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Abstract

Aim: This study describes how one group of renal clients using dialysis at

home view their therapy.

Methodology: This qualitative study used a critical interpretive methodology.

Twenty clients from one renal department in New Zealand, who used either

haemo or peritoneal dialysis at home, were interviewed for an hour each in

November 2004 and January 2005. The audiotaped interviews were analysed

to produce a thematic description of the common client perspective for the

group. This represents one dimension of the client discourse, in contrast to

the dominant professional discourse in the renal setting.

Results: Several interrelated themes were identified from the set of texts:

» Confidence in their own competence in self-care treatment;

* Independent modification of their therapeutic prescription;

* Influence of their life situation on their commitment to therapy;

» Ambiguous relationships with renal health professionals.

Discussion: One interpretation of the client perspective is that individuals
negotiate the required treatment into their lifestyle to enable them to live
with their chronic condition. In these terms the role of nurses who work
with people living on dialysis could be conceptualized as a professional
participation in their process of negotiation. To do this effectively nurses

need to understand the client perspective on renal replacement therapy.

Introduction

Renal replacement therapy requires
significant cooperation from people with
end stage renal disease (ESRD). For renal
clients, using this complex treatment for
their chronic condition, involves a regular
dialysis program, fluid intake and dietary
restrictions, and medication regimen.

Those who perform their own dialysis
at home have greater control of their
therapy and more responsibility for it
than people who attend a dialysis clinic.
Not only is there no direct professional
supervision of their treatment, there is
less intensive monitoring of the efficacy
of their therapy. Failure to comply
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with the therapeutic prescription is
commonly viewed as a significant
problem by renal health professionals.
In order to effectively address the issue
of renal clients’ therapeutic behaviour it
is necessary to understand the attitudes
of people using dialysis towards renal
replacement therapy. However little is
known about the renal client perspective
on treatment. This paper reports a study
that sought to describe how one group
of renal clients using dialysis at home
view their therapy.

Background/Literature

There is an extensive literature about
renal clients’ failure to comply with the
therapeutic prescription (Leggatt et al.
1998, Bleyer et al. 1998, Hailey and Moss
2000, Morgan 2000, Kovac et al 2002,
White 2004), focussing on alteration of
the dietary and fluid intake restrictions
(Sensky et al. 1996, Lee and Molassiotis
2002), and shortened and missed dialysis
sessions (Rocco and Burkart 1993,
Gordon et al. 2003). Previous research
sought to identify stressors, as well as
strategies used to cope and adapt to
therapy (Lok 1996, Cormier-Daigle and
Stewart 1997, Keogh and Fechally 1999,
Mok and Tam 2001, Welch and Austin
2001, Tsay et al. 2005).
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There is a growing literature, using various
methodological approaches, that seeks to
understand the experience of living with
renal failure (Gregory et al. 1998, Nagle
1998, Caress et al. 2000, Lindqvist et al.
2000, Faber, 2000, Curtin and Maples
2001, Hagren et al. 2001, King et al. 2002,
Polaschek 2003, Jablonkski 2004). These
studies are focused almost exclusively on
the dialysis clinic setting. Generally these
studies reveal the difficulties that renal
clients face in seeking to maintain their
normal lifestyle when living on dialysis.
A few refer in passing to client attitudes
towards therapy. Clients in Faber’s (2000)
study viewed attending the dialysis clinic
as a form of “work”. Curtin and Mapes
(2001) found the healthcare management
strategies of long term dialysis survivors
included both monitoring and influencing
the care provided by staff at the dialysis
clinic. To date no research has focussed
on the client perspective towards therapy.

The lack of studies about attitudes

of renal clients towards therapy is
understandable in a context where
treatment is necessary for survival and
usually provided for the client by renal
staff at the dialysis clinic. But the efficacy
of renal replacement therapy is dependant
on the cooperation of the individual
receiving treatment. This is the source

of the studies about the professional
problem of non-compliance. Developing
an understanding of the client perspective
on therapy may assist renal staff in
seeking to improve its efficacy. It may
also raise questions about the relationship
between the efficacy of treatment and the
wellbeing of individuals using it.

