients 

entering hemodialysis treatment would explore vocational 
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needs, values, interest, aptitudes and abilities, by using 

psychometric instruments, self exploration and interview 

techniques. The counselor would need to consult with the 

medical staff to gain a clear understanding of what the 

vocationally relevant abilities and physical capabilities of 

the patients are. 

Once the counselor has helped the patients gain an 

understanding of what their vocational personalities are, 

various jobs can be explored. The counselor and patient can 

determine which jobs have reinforcer systems that correspond 

to the counselee's needs and value pattern. The counselor 

could also help determine which jobs have ability 

requirements that the individual dialysis patient can meet. 

The counselor would then help the patients select the 

job that matches their ability and need patterns. The 

counselor would have to remain sensitive to the need for 

continued re-evaluation of both abilities and needs of the 

hemodialysis patients as they progress in their treatment. 

If there are no jobs available for which the patients' 

abilities are appropriate, the counselor could help them 

obtain the necessary new skills they might require. 

There are those patients who for one reason or another 

can not or will not return to an active work role. The 

counselor could still be able to intervene with these 

patients. The counselor could examine the work environment 

to discover the significant elements, and together with the 
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patients go about examining non-work environments that would 

supply them with a correspondence between their needs, 

abilities and non-work leisure activities. Non-work 

environments that might match patients' needs, values and 

abilities are volunteer agencies, churches, governmental 

settings, hospitals, and professional, trade and social 

organizations (Dawis & Lofquist, 1984), While many ESRD 

patients are at, or approaching retirement age, new non-work 

environments that correspond to their needs, values and 

abilities could be designed as a form of retirement 

counseling, 

Observations 

There is much talk in the literature about the 

importance of vocational rehabilitation for patients 

undergoing hemodialysis treatment for ESRD, However the 

rehabilitation rates remain very low. In a recent study of 

19 centers, involving 1,189 patients, only 22 percent were 

employed, either full or part time (Richardson, 1986), It 

was my observation that while dialysis center personnel 

desire that the patient's become rehabilitated, the system 

that they work in is opposing that goal. 

When a person's ESRD progresses to the point that they 

require hemodialysis, one of the first people that they 

encounter is a social worker. The social worker, in his or 

her attempt to help the person, aids them in obtaining 
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disability benifits, to finance the very costly medical 

treatment that will keep them alive. It would seem that 

this initial contact sets an expectation for the new 

patient, that they are indeed disabled and should resign 

themselves to that role. 

The expectation and self-image of disability is 

reinforced further by the manner in which the dialysis unit 

is run. In an effort to help the patients, the staff seemed 

to foster their depencence. Patients in the centers 

observed were the passive recipients of the treatment they 

received. The medical staff did everything for the 

patients, from establishing them on the dialysis machine to 

bringing them ice chips. Patients were not encouraged to 

participate in the treatment process. 

The disencentive to become rehabilitated also seemed 

fostered by the atmosphere set in most of the centers 

involved in the present study. There was a family like 

feeling in most centers. Staff and patients seemed to have 

intimate relationships, with patients calling nurses by pet 

names and the staff returning that level of affection. One 

center administrator reported that outside socializing was 

routine and marriages between staff and patients were 

common. 

Working in a dialysis unit is difficult and stressful. 

Social workers, who may be committed to helping patients 

become vocationally rehabilitated, may be frustrated in 
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their attempts to do so. As a rule, social workers are not 

trained in vocational counseling, and may lack the skills 

and knowledge to carry out a vocational rehabilitation 

program. The social workers may not have the time to carry 

out a rehabilitation program. Attempts to establish a 

rehabilitation program may also be frustrated by center 

administrators who may see the costs outweighing the 

possible gains. 

The job of being a nurse in a dialysis unit is also 

very stressful. The typical role of the nurse, that of 

being a healer, is not fulfilled by work in a dialysis unit. 

The patients do not get better. The continous contact that 

the nurses have with their patients in also not the norm. 

In a dialysis unit a nurse may have contact with a patient 

for years, knowing that they will not get better, and could 

die at any time. The nurses' attitudes towards their 

patients would seem to have an impact on the patients' 

vocational rehabilitation. 

For the day-to-day work in a dialysis unit, just 

keeping the patients alive may be the most realistic goal 

for the personnel. The physician, nurse, social worker, 

dietitian, or technicians do not have the skills to carry 

out a vocational rehabilitation program. A consulting 

psychiatrist, if a unit has the luxury of having one, is not 

trained in aiding people in their vocational adjustment. If 

the government is committed to helping dialysis patients 
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become vocationally rehabilitated, then it will be necessary 

for the legislature to commit the resources and not to put 

the financial burden on the dialysis units. In some states 

rehabilitation services are only made available to the 

clients who show the best hope of success, young, college 

students whose education can be financed. Until a 

commitment is made on the part of the government, dialysis 

patients will continue to make poor vocational adjustment, 

and the country will lose potientally productive human 

beings. 