A number of studies have recognised
that people living with a chronic illness
sometimes autonomously alter their
prescribed therapeutic regimens (Adams et
al. 1997,Van Wissen et al. 1998, Anderson
and Funnell 2000). These authors suggest
that conceptualising individual’s response

to chronic illness in terms of compliance is
inadequate (Playe and Keeley 1998, Kyngas
et al. 2000, Thorne et al. 2000, Murphy and
Canales 2001, King et al. 2002). Several
studies have recognised an ambiguity in
professional attitudes, where clients with
ESRD are expected to take responsibility
for managing their chronic condition
but, at the same time, to comply with the
medical orders (Horne and Weinman 1994,
Faber 2000). A few authors have proposed
that attitudes towards their therapy among
people living with a chronic condition
are better understood as a process of
negotiation (Thorne 1993, Hernandez
1995, Polaschek 2003a, Russell et al. 2003).
This review of the literature suggests that
interpretations of renal clients’ therapeutic
behaviour need to be based on studies
seeking to understand their attitudes
towards renal replacement therapy.

Methodology for the study

This qualitative study used a critical
interpretive methodology to describe the
perspective of one group of people using
self-care dialysis towards their therapy. The
critical interpretive approach is a form
of hermeneutic enquiry that recognises
that any individual’s understanding arises
from interpretations made within a social
context characterised by several contrasting
interpretive perspectives (Thompson
1990, Benner 1994, Allen 1995). For

the critical interpretive approach in this
study concepts derived from the work of
Michel Foucault (1975, 1977, 1980) are
used. Foucauldian ideas have been found
useful because they facilitate delineation of
relationships between the different social
roles in the highly specialised settings

of contemporary medicine (Cheek and
Rudge 1997, Lupton 1997, Bevan 2000).
The disciplinary technology of renal
replacement therapy can be conceptualised
as creating a distinctive social context
made up of several interrelated
‘discourses’. Individual’s understanding is
shaped by these discourses, which reflect
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different positioning of various social
roles within the renal setting.

The dominant professional discourse,
the basis of the renal setting, is primarily
articulated in the therapeutic techniques
of renal replacement therapy. It is also
expressed in professional attitudes,
especially in assuming the efficacy and
value of renal replacement therapy and,
consequently, expecting full compliance
with the therapeutic prescription

from people who use dialysis. In the
renal setting commercial and political
discourses are also influential (through
research, product marketing and policy)
in the way that this form of therapy

is understood. There is also a client
discourse in the renal context, which is
expressive of the perspective of those who
experience renal replacement therapy
(Polaschek 2005).This client discourse
is obscure in the renal context because
the ‘renally replaced’ life is dependent on
the dominant renal discourse; the client
perspective is ‘structurally silenced’ by
the dominant professional viewpoint
(Sloan 1999). By discerning the distinctive
shared interpretations among one group
of people living on dialysis, from within
their statements typically reflecting their
socialisation by the language and ideas
of the dominant professional discourse,
this study aimed to describe their
characteristic attitudes towards their
therapy, one dimension of the client
discourse in the renal setting.

Ethical approval for the study was
obtained from the relevant health
authority. The ‘positioning’ of the
researcher in relation to the group of
participants was important (Finlay 2002).
He worked in the renal department
that supported all of them, but was
not directly involved in the care of
anyone using dialysis. The invitation
to individuals was made by staff rather
than the researcher, ensuring their free
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participation. He guaranteed participants
that no information they shared in the
interviews would be given to their
clinical teams and their anonymity would
be protected in any use of the research.

A group of 20 male and female
participants using self-care dialysis, 15
haemodialysis (HD) and 5 peritoneal
dialysis (PD) were selected from the
dialysis population in one regional

renal department in New Zealand.

The majority had initially spent a short
period of time at the dialysis clinic. They
used a range of variants of therapy. For
HD these included three 5 hour dialysis
sessions each week or alternate nightly

8 hour treatments. No participants were
using daily HD or a PD cycler. Most

of those using HD and all using PD
performed dialysis at home by themselves
without a helper present. The form of
therapy participants used was determined
firstly by their clinical need for dialysis
efficacy, secondly by their own choice to
better fit their life situation, and finally by
the availability of therapeutic options.

Participants had been established
successfully on dialysis for at least six
months. They had not had to attend

the dialysis clinic because of problems
with their dialysis and were viewed as
competent by the renal staff supporting
them. The researcher interviewed each
participant for an hour in their own
homes in November of 2004 and January
of 2005. He used a semi-structured
format that encouraged them to share
freely their own views on a variety of
topics related to their therapy. A range of
questions facilitated discussion around
the following topics: the extent to

which they consider they control the
therapy; reasons for difticulties in meeting
the requirements of the therapeutic
prescription; identifying aspects of the
therapy they modify; their view of

their relationships with renal health
professionals supporting them.

The audiotaped interviews were analysed
in terms of the critical interpretive
approach. Within participant’s statements
distinctive expressions dissonant from

the dominant professional viewpoint
were distinguished from those reflecting
it. Similar concepts in these distinctive
expressions were identified across the

set of texts. These were collated into
various categories, to produce a number
of themes that describe the common
client perspective towards their therapy,
in contrast to the dominant professional
viewpoint in this renal setting. This
thematic description of a key dimension of
the renal client discourse, reported below,
is illustrated by examples and sometimes
verbatim comments from participants.

The adequacy of this type of qualitative
study is based on its ‘trustworthiness’
(Emden and Sandelowski 1998, Koch
and Harrington 1998, Clarke 1999, Seale
2002, Tobin and Begley 2004). This is
demonstrated firstly by the consistency
of the methodology, design and process
in the study. Secondly it is shown by the
utility of the study in the clinical setting.
This is being examined through feedback
to the local client group and through
presentation and publication for renal
health professional groups.

Results

Four themes were produced from the
analysis of the audiotaped interviews
which summarise the characteristic
attitudes in this group of self-care renal
clients towards their renal replacement
therapy. This construct, representing one
dimension of the renal client discourse,
expresses the common perspective of
people using self-care dialysis in this
particular context. The four themes are
an interrelated set as described below.

Theme one: Confidence in their own
competence in self-care treatment
Participants were confident in their

own competence to manage their renal
replacement therapy. They had no difticulty

with the sequence of actions involved

in performing their dialysis treatment. A
number of them had memories of times
of anxiety in the first months of treatment
and, for HD, some stories of losing blood
while connected to the dialysis machine.
Now well established on dialysis, they had
overcome these concerns and typically
noted that their treatment was automatic,
“second nature”, to them. They never
needed to attend the dialysis clinic because
of problems with their dialysis treatment.
They felt positive about being in control
of their own care, in contrast to their
experience of being dependent on the
dialysis clinic. They could ensure their
treatment suited them, rather than having
to risk variable experiences of treatment
because of the attitudes or difterent levels
of expertise of the nurses caring for them
in the dialysis clinic.

Participants recognised the ongoing
potential for unexpected problems during
their HD treatment but were confident in
their own expertise to manage these. They
typically handled occasional technical
complications near the end of treatment,
especially significant clotting or air in the
blood lines, by terminating the treatment,
because the time required for corrective
action made this the sensible thing to

do. Managing hypovolaemia (“going
flat”) due to fluid loss during treatment
remained a minor concern, but they

had learned to minimise this potential
problem in various ways, in particular

by varying the rate of fluid removal
during treatment. One participant

and his partner had become expert at
discontinuing treatment when periodic
unpredictable power failures occurred.
Those using PD were confident in their
ability to manipulate the “strength” of
their bags to increase or reduce the rate
of fluid removal as necessary. Occasional
problems with their vascular access on
HD or tenckhoff catheter access on PD,
which interfered with their treatment

and required admission to hospital, were
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frustrating rather than major concerns
that destabilised their confidence in their
self-treatment at home. Because of their
confidence in managing problems during
treatment, participants’ adherence to their
treatment regimen was not influenced

by issues related to the technical
performance of the treatment.

Participants described a growing
awareness of their own body over time
on treatment, in particular changes

in their blood pressure or fluid status.
Those using HD felt a “need” for dialysis,
especially after any unusually long break
due to an alteration of their treatment
regimen. One said, “I'd feel the extra day;
now my body tells me I need the dialysis
machine”. This heightened sensitivity
enabled them to control their own
therapy more effectively. According to
the dominant professional discourse renal
replacement therapy can be efficaciously
managed by patients themselves; the
client discourse emphasises their
confidence in their capacity to manage
their own treatment at home.