Summary 

End Stage Renal Disease (ESRD) occurs when the kidneys 

can no longer remove enough of the body's waste products to 

maintain the person's health. For life to be maintained 

some other method must be found to remove the waste products 

from the body. For approximately 80 percent of ESRD 

patients, in-center hemodialysis becomes the method by which 

life is maintained. 

When the ESRD program began in 1972, it was projected 

that 100 percent of ESRD patients would be able to be 

vocationally rehabilitated. However that optimistic 

projection has not been realized. While studies vary in the 

numbers of patients that return to work, about 40 percent is 

the best that has 1-een achieved. 
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The present study was undertaken to investigate some of 

the factors that influence vocational rehabilitation of 

patients receiving in-center hemodialysis. Using the 

vocabulary and proposition of the Theory of Work Adjustment 

(Lofquist & Dawis, 1969) the influences of vocational needs, 

pre-dialysis work history and job demands were investigated. 

The study consisted of two groups. The groups did not 

differ in regards to sex, race, age, education, and time on 

dialysis. The groups' racial make up closely represented 

the racial makeup of the region in which the study was 

undertaken. Group A consisted of patients who had 

maintained job tenure while undergoing hemodialysis 

treatment, while Group B consisted of patients who had not 

maintained job tenure while undergoing hemodialysis. 

For the population that was studied in this 

investigation, vocational needs did not differentiate a 

group of in-center, working patients receiving hemodialysis 

therapy from patients who did not continue to work while 

receiving therapy. The mean profile height, which would 

have indicated that the needs were more important for one 

group or another, did not differ between the two groups. 

The 21 vocational needs measured by the MIQ held about the 

same importance for both groups. The mean profile shape 

also did not differ between the two groups, indicating that 

the groups have similar patterns of needs. 
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There does not appear to be a difference in the ability 

requirements of the patients' pre-dialysis occupations. 

When classified using the Dictionary of Occupational Titles 

on worker trait components, the groups did not differ in a 

significant manner. That the groups did not differ in 

regard to the medical problems that led to being treated 

with hemodialysis might suggest that the groups were similar 

in their physical ability. LCT scores, which reflect the 

logical and consistent filling out of the MIQ might be 

indicative of a person's cognitive ability at the time of 

the test's administration. With uremic poisoning a 

potential problem for dialysis patients in general, a 

non-significant difference on LCT scores could be indicative 

of similar cognitive functioning between the two groups. 

Satisfaction, as measured by length of time in the 

occupation, or job tenure, was not a good predictor of 

vocational rehabilitation. Other factors reflecting 

vocational history and experience also did not discriminate 

between the two groups. Number of jobs, percent of life 

time worked, and percent of life time worked in pre-dialysis 

jobs were not discriminative between working and non-working 

groups. 

Correspondence is the fit between a person's needs and 

values and the reinforcers available in the work 

environments. Correspondence leads to job satisfaction and 

satisfaction leads to job tenure. The groups did not differ 
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in the number of patients whose needs and values fit the 

reinforcers available in their pre-dialysis occupations. 

As the number of patients continues to increase and the 

resources to pay for dialysis treatment become more scarce, 

cost containment becomes a crucial question. Returning 

people to the work place and letting them help defray some 

of the cost of their treatment becomes an important option. 

The mode of treatment is another way to contain costs. Self 

care dialysis is a less costly method of treatment due to 

decreased personnel and overhead costs. 

Future research should focus on three areas regarding 

dialysis patients' adjustment. The first area is finding 

the factors that predict vocational rehabilitation and ways 

to make early interventions, prior to commencing dialysis. 

The second area would be selection for mode of dialysis 

treatment. Self care dialysis options are not medically or 

psychologically appropriate for all patients. However more 

patients could be utilizing self care modes of treatment 

than currently are. The ability to dialyze at home 

increases patients' feelings of control over their own lives 

and increases their opportunities to combine dialysis and 

employment. 

The third area involves the attitudes of the dialysis 

treatment staff. Much has been written about the need for 

vocational rehabilitation of dialysis patients. However of 

the ten centers sampled for the present research none had 
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any vocational rehabilitation programs. Every dialysis 

center must employ a social worker to serve the patients' 

needs. However the social workers spend the bulk of their 

time determining the benefits for which the patients 

qualify. Research needs to be undertaken to develop 

educational programs for social workers to implement, 

conduct, and monitor vocational rehabilitation programs for 

the patients they serve. 
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APPENDIX 

DIALYSIS CENTERS 

Center One. Working: 2, Not Working: 1. 

Center Two. Working: 0, Not Working: 2. 

Center Three. Working: 5, Not Working: 3. 

Center Four. Working: 5, Not Working: 6. 

Center Five. Working: 0, Not Working: 1. 

Center Six. Working: 4, Not Working: 0. 

Center Seven. Working: 4, Not Working: 4 

Center Eight. Working: 3, Not Working: 3. 

Center Nine. Working: 6, Not Working: 7. 

Center Ten. Working: 0, Not Working: 2. 
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