Theme two: Independent
modification of the therapeutic
prescription

Participants modified some aspects of the
therapeutic prescription. They generally
followed professional recommendations
about treatment, knowing this was
necessary to remain well. However
commonly, after beginning regular
dialysis, they experimented with their
therapy to find out whether what the
doctor had ordered was really necessary
for them. Most often they shortened
their treatment hours or did not limit
their drinking to the recommended
daily intake. Twwo participants had
autonomously ceased treatment (because
they felt worse on treatment) for a period
of months without any adverse clinical
effects. As one man said, “I missed a day,

then missed another day, I didn’t feel any worse

for not dialysing”. Generally, worsening of

their symptoms eventually made clear to
them the need for treatment.

Confident in their own competence,

a number of participants considered
some autonomous alteration of their
therapeutic regimen necessary to address
limitations of treatment, specifically

to manage symptoms caused by the
treatment itself, and also to fit the
treatment into their regular pattern

of activities. Participants established a
personal pattern of dialysis treatment,
commonly a variation on what had
been prescribed, that best enabled them
to maintain their lifestyle. Some did
shorter sessions during the week when
they worked, and a longer session at the
weekend. Others did sessions running
into the night to maximise their “free”
time during the day. One person said,
because of the “lack of freedom, the
regimentation of dialysis, 'm always trying to
maximize the hours available [to do other
things], because you spend so much time on
the machine”.

Some participants also periodically altered
their own modified regimen in various
ways. They shortened treatment hours on
occasion, sometimes to limit worsening
symptoms during treatment (severe
headache, cramping, dizziness), sometimes
to allow them to meet a specific work
commitment or enable participation in
some unexpected social situation. A few
lengthened treatment hours on occasion
to facilitate higher than usual fluid
removal or to manage symptoms such as
“restless legs”. Several participants using
PD periodically omitted their midday
bag exchange, one woman noting they
were “time constrained”, in order to enable
them to meet work commitments.

In managing their own fluid balance,
some participants increased their target
‘dry’ weight following HD treatment, to
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avoid symptoms of dizziness and feeling
“washed out” after treatment. One noted,
“At my target 1 feel on the border of being
disoriented. I function better with a bit of
fluid on”. However a few of them had
sometimes attempted to ‘dry’ themselves
out by completing their treatment
below their recommended target weight
(despite the risk of hypovolaemia) to
allow them to drink more in a particular
social situation. Commonly they tended
to avoid habitual social situations, as
they did not feel they could participate
fully without drinking and did not wish
to feel socially isolated. When they did
choose to attend such occasions they
knew they would drink beyond their
assigned daily fluid intake limit. Likewise,
while they generally adhered to their
dietary restrictions, they found the need to
check the composition of food available
in social situations tedious and simply
avoided obviously problematic foods.

Despite modifying their prescribed
treatment regimen in various ways in
order to manage better, participants

did not change their therapy arbitrarily.
Although some found variability in
their sense of wellbeing interfered with
their activities after treatment, and many
acknowledged the tedium of the routine
of therapeutic regimen, this did not affect
their performance of dialysis. As one
man said, “It’s a routine, I don’t want to do
it sometimes, but you know you’ve got to do
it. But it feels like a waste of time, 5 hours
sitting on a machine”. They coped with
these inescapable effects of treatment by
accepting dialysis and its consequences
as part of their usual pattern of activities,
by ‘normalizing’ it (Gregory et al. 1998,
Nagle 1998).

Some participants made it clear that
having capacity to vary their treatment
regimen was important for them, both in
enabling them to integrate the therapy
into their regular pattern of activities in
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order to maintain important aspects of
their normal lifestyle, and also to manage
the ongoing routine of treatment. A
number contrasted this with the sense of
constraint they felt in being dependent
on the inflexible schedules at the dialysis
clinic for treatment. As one said, “In
hospital [the dialysis clinic] you’re at every
ones’ beck and call; you do it when they want
you to do it, because they have a business to
run. At home I can do it at my own leisure.”
Although full compliance with the
therapeutic prescription is necessary to
maintain their health status according

to the dominant professional discourse,
by contrast, in the client discourse some
variation in their treatment regimen

is necessary in order to maintain their
lifestyle while living on dialysis.

Theme three: Influence of their life
situation on their commitment to
therapy

Participants’ commitment to continuing
to complete the requirements of therapy
was influenced by certain important
aspects of their life situation. If they

had close family relationships, especially
a partner or dependent children, this
motivated them to continue to carefully
perform their treatment, in order to

be able to sustain these relationships.
Likewise if their work was important

to them they had a strong reason to
maintain the discipline of therapy in
order to function well in their work.
Their personal attitudes towards life
(religious views or other personal
convictions) also influenced their
commitment to meet the ongoing
demands of the therapeutic regimen.
One man summed up having come to
terms with dialysis, “It’s all part of the
experience of living.” By contrast, those
without a partner or dependent children
or unemployed often lacked motivation
to maintain the discipline of therapy.
Several noted that following the end

of a relationship or loss of their job

their commitment towards treatment
diminished. As one man who had had
several relationships while living on
dialysis said, “Dialysis is a stress in your
life that’s easier to manage if you are in a
relationship”.

The examples participants gave during
the interviews revealed that they found
it easier to maintain the discipline of
treatment when they had some positive
motivation from their lives; the discipline
was harder to maintain without such

a motivation. As one participant said,
“When life is going well dialysis is easy”.

A positive perception of certain aspects
of their life situation encouraged
commitment to their therapy;a lack of
these undermined their commitment. As
one put it, “Who cares, why bother now, it’s
too much effort, what does it matter anyway.”
Some indicated that, given the difficulties
of treatment for them personally,
without the motivation they found (in
relationships, their work or their beliefs)
they might wonder whether it was
worth carrying on with treatment. Thus
while participants had often initially
experimented with treatment and
subsequently modified the therapeutic
prescription in order to manage better
within their own lifestyle, how well

they adhered to their modified regimen
depended on their perception of their
wellbeing in their own life situation.

Participants’ comments showed that they
were not motivated to continue to meet
the demands of treatment by a desire to
maintain their health status, but rather
by their own life situation. This is shown
very clearly by some participants whose
desire to improve their current difficult
life situation by receiving a transplant
provided motivation to maintain the
discipline of therapy. For this group of
participants their current problems while
living on dialysis were not demotivating.
Their hope of a transplant enhanced

their commitment to careful treatment,
due to a conviction they needed to
ensure they were always “ready” (by
being well dialysed), both to enhance
their likelihood of being offered an organ
that became available and also of the
graft being successful. As one said, “It
would break my heart if a transplant came
along and my bloods were up the shoot and
they decided to give it to someone else”. While
in the dominant discourse renal client
behaviour is assumed to be motivated by
a desire to maintain their health status, in
the client discourse, by contrast, ongoing
commitment to therapy is influenced by
various aspects of individual’s life situation
which affect their general wellbeing.

Theme four: Ambiguous
relationships with renal health care
professionals

Participants had ambiguous relationships
with renal health care professionals. They
generally viewed their relationships with
renal staft very positively, often in contrast
to other health professionals they had to
deal with. They felt supported by renal
nurses in undertaking their own treatment.
But, although they discussed managing
some clinical problems with them, they
did not generally discuss the autonomous
modifications they made to the therapeutic
prescription. One noted, “Certain things you
keep to yourself. I don’t want to offend people.
They do their best for you. Now it’s passed
over to me I’m doing the best for me”.

They were clear that only those using
dialysis can understand what it is like,

in particular the impact of treatment on
their lives. They also recognised a clear
expectation on the part of professional
staff that they comply with the treatment
as prescribed. Because of this they did
not feel they could discuss with staff any
modifications to what was considered
clinically optimal treatment. As one said,
“They can only look at it from the clinical
side, not from the patient’s side, how they’re
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feeling. You’ve got to have guidelines, they give
you guidelines, they’ve got to treat everyone
equal, some need a regimented approach but I
think there’s room for flexibility”.

When faced with the difficulties caused
by treatment participants, oriented to
managing their own care independently,
sometimes chose to modify the
therapeutic prescription beyond
professional recommendations, in order
to cope better with treatment in their
lives. One man stated, “Whether it’s right,
wrong or otherwise it’s my technique”. In
accord with this independent approach
they did not consider it essential to tell
staff everything about their treatment,
and also did not wish to create issues
that might impact negatively on their
relationships with staft.

Interestingly, the participants’ major
concern was not being fully informed
about their ongoing clinical situation

by health professionals. As one said, “I
think they should be more honest from the
beginning”. While this might seem at odds
with their own reluctance to talk openly
to staff about their own modifications

to their treatment regimen, this further
ambiguity may reflect their own
awareness of the asymmetry (due to the
difference in knowledge and power) in
the relationship between renal clients and
health professionals. These participants’
views can be interpreted as reflecting

the obscure client discourse that is
‘structurally silenced’ (Sloan 1999) by the
dominant professional discourse.

Discussion: Negotiating therapy
into their lives

Autonomous alteration of the therapeutic
prescription by renal clients is presumed
to be problematic in the dominant
professional discourse, as studies about lack
of compliance show (Hailey and Moss
2000, Morgan 2000). By contrast the
client discourse in this study indicates

that, while acknowledging the need

to adhere to the treatment regimen,
renal clients sometimes independently
modify their therapeutic prescription in
order to maintain their normal lifestyle.
They rationalise this by noting their
competence to successfully manage their
treatment, reflecting the views generally
found among clients with other chronic
conditions towards their therapy (see for
example attitudes towards medication in
general in Pound et al. 2005, or attitudes
of people with diabetes, Hernandez
1995). Although objectively suboptimal
treatment may have consequences in
the long term (for example regular
fluid overload leading to heart failure),
participants viewed their approach as
necessary to manage the requirements of
the regimen within their own lifestyle.

Studies about compliance assume that
renal clients’ primary goal is to seek to
maintain their good health (Leggatt et
al. 1998, Kovac et al. 2002). By contrast
the client discourse in this study shows
that their life situation influences their
commitment to continuing to complete
the requirements of the therapeutic
regimen. Given a positive perception of
their life situation they are motivated

to manage their therapeutic regimen in
order to maintain it. If their perception
is less positive their motivation to
continue to meet the demands of a
complex and ongoing therapy is limited.
Maintaining their health status through
compliance with the therapeutic regimen
is a means to an end, the primary goal
of maintaining their general wellbeing.
Changes in their life situation, such as loss
of a partner or a job can significantly
affect their adherence to their regimen.
The relationship between the demanding
therapy, necessary for survival, and their
own life situation is complex, and can only
be indirectly influenced by health care
professionals.
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Frustration with renal health professionals
who do not listen to them and a
consequent sense of powerlessness is a
theme in the literature of the renal client
experience (Bevan 1998, Nagle 1998,
Curtin and Mapes 2001). This reflects

the contrast between the dominant
professional discourse and the obscure
client discourses within the renal context.
Such a sense of inequality is not a feature
of this study, perhaps because its setting

is self-care rather than the dialysis clinic,
making it easy for participants to manage
their interactions with renal staft. A
negative dimension in their relationship
with renal staft does not improve
adherence to the therapeutic regimen; it
can make the client experience, already
often difficult, worse.

One interpretation of their approach to
treatment is that renal clients negotiate
therapy into their lifestyle to enable

them to live with a chronic condition
(Thorne 1993, Polaschek 2003a, Russell
et al. 2003). From their perspective,

their initial experimentation with
treatment, subsequent modifications in
their therapeutic regimen and even their
varying adherence according to their
changing life situation, are not aberrations.
They are necessary activities, part of
their process of negotiation of therapy
into their lifestyle. Management of their
own treatment at home allowed the
participants in this study a greater capacity
for variation in treatment patterns than in
the dialysis clinic. There clients can only
alter their therapy by actually missing
treatments or seeking to shorten them by
claiming various symptoms (Rocco and
Burkart 1993, Gordon et al. 2003). By
moving beyond professional assumptions
about therapeutic behaviour in terms of
compliance, to acknowledge the client
perspective in a model of negotiation,
renal staff can engage with the distinctive
client discourse within this chronic care
setting.
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Limitations of this study

This research is limited in presenting one
variant of one dimension of the client
discourse. Participants in the study were
drawn from one renal department in
New Zealand and used a limited range of
self-care treatment modalities. A minority
used PD, none used PD cyclers. Clearly
the results reflect, to an indefinable
extent, the institutional culture of the
specific renal context in which they were
produced.

In the critical interpretive approach

the client discourse is a response to

the dominant discourse. While the
dominant discourse primarily reflects

the ubiquitous therapeutic techniques

of renal replacement therapy, it is

also expressed in shared professional
attitudes which are somewhat different
in each renal setting. For example in

the department where this study took
place self- care dialysis is common,
professional attitudes encouraging clients
to view it as a normative mode of therapy.
The distinctive features the dominant
discourse in this renal setting may have
influenced the nature or formulation of
the themes derived from the interviews.
Studies in different renal settings,
presenting other variants, will enable fuller
articulation of this dimension of the client
discourse in the renal context.

Conclusion

This study has described how one group
of people using dialysis at home view
their independent therapys; it has outlined
one version of the client discourse in the
renal context. The results are suggestive
for other chronic care contexts. They
show the importance of the client
perspective in understanding a chronic
condition.

This description of a common client
perspective points towards a broader view
of the relationship between the efficacy

of therapy and the wellbeing of people
who are using the therapy. Optimising
the therapeutic prescription may affect
their activities, reducing their quality

of life. Modifying some aspects of the
treatment regimen, within the limits they
know are possible, may help them to
maintain their normal lifestyle.

One implication of this study is that the
role of nurses who work with people
living on dialysis can be conceptualized
as a professional participation in

their process of negotiation. Nurses,
recognizing clients have a different
perspective, can engage in dialogue that
facilitates them in negotiating renal
replacement therapy into their own
lifestyle. They know that commitment to
treatment can vary with their changing
life situation, that as nurses they cannot
directly influence this but rather support
their clients as they seek to manage

it themselves. Nurses can work more
effectively with renal clients if they
develop some understanding of the client
perspective in the renal setting.

References

Adams S., Pill R. & Jones A. (1997)
Medicine, chronic illness and identity: the
perspective of people with asthma. Social
Science and Medicine 45 (2), 189-201.

Allen D. G. (1995) Hermeneutics:
Philosophical traditions and nursing
practice research. Nursing Science Quarterly
8 (4), 174-182.

Anderson R. M. & Funnell M. M. (2000)
Compliance and adherence are
dysfunctional concepts in diabetes care.
Diabetes Educator 26 (4), 597-604.

Benner P. (1994) The tradition and skill of
interpretive phenomenology in studying
health, illness and caring practices. In
Interpretive phenomenology: embodiment,
caring, and ethics in health and illness (Benner
P, ed.), Sage, Thousand Oaks, California,
pp. 99-127.

Bevan M. T. (1998) Nursing in the dialysis
unit: Technological enframing and a
declining art, or an imperative for caring.
Journal of Advanced Nursing 27,730-736.

Bevan M. T. (2000) Dialysis as “deus
ex machina”: A critical analysis of
haemodialysis. Journal of Advanced Nursing
31,437-443.

Bleyer A., Hylander B., Sudo H., Nomoto
Y., De LaTorre E., Chen R. & Burkart, J.
(1998) An international study of patient
compliance with haemodialysis. Journal
of the American Medical Association 281,
1211-1213

Caress A., Luker K. & Owens R. (2000) A
descriptive study of meaning of illness In
chronic renal disease. Journal of advanced
nursing 33 (6), 716-727.

Cheek J. & Rudge T. (1997) The rhetoric of
health care? Foucault, health care practices
and the docile body - 1990s style. In
Foucault: The legacy (O’Farrell C., ed.).
Queensland University of Technology,
Brisbane, pp. 707-713.

Clarke J. (1999) Hermeneutic analysis: a
qualitative decision trail. International
Journal of Nursing Studies 36 (50), 363-
369.

Cormier-Daigle M. & Stewart M. (1997)
Support and coping of male hemodialysis-
dependent patients. International Journal
of Nursing Studies 34 (6), 420-430

Curtin R. B. & Maples D. L. (2001) Health
care management strategies of long-term
dialysis survivors. Nephrology Nursing
Journal 28 (4), 385-394.

Emden C. & Sandelowski M. (1998) The
good, the bad and the relative, part one:
Conceptions of goodness in qualitative
research. International Journal of Nursing
Practice 4,206-212.

Faber S. (2000) An investigation of life with
end stage renal disease: sociocultural case
studies analysis. Canadian Association
of Nephrology Nurses and Technicians
Journal 10 (3), 24-34.

Finlay L. (2002) “Outing” the researcher:
the provenance, process and Practice of
reflexivity. Qualitative Health Research 12
(4), 531-545.

Foucault M. (1975) The birth of the clinic:
An archaeology of medical perception
(Sheridan Smith A., trans.).Vintage Books,
New York.

Foucault M. (1977) Discipline and punish:
The birth of a prison (Sheridan Smith A.
trans.).Vintage Books, New York.

Foucault M. (1980) Power/knowledge:
Selected interviews and other writings
1972 - 77 (Gordon C., Marshall, M.,
Mepham, J. & Soper, K., trans). Pantheon,
New York.

Renal Society of Australasia Journal // November 2006 Vol 2 No: 3 63



